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"Careful with fire" is good advice we know.
"Careful with words" is ten times doubly so. 

—William Carleton 

Greetings,

Healthcare Journal of Baton Rouge has humbly and graciously accepted its role as the source of news,
information, and analysis for the healthcare industry of the greater Baton Rouge area. 

To successfully achieve our mission, it’s imperative to be in regular contact with the actual newsmak-
ers and those on the field of play. One strategy to accomplish our objective of being plugged-in has
been the formation of an Editorial Advisory Board. 

The HJBR Editorial Advisory Board assists with brainstorming content, supplying contacts and sources,
and peer-reviewing articles when appropriate. I would like to take this moment to offer thanks to our
2008-2009 Editorial Advisory Board members for their contribution. It is no coincidence that during this
tenure Healthcare Journal of Baton Rouge was named “Best in Print Media.” I would also now like to
introduce the 2010-2011 advisory board members. 

So, as you all continue to work in our ever-changing and hopefully fulfilling roles as healthcare profes-
sionals, I encourage you to pass on your ideas to one of these Advisory Board Members. Your contri-
bution to your industry peers could ultimately be invaluable to the patients of Baton Rouge.

Smith W. Hartley

Letter from the

EDITOR
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lings and arrows of outrageous for-
tune. The charity hospital system
has withstood them through the
years, but some speculate that the
state run public hospital system
may now be dealt a double blow
from which it may be hard to recov-
er. The double whammy comes in
the form of significant state budget
cuts to the hospital system and a

loss of substantial federal funding
due to the new disproportionate

share hospital (DSH) audit rule taking effect. While
some of the system’s fate lay  in the hands of the State
Legislature in terms of the depths of the cuts they
approved for LSU, the more pressing problem 

by: Karen Stassi
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may be the initial and perhaps progres-
sive loss of a federal funding stream that
has been the bread and butter of the
charity system. 

It won’t surprise you that not everybody
is rooting for the system’s survival.
During debates in the Legislature,
House Speaker Jim Tucker argued, “We
shouldn’t be in the hospital business
anyway. We should be in the outpatient
clinic business.” And community hospi-
tals have long groused about the level of
funding the public hospitals receive for
the treatment of uninsured and
Medicaid patients when the non-public
hospitals are also required to treat this
population. Many have questioned for
years whether the program offered the
best use of the available funding. The
dilapidated exterior of Earl K. Long and
images of Charity Hospital in New
Orleans, shuttered since Katrina, have
become poster images for those who
say the system’s time has passed.
However LSU staunchly defends both
the quality and the effectiveness of its
system even while conceding some of
the facilities need help. One important
role that LSU plays that few dispute is
the education of the state’s future physi-
cians through its medical schools. The
challenge will be to find a way to pre-
serve that resource while deciding the
fate of the rest of the system. 

Wording in House Bill 1, the appropria-
tions bill, calls for DHH and LSU to
come up with a plan for “transitioning

LSU-operated public hospitals to a role
that reduces reliance on the federal
DSH program to the extent that federal
funds are being reduced and which a)
complements existing inpatient hospital
capacity region by region, b) maintains
or expands access to primary care serv-
ices, c) complements medical training
programs where appropriate, d) does
not transition hospitals where such hos-
pital is a sole community provider and
there is no other alternative, e) protects
and prioritizes the state’s major teaching
institutions in Shreveport, Baton Rouge
and New Orleans and f) utilizes waivers
or other federal partnerships to enable
the state to provide matchable DSH dol-
lars for clinic operations to maintain
access for low-income populations or as
necessary to continue medical educa-
tion.” The bill also calls for continued
access to primary care and specialty
services for low-income residents while
optimizing capacity at community hospi-
tals. It’s a tall order for which the
answers are not readily available.

While he is aware that the recent leg-
islative language is part of an ongoing
quarrel over the role that LSU plays in
the state’s healthcare, LSU System V.P.
Dr. Fred Cerise is confident that the sys-
tem can defend its efficiency and effec-
tiveness. “I think a lot of the criticism
comes from providers who are compet-
ing for the healthcare dollar and now
with public money being tight that rheto-
ric picks up some,” he said. “It tends to
be the same message that you hear off
and on over the years—when money’s
better around the state you don’t hear it
as loud and when money’s tight you
hear it more.” He is concerned, howev-
er, over the federal cuts. “The DSH audit
rule—that’s a real issue that we are
going to have to deal with,” he said. 

Department of Health and Hospitals
Secretary Alan Levine agrees the cuts
are a huge blow to the state system.
“The reality is we spend about $800 mil-
lion a year in what’s called the DSH pro-
gram,” said Levine. “About $600 million
of that is in the public hospitals, but we
are losing $200 million this year
because of federal cuts to the program.”
Of that $200 million, $135 million is a
direct loss for the public hospital sys-
tem. The cuts are coming about due to

changes in the DSH program, which will
make many previously covered costs
unallowable for federal match. Cerise
said that LSU and DHH continue to seek
relief from those changes in
Washington, claiming that the rule,
issued in the last days of the Bush
administration, went further than
Congress intended. However, they must
plan for the future under the assumption
that those funds are now unavailable. To
further their concerns, Levine worries
that the DSH program itself may lose
funding under healthcare reform, which
may shift that money to pay for the
expanded Medicaid program. “That
guaranteed funding stream will no
longer be a guaranteed funding stream
for those hospitals. So it’s not a question
of whether or not the financing scheme
is changing; that’s been decided by
Washington. The issue is how we adjust
to that,” said Levine.

Faced with a shortfall that could have
meant immediate closure of several
public hospitals the state proposed one-
time funding of that deficit with state
general funds. The move was unpopular
with some community hospitals and
some legislators said Levine. “The thing
that I hear most from legislators who
have grumbled about the idea of back-
filling that lost $135 million is that’s $135

I think a
lot of the
criticism
comes
from
providers
who are competing
for the healthcare
dollar and now with
public money being
tight that rhetoric
picks up some.
—Fred Cerise, MD

That 
guaranteed
funding
stream
will no
longer be a 
guaranteed funding
stream for those 
hospitals. So it’s not a
question of whether
or not the financing
scheme is changing;
that’s been decided
by Washington. The
issue is how we
adjust to that.
—Alan Levine
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million we could have used to improve
schools, to aid higher education, to
build roads, enhance public safety, but
now we are just backfilling federal
money that we’ve lost,” he said. “What
you hear from the private hospitals is,
‘You took $135 million and you are
backfilling lost federal money. If you
took the $135 million and put it in
Medicaid you could match it with feder-
al dollars and it would turn into almost
$600 million.’ That’s what’s got the pri-
vate hospitals so upset. That’s a very
fair way to look at it. But the reality is
you can’t just close a bunch of hospitals
on July 1st. If you do that then you lose
all those primary care clinics that go
with them.”

Despite the save with the nonrecurring
funds, the public hospitals were also
threatened with a proposed $68 million
state budget cut (which was drastically
reduced by the Senate in the waning
days of the session). If approved at
least four of the system’s facilities would
have faced closure, said Cerise. He

concedes that not all of the system’s
hospitals necessarily warrant staying
open, but he warns against closing pub-
lic hospitals without careful considera-
tion of the network around them. “In
some of our hospitals we have a very
small inpatient census that could be
accommodated, but those same places
have very large outpatient practices.
That would be much more difficult to
absorb primarily because we don’t have
the physician workforce, the manpower
in the state to accommodate the
demand,” said Cerise. “That’s only
going to get worse with healthcare
reform. As more people get covered
there is going to be greater demand for
services. We know there is going to be
more demand for services because that
baseline of uninsured utilizes services
at a much lower rate than the insured
population.” 

Levine said Governor Bobby Jindal’s
language in the budget bill calls for a
meaningful and methodical approach
region by region to determine what

each community needs. “Do they need
inpatient beds, do they need outpatient
clinics? Is there capacity in the private
hospitals? If you have very few patients
can those patients be serviced in anoth-
er hospital while you focus your limited
resources on expanding primary care?”
Cerise acknowledges that this could
lead to some closures, but he worries
about the impact those closures may
have. “If you close places you can save
state money, but only if you don’t contin-
ue to provide the services,” said Cerise.
“It’s really difficult to close places, con-
tinue to provide the same services, and
save money and get all three of those
things.” 

Louisiana Hospital Association
Executive V.P. Sean Prados believes
the community hospitals would be will-
ing to explore opportunities in communi-
ties where closures might occur and
help absorb the inpatient populations,
but, he said, “It really depends on the
dollar following the patient and whether
or not those hospitals would be reim-
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bursed the same or similar to what the
charity hospitals are being reimbursed.”
That worries Cerise who said that there
are some in the industry that view this as
a zero sum game and would rather
move from a coordinated system of care
to a more fragmented system using
terms like ‘money follow the patient’. “It’s
generally a term providers prefer
because it means money coming to a
provider,” said Cerise. “But the state
doesn’t have enough money and the
country doesn’t have enough money to
have unlimited money follow the patient
because that’s very expensive.” A sys-
tem like that would have to have some
definition around what you were willing
to pay for said Cerise, especially if it was
publicly funded. “The value of the sys-
tem that we provide for the uninsured
really makes sense. I don’t think any-
body could really argue—well people
can argue—but it doesn’t make sense to
say let’s break that up and move to frag-
mented, unorganized care. A hospital is
only one piece of the system and if that’s
all you’ve got it’s hard to manage the
care for a population.”

Of course the fact that LSU’s recent
agreement with Our Lady of the Lake
calls for the closure of Earl K. Long and
a shifting of those services to the OLOL
campus, has also opened up a can of
worms, said Cerise, as it implies to
some a model that could be replicated
elsewhere and suggests that LSU could
still play a vital role without being in the
hospital business. However, the Baton
Rouge situation was unique he said. “In
Baton Rouge there were some real obvi-
ous, explicit drivers, the obvious one
being that we had a facility that we
weren’t going to be able to maintain into
the future.” In addition to the facility

issue, the way the financial reimburse-
ment was established and the amount of
Medicaid and uninsured business OLOL
already did, just worked out financially.
Still, Cerise said, it was never proposed
as a money saving model—the state
could save $7 million, but it could also
lose $7 million. The hope is that it will be
budget neutral. Cerise also pointed out
that for the OLOL deal LSU modeled
increased utilization of specialty servic-
es and increased volume of services,
because they were moving from Earl K.
Long, where they don’t have some of
those service specialties, to the Lake
where they exist. “You can’t just pick and
choose,” said Cerise. “What we pro-
posed makes sense for Baton Rouge
and for this region, because in fact, the
public hospital for this region isn’t pro-
viding the majority of the inpatient
Medicaid and uninsured care,” agreed
Levine. “The majority of the Medicaid
business in this region is being provided
by the private hospitals. Eighty-four per-
cent of the Medicaid care in this area is
being provided by the community hospi-
tals not by Earl. K. Long.” 

One of the things that worries the com-
munity hospitals, said Prados, is how
that utilization might increase even more
under healthcare reform. “I think what
we are going to have to watch is once
people have coverage they can diverge
from the traditional safety net, i.e. the
charity system.” He cited as an example
the fact that Earl K. Long used to see a
lot of OB cases, but when Medicaid
expanded to cover women and children,
those patients went to Woman’s
Hospital instead. The community hospi-
tals not only fear that they will not be
reimbursed the way the public hospitals
were as utilization of their services rises,
but also wonder what the role of public
hospitals will be at that point. “The theo-
ry is the traditional uninsured population,
once there’s some type of coverage, are
going to leave the charity hospital sys-
tem and will tend to stay in their own
communities where it is a lot easier to
access care,” said Prados. “You’ve got
to give it some perspective, you’ve got
to look at this from the uncompensated
care part, but also look at the Medicaid
piece. There are major disparities in the
reimbursement for Medicaid and
uncompensated care.” With the public

hospitals out of that formula, the com-
munity hospitals would presumably
draw more of the state and federal fund-
ing for the care of those populations. 

Under the proposed legislation it will be
up to LSU and DHH to propose new
models to offset the loss of DSH funds.
“There are a lot of other models that
exist for safety net hospitals,” said
Prados. “The biggest difference is the
state doesn’t usually own and operate
the hospital system like we do in
Louisiana. I think given the financial
restraints now due to some of the
changes at the federal level we are
being forced to look at those alterna-
tives.” Cerise defended the LSU model
as one that is replicated in many devel-
oped countries and is also used by the
Veteran’s Administration and large
health systems like Kaiser and Mayo.
“This idea that you’ve got a system of
care that consists of doctors and hospi-
tals that are organized to deliver care to
a population, it’s not a novel idea and in
fact it’s the model that is talked most
about when people talk about delivery
system reform at the federal level,” said
Cerise. “What has to happen if we are
going to be more efficient with better
outcomes and to hold people account-
able for those outcomes is to connect
the pieces as opposed to the traditional
fragmented mom and pop shop type
healthcare sector that exists largely
throughout the country. There are peo-
ple who may not want a publicly operat-
ed system like that, but would agree that

But the reality is you
can’t just close a
bunch of hospitals on
July 1st. If you do that
then you lose all
those primary care
clinics that go with
them.
—Alan Levine

It really
depends
on the 
dollar 
following
the patient and
whether or not those
hospitals would be
reimbursed the same
or similar to what the
charity hospitals are
being reimbursed.
—Sean Prados
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the components of that system are the right
answer.” Levine stressed that it will be important
to go region by region. “If you look at what we
did in New Orleans—we’re trying to create a pri-
vate/public model. If you look here in Baton
Rouge we did the same thing. I think it really has
to be driven by what the needs of the communi-
ty are, what the capacity is, and what is the best
use of the resources.” He said whatever model
is chosen must be tailored for that community.
“In this kind of situation you can’t force some-
thing down anybody’s throat. It has to be some-
thing the community is engaged in and they
understand what’s happening,” said Levine. 

Cerise wishes that critics could get past the
thinking that we are the only state that has deliv-
ery systems for the uninsured. Others have
them, he said, but they are often broken down
to the county level, which can pose problems of
its own. In Dallas for example, Parkland County
is suing surrounding counties because they are
sending their citizens in for care in Parkland and
not paying the local taxes to support the system.
“Having a statewide system, you can establish
your centers where you’ve got more expertise,
you can build capacity in some areas, and you
can do things that are logical in terms of operat-
ing a delivery system,” said Cerise. “Look at the
changes they are proposing in Medicaid today.
They are proposing to develop more coordinat-
ed systems of care for Medicaid recipients. Not
moving away from our structure but moving
more towards our structure.” He said the stick-
ing point for some is that they can recognize
that we have the right structure, but believe that
it would be better provided by the private sector
spending public money. “But the structure itself
is less debated because I think there is general
acknowledgement that if you are going to man-

The biggest difference is
the state doesn’t usually
own and operate the 
hospital system like we
do in Louisiana. I think
given the financial
restraints now due to
some of the changes at
the federal level we are
being forced to look at
those alternatives.”
—Sean Prados
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age the cost, manage the outcomes,
and be accountable then you have got to
have these pieces coordinated together,
not fragmented the way they generally
are today in the health sector,” said
Cerise.

