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Excess generally causes reaction, and produces a change in
the opposite direction, whether it be in the seasons, or in indi-
viduals, or in governments. —Plato

I remember in the 90s that everyone I ran into had a marvelous success story about the stock market.
Perhaps you too were trapped at a party while someone droned on about how they just bought JDSU at 14
and now it was at 88. Well the next decade wasn’t much more tolerable during these conversations. You
must remember lines like, “I bought that condo at 80k and sold it for 120k. Am I just like Donald Trump or
what?” Well, I must admit, I’m starting to miss those party conversations.

Here we are now. The pendulum has swung the other way. Now, everywhere you go people are talking
about tightening their belts, where to get the cheapest stuff, do it yourself, and how to hunker down to play
financial defense. The problem with this overreaction is we are now becoming part of the problem.

I know bank lending is still tight and unemployment still higher than our generation is accustomed to see-
ing. But, this is not the time to be running scared. In fact, this is the time to be moving forward. The time is
now to get ahead of the pendulum. This is the exact time to invest. This is the exact time to compete aggres-
sively. 

We are all in this together. If we start cutting back on living, investing, and supporting good businesses, then
we threaten each other’s livelihood and well-being.

I realize some of you and your businesses may not have a choice when it comes to cutting back. Medicare
and Medicaid cuts certainly challenge our ability to feign enough courage. But, I will bet that if you can
muster up some optimism, get ahead of the pendulum, play, compete, and live as you were created to do,
you will reap the rewards.

Stay steady, positive, and flourish. What’s the alternative?

On another note, we will be adding a couple of regular columns to our editorial design. Joining Bill Cassidy,
MD as our Legislative Correspondent and Cindy Munn as our Quality Correspondent, will be DHH Secretary
Bruce Greenstein updating us on DHH initiatives. And members of our Editorial Advisory Board will rotate
in offering their own op-ed column.

I hope you had an enjoyable holiday season and wish you a prosperous 2011.

Letter from the

EDITOR
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n the ever present, anxious dialogue concerning rising healthcare costs, one of the most frequent-
ly mentioned factors is fraud, particularly in the Medicare and Medicaid programs. Estimates are
that fraudulent claims and practices account for 3 to 6 percent of the nation’s healthcare costs.
That doesn’t sound so bad unless you consider that percentage in the context of the billions of dol-



lars we spend on healthcare in this country. Efforts to
shore up both Medicaid and Medicare to cover those loss-
es affect patients, providers, and the healthcare system in
general. Recently, in an effort to crack down on these
staggering losses, the U.S. Department of Health and
Human Services (HHS) and the U.S. Attorney General’s
office created Medicare Fraud Strike Forces in certain
cities where fraud was most rampant. That large cities like
Houston, Los Angeles, and Detroit were targeted sur-
prised nobody. The fact that Baton Rouge was one of the
first to attract the attention of a strike force, however, was
a bit of a shock. 

Bill Root, a special agent with the HHS Office of
the Inspector General (OIG) and a member of the Baton

Rouge Strike Force, acknowledged that people are sur-
prised to find that Baton Rouge was specifically targeted,
but said the selection was completely data driven. And the
data, particularly for claims concerning durable medical
equipment (DME), suggested that something was very
wrong in the heart of Red Stick. 

The data, we are sad to say, was correct. Within
just a few months of operation, the strike force announced
31 indictments of 29 defendants in the Baton Rouge area.
Root, who has been in the area for 23 years, said that rep-
resents more indictments than in the past 20 years com-

bined. The cases involved more than $35 million in fraud-
ulent claims to Medicare. And the strike force is far from
being done, said Root. In fact, it will remain in operation in
Baton Rouge until the data show that the city’s Medicare
claims are more in line with expectations. However there
is a light at the end of the tunnel. 

“In a city the size of Baton Rouge, my personal
experience tells me the strike force will not last as long
here as it’s going to last in Miami, Houston, or Los
Angeles, just based on the raw numbers of providers and
beneficiaries,” said Root. “That problem is going to contin-
ue in those cities longer than I think we can make a real
dent in the fraud problem in Baton Rouge.”

The collaborative nature of the Medicare Fraud

strike forces make them extremely efficient at what they
do. They include teams from the Department of Justice’s
Criminal Division and U.S. Attorney’s offices, the FBI,
Centers for Medicare and Medicaid, and the HHS Office of
the Inspector General. The initial strike forces targeted
South Florida and Los Angeles, but teams now exist in
Houston, Detroit, Brooklyn, and Tampa, with more
planned for the near future. In just three years, these
strike forces have charged more than 810 defendants and
recovered more than $1.9 billion dollars. Strike force coor-
dination and collaboration has accelerated the govern-
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There are a lot of good
patients and a lot of
good providers and
they are very valuable
in directing us to what
direction we should
be looking in to identi-
fy potential fraudulent
providers.-Bill Root



January / February 2011 Issue | Healthcare Journal of Baton Rouge 13

In one convenient location, you’ll find the orthopedic clinic you’ve trusted for over 60 years in a state-of-the-art 
facility that includes on-site diagnostics, outpatient surgery and full rehabilitation services. 

Fracture Treatment
Sports Injuries 

Hand Injuries & Disorders 

Total Joint Replacement 
Spine Injuries & Disorders 

Arthritis & Osteoporosis Treatment

X-Ray & MRI
Bone Density Testing

Foot and Ankle Injuries & Disorders

Make appointments online, easy driving 
directions, physician information & more at:

www.bjcbr.com

Located inside The Orthopedic Center 
at 7301 Hennessy Boulevard, Suite 200

225-766-0050

ment’s response to criminal fraud, decreasing by roughly
half the average time from an investigation’s start to the
case’s prosecution, according to DOJ.

In addition to the money saved by rooting out and
prosecuting fraud perpetrators, the strike forces act as a
deterrent for future fraud. So far, the effect of that deter-
rent has been hard to quantify, but the numbers of fraud
cases have significantly decreased in cities with strike
forces in place. Post-strike force data from Baton Rouge
is currently being compared to pre-strike force numbers,
but Root is certain the presence of the strike force and the
public announcement of indictments are having a deter-
rent effect on would-be bad actors. “I feel very confident
that it’s going to show a tremendous decrease in the num-
bers of DME cases that we are investigating,” said Root. 

While the strike force is mining data on all kinds
of Medicare fraud, it was Baton Rouge’s unusually high
rate of claims for DME such as power wheelchairs that
first caught regulators’ attention. Root explained that
because the Medicare program is set up to help people in
need, it makes it easy for a provider to participate in the
program and to get quick turnaround on reimbursement.
“By doing that, Medicare doesn’t have a chance to actual-
ly screen the claims. They pay them and then we go and



screen and chase the money,” said Root.
“Unfortunately it’s a pay and chase system that
we’re faced with on the law enforcement side.”
DME claims were already given only a cursory
review before being paid, so were an easy tar-
get for scammers. Then, when hurricanes
Katrina and Rita hit the Gulf South, Medicare
further expedited those claims to replace chairs
lost or damaged in the storms. Even the mini-
mal review fell by the wayside in an effort to get
people their equipment quickly. With so many
people displaced and addresses and health
records difficult to verify in the years following
Katrina, the opportunities for fraud were rife.

So how exactly does the strike force
work? Generally a fraud investigation is
launched based on aberrant data or on a report
from a whistleblower. The first step, said Root,
is to go interview the beneficiaries to make sure
the care or the equipment was actually deliv-
ered. Investigators will also make sure patients
received the same equipment for which
Medicare was billed. Often providers will bill
Medicare for a higher end chair than the patient
received in order to boost their profit margin.

A Compliance

Program Can Help

Fight Fraud

Establishing and following a compliance program
can help physicians avoid fraudulent activities and
ensure that they are submitting true and accurate
claims. The following seven components provide a
solid basis upon which a physician practice can
create a voluntary compliance program: 

• Conduct internal monitoring and auditing. 

• Implement compliance and practice standards.

• Designate a compliance officer or contact.

• Conduct appropriate training and education.

• Respond appropriately to detected offenses
and develop corrective action. 

• Develop open lines of communication with
employees. 

• Enforce disciplinary standards through
well-publicized guidelines.

With the passage of the Patient Protection
and Affordable Care Act of 2010, physicians
who treat Medicare and Medicaid beneficiar-
ies will be required to establish a compliance
program.

For more information on compliance pro-
grams for physicians, see OIG’s
“Compliance Program Guidance for
Individual and Small Group Physician
Practices” available at http://oig.hhs.gov/
authorities/docs/physician.pdf.
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Investigators also evaluate whether the equipment
was truly medically necessary. “If I come to your
house and you are not finished with your six-mile
morning run, well that’s a pretty good clue you did-
n’t qualify for that power wheelchair,” said Root.
The next step is to visit the beneficiary’s primary
care physician to check if the chair was medically
required and if it was actually prescribed by that
physician. Sometimes there is a second physician
who wrote the referral or prescribed the treatment
or equipment, but in many fraud cases, that physi-
cian never evaluated the patient in person. Instead
the physician is being remunerated by the DME
provider for providing the fraudulent prescriptions. 

Root said there are also several instances
where the item or service in the claim is never
delivered. A claim for a wheelchair is submitted to
Medicare, but the patient listed didn’t actually
receive one. Fraudulent providers count on mini-
mal oversight to reap pure profit. Root indicated
that there is also a tremendous markup in the
prices Medicare pays for the wheelchair versus
what the medical equipment companies can get
the chair for. The markup covers differences in
quality and sometimes an included maintenance
plan. “Unfortunately for these patients they get
these chairs from these disreputable equipment
dealers and when they need some service they
can’t find anybody to help them,” said Root.

Before the practice attracted the scrutiny
of these strike forces, the minimal risk to providers
was worth it in exchange for easy profits. However,
the increased focus on fraud at the federal level
appears to be working to weed out the bad actors.
In 2009, the DOJ reported that nationally, criminal
healthcare fraud charges were filed against more
than 800 defendants and 583 criminal convictions
were secured. There were 886 new civil health
care fraud investigations and 337 civil administra-
tive actions against individuals or organizations.
More than $2.5 billion was recovered in criminal,
civil, and administrative actions.

While most fraud cases are initiated based
on discrepancies in data, whistleblowers are anoth-
er important part of the anti-fraud effort.
Whistleblowers can be the patients themselves or
their family members, other providers, or employ-
ees. “The beneficiaries are a valuable resource to
us as well as the other providers in the medical
community,” said Root. “There are a lot of good
patients and a lot of good providers and they are
very valuable in directing us to what direction we
should be looking in to identify potential fraudulent
providers.” In an effort to encourage whistleblowers
HHS has increased educational efforts for both
beneficiaries and providers to explain what consti-
tutes fraud and how to report it. One of the primary



efforts has been the Senior Medicare Patrol where
Medicare beneficiaries are urged to report any discrepan-
cies they notice. The Baton Rouge strike force meets with
this group regularly to disseminate fraud, waste, and
abuse information to the Medicare community and to
make sure they know who to call. 

Providers are also being educated on how to
recognize and avoid fraud. Anyone who has ever filled
out a Medicare claim knows that the potential for error is
high. Making a mistake is not fraud, but submitting a
claim that you know or should know is incorrect is, even
if you have no intent to defraud the government. Some of
these cases are resolved as waste or abuse, which carry
their own penalties, but  OIG opens each of its cases as
a criminal investigation, especially those involving these
strike force investigations, said Root. “If there truly is no
intent to defraud that can be proven then it could be han-
dled either by a civil action or an administrative action,”
said Root. “There are billing errors. Not everything is
fraud. If it was just abuse or neglect, just a plain out error,
then we will handle it administratively or civilly with a fine.”
While the fine beats a criminal charge, it can still be quite
hefty. Even without intent to defraud, submitting false
claims can result in penalties up to three times the pro-
gram’s loss plus up to $11,000 per false claim. 

However, for those convicted of fraud, the con-
sequences are much worse. For example, physicians
submitting false claims in exchange for kickbacks face
fines of up to $50,000 per kickback, plus penalties of
three times the amount of the kickback, possible jail time,
and administrative sanctions. In addition, convicted

providers can no longer participate in Medicare. For
some providers, such as DME and home health
providers, Medicare is often their primary source of
income. Exclusions can range from a minimum of five
years to a permanent ban. In addition, reputable
providers may not do business with those convicted of
Medicare fraud. “That’s the right thing to do,” said Root.
“If you get caught cheating the system why should you
get to participate in the system? I think most of the med-
ical community agrees with that.” In addition, state law
allows the Secretary of the Department of Health and
Hospitals to terminate provider agreements immediately
and without written notice if a health care provider is the
subject of a sanction or of a criminal, civil or departmen-

tal proceeding. Several Medicaid provider agreements
were summarily terminated by the Louisiana DHH last
year when providers were convicted of Medicare fraud.

In its latest effort to educate providers OIG
decided to reach out to physicians while they are still in
medical school. The office recently published a brochure
for medical students outlining the pitfalls of Medicare and
Medicaid fraud and how to avoid it. The brochure, “A
Roadmap for New Physicians” explains the various
statutes to which providers are subject as well as the var-
ious temptations and inducements they may encounter
from colleagues, equipment companies, and pharmaceu-
tical reps. The brochure acknowledges that some of the
lines can get blurry and advises students to get profes-
sional guidance on decisions that could draw scrutiny.
The roadmap also urges physicians to self report if erro-
neous or fraudulent claims have been made. It’s not an
amnesty program; penalties will still be incurred, but the
consequences are significantly less than if a federal
investigation is initiated as a result of a discrepancy or a
whistleblower report. 

