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A person can learn a lot from a dog, even a loopy one like ours. Marley taught me about living each day
with unbridled exuberance and joy, about seizing the moment and following your heart. He taught me to
appreciate the simple things–a walk in the woods, a fresh snowfall, a nap in a shaft of winter sunlight.
And as he grew old and achy, he taught me about optimism in the face of adversity. Mostly, he taught me
about friendship and selflessness and, above all else, unwavering loyalty. 

John Grogan, Marley and Me, 2005

Greetings,

It’s life. We’re always going to have things happen. We’ve all witnessed recently the effects of hurricanes,
financial losses, and scandals, the ensuing panic, and the choice of kneejerk reactions above reason-
able corrective actions. As leaders in our communities, it’s time to straighten the sails and set forth with
some confidence and optimism.

When the bombardment of news occurred around the swine flu panic, we were asked on more than a
few occasions if Healthcare Journal of Baton Rouge was going to do a big story on the swine flu prob-
lem. To which I simply replied – no. I don’t want to appear callous or insensitive to the swine flu situation.
Certainly everyone should be aware of potential threats and healthcare organizations should have prop-
er plans for potential pandemic disasters. Of course every life is important. But, more than 36,000 peo-
ple die every year in this country of the plain ole’ regular flu strains. I have many theories why media out-
lets and governments encourage a state of fear, but I’ll have to save those thoughts for an entire book.

Setbacks will always happen. But, so will wonderful things. Set your mind, words, and actions on a pos-
itive path. Encourage others to do the same. By doing so we’ll likely reach a better tomorrow. At mini-
mum, you’ll enjoy the ride a little more.

Smith W. Hartley



Technology
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f you need to reach the public these days,
you might have noticed that they are busy
Googling, LinkedIn, YouTubing, all a Twitter,
or in sync with their iPhone. More and more,
businesses, non-profits, schools, and heck
even the president, are having to take to
those routes to capture their share of the
public’s attention. The healthcare community
is finding it may have to do the same. For
many healthcare providers, websites long
served as just another source of static infor-
mation about their facilities and services,
and the ever-growing use of social media
was at best irrelevant and at worst alarming.
Heavily regulated, with strict privacy rules
and an inherently sensitive topic, healthcare
did not seem at first to be a good fit for all
that information, much of it dubious, floating
around out there. But the fact is, healthcare
facilities, particularly hospitals, are finding
that they need to be part of those searches,
communities, and conversations to stay rele-
vant. It makes sense. If millions of people
are researching and self-diagnosing online,
why not be the source of convenient and reli-
able health information? If someone is blog-
ging about a good or bad experience at your
facility, why not have a say in the discus-
sion? 



Recognizing the growing trend of healthcare embracing online
and social media, the Louisiana Society for Hospital PR and
Marketing, which is affiliated with the Louisiana Hospital
Association (LHA), has been focusing on social media for the
past few years in its professional development offerings for
members, said LHA’s Michelle Clement. “Hospitals are inter-
ested in learning about the various types of social media, like
Facebook and Twitter, and how to use these new, inexpen-
sive, accessible tools effectively to reach patients and to make
their hospital experience even better.” Clement indicated that
social and electronic media give hospitals and other business-
es the opportunity to reach out to an individual instead of tar-
geting a whole group, so they have the opportunity to truly
educate and inform individuals like never before. 

The use of the new internet and social media to interact with
patients, providers, employees, and services to create a bet-
ter healthcare environment has been dubbed Health 2.0.
Health 2.0 allows consumers to take a more active role in the
management of their health. They can research conditions
and check symptoms online. They can access reviews and
ratings on hospitals and providers and input their own feed-
back. They can read blogs on side effects or join a Facebook
community of others with similar conditions. They can, in
some cases, make appointments, pay their bills, and receive
patient education electronically. They might even choose to
keep their personal medical records online through a web-
based program like HealthVault or something similar offered
through their hospital or health insurance company. 
We found that local hospitals and clinics are
evaluating and embracing the new
technology in varying degrees,
depending on their communication
needs, the demographics of their
patients, and their relative comfort
with each new medium. Here are
a few of the arenas they are
exploring.

Web 2.0
At a minimum, most local facilities have moved or are in the
process of moving from the Web 1.0 model where static infor-
mation was posted on a website, to an interactive forum where
content can be updated and accessed more easily. This more
dynamic approach and the incorporation of user-generated
content is known as Web 2.0. As advertising and an online
generation drives the community and customers more and
more frequently to company websites, hospitals are recogniz-
ing the need to have something fresh and engaging for them
to see there. Many have opted for new software that allows
immediate updates of their sites in-house, as well as the post-
ing of blogs, polls, video, and more. “Instead of having to wait
for an outside vendor to update our website we can do it
immediately,” said the Baton Rouge General’s VP of
Communications, Terri McNorton. “And, we have people
whose background is in marketing, not web design, managing
that content.” McNorton said Web 2.0 allows for more robust
content and it never stops growing or changing. “We post
community events, and then post pictures from the event the
next day. The site should never stop growing, changing.”

Juliette Thompson, VP of Marketing at Ochsner agrees.
“Recognizing that a significant portion of research is done
online for healthcare, whether it be finding out about diseases,

or finding a doctor, I have strategi-
cally refocused our emphasis so
that all of our traditional market-
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ing such as television, radio, print ads, etc., drives every-
thing to our website. We also have a very robust online pres-
ence, meaning a lot of keywords through Google and Yahoo
will bring consumers to our site.” Thompson has designed
the site to engage the consumer, to connect with them on a
human level, and to ensure the site portrays the personality
of Ochsner. 

Websites are also becoming more user friendly, offering
services like locating a physician, bill paying, or sending
flowers online. Lane Regional lets you e-mail a patient and
access newborn photos online. Woman’s Hospital, which
declined to participate in this article, has created a My
Woman’s feature that allows you to pick the subjects that
interest you and manage that content online as well as reg-
ister for classes. The Baton Rouge General offers online
shopping from its gift shop and will soon feature ER wait
times. Ochsner offers a downloadable Find a Doctor widget
and allows an online comparison of wait times at each of its
hospitals. In other words, hospitals are not just using the
internet as another billboard, but are beginning to offer cus-
tomers valuable and helpful content in a much more vibrant
way. They all offer health libraries where visitors can
research symptoms and conditions from a trusted source.
Some, like Ochsner, the General, and Our Lady of the Lake
(OLOL), also offer videos on certain conditions and proce-
dures, or even virtual tours of different departments. A new
website dedicated to the prevention and awareness of colon
cancer was recently launched by OLOL. Visitors to the site



can get a confidential, free, colon cancer risk assess-
ment to assess their personal risk of developing colon
cancer and receive information about the disease. “It
gives patients the tools they need to better manage their
own health,” said OLOL’s Director of Marketing, Nicole
Hidalgo. 

Beyond giving consumers the warm fuzzies and valuable
content, the new technology allows hospitals to track
who is visiting their website, how they got there, what
they click on, what advertisement drove them to the site,
and what features are popular. “It’s critical not to have a
stagnant site,” said McNorton. The General is also work-
ing on an abbreviated version of their website for those
using mobile devices like iPhones and PDAs. The site
would feature the most critical information that people on

the go access the site to find, such as directions, contact
numbers, and clinic hours, with a link to the full site if
needed. The hospital also recently went wireless, allow-
ing internet access to patients and visitors. “We had to
come to the realization that people are much more
portable and wanted to use their own laptops and PDAs
while here...it was a frequent request,” said McNorton.

Most hospitals have also created a separate portal or a
second internal site for employees. For example, the
General’s Link-In site can be used to keep employees
informed, educated, talking to each other about issues,
etc. E-mails are sent to employees twice a week to get
them to link back to the site regularly. Our Lady of the
Lake has also launched a brand new, employee-only
intranet allowing team members to view messages from
leadership, customize personal links to external web-
sites, and sign up for alerts. Hidalgo said the site offers
features based on the recognition that many people are
used to getting instant information and watching videos
on YouTube. “We have 4000 team members. In order to
reach as many people as quickly as possible very quick-
ly, we are using a Flip video camera to record important
messages and then post those videos on our intranet.”
The technology was very useful in light of the recent flur-
ry of changing information regarding the H1N1 flu, said
Hidalgo. “We used the Flip camera to record a message
from our Vice President of Medical Affairs with important
information about the virus and also on proper hand
washing techniques.”

In addition, Ochsner is using their site to make Ochsner
facilities attractive to potential employees. When people
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visit the site Thompson can tell if they linked in from a job
search site, or came direct to Ochsner. “We also know if they
are coming to the site and going straight to the career section.”
Thompson said volume at the career site has more than dou-
bled since the new website was launched in November. 

E-news
Most of the hospitals now offer e-mail updates or e-newslet-
ters with event updates or information on specific conditions.
In addition to keeping consumers in touch and routing them to
the website, they allow hospitals to gather e-mail addresses
through an opt-in process, creating a database of consumers
to whom they may be able to cross-sell. E-mail updates pro-
vide helpful information and services for the consumer, but
invaluable information for the marketer. “It’s a huge tool for
marketing,” said Thompson. “It costs us nothing to keep e-
mails in a database, and it’s trackable.” Thompson can track
where subscribers are coming from and collect information on
what they are interested in to boost further marketing strate-
gies. At the General they plan to replace a lot of content that
was sent to consumers in PDF form with a much more inter-
active e-zine.

Webinars & Video Surgeries
Our Lady of the Lake is one of the few local hospitals that
have also ventured into webinars. Webinars are live, interac-
tive seminars that can be accessed online with real-time audio
and video. They offer the convenience of participating from
home or office or even from out of the country
because they are web-based. Most offer the
ability to submit questions either before the
webinar or in real-time. They provide hospi-
tals a much wider audience than might be
exposed to a local seminar and are fre-
quently used by federal health agen-
cies to disseminate messages more
broadly. Our Lady of the Lake is
also the only local hospital offer-

ing live, interactive surgeries. Directed primarily at other health
professionals with an interest in the surgery or as a learning
tool, the videos may also be seen by potential patients and
visitors to the OLOL site or other video sites such as YouTube.
“Taking customers inside of the operating room has demysti-
fied the surgical experience for our patients and families,” said
Hidalgo. One national hospital that offered a streaming video
surgery also backed it up with Twitter updates for those unable
to watch. Ochsner plans to explore the use of webinars when
it rolls out more of its social media initiatives. The General
feels that for its patient demographic, face-to-face seminars
are still a better fit. 

YouTube and Video
For most of us, YouTube is still a place to go see a goofy video
our brother-in-law sent a link to. But apparently enough peo-
ple go there daily to view random videos that it has become an
important marketing tool. You might be surprised to learn that
most of the local hospitals already claim some YouTube pres-
ence and plan to grow it. Out of the local facilities, Ochsner
has probably exploited this medium more than the others,
posting most of its website videos on YouTube as well. Don’t
worry, I didn’t find any of doctors and nurses crashing four
wheelers into mud holes or taking prat falls set to Benny Hill
music, but there is the possibility of a video posted on
YouTube that is not complimentary to your facility. The good
news is that people are more likely to view a hospital video on
YouTube as the result of a direct link sent to them or a key-
word search of the video topic, than searching the hospital
name on the YouTube site. It offers a convenient place to post



videos where most consumers are comfortable accessing
them and where one might also reach some younger clientele.

Videos are also an integral part of Ochsner’s totally revamped
website and are more popular than expected, said Thompson.
She estimates they get 9000 hits a month on video and pod-
cast content offered by the hospital. Staff and physicians are
featured in the videos so potential patients or even potential
employees can get a feel for their personalities. “We have vir-
tual hosts that literally walk on screen and speak to you,” said
Thompson. Ochsner can also correlate how many people view
a video and then subsequently make an appointment. “The
proof is in the pudding,” said Thompson, “They are getting a
sense of us, our brand promise.”

McNorton noted that the General’s acquisition of an in-house
audio visual expert will significantly add to their video capabil-
ities. “We now have the ability to do a fast, news format show,
a short message of a few minutes, and post it immediately to
our website. As we move into situations where we need that
executive presence, it will be a huge area of opportunity for
us.” During Hurricane Gustav, Baton Rouge General CEO Bill
Holman posted daily written blogs informing employees and
the public of the challenges and successes each day brought.
Now the General will have the ability for real-time, face-to-face
updates similar to the video blogs posted by Ochsner leader-
ship during and after Gustav.

Our Lady of the Lake, in addition to its video surgeries, fea-
tures a wide variety of informative vides on its website giving
specific information ranging from weight loss surgery or what
to expect when you are having joint replacement surgery, to
information about the heart center or Our Lady of the Lake
Children’s hospital. 

Facebook
Once the domain of the young and young at heart, Facebook
has evolved into a business and social networking tool for
adults of all ages and, for many, has replaced e-mail as a way
of keeping in touch with friends and colleagues. Perhaps the
most social of the social media, it might be hard to imagine
what use a hospital would have for it. Well, Facebook is
emerging as one of the many sites where online communities
of patients with similar diagnoses are forming for support and
information exchange. It makes sense. A person diagnosed
with a rare disorder in a small town can feel isolated, but these
online communities offer a place for support, camaraderie,
friendship in tough times. So, it makes sense for hospitals to
have a presence wherever health is being discussed. “Several
years ago Facebook was really a medium for a much younger
generation, but in recent years has come much closer to a
demographic that I’m comfortable with,” said Terri McNorton.
“Our generation has discovered it as a means of keeping in
touch, so there are new opportunities to engage patients who
are more typical hospital consumers by using some of those
media.” Juliette Thompson said that while it is interesting that
people are doing health research online, their ultimate deci-
sion is still heavily based on emotional decisions. “About 75
percent are still getting health information, advice, and recom-
mendations from friends and family. That’s where the social
media can come in.” 

Researchers are also intrigued by the growing numbers of
online, health-based communities like PatientsLikeMe and
DiabetesMine. The information shared in these groups is
invaluable, because it is so diverse and often comes from a
larger number of sources than would be present in a tradition-
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al support group. Some physicians and researchers are even
approaching these groups for access to some of the informa-
tion gathered (with patient permission of course), because of
the valuable insights that can be gained on treatment effec-
tiveness, side effects, patient concerns, etc. Similar physi-
cian forums like Sermo, can offer far more varied informa-
tion and opinions than the average doctor’s lounge discus-
sion or the small circle of colleagues normally available to
a physician. When hospitals and their staff become part of
these online discussions, the quality of the user-generat-
ed health information online has to improve, benefitting
both patients and providers.