One thing that DHH, LSU, and even
LHA agree on is the need to preserve
the medical schools. “Those are the
future of our medical profession so we
have to do everything we can to make
sure we protect and maximize whatever
funding we can,” said Prados. However
some think LSU could continue its GME
role through a series of private/public
partnerships instead of running their
own hospitals. “We do GME in a lot of
hospitals so you don’t have to do all of
that in public hospitals or in university
hospitals,” said Cerise. “But you have to
have some core base of operations.” For
LSU those are the hospitals in
Shreveport and New Orleans and a sev-
eral-inch thick agreement with OLOL,

making it very clear that LSU manages
the GME program, said Cerise. Those
who argue that they can just do a little
GME in all of the private hospitals and
be able to sustain their program proba-
bly haven’t participated in much GME
training, he added. “You have to have a
climate that is conducive to medical edu-
cation. You can’t just chop up your pro-
gram into 15 different pieces and spread
them all around and think you are going
to have a competitive program. It just
doesn’t work that way. You can do work
in community hospitals and non-univer-
sity hospitals, but you can’t base your
program on those relationships.” Cerise
said you still need a central core where
you have critical mass and the interac-
tion among the different training and dis-
ciplines. He also stressed the impor-
tance of having a hospital with nurses,
techs, and staff that are used to having
training there and are supportive of
training as well as a faculty that under-
stands teaching and is good at it. 

Levine refused to predict if the public
hospital system would remain intact in
the future. “I think the funding stream
without a doubt is in peril. There’s no
question about that, but that’s a policy
decision that the legislature and the gov-
ernor are going to have to make and
hopefully once they have that plan in
front of them they can ask the right
questions. From a legislator’s perspec-
tive if this is going to happen they want
to understand what the consequences
are. They may not like it or they may
agree with it, but they want to know what
it means. Those are fair questions to ask
and they deserve answers.” Even if
some of the public hospitals do not sur-
vive the budget cuts, Cerise said LSU
expects to continue a role around the
state. “We may look different in some
areas than we do today, but if you are
going to have a system that can manage
your costs and be held accountable for
outcomes, you’ve got to have all the
pieces, which means you have got to



have the outpatient clinics, you’ve got to have the
doctors, you’ve got to have the hospital.” He
agreed that in some areas LSU may have small
inpatient units that can easily be handled at
another facility, but the workforce and the coordi-
nation of that care will not be so easily assumed.
“So we expect to continue to have a role through-
out the state because there’s value in the delivery
system and there’s going to be demand for it.” 

Prados also thinks LSU will continue to have an
important role in the state’s healthcare, but that it
will be a combination of GME and running pri-
mary care clinics. “The trick is going to be how to
fit that in with what is allowed at the federal level
so you can get reimbursed and the providers at
the local level can be reimbursed for the services
that they provide,” he said. While the exact depth
of the cuts and the details of the plan are debat-
ed, there is no doubt in Levine’s mind that the
LSU public health system will have a new look.
“You can’t put your head in the sand and think
that nothing’s going to happen, nothing’s going to
change,” said Levine. “The fact is that we are los-
ing 20 percent of our funding stream. The reality
is that it’s been thrust upon us by Washington.”
The question of whether we should or should not
be in the hospital business isn’t applicable said
Levine, because the fact is, we are. He also does-
n’t think it’s a bad thing that there are differences
of opinion as long as the discussion takes place.
“The question is how do we adjust to the chang-
ing funding streams that are being imposed on
us? When you lose hundreds of millions of dollars
of federal funding, that forces you to have that
discussion.” v

This idea that you’ve got
a system of care that 
consists of doctors and
hospitals that are 
organized to deliver care
to a population, it’s not a
novel idea and in fact it’s
the model that is talked
most about when people
talk about delivery 
system reform at the 
federal level.
—Fred Cerise, MD
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erhaps it’s word of
mouth, perhaps it’s
aggressive marketing,
or perhaps their repu-
tation justly precedes

them, but it is hard to
have a conversation

about cancer without ques-
tioning whether M.D.

Anderson, The Mayo Clinic or Memorial
Sloan-Kettering is the next step for the patient in
question. Those are, in fact, among the highest
rated facilities for cancer care in the country and
number among the mere 65 recognized by the
National Cancer Institute (NCI) as Designated

Cancer Centers or Comprehensive
Cancer Centers. So why is it then that in
Baton Rouge, while those names come

up, patients and their families are opting more
and more to stay home? The most simple
answer is because they can. While local oncolo-
gists may still refer patients to M.D. Anderson in
Houston, our closest NCI designated cancer
center, and will honor patients’ requests to seek
second opinions or treatment there, the fact of
the matter is most of the time they really don’t
need to. 

The consensus among local cancer
center experts is that, except in certain rare cir-
cumstances, M.D. Anderson offers few treat-
ments to patients that cannot also be found in
Baton Rouge. And most oncologists, including
those at M.D. Anderson, will agree that receiving
treatment close to home is preferable whenever
possible. “The care that patients need is best
delivered locally with the support of their friends
and family around them,” said Todd Stevens,
President and CEO of Mary Bird Perkins Cancer
Center. “We’ve certainly seen more and more
people embrace and be comfortable with the
great care that’s provided here in this city,” he
added. Dr. Vince Cataldo of the
Hematology/Oncology Clinic and a former
Hematology/Oncology Fellow at M.D. Anderson,
agreed, noting that while empirical data may be
hard to find on the effect it has on outcomes, it
makes sense just on a stress factor level that the
patients will be less burdened if they are able to
stay close to home. “The cancer diagnosis leads
to emotional stress already. You couple that with
being removed from everything else that was
constant in your life—your home, your support
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system—and you can only imagine how
stressful that must be.” He said that
even those with the means to travel for
their care often don’t have someone
who can take 100 days out of their lives
to stay with them. “I’ve seen it. The only
consistency in those people’s lives was
the doctors they were seeing week to
week,” said Cataldo. “I think we have
now the best of all worlds located right
here with the convenience of keeping
patients at home with their families, with
their support group, with their care-
givers.” Pennington Cancer Center’s
Medical Director of Radiation Oncology
Dr. William Russell agreed saying, “I
think it’s a combination of several fac-
tors: the patient’s awareness that they
have more control over saying where
they are cared for; the improvement in
local care that I’ve seen; the standardi-
zation of local care across the country;
and the perception in the community as
a result of the marketing efforts of the
cancer centers; all of those things have
led to patients choosing to stay here.”

Locally, the American Cancer
Society has seen an increase in refer-
rals from Baton Rouge hospitals for its
programs and services, but said, “There
is no way to determine if this is because
more people are choosing treatment in
Baton Rouge, if it's because more peo-
ple are diagnosed with cancer, or
because we've built stronger relation-

ships with the referring hospitals.” M.D.
Anderson reported about a 10 percent
decrease in new patients from the Baton
Rouge area between 2007 and 2008.
That number rose again slightly in 2009,
but remained below 2007 figures.
However M.D. Anderson was hesitant to
attribute too much to the numbers as it
was impossible to tell if the changes
were due to economic reasons, fewer
cases of certain cancers, insurance
restrictions, support system issues, or a
combination of those factors. 

Even when patients do seek
help out of state, M.D. Anderson will
often refer patients back to Baton
Rouge. “If a patient or a family member
of a patient feels like they need a second
opinion or they need to go to another
organization in another state, we
encourage them to do that,” said
Stevens. “However, most often when
they do that they are referred back to us
because the physicians at those other
organizations are very well versed in the
capabilities of the cancer program here.
They are very confident in telling their
patients that they can receive high qual-
ity care here and to go home and take
care of themselves.” It’s important to
note that the cancer care community in
Baton Rouge considers M.D. Anderson
a valuable resource, especially for rare
tumors or when other options have been
exhausted, and maintains a strong
working relationship with the facility.
What they are happy about, however, is
that they don’t need to depend on out-
side facilities to provide state-of-the-art
care to the vast majority of their patients.

One of the reasons for the
change is the fact that Baton Rouge has
not one, but two highly regarded cancer
treatment centers, which is unusual for a
city of its size, said both Russell and
Cataldo. Not only does it provide a
choice for patients, but it also allows for
some healthy competition. It is that com-
petition that Russell believes has driven
both centers to new levels of excellence.
The city can also boast oncologists and
cancer surgeons who have trained at
some of the most recognized cancer
centers in the country and a wide variety
of cancer-related services to assist
patients in their treatment and recovery.
“I’ve been here for over a decade and

I’ve noticed the surgical specialties have
become much more refined and special-
ized in how they approach certain can-
cers,” said Russell. “The same is true of
the medical oncologists and the treat-
ments they offer and the way new prod-
ucts are coming out,” he added. “When
it comes to sophisticated delivery of
radiation and using the latest technology
to adequately identify, target and deliver
treatment, it’s done as well here at our
center and at Mary Bird Perkins as it’s
done anywhere. So there’s no real rea-

son to leave.” Russell said people like to
ask, “What would you do if it was your
mother?” He can truthfully answer that
he brought his own mother to Baton
Rouge for cancer treatment and she
could have gone anywhere. “I have no
compulsion and would have no prob-
lems with my family staying here,” he
said. 

Another reason Baton Rouge’s
cancer care has grown more competi-
tive, agree the doctors, is a growing
standardization of care for the treatment
of cancer. “We have pretty much stan-
dardized cancer care across the country
in terms of surgical approaches, radia-
tion, and chemotherapy,” said Russell.

We’ve
certainly
seen
more and
more people
embrace and be
comfortable with
the great care that’s
provided here in
this city.—Todd Stevens

I think we
have now
the best
of all
worlds located right
here with the con-
venience of keep-
ing patients at
home with their
families, with their
support group, with
their caregivers.
—Vince Cataldo, MD
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“People are saying, ‘You know, I can get
the same thing at home.’” There are
frameworks of care that are agreed
upon and followed, with some leeway
for individual cases and stages of can-
cer, across the country, he said, and
increasingly insurance companies are
looking at whether facilities are following
those frameworks. Interestingly, now
that cancer care has been standardized
and there are accepted best practices,
the new push seems to be toward indi-
vidualizing treatment plans. There is a
growing realization that every cancer
does not behave the same way in every
patient and every patient does not ben-
efit from every treatment. This has cre-
ated a new focus in research, said
Cataldo, to get down to the molecular
level of each cancer and each patient’s
responses to tailor treatment to every
individual. The growing opportunities for
research in Baton Rouge are allowing
oncologists to participate in these types
of investigations and trials for their
patients without having to send them
elsewhere. 

However, some, like Stevens,
worry that some parts of healthcare
reform may force a step backward in
cancer research. According to Stevens,
the healthcare reform bill created a
Center for Medicare and Medicaid
Innovation that will be tasked with deter-
mining best practices for certain diag-
noses based on comparative research.
Stevens is concerned that a certain
treatment may be selected as the stan-
dard of care based only on marginal dif-
ferences and cost effectiveness, and
might not take into account the individu-
ality of a given patient. He is also con-
cerned that the time and money spent
conducting this comparative research
may take away from the basic science
studies necessary to continue to find
new treatments. “Cancer is a very com-
plicated disease and the basic science
that it takes and is going to continue to
take to improve survival rates along the
same trajectory that we’ve improved
them over the past 30 years requires a
tremendous amount of research funding
and research infrastructure,” he said.
Stevens explained that when President
Nixon announced the “war on cancer”
almost four decades ago, only 34-35

percent of patients with a cancer diag-
nosis survived. That has improved to
almost 70 percent across the board for
any given cancer, said Stevens. For cer-
tain types of cancer for which screening
is widely available, such as breast,
prostate, colorectal, and skin cancer,
the survival rate is 95 percent with early
detection, he added. Stevens is anxious
that we don’t lose ground in that war.

One area in which we are not
losing ground is the improvement of
access to cancer care in our communi-
ty. Although it appears that more people
are choosing to stay in Baton Rouge
rather than seek treatment out of state,
it is also true that only a minority of local
cancer patients have left for treatment
over the past several years. Nationally,
about 85 percent of cancer patients
receive their treatment close to home

and the other 15 percent travel to aca-
demic research institutions, said
Stevens. However for many, “close to
home” may simply be within their state,
not necessarily in their hometown. In
Louisiana, Baton Rouge, New Orleans,
and Shreveport all offer fairly compre-
hensive cancer treatment allowing
much of the population to access care
relatively nearby. Stevens said that
while the 85/15 breakdown has proba-
bly also been true for our area over the
past several years, what has changed is
the wide range of expertise in the com-
munity setting. The realization that
excellent cancer treatment occurs in the
community setting has led to some
boosts for our area’s cancer resources.
Pennington’s Dr. Russell said it was a
major factor in the decision by Siemens
to place the first cutting edge Artiste

Take Control of Cancer
We hope we are preaching to the choir here, but one of the most important

things that individuals can do for themselves and loved ones is to understand
ways to prevent and detect cancer early. “When they do that it makes the jobs
of the physicians and the caregivers and the nurses so much easier to provide
a wonderful outcome,” said Todd Stevens, President and CEO of Mary Bird
Perkins Cancer Center. Louisiana’s death rate from cancer is high but it’s impor-
tant to understand that it is high because of the lack of preventative steps that
people take, the lack of access to care, and failure to take advantage of screen-
ings for early detection. 

People need to understand their personal risks for cancer—how their decisions
to smoke, use tobacco products, eat high fat diets, avoid exercise, or miss can-
cer screenings affect their cancer risks. The most important way to survive can-
cer is to take a proactive approach to one’s health and get annual screenings
once the designated age for those screenings is attained. 

Most hospitals and health centers offer free screenings for those without insur-
ance. Mary Bird Perkins Cancer Center, OLOL, and their partner facilities alone,
offer over 150 free screenings across eleven parishes and screen over 5000
people a year for free. Uninsured patients with an abnormality are navigated
through the healthcare system free of cost. Those with a cancer diagnosis are
cared for at the same standard of care that anybody else receives. 

“Every individual in our state deserves information, screenings, and access to
care at the same standard across the board,” said Stevens. “There is a dispar-
ity in our state where uninsured and disadvantaged individuals have a propen-
sity to die from this disease unnecessarily because they lack access to informa-
tion and services. As an organization dedicated to cancer care we can’t sit idly

by knowing that and not doing anything about it.” 