Gone are the days of hoping CMS won’t notice if
a claim is a little off. In the Spring of 2009, concerned
about the continued solvency of Medicare in the wake of
staggering numbers lost to fraud, Health and Human
Services (HHS) Secretary Kathleen Sebelius and
Attorney General Eric Holder announced a new initiative
aimed at combating healthcare fraud. The Health Care
Fraud Prevention and Enforcement Action Team, dubbed
HEAT, was designed to increase collaborative efforts to
combat fraud, waste, and abuse and to crack down on

fraud perpetrators. Not only has HEAT boosted the range
and efficiency of the strike forces, but the Patient
Protection and Affordable Care Act of 2010 will assist in
those efforts. The act calls for additional agents to inves-
tigate fraud starting this year. The act also enhances data
sharing between federal agencies and strengthens civil
and monetary penalties for fraud cases. In addition, in
2013, vendors and providers will have to publicly report
all gifts and incentives given to physicians. 

Root said his office considers physicians as the
true gatekeepers of the Medicare program. “The physi-
cians determine who gets what services and who gets
what products,” he said. “We need the physicians to be
more careful as to the services and products they do pre-

Unfortunately it’s a pay and chase
system that we’re faced with on
the law enforcement side. -Bill Root
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scribe and to report any violations or suspicions of fraud-
ulent activity to our office.” He added that the rest of the
medical community sees just as much and they can also
take it upon themselves to reach out and notify his office
of any suspicious or fraudulent activity that they are
aware of. “I believe the medical community does a lot
already, but could do even more to help clean up the
fraud, waste, and abuse in the healthcare programs,”
said Root. 

Have questions? Need to report fraud? You can
contact the local OIG office at 1-800-447-8477 or 225-
298-5441 or you can find more information at
http://www.stopmedicarefraud.gov/. v

Sources: Russo, Tracy, “HEAT: A Year of Tackling Health Care Fraud,” The
Justice Blog, U.S. Department of Justice, http://blogs.usdoj.gov/
blog/archives/934; “A Roadmap for New Physicians: Avoiding Medicare and
Medicaid Fraud & Abuse” U.S. Department of Health & Human Services,
Office of the Inspector General; “Annual Report for Fiscal Year 2009,” Health
Care Fraud and Abuse Control Program, Department of Health & Human
Services and The Department of Justice, May 2010
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here’s something hap-
pening here. What it is
ain’t exactly clear.”
Those words from a

1960’s protest song may be the
perfect way to describe a move-
ment that’s afoot in Baton Rouge.
You might not have seen it, you
might not have heard about it, but
you have surely seen the results
of the Mayor’s Healthy BR
Initiative. If you say, “The what?”

you are not alone. There hasn’t been a lot of fanfare, and
most of what has been accomplished has been done with
existing resources. Those resources have just been
brought together in new ways to wage a war against obe-
sity and poor health statistics in our city. 

Mayor Melvin “Kip” Holden first came up with the idea for
the Healthy BR initiative back in 2005, but it got off to a
slow start due to Katrina and Rita and their aftermath. The
mayor’s 2005 Transition Committee Report identified
health as one of the three major factors that impacted the
quality of life in the city and outlined the challenges and
opportunities that existed in that area. Among those chal-
lenges were the distance from a Level 1 trauma center for
most of Louisiana’s citizens, the high number of Baton
Rouge citizens that were uninsured, and the fact that 70%
of Baton Rouge public school students were living in
poverty. The mayor was also concerned about the low per-
centage of physicians actively participating in Medicaid
and Baton Rouge’s national top ten ranking for the number
of new HIV cases. The encouraging news was that the city
was also blessed with an abundance of healthcare
resources to tackle those problems. 

“We said, okay we have all of these different problems, but
what are the opportunities?” said Holden. “We need critical
care in Baton Rouge, we need to promote the regional
hospitals and the care they provide, we want to promote
LSU School of Medicine, Pennington, more healthcare in
schools, and try to develop a coalition and framework to
take care of a lot of children.” It was decided the city need-
ed its own group to take care of these issues, initially with
a particular focus on children. Holden and his advisors
came up with the idea of Healthy Baton Rouge—a coali-
tion of citizens, healthcare leaders, policymakers, and
business leaders committed to addressing the city’s chal-

lenges. The mayor tapped Coletta Barrett, Vice President
of Mission for Our Lady of the Lake, to help lead the way
and get the major players to the table.

Barrett might not be what you think of as an underground
operative, yet she clearly enjoys the stealthiness of this
movement, the fact that things are getting done, changes
are being made, without a lot of hoopla or splash. Partners
in the Healthy BR initiative include all the major hospitals,
EMS, Pennington Biomedical Research Center, Blue
Cross and Blue Shield of Louisiana, BREC, BREADA, LSU
Ag Center, Southern Ag Center, and many more. Some of
the partners are in direct competition with each other or
have clashed with each other in the past, but at this table
they all share a goal—to join forces and resources to get
Baton Rouge eating better, moving more, and getting bet-
ter healthcare. Through Collaboration, Connections, and
Communications, the program’s catchwords, major initia-
tives have been launched which, for the most part, utilize
services and facilities that were already in place. “We did
evidence-based research with other cities that have
National League of Cities programs, other cities that have
been identified as being healthy communities,” said
Barrett. “We pulled together a core group of people who
started meeting and planning. We looked at what other
cities did as a plan and asked ‘Do you think we can do
this?’” She found that with bringing different people to the
table, cooperating in new ways, in almost every instance
they could. 

When the question arose about whether we could increase
the amount of bike paths in the city, Bill Palmer with BREC
was already at the table, said Barrett, and they agreed,
“‘Sure we can do that.’” When a discussion arose about
getting healthier food in the schools, Pam Romero with the
Obesity Council was there. “We’ve just got people that are
already doing things to say how can we work better collec-
tively?” said Barrett, who added that bringing different par-
ties into the same conversation can also yield unanticipat-
ed results. At one meeting someone commented that it
was a shame that Medicaid recipients couldn’t use
Medicaid dollars to purchase fresh fruits and vegetables at
the Baton Rouge Farmer’s Market. BREADA was at that
meeting and quickly saw that this was taken care of. 

While some of the accomplishments have been the result
of serendipity, others have been major and have involved
a little more planning. Among the more significant initia-
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tives that have come about as a result of Healthy BR and its
partners are:

• Telemedicine in Ambulances. The mayor witnessed this
technology in use in Israel and insisted it be implemented
here. Through telemedicine, Baton Rouge EMS can now be
linked with every major hospital in the city so that the hospital
physician can see the patient and have access to real time
information while the ambulance is still out in the field. The
right treatment can begin much sooner that way. Holden said
the cameras are mobile enough that, if requested, the doctor
can even see the point of impact in a vehicle accident rather
than rely on a description from paramedics.

• Medline BR. Funded by a grant, Medline BR is similar to the
afterhours help lines manned by nurses that most hospitals
and insurance companies offer, but expands upon the con-
cept. Callers to Medline BR, an enhanced version of OLOL’s
LakeLine Direct, can not only get answers to medical ques-
tions and advice on whether they need medical treatment, but
they can also receive assistance in finding a doctor and get-
ting an appointment. Medline BR operators will call and make
an appointment, suggest transportation options, and also fol-
low-up to see if the appointment was kept and if not, why?
Faith-based organizations are being approached to help
spread awareness about this resource. In addition, cards with

the Medline BR number will soon be posted in area hotel
rooms so visitors to the city will have a resource should they
become ill. 

• Channel 21. Launched in 2010, this channel features
monthly 30-minute educational seminars on health topics
such as nutrition, immunization, water safety, flu prevention,
etc. offered by area physicians. This free, community educa-
tion is accessible to anyone with a television. Channel 21 is
also being used to promote the availability of Medline BR and
to advertise other health-related events in the community
such as screenings.

• Mayor’s Fun Runs and Bike Rides. Every year the mayor
goes public and personal with his drive to get families moving
more by hosting a fun run, 5K, and 10K run. He also holds a
Family Bike Ride. Last fall Healthy BR also collaborated with
YMCAs around the city to host a family game night. Free and
open to the public, families participated in a giant board game.
A roll of the die required everyone in that pod to do a physical
activity, such as ten jumping jacks, before moving around the
board. It offered an opportunity for families to be more active
together while having fun and without requiring any special
equipment. 

• Increased Miles of Bike Paths. Through the Healthy BR ini-
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tiative many more miles of bike paths have been added
around the city. The mayor is also pursuing his goal with the
Pontchartrain Basin Foundation to build a bike path from
Baton Rouge to New Orleans. 

• Combined Calendar for Hospitals. All of the hospitals
have shared their community health calendars in one loca-
tion. Barrett indicated that one of the biggest challenges hos-
pitals have is that they are called by all kinds of groups to
come and do health fairs or screenings. “Every one of us can’t
do it all, but collectively we can do a whole lot better,” she
said. The idea is that by putting them all out there in one
place, people can be directed to the one most convenient for
them or for their group.  

While the initiative focuses on getting all members of the com-
munity to eat better and move more, the mayor confesses
that his primary attention is on children. He is determined to
improve the quality of life the city’s children experience. He is
very focused on improving their nutrition and exercise habits
and advocates for increased health screenings and expand-
ed school-based care. He said that in years past his New
Year’s resolutions were always about him, but now he
resolves each year to save a child. He is convinced that the
Healthy BR initiative is the way to do that and he is far from
satisfied with what he has accomplished so far. He is certain

that Baton Rouge will be the city that others will eventually
emulate in terms of community health.

“We’ve not done a press conference, we’ve not done anything
to highlight this, because that’s not what it’s about,” said
Barrett. “It’s about the partners that are around the table, the
work that they are doing, and how can we move things even
faster, further within Baton Rouge to make us a healthier com-
munity. The reason I bring it forward is not to highlight the ini-
tiative, but the partners in the group that are doing these phe-
nomenal things to make us a healthier community. We’re
behind the scenes trying to push and make it happen. We’re
asking questions, raising awareness, educating the popula-
tion, connecting them with resources, and making a differ-
ence.”

To this point, the Healthy BR initiative has been somewhat
unstructured. However the group has applied for 501c3 non-
profit status. “For this to be sustainable over time, it has to be
more than just a group of people that have come together try-
ing to do things,” said Barrett. “It’s got to have a structure to
it; it’s got to have processes within it.” The Baton Rouge Area
Foundation which currently facilitates the Healthy BR meet-
ings will act as a fiscal intermediary. The non-profit’s first
donation is sitting in Barrett’s office waiting for a place to go.
“CVT had a wellness run in the spring and donated the pro-
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ceeds to the mayor’s Healthy City initiatives,” said Barrett. “It
forced us to look at becoming something more than a loose
coalition of people so now we’re going to be a structured
coalition of people who just want to do good.” 

There are three different structures within the mayor’s
healthy cities initiative said Barrett: Healthy BR, which is
about healthier eating and more active lifestyle; Medline BR,
which is about access to care and outcomes and population
health, and is the newest evolution; and an innovation sec-
tion, which is about the research around childhood obesity.

This month Healthy BR begins a new planning cycle with
increased emphasis on childhood obesity—an issue the
mayor is passionate about. He has met with other mayors
and the First Lady on what needs to be done to combat this
epidemic in our cities and in our nation. “In Louisiana in gen-
eral, about 30% of the people are rated as being obese,” said
Holden. “Kids as young as 13 are having heart attacks. We
recognized that obesity was the link between all these differ-
ent things. We started to push for high blood pressure and
diabetes screenings, because each of those led to another
subset of illnesses.” Holden said the groups that stepped up
to help tackle obesity are a virtual Who’s Who in Baton
Rouge, including Blue Cross and Blue Shield, Pennington,
LSU and Southern Ag Centers, BRCC, and the local hospi-

tals. “The amazing thing is that for two years all of these peo-
ple have volunteered their time and we have worked on a lot
of things,” said Holden.  Emily Patrick, a City Hall Fellow
assigned to the Mayor’s Office, has secured a capacity build-
ing grant from the National League of Cities for childhood
obesity. Baton Rouge is one of four cities selected by the
National League of Cities to participate in a program to curb
childhood obesity. While the city’s high rate of childhood obe-
sity contributed to that selection, Holden said the energy and
enthusiasm behind the Healthy BR Initiative was another
important driver. Funding from the Robert Wood Johnson
Foundation will provide for technical assistance to develop
strategies for Baton Rouge that can be applied to cities
across the nation. 

One of the latest developments in the mayor’s fight against
childhood obesity is a recently announced partnership with
the Links, Inc. a national woman’s service organization dedi-
cated to improving the quality of life for African American fam-
ilies. The national office of the Links has made childhood
obesity prevention its major focus for the upcoming year, said
Holden. The Baton Rouge and La Capitale chapters will be
partnering with Healthy BR to provide increased education on
nutrition and physical activity, support for community gardens
and farmer’s markets, promotion of the use of parks and
recreational facilities, and encouraging utilization of free
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all you need is

www.BRGeneral.org/Baby

To find out who’s delivering at 
Baton Rouge General, visit our website!
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health screenings. “That sets the stage for the Links
to now tell other chapters around America that,
‘Here’s what we’ve done in our city—you should try a
similar relationship,’” said Holden.

While the mayor’s current focus is primarily on prop-
er nutrition and physical activity for children, he does
plan to increase focus on community gardens and
healthy eating for families. He also plans to do more
with Alzheimer’s, with the speech and hearing foun-
dation, and with children with disabilities. He also
urges healthcare workers to increase free health
screenings for children to uncover illnesses like dia-
betes earlier. Also, while he is proud of the collabora-
tion he has witnessed among Healthy BR partners,
he wants to take that further, developing a general
campaign to promote Baton Rouge as a top city for
medical care and highlighting all of its resources. “We
have too many good things that we are doing that
people need to know about so they don’t have to go
searching all over the place,” said Holden. Barrett
agreed, emphasizing that the healthcare community
also needs to know that this effort is out there to con-
nect resources that currently exist with people who
need access to those services. See how you can
help at www.healthybr.com. v





ruce Greenstein began his role as
Secretary of the Louisiana Department
of Health and Hospitals last fall. He has

extensive experience in the healthcare
field, having worked in both the private and

public sector. On the state level, Greenstein
worked for Governor Lawton Chiles in Florida,
leading the design and administration of health-
care programs. On the federal level, he served
as Associate Regional Administrator and
Director of Waivers and Demonstrations in the
U.S. Department of Health and Human Services
(HHS), where he oversaw the state Medicaid
programs and led the federal government’s
Medicaid state reform efforts. Most recently, he
served as the managing director of worldwide
health for Microsoft Corp. in Seattle. Greenstein
enjoys combining his technological knowledge
and healthcare experience in his role as DHH
Secretary.
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Smith W. Hartley:  First of all welcome. We
are glad you are in Louisiana and hope things
are going well for you. We’d like to know, as
an outsider coming in to a charity hospital
system, what is your impression and where
do you see the future of this system?