Twitter
Twitter, too, seemed somewhat frivolous at first; a way
for celebrities to send mini-blogs out to fans or for teens
to socialize. But now local hospitals like Ochsner and
the Baton Rouge General are exploring Twitter to send
out event reminders to employees and customers.
Ochsner’s Thompson sees Twitter as an important
patient tool as well. Patients can update their family with their
progress at the hospital with a sick child or announce to all
their Twitter “peeps” the birth of a new baby. Ochsner does not
yet have a large Twitter presence, but Thompson said it is
growing daily. At the General, the marketing staff tries to use
Twitter once or twice a week to post news and events. “We
have to ask ourselves, ‘Have we Twittered this week?’” said 

McNorton. “We are still having to think about it; it isn’t second
nature like updating the website has become.” While they
anticipate their Twitter presence growing, the General’s real
purpose at this point is to understand what opportunities it
may offer. “I think the next generation, which is probably only



two years down the road, will have far better applications for a
hospital,” said McNorton. “But if we wait until the technology is
perfected, we have probably missed the ramp up the learning
curve. We want to evaluate how it is best used for our organ-
ization, but you can’t evaluate it if you are not using it.”
McNorton also said Twitter is a great vehicle for additional
communication in an emergency such as a hurricane, but it
has limitations. “For example I can only Twitter to people who
sign up and then I am limited to 140 characters at a time.
That’s a challenge.” She said some won’t use Twitter because
of those perceived limitations, but instead of looking at what it
can’t do, she is looking at what it will grow into. “A few years
ago, who would have thought kids would have communicated
solely by texting?” she said. Interestingly, the week we talked
to her the poll question on the employee Link-In site was “Do
you twitter?” McNorton said the poll will help them determine
how much they need to educate employees on using social
media before they use it as a means of communication with
their staff. 

At OLOL, marketers are still a bit wary of social media. “We
are currently exploring all of our options and legal limitations
of using social media tools such as Facebook and Twitter,”

said Hidalgo. “Before we begin using these tools to reach our
customers, we are taking the time to research our options,
look at best practices, and solicit feedback.” She indicated that
the hospital is learning from others such as the Cleveland
Clinic and Mayo Clinic who are pioneers and have had early
success with social media. 

Privacy Issues
The use of social media by healthcare facilities always raises
the issue of privacy and HIPAA concerns. Increased chatter
online and the ability of anyone to place content on the web
through blogs, video, chat rooms etc., does seem to increase
the possibility that information that should not be shared might
be. Each of the hospitals indicated that privacy issues had
been top of mind issues while venturing into social media, and
all were confident that privacy was protected in all they do.
“That might be the reason we didn’t push the envelope before
we had a better idea about these media, but we are confident
that nothing we are doing jeopardizes patient privacy,” said
McNorton. Thompson agreed. “The challenge with social
media is it’s still pretty new, particularly in the healthcare envi-



ronment. Because of HIPAA, we have to be careful about any-
body identifying themselves as a patient and us acknowledg-
ing them as a patient, let’s say in a blog. We can’t identify that
they are a patient without their permission.” 

What’s Next? 
Locally, while most of the major hospitals have some presence
in the popular social media like Facebook, YouTube, Twitter,
etc., they all plan to have more. “We have a small presence
right now,” said Juliette Thompson, “But we plan to be there
really in a big way later this year where we will have commu-
nities, little villages related to certain segments we want to go
after.” In a ten day period last April Ochsner had 27 Twitter
hits; 485 views on media blogs; 22 mentions on other blogs;
and 581 YouTube hits. “So we are out there even if it’s not a
full, robust marketing initiative as it will be in a few months,”
said Thompson. “We’ve just put our toe in the water.” Ochsner
is also currently working on online appointments, the ability to
look up test results online, and other ways for customers to
manage their healthcare online. They are also working on an
online physician community similar to Linked-In.

At Baton Rouge General, more and more capabilities are
going to move online. “Once our major IT initiative has con-
cluded, we can look at what other options and opportunities
we have to integrate different stakeholder groups in a more
meaningful way,” said McNorton. “Technology is changing the

way that we as consumers act, and I think it’s critical as mar-
keters that we stay in touch and in tune with the rapid
changes, so that we are very comfortable with it and what the
social norms are. We don’t want to become stale as mar-
keters. I think it is very important that we engage consumers
or any of our stakeholders in a way that they want to be
embraced, in ways, manners, mediums that they choose, as
opposed to ways that are convenient to us as an institution.”
McNorton said that specific to social media, it is important to
the General as an organization to use social media because it
will continue to grow. “It’s kind of at the beginning of the fron-
tier now, but as the technology improves and the older gener-
ations embrace it, it will become more important for hospitals.”
OLOL’s Hidalgo agreed, saying, “We will continue to conduct
research, listen to our customers, and will deliver our mes-
sages in ways that they want to receive them.”

“Social and electronic media are always changing,” said
Michelle Clement. “So the trick is to anticipate what will be
around for more than a few months. “Each hospital needs to
find what works best for their facility. We will continue to move
toward an even more connected, tech-savvy environment and
everyone in the public relations and marketing field will have
to be flexible and adapt to evolve with the trends.” v

Sources: Morrison, Kimberly, “Health care meets social networking,”
Jacksonville Business Journal, January 20, 2009; Sarasohn-Kahn, Jane,
“The Wisdom of Patients: HealthCare Meets Online Social Media,”
California HealthCare Foundation, ihealth reports, April, 2008.
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or the second time, the Federal Trade
Commission has delayed enforcement of
the new “Red Flags Rule” to give creditors
and financial institutions more time to
develop and implement written identity theft
prevention programs. Originally meant to
take effect in November 2008, the agency
realized that there was a fair amount of
confusion about who was covered and what
was required, so the deadline was extend-
ed first to May 1, 2009, then again to
August 1, 2009. If you are asking, “How
does this affect me?” then you may be one
of the many practices experts are worried
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about. Because the rule applies to creditors and financial insti-
tutions, many healthcare businesses have not been paying
attention. But, if you regularly defer payments for treatment or
offer patients payment plans, then you are a “creditor” as
defined by this rule. Experts are also worried that even those
who know they are affected, aren’t concerned. They warn that
the FTC is not known for a laissez faire attitude, particularly in
light of two extensions, and is infamous for large fines and
penalties. 

What is the Red Flags Rule?
The Red Flags Rule requires certain businesses and organi-
zations–including many doctor’s offices, hospitals, and other
healthcare providers–to develop a written program to spot the
warning signs or “red flags” of identity theft. The FTC indicat-
ed that almost five percent of identity theft victims have expe-
rienced some form of medical identity theft. Victims may find
their benefits exhausted or face potentially life-threatening
consequences due to inaccuracies in their medical records.
The cost to healthcare providers left with unpaid bills can also
be significant. 

What is a creditor?
The law defines “creditor” to include any entity that regularly
defers payments for goods or services or arranges for the
extension of credit. That means it applies to you if:

• You regularly bill patients after the completion of services,
including for the remainder of medical fees not reimbursed by
insurance

• You regularly allow patients to set up payment plans after
services have been rendered 

• You help patients get credit from other sources–for example,
if you distribute and process applications for credit accounts
tailored to the healthcare industry.

Simply accepting credit cards as a form of payment at the time
of service does not make you a creditor under the rule.

What is a covered account?
A covered account is defined as a consumer account that
allows multiple payments or transactions or any other account
with a reasonably foreseeable risk of identity theft. The
accounts you open and maintain for your patients are gener-
ally “covered accounts” under the law.

What red flags signal identity theft?
There is no comprehensive checklist of what constitutes a red
flag. Many of the warning signs are common sense and may
be identified by an existing fraud prevention program or policy
at your practice. Here are a few examples:

• Suspicious documents. Has a new patient given you identifi-

Because the rule applies to creditors and financial
institutions, many healthcare businesses have not
been paying attention.
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cation documents that look altered or forged? Is the photo-
graph or physical description on the ID inconsistent with what
the patient looks like? Did the patient give you other docu-
mentation inconsistent with what he or she has told you–for
example, an inconsistent date of birth or a chronic medical
condition not mentioned elsewhere? 

• Suspicious personal identifying information. If a patient gives
you information that doesn’t match what you’ve learned from
other sources, it may be a red flag of identity theft. For exam-
ple, if the patient gives you a home address, birth date, or
Social Security number that doesn’t match information on file
or from the insurer, fraud could be afoot. 

• Suspicious activities. Is mail returned repeatedly as undeliv-
erable, even though the patient still shows up for appoint-
ments? Does a patient complain about receiving a bill for a
service that he or she didn’t get? Is there an inconsistency
between a physical examination or medical history reported
by the patient and the treatment records? 

• Notices from victims of identity theft, law enforcement
authorities, insurers, or others suggesting possible identity
theft. Have you received word about identity theft from anoth-
er source? Cooperation is key. Heed warnings from others
that identity theft may be ongoing. 

What do I need to do?
If you’re covered by the Rule, your written program must:

1. Identify the kinds of red flags that are relevant to your prac-
tice; 

2. Explain your process for detecting them; 

3. Describe how you’ll respond to red flags to prevent and mit-
igate identity theft; and 

4. Spell out how you’ll keep your program current.

Your program must be approved by your board of directors, or
if your organization or practice doesn’t have a board, by a
senior employee. The program should include information
about training your staff and provide a way for you to monitor
the work of service providers you may use for patient billing or
debt collection. For entities that have a low risk of identity
theft, such as businesses that know their customers personal-
ly, the FTC will soon release a template to help them comply
with the law. You can find more information and guidance at
www.ftc.gov/redflagsrule. v

Sources: Federal Trade Commission, “Fighting Fraud with the Red Flags Rule: A How-To Guide for Business,”
www.ftc.gov/redflagsrule; Toporoff, Steven, “The ‘Red Flags’ Rule: What Health Care Providers Need to Know About
Complying with New Requirements for Fighting Identity Theft, http://www.ftc.gov/bcp/edu/pubs/articles/art11.shtm;
Nicastro, Dom, “Don’t Delay Because of Red Flags Rule Delay,” HealthLeaders, May 1, 2009, http://www.healthlead-

ersmedia.com/content/232400/topic/WS_HLM2_FIN/Dont-Delay-Because-of-Red-Flags-Rule-Delay.html.
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hile reading your May/June issue, specif-
ically the article “Do No Harm,” I felt that
Dr. DeSonier did a fine job of undermining
the importance of pharmacists while toot-
ing the horn for “dispense as written”
laws. In all fairness, I think we should
level the playing field.

Generic substitution is legal in 50 states, including Louisiana,
for good reason. Often time physicians will write prescriptions
not fully aware that an FDA approved generic alternative is
available. The U.S Food and Drug Administration clearly
states that to gain approval, a generic drug must “conform to
the same rigid guidelines as the brand name drugs” to
include:
• contain the same active ingredients as the innovator drug
(inactive ingredients may vary)
• be identical in strength, dosage form, and route of adminis-
tration

• have the same use indications
• be bioequivalent (rate and extent at which active ingredient
functions at site of action)  
• meet the same batch requirements for identity, strength,
purity, and quality
• be manufactured under the same strict standards of FDA's
good manufacturing practice regulations required for innova-
tor products.1

Not only are these generic alternatives as safe and effective
as their brand name counterparts, they cost 20 to 70% less.
This equates to consumers saving $8-10 billion a year at retail
pharmacies and many hospitals turning to low-cost effective
generic drugs on their formularies. 

Therapeutic alternatives differ from generic alternatives such
that in order for two drugs to be therapeutically substitutable,
they must have the same clinical effect and safety profile
when administered to patients under the conditions specified

PrescriPTion safeTy
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in the labeling. For example, statins are a common class
of drugs used to lower cholesterol. Lipitor (atrovastatin) is
a popular statin used worldwide. Simvastatin (Zocor), also
a statin, is chemically different from Lipitor and thus these
two agents cannot be classified as generic substitutes.
However, because the two drugs are in the same class
and are used for the same clinical outcome (reduction of
LDL, cardiovascular events, etc.), they are considered
therapeutic alternatives. 

So what is the difference between the two drugs? Several
published, peer-reviewed clinical trials and published
guidelines for lipid control have shown that when given in
equivalent dosages, the difference in the efficacy and
safety profile of Lipitor and simvastatin are not statistically
significant. What is statistically significant is the price. A
30-day supply of Lipitor can cost close to $100.
Conversely, a 30-day supply of simvastatin costs about
$30. Patients with insurance may pay as little as $5-10 for
simvastatin versus $40-$50 for Lipitor. Similar scenarios
occur for other types of medications, including those for
high blood pressure, diabetes, depression, etc. For the
majority of drugs in these classes, a safe, cost-effective
alternative is available compared to the brand-name coun-
terpart.

All in all, this seems like a win-win situation for all parties
involved. And then comes the infamous “Dispense as
Written” (DAW). Inclusion of this statement on a prescrip-
tion hinders the pharmacist from substituting that low-cost,
just as effective generic alternative and forces him/her to
dispense exactly what the prescription is written for. So
why do some physicians write DAW on their scripts? For
one, they truly may feel that the brand-name drug they
have written for is a superior product. Assumingly, they
have contracted with the FDA and after thorough person-
al review of all clinical literature, they have deemed that in
their “professional opinion” only that particular drug will be
effective. Albeit the patient may never have tried a gener-
ic/therapeutic alternative, but they are forced to pay sub-
stantially higher co-pays for the brand name medication,
thanks to the DAW on their prescription. 

Secondly, the physician may be impressed with the count-
less drug representatives who line up outside their office,
seemingly giddy with the possibility of convincing the doc-
tors that their product is superior to all others. Interestingly,
the incentives given to physicians to write for a particular
medication were not mentioned in “Do No Harm.” 