TM
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system in the country at the Baton
Rouge General rather than at one of the
major academic centers. That decision
made state-of-the-art precision radiation
treatment available not only to patients
in Baton Rouge but also in the Gulf
South region. That’s another factor that
patients consider when choosing to stay

here said Russell. He also indicated that
comparative studies by the American
Society of Therapeutic Radiation dis-
covered that there were not significant
differences in the standard of care when
delivered in a community setting or a
major teaching center. There have been
some findings, however, that for cancer

surgery, facilities that performed a high-
er volume of certain surgeries did have
better outcomes.

The recognition that state-of-
the-art care could be provided in the
community setting is also what led the
National Cancer Institute to select Mary
Bird Perkins as one of 15 participants in

CANCER TRENDS
According to the National Cancer Institute, the nation is making progress toward major cancer-related Healthy People tar-

gets. Below are some highlights from the 2009/2010 Update to the Cancer Trends Progress Report:

IMPROVEMENTS
• Death rates for the four most common cancers (prostate, breast, lung, and colorectal), as well as for all cancers combined,
continue to decline. 
• The rate of cancer incidence has declined since the early 2000s.
• Length of cancer survival has increased for all cancers combined. For All Sites, the percent of cases surviving five years
from diagnosis in 2001 (most recent year with five-year follow-up) was 68.3%. Improvement in survival must continue in
order to meet the Healthy People 2010 objective for five year survival of 70%.
• Adult cigarette smoking prevalence has been slowly declining since 1991, while smoking prevalence among adolescents
has declined since the late 1990s. Despite these declines, one in five adults and adolescents is a smoker.
• Substantial decreases in secondhand smoke exposure have been realized since the beginning of the 1990’s for all sub-
groups and across a variety of measures. This includes biological measures, as well as work place policies, rules about
smoking in the home and, more recently through state and local smoke-free indoor air legislation. 
• Sun protective behaviors have risen slightly but young adults, especially young men, show much lower levels of this behav-
ior.
• Teen indoor tanning has decreased since 2005. However, recent usage by girls remains high with over 10% of all girls 14-
17 years old and 16% of Non-Hispanic White girls of the same age reporting using an indoor tanning device in 2008. 

LOSING GROUND
• Incidence rates of some cancers are rising including melanoma of the skin, non-Hodgkin lymphoma, childhood cancer,
cancers of the kidney and renal pelvis, leukemia, thyroid, pancreas, liver and intrahepatic bile duct, testis, and esophagus.
• Lung cancer incidence rates in women continue to rise, but not as rapidly as before. 
• Death rates for cancer of the pancreas, esophagus, thyroid, and liver are increasing.
• While more than 40 percent of smokers attempt to quit smoking each year, successful quitting rates have been low and
are not improving for most of the population.
• While progress has been made in all segments of the population, subgroups including children living in homes with smok-
ers, young adults, subgroups of nonsmoking workers (for example, blue collar occupations and hospitality industry), and
non-Hispanic Blacks have higher rates of exposure to secondhand smoke.
• Dentists are half as likely as physicians to advise their patients to quit smoking. 
• More people are overweight and obese, and leisure time physical activity is not increasing.
• Alcohol consumption has risen slightly since the mid 1990s. Fruit and vegetable intake is not increasing. Red meat and
fat consumption are not decreasing.
• Adult indoor tanning has increased slightly. 
• Cancer treatment spending continues to rise along with total health care spending.
• Unexplained cancer-related health disparities remain among population subgroups. For example, Blacks and people
with low socioeconomic status have the highest rates of both new cancers and cancer deaths.
• Mammography rates dropped slightly between 2003–2005, especially for women 50–64. This will be monitored when
data for 2008 are released to see whether this trend continues. Screening for colorectal cancer remains low, despite its
proven effectiveness, though use is increasing. 

Source: Cancer Trends Progress Report – 2009/2010 Update, National Cancer Institute, NIH, DHHS, Bethesda, MD, April 2010, http://progressreport.cancer.gov.
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the NCI Community Cancer Centers Program
pilot. The program, initiated in 2007, was
designed to address ways to reduce health-
care disparities, improve access in community
settings and clinical trials, improve overall
quality of care through multidisciplinary activi-
ties, participate in collecting biospecimens for

research, and to link community cancer care
with other cancer research networks. “The
goal was to go out and find the best communi-
ty cancer care programs to document and
show that community cancer care is competi-
tive and can be a very central part of research
and discovering new ways to treat cancer,”
said Stevens. The program was recently
extended to 14 more sites and received an
additional $80 million through the American
Recovery and Reinvestment Act. In addition to
the several million dollars already invested in
the center through this program, Mary Bird
Perkins will receive $2.2 million of that amount
to bring on more personnel to focus on
research, outreach, and multidisciplinary care.
The community cancer centers are being used
as a proving ground to find  best practices for
what can and should be available in communi-

When it
comes to
sophisticated
delivery of
radiation and using
the latest technology
to adequately identify, 
target and deliver
treatment, it’s done 
as well here at our
center and at Mary
Bird Perkins as it’s
done anywhere. So
there’s no real 
reason to leave.
–William Russell, MD
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ty cancer care in the future said
Stevens.

One of the other reasons that
patients may opt to stay home for care
instead of heading out of state is their
insurance coverage, suggested
Russell. “There is some pressure from
third party payers to, unless there’s a
compelling reason to go out of state,
stay within the state, within networks
that they’ve created and with providers
that they’ve already decided are capa-
ble,” said Russell. While Blue Cross
and Blue Shield of Louisiana could not
provide data to demonstrate that more
patients were staying home, Dr.
Dwight Brower, interim chief medical
director, indicated that based on what
crosses his desk and the situations he
is aware of, “It would appear to be that
that’s probably true—that people are
more and more comfortable, at least
with routine cancers or common can-
cers, that they can get good care at
Baton Rouge facilities and with Baton

Rouge physicians.” He stressed how-
ever, that the flow may not have dimin-
ished as much among the PPO policy-
holders who can go to M.D. Anderson
without technically going out-of-net-
work, because of its participation with
Blue Cross of Texas. “In that arena we
still do see a fair amount of activity
going to M.D. Anderson, but I don’t
have any way of telling you if that’s for
your more complicated cancers, which
local oncologists may still be referring
there, or if people with routine cancers
still want to go to M.D. Anderson
because of the name recognition.” He
also mentioned that M.D. Anderson
often refers patients seeking a second
opinion back to Baton Rouge or New
Orleans for their care.

Dr. Jay Brooks, chairman of
Hematology/Oncology at Ochsner
Health System Baton Rouge, suggest-
ed that some insurers are reluctant to
allow patients to go to M.D. Anderson
because the cancer center often
requires repeat labs and imaging that
have already been completed at home
and are very expensive. They do it,
said Brooks, because it is extremely
time consuming to go through all the
paperwork and test results with which
a patient seeking a second opinion
might arrive. “There is very little reim-
bursement for the thought process to
figure out what’s wrong or to make a
recommendation so a lot of times
places like M.D. Anderson will want
their own labs and imaging done to
recoup some of that cost.” It is true,
said Brower, that insurers do tend to
encourage patients to stay within net-
works where presumably they have
contracted lower rates. However, he
said that as a general rule BCBSLA
does not have a problem with some-
one going to where the expertise is
available when necessary. However,
“All things being equal I think it’s a fair
statement to say that generically if the
care is comparable and equal we
would prefer it be done at a participat-
ing network facility or by a network
provider,” said Brower.

That said, patients do still
come to local oncologists and either
ask to go to M.D. Anderson or, more

often, ask whether they need to go
there. Dr. Brooks said that the number
of patients asking about the cancer
center seems to have increased in
recent years, but he believes it to be a
result of very aggressive advertising
on the part of M.D. Anderson. While
some might posit that increased adver-
tising locally comes as a response to
reduced business from the Baton
Rouge area, Brooks suspects that the
facility’s marketing strategy is driven by
the need to attract paying patients due
to a mandate by the state of Texas and
NCI to take care of indigent patients
with a cancer diagnosis. When a
patient does express an interest in
seeking either treatment or a second
opinion at M.D. Anderson, Brooks
places a conference call from his office
to a referral specialist at the research
facility. With the patient present he
describes the case and his proposed

treatment. “Many times M.D. Anderson
will say, ‘We don’t have anything to
offer.’ That allows me to be honest with
the patient and to say, ‘If you want to

All things
being
equal I
think it’s a
fair state-
ment to say that
generically if the
care is comparable
and equal we
would prefer it be
done at a partici-
pating network
facility or by a net-
work provider.
—Dwight Brower, MD

Many
times M.D.
Anderson
will say,
“We don’t have
anything to offer.”
That allows me to
be honest with the
patient and to say,
“If you want to go,
please go, but M.D.
Anderson has
nothing available
for you.”—Jay Brooks, MD
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go, please go, but M.D. Anderson has
nothing available for you.’” Brooks said
the vast majority of patients who do
want to go are really seeking assurance
that their diagnosis and recommended
treatment are correct and most come
home for their actual treatment. “There
are very few things done at M.D.
Anderson that are not done here local-
ly,” said Brooks. However, if a patient
has an unusual disease he does not
hesitate to refer them. Already an out-
spoken advocate for the Ochsner health
system’s electronic medical record sys-
tem, Brooks also approves of M.D.
Anderson’s extensive EMR that allows
him to check on his patients’ results and
progress from afar.

Dr. Cataldo, having completed
his fellowship at M.D. Anderson, also
maintains close ties to the center and
defends its reputation for excellence
both in care and research. However, he
does not find that patients come to him
as a conduit to the Houston facility. Like
Brooks, he will refer patients to M.D.
Anderson for very rare tumors or if a
patient has exhausted all other options
and must participate in a phase one or
safety study, which are not typically
conducted here. Russell said one of the
issues that also affects patients’ deci-
sions is that there is often a lot of pres-
sure when patients go to teaching cen-
ters to stay there for a variety of rea-
sons. “But the patients are becoming a
little bit more discerning,” said Russell.
“They are starting to ask, ‘Why are you
telling me I need to stay here? What are
you doing that can’t be done locally?’”
The answer seems to be more and
more often, not much.

One of the things that used to
set the major cancer centers apart from
community-based care was the level of
research or even just the availability of
research, but even that is changing. Dr.
Cataldo not only thinks that’s one more
reason patients can stay home with
confidence, but it also played a major
role in his decision to return home to
practice. “Not only do we have great
providers of care here, but we can now
offer what previously only dedicated
cancer centers could offer, which is
enrollment in clinical trials,” he said. As

enrollment in trials goes up local oncol-
ogists have greater access to new can-
cer treatment agents for their patients.
Cataldo also believes the increase in
research is already proving to be an
incentive for oncologists who have com-
pleted their training at the major cancer
centers to return home as he did. “Now
that research is a part of community
oncology and growing, that has given
us the opportunity to still participate in
research,” said Cataldo, who enjoys
being able to conduct studies and pro-
vide cutting edge care in his own com-
munity. He also feels that research
done in one’s own community may also
have greater relevance to that patient
population. He explained that some-
times the results of cancer trials done at

major research centers may reflect a
bias as they consist of “fitter” patients
who were healthy enough and had the
means to travel for the trial. 

Baton Rouge’s reputation for
extensive cancer resources is already
drawing patients from other parts of the
state as well as Mississippi, Alabama,
and even Florida. For the moment those
patients are generally coming based
either on family/friend referrals or in
search of a specific treatment not
offered elsewhere in the Gulf South, but
it is not inconceivable that the city will
one day attract out-of-state patients in
the same way as other cancer facilities.
However, at the moment, despite boast-
ing two cancer centers, Baton Rouge
lacks a NCI designated comprehensive

Cancer in the U.S.
Morbidity
• Numbers of noninstitutionalized adults who have ever been diagnosed with
cancer: 17.9 million 
• Percent of noninstitutionalized adults who have ever been diagnosed with
cancer: 7.9% 

Ambulatory care
• Number of visits (to physician offices, hospital outpatient and emergency
departments) with a primary diagnosis of cancer: 24.6 million 

Hospital inpatient care
• Number of discharges with cancer as first-listed diagnosis: 1.2 million 
• Average length of stay: 6.5 days 

Home healthcare
• Number of current patients with cancer as primary diagnosis: 67,100 
• Percent of current patients with cancer as primary diagnosis: 5.0% 

Hospice care
• Number of current patients with cancer as primary diagnosis: 54,900 
• Percent of current patients with cancer as primary diagnosis: 52% 

Nursing home care
• Number of residents with cancer: 108,100 
• Percent of residents with cancer: 7.2% 

Mortality
• Number of deaths:559,888 
• Deaths per 100,000 population: 187.0 
• Cause of death rank: 2 
Source: Centers for Disease Control
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cancer center. The closest, in fact, are
M.D. Anderson in Houston and the
University of Alabama at Birmingham.
The distinction is important to make,
said Brooks, noting that it is a very rig-
orous designation to achieve and
requires an enormous amount of
basic research. He indicated that
Ochsner has partnered with LSU and
Tulane with the ultimate goal of estab-
lishing such a center in New Orleans,
but he has seen the idea experience
many stops and starts and political
turf battles over the years. He hopes
that the lesson of cooperation learned
after Katrina will help move the idea
along. 

Brooks indicated that NCI
designated centers offer a better
research program generally because
they are part of or closely affiliated
with a medical school…something
that Baton Rouge is lacking despite
recent affiliations between LSU and

Our Lady of the Lake and between
Tulane and Baton Rouge General.
Brooks believes those types of affilia-
tions generate name recognition with-
out creating the necessary research
base and are therefore more of a mar-
keting strategy than the creation of a
medical school environment capable
of garnering an NCI designation. The
high level of research at designated
cancer centers means that oncolo-
gists can often specialize in a single
type of cancer and bring the latest
research studies back to their clinics.
Does that necessarily mean that you
are going to live longer or get better
treatment? “No,” said Brooks, “But it
allows you to get an opinion on your
particular case with an expert on a
particular cancer.” For the most part,
Baton Rougeans still have to travel to
find that level of focused expertise.
However, Stevens anticipates that
through specialization and some of

the high end services they are able to
offer through the medical physics pro-
gram in partnership with LSU, the
cancer program at Mary Bird Perkins
will become even more of a referral
source throughout the Gulf South in
the years ahead.