Bruce Greenstein: I grew up a fair amount of
my life in the South so it’s not an exotic thing to
move here. It’s just great. I’m happy to be back
in the South actually. I often tell people when
they say, “Why did you take this job?” I have to
say that the people, the weather, and the food
are so compelling to be here. And I’m closer to
family as well. It’s been great. I am having a
great time. 

So the charity hospital system. Many people that
I talk to here believe that what we have is a
unique situation and there’s nothing else like it.
However, when I think about health systems that
I worked with around the country I think about
other publicly owned hospital systems and I think
about large systems like Cook County or L.A.
County that are very similar to our system here.
I think about where a public hospital and hospital
system has really grown and produced a very
high end and vertically integrated health system
and I think there are lots of models that we can
pursue. So if you think about Boston Medical
Center in Boston, Denver Health in Denver, you
see where hospitals have really captured a big-
ger market share. They’ve done ancillary health-
care functions like running a health plan. They
have many clinics in the community. They have
their teaching facilities so they have residency
programs, which are essential to where they are
at. They are owned and operated by government
so it’s typically a department of public health,
which will have the ownership status, and then
they will be run independently underneath that
umbrella. And they often will innovate because
they have some of the brightest students, they
are associated with the university, they have
budgets to do research. Part of their mission is to
do research, and their most important mission is
to be the safety net for the community. 

We have that perfect arrangement here. If you
go to some of the smaller charity hospitals in our
state you see one type of operation. Then if you
go, say to Shreveport, you see another type of
operation. And I think to some extent we’re, as a
state, trying to figure out exactly what we want
the charity hospital system to be. There’s a lot of
history and legacy that drives the identity of the
charity hospital system, but as time goes on, the
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top performers in the charity hospital system are
doing better and better and better and I think I
can use the Shreveport hospital as an example
of a hospital that I’d compare with any other hos-
pital in terms of their quality of physicians, their
medical acumen, and the outcomes they are pro-
ducing. 

Where does the challenge lie? Well, in 2014 in a
post healthcare reform world, where we have
very few people without insurance, which have
been the traditional customer base for the chari-
ty hospitals, then things get a little more uncer-
tain. I have spent a lot of time thinking about
these issues and talking with charity hospital and
LSU people about this. What do we envision that
world to look like? How do we prepare the sys-
tem basically to compete in a post-reform world?
And I don’t have the answer today, but it’s some-
thing I spend a lot of time thinking about. 

You can go in two directions. You can put your
head in the sand and say we’re part of the char-
ity hospital system, we’re always going to have
the state to fund all of our costs and this is just
how we run. Or, you could make the turn and say
we look at other systems like Denver Health and
BMC as examples. We need to diversify our port-
folio of what we produce in our health system,
whether it’s more community care, more medical
home models, more managing care, and then
being a part of networks and being attractive to
people with private health insurance and with
other forms of health insurance. So that’s going
to be our challenge. 

SWH:  It seems like with reform the charity
model just goes away. If everybody has insur-
ance there’s no need for a charity type of sys-
tem. Is that correct? Maybe you could have a
LSU-run system, but not necessarily a charity
type system. 

Bruce Greenstein: I view them as one and the
same. It’s basically that we have hospitals that
are based in our communities. And whether it is
a for-profit hospital or an LSU hospital they have
most of the same components and operations,
and really most of the same mission. Except
charity hospitals have the mission of providing
healthcare for those without insurance and as a
safety net hospital. The important part is that if
people don’t have health insurance they are
going to go to charity hospital. If they do have
health insurance are they going to not go to char-
ity hospital? That’s the key question for the future
of the charity health system.



SWH:  Right. I think currently if you have health
insurance you are not going to and if you don’t
have insurance you probably won’t go there any-
way. You’ll probably show up at the emergency
room of another hospital, a private hospital. 

Bruce Greenstein: Well the private hospitals’ uncom-
pensated care load is basically, for most hospitals
around the state, four or five percent. So they are get-
ting some, but they are not getting inundated. We still
have high usage of charity hospitals. But you are real-
ly going in the right direction. This is really where the
big decisions have to be made going forward. That’s
where transformation has to take place. Building cen-
ters of excellence, building a strong base for commu-
nity care with the medical home, thinking about the
future of medicine–whether it’s proteomics and
genomics, having excellent cancer care –we have the
ability to morph the system over time and work in con-
cert with private hospitals. This shouldn’t be a canni-
balization, it should be a crow in the pie. That’s the
success mix going forward.

SWH:  With regard to our coordinated care net-
works, as you look at it now what do you see as
some of the problems and the direction that you
think we’ll go as you look at other models around
the country?

Bruce Greenstein: I would characterize the problems
as process rather than the plan. What we need to do
more of is to talk about it, to educate more about it, to
be more transparent about it, and to have more oppor-
tunities for input about it. Given that, we are open to
make changes for sure. I view the previous CCN pro-
posal as a platform to work on. There are lots of points
that made our providers around the state and legisla-
tors uncomfortable. Some of those include uncertainty
about payment. Is it a Medicaid rate? Is it going to be
lower than the Medicaid rate? How do we know? I want
to address that. There are some questions about how
quickly would providers get paid? I want to fix that. We
have some questions about are these plans going to
take money and how will they invest it back into the
system? I want to be sure that we get our robust care
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management, that we have a base of operations where
the people that are doing the work to manage health
and promote wellness and manage disease are here.
So those are the kind of concerns that we are hearing
a lot of. What’s nice is we are about to embark on a
statewide tour, doing forums in every region of the
state. I expect that we are going to have a lot of inter-
ested people that want to share their thoughts with us
and help us see the best way to go about doing this. 

We are about number 41 in the number of states doing
some type of managing care. And at the very beginning
I have to say we have a couple of choices to make. We
can continue to do Medicaid in a completely unman-
aged way like it was the late 60s or we can manage our
care. If our primary concern is getting better health out-
comes we need to manage care. Once you decide to
manage care you can do it in a couple of different
ways. There are some models that do a very light
degree of management and have a lot of people work-
ing on managing it. We don’t think that’s the best way
for our state to do it. We’re watching other states
around us like Georgia, South Carolina, Mississippi,
and Texas, our neighbors that are moving forward with
plans. Our people are working closely with their people
to learn more about what they are doing and why they
have made those decisions. And they are pretty illus-
trative for us for understanding how states make deci-
sions moving forward on this. 

SWH:  Are we satisfied with the amount of
providers we have participating in Medicaid? Do
we have enough specialists, enough primary care
physicians currently in the Medicaid system and
do we project that when we go to more of a man-
aged model, that we’ll be able to satisfy the net-
work a little better?

Bruce Greenstein: I think we will have adequacy
within the network. In fact, part of the goal is to empha-
size greater engagement among primary care physi-
cians and lessen the need for the balance to specialty
physicians. And the shift takes place in kind of a virtu-
ous way because it’s what we talk about all the time
that should happen. We should have less use of the
emergency department and more use of primary care.
When I go out and talk to our primary care physicians,
particularly those that have the biggest Medicaid book
of business, the pediatricians, they are very engaged
with this population and very interested in how to be
more engaged with managing the care of their patients.
There is a great deal of uncertainty and they have anx-
iety because they want to have more answers and we
are working closely with them to satisfy that.

The shift is going to be in a few places. This is what the
national literature suggests and it also works well
because our utilization data would support this being
able to happen. You reduce the amount of emergency
department usage. There is good data that shows what
the top ten reasons for presentation in the ED are and
they are things that could by and large be treated in the
primary care physician’s office. The next is to reduce
the amount of rehospitalizations because we don’t
have a good enough system for follow-up care after
discharge. And then to reduce the amount of what we
call unnecessary hospitalizations. And the last piece I
just mentioned—to correct balance between primary
care and specialty care to emphasize more primary
care. We have above average usage in those places. If
we switch that we get better outcomes, we have sav-
ings, and people are generally happier to get care clos-
er to their community. 

SWH:  I guess I can see how we get better out-
comes and more savings, but is there a cost to
providers that they will probably in some form or
fashion receive less than the traditional Medicaid
that they’ve received? 

Bruce Greenstein: Let’s play it out. On a price basis,
no. In fact evidence suggests that successful plans
from other states pay their primary care physicians
more under their arrangement because they rely more
heavily upon primary care physicians. Hospitals don’t
get paid less on the price basis, but there ought to be
a reduction in the demand for those services. So we
will see utilization start to, instead of continue to go up,
hopefully creep down. That’s where the savings occur.
But if you talk to hospitals, hospitals want to protect
the price. I know it’s price and utilization, but if 
you say you are going to get a little less traffic 
from Medicaid patients that might not be a bad thing. 

SWH:  Less traffic because essentially they lose
money on Medicaid patients. 

Bruce Greenstein: Yes, they just don’t want to lose
more. Lose less because of utilization. Don’t lose more
due to price. I see eye to eye with them on that. I
agree. 

SWH:  Do the LSU hospital systems get paid more
than the non-LSU hospital systems with Medicaid?

Bruce Greenstein: Yes, their prices are based on a
cost ratio and so the combination of Medicaid and DSH
will come out to be more than what a private hospital
gets. 
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SWH:  With closing Earl K. Long in Baton Rouge
and moving patients to FMOL will that payment
move with them? 

Bruce Greenstein: It’s not a direct carryover. But
there is some enhancement to FMOL for taking over
the role of Earl K. Long. The cooperative endeavor
agreement with Our Lady of the Lake calls for payment
to the Lake to be 95% of Medicaid costs and 100 % of
UCC.

SWH:  We expect a reduction in DSH funds in the
future under healthcare reform. What does that
mean to Louisiana? 

Bruce Greenstein: That gets back to your first ques-
tion about how charity hospitals work. I can’t really talk
about it in an isolated way because it’s all part of a sys-
tem. We need to move the whole system forward. The
important thing is we don’t eliminate DSH and we don’t
today spend all of our DSH, so we still have, I would-
n’t even call it wiggle room, so there’s adequate room
to maneuver. There’s adequate time to plan and to be
strategic about how we want to see our system move

forward. And it’s important that we do a lot of heavy lift-
ing with our thinking and our planning soon to make
sure we don’t end up getting caught in a situation
where we end up moving costs from DSH payments
onto state general fund payments, which would be dis-
astrous for our budget. 

SWH:  In light of where we are with our budget
what’s your opinion on the New Orleans charity
system and do you think that even with closing
Earl K. Long are all these plans we’ve had in place
still viable? What’s your opinion on where we
should go? 

Bruce Greenstein: We should definitely build a new,
state-of-the-art hospital in New Orleans. We have one-
time funding that is a blessing. It’s a consequence of a
very unfortunate series of incidents from Katrina.
There’s a lot of money that’s waiting for the hospital to
be used. So we are at a moment in time where we
have to think about what we want that hospital to stand
for. It’s not good enough just to build a 1990s general
hospital. It’s important that we have an infrastructure
to be teaching medical residents that are by and large
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going to stay in the state. We have a high retention
rate for the physicians that we train through the LSU
system. It’s important that we have a state-of-the-
art teaching facility. It’s important that we be forward
looking in what we want this hospital to be. Today
it’s very common for patients to go to Texas to get
care, to Birmingham to get care. We have the
opportunity to build a hospital for the future of med-
icine. Not looking back, but looking forward. And I
mentioned proteomics and genomics and advanced
cancer care and state-of-the-art teaching. We need
to do traditional medicine to take care of our popu-
lation as well, but this is a pivotal time. You don’t
often get the chance to build an academic medical
center. To do it today with utilization of health infor-
mation technology, and looking ahead to what the
future of medicine is, gives not only that hospital
and that community a chance to have an anchor for
certain things that people will travel to, but it will
increase the pie of healthcare dollars coming in.
Because we will attract people from outside the
state. But it’s also how we modernize our healthcare
system by producing physicians trained in those
specialties or in more primary care, whatever it is
that we decide for emphasis. And those people gen-
erally end up staying in our state. 

SWH:  So in your first couple of months, what’s
been your impression in this new role?

Bruce Greenstein: I love it. This job has been, in
the short time I’ve been here, the best job I have
ever had in my life. Every day that I come to work I
feel privileged to be able to have some role in our
healthcare system and running our state govern-
ment the way we do. It’s a bit intimidating at times
having a boss who himself had this job and who is
by almost everyone’s estimation the brightest
healthcare governor in the country. And on top of
that we have some serious budget problems. But
this is a pivotal time in our state’s history as well.
There’s so much change in the healthcare world.
We have to figure out how to make all of the
changes that are happening, both in our state and
outside of our state, fit for our state’s needs. We’re
going to do healthcare reform here. It’s going to be
Louisiana healthcare reform. When we implement
elements of national healthcare reform it’s going to
be Louisiana-style.