Interestingly, the incentives
given to physicians to write for
a particular medication were
not mentioned in “Do No
Harm.” 
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Due to the higher costs of these DAW prescriptions and/or
the refusal of the referring physician to change to a
generic/therapeutic alternative, many patients may not return
for a refill. These patients may try to skip doses, cut their pills
to have them last longer or simply turn non-adherent. This in
turn can manifest into larger health concerns, causing further
office visits and even hospitalization. 

Contrary to the belief of some ill-informed physicians, phar-
macists are highly trained professionals dedicated to patient
safety and overall well being. Pharmacists are well equipped
with the knowledge of drug interactions, and are able to pre-
dict and prevent dangerous interactions that are overlooked
by other health care professionals. With this advanced knowl-
edge, it is unlikely that a pharmacist would call for a change
in therapy to a drug that will interact with others in the patient
profile. A patient may be seen by several different doctors for
various ailments, but as a good practice, they should get all
prescriptions filled at one pharmacy. Consolidation of pre-
scriptions allows the pharmacist to identify possible interac-
tions between drugs written by two different doctors (ex. an
ENT and a cardiologist) and proactively intervene. 

Pharmacists are in a unique position to counsel and advise
their patients about the medication they are taking and any
possible interactions they should be aware of. An astute and
responsible pharmacist, as many are, will inform the patient

and physician when a generic/therapeutic alternative is dis-
pensed so there is no confusion and no need to return to the
physician. 

There are times when DAW may be necessary for good rea-
son, but those instances are few and far between. In today’s
economy, it is everyone’s responsibility to help ease the bur-
den of healthcare costs, including those incurred by the
patient. When a generic or therapeutic equivalent drug has
been shown to be as safe and effective by our federal gov-
ernment agencies, there should be no reason to have
patients pay more at the pharmacy counter. At the end of the
day, healthcare is a team effort and ALL providers, including
pharmacists, are responsible for providing safe, effective, and
affordable health care. I urge all prescribers to work with your
community pharmacists so that we may provide the best
healthcare to our patients. v

1US Food and Drug Administration. Office of Generic Drugs Homepage.

Updated 16 Apr 2009. Available at: http://www.fda.gov/cder/ogd

Contrary to the belief of some ill-informed
physicians, pharmacists are highly trained
professionals dedicated to patient safety and
overall well being.
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William F. Borne founded Amedisys in 1982, and has served
as Chief Executive Officer and Chairman of the Board since
that time. Borne's leadership has resulted in Amedisys being
consistently listed as a top small company, hot growth com-
pany, or hot investment in national rankings published by
Forbes, Fortune, BusinessWeek, Inc. Magazine,
Investors Business Daily, and others. Closer to home,
Amedisys was named Outstanding Employer or Facility of
the Year (other than hospital) by the Louisiana State Nurses
Association Foundation in 2008. Personally, Borne has
received Forbes magazine’s 2004 Entrepreneur of the Year
and the 2004 Guardian Angel Award from the Caring
Institute. In 2008, Borne was voted as Chairman of the
Alliance for Home Health Quality and Innovation. Most
recently Borne was appointed to the E.J. Ourso College of
Business Dean's Advisory Council and inducted into the E.J.
Ourso College of Business Hall of Distinction. 
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Smith W. Hartley: At the time you started this company
for-profit home health care was almost unheard of. Why
did that model work?

Bill Borne: You know home health was the last industry seg-
ment that converted from non-for-profit or cost-reimbursed to
for-profit. Hospitals at one point in time were cost-reimbursed
plus had a profit. Now they have DRGs which allows them to
make a profit. But whether you can make a profit or not is
slightly different from the status. Now you’re either a non-for-
profit hospital or you’re for-profit, which is really about tax sta-
tus. The reality is whether you make a profit and you’re non-
for-profit or you make a profit and you’re for-profit, we all have
to make a surplus. What for-profit companies typically do is
they reinvest it into their organizations and what non-for-prof-
its typically do is reinvest it into their reserves. That’s what
they rely upon in tough times. 

Amedisys is a for-profit organization, but we have never taken
a penny of the profits out of the organization. We’ve always
reinvested every profit we’ve ever made into technology or
innovation, into coming up with better ways to care for our
patients. As a matter of fact, most of the money that we have
used over time for acquisitions has come from Wall Street. It’s
actually the investors on the street that have given us the
money to be able to acquire and consolidate. That creates
leverage, which allows us to be a little more profitable. So it’s
not really whether you are for-profit or non-for-profit, it’s what
you do with the surplus. In addition, we pay taxes on what we
do, meaning we have a little less on reserve. We contribute
basically in every community we’re in. We’re in 550 communi-
ties and we have some ongoing active charity in each one of
those communities. We’re also within the top ten largest
donators to the American Heart Association. So we use a lot
of our profits to help people, to help the indigent, to help

organizations. Then we use the rest of the profits to invest
back into the company to help us with technology, growth, and
innovation and to allow us to be able to better service our peo-
ple with better quality and more independence. 

So I don’t know if there is really a distinction between profit
and non-profit when it comes to healthcare. There may be
some small healthcare companies, maybe home care compa-
nies, that at the end of every year take all the profits out of the
company and don’t recapitalize, and shame on them,
because that will leave them behind. But from the Amedisys
perspective, we are a growth company and our mission is to
reinvest back into the company to care for our population bet-
ter. 

SWH: Has your home health model changed over the
years?

Bill Borne: It has changed. First of all, Amedisys is very tech-
nology driven. We have about 12,000 laptops in the field so
every one of our clinicians, whether it’s a nurse or a therapist,
has a tablet-held laptop, which is state-of-the-art technology
at the bedside. In addition to the normal requirements that the
government mandates on the regulatory side, we have very
smart technology inside the systems. We have a system
called smart edits, which helps the nurses, if they fail to ask a
significant question, to dig deeper into those specific symp-
toms a patient may have. The objective is to have standardi-
zation in all of our assessments across the board and that’s
what technology does for us. We didn’t have that a decade
ago. On top of that we have very sophisticated evidence-
based best practice algorithms. So when we get the standard
assessment, we have an algorithm that matches up with that
patient’s particular conditions. We are very consistent in the
way we care for the patient in reference to the care protocol.
If you assess a patient and it’s very structured and you put in
an evidence-based algorithm that’s very consistent, then you
are going to get better outcomes. Across the board, twelve out
of twelve in a regional area, we are equal to or beat outcomes
across the nation, so we are very satisfied with that. 
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The other thing is, if you look at healthcare as a whole,
it is very fragmented. You can literally go across the
street to two facilities with the same patient and get a
different diagnosis and treatment. Amedisys’ mission
is to standardize the delivery of care for the very cost-
ly and complex population. Standardize the assess-
ment, standardize the delivery of care, as well as the
outcome. Our mission is to be able to replicate that
and disseminate it across the nation. So five years
from now when we’re talking about patients in their
last three years of life who are going to be high con-
sumers of services and utilizers of cost in the nation,
we’ll have a very appropriate, standard way to deliver
care that will allow the patient to be more independent,
be happier at home, have a better quality outcome,
and have a better transition into the next world. Part of
our mission is to be able to put that process forward.

I tell people all the time that the epicenter of health-
care reform for the complex, chronic, costly population
starts right here in Baton Rouge. Our active patient
census is 80,000. We know what’s going on with each
of them because we manage everything with excep-
tion reporting and everything is digital. We can track all
of the patients’ conditions and lack of conditions elec-
tronically, so we have a very good grasp of what’s
going on with the patients and the care that’s out
there. We’re excited about what we do for the patients,
the approach to standardizing patient care. We feel it’s
a very value-added solution to managing that popula-
tion, and that community-based services are really the
answer to managing this population in the comfort of
their own homes.

SWH: How have the ebbs and flows of Medicare
reimbursement affected what Amedisys is doing?

Bill Borne: When you take a look at the whole bene-
fit, not just Medicare, but the whole policy and the pol-
icymakers and where we spend money, the number
one place we spend discretionary money now is on
the war. The second thing we spend money on is
social security, and Medicare is number three. Now,
with the stimulus that’s out there, what’s going to be
number two, second to war, is the interest on the debt,
followed by Medicare and social security. The differ-
ence is social security gets some positive revenue.
Medicare doesn’t. It’s just kind of a depreciating type
of benefit. The problem with Medicare is the fact that
we spend a large percentage of our resources on a
very small percentage of the population. We are trying
to move forward to redesign the whole system, but it
doesn’t need to be totally redesigned. We need to
focus on what works and polish that and then shore up
what doesn’t work. For instance, five percent of our
Medicare population consumes 44 percent of the
Medicare dollars. Twelve percent of the Medicare pop-
ulation consumes 69 percent of the dollars. Twenty-
five percent of the Medicare population consumes 85
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percent of the dollars. So what we really need to work on is a
better way to deliver care to that 85 or that 69 percent of the
population. We need to realign things. 

If you look at the healthcare system today and the way we
deliver care, most of the care provided to the Medicare popu-
lation is in facility-based settings. Facility-based settings such
as hospitals work very well for many types of patients. They
work well for patients that have trauma and accidents. They
work well for patients that have ob/gyn services. They work
well for patients that have first time diagnostics. They work
well for patients that have surgery. But when you take a look
at a very chronic population that may have three or four or five
illnesses, you find that they recycle back and forth into the
hospital over and over again. We are probably wasting a lot of
money in Medicare on unnecessary facility-based care. A
recent New England Journal of Medicine article said that 20
percent of the population discharged from hospitals gets read-
mitted in 30 days. Within 90 days, 30 percent of that hospital
population gets readmitted. So the question is what kind of
delivery system dynamic do we need to change to prevent that
recidivism and how do we implement activities that keep
patients healthier longer, more compliant with their medica-
tion, with their diet, with their instructions from their physi-
cians? How do we make it available for this population, once
they start having symptoms, to be able to access their primary
care versus showing up in the emergency room as a first point
of care? The challenge is how do we redefine and realign our

healthcare delivery system to match the needs of the
Medicare population? It’s not so much the appropriation of the
services and the people that are using the benefit as much as
how we approach the care and the delivery of care for this
population. That’s creating a challenge in Medicare. 

There are a few simple things we can do to really drive the
cost down with this population. One is called care transitions.
We can be more appropriate in the way we deliver care when
a patient transitions from a hospital to a community-based set-
ting. We do well in the hospital and in most instances the
patient is appropriately discharged from that hospital, but they
are inappropriately transferred into the next domain. We’re not
quite sure who the caregiver is and how they are going to pro-
vide care. We’re not sure about the medications they are
going to be on as compared to the medications they were on
before. The patient is not clear on the symptoms that they
need to call the system for if they start seeing an early exac-
erbation. The patient may not have direct access. They may
call primary care and it may take a week or two to get in. Most
of these patients that are readmitted to hospitals within 30
days don’t actually see their primary care before they are
readmitted. So if we set a time frame, especially with a cardiac
patient such as a CHF patient, if they would see their primary
care physician within five days of discharge from the hospital,
you would reduce that rehospitalization in a big way. A patient
today can present to the emergency room, be admitted to the
hospital, be seen by the hospitalist, can be discharged, and
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actually can be readmitted to the hospital with the primary
care physician unaware that they were admitted for the first
or the second time. So we need to handle that care transi-
tions a lot better in Medicare. 

We need to take a look at patients that consider end-of-life
issues. If I am agreeing that I want to sign an advance
directive, that I’m sick and if I have an end-of-life experi-
ence I don’t want them to do any heroic things, then I don’t
want to wake up on a ventilator. We need to make sure that
if I sign an advance directive the instructions are very clear-
ly given to all the caregivers, the ambulance company, the
hospitals so that my wishes are being honored. There’s a
lot of money spent on patients who do not want to have
extraordinary things done to them at the end of life.

We need to have a high utilization of hospice services.
There’s no better way to transition from this world into the
next world than having a hospice service that’s competent,
that allows you to die at home with dignity, with your family,
with good spiritual support. If we would do more of that the
transition from this world to the next would cost a lot less
and would be a lot more appropriate, not only for the
patient, but for the family, too. 

Those are just a few simple things we can do to manage
the Medicare benefit to save a lot of dollars and to have
more appropriate care, yet it doesn’t require some over-
whelming healthcare reform. I’ve been working on this
locally in the state, but more specifically on a federal basis,
for years, to get the government to understand that there’s
a better way to approach the care of this population.

SWH: Why do you think they haven’t done these things
yet?

Bill Borne: You know a lot of times it’s because they tend
to look at solutions through hospitals and through physi-
cians, because they’re the primary drivers, and they are not
stepping far enough back to look at the value of communi-
ty-based services and allied health in transitions. What we
really need to do is to take a look at what we call collabora-
tive care and treat these patients from a team concept.
There are some things going on right now that are helping
to look at these initiatives. One is called the patient cen-
tered medical home. The state is adopting some of that pol-
icy where the primary care physician is taking care of the
oversight of that population. It doesn’t quite go to the end of
life with the aging population; it is more for an office-based,
younger population. And the reimbursement is what’s caus-
ing the fragmentation. What happens is that we treat peo-
ple in body parts, so if you go to a heart doctor he looks at
your heart, your kidney doctor looks at your kidneys, a pul-
monologist looks at your lungs, and the internist might look
at some endocrine functions, but nowhere, unless you go to
certain geriatric physicians, do we take a look at this elder-
ly population collectively and holistically. So the fragmenta-
tion of care, which is driven by the reimbursement system,
is really the culprit. Until we redefine a different way to pay
for outcomes of care, we are going to continue to treat peo-



ple in body parts. It’s a shame because we are wasting a lot
of money and the patients are not benefitting from that
approach.

SWH: Your revenues are up about 60 percent from the
prior year. Is that a result of acquisitions?

Bill Borne: It’s a combination of things. We grow three ways
at Amedisys. The first way is by adding new programs. For
instance, as we looked internally at our own organization, we
recognized that one of the reasons that patients under our
care were going to hospitals was because of falls. The second
reason was because of medication problems, which also
relate to incidences of falls. So we rolled out a national fall
prevention program. We also have thirteen very specific dis-
ease management programs for cardiac patients, COPD
patients, very advanced wound technology, etc. So one of the
ways we grow is we add new programs so we can reach out
and cover a large population of patients. 