In the meantime, Cataldo
and the others believe all the pieces
of the puzzle necessary for compre-
hensive cancer care—diagnosis,
symptom control, surgery, radiation,
research trials, rehab, and even pal-
liative and hospice care—are already
in place in Baton Rouge and are
offered with a high degree of compe-
tence and confidence. “I’ve had
opportunities to go other places,”
Cataldo said. “But I still see Baton
Rouge as the place that’s put all the
pieces together the best to provide all
the parts of good, multi-disciplinary
care.” That sounds like a pretty good
reason to stay home.  v



d Silvey has over 38 years of
health administration experi-

ence in areas of comprehensive health
planning, hospital administration,
health plan administration, long term
care administration, and medical prac-
tice administration. He has overseen
the day-to-day operations, financial
management, and strategic planning of
the 90-physician multi-specialty Baton
Rouge Clinic since 1988. Prior to join-
ing The Baton Rouge Clinic, Silvey
served as Executive Vice President
and Chief Operating Officer of the
General Health System and CEO of the
Baton Rouge General Medical Center.
He was also CEO of Gulf South Health
Plans and Chairman of the Board of
Directors of Louisiana Reference
Laboratory. Silvey received his
Bachelor of Arts from LSU in 1969. He
holds both a Master’s of Public Health
in Health Services and Hospital
Administration and an MBA from
Tulane University. Silvey is a Board
Certified member of the American
College of Health Care Executives and
the American College of Medical
Practice Executives. He is also a mem-
ber and former chair of the Medical
Group Management Association
Government Affairs Committee and sits
on the board of the Louisiana Medical
Group Management Association, the
Louisiana Hospital Association
Educational & Research Foundation,
and the Louisiana Healthcare Alliance.
Silvey is a member of the Rotary Club
of Baton Rouge.
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Smith W. Hartley: Let’s start at the
beginning with your dad’s involvement
and how you got involved here.

Ed Silvey: In 1946, after the war was
over, there were a number of physicians
that had trained together. These original
founders of the clinic, of which my dad
was one, had all trained under physi-
cians at the Ochsner clinic and recog-
nized that they would never be chiefs of
departments because they were right
under who trained them. They left New
Orleans and started looking for a place
that they could develop a multi-specialty
clinic. They actually went to Lafayette
because they thought the city was going
to be the future of Louisiana because of
the oil. Lafayette was not interested in a
multi-specialty clinic. At that time, the
concept of a multi-specialty clinic was
radical, against everything accepted in
the field. It was believed you shouldn’t
have a system where doctors referred to
each other in the same group; it should
be this completely fragmented system.
So they came to Baton Rouge and
opened above the Pig & Whistle restau-
rant. Their first patient was a black
Labrador Retriever. An elderly black
man brought his dog in and asked if they
could help him. He had a tumor on his
chest. We’ve had a lot of fun with that
story. Gradually they added physicians
and grew. 

I had no idea I would ever be on this
side. I went to graduate school in hospi-
tal administration and figured I’d run
hospitals. I actually wrote a paper,
before I went to graduate school, for a
course here at LSU, where I thought the
future of healthcare would be in multi-
specialty clinics. The guy didn’t like the
paper too much. He gave me a “D,” but
I think I’m having the last laugh. But in
1988 when I was president at Baton
Rouge General and chief operating offi-
cer of the General Health System, I was
recruited for two jobs outside of the
Baton Rouge area—one in Ft. Worth,
Texas and one in Atlanta. A number of
the young people here at the clinic that I
knew at the time came to me and said,
“Would you be interested in leaving the
General to come work at the Baton
Rouge Clinic?” I did the interview kind of

out of courtesy because they were
friends and were on the medical staff at
the General, and before I knew it they
made me an offer. I didn’t know what to
do so I went to discuss things with a pro-
fessor at Tulane, Hugh Long (no relation
to the other Hugh Long). He taught me
so much at Tulane, twice, and we had a
long chat and he said, “I think that’s an
area you would really enjoy.” He basical-
ly talked me into taking the job. That
was 22 years ago and I enjoy it still.

SWH: Where does The Baton Rouge
Clinic stand with electronic health
records?

Ed Silvey: Obviously everybody’s
pushing for this, with the stimulus pack-
age and supposedly financial incentives
for physicians to add these to their prac-
tices. The problem with it is this key term
called “meaningful use” that has yet to
be properly defined. We started looking
at electronic medical records in earnest
about a year ago. We are on the verge
of making a decision right now and we
hope to make it some time before
September. The problem is that even
though there are a number of systems

out there that are pretty good, it hasn’t
advanced to the level that it needs to be.
But it’s like all things with technology—
you’ve got to start somewhere. I guess
the best example is a number of years
ago everybody was pushing electronic
prescribing. Well it really wasn’t until the
government came in with an incentive
that tons of people went into it. When
people starting going into it the compa-
nies that provided this service were able
to do more R&D because they had more
dollars being spent. So it got improved.
Now some of the prescribing systems
are doing exactly what everyone wanted
them to do—making it easier for the
physician, greater patient safety, being
able to get information on whether your
patients are filling their prescriptions so
you know how pharmaceutical compli-
ance is going. So there are some posi-
tives. That’s going to happen with EMR
and that’s when things will really
improve. 

Our goal is to get this fully implemented
and every physician on it probably
sometime in 2012. We’ve been looking
at several companies and we’re getting
close to making a decision on which
company to go with. They are all pretty
close to each other; it just comes to
which one takes on the best identity for
the organization. I might choose compa-
ny A and another organization like us
might choose B, but it has to do with the
processes that are in place and the per-
sonality of that organization. They’re
here and they are not going away. 

Now the key thing is so many people are
saying that it’s going to reduce the cost
of healthcare. It is not going to reduce
the cost of healthcare. It’s going to
improve healthcare. What they are talk-
ing about is reducing redundancy in
testing and that kind of stuff and it will do
that, but the cost of putting them in,
maintaining them…I tease all the time
that once you get on technology, you
don’t get off. A perfect example is that
Blackberry I tote around. We’ve got a
radiology management system and a
lab information system and they only go
down about twice a year and it’s a mess.
We have backup procedures, but you’ll
never get rid of it once it’s in. Which is

We’ve got this unit
cost system now
which, long-term, is
not sustainable. I
anticipate that will
probably change in
five years. It will be
gradual but once it
happens, it’s going to
really accelerate. To
do that, people are
going to move
towards more of these
integrated delivery
systems.
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good because it will get better and bet-
ter, but this idea that it’s being sold to
reduce cost…it will create efficiencies
and better patient care…but it won’t
reduce cost. That old 32-inch analog TV
worked just fine. I don’t have it any
more, because my wife and kids said we
were getting an LCD, but you know what
I mean, as technology improves it’s
going to be adopted.

SWH: You have a great number of spe-
cialties here. Can you describe some of
the issues that are going on, some of
the needs in the community? Are there
difficulties in recruiting certain special-
ists? 

Ed Silvey: Probably the biggest area of
concern that I have for the country, but
in particular when I get very selfish
about my own organization, is the
recruitment of adult primary care. It’s
just not out there. We’ve recruited one

internist…we’ve had others that have
joined us from within the
community…but as for recruiting some-
body new, we’ve recruited one in the
last five years. Now, there are some bad
things going on in some states like
Michigan, New York, New Jersey, where

changes in the practice of medicine
have become onerous on physicians
and we, like others, hope to be able to
attract some primary care physicians
out of those states to Baton Rouge. I
don’t know what the solution is. In the
Healthcare Reform Act that was passed
there are a few moves for primary care
incentives to increase the number of pri-
mary care doctors. There are also some
incentives for greater reimbursement,
but it’s by far and without a doubt the
biggest need, particularly if they want to
create all these medical homes and go
back to a system where you’ve got one
doctor navigating the system for you. I
don’t know what the answer is going to
be.

SWH: Hospitals are moving more
toward acquiring physician groups. How
does this affect your market and what
are you doing to secure some of these
referrals?
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Ed Silvey: I think some of these things
that are taking place throughout the
industry, as people expand, will acceler-
ate. I am going to call it integrated deliv-
ery systems. The healthcare system for
years has been in chaos and has been
fragmented. But with these changes in
particular, they are going to impact the
quality measures that organizations are
going to be required to produce, to be
able to show they will be transparent.
Which means the public will have
access to them, which is great. The
reimbursement system is going to
change. We’ve got this unit cost system
now which, long-term, is not sustain-
able. I anticipate that will probably
change in five years. It will be gradual,
but once it happens, it’s going to really
accelerate. To do that people are going
to move towards more of these integrat-
ed delivery systems. It doesn’t neces-
sarily mean that doctors are going to all
work for hospitals, but I think you’ll see
things move to some type of multi-spe-
cialty clinic type arrangements. The
paper that I wrote 40 years ago will
come true. It will be a more cost effec-
tive system. The hospitals recognized
this a number of years ago and began
buying primary care practices. Now
they’ve gone into some specialty areas
and that’s just going to accelerate. 

From our perspective it’s not any differ-
ent from what we’re doing. We’re
expanding our services and adding to
existing services because it’s the way
things are going. You have to get a large
enough critical mass to be able to afford
electronic medical records and put the
quality mechanisms in. So you look at it
from a scalability standpoint, but the
other aspect of it is you have to have
people working together, communicat-
ing together, integrated in some fashion
to get to these really good quality
results. They call them accountable care
organizations and to me that’s the best
way of putting that. That’s a PHO
(Primary Health Organization) on
steroids and accountable for quality out-
comes. It’s something that happened 15
years ago and didn’t work. Now we’re
trying to figure out how to make it work.

You’ll see it in this community. You’ll
probably see it obviously as you get into
the rural communities. It’ll be slower, but
they’ll be linked or tied to organizations

that are 20 miles away in some major
metropolitan area. So the stuff that they
predicted ten or fifteen years ago, it did-
n’t happen for a number of years for a

wide variety of reasons, but obviously
with the passage of healthcare reform,
things are going to accelerate.

SWH: With regard to some of your hos-
pital relationships how are some of
those working to your advantage or dis-
advantage?

Ed Silvey: I think our relationships with
all of the hospitals here are good. Part of
that is because we’re large enough that
there’s an incentive for everybody to try
to work with us. We have maintained a
strategy of what we refer to as aggres-
sively neutral, meaning we want to work
with everybody. So it is not uncommon
for us to be working on a project with
Our Lady of the Lake and one with the
Baton Rouge General, simultaneously.
We are not in the OB business, but we
do some things with Woman’s Hospital -
–our preventative cardiology and our
breast cancer work–so we try to work
closely with them when there’s a reason
for those two services to integrate. Do
we want to be in competition with them
over physicians and competing for
physician services? No. But they don’t
want us in competition with them for
imaging services, labs and other things.
The traditional medical delivery system
has changed so much over the last ten
years. It’s kind of recognized that organ-
izations are going to do what makes
sense strategically. Competition is good.
It’s just nobody wants it.

SWH: Reimbursement is obviously a
big issue. Looking forward, we are talk-
ing about more people having insur-
ance, potential Medicare cuts, a larger
Medicaid roll. How do you see any of
those factors changing the way the
Clinic sets its policies? 

Ed Silvey: We would not be viewed as
a major Medicare provider. Obviously,
like everybody else, we have some, but
it is not a patient population we have tar-
geted because we have trouble taking
care of our insured patient population.
We’ve got 250,000 active patients and
we feel our first responsibility is to them.
Obviously we pick up indigent patients,
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Medicaid patients, through our on call
services to the hospital and that kind
of stuff, but our first obligation is to the
patients that have been with us for 64
years. Nobody knows what’s going to
happen with Medicare. It’s interesting
you should ask, because I was just
asked the other day, “Are we still tak-
ing Medicare patients?” We haven’t
changed anything. We are still taking
Medicare patients. If a 21% cut comes
in I don’t know what we will do.
Actually we have tried not to talk
about it because you can work your-
self up in a frenzy about it. We obvi-
ously have to think about it, but saying
we are going to do this, this, this, and
this, I think we have to see if it truly
happens and is it a temporary thing or
does it appear to be a permanent
thing? The system can’t absorb a 21%
cut. So I would anticipate if a 21% cut

came in place, we would view what
we are going to do with the Medicare
patient population carefully. We might
not see new ones but we’ve got an
obligation to the ones we have. But I
can assure you it will change the sys-
tem. 

SWH: Any specific concerns?

Ed Silvey: Oh, we have a lot of con-
cerns. As it stands now, the 21% cut
goes in place on May 31st. We antici-
pate there will be a temporary patch,
which is what we’ve been dealing with
this whole year. But there needs to be
a longer term fix. It would be great if
they could do away with the present
day Medicare formula. There has to
be some degree of stability in the
Medicare program otherwise you can’t
plan around it. If a 21% cut comes in

you will see the adoption of EMR by
physician practices just stop. They
can’t absorb it. It just can’t happen. It’s
a huge number. I can’t conceive of it
taking place, but it could. The budget
deficit is for real. It’s not hocus pocus.
Well some of it’s hocus pocus, but
they are going to have to deal with
some issues. 

The problem that I have, as someone
who has been in the field for 40 years,
when Medicare passed I was in col-
lege and everybody knew the size of
that population at that time. It should
have been very easy to project out the
size of that population. Then they
began adding additional services. You
had the disabled, the chronic kidney
disease…all of these are great; the
problem is we’ve done very little about
funding the anticipation in the future.



That’s not attributable to one political
party; it’s attributable to both. They
said, “We don’t want to deal with it,”
and they should have dealt with it.
They are going to have to deal with it.
There’s only two ways you can attack
the problem:  expand the funding or
reduce the benefits. I think what we
are probably going to see is some
blend between the two. Social securi-
ty, from my perspective, is easy to fix
mathematically. Medicare and
Medicaid is much more difficult, more
complex. If we go out and do a good
job and keep people living longer,

healthier lifestyles, they are going to
use a lot more Medicare revenue than
they did in the past. Like I told some-
body the other day, I kind of feel like
when I turn 65 I’ve got this moral obli-
gation to walk in front of a Greyhound
bus. Life expectancy is longer and we
haven’t dealt with some of those
issues. What 65 was in 1965 is not
the same as it is today. Whether it be
social security or Medicare, we’ve
done very little to change those
start dates. 

SWH: How does the surgery center

across the street affect your future
business?

Ed Silvey: The surgery center across
the street is a joint venture between
Our Lady of the Lake and physicians
in the community. We use that sur-
gery center every day. It’s an out-
standing facility. It’s not going to
impact us. It would impact us if it dis-
appeared. There’s an actual shortage
of operating rooms right now in this
community so we don’t need any sur-
gery centers or hospital operating
rooms shutting down. 
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SWH: What types of quality initiatives
are you working on?