Again, I just feel privileged. I am working as
hard as I have ever worked in my life at any job. It’s
been a crazy schedule, but I finally have my family
here, I’m no longer homeless, I live in a house, I can
start eating food that isn’t bought over the counter,
and I’m looking forward to having a great life here.
So far so good. I enjoy the people and the food and
the weather and it’s been great. v



by: Philip Gatto

Heart Health



hat do Dee Lejeune, Dionne Viator, Bill Holman, and Dr. Rani
Whitfield have in common? They are all healthcare leaders in our

community. They have all been featured in the pages of Healthcare
Journal of Baton Rouge. And, they have each stepped up to take a

very personal part in the American Heart Association’s Go Red for
Women Campaign–along with several others you might recognize.

Each is a crimson clad member of the Circle of Red or the Red Tie
Society, two local groups that support the mission of the national cam-
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paign, which is increasing awareness of heart disease—
the leading cause of death for women—and inspiring
women to take charge of their heart health. 

About three years ago, a small group of women formed
the Circle of Red in support of the Go Red for Women
movement. These women are those who have the influ-
ence and resources to support Go Red for Women
through a personal gift of $1000 to the AHA for research
and education. However, their contribution goes far
beyond financial support. Each of them works as an advo-
cate for the cause and helps to position the movement as
making a difference in our community. Their status and
roles in our community make them uniquely suited for

those tasks, particularly those working in the healthcare
field. 

The circle is constantly widening, but current members
include: Rhonda Baird, Coletta Barrett, Vicki Brooks,
Kathryn Champagne, Tandra Davison, Joyce Dennis,
Danielle Dubreuil, Donna Fraiche, Kristie Genzer, Patty
Graham, Lisa Guenard, Suzanne Gueydan, Sabrina
Heltz, Sandra Holub, Rhoda Jordan, Danielle Kelley, Dee
LeJeune, Debra Lockwood, Kelli Mendoza, Debra Neill,
Tereasa Olinde, Olive Salemi, Dr. Kenyatta Shamlin, Dr.
Tasha Shamlin, Marlene Sheely, Susan Shepherd,
Denise Smith, Terrie Sterling, Gina Tarajano, Evelyn
Tellis, Pam Tremblay, Dionne Viator, and Allison Young.
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Inspired by the success of the woman’s group and feel-
ing a need to get involved for the sake of the women in
their lives, the Red Tie Society was launched just last
year. AHA’s Paula Dawson approached Baton Rouge
General’s Bill Holman about a similar group in Florida
and sought his input on whether it made sense for our
area. Holman did not need much convincing. He had
already been involved with the American Heart
Association for several years and had a family history of
heart disease and stroke. He invited several business
and healthcare leaders to an event at a local golf range,
pitched the idea, and the Red Tie Society was born.
Like the women, members make a $1000 contribution
and pledge their support to the Go Red campaign. They
receive a red tie to wear in recognition of their commit-
ment. Current members include: Timothy Barfield, Dr.
Jay Brooks, George Bucher, Jimmy Dawson, Dr.
Joseph Griffin, Smith Hartley, Bill Holman, Brian Low,
Scott McKnight, Dr. Douglas Mendoza, Dr. Andrew
Olinde, Dr. Byron Rome, Dr. Albert Sam, Dr. Carl
Sheely, Jeff Sirk, Dr. Rani Whitfield, and Dr. Victor Tran.

Both groups lead by example and work within their own
networks to inspire women to do something about their
heart health, explained AHA spokesperson Wendee
Bloom. Some are doing that within their social and per-
sonal realms, but others are also taking it to their busi-
nesses, and rallying their colleagues and employees
around the mission. “I think it’s vitally important to have
healthcare leaders involved,” said Bloom. “I think a lot
of them know how much our area is affected by heart
disease just because that’s the nature of their industry,
but they are also seen as leaders and they are passion-
ate because they know firsthand the work we need to
do. They can alert others in healthcare as to what we
need to do.” Holman agreed, stating that it’s a perfect
match to have those in healthcare actively and publicly
support the Go Red for Women movement. “I’m a big
believer that hospitals lead the way as it relates to not
only caring for the patient, but also we have a responsi-
bility for educating the public,” said Holman. “When you
think about how successful Go Red for Women has
been I think creating this Red Tie Society is a great mar-
riage.” Holman also approves of the fact that the bulk of
the $1000 membership fee stays in the Baton Rouge
area. “I think it’s important for people when they give a
gift, whether it’s $25 or $1000, to know that money is
going to be utilized in the community they reside in,”
said Holman.

Each year the annual campaign is kicked off in Baton
Rouge at the Go Red for Women Luncheon. The event
provides women of all generations with tips and infor-
mation on healthy eating, exercise, and risk factor

reduction, such as smoking cessation, weight mainte-
nance, blood pressure control, and cholesterol man-
agement. The event also mobilizes women as advo-
cates for their family’s health and serves to inspire influ-
ential women and men in the Capital Area to become
champions of heart health and stroke health prevention. 

The event and the groups that support it are crucial.
According to Bloom, about 30% of deaths in the Baton
Rouge area are related to cardiovascular disease. And,
although the national and local campaigns have done a
great job increasing awareness about heart disease
and the risk of heart attacks in women, Bloom said we
now need a call to action. “As the campaign has pro-
gressed we’ve gotten a little bit better at those numbers,
but now we need to let women know that not only is it
your number one killer, but now you need to do some-
thing about it,” she stressed. “As women we are usual-
ly last on our list to take care of.” Holman agreed that
the issue is even more pressing in Louisiana than in
other places because of our high incidence of obesity
and diabetes as well as the high volume of smokers,
which all contribute to higher morbidity and mortality. “I
would like to see our morbidity and mortality associated
with heart disease and stroke lowered,” said Holman.
“Is it going to happen overnight? No, but over a period
of time I would hope that the mission that the American
Heart Association has put in place will demonstrate to
the community that it can have a very positive impact on
improving life in the Baton Rouge area.” 

Bloom urges everyone to attend the February luncheon,
especially those in the healthcare field, and stresses
that anybody can be involved in the campaign.
“Whether or not they can be Red Tie Society or Circle
of Red members themselves, we would love to have
them volunteer to work in any capacity. We are a volun-
teer-oriented organization so if they have a need or
desire to reach out in the community regarding heart
disease or stroke, we will find a place,” said Bloom.

The 2011 Capital Area Go Red for Women Luncheon,
chaired by Sabrina Heltz of Blue Cross and Blue Shield
of Louisiana, will be held at the Crowne Plaza-Baton
Rouge. The luncheon is presented nationally by Macy’s
and Merck and locally by Albemarle Corporation. Free
health screenings and health information are open to
the public before the luncheon program. Luncheon tick-
ets can be purchased for $75 by visiting
www.heart.org/batonrougegored and clicking on “Your
Event.” For more information or to join either the Circle
of Red or the Red Tie Society contact Kerin Spears with
the American Heart Association at
kerin.spears@heart.org or 225-248-7709. v
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by: Karen Stassi

Innovation
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he saying, “Easier said than done,” is often
correct, but it is perhaps just as often used as
an excuse to not try at all. And sometimes, just
sometimes, it’s simply not true. Some changes
are so simple, so obvious, that they might truly
be just as easily done as said. Case in point,
some changes Ochsner Medical Center-Baton
Rouge is making to improve operating room
efficiency. They are simple adjustments to the
roles of the OR staff and the way the room is

prepped that can shave time off each procedure as well as time
between procedures. The end result–less work, more time for



surgeries, and increased revenue, all with a tighter handle on
safety. 

“Efficiency improves three things that are very important for a
hospital,” said Dr. Randy Fagin, a renowned robotic surgeon
and urologist who recently evaluated and advised Ochsner on
its OR procedures. “It improves patient safety, it improves rev-
enue, and it improves overall success.” It was with those goals
in mind that Ochsner OB/GYN Thomas Payne, MD invited
Fagin to speak to the OR staff at Ochsner Medical Center-
Baton Rouge. The hospital already prided itself on turnaround
times of 25-45 minutes, but Payne, who also performs robot-
ic-assisted surgeries, is convinced that, using Fagin’s tech-
niques, the hospital can do better. “I think we do a fairly good
job, but we have an opportunity at our hospital to take it up a
level or two and have some personal pride and take it to where
we not only have a good operating room, but we have the best
one not only in this city, but in the Ochsner system and hope-
fully, at some point, in the whole state,” said Payne.

Fagin has performed more than 2000 robotic prostatectomy
cases and travels around the world giving lectures on operat-
ing room efficiency. His suggestions, while developed around
robotic surgeries, can be equally applied to general surgery
because they have more to do with the management of the
people, the “stuff” and the time in the OR than with the surgi-
cal procedure itself. Fagin also emphasized that efficiency is

not about doing things faster, but rather doing them smarter.
The actual surgery, the time the surgeon is working on the
patient is not something that can or should be sped up, and by
necessity, that block of time must be available for each proce-
dure. However, Fagin posits that there is a lot of time to be
saved between surgeries and that time can be significantly
impacted by what the OR team does before, during, and after
each procedure. 

Fagin emphatically dismissed several commonly claimed bar-
riers to efficiency:
• We need more manpower. Actually, five is all you need, said
Fagin: two techs, a circulator, an OR attendant, and the sur-
geon.
• We need more equipment. Fagin argued that no OR should
need more than two sets. One can be sterilized while the other
is being used. What needs to be improved is the process of
getting the equipment to sterilization and getting it back. 
• Our turnover times are already as good as it gets. Fagin
emphasized that the same teams work faster and more effi-
ciently with the surgeons they like. Standardizing the process
regardless of who the surgeon is can eliminate time dispari-
ties. 

One of the keys to Fagin’s approach is to tackle tasks in the
OR simultaneously rather than in a linear fashion. Typically,
instead of each person completing a specific task on their
own, OR staff tend to cluster to “help” each other with each
task. One job does not begin until the preceding one is com-
pleted. Fagin suggests instead an overlapping of tasks so that
everyone is ready at the same time and downtime is put to
constructive use. “The truth is in an operating room there is no
activity that takes more than one person to do,” said Fagin.
“We think we are being more efficient by helping and doing
them together, but if you can perform these tasks at the same
time, setting up a back table and going to get the patient take
about the same amount of time.” Tasks that take 30 minutes
when completed in a series might only take seven when done
concurrently. Similarly, if you can take tasks that are tradition-
ally done during turnover such as breaking down or setting up
the robot, setting up the back table, or taking out the garbage,
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and instead do those while the patient is in the room there’s
physically less to do when the patient actually leaves. “How
are our turnovers seven to fifteen minutes? Because when the
patient leaves the room the garbage is out, the back table is
down to metal, the robot is undraped. There’s nothing in the
room, all we have to do is mop the floor, put some new sheets
on, and open the back table,” said Fagin.

Standardizing those roles as well as the set up of the room

can save a lot of time, too. That way, regardless of the proce-
dure or the surgeon performing it, the same people do the
same tasks and know exactly where everything needs to go
and how it needs to happen. In that way needs and requests
can be anticipated. Just eliminating the mini-conversations of,
“Can I have…?” “Where is the…?” “Please find me a…?” and
the associated reaction times can save minutes in every sur-
gery. Fagin acknowledges that different surgeons have differ-
ent preferences, but he suspects few of those are deal-break-



ers, especially if overall efficiency is improved.
Additional efficiency tips:
• Don’t open everything “just in case.” Have it available, but
not open. A lot of waste (read money) can be saved that way.
• Store commonly needed items as close as possible to the
point where they will be used.
• Set up equipment in the order it will be used, ex. cautery
then gas, rather than based on convenience. 
• Every surgeon needs to know how to dock the robot. Force
them to not be reliant on team members.
• Once the robot is docked the circulator can start on paper-
work that would normally be done after the surgery. 
• When the surgeon stands up from the console don’t just roll
the robot out, take the instruments out, undrape the robot, and
take down the back table. 

While it may be easy to get everyone on the team to acknowl-
edge that these are great ideas, unless they are implemented
and consistently followed, the old patterns will quickly return.
One of the most important steps is to establish leadership in
the OR. While many would argue that the surgeon is in
charge, for the sake of efficiency he or she may not be the
best choice. While the members of the OR team are respon-
sible to the surgeon of the hour, they report to and are held
accountable by someone else, usually the OR Director.
Therefore, if a problem arises, the lines of communication and
accountability are somewhat indirect and there-
fore have less weight—not a great recipe for
issue resolution. By designating someone in the
OR the leader, all parties have someone they
are accountable to and there is someone
responsible for calling the shots, keeping people
on task, and declaring surgical timeouts. Fagin
suggests the circulator for this role. He or she
generally has the credentials and the ability to
touch different facets of the hospital and is more
of a constant than the surgeon. The surgeon
needs to know if he has an issue with someone
or something in the room that the OR leader can
take care of it. Similarly, the rest of the OR team
knows that they can bring an issue, even with
the surgeon, to the leader and it will be given
equal weight. The OR leader or coordinator can
be the liaison for both the surgeon and the rest
of the team with the OR Director. Although it rep-
resents increased responsibility, Payne indicat-
ed that the circulators and first assistants at
Ochsner were willing to take on that role.

As we have mentioned, standardization is also a key for suc-
cess. Fagin suggests that operating room safety and efficien-
cy could benefit from an approach similar to the airlines, point-
ing out that they have radically lower fatality rates than hospi-
tals. It also makes sense—if you do something the same way
every time, you leave less room for anomalies. Readback, the
method pilots use when doing preflight checks, ensures that
everybody hears the checkpoints being covered, everybody
acknowledges they are on the same page. Surgical time outs
should be enforced and every team member should be com-
fortable about calling for one. Similarly, if roles are standard-
ized and each person always completes the same tasks, time
can be saved by avoiding delegating and discussion, and
there is less room for doubt that something has been complet-
ed. Also important, said Fagin, is that very often when some-
thing does go wrong, the team may walk away mad, but the
issues are often not addressed. “The problem is we keep our
mistakes to ourselves; we keep those problems in the operat-
ing room to the people in the room,” said Fagin. A problem
cycle for examining and solving those issues should be stan-
dard practice so the process can improve. 