The second way we grow is by adding new offices.  Some of
them are free standing units, some of them are leapfrogs from
existing units. Last year we did around 40 plus startups, so we
did add a lot of new branches. And the third method of growth
is the acquisition strategy. We’re the most acquisitive home
health company in the nation. We’re very successful at it. It’s
not just a roll-up strategy, it’s identifying companies that meet
your quality objectives and your profile. More than purchasing
them at the right price, it’s consolidating them and acclimating
them into your culture and your infrastructure and operations
that’s more important. So it’s a combination of those three that
have not only driven up our revenue growth but our earnings
growth.

SWH: Do you think your stock price has kept
pace with your performance?

Bill Borne: No. The stock price is traded at about
half or even less than half the value of growth.
Typically there’s a multiplier called the price to
earnings ratio, which drives value. The price to
earnings ratio is kind of driven from your growth
in revenue and your growth in earnings.
Typically you would see that multiplier against
your earnings creating your market cap. The
market cap is divided by your stock shares and
that gives you your ultimate stock price. As you
mentioned, Amedisys has been growing at a
top line of 50 to 60 percent compounded for the
last four to five years and our bottom line has
been growing 30 to 40 percent compounded
over the last five years. So it would be normal
to think that our price to earnings ratio multipli-
er would be in the 25 to
30 range, and
instead it’s in
the 15 range.
What creates
that weak
multiple is

uncertainty in the market, uncertainty in Medicare reimburse-
ment, uncertainty in how we are going to manage this popula-
tion. Home care as a benefit is sort of a commodity. Basically
you can expect over time, as we grow, for reimbursement to
shrink. However, care management, the ability to manage this
very complex population for less cost is very high value-
added, so Amedisys is not only positioning to be an ongoing
consolidator and to pick up more and more market share from
the commodities side, but we’re expecting to evolve into a
care management company, focusing on caring for the most
sick, the most complex patients that are the costliest, in help-
ing them to maintain their independence and quality of life,
especially in the last three years of life. So we think there’s a
lot of room for value appreciation with Amedisys, especially as
the market recognizes that we’re a very well-positioned care
management company.

SWH: Internally, what types of unique strategies do you
use with employees to encourage their commitment and
motivation?

Bill Borne: We do a lot of things that are unique, but one of
the things we did for years is to study the culture of very suc-
cessful companies like Southwest Airlines or the Ritz-Carlton.
We spent time going to their education offerings and we think
that our employees are our most significant asset. We learned
that if you treat your employees as your most significant asset,
then you tend to do well. There are a couple of books that
have been written, one is called “Built to Last” and the other is
called “Good to Great,” by Jim Collins. He talks about the
dynamics that create the difference between a good company
and a great company. A good company gives a return of 11
percent compounded times 15 years. And a great company

can give 6 to 20 times that. There’s a com-
mon denominator throughout the books in
reference to all the companies that are
extraordinary. It’s about the people; people
as an asset. So what we’ve done is focus on
our people. We have 13 core values. Most of
our employees, about 95 percent, are share-
holders. It’s our first core value. We spend
lots of resources making sure we interact
with our employees. For instance every new
full time employee attends an orientation.
We have one every two months and all new
employees, between 400 and 500, are
brought to the central orientation place,
typically in Dallas or Orlando. We bring
them in and we spend a day talking about
corporate culture, we talk about our mis-
sion. We talk about the privilege of being
able to care for people who are sick and
homebound or elderly, in pain, and suffer-

ing. We talk about our mission of
giving and

caring for
p e o p l e
a n d
how it



makes a difference in their lives. It’s a very important part of
our culture and when people come into that orientation they
are a little surprised because they’re thinking they are com-
ing to learn about their job. We really are there to talk about
life, how lucky we are if we’re healthy, to be able to provide
services to people who are not healthy. 

Another thing we do is our book club. If you work for
Amedisys you have free reading for the rest of your life. You
can go to any store and buy any book on any subject and the
company will reimburse you for that and we also have a
library. Then we have the normal things, the recognitions
and awards where we recognize our extraordinary perform-
ers. Everybody has an opportunity to be recognized in some
form or fashion. We believe in the Golden Rule; in treating
people the way you want to be treated. We have an upside-
down type of management. The higher up in the organiza-
tion, the bigger servants you are. Our leaders are here to
serve, not to be served and people understand that. It’s not
just words that we say. Our core values are not just listed
somewhere on a plaque on the wall. Everybody knows
them, most people can recite them, and we live by them. It’s
a guiding principle. 

When we had issues like the hurricanes that came through,
we took care of our employees. Katrina was a big one. It lit-
erally decimated 18 or 20 offices, but no employee went
without a full paycheck. We tracked them down. It wasn’t a
matter of making a profit for those months; it was a matter of
taking care of those employees. We had the same thing with
the hurricanes in Florida. The employees understand that if
something happens to them, the company will step forward
and take care of them. We were the first company, and I’ve
heard this used several times, that referred to our employ-
ees as our extended family. We look at them as our family
members, not our associates or our workers, and we treat
them that way. We expect for them to be able to go out and
care for and serve our population like they would serve their
own parents. That creates a certain sense of community
within the organization that’s an extraordinary culture. It’s a
culture of hard work, high accountability, one that’s fun, but
with knowledge that the job gets done. Our employees are
our strategic differentiation. I tell people all the time, some-
one can copy our technology, they can copy our IT, they can
copy our clinical protocols, they can replicate our capital
infrastructure or our growth strategy, but they can’t replicate
the enthusiasm and commitment of our employees. That’s
the unmatchable, uncopyable type of asset and resource
that we have in this company. 

SWH: You’ve had some “near death” business experi-
ences in your life. What have you learned from those?
What sort of wisdom have you gained?

Bill Borne: The biggest one is humility. The more humble
you are the more you can appreciate where you are. Too
often people are successful without real challenges. They
reach some status at some point in time and they recognize
they are missing something, there’s a void. Success doesn’t
fill that void, but humility does. If you achieve success
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through great trials and tribulations then you can really
appreciate the success and also the people around you who
helped create that success. You also recognize that business
is a very fragile organism. It’s not something that’s out there
and once you get a certain critical mass, or you are so suc-
cessful, so profitable, that things are okay. It can end
overnight with any reg change, any policy change. You also
recognize that when you run into challenges it’s really what
helps you determine the character of an organization or of
management. It’s not when things are going well that you
want to evaluate that character, it’s when things are going
bad that you get to really understand what you are made of.
When things get challenging, there are two types of people.
There are the victims and there are those that see crisis as
opportunity. As in 1997 when we tried to file bankruptcy and
we didn’t have the money. We were too broke to file bank-
ruptcy. We had literally 30 almost 40 percent of our industry
go out of business because they elected to be victims and
died as a result of it. We elected to take that challenge and
turn it into an opportunity. When you do that and you have
that mindset, then all of a sudden it separates you from the
pack. You can strategically differentiate yourself from the
industry. 

There are a couple of credos that we live by. One of them is
“From crisis comes opportunity.” I know you’ve heard that,
it’s kind of Chinese nomenclature. But we Amedisyze that.

We say the greater the challenge or the greater the crisis, the
greater the opportunity. It’s a positive mindset. The other is
“You judge the winner or the loser of a fight not by who gets
knocked down the least, but by who gets up last.” It’s not
about getting knocked down, it’s not about getting kicked
around, it’s about having the resilience to get up. They say
the closer you come to death without dying, the stronger you
will be. So when you have that near death experience in
business or in life, and you don’t die, you come back as a
better person, as a better company. We’ve learned that
endurance and perseverance is a number one asset and
that’s what separates the good companies from the great
companies. The ability to have vision and foresight and
never be willing to quit. It’s about a good dose of humility that
you can’t get from success. Success after success just
breeds arrogance and over-confidence, but that up and
down cycle really makes you appreciate the success you
have earned.

SWH: What’s next?

Bill Borne: We are going to work with policymakers to make
the changes that are necessary to improve the system.
Sometimes less is best. I don’t think the system needs a total
overhaul. We need to keep what works well and we need to
redefine and tweak what doesn’t work well. That’s our mis-
sion.  v
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Overwhelmed by Health Care Costs
Women are more vulnerable to high health care costs
than men.

Women’s reproductive health requires more regular contact
with health care providers, including yearly pap smears,
mammograms, and obstetric care.

Women are also more likely to report fair or poor health than
men (9.5% versus 9.0%).1

While rates of chronic conditions such as diabetes and high
blood pressure are similar to men, women are twice as likely
to suffer from headaches, more likely to experience joint,
back or neck pain.2 These chronic conditions
often require regular and frequent treatment and
follow-up care.

A Patchy System of Health Insurance
The current health insurance framework leaves too many
women uncovered.

Twenty-one million women and girls went without health
insurance in 2007, and another 14 million relied on coverage
through the individual insurance market.3

Women are less likely to be employed full-time than men
(52% versus 73%), making them less likely to be eligible for
employer-based health benefits themselves. In fact, less than
half of women have the option of obtaining employer-based
coverage on their own.4

Even when they work for an employer that offers coverage,
one in six is not eligible to take it, often because they are
part-time workers. They end up either covered through a
spouse (41%), purchasing insurance directly through the
individual market (5%), on public programs (10%), or unin-
sured (38%).5

And even among women with the option to get health cover-
age through their employer, they are twice as likely as men to
go on their spouse’s plan (15% versus 7%).6

This dynamic has several effects. Single women are twice as
likely to be uninsured than married women (24% versus
12%).7

Married women in the 55 to 64 age group are particularly vul-
nerable to a discontinuity of coverage as their spouses go on
Medicare. Among this age group, there is a drop in depend-
ent employer-sponsored coverage from 39% to 34%.8

When employer-based coverage is not an option, some

A report from the U.S. Department of Health and Human Services, Office of Health Reform.
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women turn to the individual insurance market. In the 55 to 64
age group, the decline in employer-based coverage is cou-
pled with a rise in the purchase of individual insurance from
5% to 8%. This trend is not seen with men.9

The Failure of the
Individual Insurance Market

Higher costs and inadequate benefits make the individual
insurance market an unreliable choice for women.

Important state and federal laws that protect individuals with
employer-sponsored insurance do not apply to health insur-
ance sold in the individual market. These include anti-discrim-
ination protections in the Civil Rights Act of 196410 and the
Pregnancy Discrimination Act of 1978,11 as well as the Health
Insurance Portability and Accountability Act of 1996 (“HIPAA”),
which prohibits covered employers from charging different
premiums or denying coverage based on age or health sta-
tus.12

In contrast, in the individual insurance market, many states
allow insurance companies to calculate premiums based on
an individual’s characteristics such as existing health prob-
lems, age, and gender.

13

Data from e-health insurance show that there is a wide varia-
tion in premiums by state, by plan, and by age and gender of
the policyholder. A search for single coverage plans with sim-
ilar underlying benefits for a nonsmoker living in a large city
found premiums that ranged from $700 all the way to $8000.

14

In particular, women are often charged higher premiums than
men during their reproductive years. Holding other factors
constant, a 22-year-old woman can be charged one and a half
times the premium of a 22-year-old man. This difference
largely disappears – and sometimes reverses – by age 64.15

The high cost of health insurance in the individual market
impedes a woman’s ability to obtain coverage at a time when
she needs it most. Of the 8 million middle-income nonelderly
women who do not have employer-sponsored coverage, more
than half remain uninsured and only a fifth obtain insurance
through the individual market. In comparison, more than one-
third of high-income women without employer-sponsored
insurance manage to purchase individual coverage – but 43%
still go uncovered.16

Beyond cost, the coverage in the individual market is woeful-
ly inadequate. A recent survey by the National Women’s Law
Center found that the vast majority of individual market health
insurance policies did not cover maternity care (a limited num-
ber of insurers sell a separate maternity “rider”).17

Moreover, it is still legal in 9 states for insurers to reject appli-
cants who are survivors of domestic violence.18

The Price of Access
As a result, women are more likely than men to experi-
ence difficulty accessing care.

In a recent national survey, more than half of women (52%)
reported delaying or avoiding needed care because of cost,
compared with 39% of men.19

Women face a higher financial burden from medical care than
men. Nearly one-third of women aged 50 to 64 are in house-
holds that have spent more than 10% of their income on
health care, compared with one quarter of men of similar
age.20

Almost half of women report problems paying medical bills,
compared with 36% of men, and one-third of women were
forced to make a difficult tradeoff such as using up their sav-
ings, taking on debt, or giving up basic necessities.21

Comprehensive health care reform is needed to level the play-
ing field, and make health care accessible and affordable for
all women. v

Sources:
Prepared by:
Meena Seshamani, MD, PhD, Director of Policy Analysis, Office of Health
Reform, Department of Health and Human Services

Data analysis provided by the Center for Financing, Access and Cost Trends,
Agency for Healthcare Research and Quality, and the Office of the Assistant
Secretary for Planning and Evaluation, Department of Health and Human
Services.

Report Production by the HHS Web Communications and New Media Division
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4 Center for Financing, Access and Cost Trends, Agency for Healthcare
Research and Quality, Medical Expenditure Panel Survey, 2006.
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8 Current Population Survey, 2007.
9 Current Population Survey, 2007.
10 42 U.S.C. § 2000e-2(a)(1) (2008).
11 Pub. L. No. 95-555, 92 Stat. 2076 (1978).
12 42 U.S.C. §§ 300gg to 300gg-23 (2008).
13 National Women’s Law Center. Nowhere to Turn: How the Individual Health
Insurance Market Fails Women, 2008.
14 www.ehealthinsurance.com
15 www.ehealthinsurance.com
16 Current Population Survey, 2007.
17 National Women’s Law Center. Nowhere to Turn: How the Individual Health
Insurance Market Fails Women, 2008.
18 National Women’s Law Center. Nowhere to Turn: How the Individual Health
Insurance Market Fails Women, 2008.
19 Rustgi SD, Doty MM, Collins SR. Women at Risk: Why Many Women are
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STATE
Patient Access to Care
Threatened by Budget Cuts 
With approximately 30% of Louisiana’s
citizens enrolled in Medicaid, the
Louisiana State Medical Society
believes the citizens of Louisiana need
to know how deeply proposed budget
cuts will affect their lives. State budget
cuts proposed for the 2009-2010 fiscal
year slash Medicaid physicians’ pay-
ments by more than nine percent,
approximately $42 million, and will
leave Louisiana’s most vulnerable citi-
zens with fewer options for healthcare,
said LSMS. In addition, case manage-
ment fees paid to primary care physi-
cians for coordinating their patient’s
care and treatment, a program initiated
to bring about cost savings in the
Medicaid program, will be reduced by
approximately $2 million. The progress
made in recent years toward increased
physician participation in the Medicaid
program will unravel, unless the
Louisiana Legislature restores the
cuts. 