Ed Silvey: We do tons of quality initia-
tives. About ten years ago we put forth
a committee called our Quality
Improvement Committee and we do all
kinds of things. We participate in all of
the Medicare Quality Initiatives. Each
year we get our report card back on the
HEDIS measures that Medicare looks at
and we exceed all of the local, state,
and national numbers. We are very,
very proud of that statistic. We do a pay-
for-performance program with one of
the managed care plans in which our
quality indicators really look good.
Some of the things that we are extreme-
ly proud of are that our admission rates
to hospitals are some of the lowest in a
three state region and our readmission
rate is exceptionally low. Which is good
for our patients, good for the cost in the
system. Having endocrinology here and
a large number of general internists, we
treat a ton of diabetic patients. Our dia-
betic quality indicators are excellent.
We’re very proud of that.

We actually print out a sheet for our
doctors so when a patient comes in it
lets him know if it’s time for this test or
this immunization, whatever the case
may be. Those kinds of things help. It’s
just a dashboard for our physicians to
utilize so that they know if Aunt Flossie
needs to have certain things it’s taken
care of. That’s only going to expand and
that’s a good thing. The interesting thing
about it is everybody wants to see all of
these quality measures increase, but
quality costs. I think they’ll find that out
in healthcare reform. They want all of
these preventive things put in every-
body’s plans, which is wonderful, you
won’t find a provider against that,
except it increases cost. But it’s a good
thing because your patients are going to
have a healthier lifestyle.

SWH: How would you describe the
future for The Baton Rouge Clinic?

Ed Silvey: I guess the best way to say
it is we are going to continue doing what
we’ve always done and that is to pro-

vide the best patient care for our
patients, quality patient care. I think it
will be business as usual and we’re try-
ing to respond and position ourselves
for the future. Obviously EMR is going
to be a big thing. Increasing our primary
care base as well as we can in a market
where everybody is trying to do that. We
will add new services to the clinic and
we’re contemplating an urgent care
center. We are toying with how to
become an accountable care organiza-
tion in the future. The problem that I
think any medical group like The Baton

Rouge Clinic has is trying to predict out.
People say I have a five year plan, a ten
year plan, but you know, 24 months for
me is really long range planning
because so much can change. It’s a
highly complex industry and maybe the
most regulated industry out there.
We’ve got to figure out how to make it
less complex. I suspect 15 to 20% of the
cost is due to the complexity in this sys-
tem. We definitely don’t want to throttle
the technology or innovation, which
probably drives 40 to 60% of the cost. I
think technology is a good thing. From
our standpoint we will be very aware of
the future and try to position ourselves
so that we are able to do what our mis-
sion is and that is to continue providing
the best possible, cost effective, quality
care for our patients. 

SWH: What about for you personally?

Ed Silvey: It’s interesting that you ask
that. I shared with our board this week
that I would probably stay here for
another 12 years. I’ve kind of got a
weird idea about retirement. People
think retirement is some kind of rite of
passage, but I don’t feel that way. In fact
I’m not sure people should ever retire.
I’ve got some real public policy con-
cerns about retirement because as our
generation retires you’ve got a work-
force shortage. Where are we going to
find these people? In part with my chil-
dren’s generation, but definitely my
grandchildren’s generation, which is
larger, but they are 20 years out from
being an additional workforce. So we’ve
got this gap and I think the baby
boomers really need to look at it that
way and work longer. This little setback
we had in everybody’s retirement plan
may turn out to be a good thing. You
know what I am trying to say? I think it
will keep people working, which I think
needs to take place. I don’t know where
we are going to find workers. It doesn’t
make any difference what the industry
is, there’s going to be a shortage. 
I will probably stay working as long 
as I’m productive and can be of 
service to an organization. I
enjoy what I do and it’s a lot of 
fun.  v
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STATE
Louisiana DHH Releases Oil
Spill-Related Exposure Information
The Louisiana Department of Health and
Hospitals (DHH) reported that 143 cases of
oil spill-related illnesses had been reported
to the Louisiana Department of Health
and Hospitals (DHH) as of June 21. One
hundred and eight of those involved workers
on oil rigs or those involved in the oil spill
clean-up efforts, while 35 illnesses were
reported by the general public.
Epidemiologists and scientists with DHH
continue to work closely with other state,
regional and local officials, as well as hospi-
tals, clinics, and mobile health units to mon-
itor the impacts of oil and dispersants on
Louisiana residents, workers, and volun-
teers along the coast. 

The Department has put out calls for doctors
and medical facilities to report all illnesses
and injuries related to the oil spill for an
ongoing database. Each exposure-related
complaint is followed up on by Office of
Public Health staff. 

Worker Illnesses
Most workers who reported exposure-relat-
ed illnesses experienced symptoms such as
throat irritation, cough, shortness of breath,
eye irritation, nausea, chest pain, and
headaches. In general, hospitalizations
averaged one day.

Illness Reported by General Public
Most of the illnesses reported by the gener-
al public have been related to odors from the
oil spill. Officials have urged those who may
be sensitive to the odors to stay indoors with
doors and windows closed, and to run their
air conditioning. Residents with pre-existing
medical conditions, such as asthma or other
respiratory illness, should consider contact-
ing their physician if they feel symptomatic. 

Breakdown of Illness by Category
Of the workers who reported illnesses, 103
were male, five were female. Of the general
public, 11 were male, while 24 were female.
Most of those individuals who reported ill-
nesses were between the ages of 18 and 64. 
Most workers either utilized an emergency
room or urgent care center, or a clinic or
physician's office (64 and 41, respectively).
For those  who reported illnesses, 34 called



the Louisiana Poison center, 73 utilized
an emergency room, 33 went to an
urgent care center, clinic or physician's
office and three called a DHH
hotline. 

DHH also issued an advisory to resi-
dents and visitors to avoid areas affect-
ed by the oil spill. The oil could cause
adverse health effects in some individu-
als. Residents should follow the guide-
lines below:
• Avoid direct skin contact with oil, oil-
contaminated water, and sediments. 
• Do not swim or ski in areas affected by
the oil spill, and if you must travel
through the area by boat, take precau-
tions when hoisting the boat anchor. 
• Do not fish in the oil spill-affected
waters. 
• Do not harvest and eat dead fish, fish
with oily residue, or fish that have a
petroleum odor. 
• Do not drive your boat through slicks
or sheens. 
• Young children, pregnant women, peo-
ple with compromised immune systems,
and individuals with underlying respira-
tory conditions should avoid the area. 
• Restrict pets from entering oil-contam-
inated areas. 

Questions about exposure-related ill-
nesses can be directed to the Louisiana
Poison Center: 1-800-222-1222. The
Poison Center is staffed 24-hours a day
and can provide medical management
advice. To report an exposure-related ill-
ness, call 1-888-293-7020.

Moody-Thomas
and LSU Win National Award
In June, the National Association of
Public Hospitals (NAPH) presented
the NAPH 2010 Honorable Mention
Award to Dr. Sarah Moody-Thomas for
“The Tobacco Control Initiative–Using
Health Information Technology to
Improve System-wide Identification and
Documentation of Treatment for
Tobacco Use.” Dr. Moody-Thomas is
Statewide Clinical Lead for the LSU
Health Care Services Division
(HCSD) Tobacco Control Initiative (TCI)
and Professor and Director of the
Behavioral and Community Health
Sciences Program in the LSU Health
Sciences Center School of Public
Health.

The award-winning project tracks the
improvement and evolving success of
the initiative over a five-year span,
beginning in 2004, as it moved from the
paper record to the electronic health
record in the seven HCSD hospitals
participating in the initiative. The pro-
gram employs system, clinician, and
patient level strategies as recommend-
ed by the U.S. Public Health Service
clinical practice guideline (CPG) for the
treatment of tobacco use. With full
implementation of the CPG system level
changes, patient quit rates doubled
between 2007 and 2009 and exceeded
guideline estimates when a tobacco use
screening system was in place. 

HCSD used health information technol-
ogy to improve identification of smokers
among its patients and documentation
of clinical intervention for tobacco use.
TCI developed a tobacco users identifi-
cation system; provided clinician educa-
tion, training, resources, and perform-
ance feedback; dedicated staff to treat
tobacco users; promoted hospital poli-
cies on treatment; and reduced patient’s
out-of-pocket costs for approved treat-
ment. TCI also implemented a well
defined clinical practice protocol for
intervening with tobacco users. In 2009
an upgrade to the HCSD health infor-
mation technology allowed the initiative
to achieve its goals throughout the
multi-hospital network including elec-
tronic identification of tobacco users,
giving feedback to providers on clinical
performance to promote quality
improvement, and assessing treatment
outcomes.

Besides Dr. Moody-Thomas, who is the
Principal Investigator, LSU TCI staff
includes Michael Celestin, MS,
Program Manager, and Krysten Jones,
MPH, Manager of Implementation, Data
and Evaluation. At HCSD, Dr. Michael
Kaiser participates in the initiative as
Chief Medical Officer, Dr. Ron Horswell
as Lead Data Analyst, and Dr. Wayne
Wilbright as Chief Information
Officer/Chief Medical Information
Officer. Dr. Michael Butler served as
Chief Executive Officer. TCI field staff
includes the following cessation special-
ists: Nakesha Auguster, BA, JoAnn
Brooks, BA, D’Adario Conway, MSW,
Wendy Detiveaux, BA, Debbie

Durapau, MA, Betty Henry
McFarland, MA, and Lucretia Young,
BA. LSU information technology staff
participating in the initiative includes Dr.
Amir Abrams, IT Project Coordinator,
Jay Besse, BA, Data Analysis Project
Coordinator, and Dr. Yong Yi and C.S.
Verdin, BA, both data analysts.

Levine and Landrieu
Tout Primary Care Clinics 
Louisiana Department of Health and
Hospitals Secretary Alan Levine and
New Orleans Mayor Mitch Landrieu
recently submitted a letter and proposal
to U.S. Centers for Medicare and
Medicaid Services Director Cindy
Mann highlighting the importance of
Primary Care Access and Stabilization
Grant clinics in Orleans, Jefferson, St.
Bernard, and Plaquemines Parishes
and offering funding solutions to keep
the clinics open. Federal funding for the
clinics currently ends on Sept. 30. 
The more than 90 clinics, which were
created using the Primary Care Access
and Stabilization funding after Hurricane
Katrina, have served more than 250,000
individuals and continue to be a signifi-
cant part of the infrastructure in the
area–a point underscored as the region
deals with the ongoing effects of the oil
spill in the Gulf of Mexico. 

BCBSLA Anti-Fraud Efforts
Reap More Than $6.8 Million 
Blue Cross and Blue Shield of
Louisiana (BCBSLA) recently reported
that they had stopped more than $6.8
million in losses due to healthcare fraud
in 2009–a savings that helps keep
healthcare costs down for the not-for-
profit mutual company’s policyholder-
owners. BCBSLA’s fraud-fighting staff
achieved these results using best-in-
class software and working cooperative-
ly with law enforcement to pinpoint and
pursue fraudulent activity. Through this
cooperation, BCBSLA also exceeded
the Blue Cross system national average
return on investment for anti-fraud activ-
ities of 9:1 by posting a 10:1 return for
2009. 

Healthcare fraud accounted for nearly
three percent of all healthcare spend-
ing—or $69 billion in 2008—according
to the National Health Care Anti-fraud
Association. In the last two years,
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BCBSLA has stopped three providers from physi-
cally harming patients and subjecting them to
unwarranted surgeries or medications while billing
for fraudulent services. The Blue Cross and Blue
Shield Association (BCBSA) announced that col-
lectively in 2009, the Blue Cross and Blue Shield
companies prevented more than half a billion
healthcare dollars from being wasted on fraud, a
47 percent increase over 2008. 

DHH Responds to Reform Report
While he acknowledged it was a start, Department
of Health and Hospitals (DHH) Secretary Alan
Levine took issue with a report released recently
by Kaiser's Commission on Medicaid and the
Uninsured. The Kaiser report, intended to provide
an estimate of costs for states, limited its analysis
to the costs of the expansion of Medicaid, and did
not provide an analysis of additional costs that may
be imposed, said Levine. Levine estimates that
federal health care reform could cost Louisiana
taxpayers in excess of $6 billion over 10 years
once implemented. The Kaiser report asserted that
the federal health care reform expansion of
Medicaid will cost Louisiana an additional $536
million over a five-year period. Both Kaiser's and
the state's estimates of the enrollment numbers
are strikingly close (Kaiser estimates enrollment
expansion of 507,952 by 2019, while Louisiana
estimates 512,653), but they differ on the costs. In
estimating costs for the enrollment expansion,
Kaiser uses national benchmark numbers, while
Louisiana's estimates are based on actual costs
and growth trends experienced in the state. 

DHH indicated that several factors must be kept in
mind when reviewing the Kaiser report: 
• Provider rate increases. Federal reform pays for
the cost of increasing Medicaid rates for primary
care providers for two years, beginning in 2013.
The report does not address the cost of continuing
that rate increase beyond the period funded. It also
does not anticipate necessary rate adjustments for
specialists, whom primary care physicians must
rely upon to ensure continuity of care and access. 
• Hospital rate increases. With an increase in the
Medicaid enrollment of more than 500,000 people,
the percentage of Louisianans covered by
Medicaid will increase to nearly 40 percent, with
that number increasing even more after 2019. The
state's current mechanisms for paying hospitals
will be inadequate with this number of people
being covered by Medicaid. Additionally, even as
estimated by federal actuaries, hospitals will likely
close if Medicare rates are reduced as planned in
the reform package (Medicare faces a $500 billion
cut).  With the reduction in Medicare rates, and
with Medicaid paying below cost rates as it does in
every state, Louisiana's hospitals will not be able



to sustain these rates and remain open. To protect
these hospitals, the state will be required to find
additional dollars to supplement rates. These costs
have not been estimated in the Kaiser report. 
• Administrative costs. As one example, Louisiana
will need to hire at least 325 new enrollment workers
beginning next year. Currently, Louisiana employs
one enrollment worker per 1,600 enrollees (one of
the most efficient staffing patterns in the nation).
Additionally, in order to comply with the exchange
requirements, a new enrollment system will need to
be purchased, which will cost at least $10 million in
state funds.  These costs are not considered in the
Kaiser report. 
• Utilization rates. The Kaiser report is static in terms
of utilization. As provider rates are increased, and
utilization of services increases, there are costs
associated with this increase that are not estimated
in the report. 
• Disproportionate Share Hospital rates. Major
reductions in DSH will be imposed on the state, but
at this time, it is not possible to estimate those exact
reductions.  The reform package provides the secre-
tary of Health and Human Services with the author-
ity to unilaterally draft rules related to the new distri-
bution of DSH. High DSH states, like Louisiana, face
significant risk of major reductions–even beyond the
$200 million reduction Louisiana faces this coming
year due to the DSH Audit Rule. These changes to
DSH will have an enormous, if not defined, impact
on our system of public hospitals and mental health
institutions. 