While the driving force for implementing these changes is pri-
marily increased quality and safety, there are many other ben-
efits to being more efficient. One of them is revenue. The
numbers can be quite startling. Fagin suggested that if
turnover times can be consistently kept to 15-20 minutes, a
surgeon should be able to add one more case per day. In fact,
just one more DaVinci hysterectomy or prostatectomy a week,
at an average $2000 reimbursement, would add up to an
almost $100,000 difference for that surgeon in a year. If a hos-
pital could fit in just one more hysterectomy or prostatectomy
three days a week at around $5,000-$6000 a piece, the num-
bers quickly approach $1 million a year. “These are enormous
numbers from making a small change,” argued Fagin. For
staff members those increases might be harder to quantify

30 Healthcare Journal of Baton Rouge | January / February 2011 Issue40 Healthcare Journal of Baton Rouge | January / February 2011 Issue

Perfection is the goal.
We know we won’t
reach perfection, but
we want to strive for
it at all times—Thomas Payne, MD



although their jobs are certainly more secure at a
hospital that is doing well. However, they can find
incentives in more than just pride in a job well
done. If you work more efficiently your work is not
only more pleasant, but it is also completed more
quickly. “You work smart for about 20 minutes,
breaking down, setting up, then you hang out for
an hour,” said Fagin. There is even the possibility
that OR teams that finish early can go home early,
with a rotating team on standby for emergencies.
Payne indicated that this is something the hospital
hopes to work toward once the initial goals of stan-
dardization and increased efficiency are met. 

Efficiency also breeds credibility and branding.
Fagin suggests that surgeons feel a hospital is
better if they have on-time starts, they don’t get
bumped, and the staff works smoothly. The care
might be exactly the same but their perceptions
are affected by how efficiently the day goes, how
little of their time is wasted. Those perceptions can
affect where the surgeon decides to bring his busi-
ness. “When you create a better brand it creates a
competitive advantage,” said Fagin. “That dictates
revenue and creates long-term security.”

Ochsner’s surgical staff did not need to be told
twice. Within weeks of Fagin’s presentation,
Ochsner had created task flowcharts for each type
of surgery and implemented surgical timeouts.
The hospital is continuing to find ways to stan-
dardize as much as possible in the OR. “If you
take a complex procedure like surgery and you
break it down into its individual elements, then you
can look at them individually and people know
exactly what they are doing at any given time dur-
ing the surgery,” said Payne. “That builds in safe-
ty.” In addition, the hospital is targeting turnaround
times. Payne indicated that common turnaround
times anywhere in America range from 30 minutes
to an hour and a half. While Ochsner’s turnaround
times have run around 25 to 45 minutes over the
last two or three years, they are trying to shoot for
16 minutes on a very consistent basis, said
Payne. 

“It’s a matter of setting the culture up for people to
believe in it and once they believe in it they take
ownership, and once they take ownership they
commit,” said Payne. “Once they commit to it they
care about it and make it happen.” He is excited
about the level of response and the major
improvements that were already visible less than
a month into the initiative, but recognizes there is
a lot to be done. “Perfection is the goal. We know
we won’t reach perfection, but we want to strive for
it at all times,” said Payne. v
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Ochsner Task Flow Charts
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STATE
Providers Unite To Protect Patients and Services 
The Louisiana Ambulance Alliance, Louisiana
Hospital Association, Louisiana State Medical
Society, MedicineLouisiana and the Metropolitan
Hospital Council of New Orleans have announced the
formation of the Coalition to Protect Louisiana’s
Healthcare to protect healthcare services for the state’s
most vulnerable patients. “The Coalition to Protect
Louisiana’s Healthcare represents tens of thousands of
direct caregivers and healthcare employees throughout
Louisiana,” said John Matessino, president and CEO of
the Louisiana Hospital Association. “We are deeply con-
cerned about the recent and future cuts to Medicaid and
the rapid development of Coordinated Care Networks
being proposed by the Department of Health and
Hospitals.” 

Community hospitals, physicians, and emergency med-
ical services have been the target of large Medicaid
cuts exceeding $250 million collectively over the last two
years, said the group. The coalition indicated that these
cuts are having a negative impact on providers’ abilities
to care for patients, in addition to creating lasting harm
to Louisiana communities and businesses. “These cuts
will adversely affect access to quality care and will also
increase cost shifting to businesses,” said Paul Salles,
CEO of the Metropolitan Hospital Council of New
Orleans. “They are counterproductive to economic
growth and are already resulting in job losses to
Louisiana residents.” 

The Coalition sent letters to Gov. Bobby Jindal and
state legislators outlining its concerns with the
Coordinated Care Networks (CCNs). The Coalition
believed the CCNs, as initially proposed, would reduce
provider participation in Medicaid, reduce the ability to
maximize federal financing for healthcare services, and
cause other potentially negative long-term effects on
patient care. “We strongly urge our elected officials to
support short and long-term strategies to ease cuts to
community hospitals and physicians, as well as delay
the implementation of Coordinated Care Networks to
allow for input from provider stakeholders and the legis-
lature on how best to achieve our common goals of care
coordination and quality improvement,” said Dr. Patrick
C. Breaux, president of the Louisiana State Medical
Society. 

The Coalition indicated that it is committed to working
with Gov. Jindal’s administration, the Louisiana
Legislature, and the Department of Health and Hospitals
on improving healthcare for Louisiana. Coalition mem-
bers support strategies to expand healthcare coverage,
access and coordination; to provide adequate and sus-
tainable funding for providers; to improve quality and

outcomes; and to protect and enhance graduate medical
education. 

DHH Addresses Premature Birth Rates
Louisiana Department of Health and Hospitals
Secretary Bruce D. Greenstein joined the March of
Dimes, Rep. Regina Barrow, and other key stakehold-
ers on prematurity awareness day to announce steps
the department is taking to reduce the rate of premature
births in Louisiana. The March of Dimes report card
issued the same day gave Louisiana an “F.” Greenstein
said the time for talk is over and that the state needs to
take action.

Louisiana consistently has ranked 49th in infant mortali-
ty, and premature births are a significant factor in infant
deaths. The new initiative announced by DHH address-
es prematurity through three primary methods. First,
Louisiana Medicaid will reform its payment structure
for obstetricians to reduce the number of elective induc-
tions and c-sections prior to 39 weeks gestation. A key
part of this initiative is reducing c-sections and the cir-
cumstances that often lead to preventable c-sections,
such as early induction. Currently, vaginal births and c-
sections are paid at the same rate of 80 percent of
Medicare. Under the new system, vaginal births will be
paid at 90 percent of that rate, while c-sections will be
paid at the 80 percent rate. Louisiana ranks 4th in the
country in the number of c-sections per live births grow-
ing from 25.4 percent in 1997 to 36 percent in 2007.

Further, Greenstein is asking a group of key stakehold-
ers, doctors, and experts from around the state to rec-
ommend additional payment reform or policy changes
that will reduce elective births prior to 39 weeks of ges-
tation. The group will consider simply not paying for
those elective inductions or c-sections, requiring prior
authorization, and building a shared-cost savings model
where hospitals share in the savings created when cost-
ly NICU admissions are reduced.

Louisiana Medicaid will also significantly enhance
screening for smoking in pregnant women. By maximiz-
ing state general fund dollars currently being used in a
pilot screening program through Medicaid matches,
screening incentives can be built in for physicians. The
department is also aligning already available resources
in the Tobacco Control program and in the Office of

Behavioral Health to ensure that once screened, preg-
nant women have access to services to help them quit
on a priority basis.

Finally, the department has authorized the use of the
drug 17-Hydroxyproge sterone to decrease the inci-
dence of repeat pre-term births. This evidence-based
treatment is recommended by the American Congress of
Obstetricians and Gynecologists. Louisiana is one of
only a handful of states to include 17P in its panel of cov-



ered prescription drugs. The state will now be
working with doctors to promote the appropriate
use of 17P in the Medicaid population.

DHH has assembled action teams made up of
physicians, nurses, academicians, advocates,
and grass-roots community organization repre-
sentatives, and led by director of the birth out-
comes initiative, Dr. Rebekah Gee, and head of
the governor's Commission on Perinatal Care,
Dr. Alfred Robichaux. These teams will help
implement the initiative and make recommenda-
tions in the next several months on other key
indicators leading to infant mortality. Additionally,
Secretary Greenstein is asking these stakehold-
ers to develop a report card for physician groups
and hospitals to measure key indicators of birth
outcomes. The groups will make recommenda-
tions for what will be included in those report
cards by February, and the Department will issue
the first set of report cards by next summer.

DEQ Fast Tracks Enforcement Actions
The Louisiana Department of Environmental
Quality has announced a new policy that will
enhance and streamline enforcement actions at
the regional level. The process will better utilize
the capabilities of legal and enforcement person-
nel across DEQ’s six regional offices and will
enable them to manage a full range of enforce-
ment action capabilities without having to chan-
nel each action through DEQ headquarters. This
should allow faster response and turnaround
time on violations that may pose an immediate
threat to human health or the environment.

Examples of violations that may be addressed
with enforcement actions include water dis-
charges, air releases or waste disposal situa-
tions where there could be an immediate threat
to human health or the environment; if there is
an impending threat of a spill or release; or if
there is a recurring violation. A DEQ inspector
will determine whether the violation can be cor-
rected promptly and whether or not an enforce-
ment action is warranted.

CPLH Objects to Proposed Cuts 
As DHH released its latest round of proposed
budget cuts, the fifth since February, 2009, the
Coalition to Protect Louisiana’s Healthcare
responded with recommendations for short,
medium, and long-term budget relief so that
providers “can continue to provide access to
quality care to our state’s most vulnerable
patients.”  
Recommendations included:
• Using the extended Federal Medical
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Assistance Percentage, also known as FMAP, this state
fiscal year to maximize enhanced federal matching funds;
• Accelerating the use of financial mechanisms, such as
the Upper Payment Limit program and Certified Public
Expenditures; and 
• Exploring alternative funding sources currently being uti-
lized and expanded in other states.

Without these steps, Louisiana stands to lose millions of
dollars said the coalition, which noted that some of the
solutions may be politically inconvenient, but are neces-
sary to protect access to health care. 

Enhanced Primary Care
Case Management Program Announced
Louisiana Medicaid will launch a revised Enhanced
Primary Care Case Management (PCCM) Program on
Jan. 1 to better connect payments to physicians who meet
key indicators of effective health care management.
Previously, the Louisiana Department of Health and
Hospitals announced it would end the department's cur-
rent PCCM program, CommunityCARE, on Dec. 1 as part
of reductions necessitated by a mid-year spending deficit
in Medicaid. Under the newly announced system,
CommunityCARE will now end Jan. 1, and the new

Enhanced PCCM will begin at the same time.
“We want a case management program that can serve as
a bridge from CommunityCARE to our more comprehen-
sive Medicaid reform we're developing now,” said DHH
Secretary Bruce Greenstein. “What is important to me
was that we provide real incentives, accountability, and
rewards for health care providers to ensure that enhanced
pay was tied to actual results, ensuring care coordination
for children. We worked hard in the past several weeks
directly with pediatricians to develop this payment system
that meets those goals.”
Under the revised PCCM:
• Medicaid children under age 21 will be linked to primary
care physicians as they currently are in the
CommunityCARE program. Children will remain linked to
their current CommunityCARE physicians.
• Children receiving Social Security Income (SSI) benefits
will be included in the PCCM program and will be linked to
primary care providers. Those children are not currently
included in the CommunityCARE program. These children
often are ones who present some of the most complex
medical concerns and can benefit significantly from effec-
tive care coordination. 
• Physicians will receive a flat rate of $1.50 per month for
each child enrolled in Medicaid on their patient panels, and
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$3 per month for each SSI child. 
• Physicians will have an opportunity to earn an additional
rate of up to $3 per member per month for reaching certain
health quality measures that gauge how well they are coor-
dinating the care of their patients.
• The $1.50 per-member per-month rate will be paid out on
a monthly basis, while the additional $3 per-member per-
month payment for demonstrating care coordination will be
paid out quarterly, allowing time for quality goals to be
measured appropriately. 

A group of pediatricians and other physicians is being
brought together to develop those quality measures, and
the Department will begin working with SSI children and
families to help them link up with primary care providers.
Children currently enrolled in CommunityCARE will not
have to make changes to their providers.

The revised PCCM will not apply to adults with Medicaid
coverage. Louisiana Medicaid will be communicating
directly with adult patients currently enrolled in
CommunityCARE to let them know that the program will no
longer be required for them. Physicians will no longer
receive the $3 per-member per-month fee for seeing adult
patients. No current CommunityCARE physicians were
included in reductions to provider reimbursement rates
announced in October.

The Louisiana Chapter of the American Academy of
Pediatrics (LA AAP) had expressed serious concerns
about the direction the Louisiana Department of Health
and Hospitals had chosen in reforming the state’s Medicaid
program. The group had joined the Coalition to Protect
Louisiana’s Healthcare, which was formed with the mis-
sion to protect healthcare services for the state’s most vul-
nerable patients. In a statement released by LA AAP,
Chapter President Dr. Stewart Gordon, LA AAP said end-
ing CommunityCARE, when the existing system is improv-
ing health outcomes while saving precious public health-
care dollars, would be short-sighted and would lead to
increased costs in an already financially strained system.
The group looked forward to working with DHH on a better
solution.

eQHealth Solutions Urges Eye Exams 
As part of National Diabetes Awareness Month in
November, eQHealth Solutions reminded providers and
patients about the seriousness of diabetic eye disease and
the importance of managing and controlling diabetes.
Diabetes is the leading cause of blindness in adults in
Louisiana. In Louisiana, according to the Centers for
Disease Control and Prevention, 25.5 percent of adults
65 years and older diagnosed with diabetes report having
diabetic retinopathy. The rates are greater for African
American and Hispanic/Latino populations.