Dave Tarver, LSMS Executive Vice
President, pointed out that in 2007
Medicaid payments were increased to
an average of 90% of Medicare rates
and, since that time, physicians provid-
ing services to Medicaid patients have
increased over 11%. “In one stroke of
the pen, these cuts will roll back that
progress,” Tarver observed. Citing the
most recent LSMS member survey, he
said that even with this progress, 87%
of respondents found it “difficult” or
“almost impossible” to refer their
patients to physicians for specialty care. 

Louisiana already faces a shortage of
physicians, particularly in rural areas
with high densities of Medicaid patients.
Louisiana’s ratio of physicians per
1,000 of population is below the nation-
al average. According to the survey of
LSMS member physicians conducted in
March 2009, over 65% of respondents
indicated it is difficult to recruit new
physicians to join their practices. The
primary reason given for this difficulty is
low reimbursement in Louisiana, even
before the drastic cuts in Medicaid reim-
bursement were proposed.

Youth Council to Oversee
Lighten Up Louisiana Campaign
The Governor’s Council on Physical
Fitness and Sports has unveiled a
new strategy for challenging teens and
young adults to take a more active role
in promoting physical activity and a
healthier lifestyle among their peers.
The Council has turned over operation
of the Lighten Up Louisiana Youth
program to the Legislative Youth
Advisory Council to coordinate the
2009 version of Lighten Up Louisiana,
enabling kids, teens and young adults
to take an active role in recruiting and
reaching their peers to encourage fit-
ness and weight loss. 

The Legislative Youth Advisory Council
facilitates communication between
youth and the legislature and gives stu-
dents an opportunity to be involved in
the process of government. It is com-
prised of 21 civic-minded teens who
represent each of the seven federal
congressional districts. In order to serve
on the council, students must apply and
be selected by the Louisiana
Commission on Civic Education. The
council addresses issues as varied as
education, employment, poverty, and
youth access to state and local servic-
es. Television and radio commercials
are already in the works for this new
campaign. A newly restructured Web
site allows participants to keep track of
their daily/weekly exercise activities,
from jogging and swimming to walking
and mowing the grass. At www.light-
enuplouisiana.org, participants are
offered a wide array of features to
encourage activity and healthy eating
such as tracking daily fruit, vegetable
and water intake. Individuals and teams
can also create walking routes in near-
by parks, trails or neighborhoods, which
log distances and their number of steps.
In addition, the youth will open up the
site to not only Louisianans, but also
anyone with Louisiana ties to partici-
pate in the program, essentially taking
Lighten Up Louisiana global. Adults can
still sign up and take advantage of the
new fitness tracking system, but it will
be the youth that direct the program. 

Dr. Mohammed Rais Achieves Board
Certification in Vascular Medicine
Cardiovascular Institute of the South

(CIS) announced that Dr. Mohammed
Rais, cardiologist at CIS Thibodaux,
has successfully completed the require-
ments of the American Board of
Vascular Medicine for certification in
vascular medicine. To receive this certi-
fication, Dr. Rais completed an accred-
ited course of education and training in
vascular medicine and passed an addi-
tional examination demonstrating a high
standard of physician excellence. The
certification also provides evidence of
expertise in vascular medicine to the
medical community.

In addition, Dr. Rais is board certified in
internal medicine and nuclear cardiolo-
gy.  He has met the level II and III
requirements in coronary CT angiogra-
phy training and is a specialist in clinical
hypertension. He is also a member of
several highly respected professional
societies relating to his specialty. He is
the author and co-author of many publi-
cations, presentations and abstracts,
and has completed countless experi-
mental and clinical studies.

LSU Bogalusa Medical Center
Respiratory Therapy Department
Receives National Recognition
The LSU Bogalusa Medical Center
(LSU BMC) Respiratory Therapy
Department has earned Quality
Respiratory Care Recognition (QRCR)
from the American Association for
Respiratory Care (AARC). The QRCR
designation ensures quality respiratory
care in a hospital and helps patients
and families make informed decisions
about the quality of the respiratory care
services available at the institution of
their choice. About 700 hospitals in the
United States, or approximately 15 per-
cent, have received the QRCR designa-
tion, which places LSU BMC among the
elite for respiratory care in the nation,
reflecting the high level of respiratory
expertise at LSU BMC.

Criteria for QRCR include the following:
all respiratory therapists in the facility
hold certified respiratory therapist
(CRT) or registered respiratory thera-
pist (RRT) credentials or are legally rec-
ognized by the state as competent to
provide respiratory care services; respi-
ratory therapists are available twenty-
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four hours a day; other personnel quali-
fied to perform specific respiratory pro-
cedures and the amount of supervision
required for personnel to carry out spe-
cific procedures must be designated in
writing; and a doctor of medicine or
osteopathy is designated as medical
director of respiratory care services.

Louisiana Health Care Quality Forum
Chosen to Lead the State’s Health
Information Plan
The Louisiana Health Care Quality
Forum has been chosen by the
Louisiana Department of Health and
Hospitals (DHH) to lead the develop-
ment of a comprehensive plan for use of
Louisiana’s health information technolo-
gy (HIT) and health information
exchange (HIE) funding available
through the American Recovery and
Reinvestment Act of 2009 (ARRA). As
the state-designated entity, LHCQF will
also work to incorporate previously
planned state efforts in health care
reform and health information exchange
with ARRA resources. The Quality
Forum will work with DHH and a commit-
tee of health care and technology
experts to plan implementation of HIT
and HIE initiatives outlined in ARRA and
identify ways to leverage already exist-
ing resources and efforts. 

The agreement will task LHCQF with
developing Louisiana’s application to
land a federally-funded Regional
Extension Center that would provide
technical assistance and support to
medical professionals on adopting and
effectively using HIT. Also, the Quality
Forum and experts group will make rec-
ommendations on effective ways to:
• use HIT in reaching medically under-
served communities;
• expand health information exchanges
and infrastructure, such as LaRHIX and
LaHIE;
• ensure Medicaid and Medicare
providers take maximum advantage of
federal incentives available; and
• identify education and training institu-
tions in Louisiana that could enhance
programs in medical health informatics
or electronic health records curricula
using ARRA resources.

Health information technology securely
connects doctors and other healthcare

professionals in clinics and hospitals
across the state and country, allowing
them to collaborate and share patient
information to improve healthcare quali-
ty, more accurately diagnose conditions,
prevent medical errors, reduce patient
costs, and expand access to affordable
care. When HIT is fully used, patients
typically see fewer redundant tests and
medical errors, faster diagnoses and
treatment of serious illnesses, timely
preventative care and health screenings,
better communication with healthcare
providers, and reduced wait times and
health care costs. 

As a multi-stakeholder organization, the
Quality Forum is successful in develop-
ing quality healthcare initiatives with
stakeholder input and involvement.
Before leading Louisiana’s ARRA related 



July / August 2009 Issue | Healthcare Journal of Baton Rouge 43

HIT and HIE efforts, the Quality Forum
was instrumental in securing
Louisiana’s participation in an elec-
tronic health records demonstration
project by the Centers for Medicare
and Medicaid Services. In addition,
the organization also assisted DHH in
convening major stakeholders in
HIT/HIE to develop recommendations
for the Department on the implementa-
tion of a statewide health information
exchange or LaHIE. Anyone interested
in participating in the planning process
is encouraged to contact the Quality
Forum at (225) 334-9299 or email
srobshaw@lhcqf.org. 

State to Offer Relief
for “Tobacco Tax” 
To help kick the tobacco habit,
Louisiana residents are now able to
call the Louisiana Tobacco Quitline
and receive free Nicotine Replacement
Therapy (NRT). Funded by the
Louisiana Tobacco Control
Program (LTCP) and The Louisiana
Campaign for Tobacco-Free Living

(TFL), this promotion under the Quit
With Us, Louisiana Program is
intended to reach out to the citizens of
Louisiana who have chosen to stop
smoking rather than pay new, higher
cigarette taxes. The Quit With Us,
Louisiana promotion will offer free NRT
- nicotine patches, along with free ces-
sation counseling to state residents
who call the state’s Tobacco Quit line
at 1-800-QUIT-NOW. Research shows
that there are increased benefits in
providing both medication and behav-
ioral treatment (like quitline counsel-
ing). When the federal excise tax
increased the cost of tobacco products
this past April, tobacco companies also
voluntarily chose to increase the cost
of their products beyond what the new
tax demanded.

According to the U.S. Department of
Health and Human Services (DHHS)
Public Health Service Clinical Practice
Guidelines, all smokers trying to quit
should be offered medication to treat
their tobacco dependence. NRT, in the

form of patch, gum, nasal spray,
inhaler, and lozenge is a first line med-
ication approved by the Food and Drug
Administration (FDA) to treat tobacco
use and dependence.  Evidence
shows that all of the commercially
available forms of NRT (gum, patch,
nasal spray, inhaler, and sublingual
tablets/lozenges) are effective in pro-
moting smoking cessation, and they
double the odds of quitting.

During its last free NRT program in
2007, the Louisiana Tobacco Quitline
saw an almost 150 percent increase in
calls. The free NRT is available for a
limited time only while supplies last.

CIS Evaluates Nonsurgical
Procedure to Repair Valve
in the Heart
Cardiovascular Institute of the
South (CIS) and Terrebonne General
Medical Center (TGMC) are among
approximately 40 medical centers in
North America participating in a clinical
research study evaluating a new non-



surgical procedure to treat patients with
mitral regurgitation (MR), the most com-
mon type of heart valve problem. The
study, called EVEREST, evaluates the
feasibility, safety and effectiveness of
the procedure in patients as compared
to surgery. The study’s random enroll-
ment of patients was completed in 2008. 

The next phase of the trial, called the
REALISM study, is a prospective, multi-
center continued access registry. It will
involve 300 patients who will undergo a
30-day, 6-month, and 12-month clinical
follow-up. New data will be collected
regarding each patient’s functional
capacity following treatment with the
MitraClip® device. The new, less-inva-
sive procedure to repair the valve uses a
small implant, known as the MitraClip®,
to bring the “swinging doors” of the valve
together, allowing it to close properly.
This valve repair procedure is performed
by interventional cardiologists in the
catheterization laboratory under general
anesthesia. In addition to improving

blood flow through the heart, the proce-
dure may also relieve symptoms such
as the fatigue and shortness-of-breath
that often affect patients with chronic
significant MR. The first patient was
enrolled in REALISM by principal inves-
tigator Peter Fail, MD, director of the
cardiac catheterization lab and interven-
tional research for CIS.  

To be a candidate for this investigational
procedure, patients must have moder-
ate-to-severe or severe MR and symp-
toms such as fatigue, chest pain or
shortness of breath. Patients with no
symptoms must have a weakened left
ventricle to participate. The study is
being monitored and controlled by the
United States Food and Drug
Administration (FDA) and the devices
were developed and manufactured by
Evalve, Inc. of Menlo Park, California.  

CIS Echocardiography
Laboratories Awarded Accreditation
Cardiovascular Institute of the South

(CIS) ultrasound laboratories were
recently granted accreditation by the
Intersocietal Commission for
Accreditation of Echocardiography
Laboratories (ICAEL). CIS laboratories
are some of the first thousand echocar-
diography laboratories in the United
States, Canada, and Puerto Rico to be
recognized for commitment to high qual-
ity patient care and provision of quality
diagnostic testing. The accreditation sig-
nifies that the nine CIS laboratories in
south Louisiana have been reviewed by
an independent agency that recognizes
the institute’s commitment to quality
testing for the diagnosis of heart dis-
ease.  The ICAEL accreditation has
been granted to CIS for a period of three
years. The laboratories are located at
CIS clinics in Houma, Thibodaux,
Raceland, Morgan City, Lafayette, New
Iberia, Opelousas, Eunice, and Zachary.  

Louisiana Health Care Quality Forum
Promotes More Cost Effective and
Efficient Model
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The Louisiana Health Care Quality
Forum recently hosted its second
annual Spring Summit on the topic
“The Patient-Centered Medical Home:
A More Cost-Effective and Efficient
Model of Health Care.” The Summit’s
purpose was to educate employers
about the value of an employer sup-
ported or sponsored patient-centered
medical home, which is defined as an
approach to providing comprehensive
primary care that facilitates partner-
ships between individual patients, their
personal physicians, and when appro-
priate, the patient’s family. The event
was created to be a collaborative learn-
ing experience by bringing together
local and national employers,
providers, and other stakeholders to
explain the medical home model, share
successful examples of employer sup-
port, and provide guidance on how
employers can support a medical home
with the redesign of benefit schedules. 

Craig Weber, MD, the Director of
Integrated Health Services for
Americas IBM Corporation, was a
featured speaker at the summit. IBM
has been a corporate pioneer in utiliz-
ing the medical home model of care.
Dr. Weber was able to give attendees
insight into the tremendous success
the company has had implementing the
patient-centered medical home. In
addition to Dr. Weber, other featured
speakers included Tim Barfield Jr.,
Executive Director of Louisiana
Workforce Commission, Roger
Merrill, MD, Chief Medical Officer for
Perdue Farms Incorporated and
Joseph R. Rosier Jr., President and
Chief Executive Officer for The
Rapides Foundation. 

DHH:  Recovery Act
Funds to Help Prevent Disease
In April, the U.S. Department of
Health and Human Services
announced that nearly $2.4 million in
funding and grants from the American
Recovery and Reinvestment Act will
be allocated to Louisiana to help pur-
chase and distribute vaccines to under-
served groups of citizens and to sup-
port innovative ways to ensure more
Louisianans receive the vaccines they
need. Louisiana has already taken

many steps to improve childhood
immunization rates: 
•Children are required to be fully vacci-
nated before entering school; 
•Special after-hours and weekends
immunization clinics are offered; 
•The Vaccines for Children program
has been strengthened to more than
1,200 providers statewide; 
•A data system called LINKS now
allows private doctors and the state to
better monitor immunizations.