Finally, DHH disputes any conclusion that the
impact of reform on states is "relatively small." The
impact is actually quite significant, said Levine, par-
ticularly given the difficulty faced in the current budg-
et climate.

State Researchers Question
Diabetes Control Marker 
Doctors at Children’s Hospital and LSU Health
Sciences Center have found that Hemoglobin A1c
(HbA1c), a lab test widely used to monitor glucose
control in patients with diabetes, overestimates glu-
cose levels in African-American children. Drs. Jodi
L. Kamps, James M. Hempe, and Stuart A.
Chalew found that HbA1c levels are higher in
African-American children compared to Caucasians
even when their blood glucose levels were the
same. The study was published recently in the jour-
nal Diabetes Care. The study included 276 children
with type 1 diabetes followed at Children’s Hospital
in New Orleans over several years. HbA1c and
mean blood glucose levels were obtained during
multiple clinic visits and statistically analyzed. “If
doctors do not take into account this disparity it
could lead to increased episodes of low blood sugar
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reactions during treatment and over-
diagnosis of diabetes among African-
Americans,” Chalew said.

The researchers emphasize that
HbA1c must be carefully interpreted
together with the individual diabetes
patient’s directly measured blood glu-
cose levels in order to get the best
understanding of diabetes control. This
will reduce the risk for inadvertent over-
dose of insulin and other glucose-low-
ering medicines. Furthermore, addition-
al testing will be required in African-
American patients discovered to have
elevated HbA1c levels before a new
diagnosis of diabetes is made. Efforts
to understand the underlying biology of
these ethnic differences in HbA1c could
lead to new treatments to prevent com-
plications in patients with diabetes.

Youth Can Remain
on Parents’ Policies 
Blue Cross and Blue Shield of
Louisiana (BCBSLA) announced that

young people can remain covered on
their parents’ policies beginning June 1,
2010, in advance of a new federal law.
Healthcare reform legislation recently
signed into law by President Obama
will make coverage available to adult
children up to age 26 for plan years
beginning Sept. 23, 2010. Recognizing
that this timetable could result in many
young people losing their coverage
prior to this date because of their age,

student status, including graduation
from school, or other factors, every
Blue Cross and Blue Shield company,
including BCBSLA, has agreed to allow
covered individuals up to age
26–regardless of student status–to
remain on their parents’ health insur-
ance policies effective June 1, 2010.
BCBSLA will offer this extension of cov-
erage to its employer accounts for their
employee members.



Fail Maintains Certification
in Interventional Cardiology 
Dr. Peter Fail, interventional cardiologist at
Cardiovascular Institute of the South (CIS), has
successfully completed the requirements needed to
maintain board certification in interventional cardiol-
ogy from the American Board of Internal Medicine
(ABIM). To uphold this certification, Dr. Fail complet-
ed a self-assessment of knowledge and practice
and passed an additional examination demonstrat-
ing a high standard of physician excellence. His cer-
tification also provides evidence of expertise in inter-
ventional cardiology to the medical community.

Dr. Fail is the computed tomography (CT) medical
director for CIS and the medical director of interven-
tional trials for the CIS Clinical Research
Corporation. He is board certified in internal medi-
cine, cardiovascular disease, and interventional car-
diology and is level three certified in the cardiovas-
cular CT experience program. 

DHH Hosts Hurricane Exercise
Military personnel from across the country joined the
Louisiana Department of Health and Hospitals to
test the state’s multiple-hospital evacuation plan at
the New Orleans Lakefront Airport. Mock patients
were loaded into C-130 aircraft, which had been
retrofitted for use as a flying medical facility, as part
of the exercise for the Medical Institution Evacuation
Plan (MIEP). 

The MIEP, developed after Hurricane Katrina, is an
evacuation plan for hospitals in case of a cata-
strophic event that forces a crisis response beyond
their capabilities and resources. The plan, which
was activated prior to Hurricane Gustav’s landfall in
2008, is initiated when multiple hospitals along the
threatened coastline have to evacuate at the same
time. During Gustav, 11,000 people were evacuated
from medical facilities representing the largest med-
ical evacuation in the country’s history. Of those,
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about 500 were evacuated through the MIEP, which is
applicable throughout south Louisiana and has
already been tested previously at New Orleans
Lakefront Airport and Chennault Airpark in Lake
Charles. Among those many federal partners is the
United States Transportation Command
(TRANSCOM), which supported the state’s exercise
for the third straight year.

The exercise began on a Wednesday with the first
phase–determining in a mock setting how many hos-
pitals and how many patients required evacuation.
The final phases of the exercise continued Thursday
with the testing of evacuation operations’ ability to use
C-130’s to airlift mock patients to awaiting hospitals
around the country. Mock patients were brought to the
airport via ambulances where they were assessed
and equipped for transport. Mannequins representing
those patients were then loaded onto the retrofitted C-
130s, which were configured to carry as many as 72
stretchers each and are equipped with hospital-level
power and staffed with medical personnel. The exer-
cise was an effort to improve communications with
hospitals, enhance patient tracking, and create a
seamless chain of custody as patients are transferred
to safer locations. The same kind of exercise was con-
ducted in Southwest Louisiana last year and in New
Orleans the previous year.

This year, the Kentucky Air National Guard provided
the military aircraft and used the exercise to conduct
an Operational Readiness Inspection (ORI). An ORI
typically gauges wartime readiness; this was the first
time it was used during a civilian event.

The MIEP is a massive coordinated effort among the
Louisiana Department of Health and Hospitals,
Louisiana National Guard (LANG), Governor’s
Office of Homeland Security and Emergency
Preparedness (GOHSEP), Louisiana Hospital
Association (LHA), Department of Defense includ-
ing elements from U.S. Transportation Command
(TRANSCOM), U.S. Northern Command (NORTH-
COM), U.S. Army North (ARNORTH), U.S.
Department of Health and Human Services, FEMA,
Louisiana Department of Transportation and
Development, Louisiana State Police, U.S.
Department of Veterans’ Affairs, EMS, local hospi-
tals, regional airport managers, and air traffic control.

DHH Assistant Secretary for
the Office of Mental Health Retires 
The Department of Health and Hospitals has
announced the retirement of Jennifer Kopke, the
Assistant Secretary for the Office of Mental Health
(DHH-OMH), effective July 3, 2010 after many years
of exceptional public service. Kopke has lead the
implementation of new and innovative management
methodologies within OMH based on the National

July / August 2010 Issue | Healthcare Journal of Baton Rouge 41



Council for Community Behavioral
Health Care. This work has furthered
the redesign of DHH’s mental health
system towards an accountable com-
munity-based, person-centered, sys-
tem of care. During her tenure she
worked to stabilize mental health serv-
ices in New Orleans, expanded the
number of regional Local Governing
Entities in the state, and championed
the Department’s investment of $19 mil-
lion in new community mental health
services in the upcoming budget year.
In partnership with the Office of
Addictive Disorders she also suc-
cessfully led the consolidation of the
Offices of Mental Health and
Addictive Disorders into the new
Office of Behavioral Health which
takes effect July 1. 

Kopke was an educator for many years,
working with children and adolescents
with developmental disabilities, addic-
tions and mental health issues. She
spent 10 years with the Jefferson
Parish Human Services Authority
(JPHSA), the last four of which she
served as the executive director, before
being appointed to position of Assistant
Secretary for OMH by Secretary Alan
Levine on March 31, 2008. 

Members of Louisiana’s Assembly
of School-Based Health Centers
Attend Health Care Rally in D.C.
The passage of the Patient Protection
and Affordable Care Act was a historic
achievement for the more than 1.7 mil-

lion children served by the nation’s
2,000 school-based health centers
(SBHCs). Now lawmakers must fund
the newly authorized SBHC Program.
On June 17th more than 200 youth,
nurses, doctors, educators, and SBHC
advocates from around the country
gathered together on Capitol Hill to for
the school-based health care Advocacy
Day as part of the 2010 National
School-Based Health Care Convention
( w w w. n a s b h c . o r g / c o n v e n t i o n ) .
Representatives of the Louisiana
Association of School-Based Health
Centers from the cities of Baton
Rouge, Lake Charles, New Orleans,
and the parishes of Pointe Coupee and
St. Bernard also attended. While in
D.C. the LASBHC representatives met
separately with Louisiana Senators
Landrieu and Vitter, as well as each of
their representative Congressmen.

LOCAL
International Obesity Expert
Takes Lead at Pennington
Dr. Steven B. Heymsfield, global
director for scientific affairs and obesity
at Merck & Co., is the new Executive
Director of the LSU System’s
Pennington Biomedical Research
Center (PBRC). His appointment coin-
cided with Governor Bobby Jindal’s
announcement of a $10 million jobs-

creation initiative designed to foster
clinical trials and obesity-related
research. To receive the full $10 million
state challenge grant, PBRC will be
required to secure grants from federal
agencies and corporations sufficient to
create a payroll over the next seven
years equivalent to 250 permanent,
new positions based initially in New
Orleans, primarily at LSUHSC, and
later across the state, including
Shreveport’s LSUHSC. The positions
are for scientific and technical staff per-
forming research and clinical trials in
obesity and diabetes. Plans also call for
raising an additional $10 million in
matching funds from philanthropic con-
tributions. The 250 new positions will be
over and above the hundreds of new
positions that will be created at
Pennington in Baton Rouge after its
current capital improvements program
is completed.

Dr. Heymsfield’s appointment drew
praise from LSU System leaders. “LSU
is remarkably fortunate to have cap-
tured the talent, experience, and
expertise of Steve Heymsfield to lead
us in the next stage of development of
the Pennington Biomedical Research
Center as we compete for a rapid
expansion of the PBRC's mission and
portfolio,” said LSU System President
Dr. John V. Lombardi. The 65-year-old
physician and researcher was sched-
uled to assume his duties June 1st,
succeeding Dr. Claude Bouchard, who
after nearly 11 years at the PBRC helm,
is returning to the faculty as a
researcher on the genetic causes of
obesity and diabetes. A veteran scien-
tist, Dr. Heymsfield is a former Director
of the Human Body Composition
Laboratory and Weight Control Unit
as well as Deputy Director of the New
York Obesity Research Center at St.
Luke's-Roosevelt Hospital in
Manhattan. In addition, he was a
Professor of Medicine at Columbia
University College of Physicians and
Surgeons and a Visiting Scientist at
Rockefeller University and the
Brookhaven National Laboratory at
Long Island, New York.

Dr. Heymsfield holds a bachelor's
degree from Hunter College in New
York and a degree in medicine from
Mount Sinai School of Medicine in
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Representatives of the Louisiana Association of School-Based Health Centers meet with
Senator Mary Landrieu.



New York. He completed his residency
in Internal Medicine at Emory
University in 1973 where he was a
Fellow in Medicine prior to his Columbia
appointment in 1986. He moved to
Merck in November of 2004. 

Local Docs Receive
Physician Quality Awards
EQHealth Solutions recently present-
ed its 2009 Quality Awards to area
physicians that have achieved defined
levels of health care quality based on
information gleaned from Medicare FFS
Part B data for calendar year ending
December 31, 2008. The quality meas-
ures considered for this award include
the percent of Medicare patients receiv-
ing the following recommended clinical
tests or services:

• Percent of Medicare patients with dia-
betes receiving HbA1C
• Percent of Medicare patients with dia-
betes receiving eye exams
• Percent of Medicare patients with dia-
betes receiving lipid profile
• Percent of female Medicare patients
receiving their mammogram
• An aggregate score, representing an
equally weighted average of the 4
measures above. 

Awards were presented in four cate-
gories: Platinum Award Winners
achieved at least 80% on each of the 5
measures OR at least 5% on the first 4
measures plus an aggregate score of at
least 85%. Gold Award winners
achieved at least 75% on each of the 5 
measures OR at least 70% on the first 4
measures plus an aggregate score of at

least 85%. Silver Award Winners
achieved at least 70% on each of the 5
measures OR at least 80 % on the first
4 measures plus an aggregate score of
at least 85%. Bronze Award Winners
achieved at least 70% on each of the 5
measures OR at least 75% on the first 4
measures plus an aggregate score of at
least 80%

Platinum Award Recipients
Allison B. Barbin, MD, Baton Rouge
Trenton L. James, II, MD, Baton Rouge
Edmund B. Vinci, MD, Baton Rouge
Gold Award Recipients
David G. Carmouche, MD, Baton Rouge
Marion N. Cash, MD, Shreveport
Mary C. Elliott , MD, Baton Rouge
Thomas H. Hall, MD, Slidell
William G. Hebert, MD, Lake Charles
D. Rubin Patel, MD, Baton Rouge 
Silver Award Recipients
Kevin J. Babin, MD, Baton Rouge
Melody L. Counts, MD, Baton Rouge
Jewel W. Crockett, MD, Baton Rouge
Maureen E. Jones, MD, Baton Rouge
Roy G. Kadair, MD, Baton Rouge
J. David West, MD, Baton Rouge
Bronze Award Recipients
Roger V. Hecker, MD, Baton Rouge
Michael L. Rolfsen, MD, Baton Rouge
* List includes only those physicians
that granted permission for their award
status to be published by eQHealth
Solutions.

Thekkoott Accepts Fellowship
from Royal College of Physicians 
Dr. Deepak Thekkoott, interventional
cardiologist at Cardiovascular
Institute of the South (CIS) Zachary,
has been named a Fellow in the Royal
College of Physicians of Edinburgh.
To be offered this honor, Dr. Thekkoott
passed a test called the Member of the
Royal Colleges of Physicians (MRCP)
examination, considered one of the
most rigorous medical exams in the
world. In April, Dr. Thekkoott traveled to
Toronto to accept this distinguished
honor. Currently, the Royal College of
Physicians of Edinburgh has 2,000
Fellows worldwide. The group began in
1681 and is one of the oldest medical
establishments in the world.

Vascular Specialty Lab
Receives Accreditation
Vascular Specialty Laboratory in
Baton Rouge has attained accreditation

by the Intersocietal Commission for
the Accreditation of Vascular
Laboratories (ICAVL). ICAVL accredi-
tation is granted to laboratories that
demonstrate a commitment to a high
level of patient care and quality testing
for the diagnosis of vascular disease.
During the accreditation process every
aspect of daily operations and its impact
on the quality of healthcare is assessed
and reviewed. The lab was required to
identify and correct any potential prob-
lems, revise protocols, and validate
quality assurance programs.