Diabetic eye disease often has no warning signs and it can
cause severe vision loss or even blindness. Preventing
and treating retinopathy is the best way to control diabetic
eye disease. For people with diabetes, it is vital to get a
dilated eye examination at least once a year. These eye
examinations can be performed at either optometrists' or
ophthalmologists' offices. 

eQHealth Solutions participates in the Centers for
Medicare & Medicaid Services' Every Diabetic Counts
program, which seeks to reduce disparities in healthcare
by providing free diabetes self-management education
classes to African American and Hispanic/Latino Medicare
beneficiaries with diabetes. Along with getting yearly dilat-
ed eye exams, obtaining HbA1c tests and monitoring lipid
levels, diabetes self-management education is an
approach that has been demonstrated to be effective in
improving diabetes clinical outcomes, preventing disease,
promoting health and delivering culturally appropriate care.

Education is provided at no charge. Benefits to the physi-
cian and patient include:
• Free diabetes self-management education at convenient,
community-based locations
• Free education materials
• Improved patient outcomes
• Patient satisfaction
• Improved emotional well-being
• Reduced healthcare costs

For more information about the Every Diabetic Counts
project, please call Linda Harkey, eQHealth Solutions
Quality Improvement Director, at (225) 926-6353 or (888)
321-3555 or visit www.cmspulse.org.

Greenstein Lays Out Road Map 
In November, Department of Health and Hospitals
Secretary Bruce D. Greenstein presented his business
plan for the agency, focusing on core priorities of protect-
ing and promoting the health of Louisianians while increas-
ing the value of resources invested in those imperatives.
He noted that Louisiana ranks 49th in infant mortality and
the number of low birth-weight babies born each year. The
state is also 49th in cancer deaths and 47th in preventable
hospitalizations.

The secretary’s plan provides guidance in every area of
the agency with each office focusing on three global prior-
ities:
• Protecting and promoting the health of all Louisianians. 
• Good stewardship of tax dollars. 
• Reforming our health care system to better serve the
needs of Louisiana residents. The plan was developed with
four overarching challenges in mind: the poor health status
of Louisiana residents, inefficiencies in the traditional



health care delivery and payment systems, implica-
tions of the new health care law, and the difficult cur-
rent national and state economic outlook. 

DHH’s planned initiatives include:
• Coordinated Care Networks (CCNs): Improving
health outcomes and controlling health care costs
(Louisiana Medicaid)
• Coordinated System of Care for the Delivery of
Behavioral Health Services (Office of Behavioral
Health)
• Improving Public Health Outcomes through
Coordinated Care (Office of Public Health)
• Louisiana Birth Outcomes Project (OPH)
• Creating an Innovative, High-Value Medicaid
Technology Infrastructure for Consumers and Health
Care Providers (Office of the Secretary)
• Harnessing the Power of Information Technology to
improve health and health care (OS)
• Improving Performance on Key Public Health
Imperatives (OPH)
• Increasing our Capacity to Prevent and Fight Fraud
and Abuse (Medicaid)
• Greater New Orleans Community Health
Connection (Louisiana Medicaid)
• Strengthening the Community-based Long Term
Care Infrastructure (Office of Aging and Adult
Services)
• Right-balancing Institutional and Community-based
Long Term Care (OAAS)
• Meeting the Needs of More Citizens with
Developmental Disabilities in a High-Quality, Cost-
Effective Manner (Office for Citizens with
Developmental Disabilities)
• Community Capacity Building for Citizens with
Developmental Disabilities (OCDD)
• Systems Rebalancing – Promoting Sustainable,
Community-Based Services (OCDD)
• Right-balancing Institutional and Community Home
Care (OBH)

“Our current systems of health care delivery and
financing are not sustainable into the foreseeable
future,” said Greenstein. “When the governor asked
me to come here, he charged me with bringing a new
level of innovation and a new approach to executing
health improvement plans. This plan provides the
governor, legislators, and taxpayers another way to
monitor our progress and hold me accountable. It
also will serve as our guide to achieving those goals
and a road map for building a healthier Louisiana.”

To download the full DHH report, go to
http://www.dhh.louisiana.gov/offices/publications/pu
bs-1/DHH_FY11_BusinessPlanFNL.pdf.



LOCAL
Michael Named Director
of PR and Business Development
The Louisiana Health Care Quality Forum has named
Cynthia Michael as Director of Public Relations and
Business Development. In this role, she will be responsible for
promoting community awareness and education as well as
establishing a long‐term sustainability plan for the organiza-
tion.

For the past 11 years, Michael served as Executive Director
of the Baton Rouge General Foundation. Under her leader-
ship, the Excellence in General Gala produced a net profit of
more than $2 million over 10 years. Funds raised were used
to support programs and services at Baton Rouge General
Medical Center. Before joining Baton Rouge General, she
was Senior Vice President of Member Services for the Baton
Rouge Area Chamber from 1983 to 1999. In addition, she
worked with Union Federal Savings & Loan
Association/Capital Union Savings as Vice President for
more than 20 years.

Awad Joins Baton Rouge Neurology Associates
Amer Awad, MD, has joined Baton Rouge Neurology
Associates, part of Baton Rouge General Physicians. Dr.
Awad is a graduate of the University of Jordan Medical
School in Amman, Jordan. He completed his residency in
internal medicine and medical oncology at King Hussein
Cancer Center in Jordan and Trinitas Hospital at Seton Hall
University in South Orange, New Jersey. Dr. Awad also com-
pleted additional training at Wake Forest University for an
epilepsy mini-fellowship, the University of Texas
Southwestern Medical Center for a neurotoxin residency
and neurology residency, and Case Western Reserve
University for a clinical neurophysiology fellowship.

Dr. Awad is Board Certified in neurology, and currently prac-
tices as a neurologist. He is a member of several profession-
al organizations including the American Academy of
Neurology, the American Clinical Neurophysiology
Society, and the American Academy of Neuromuscular
and Electrodiagnostic Medicine. His interests include neu-
romuscular disorders, neuroimmunology, epilepsy, and neu-
rodegenerative disorders.

Advanced Family Medical Clinic Joins
Baton Rouge General Physicians
Advanced Family Medical Clinic, led by Vincent T.
Nguyen, MD, has joined Baton Rouge General Physicians.
Dr. Nguyen is a graduate of the University of Mississippi in
Jackson, Miss. He completed his residency in family medicine
at Baton Rouge General Medical Center. Dr. Nguyen is
Board Certified in family medicine and is fluent in both English
and Vietnamese. He is a member of the American Academy
of Family Practice and the Louisiana Academy of Family
Practice. Advanced Family Medical Clinic is located at 5937
Jones Creek Road, Suite B, Baton Rouge. 

Vincent Nguyen, MD

Amer Awad, MD

Cynthia Michael
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Carpenter Named 2010 Educator of the Year
Our Lady of the Lake College professor, Suzanne Howard
Carpenter, PhD, RN, CNE, was recently named the 2010
Educator of the Year by the National Organization for
Associate Degree Nurses (N-OADN) at their national con-
vention in Atlanta, Georgia. Criteria for the winner of the
National Educator of the Year Award includes: 
• motivates students to perform at their highest level
• functions as a role model as a professional nurse
• works cooperatively with colleagues in the college and/or
clinical setting
• shows evidence of involvement in college, professional, and
community activities
• uses innovative teaching strategies that encourage critical
thinking in students.

Dr. Carpenter has received additional nursing awards during
her career including the American Association of Critical
Care Nurses (AACN) “Excellence in Caring Practices Award,”
and the Baton Rouge District Nurses Association
“Outstanding Nurse Award.”

OLOL College Launches MHA Program
Our Lady of the Lake College is now offering a Masters of
Health Administration. The Masters of Health Administration is
a new online program for Our Lady of the Lake College and
builds upon the undergraduate program of a Bachelors of
Science in Health Service Administration. The MHA curriculum

reflects the needs of a dynamic healthcare industry and cours-
es are designed with working professionals in mind. Features
include:  
• Online courses
• Flexible schedules
• Professional development coaching

Suzanne Howard Carpenter



Applications for the MHA Program for the 2011 Fall semester
are due no later than February 15. For more information call
(225) 768-1700 or visit www.ololcollege.edu.

Dixon Joins Louisiana  Internal Medicine Associates
Henry Dixon, MD, has joined Louisiana Internal Medicine
Associates, part of Baton Rouge General Physicians. Dr.
Dixon is a graduate of Tufts School of Medicine in Boston,
Mass. He completed his residency in internal medicine at
Veterans Administration Hospital in Boston. Dr. Dixon also
completed an additional residency in internal medicine at
Charity Hospital in New Orleans. 

Dixon joins Drs. Nicholas Campo, James Hargroder, Peter
Cabiran, Jed Morris, and Joseph Nesheiwat at Louisiana
Internal Medicine Associates. The office recently relocated to
3401 North Boulevard, Baton Rouge. 

Alzheimer’s Services Names Professional of the Year
Alzheimer’s Services of the Capital Area has named
Program Coordinator Julie Brewer the 2010 Dementia Care
Professional of the Year. DCPA aims to identify exceptional
individuals serving the dementia community and to celebrate
their accomplishments by presenting the Dementia Care
Professional of the Year Award. These are the people who
are making a difference in their community, the individuals
who are changing the field of practice for the better, and the
ones who are willing to go above and beyond for clients in
need. They define care, compassion, and commitment. 

Baton Rouge General Physicians Welcomes Raina
Gunjan Raina, MD, has joined Baton Rouge General
Physicians and is now practicing at Family Health Center
at St. James Place. Dr. Raina is a graduate of Kasturba
Medical College in Manipal, India. She completed her resi-
dency in family medicine at Forbes Hospital in Monroeville,
Penn. She is an associate member of the American
Academy of Family Physicians and is fluent in English and
French. 

Dr. Raina joins Drs. Robert Chasuk, Brian Schulte, and
Yolonda Spooner at Family Health Center at St. James
Place. 

Allen Achieves ACMPE Fellowship 
Tara W. Allen, MBA, FACMPE, Director of Clinic Operations
at Baton Rouge General Physicians, has become a Fellow
in the American College of Medical Practice Executives
(ACMPE). Fellowship in the ACMPE (FACMPE) is the high-
est distinction in the medical group practice management
profession. ACMPE formally recognized this accomplishment
in October at the ACMPE Business Meeting Luncheon and
Fellows Convocation, held in conjunction with the Medical
Group Management Association (MGMA) 2010 Annual
Conference in New Orleans. 

Allen has worked at the Baton Rouge General Medical
Center and within the General Health System for 19 years,
spending the majority of those years in the area of medical
practice management. vTara Allen

Gunjan Raina, MD

Henry Dixon, MD



orty-two years before the Patient
Protection & Affordable Care Act,
Earl K. Long Hospital opened its
doors in Baton Rouge, promising
access to health care for

Louisiana’s poor and uninsured. As a health
care provider of last resort, the state-run
hospital’s principal mission is serving those
who cannot access or pay for care anywhere
else.

The hospital has dedicated and caring doc-
tors, nurses, technicians, and support staff. It
serves as a teaching hospital for LSU’s
Medical School. But its physical plant is in
disrepair. For in-patient care, four patients
typically share a single room and bathroom.
Asbestos limits renovation. The main

entrance once went months with only one of
its double doors, giving the hospital’s facade
a gap-toothed steel and concrete smile.

Those with health insurance do not go to
Earl K. Long Hospital.
Why then do over half of the patients I see
when teaching medical residents there have
Medicaid? If they have Medicaid, which pre-
sumably is health insurance, why do they
choose Earl K. Long Hospital? 

Medicaid exists to give low income families,
especially low income mothers and their chil-
dren, access to health care. It is adminis-
tered by states and funded jointly by states
and the federal government. It is bankrupting
both, along with physicians and hospitals.

MediCAid
Needs RePAiR

Not exPANsioN

by: Bill Cassidy, MD, U.S. Congress

F
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Last year, the federal government spent $251 billion on
Medicaid. The Congressional Budget Office estimates
that the federal government’s Medicaid tab will rise to
$458 billion by 2019.

For state governments, most of which must balance their
budgets annually, Medicaid’s escalating growth is
ruinous. Responding to rising costs and budgetary pres-
sures, 48 states were forced to adopt “at least one new
policy” to restrict their ballooning Medicaid costs in 2010,
according to the Kaiser Family Foundation. Twenty states
adopted Medicaid benefit restrictions, and fourteen have
signaled intent to cut benefits next year. Thirty-nine states
imposed a provider rate cut or freeze this year, and thir-
ty-seven plan to do so in 2011, despite the fact that

Medicaid pays providers significantly less than any other
insurer and frequently less than cost.

Consequently, patients suffer. In “As Medicaid Payments
Shrink, Patients Are Abandoned,” the New York Times
chronicled the experiences of several patients whose
Medicaid coverage would not cover needed care, includ-
ing Carol Y. Vliet, who could not find a doctor to treat her
metastatic cancer after Michigan imposed yet another
round of Medicaid provider payment cuts. Mrs. Vliet died
seven days after the article was published.

Cases like Mrs. Vliet’s are all too common among
Medicaid patients. A recent study of surgical outcomes
found that patients are roughly as well off having



January / February 2011 Issue | Healthcare Journal of Baton Rouge 53

Medicaid as they are having no health insurance at all
and that, “Medicaid payer status was associated with the
longest length of stay and highest total costs,” of any
payer source.

For millions of Americans, Medicaid is an illusion. It is
the appearance of coverage without the power of
access. My Medicaid patients do not choose Earl K.
Long Hospital. Medicaid chooses Earl K. Long Hospital
for them, because it does not provide access to health
care anywhere else.