All of these efforts and more—like the
Louisiana Shots for Tots Coalition
and Immunization Campaign—are
making a big impact: The most recent
statistics from the U.S. Centers for
Disease Control and Prevention
show Louisiana ranking 32nd in the
country for children who are up-to-date
on vaccines, up 12 places in just one
year, with 77 percent of our children
19-35 months of age covered.

DHH Secretary Alan Levine noted
that while the state has made great
progress, there’s much more work to
be done, with the goal of covering at
least 90 percent of our infants and tod-
dlers. So DHH plans to use most of
this one-time funding to purchase
needed vaccines to protect some of
our most vulnerable citizens from
some still-common yet potentially
deadly diseases, such as protecting
infants from Hepatitis A, school chil-
dren from Meningitis and the flu, and
elderly citizens from pneumonia. DHH
also plans to use a portion of the
monies to help support an innovative,
statewide influenza mass-vaccina-
tion initiative this Fall that will
protect thousands of children
against the flu in the short
term; and help the state
practice, test and refine
plans to protect the
entire state population
in the event of a
future health crisis
such as a pandem-
ic. Finally, the
stimulus dollars
will also be used
to fund backend
improvements
and incentive

programs that support LINKS, the
Louisiana Immunization Network for
Kids Statewide. 

Dr. Kenneth Wong Achieves Board
Certification in Echocardiography
Cardiovascular Institute of the
South (CIS) announced that Dr.
Kenneth Wong, cardiologist at CIS
Raceland and CIS Thibodaux, has suc-
cessfully completed the requirements
of the National Board of
Echocardiography for certification in
adult echocardiography. To receive this
certification, Dr. Wong completed an
accredited course of education and
training in echocardiography and
passed an additional examination of
special competence in adult echocar-
diography which demonstrates a high
standard of physician excellence. The
certification also provides evidence of
expertise in echocardiography to the
medical community.



In addition, Dr. Wong is board certified
in internal medicine, cardiovascular dis-
ease, and nuclear cardiology.  He
serves as the medical director for CIS
Raceland, and he is a fellow of the
American College of Cardiology.
Prior to joining the CIS medical staff, he
worked at the MetroHealth Medical
Center and Mount Sinai Medical
Center in Cleveland, Ohio.  He has
extensive medical training in several
fields of expertise.

North Oaks Health System
Breaks Ground on Medical Complex 
North Oaks Health System officials
were joined by Livingston Parish digni-
taries and leaders to break ground on
the new North Oaks-Livingston
Parish Medical Complex. Scheduled
for completion in the fall 2010, the com-
plex will offer an outpatient diagnostic
and treatment center with cardiology,
laboratory, diagnostic radiology, and
rehabilitation services; an Urgent Care
Center; a Family Medicine Clinic; a
Specialty Clinic; and a Conference
Room for health education. 

In the first year the complex is opera-
tional, North Oaks plans to employ
approximately 100 healthcare profes-
sionals with an estimated $4.4 million
payroll and a projected economic
impact of $13.2 million cycling through
the community.

Levine Disputes USA Report
on Uninsured Louisianans
Families USA recently released a
report highlighting the number of
Louisiana citizens without health insur-
ance, prompting the following response
from DHH Secretary Alan Levine:

“We agree too many Louisianans are
without coverage, but also point out the
report does not give the entire picture of
Louisiana’s uninsured. Since 2003,
DHH has worked with the LSU Public
Policy Research Lab to conduct
assessments of our uninsured popula-
tion so we can develop policies to
address the coverage needs. Our most
recent survey, conducted in 2007,
reports that Louisiana had 610,703
uninsured residents at the time who
were under 65 years of age—which
would be one in every five adults and
one in every 20 children. 

“Unsaid in the Families USA report is
that Louisiana spends $1.1 billion annu-
ally in our federally-matched DSH pro-
gram, financing care for hundreds of
thousands of uninsured individuals last
year either through our public hospital
system or through payments to private
hospital providers. Reporting on the
number of people uninsured for even a

short period of time without referencing
the major commitment to providing
access for the uninsured does not give
a complete picture.

“The Families USA report does not dis-
tinguish individuals under the age of 65
and children at the age of 19 or
younger—a critical point given that 95
percent of Louisiana’s children have
health insurance coverage. Louisiana
has one of the lowest rates of uninsured
children in the country, and our excep-
tional outreach and retention efforts
have been recognized on numerous
occasions. Georgetown University’s
Center for Children and Families, a
national research and policy center, has
hailed our LaCHIP program as a model
for other states to follow in maintaining
enrollment of eligible children. The
Robert Wood Johnson Foundation
just awarded Louisiana Medicaid with
a $1 million ($3.4 million total with fed-
eral matching funds) grant to continue
its highly effective outreach efforts to
children. 

“Governor Jindal and I have openly
supported a national dialogue about
how to expand access to health insur-
ance for every American. To be clear,
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we support every American having
access to health insurance, and we
support having that debate now. We do
not support simply expanding govern-
ment-dominated, one-payer, rate-set-
ting systems, like Medicaid, however,
and financing this expansion by cutting
rates paid to providers. Already, states
have burgeoning Medicaid programs
and find themselves unable to sustain
the growth in cost. We agree with
President Obama that we must get
control of costs, and then allow people
to have a choice of health insurers. We
do not believe simply expanding
Medicaid and calling that a victory is
genuine reform. Rather, we urge the
President and Congress to consider
the impact on states, protect provider
access, and help create a high-per-
forming system focused on prevention
and better healthcare management of
people with chronic conditions.”

LSU Bogalusa Medical Center
Outpatient Clinic Earns NCQA
Medical Home Recognition

The LSU Bogalusa Medical Center
(BMC) Memphis Street Outpatient
Clinic has received Level 1 recognition
status as a Physician Practice
Connections—Patient Centered
Medical Home (PPC-PCMH) by the
National Committee for Quality
Assurance (NCQA). The clinic has
met rigorous NCQA requirements to
receive this recognition. This point of
care provides ongoing preventive and
early intervention health care to
patients and coordinates specialized
care with the LSU Bogalusa Medical
Center when patients require it.

PPC-PCMH includes nine standards
for medical practices to meet, including
use of patient self-management sup-
port, care coordination, evidence-
based guidelines for chronic condi-
tions, and performance reporting and
improvement. To be recognized as a
patient-centered medical home, prac-
tices need to demonstrate the ability to
sufficiently meet the criteria of these
standards (i.e., achieve a minimum of

25 points out of 100 to attain the first of
three levels of recognition) and specifi-
cally pass at least five of the following
10 elements:
• Written standards for patient access
and patient communication 
• Use of data to show standards for
patient access and communication are
met
• Use of paper or electronic charting
tools to organize clinical information 
• Use of data to identify important diag-
noses and conditions in practice 
• Adoption and implementation of evi-
dence-based guidelines for three
chronic conditions 
• Active patient self-management sup-
port 
• Systematic tracking of test results and
identification of abnormal results 
• Referral tracking, using a paper or
electronic system 
• Clinical and/or service performance
measurement, by physician or across
the practice 
• Performance reporting, by physician
or across the practice.



LOCAL
Cardiovascular Institute
of The South Mid-Sized
Business of the Year
Voted Mid-Sized Business of the Year
for 2009 by the Zachary Chamber of
Commerce, Cardiovascular Institute
of the South (CIS) announced it will
continue to bring its cardiology services
to Zachary in a larger, more innovative
setting in the new Lane Medical Plaza
located at 6550 Main Street, Suite 1000
in Zachary. The new facility will increase
efficiency and enhance CIS’ ability to
provide quality care to patients. Among
the new features are additional, larger
exam rooms that will offer more comfort
and less wait time for patients.  

Dr. Yunus Moosa Joins
Baton Rouge Cardiology Center
Baton Rouge Cardiology Center
(BRCC) recently announced the addi-
tion of Dr. Yunus Moosa as a staff car-
diologist to its practice. Dr. Moosa will be
providing care for patients with heart
and vascular disease at Baton Rouge
Cardiology Center’s clinic in Zachary.
Dr. Moosa, a native of South Africa,
completed his undergraduate studies at
the University of Durban in Westville,
South Africa. He attended medical
school at the University of Ibadan
College of Medicine. Dr. Moosa com-
pleted his internship at the University of
Ibadan College Hospital. At Howard
University Hospital in Washington,
D.C., Dr. Moosa’s residency included
medicine and pediatrics, followed by a

cardiology fellowship and cardiology
research fellowship.

Dr. Moosa is board certified in internal
medicine, cardiovascular disease, inter-
ventional cardiology, and cardiovascular
computed tomography (CT). He is a
Fellow of the American College of
Cardiology, the Society for Cardiac
Angiography and Interventions, and
the American College of Chest
Physicians.  He specializes in clinical
cardiology, complex coronary and
peripheral intervention, and cardiovas-
cular CT. Dr. Moosa helped to establish
the Cardiovascular Center at Lane
Regional Medical Center (LRMC) in
Zachary and currently has hospital privi-
leges there.

Carville Discusses Health
Care Quality at Local Summit
Known most for his ability to help under-
dog candidates get elected and provid-
ing biting political commentary, James
Carville, perhaps America's best known
political consultant, also has a keen
interest in improving health care quali-
ty. Carville brought that passion to
Baton Rouge recently to speak at
the 2nd Louisiana Health Care
Quality Summit. The event was
hosted by Louisiana Health Care
Review.

In his book, “Take it Back,” Carville
says government should take a
leadership role in improving the
delivery of health care. "We should
take all the information that we get
from all the patients (respecting

their privacy, of course) and figure out
what technologies are most effective,"
he said. "Then, we should use those
standards to create incentives like
rewarding hospitals that achieve good
outcomes." Carville pointed out that
research shows that reducing unneces-
sary or excessive health care could save
Medicare about $70 billion. But, more
important than cost savings is reducing
the human toll. Medical errors result in
98,000 deaths per year, according to the
Institute of Medicine. "This is an arena
where things like electronic medical
records aren't just money-savers, they
save lives," he said.

Carville is also a proponent of trans-
parency when it comes to reporting
health care data. He believes we should
require health plans and providers to
report performance data on quality and
staffing levels so we can see what works
best. v

PMP Story Update:
In the prescription monitoring program article in the
May/June issue of Healthcare Journal of Baton Rouge, we
stated that nationally no prescription monitoring programs
had experienced any patient privacy issues. We did not
mean it as a challenge. In early May, the web site
Wikileaks indicated that a hacker in Virginia had broken
into that state’s PMP and was holding the data, which
included more than 8 million patient records and over 35
million prescription transactions, ransom for $10 million. A
criminal investigation is being conducted by both state and
federal entities. The site, maintained by the Department of
Health Professions, remains down.
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he Obama Administration and
the Democratic Congressional
Leadership wish to pass a
comprehensive healthcare
reform bill by August. This is
mind boggling. Healthcare is
17% of the economy and the
Administration has revealed
scant details of what it plans to
do. We should hope the

Administration will pay less attention to an August deadline
and more attention to engaging Americans in the debate as to
what reform should be.

In this debate, there are those who favor a single payer plan,
others who favor a government-run health insurance plan, and
others who propose market reform. Despite these differences,
all aim to improve health outcomes, expand access, and lower
costs.  

President Obama says one reason comprehensive reform is
needed is that Medicare and Medicaid are ineffectively con-
trolling costs. Medicare is projected to be bankrupt by 2017. It
begs the question: Since government cannot balance the

books for Medicare, how is it going to do a better job with the
rest of the healthcare system? Since President Obama’s
reform package may not address Medicare, it is a stretch to
say that reform will certainly help address Medicare’s prob-
lems. Nonetheless, I’ve noticed that policy makers in
Washington do not let common sense analysis interfere with
their goals and hopes. Because of this, the Administration may
quite likely nationalize the health insurance market. Perhaps if
the national press were not enamored with the President,
important questions like these would be taken more seriously.
Despite exploding costs, providers complain that Medicare
and especially Medicaid pay below the cost of their service.
For this reason, many doctors do not take Medicaid and some
do not even take Medicare. Hospitals “cost shift” their uncom-
pensated costs to patients with private insurance, driving up
costs overall. The escalating costs relate in part to significant
fraud and abuse, as well as the near absence of funding for
wellness programs and other measures to hold patients
accountable for their own health outcomes. 

Critics of private insurance companies complain of the cost of
insurance and what is called medical underwriting. Medical
underwriting bases premiums on actual and anticipated costs.
When someone gets cancer, for example, their premiums rise
to reflect the additional costs of coverage. Sometimes, the
premiums rise to unaffordable levels. In fairness to insurance
companies, this increased cost is due in part to providers shift-
ing cost to make up for inadequate reimbursement by
Medicare and Medicaid. Cost shifting alone is estimated to
increase a family’s annual premium by $1100 to $1800.
Despite the higher overhead of private insurance, the benefit
is that they have lower rates of fraud and abuse. They are also
required to maintain certain levels of capital to avoid the bank-
ruptcy that taxpayers are responsible for in the Medicare pro-
gram. And unlike Medicare and Medicaid, business owners
and insurance companies are innovative in developing well-
ness programs and incentives for employees to lower their
healthcare costs. 

It is clear that both the public and private aspects of our

T

Patients’ Needs, Not Political Deadlines,
Should Drive Healthcare Reform

by: Bill Cassidy, MD

U.S. Congressman



healthcare system need major reform. However, the American People’s commitment to improving
healthcare does not come with a willingness to sacrifice the high level of service and care that we have
rightly come to expect. Long lines and more frequent denial of services are a staple of any healthcare
system with significant government involvement. By applying a “one-size-fits-all” approach, we
would risk losing essential strengths of free market healthcare, like the right to choose your own
doctor and the right for your doctor to prescribe the best method of treatment. These and other
inherent patient rights are what we have come to expect and value in America, but every step
towards a government run-system is a step away from those rights.

We need long term solutions to our healthcare problems, and the first step towards reaching
those solutions is identifying areas on which most of us can agree. I want to see healthcare
reformed to guarantee basic and preventive insurance for all Americans, through tax incentives
and vouchers for low income families who cannot afford coverage. Patients would maintain the
power to choose more extensive health coverage to suit their own needs and financial means. 