Tulane Opens Satellite
Campus at Baton Rouge General 
A ribbon-cutting ceremony was held on
June 21 to celebrate the Baton Rouge
LEAD (Leadership, Education,
Advocacy and Discovery) Academy
program and the establishment of a
Tulane University School of Medicine
satellite campus at Baton Rouge
General Medical Center. The Baton
Rouge LEAD Academy marks the first
time in Tulane Medical School’s history
that it will open a training campus out-
side of the New Orleans area. In May,
the first class of 10 medical students
joined the program. By the fifth year of
the affiliation, the program is expected
to grow to 160 students

Mary Bird Perkins’ Board
of Directors Elects New Members
At the April 2010 Board of Directors
meeting of Mary Bird Perkins Cancer
Center, new volunteer leadership was

Dr. Deepak Thekkoott

Tom
Adamek



elected to help carry out the mission of
the Center. New Board members
elected for three-year terms include
Tom Adamek, Stonehenge Capital
Company, LLC; Art Favre,
Performance Contractors, Inc.; and
Eli Jones, dean, Louisiana State
University’s E.J. Ourso College of
Business. 

Additional Board members include
Jerry Jolly, chair; Richard Lipsey,
immediate past chair; Donna
Saurage, vice chair; Tom Meek, MD,
secretary; Randy Waesche, treasur-
er; Maurice King, MD, medical direc-
tor, Mary Bird Perkins (MBP); Todd
Stevens, president/CEO, MBP; Kevin
Carman; Dudley Coates; Bill
Firesheets; Brett Furr; Lee Griffin;
Rose Hudson; Shelley Mockler; Bill
O’Quin; Bill Peters; Gary Sligar; and
Paul Thompson.

Pennington Announces
New Early Warning Signs 
According to researchers at the
Pennington Biomedical Research
Center, two out of three sudden
deaths due to heart attack and stroke
occur in otherwise healthy individuals
with no known disease. These individ-
uals may be doing all the right things:
maintaining their weight, taking in a
healthy diet, keeping active in some
fashion, in addition to not having any
disease like high blood pressure or
diabetes. However researchers have
determined that conditions called pre-
hypertension and pre-diabetes in this
population could be a tip-off to early
death.

Heart disease and stroke are the lead-
ing causes of death, not only in devel-
oped countries like the United States,
but are also becoming an increasing
problem in developing countries.
Those with high blood pressure or dia-
betes have a high risk for sudden
death due to heart attack or stroke.
The latest report, however, looked for
signs of problems before high blood
pressure or diabetes becomes full-
blown. Prehypertension, defined as a

blood pressure between 120 to 139
and 80 to 89 mm Hg, and prediabetes,
blood sugar between 100 and 125
mg/dL could be two very early warning
signs of future heart attack or stroke.

“We found that one in three apparent-
ly healthy adults had prehypertension.
One in four of otherwise healthy indi-
viduals had prediabetes,” said Alok
Gupta, MD, one of the researchers
reporting the latest finding, “One in ten
healthy individuals had both prehyper-
tension and prediabetes, at the same
time.”

Gupta and his colleagues examined
existing data bases (NHANES 1999-
2006) and discovered that individuals
who were prehypertensive and predia-
betic were also overweight, had a larg-
er waist circumference (abdominal
obesity), had higher total cholesterol,
higher “bad cholesterol” and low “good
cholesterol. They also had higher
pulse pressure (difference between
the systolic and diastolic blood pres-
sure), higher insulin (a hormone that
reduces blood glucose) levels, and
higher inflammation. In short, the
majority of otherwise healthy individu-
als had significantly elevated risk fac-
tors for heart disease and stroke,
although they had not been diagnosed
nor had a history of health problems. 

The researchers suggest that prehy-
pertension (higher than normal blood
pressure of 120/80 mm Hg) and predi-
abetes (higher than normal blood
sugar of more than 100 mg/dL) occur-
ring together, should be a red flag for
urgent further evaluation. Because a
resting blood pressure measurement
and spot finger stick are routinely
taken during a doctor’s office visit,
Gupta suggests physicians can use
the results of these two, simple tests to
prescribe life-style changes known to
reduce weight, cholesterol and blood
glucose. “Those changes may prevent
high blood pressure and diabetes from
occurring later in life,” Gupta said,
“and reduce risk in otherwise healthy
adults.” v
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lthough President Obama
is credited for passing Health

Care Reform this year, the issue
is not over. This is in part because

since passage, concerns have arisen. 

First, it does not appear it will control cost. Doug Elmondorf, the Director of the Congressional Budget Office (CBO), has
stated “Rising health costs will put tremendous pressure on the federal budget during the next few decades and beyond.
In CBO's judgment, the health legislation enacted earlier this year does not substantially diminish that pressure." 

by: Congressman Bill Cassidy, MD
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Second, there are problems with the Massachusetts
Health Plan upon which President Obama's recently
passed health care bill is based in principle. Similar to the
President's bill, the Massachusetts plan emphasizes cov-
erage over cost control. Five years after its enactment,
Massachusetts residents have nearly universal health
insurance coverage. However, this coverage comes at a
steep price. The state continues to have the highest med-

ical cost in the nation and premiums continue to rise for
Bay State residents. Subsidized health insurance for low
to moderate income families has become extremely
expensive for the state and has served as a disincentive
for individuals to work and earn more money. In addition,
these subsidies have increased the demand for health
care services, causing the state to experience a health
care service shortage. One of the few cost containment
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methods Massachusetts has enacted is insurance rate
reviews. These rate reviews will cause many insurers to
stop accepting new patients and could eventually force
some out of the market. Many feel that this is the path
President Obama's plan will take since it is similar in
structure.

The third concern is, despite the President's promise that
“if you like your insurance you can keep it,” it is apparent
that for many, this is untrue. Earlier this month, nHealth,
a Virginia-based insurance company providing Health
Savings Accounts announced that it was shutting its
doors, citing in a letter from the chairman to his now

unemployed agents, “Despite a product that was gaining
increasing acceptance among companies throughout the
Commonwealth, the uncertainties in the regulatory cli-
mate coupled with new demands imposed by national
healthcare reforms have made it challenging to sustain
the level of sales required to remain viable over the long
run.”

AT&T, which according to Forbes Magazine employs
over 300,000 people, has cited an expected $1 billion in
additional health care costs as their reason for limiting
the insurance options they will be able to offer their
employees in the future. They and other Fortune 500
companies have entertained the idea of putting their
employees in a public plan and asking tax payers to
make up the difference. 

The fourth concern is that the public plans already in
place are in trouble. To fulfill President Obama and the
Democratic Majority’s promise of providing health insur-
ance to millions of Americans who do not have it, the
recently passed health care law mandates that the states
expand their Medicaid programs and cover more than 15
million new patients. Medicaid uses government price
controls to set payment rates so low that many doctors
are unable to offer their services. This shortage of physi-
cians means that while patients with Medicaid coverage
may gain access to a health insurance card, they will
continue to lack adequate health care services.

According to a new report released by the Centers for
Disease Control, Medicaid patients are more likely to
have multiple visits to an emergency room (ER) than
both uninsured and privately insured patients. Medicaid
patients often find it difficult to locate a primary care doc-
tor that will accept Medicaid payments, due to the pro-
gram’s historically low reimbursement rates and admin-
istrative headaches. With few other options, many
Medicaid patients are forced to seek care in ERs, the
most expensive source of health care services. Adding
more patients to the Medicaid rolls may make for a good
talking point about insuring more Americans, but the
facts show it will do nothing to solve the real problems
we face.

There are solutions to these issues. The solutions
involve increasing the power of patients over their health
care and health insurance and decreasing the power of
bureaucrats. That a company offering Health Savings
Accounts is going out of business is an indication that the
bill just passed is setting up the wrong incentives. The
next Congress will address these issues and others.
President Obama's bill has passed, but the struggle to
create a healthcare system that controls cost while giv-
ing access to affordable care is still before us.  v
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by: Cindy Munn, Executive Director,
Louisiana Health Care Quality Forum

esearch and studies have shown that
health information technology (IT) is a
powerful tool that can positively impact
the quality and efficiency of health care
delivery in this country. As Louisiana
moves toward adoption of this technol-

ogy as well as electronic exchange and
use of health information, we face many

challenges. As a health care provider, do
you currently exchange patient data elec-

tronically with other practices, facilities or
companies? Are you using electronic

health records (EHRs)? If not, what's
holding you back?
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To realize the full potential of health IT, many
providers may need assistance in overcoming barri-
ers such as cost, the lack of infrastructure for
exchange, and the need for support through technol-
ogy selection and implementation. The American
Recovery and Reinvestment Act of 2009 contained
initiatives to mitigate barriers to health IT and to
incentivize its use. The initiatives are designed to

improve health care quality, reduce medical errors,
reduce health disparities, and advance the delivery
of patient-centered medical care. 
One example is the Health Information Technology
Extension Program. Authorized by the Health
Information Technology for Economic and Clinical
Health Act, the program consists of a national center
and Regional Extension Centers covering nearly
every geographic region of the United States. The

RECs will offer technical assistance, guidance, and
information to support and accelerate health care
providers’ efforts to become meaningful users of
EHRs. The national center will gather relevant infor-
mation on effective practices and help the RECs col-
laborate with one another and with relevant stake-
holders. The goal of the national program is to pro-
vide outreach and support services to at least

100,000 priority primary care
providers within two years. 

To assist, the Louisiana Health
Care Quality Forum was award-
ed a $6.2 million cooperative
endeavor agreement from the
U.S. Department of Health and
Human Services to establish a
REC in Louisiana. The Quality
Forum REC will provide techni-
cal assistance and outreach to
approximately 1,100 primary
care providers in the state by
the end of 2012. Resources and
services of the REC are
designed to directly address key
barriers to EHR adoption.

To overcome the lack of accu-
rate and objective information
about the adoption process, the
REC will provide a Web site to
disseminate knowledge to
providers. The Web site will
offer information on strategies
for effectively selecting, imple-
menting and utilizing EHRs to
improve the quality and value of
health care. The Web site also
will allow providers, vendors,

project partners, consumers, and other RECs to
share experiences, best practices, model docu-
ments, and more. 

Another barrier to EHR adoption, particularly among
primary care providers, is the capital expenditure.
The REC will conduct a thorough selection process
to identify key vendor partners for EHR software,
hardware and network infrastructure, and IT servic-

Potential loss of productivity
and reduced quality of services
during implementation may
present additional barriers;
however, a network of project
partners will be available to
help REC clients manage these
challenges with a thorough
practice and workflow analysis.
On-site technical assistance
will also be available. 
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es. The goal is to identify a limited number of ven-
dors in each area that best meet the needs of the
providers in Louisiana. From this list, the REC will
negotiate preferred pricing arrangements that pro-
vide discounts to those who use the REC’s servic-
es.

Potential loss of productivity and reduced quality of
services during implementation may present addi-
tional barriers; however, a network of project part-
ners will be available to help REC clients manage
these challenges with a thorough practice and
workflow analysis. On-site technical assistance will
also be available. 

Services provided by the Quality Forum REC will
assist providers in meeting the criteria to receive
Medicare and Medicaid incentive payments. Eligible
professionals and hospitals who are “meaningful
users” of certified EHRs, report on quality meas-
ures, and connect for health information exchange
may receive payments from the federal government
according to guidelines set forth in the ARRA
HITECH Act. The definition of “meaningful use” will
evolve to ensure that we improve health care quali-
ty, efficiency, and patient safety over time.  

Meaningful use assessment and evaluation services
will be available as early as August 2010. Beginning
in September, the REC will begin offering additional
levels of service:
•Assistance for achieving meaningful use if provider
has a fully functional electronic health record imple-
mented in office;
•Assistance for achieving meaningful use if provider
has an EHR, but has not implemented all required
components;
•Assistance converting from a paper office to an
EHR system and then achieving meaningful use.

All providers will be eligible for assistance through
the REC, but priority will be given to primary care
providers. The Quality Forum has submitted a sup-
plemental grant application to provide support to
Critical Access Hospitals and Rural Hospitals with
50 beds or less. Funding is limited to $12,000 per
hospital and eligible hospitals for each state have

already been selected by the Office of the National
Coordinator. The grant is intended for technical
assistance, so funds may be used to supplement
the costs of services. Accordingly, REC funds can-
not be used for the direct purchase of IT hardware
or software. 

Quality Forum REC clients will have continued
access to technical assistance on privacy and secu-
rity, legal and regulatory compliance requirements,
health information exchange, and quality measure-
ment and reporting. In addition, the Quality Forum
will provide consulting on the National Committee
for Quality Assurance Patient-Centered Medical
Home requirements as an extension of the services
provided by the REC. The peer to peer mentoring
program will support medical home transformation,
and will encourage the use of patient-centered pri-
mary care as the foundation of coordinated, quality-
driven health care in Louisiana.

Overall, the REC will support providers in health IT
adoption and in turn, enable the effective use of
information to provide quality care to the patient.
Health information technology is a tool—improved
health outcomes and reduced health care delivery
costs are the ultimate goals. 

Tell us about your EHR adoption status and help us
identify barriers specific to our region. Fill out the
“ARRA Provider” survey online at www.lhcqf.org. v

The American Recovery

and Reinvestment Act of

2009 contained initiatives

to mitigate barriers to

health IT and to incentivize

its use.
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Local Hospitals Receive Quality Awards
EQHealth Solutions recently recognized local and state
hospitals with their 2009 Quality Awards. eQHealth
Solutions honors high-performing hospitals that are active
in clinical quality improvement in one or more of four clini-
cal topics:  acute myocardial infarction (AMI or heart
attack), heart failure, community-acquired pneumonia, and
surgical care. The Medicare Measures Management
System establishes clinical quality measures of greatest
importance. The hospitals were assessed on 27 quality
measures, which include clinical process of care (24) and
clinical outcome (3) measures. Hospitals were not required
to apply for this award nor was facility size a factor in the
determinations. The hospitals’ baseline measurement was
based on first calendar quarter of 2008; the second calen-
dar quarter of 2009 was used for re-measurement. 
Local award winners included: 

Platinum Award Recipients
Greater Baton Rouge Surgical Hospital
Lane Regional Medical Center
Surgical Specialty Hospital
Gold Award Recipients
Ochsner Medical Center
Our Lady of the Lake Regional Medical Center
St. Elizabeth Hospital
Silver Award Recipients
Baton Rouge General Medical Center
Earl K. Long Medical Center



The Measures Management System has been developed
in collaboration with the National Quality Forum (NQF), the
Agency for Healthcare Research and Quality (AHRQ), The
Joint Commission, the National Committee for Quality
Assurance (NCQA), the American Medical Association
Physician Consortium for Performance Improvement (AMA
PCPI), and other measure stakeholders. All measures can
be found with further detail at www.qualitynet.org/medqic.
Note: List includes only those hospitals that granted per-
mission for their award status to be published by eQHealth
Solutions.