All of this is before the Patient Protection & Affordable
Care Act, which puts 16 million more Americans on

Medicaid. Once the new law is fully in effect, roughly one
in five Americans will carry a Medicaid card. But the
combination of rapid beneficiary growth with benefit and
provider cuts threatens to render their cards useless.
In 1996, a Republican Congress passed and a
Democratic President signed a sweeping reform of the
nation’s welfare program. During the twenty years prior
to Welfare Reform’s enactment, the population of wel-
fare recipients grew by 31 percent, the cost of the pro-
gram grew by 62 percent, and welfare benefits were
slashed for impoverished mothers.

Welfare Reform was necessary, but not easy. It was
vetoed twice. But the Republican Congress and
Democratic President gave and took enough to accom-
plish significant good, both for taxpayers and welfare
recipients. Before the onset of the Great Recession, evi-
dence suggests that Welfare Reform succeeded in lifting
families out of vicious cycles of dependency, reduced
poverty rates, and put the program on more stable finan-
cial footing.

The next two years present similar opportunity for anoth-
er Democratic President and a new Congress to fix a
program that is broken, broke, and failing Americans that
it is intended to serve. v
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Primary Care and Benefits

of the Medical Home

he Medical Home model is a concept that was
first described in 1967 by the American Academy
of Pediatrics (AAP) as a way to enhance the care
of children who had special needs. In 2004, the
Future of Family Medicine Project by the
American Academy of Family Physicians (AAFP)

broadened the concept beyond children with special needs to
include all persons. In 2006, the American College of
Physicians (ACP) introduced the “advanced medical home.” 

That same year, the ACP released a report, “The Impending
Collapse of Primary Care and Its Implications for the State of
the Nation’s Health Care.” The report noted that as the
demand increases for primary care due to the increasing
number of people with chronic disease and long-term care
needs of an aging population, there has been a decline in the
number of medical students choosing primary care as their
specialty. The authors cite several policy recommendations
for averting a crisis. These include implementing the
advanced medical home – a care coordination model, reform-
ing reimbursement policies, and creating financial incentives
for improving quality and efficiency. 

Michael Fleming, MD, the founding president of the Louisiana

Health Care Quality Forum, had a front row seat during the
many discussions by the AAFP from 2003 to 2004 when he
served as president of the 94,000 member organization. He
readily recalls the AAFP discussions about whether Family
Medicine as a specialty had a future, “because we weren’t
certain of it. That is why it was called the Future of Family
Medicine. And it wasn’t a foregone conclusion,” said Fleming.
“I won’t forget in 2003 there were roundtable conversations
about what happens if we didn’t have a future, if we were
marginalized?”

The consensus was there was a future, “but in order for that
to happen, the model of care had to change and not just the
model of care, but the model of payment,” he added. “Within
that project there were a number of task forces and one of
these worked on the payment model and talked about how, in
order for this to work, payment had to change. But we did
realize a new model was necessary, that would embrace the
whole family,” said Fleming. “And the outcomes were the
most important piece of this and in order to achieve better
outcomes, the patients that are in medical homes – what we
call new model of care – was the way to go.”

According to U. S. Department of Health and Human

by: Cindy Munn
Executive Director, Louisiana Health Care Quality Forum

T
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Services estimates, the general physician supply is project-
ed to increase by only 7 percent in the next 10 years. The
growth and aging of the U.S. population will contribute to a
22 percent increase in demand for physician services
between 2005 and 2020.

At Louisiana State University Health Sciences Center
(LSUHSC) School of Medicine in New Orleans, Richard
DiCarlo, MD, Assistant Dean of Undergraduate Education
and Associate Professor of Medicine, Section of Infectious
Diseases, oversees the school’s four-year medical curricu-
lum. “There are many elements of the medical home model
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that we have been teaching for a long time, although they
have not been specifically linked to the concept of the
medical home,” he noted. “We have been trying to teach
the patient centered approach to care with an emphasis on
looking at the whole patient, communications skill, and the
shared decision-making model.”

DiCarlo explained, “I think we have a curriculum that’s
evolving, but we’ve been teaching elements of the medical
home for many years. Now we are trying to explicitly intro-
duce it…I think the real key is not necessarily something I
have control over. One is the creation of residency pro-
grams that train students and residents in these settings.
You can talk about things in the classroom, but until stu-
dents get out and work in a clinic setting, things don’t nec-
essarily sink in. That is where we are now – looking at this
institution-wide, creating the clinics where we can train our
students and that includes starting a new primary care res-
idency program.”

The other key is reimbursement. “We can only do so much
in terms of training and providing students with the experi-
ences to stimulate an interest in primary care. We don’t
control what specialties they choose and often the incen-
tives really aren’t there,” continued DiCarlo. “Now maybe
that will change with the Affordability Act, and I think it will
change a little bit, but if you want to drive student behav-
ior, and if you want to shift people into choosing primary
care that is what ultimately is going to have to happen.
There are several forces at work here, but from a curricu-
lum perspective we have been doing a lot of this for many
years.”

Susan Berry, MD, MPH, Associate Professor of Clinical
Pediatrics at LSUHSC New Orleans, is Director of the
Children’s Special Health Services (CSHS) Program that
places care coordinators in pediatric practices to help
meet the needs of families of children and youth with spe-
cial health care needs. Dr. Berry is coordinator of pro-
grams that target pediatric residents. She coordinates both
the LSU and Tulane University Schools of Medicine devel-
opment rotation where they have several initiatives for the
residents, teaching them the medical home concept. 

“They get a basic lecture about the concept and why it
exists,” she said. “Then they have to choose a patient and
give a medical home case presentation at the end of their
month where they incorporate all of the community
resources that are relevant for that family, do a long-term
prognosis for the child, and determine what resources they
are likely to need in the future. They have to demonstrate
knowledge of those resources. The reception from the res-
idents has been very good.”

In an article published in Maternal Child Health Journal
entitled, “Care Coordination in a Medical Home in Post-
Katrina New Orleans: Lessons Learned" by Susan Berry,

Eleanor Soltau, Nicole E.Richmond, R.Lyn Kieltyka, Tri
Tran, and Arleen Williams, the researchers evaluated the
ability of a nurse care coordinator to improve ability of a
pediatric clinic to meet medical home objectives and
improve receipt of services for families of children with
special health care needs. They concluded there was sig-
nificant improvement in the ability of the clinic to meet care
coordination and community outreach medical home crite-
ria and in family receipt of services after care coordination.

Dr. Berry is cautiously optimistic about the future direction
of the medical home concept, pointing out that the first
step in Louisiana was Community CARE, “which linked
families with a medical home and that was the primary
care physician. That was a major leap for our state.”

In the next five years Berry hopes that health care reform
will result in better reimbursement “for true care coordina-
tion activities, that our values will shift to a more appropri-
ate balance between procedural specialties and primary
care because they are both important,” she said. “We just
need to reimburse our primary care physicians more and
incentivize good care coordination and preventive care
through our reimbursement system so that subspecialists
are more appropriately utilized and ER visits and hospital-
izations are decreased.”

Stephen Taylor, MD, Associate Director of the Rural Tract
Family Practice Residency Program for LSUHSC, has
been a family physician since 1986 in North Caddo. He is
board certified in Emergency Medicine and Family
Medicine. As a medical student he knew he would follow in
the footsteps of his grandfather, a country doctor. He is
concerned about the dwindling number of primary care
physicians, but believes “eventually we will get it right. I
think it’s not going to be fun and there is going to be some
big political discussions in the house of medicine. So far
we have tried to shove it off all on the politicians, but even-
tually we are going to have to look at ourselves and recog-
nize that we all take responsibility.” 

Taylor suggested, “What we all should do, and somehow
this needs to be crammed in our heads the first day of
medical school, we should show up for work wherever we
work, hoping where we live the people will be healthier
because we’re there. Not just that we will do more bypass
surgeries or put in more stents or pull out more kidney
stones, but that we will somehow develop data that will
help us confirm and say, ‘Look, this community is doing
better because you started out with these issues and now
you have these improvements.’ I don’t think we’re there.
We are not just here to do procedures that move our spe-
cialty forward. We are here to make people healthier. I
think if we took on that as every hospital CEO and every-
body in healthcare and say, ‘That’s why I’m here, why I go
to work’ we would see a big change, and we start to see
what would make that happen.” v
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Ochsner To Be
Tobacco-Free on April 1st, 2011

As smokers across the country pledged to kick the
habit for the 35th annual Great American Smokeout,
Ochsner Health System announced its Living the
Legacy initiative in which all Ochsner facilities and
property will officially become tobacco-free on April 1,
2011. Ochsner campuses will no longer provide desig-
nated smoking areas or ashtrays.

Dr. Alton Ochsner, one of Ochsner’s founders dedicat-
ed his life to educating the world on the dangerous
effects of smoking and the link to lung cancer. Living
the Legacy will be a reflection of Dr. Ochsner’s life’s
work and his breakthrough research said Dr. Patrick
Quinlan, CEO of Ochsner Health System. “By prohibit-
ing tobacco use at and around our facilities, we are not
only living that legacy, but also ensuring that our
patients have the most healing, safe environment pos-
sible.”   

On April 1st, the use of all tobacco products will be pro-
hibited on any Ochsner Health System campus by all
employees, patients, and visitors. The initiative will
prohibit the use of all tobacco products, including ciga-
rettes, cigars, chewing tobacco, and all other tobacco-
related products while on Ochsner property. A plan will
be put into place to help those employees interested in
quitting succeed. Ochsner will also offer free smoking
cessation classes for the public.

Lake Quick Care
Opens Downtown

A ribbon cutting ceremony was held in November for
Lake Quick Care, a new downtown walk-in clinic
designed to deliver high quality care for minor illness-
es. Lake Quick Care patients are seen by a Nurse
Practitioner who is specially trained to treat common
illnesses. Prescriptions will be written when they are
necessary for treatment. Services are available to any-
one 18 months and older at the Third Street location.

Woman’s Invites
Public to Leave Their Mark

Woman’s Hospital recently displayed one of the last
600-pound steel beams destined for the new Woman’s
Hospital campus. The beam was painted pink and
employees and the public were invited to sign it before
it made the journey down Airline Highway from the cur-
rent campus to the new one. This was offered as an
opportunity for folks to put a permanent mark on what
will be Baton Rouge’s newest hospital and to celebrate
the 42nd birthday of Woman’s Hospital.

Woman’s Chief Nursing Executive
Named in the 2010 “100

Great Nurses of Louisiana”

Woman’s Hospital proudly announced that Patricia
Johnson, RN, MN, Senior Vice President of Nursing
and Chief Nursing Executive, has been honored as
one of The 100 Great Nurses of Louisiana. This is the
24th year of the statewide honors. The 100 Great
Nurses of Louisiana was founded as a way to recog-
nize outstanding nurses for their accomplishments and
successes. Honorees are selected by their peers and
patients based on their humanity and contribution to
the community and the nursing profession.

Johnson joined Woman’s in 1997, and is currently
responsible for nursing care across the organization as
well as operational responsibility for labor and delivery,
assessment center, antepartal, gyn/oncology/medical
services, mother/baby, perioperative services, adult
intensive care unit, nursing informatics, patient safety,
and nursing administration.

Cancer Survivor
Gives Back With Music

Cancer survivor and renowned jazz artist Joseph
Torregano performed a free benefit jazz session for

Dr. Robert diBenedetto, Annie Haile, Dr. William Haile,
Teri Fontenot, Woman's President and CEO, and
Nathalie diBenedetto with the pink beam.
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patients of Baton Rouge General and its Pennington
Cancer Center Bluebonnet campus as a way of giving
back for the care he received there. Diagnosed in
January of 2010 with Stage IV non-Hodgkins
Lymphoma, Torregano is now cancer-free after receiv-
ing chemotherapy. A veteran exponent of the New
Orleans clarinet sound, Torregano has been playing,
recording, and teaching music in the Crescent City for
more than 30 years. Between multiple world tours he
has found time to perform for Presidents Nixon and
Carter and has recorded with Paul McCartney. 

“When I was diagnosed, I made a solemn promise to my
oncologist that if I were cured, I would bring my jazz
quartet to Baton Rouge General for a free concert,”
recounts Torregano. “And now, thanks to my doctor and
all the staff at Baton Rouge General, I am a survivor.”

Holman Recognized for
Leadership

on Organ Donation Initiative

Bill Holman, president and CEO of Baton Rouge
General Medical Center and immediate past chair of the
Louisiana Hospital Association, was recognized in

August for his dedication and outstanding leadership in
the Donate Life Louisiana Hospital Campaign. Holman
was recognized by Workplace Partnerships for Life
Division of Transplantation, Healthcare Systems Bureau
for his dedication to the Donate Life Louisiana (DLL)
Hospital Campaign and for helping to create a donation
friendly America.

The LHA and the Louisiana Organ Procurement Agency
(LOPA) launched the Donate Life Louisiana initiative to
help increase the number of registered organ and tissue
donors in the state of Louisiana. The Donate Life
Louisiana Hospital Campaign is the first-ever, statewide
hospital donor registration drive initiative in the nation.
Over 65 hospitals are currently participating in the DLL
Hospital Campaign. The successful DLL Hospital
Campaign continues to encourage other U.S. organiza-
tions to use Louisiana’s campaign as a model to help
increase donor registries in their states. 

In August 2010, hospitals throughout Louisiana, in col-
laboration with LHA and LOPA, achieved the DLL
Hospital Campaign’s third and final goal to help
increase the DLL Registry by 250,000 individuals. The
hospital campaign reached its initial goal of a 10 percent

Patricia Johnson

Bill Holman
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increase, or 160,000 new registrants, in August 2009.
The second goal, increasing the registry by an addi-
tional 40,000 individuals, was met in February 2010.
The registry allows Louisiana residents to give con-
sent for organ and tissue donation for the purpose of
transplantation, eliminating the need for family mem-
bers to make this decision for their loved ones at their
time of death. 