We should ensure that no American family
goes bankrupt as a result of medical bills
from a catastrophic, unexpected illness or
accident. This could be achieved by a rein-
surance pool that would pay for extraordi-
narily expensive acute care services.
These are goals shared by all, but imple-
mented through market reform and mini-
mal government interference in the pri-
vate healthcare market.

I have my own ideas about healthcare
reform, but I want to hear yours. Please
visit my website at Cassidy.house.gov
and send me an email with your
thoughts. I look forward to 
hearing from you. v

I’ve noticed that policy makers inI’ve noticed that policy makers in

Washington do not let commonWashington do not let common

sense analysis interfere with theirsense analysis interfere with their

goals and hopes.goals and hopes.
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t is widely acknowledged that the current U.S. health
care system is unsustainable due to dramatically
increasing costs and poor health outcomes. Dr. Craig
Weber, in a recent presentation at the Louisiana
Health Care Quality Forum’s Spring Summit, cited the

following statistics on the U.S. from IBM Healthcare and Life
Sciences, IBM Institute for Business Value:

Costs are rising dramatically:
• $2.3 trillion (16% of GDP) was spent in 2007 on health care 
• $4.0 trillion (almost 20% of GDP) will be spent in 2015

There is no link between higher costs and quality and safety:
• 98,000 to 195,000 people died per year as a result of med-
ical mistakes
• 57,000+ dying from inadequate care
• 4-fold variation in costs between providers with similar qual-
ity
• U.S. ranked 37th in overall health system performance by
the World Health Organization

There are significant access issues:
• 45+ million uninsured
• 5+ million under-insured, most of whom are working

Primary care is acknowledged as the key component to

improving the care of people with chronic disease, lowering
cost, and improving access to and satisfaction with care.
Access to primary care has clear benefits to cost, quality, and
patient outcomes, particularly those with chronic illness
(Wagner, E.H., Chronic Disease Management: What Will It
Take to Improve Care for Chronic Illness). Additionally, studies
have established that having a regular and continuous source
of care with the same physician, over time, has been associ-
ated with better health outcomes and lower total costs
(Starfield, B., L. Shi, and J. Macinko, Contribution of Primary
Care to Health Systems and Health, 2005). Further, the 2004
Future of Family Medicine study: A Collaborative Project of the
Family Medicine Community, found that care organized
around a primary care relationship results in better outcomes
at lower cost with higher satisfaction.

As a result of this focus on the importance of primary care, the
Patient Centered Medical Home (PCMH) is increasingly being
looked to as the model to address the crisis in our health care
system, both locally in Louisiana and nationally. The PCMH is
defined as an approach to providing comprehensive primary
care that facilitates partnerships between individual patients
and their personal physicians, and when appropriate, the
patient’s family. The PCMH model has been promoted by a
national employer coalition, identified by both political parties
as a component of national health care reform, and has been
included in Louisiana’s Medicaid waiver application. 

The Joint Principles of the PCMH adopted in February 2007
by the AAFP, ACP, AAP, and the AOA state that the patient-
centered medical homes should have the following character-
istics: a personal physician, physician-directed medical prac-
tice, whole-person orientation, coordinated care, quality and
safety, and enhanced access and adequate payment. The
National Committee on Quality Assurance (NCQA) has devel-
oped measures of these principles and a tool for evaluating
the PCMH. The tool clearly defines the PCMH for patients,
providers and payers. It consists of nine standards with asso-
ciated elements, each with corresponding points. (Although
much of the language in these national standards focuses on
the “physician,” there is a recognition that in rural communities
with physician shortages, at times the PCMH may not be
physician directed.)

by: Shannon Robshaw, MSW, Executive Director
Louisiana Health Care Quality Forum 

The Patient Centered Medical Home: 
A More Cost Effective and Efficient Model of Health Care

I
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Louisiana is leading the nation in NCQA-certified PCMHs, with
the highest density of PCMHs in the nation. Thirty-four prac-
tices in Greater New Orleans have been recognized; others
are emerging in North Louisiana and other areas of our state.
The practices that have been able to achieve this recognition
have been largely nonprofit safety-net clinics and not depend-
ent on the traditional “fee-for-service” payment structures that
leading health policy experts have cited as a major barrier to
improving care and reducing cost. Their grant funding has
been structured as global per patient payments allowing them
to invest in the infrastructure and services not typically support-
ed by traditional insurance reimbursements. DHH’s pending
Medicaid reform also includes payment restructuring to support
the non-traditional services of a PCMH.

With Louisiana’s progress in the nonprofit and public sector,
more and more, the question now being raised is how can
commercially insured individuals gain access to the PCMH?
How can employers benefit from the increase in efficiency and
effectiveness of this model of primary care? The answer is pay-
ment reform. 

Implementation of the PCMH in the commercial market will
require a payment model that sustains the team-based
approach and coordination of care. Incentives must be aligned
to drive the quality of care and change the way primary care is
delivered. The payment formula must strongly incent providers
to achieve clearly defined quality processes and objectives.
Further, the payment model must create long-term financial
sustainability for the patient centered medical home in
Louisiana.

There is increasing consensus nationally and in Louisiana that
a blended payment model is needed to implement the PCMH
in the current private sector. The model consists of four key
components:

1) Up-Front Investment
Support is needed to cover the costs of new technology and
technical assistance to educate and guide the necessary
change in care processes, data collection, management, and
reporting at the practice level.  

2) Fee-For-Service
To practically achieve transformation in significant numbers of
practices within a reasonable time frame, it will be necessary
to utilize the existing reimbursement structures as the financial
base on which to build needed additional financing streams.
For most of Louisiana, this is the traditional fee-for-service sys-
tem. 

3) Care Management Fee
A monthly or quarterly fee per member is needed to cover new
provider services and expanded care of patients, which have
not traditionally been reimbursed, such as coordination of
patient care across the continuum of services and inclusion of
prevention, wellness, and chronic disease management.  

4) Incentive Payment
Payment should be designed to reward providers for success-
fully achieving targets related to care processes and interim
and long-term health outcomes, and may be aligned with
process outcomes such as attaining NCQA recognition as well
as with clinical outcomes. 

There is growing recognition by Louisiana purchasers and
employers of the advantages of the PCMH. As the agency
responsible for insuring state employees and retirees, the
Louisiana Office of Group Benefits (OGB) has recognized the
need for this reformed insurance model and is in the process
of contracting with an insurance plan to implement the PCMH
in north Louisiana beginning this fall. As more insurance pur-
chasers begin to assert themselves into the health care reform
debate and demand more value-driven care, they will exercise
their purchasing power to drive market change. Then we will
see the needed broad restructuring of the traditional insurance
model to support the redesigned delivery and payment needed
to reform our health care system.  v
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Our Lady of the Lake and Mary Bird Perkins Join National Research Program
The Cancer Program of Our Lady of the Lake and Mary Bird Perkins is one of only 18 sites in the country participating in a
first-of-its-kind study to individualize cancer treatment. The Cancer Program and Moffitt Cancer Center in Florida have part-
nered to perform state-of-the-art cancer research called Total Cancer Care™. Cancer patients can volunteer to be a part of the
study by answering questions about their medical history and giving permission for excess tumor tissue to be donated for can-
cer research. Kevin Guidry, cancer center administrator, Our Lady of the Lake Regional Medical Center, said that over 80
patients from the Cancer Program have already signed up to participate. Nationally, the study has consented more than 23,000
subjects.

Just as every person has a unique fingerprint, every tumor is unique as well. Total Cancer Care™ aims to specialize treatment
based on genes that provide a “molecular fingerprint” unique for each tumor, just like the lines on fingertips identify individual
people. Cancer can be classified by its site of origin (such as lung, breast, colon, and prostate), but there are many different
types of these cancers. Individual patients with the same kind of cancer don’t always respond to standard treatment in the
same way. This program is working to change that. Only recently, technology has advanced such that doctors can now test
each tumor for approximately 30,000 genes–-the genes that provide the molecular fingerprint. By studying this fingerprint, sci-
entists are developing new drug therapies personalized for each individual. 

Part of the reason the Cancer Program was selected is because of its affiliation with the National Cancer Institute’s Community
Cancer Centers Program (NCCCP) pilot, which has an emphasis on clinical research.

Shaw Named Partner at Burnham Family and Sports Medicine Center
Dr. Vincent Shaw has been named a partner with the Burnham Family and Sports Medicine Center-Harrell’s Ferry. Dr. Shaw
has practiced medicine at the center for two years, providing primary care to children and adults. Dr. Shaw also provides field-
side medical care for athletes participating in high school and NCAA sporting events. He previously practiced emergency and
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urgent care medicine and has six post-doctoral years experi-
ence. Dr. Shaw also completed a residency in family medicine
and a fellowship in sports medicine. 

Dr. Shaw is a cum laude graduate of Southern University and
obtained his medical education and training from LSU Health
Sciences Center and Baton Rouge General’s Family
Medicine Residency Program. The Burnham Family and
Sports Medicine Center is a part of General Health System’s
Community of Caring network of primary care physicians.

Hospitals Across Louisiana
Participate in National Donate Life Month
Hospitals throughout the state of Louisiana celebrated
National Donate Life Month during April 2009, completing a
30-day initiative to raise awareness about the critical need for
individuals to register as organ, eye, and tissue donors. As
part of the recognition month activities, hospitals joined thou-
sands of organizations across the nation in the Flags Across
America initiative to honor and celebrate the hundreds of
thousands of donors and recipients whose lives have been
affected by donation. The goal of Flags Across America was
to rally every donor hospital and transplant center, as well as
all recovery agencies, to collectively fly the Donate Life flag
during April 2009. 

Louisiana hospitals chose to participate in National Donate
Life Month as part of the Donate Life Louisiana Hospital
Campaign, which is a partnership between the Louisiana
Organ Procurement Agency (LOPA) and the Louisiana
Hospital Association (LHA) that started in July 2008. This hos-

pital campaign is the first-ever, statewide hospital donor reg-
istration drive initiative in the nation. The goal of this cam-
paign is to increase the Donate Life Louisiana Registry by 10
percent (160,676 individuals) by the end of 2009. To date,
hospitals have reached over 60 percent of this goal. Over
1,800 people in Louisiana are waiting for a live-saving organ,
said John Matessino, LHA President & CEO. 

Local hospitals participating in the Flags Across America ini-
tiative included:
Baton Rouge General Medical Center 
Lane Regional Medical Center 
Ochsner Medical Center - Baton Rouge
Our Lady of the Lake Regional Medical Center  
The NeuroMedical Center Rehabilitation Hospital 

OLOL Volunteers Honored
with Presidential Awards
At the recent Our Lady of the Lake Volunteer Luncheon and
Awards Banquet two outstanding volunteers were recognized
with Presidential Awards for their tremendous dedication to
Our Lady of the Lake. Laura Nell Barry and Arthur Choppin
have each volunteered 4,000 hours of their time. In addition,
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Marvin Hughes was recognized for volunteering 26,746 hours
at Our Lady of the Lake. 

Anna Cazes Named Nursing Director
Anna Cazes, RN, MSN, DNS, has been named director of
nursing at Baton Rouge General’s Mid City campus. She was
previously department chair for the Division of Nursing and
Allied Health at Baton Rouge Community College. She addi-
tionally served as a nursing professor for several other local
nursing schools, including Our Lady of the Lake College and
Southern University. She was also charge nurse at Our Lady
of the Lake Regional Medical Center. Cazes received a bach-
elor of science in nursing from Loyola University, a master of
science in nursing from Southern University, and a doctorate
of nursing science from Louisiana State University Health
Sciences Center. She is a member of Sigma Theta Tau
Nursing Honor Society, Epsilon Nu Chapter and the American
Nursing Association.

Dr. Jeff Gruner Appointed to Lane Board
Jeffrey Scott Gruner, MD was recently appointed to Lane
Regional Medical Center’s Board of Commissioners by the
East Baton Rouge Parish Metro-Council. He is replacing Dr.
Howard L. Martin who stepped down after serving on the
board for four years. Dr. Gruner, a native of New Orleans,
completed his undergraduate work at Louisiana State

University in Baton Rouge. He attended medical school at
LSU Medical Center in New Orleans, graduating in 1997. He
completed his residency and internship in the field of General
Surgery at LSU Health Sciences Center in Shreveport, and
successfully completed certification through the American
Board of Surgery. Dr. Gruner has been a member of Lane’s
medical staff for six years.

Baton Rouge General First to Partner
with Army on Innovative Recruiting Program
Baton Rouge General is the first hospital in the state to part-
ner with the Army’s job recruiting program. The General has
signed a partnership agreement with the Army’s Partnership
for Youth Success (PaYS) Program, which will connect out-
going soldiers to the hospital. Baton Rouge General is the first
in Louisiana to form this unique partnership with the Army that
helps soldiers find jobs in the business community after their
service is completed.

As a PaYS partner, the General will gain employees who have
developed professional work habits and hold themselves to
the highest standards. These future employees will be profes-
sionally trained and experienced in their specific job skill. The
General will also save precious training and human resources
recruiting dollars through this partnership. This exciting new
program will help those serving our country find quality jobs
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and provide a steady stream of outstanding candidates for posi-
tions at the General.

Olson Named Zachary Chamber
of Commerce's Business Person of the Year 
The Zachary Chamber of Commerce has named Lane Regional
Medical Center’s chief executive officer Randy Olson as its
2009 Business Person of the Year. Olson received a rousing
standing ovation at the Zachary Chamber’s annual membership
banquet. The Zachary Chamber presents its Business
Leadership Awards to those individuals or companies that
reflect the chamber’s core values: Community, Excellence,
Faith, and Family. The awards are sponsored by the Zachary
Business and Real Estate Journal.

Olson has served as Lane’s CEO since November of 2003 and
during his tenure, the hospital has experienced tremendous
growth and stability. He is active in the Zachary community,
serving on the Chamber’s board of directors and is the incom-
ing president of the Zachary Rotary Club.