Sam Named Stroke Association
Spokesperson, Study Results Published
Dr. Albert Sam of Vascular Specialty Center and Chief of
Vascular Surgery at Baton Rouge General was recently
named a national spokesperson for the American Stroke
Association. As an affiliate of this group of nationally
renowned scientists, physicians and experts, Dr. Sam is
charged with enhancing the public’s awareness of cardio-
vascular disease and stroke through informing media and
our community about the latest developments in preven-
tion and treatment, in addition to motivating the public to
adopt behaviors that reduce risk for these diseases. Sam’s
work in stroke research is well recognized. He was a prin-

cipal investigator on a recent study of people at risk for
stroke published in the New England Journal of Medicine.
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The major, nationwide study showed that two med-
ical procedures designed to prevent future strokes
are safe and effective overall. Physicians will now
have more options in tailoring treatments for their
patients at risk for stroke. In the trial of 2,502 partic-
ipants, carotid endarterectomy (CEA), a surgical
procedure to clear blocked blood flow and consid-
ered the gold standard prevention treatment, was
compared to carotid artery stenting (CAS), a newer
and less invasive procedure that involves threading
a stent and expanding a small protective device in
the artery to widen the blocked area and capture
any dislodged plaque. One of the largest random-
ized stroke prevention trials ever, the Carotid
Revascularization Endarterectomy vs. Stenting
Trial (CREST) took place at Baton Rouge General
along with 116 other centers in the United States
and Canada over a nine-year period. Dr. Sam noted
that Baton Rouge General was among the top U.S.
trial sites for the enrollment of women and minori-
ties, who have historically been understudied with
respect to stroke.

The overall safety and efficacy of the two proce-
dures was largely the same with equal benefits for
both men and for women, and for patients who had
previously had a stroke and for those who had not.
However, when the investigators looked at the num-
bers of heart attacks and strokes, they found differ-
ences. The investigators found that there were
more heart attacks in the surgical group, 2.3 per-
cent compared to 1.1 percent in the stenting group;
and more strokes in the stenting group, 4.1 percent
versus 2.3 percent for the surgical group in the
weeks following the procedure. The study also
found that the age of the patient made a difference.
At approximately age 69 and younger, stenting
results were slightly better, with a larger benefit for
stenting, the younger the age of the patient.
Conversely, for patients older than 70, surgical
results were slightly superior to stenting, with larger
benefits for surgery, the older the age of the patient. 

In CREST, approximately half the patients had
recent symptoms due to carotid disease such as a
minor stroke, or a transient ischemic attack (TIA),
indicating a high risk for future stroke. The other half
had no symptoms but were found to have narrow-
ing of the carotid artery on one of a variety of tests
assessing carotid narrowing and plaque. Such
patients, termed asymptomatic, are at much lower
risk of stroke than those with symptoms.

One of the strengths of the study, according to
investigators, is that CREST was conducted in a
variety of real world settings, including large and
small public and private hospitals. Physicians had
to demonstrate a high degree of proficiency and
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safety in order to participate in the trial. The study found no
significant differences in the outcomes, no matter what type of
medical specialist performed the stenting procedure, including
cardiologists, neuroradiologists, interventional radiologists,
vascular surgeons and neurosurgeons. The CREST investi-
gators concluded that while CEA has a proven record and
long-term durability, both CAS and CEA are safe and useful
tools in the right setting for stroke prevention, and technology
continues to improve each procedure.
Source: Brott,T.G. et al., Stenting Compared to Endarterectomy for Treatment of
Carotid Artery Stenosis, New England Journal of Medicine, online first edition May

26, 2010.

St. Elizabeth Hospital Honored
as “Workplace of Distinction”
St. Elizabeth Hospital was awarded the 2009 Morehead Apex
Workplace of Distinction Award by Morehead Associates on
March 29, 2010. The Morehead Apex Workplace of Distinction
is awarded annually to clients who have reached and sus-
tained at least the 90th percentile on their employee surveys
in 2009. These successful healthcare organizations are rec-
ognized for their knowledge that one of the most valuable
resources for providing safe, superior care is the commitment

and engagement of their employees and physicians.

Morehead Associates is a firm specializing in employee sur-
veys, metrics, and solutions. Its client list includes over 300
hospitals nationwide as well as financial institutions, govern-
ment agencies, universities, service providers, and manufac-
turers. Each year Morehead awards the healthcare industry’s
top achievers by objectively identifying the highest performers
and acknowledging their contributions to healthcare.

St. Elizabeth was also recently awarded the Louisiana
Performance Excellence Award for overall quality by the
Louisiana Quality Foundation, and has been named Employer
of Choice® by Employer of Choice Awards®, Inc. The hospi-
tal has maintained patient satisfaction at the 90th percentile or
greater as measured by Press Ganey Associates for the past
six years, as well as in physician satisfaction as measured by
HealthStream, Inc. for the past five years.  

Proleukin-IL2 Treatment Now
Available at Baton Rouge General
Baton Rouge General's Pennington Cancer Center recently

Becky Antoon, Social Worker; Dr. Venkat Banda, Hospital Medicine Group; Dr. Flip Roberts, Chief Medical Officer;
Denise Dugas, Director of Behavioral Health Services; Dionne Viator, Executive Vice President and Chief
Financial Officer; and Gino Bertucci, Wellness Center Director, attend the opening of the Baton Rouge General’s
Behavioral Wellness Center.
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announced its regional designation as an "Experienced
Proleukin IL-2 Cancer Center," treating renal cell carci-
noma (metastatic kidney cancer) and metastatic
melanoma patients with the promising Proleukin IL-2
immunotherapy. Though FDA-approved for more than a
decade and the only drug on the market that has
demonstrated response in these cancers types, the
therapy is not widely known due its complex protocols
and medical management, requiring inpatient hospital
stays for patients undergoing treatment.

IL-2 treatment, a form of PROLEUKIN therapy, differs
from other types of chemotherapy because it's a form of
immunotherapy that uses the body's natural immune
system to fight cancer, instead of directly inhibiting can-
cer cells. The immune system is composed of various
types of cells that kill and remove foreign substances
from the body. IL-2 activates specialized defense cells
called T cells and natural killer (NK) cells to help attack
and destroy invading germs or diseases. IL-2 can also
stimulate these cells to attack and destroy cancerous
tumors.

"With the nearest centers in Mobile and Houston, Baton
Rouge General's Pennington Cancer Center is pleased
to be the only hospital and cancer center in the region
offering this hopeful treatment," said Dr. William
Russell, Medical Director, Pennington Cancer Center at
Baton Rouge General.

St. Elizabeth Hospital Recognized
with Gold Seal of Approval™
St. Elizabeth Hospital has earned The Joint
Commission's Gold Seal of Approval™ by demonstrat-
ing compliance with The Joint Commission's national
standards for health care quality and safety. Founded in
1951, The Joint Commission is dedicated to continu-
ously improving the safety and quality of the nation's
health care through voluntary accreditation. The Joint
Commission's on-site survey of St. Elizabeth Hospital
occurred in January. 

Dee LeJeune, St. Elizabeth Hospital President and
CEO, spoke of her pride in team members who contin-
uously do what needs to be done to be accredited by
The Joint Commission. She called the accreditation,
"proof of an organization-wide commitment to provide
quality care on an ongoing basis." 

Baton Rouge General Opens
Behavioral Wellness Center
Baton Rouge General recently held a grand opening
and ribbon cutting for the Behavioral Wellness Center,
an outpatient clinic offering individual and group thera-
py, as well as various classes. The Center is located at
3910 Convention Street. Patients do not have to be
referred by a doctor, but walk-ins are not accepted.
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Some of the class offerings include symptom management,
problem solving, self-awareness, anger management,
stress management, goal setting, life skills, accessing com-
munity resources, health education and wellness, etc.
Through the help of both psychiatrists and social workers,
the Center will welcome patients of all mental health diag-
noses.

Fontenot Named Chair of American
College of Healthcare Executives
Teri Fontenot, President and CEO of Woman’s Hospital, has
been appointed to serve as Chairman of the Chief Executive
Officers Committee of the American College of Healthcare
Executives (ACHE) for the 2010–2011 term. The Chief

Executive Officers Committee is composed of nine CEOs
who are ACHE members and are appointed by the board of
governors. The committee assists ACHE in providing
resources to chief executive officers by: 
• Identifying and addressing the needs of affiliates
• Suggesting and reviewing new programs and services for
affiliates
• Assisting ACHE in the recruitment, advancement and
retention of CEOs
• Providing guidance and counsel to ACHE staff regarding

the professional development needs of chief executive offi-
cers. Fontenot has been the President and CEO of
Woman’s since 1996.

OLOL Physician Selected for
National Catholic Health Board
Richard Vath, MD, FCCP, Vice President of Medical Affairs
for Our Lady of the Lake Regional Medical Center has been
selected to serve a three year term as a trustee on the 

Catholic Health Association Board. The election was held
during the 2010 Catholic Health Assembly in Denver, June
13-15, 2010. The board's role includes developing CHA's
strategic directions, ensuring CHA's fidelity to its mission,
stewarding CHA's resources and performing other gover-
nance activities to support and strengthen the Catholic
health ministry in the United States. CHA's board consists of
23 trustees. 

As a member of the board, Dr. Vath represents the entire
Franciscan Missionaries of Our Lady Health System which
includes Our Lady of the Lake Regional Medical Center in
Baton Rouge, Our Lady of Lourdes in Lafayette, St.
Elizabeth Hospital in Gonzales and St. Francis and St.
Francis North in Monroe.v
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Airport

Baton Rouge
Metropolitan Airport
9430 Jackie Cochran Dr.

Baton Rouge, LA 70807

225.778.1567

www.flybtr.com

Arts

The Dancer's Workshop
Baton Rouge Ballet Theatre
10745 Linkwood Ct.

Baton Rouge, LA 70810

225.766.8379

www.batonrougeballet.org

Attorneys

Breazeale Sachse & Wilson 
One American Pl. # 2300

Baton Rouge, LA 70825

225.387.4000

www.bswllp.com

Jones Walker
201 St. Charles Ave.

New Orleans, LA 70170

504.582.8000

www.JonesWalker.com

Automobiles

Brian Harris BMW
22336 Airline Hwy.

Baton Rouge, LA 70817

888.527.4269

www.brianharrisbmw.com

Billing

Medical Administrative
Associates, LLC
P.O. Box 82110 

Baton Rouge, LA 70884

225.326.5071

medicaladministrativeassociates.com

Medical Management & Billing
10523 N. Oak Hills Pkwy. Ste. B

Baton Rouge, LA 70810

225.769.1786

medicalmanagementandbilling.com

Boating

Murray Yacht Sales, Inc.
7356 West Roadway St.

New Orleans, LA 70124-1650

504.283.2507

www.murrayyachtsales.com

Cleaners

Sunshine Cleaners
16645-A Highland Rd.

Baton Rouge, LA 70810

225.753.4060

www.sunshinecleaners.net

Construction

D. Honoré
Construction, Inc.
383 Highlandia Dr.

Baton Rouge, LA 70810

225.751.3078

www.dhonore.com

Consulting

HealthCare Business
Consulting, Phillip H. Rees
7474 Highland Rd.

Baton Rouge, LA 70808

225.767.9577

www.HCBconsulting.com

Florist

Peregrin's Florist &
Decorative Services, Inc.
8883 Highland Rd.

Baton Rouge, LA 70808

225.761.0888

www.peregrinsflorist.com

Heating & Air Conditioning

Alan Watts Service
7360 Tom Dr.

Baton Rouge, LA 70806-2312

225.924.0487

alanwattsservice.com

Home Health

Personal Homecare Services
6869 Hwy. 84 W.

Ferriday, LA 71334

877.336.8045

www.personalhomecare.net

Hospitals

Children's Hospital
200 Henry Clay Ave.

New Orleans, LA 70115

225.383.9000

www.chnola.org

Woman's Hospital
9050 Airline Hwy.

Baton Rouge, LA 70815

225.924.8655

www.womans.org

Insurance

Blue Cross &
Blue Shield of LA
5525 Reitz Ave.

Baton Rouge, LA 70809

225.295.3307

www.bcbsla.com

LAMMICO
1 Galleria Blvd., Ste. 700

Metairie, LA 70001

800.452.2120

www.lammico.com

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

Imaging

Baton Rouge
Radiology Group
5422 Dijon Dr.

Baton Rouge, LA 70808

225.769.9337

www.brrg.com

Lawn Care

MnM Lawnscape
19061 East Pinnacle Cir.

Baton Rouge, LA 70810

225.328.8116

Medical Equipment

& Service

Majestic Medical Solutions
17424 Airline Hwy. # 12

Prairieville, LA 70769

225.677.9867/866.580.9729

www.majesticms.com

Neuromedical

The Neuromedical Center
10101 Park Rowe Ave.

Baton Rouge, LA 70810

225.769.2200

www.theneuromedicalcenter.com

Non-Profit

American
Heart Association
4962 Florida Blvd. #402

Baton Rouge, LA 70806

225.248.7700

www.americanheart.org

Capital Area United Way
700 Laurel St.

Baton Rouge, LA 70802

225 346-5817

www.cauw.org

Nursing Home

CommCare
Corporation
5550 Thomas Rd.

Baton Rouge, LA 70811

877.277.3859

www.commcare.com

RESOuRCE guidE
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Orthopaedics

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

225.766.0050

www.bjcbr.com

Pharmacy

Gulfcoast Pharmaceutical Spec.

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

Restaurants

Ichiban Sushi
5741 Essen Ln., Baton Rouge, LA 70810

225.767.2288

www.ichibanbr.com

Skilled Nursing Facility

CommCare Corporation
5550 Thomas Rd., Baton Rouge, LA 70811

877.277.3859

www.commcare.com

Storage Units

StorSafe
9242 Barringer Foreman Rd., Baton Rouge, LA 70817

225.753.1176

www.storsafebr.com

Transcription

Medical Administrative Associates, LLC
P.O. Box 82110 

Baton Rouge, LA 70884

225.326.5071

www.medicaladministrativeassociates.com

Wines and Spirits

Calandro's Select Cellars
4142 Government St., Baton Rouge, LA 70806

225.383.7815

12732 Perkins Rd.

Baton Rouge, LA 70810

225.767.6659

www.calandros.com
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