St. Elizabeth Receives
Bariatric Surgery Recognition

St. Elizabeth Hospital has been named an American
Society for Metabolic and Bariatric Surgery (ASMBS)
Bariatric Surgery Center of Excellence®. The ASMBS
BSCOE designation recognizes surgical programs
with a demonstrated track record of favorable out-
comes in bariatric surgery. To earn a Bariatric Surgery
Center of Excellence designation, St. Elizabeth
Hospital underwent a series of site inspections during
which all aspects of the program’s surgical processes
were closely examined and data on health outcomes
was collected. St. Elizabeth Hospital and other cen-
ters receiving the Bariatric Surgery Center of
Excellence designation agree to continue to share
information on clinical pathways, protocols and out-
comes data.

By definition, surgeons with ASMBS Bariatric Surgery
Center of Excellence designation practice only top
quality care, ensuring efficacy of the procedure with
each patient to the best of their abilities. The bariatric
surgeons of St. Elizabeth Hospital, Drake Bellanger,
MD, and Andrew Hargroder, MD, demonstrate the will-
ingness to take the extra step by being Board Certified
in Surgery and regularly proctoring many other sur-
geons across the United States and abroad, by ensur-
ing that 100% of St. Elizabeth Hospital’s bariatric sur-
gery patients go through a pre-admission process,
and by working closely with anesthesiologists who are
well versed in bariatric surgery with over eight years
experience.

OLOL Designated Bariatric
Surgery Center of Excellence

Our Lady of the Lake has also been designated a
Bariatric Surgery Center of Excellence recognized by
the American Society for Metabolic and Bariatric
Surgery (ASMBS)—the world’s largest center of
excellence program for bariatric surgery. Our Lady of
the Lake is one of only 431 facilities in the nation to
receive this designation.

Hospitals and surgeons qualify for designation by par-
ticipating in a rigorous evaluation process designed to
document that there is a comprehensive program in
place that meets established requirements for provid-
ing safe bariatric surgical care with excellent out-
comes. The evaluation documents processes, equip-
ment, supplies, training of surgeons, and staff, the
availability of consultant services, and results.
Surgeons at Our Lady of the Lake currently perform
about 200 bariatric surgeries per year. In addition, Our
Lady of the Lake also holds free monthly seminars on
the first Thursday of every month to learn more about
weight loss surgery and frequent support group meet-
ings for patients who have had weight loss surgery. 

According to the Centers for Disease Control and
Prevention (CDC), 66 percent of all U.S. adults are
overweight or obese. Morbid obesity is closely corre-
lated with a number of serious conditions that severe-
ly undermine the health of overweight patients, includ-
ing heart disease, high blood pressure, and diabetes.
Bariatric surgery, when performed correctly, can help
obese patients manage these conditions. 

Lane Regional Medical
Center Celebrates 50th

Anniversary

November 5th, 2010 marked the 50th anniversary of
Lane Regional Medical Center. The hospital celebrat-
ed with a wine tasting, art show, and silent auction to
benefit the Lane RMC Foundation. Lane Regional has
experienced an impressive evolution, growing from a
40-bed hospital in 1960 to the 141-bed regional facili-
ty it is today. While the hospital has always maintained
its goal of providing state-of-the-art equipment and
services, it has retained a reputation for personal
attention. 

Investing in Zachary and the neighboring communities
of Baker, Clinton, Central, St. Francisville, and south-
ern Mississippi, the not-for-profit Lane Regional
Medical Center now offers a full range of in-patient
services, such as cardiology, general surgery, ortho-
pedic surgery, obstetrics/newborn, and rehabilitation
care, as well as outpatient services, including physi-
cal, speech, occupational and respiratory therapies,
day surgery, home health, sleep studies, hyperbaric
oxygen therapy, wound care, and easy access to a full
range of laboratory and imaging needs, such as MRI,
CT scans, mammography and bone density. Lane
boasts a local network of more than 160 physicians
and 750 staff members.  
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Youngsters Say
Boo to Breast Cancer

Woman’s Hospital expressed gratitude to ten young
ladies as they celebrated Halloween with a purpose.
In honor of October being Breast Cancer Awareness
Month, the Our Lady of Mercy Catholic School eighth-
graders raised $300 for Woman’s Hospital Foundation
by hosting a Halloween Costume Dance on Friday,
Oct. 29, 2010, which was held at the Woman’s
Clubhouse. Nearly 60 students attended. Proceeds
will be used to raise awareness about breast cancer
and the importance of early detection.

The Woman’s Young Philanthropists include:
Morgan Bourgeois
Laura Brousseau
Catherine De Silva
RaeDiance Fuller
Elise Gipson

Victoria Jones
Elizabeth Metzger
Sydney Small
Mary Margaret Strange
Madelyn Wild.

Hospitals Launch
Groundbreaking

Patient Safety Program to
Eliminate Infections

The Louisiana Hospital Association recently
announced that 13 hospitals are joining a ground-
breaking patient safety collaborative pilot program to
eliminate central line-associated bloodstream infec-
tions (CLABSI) using the Comprehensive Unit-based
Safety Program (CUSP). CUSP is transforming care
and patient safety in hospital units by improving the
culture of patient safety and practices. The goals of
the collaborative are to: 1) eliminate or at least reduce
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CLABSI rates to no more than one infection per
1,000 catheter days at the end of two years; and 2)
improve the culture of patient safety on hospital
units. 

John Matessino, LHA president and CEO, indicated
that hospitals in Michigan have saved an estimated
1,200 lives per year and have reduced costs by $175
million annually through the use of the CUSP model
and through the use of CLABSI elimination proto-
cols. In addition to facilitating CLABSI elimination,
the CUSP model:
• Transforms care at the bedside to create a robust
safety culture
• Educates all members of the unit team on strate-
gies and tools to address virtually all patient safety
issues on the unit
• Improves employee satisfaction
• Reduces nursing staff turnover
• Reduces length of stay
• Has other benefits, e.g., significantly reduces the
number of physician pages leading to improved
communication.

Hospitals in Louisiana currently committed to partic-
ipating in the two year pilot program include: Heart
Hospital of Lafayette; Lane Regional Medical Center
in Zachary; North Oaks Medical Center in
Hammond; Ochsner Medical Center in New Orleans;
Ochsner Baptist Medical Center in New Orleans;
Ochsner Medical Center – Baton Rouge; Ochsner
Medical Center – Kenner; Ochsner Medical Center –
North Shore in Slidell; Ochsner Medical Center –
West Bank in Belle Chasse; and Touro Infirmary in
New Orleans. Three hospitals from LSU Health Care
Services Division are also participating: LSU
Bogalusa Medical Center; Earl K. Long Medical
Center in Baton Rouge; and the Interim LSU Public
Hospital in New Orleans.

This program is funded by the Agency for Healthcare
Research and Quality and is administered by the
Health Research & Educational Trust (HRET) of the
American Hospital Association. HRET’s partners are
the Johns Hopkins Quality and Safety Research
Group and the Keystone Center for Patient Safety
and Quality at the Michigan Health & Hospital
Association. The LHA has partnered with eQHealth
Solutions, formerly Louisiana Health Care Review,
to help implement and assist participating hospitals
during the course of the pilot program, which will run
from October 2010 to September 2012.

Thirty states are currently participating or have
signed on to the collaborative, and recruitment in
other states is in progress. Hospitals participating
will have access to expert faculty and data collection
and monitoring support throughout the state’s two-
year participation.

Woman’s Raises $413,700 for
Critical Health Programs 

Citing the generosity of many, Woman’s Hospital
announced that its 2010 Annual Giving Campaign
raised $413,700 toward improving the lives of
women and infants by funding programs that
address some of the most critical health care issues
in our community and benefit a significant percent-
age of Medicaid and indigent patients. 2010 cam-
paign co-chairs, Kathy and Frank McArthur, along-
side sixty community volunteers, worked closely with
over 400 corporations, businesses, and individuals
in East Baton Rouge and surrounding parishes to
fund the following programs:
• Metabolic Health Clinic
• Lactation Program
• Care for Victims of Sexual Assault
• Neurodevelopmental Clinic
• Woman’s Home Care
• Mother-to-Child HIV Transmission
• Breast Cancer Outreach and 

Mobile Mammography Coach
• Gynecologic Oncology Services
• Post-Treatment Cancer Care and Support
The annual Woman’s Hospital Employee Giving
Campaign raised over $79,100, which laid the foun-
dation for the community campaign.

Baton Rouge General Launches
Internal Medicine Residency

Baton Rouge General Medical Center has received
accreditation from the Accreditation Council for
Graduate Medical Education (ACGME) for its Tulane
University School of Medicine affiliated Internal
Medicine Residency Program. The program offers
residents an opportunity to learn and understand
how to prevent, diagnose, and treat diseases that
affect adults. In the three-year program, residents
will rotate through several specialties such as emer-
gency medicine, intensive care, cardiology, nephrol-
ogy, gynecology, pulmonary medicine, endocrinolo-
gy, hematology/oncology, and many others, while
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maintaining a focus on internal medicine. The residents
will work closely with both hospital and community-based
physicians.

As an affiliate of Tulane University School of Medicine in
New Orleans, the program is committed to providing
exceptional medical education for students, residents and
other healthcare professionals. In addition to residents in
the program, Baton Rouge General welcomes rotating res-
idents from other institutions. Dr. Venkat Banda, associate
director of the Internal Medicine Residency Program
explains that, “Our residency program is an important part
of the health care system in this region. Having an internal
medicine program at Baton Rouge General will allow us to
educate, prepare, and retain some of the brightest physi-
cians graduating from top medical schools across the
country to ensure that quality healthcare is available to the
Baton Rouge community.” 

OLOL Named
Consumer

Choice Award Winner 

For the twelfth consecutive year, Our Lady of the Lake
Regional Medical Center (OLOL) has been selected by the
National Research Corporation (NRC) as the Consumer
Choice Award winner for the hospital with the highest
overall quality and image in the Baton Rouge metropolitan
area. Consumer Choice award winners are determined by
consumer perceptions on multiple quality and image rat-
ings collected in the NRC Ticker study. The 2010-2011
NRC Ticker study surveyed over 250,000 households rep-
resenting 450,000 consumers in the contiguous 48 states
and the District of Columbia. 

Woman’s Encourages
Breastfeeding After Breast Cancer

Breastfeeding has been proven to reduce a woman’s risk of
breast cancer, but what about breastfeeding after having bat-
tled breast cancer? Woman’s Hospital says it’s possible and
women absolutely should try, but only with their physician’s
approval. While only seven percent of women diagnosed with
breast cancer will be under the age of 40, for those women,
the ability to choose to breastfeed can provide a sense of sat-
isfaction and accomplishment in overcoming cancer. The
health benefits to breastfeeding after cancer include a poten-
tial protective effect on the non-affected breast. Women who
desire to breastfeed after treatment, with the support of their
health care team (physicians and lactation consultants) will
have the most successful outcomes.

“Women should know that breast feeding after a single
mastectomy is possible, but it may be more difficult,” says
Dr. Michael Hailey, breast surgeon at Woman’s. Although
one breast has been removed entirely, the remaining breast
should be able to produce milk. “The amount of milk pro-
duced may be limited, but with frequent nursing and breast
pumping a woman should be able to breastfeed successful-
ly,” says Hailey. He explains that by combining the nursing
with pumping, a woman can improve her milk production.

Dr. Hailey strongly emphasizes that the new mother should
first gain approval to breastfeed because many medications
can be transmitted through breast milk. He warns that
women should NEVER breastfeed if they are actively
undergoing cancer treatment such as chemotherapy or hor-
monal therapy. With the conclusion of these treatments,
breastfeeding is generally considered safe after approval
from a woman’s oncologists. v
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Airport

Baton Rouge Metropolitan Airport
9430 Jackie Cochran Dr.

Baton Rouge, LA 70807

225.778.1567

www.flybtr.com

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

Automotive (Tire and Care)

Treads & Care
1312 W. Hwy. 30

Gonzales, LA 70737

225.647.9631

Treads & Care
10711 Coursey Blvd.

Baton Rouge, LA 70716

225.368.1234

Billing

Medical Administrative Associates, LLC
P.O. Box 82110

Baton Rouge, LA 70884

225.326.5071

www.medicaladministrativeassociates.com

Cardiovascular

Cardiovascular
Institute of the South
7941 Picardy Ave.

Baton Rouge, LA 70809

225.308.0247

www.cardio.com

Cleaners

Sunshine Cleaners
16645-A Highland Rd.

Baton Rouge, LA 70810

225.753.4060

www.sunshinecleaners.net

Consulting

6SigmaTek
1384 Prestbury Rd.

Concord, NC 28027

704.604.9470

www.6sigmatek.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 Services
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

Insurance

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

Linen Services

Westport

Linen Services

510 Kornmeyers Plaza

Baton Rouge, LA 70806

225.218.8878

www.westportlinen.com

Medical Equipment

& Service

Majestic Medical Solutions

207 W. Eastbank St.

Gonzales, LA 70737

225.677.9867/866.580.9729

www.majesticms.com

RESOuRCE guidE
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Neuromedical

The Neuromedical Center
10101 Park Rowe Ave.

Baton Rouge, LA 70810

225.769.2200

www.theneuromedicalcenter.com

Orthopaedics

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

Baton Rouge, LA 70808

225.766.0050

www.bjcbr.com

Pharmacy

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

La Mestiza

Mexican Bistro

17424 Airline Hwy., Ste. 10

Prairieville, LA 70769

225.313.4191

www.mestizorestaurant.com

Mestizo

2323 S. Acadian Thrwy.

Baton Rouge, LA 70806

225.387.2699

www.mestizorestaurant.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

Vascular Clinic

Total Vein Care

8595 Picardy Ave. Ste. 320

Baton Rouge, LA 70809

225.761.8119

www.TotalVeinCareLouisiana.com

Wines

and Spirits

Calandro's Select Cellars

4142 Government St.

Baton Rouge, LA 70806

225.383.7815

12732 Perkins Rd.

Baton Rouge, LA 70810

225.767.6659

www.calandros.com
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