Modern Physician Magazine
Lists Dr. Patrick Quinlan for 4th Time
Ochsner has announced that Dr. Patrick Quinlan, MD, Chief
Executive Officer of Ochsner Health System, has been named
to the list of the most powerful physician executives in the
nation by Modern Physician magazine for the fourth time. This
honor is part of the magazine’s fifth annual ranking of the “50
Most Powerful Physician Executives in Healthcare.” Quinlan

was ranked No. 1 in 2007, No. 10 in 2006, and No. 43 in 2005
by readers of Modern Physician and Modern Healthcare. 

Other honorees include executives from the healthcare indus-
try: hospital systems, the U.S. Senate, federal health agencies,
patient advocacy groups, health insurance companies, unions,
prestigious journals, and academic programs. The list was com-
piled from reader nominations.  

Baton Rouge General Takes Top
Honors for Breast Cancer TV Special
Baton Rouge General was awarded the Frank V. LeBlanc Best
of Show Award, which goes to the best of show overall at the
Louisiana Society of Hospital Public Relations and Marketing’s
(LSHPRM) 28th Annual Gordon and Breaux Pelican Awards
Ceremony. The Best of Show Award was presented to the hos-
pital on April 24 at the Society’s annual luncheon for its Time to
Survive breast cancer TV special. A Golden Pelican Award was
presented to William R. Holman, FACHE, president and CEO of
Baton Rouge General Medical Center. This award is given
annually to a hospital CEO who seeks to advance the role of
communications, marketing, and public relations within his or
her organization.

The Pelican Award program recognizes excellence in hospital
public relations and marketing. Each year, LSHPRM sponsors
these awards to recognize and encourage improvement in qual-
ity, effectiveness, and impact of hospital communications, pub-
lic relations, and marketing.
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Our Lady of the Lake College Named to

Presidential Honor Roll for Community

Service
The Corporation for National and Community Service
recently honored Our Lady of the Lake College in Baton
Rouge with a place on the President’s Higher Education
Community Service Honor Roll for exemplary service efforts
and service to America’s communities. Our Lady of the Lake
College is one of only six schools honored with a
Presidential Award.  

Launched in 2006, the Community Service Honor Roll is the
highest federal recognition a school can achieve for its com-
mitment to service-learning and civic engagement.
Honorees for the award were chosen based on a series of
selection factors including scope and innovation of service
projects, percentage of student participation in service activ-
ities, incentives for service, and the extent to which the
school offers academic service-learning courses.

Various projects and services carried out by the students at
Our Lady of the Lake College during the year involved an
abundance of community partners including, but not limited
to:  

• Baton Rouge Youth Home for Girls, where the entire inte-
rior of the home was painted and quilts and bulletin boards
were placed in each room

• Charlie’s House for Alzheimer Patients, where students
teamed up with the residents to not only monitor vital signs
but also to interact with games/dancing/story-telling events

• Ollie Steele Burden Long-Term Care clinical, where stu-
dents established one-on-one relationships with the patients
for physical therapy checks as well as fun events on a week-
ly basis

• In partnership with Lake Primary Care Physicians Network,
Health Service Administration students helped assist with a
marketing plan for the Highland Road and Perkins Road
Clinic

• Wildwood Elementary School, where students were
involved with a tutoring program for both first and second
graders.

Connecting the Our Lady of the Lake College students with
the community through such projects benefitted the faculty
and the students alike. New plans are underway for more
projects that will help the students to see the connection
between their academic work and their participation in the
larger community. Overall, the Corporation honored six
schools with Presidential Awards. In addition, 83 were
named as Honor Roll With Distinction members and 546
schools as Honor Roll members. In total, 635 schools were
recognized. A full list is available at www.national
service.gov/honorroll.
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LA/MS American College
of Physicians Recognizes Excellence
in Medical Care, Education, and Research
Dr. Lawrence Blonde, MD, FACP, FACE, Ochsner
Endocrinologist, Director of the Ochsner Diabetes Clinical
Research Unit, and Associate Internal Medicine Residency
Program Director, has been awarded the Louisiana Laureate
Award by the 2009 American College of Physicians for
demonstrating an abiding commitment to excellence in med-
ical care, education, and research. Dr. Blonde is one of six
Ochsner physicians to receive this award in the last 23 years.
Throughout his career, Dr. Blonde has spearheaded clinical
and research activities focused on patients with diabetes mel-
litus and investigations of new therapies and healthcare deliv-
ery systems for diabetics. He's authored and co-authored
over 140 scientific papers and abstracts and hosted medical
education presentations nationally and internationally.

Dr. Blonde is the immediate past Chair of the Steering
Committee of the National Diabetes Education Program,
served as the Associate Director of Graduate Medical
Education for Ochsner Medical Foundation for over 20 years,
and as Associate Internal Medicine Program Director from
1978 till the present. He also led Ochsner's Endocrinology
program for ten years.

Louisiana Hospital Association Applauds
Hospital Supplemental Appropriations Bill 
On May 6, Rep. Jim Tucker (R-Terrytown) filed House Bill

879, a supplemental appropriations bill to help hospitals
affected by previous hurricanes. The Louisiana Hospital
Association issued a statement supporting this supplemental
appropriations bill, which would provide Medicaid relief to
hospitals and standardize uncompensated care payments
statewide. The bill would also provide financial relief to hospi-
tals in hurricane-affected areas and would recognize hospital
support statewide during emergencies by standardizing the
eligibility criteria and payments in Medicaid and the
Community Hospital Uncompensated Care Pool. In addition,
HB 879 would improve payments to rural health clinics and
eliminate proposed cuts to the Rural Hospital Preservation
Act for state fiscal year 2009-2010.

New Members Named to Our Lady
of the Lake College Board of Trustees
Our Lady of the Lake College recently announced the addi-
tion of three new members to its Board of Trustees. Joining
the Board are William E. Balhoff, Managing Director and
CEO, Postlewaite and Netterville; Steve Nathanson,
President, Tessenderlo Davison Companies, LLC (TDC); and
Dr. Michael Lee Rolfsen, Chairman, Department of Internal
Medicine, The Baton Rouge Clinic and Director of Geriatrics,
Earl K. Long Hospital. In addition, the following Board mem-
bers were appointed to their third three year term: Frank R.
Campbell, PhD; Sister Penny Prophit, OSF, PhD; and Karen
Williams, MD.

The Board also elected the following officers to serve as the
Board leadership in 2009:



• Sister Penny Prophit, OSF, PhD, Chair
• Dr. Karen Williams, Vice Chair
• Judge Luke LaVergne, Secretary
• Sister Betty Lyons, At Large Member of the Executive               

Committee.

Hospitals Target of Excessive Cuts
On May 1st, the Department of Health and Hospitals issued
additional Medicaid cuts to hospitals in the form of Emergency
Rules reducing reimbursement to non-state, non-rural hospi-
tals. This reduction is on top of cuts issued in February of this
year and cuts issued in the Governor’s Executive Budget.
John Matessino, LHA President & CEO, said that he was
extremely disappointed in the administration’s decision to fur-
ther reduce hospital reimbursement, “which continues to
weaken our hospitals’ ability to serve their communities.
When there is a biological crisis such as the H1N1 flu or other
natural disasters such as hurricanes, communities rely on
their hospitals to be there 24/7. These cuts are devastating.”

The LHA has prepared a map of the cuts that hospitals are
facing and the estimated job losses as a result of the cuts con-
tained in HB 1, the Appropriations Bill. For a copy of the map,
visit www.lhaonline.org/associations/3880/files/Session
2009_Mcaid_Map.pdf. 

OLOL Physician Group
Welcomes Two New Physicians
Our Lady of the Lake Physician Group has added two new
physicians to the network. Gerard Falgoust, MD, and Michael

Green, MD, both Board Certified Internal Medicine physicians
practicing in Plaquemine, have joined the group. 

Dr. Falgoust earned his medical degree from Louisiana State
University and completed his Internal Medicine Residency at
the University of Arkansas for Medical Sciences in Little Rock,
Arkansas. He is a member of the American College of
Physicians and Louisiana State Medical Society. 

Dr. Green earned his medical degree from Louisiana State
University in New Orleans and completed his Internal
Medicine Residency at Earl K. Long Medical Center in Baton
Rouge. He is a member of the American College of
Physicians, Louisiana State Medical Society, and Iberville
Parish Medical Society.

Our Lady of the Lake Named
Hospital of the Year for Respiratory Care
Our Lady of the Lake Regional Medical Center was recently
recognized as the Hospital of the Year for Respiratory Care for
hospitals with over 200 beds by the Louisiana Society for
Respiratory Care (LSRC). The Respiratory Care Department
includes nearly 75 highly-qualified professionals who work
closely with physicians and nurses to extend care through
accurate diagnosis and effective, individualized treatment.
The team was recognized with this award for their compe-
tence, professionalism and evidence of best outcomes. 

All OLOL Respiratory Therapists are members of the
American Association for Respiratory Care (AARC)
demonstrating professional commitment and
growth.  v
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Airport

Baton Rouge
Metropolitan Airport
9430 Jackie Cochran Dr.
Baton Rouge, LA 70807
225.355.0333
www.flybtr.com

Attorneys

Baker, Donelson, Bearman,
Caldwell & Berkowitz, PC
One American Place
301 N. Main St., Ste. 810
Baton Rouge, LA 70825
225.381.7000
www.bakerdonelson.com

Automotive (Tire and Care)

Treads & Care
1312 W. Hwy. 30
Gonzales, LA 70737
225.647.9631

Treads & Care
10711 Coursey Blvd.
Baton Rouge, LA 70716
225.368.1234

Cleaners

Sunshine Cleaners
16645-A Highland Rd.
Baton Rouge, LA 70810
225.753.4060
www.sunshinecleaners.net

Consulting

HealthCare Business
Consulting, Phillip H. Rees
7474 Highland Rd.
Baton Rouge, LA 70808
225.767.9577
www.HCBconsulting.com

Healthworks:
A Management Services Group
8017 Jefferson Hwy., Ste. A2
Baton Rouge, LA 70809
225.383.1180
www.healthworks-llc.com

Dentist

Steven H. Brooksher, DDS
1010 South Acadian Thrwy.
Ste. A, Baton Rouge, LA 70806
225.346.8625
www.brooksher.com

Florist

Peregrin's Florist &
Decorative Services, Inc.
8883 Highland Rd.
Baton Rouge, LA 70808
225.761.0888
www.peregrinsflorist.com

Hearing Aids

Audibel
Hearing Healthcare
8754 Goodwood Blvd.
Baton Rouge, LA 70806
225.928.1490
www.audibel.com

Home Health

Comfort of My Home
921 N. Lobdell, Ste. 4-B
Baton Rouge, LA 70806
225.926.5700

Personal
Homecare Services
6869 Hwy. 84 W.
Ferriday, LA 71334
877.336.8045
www.personalhomecare.net

ResouRce guide
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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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Prosperity Health Care Services
11628 S. Choctaw Dr., Ste. 227
Baton Rouge, LA 70815
225.275.5999/866.619.0008
prosperityhealthcare@yahoo.com

Hospitals

Baton Rouge
General Medical Center
8585 Picardy Ave. 
3600 Florida Blvd.
Baton Rouge, LA 
225.387.7000
www.brgeneral.org

Our Lady of the Lake 
Regional Medical Center
5000 Hennessy Blvd.
Baton Rouge, LA 70808
225.765.6565
www.ololrmc.com

Insurance

LHA Physicians Trust
4646 Sherwood Common Blvd.
Baton Rouge, LA 70816
225.272.4480
www.hsli.com

Louisiana Health Plan
P.O. Drawer 83880
Baton Rouge, LA 70884-3880
225.926.6245
www.lahealthplan.org

Humana, Inc. MarketPOINT
10000 Perkins Rowe,
Bldg. G, Ste. 300 
Baton Rouge, LA 70810         
225.573.3882/225.937.1100 
www.Humana.com 

LAMMICO
1 Galleria Blvd., Ste. 700
Metairie, LA 70001
800.452.2120
www.lammico.com

Jeweler

Robert Roth Jewelers
7513 Jefferson Hwy.
Baton Rouge, LA 70806
225.927.9444

Medical Equipment & Service

Majestic Medical Solutions
17424 Airline Hwy., # 12
Prairieville, LA 70769
225.677.9867/866.580.9729
www.majesticms.com

Non-Profit

Capital Area United Way
700 Laurel St.
Baton Rouge, LA 70802
225.346.5817
www.cauw.org

Our Lady
of the Lake Foundation
5000 Hennessy Blvd.
Baton Rouge, LA 70808
225.765.5941
www.ololfoundation.org

Nursing Home

CommCare Corporation
5550 Thomas Rd.
Baton Rouge, LA 70811
877.277.3859
www.commcare.com

Orthopedics

Bone & Joint Clinic
of Baton Rouge
7301 Hennessy Blvd., Ste. 200,
Baton Rouge, LA 70808
225.766.0050
www.bjcbr.com

Pediatrics

Pediatric
Surgery of Louisiana
7777 Hennessy Blvd., Ste. 212
Baton Rouge, LA 70816
225.769.2295

Pharmacy

Gulfcoast Pharmaceutical
Specialty
1039 E. Hwy. 30
Gonzales, LA 70737
800.498.5220
www.gpspharmacy.biz

Walgreens
24 Locations in the
Greater Baton Rouge area
1-800-WALGREENS
www.walgreens.com

Physical Therapy

Peak Performance
Physical Therapy
11320 Industriplex Blvd.
Baton Rouge, LA 70809
225.295.8184
www.peakphysicaltherapy.com
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Restaurants

French
Market Bistro
16645 Highland Rd.
Baton Rouge, LA 70810
225.753.3500
www.mansursontheboulevard.com

Mansurs
on the Boulevard
5720 Corporate Blvd.
Baton Rouge, LA 70808
225.923.3366
www.mansursontheboulevard.com

Skilled Nursing Facility

CommCare Corporation
5550 Thomas Rd.
Baton Rouge, LA 70811
877.277.3859
www.commcare.com

Staffing

Gifted Nurses
17535 Airline Hwy., Ste. G
Prairieville, LA 70769
225.744.4599
www.giftednurses.com

Storage Units

StorSafe
9242 Barringer Foreman Rd.
Baton Rouge, LA 70817
225.753.1176
www.storsafebr.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

ResouRce guide






