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An estimated 1 million 
people are diagnosed with 
shingles every year.
The CDC recommends a shingles shot for everyone age 50 and older as the only 
form of protection against shingles and its long-term complications. It’s the best way to 
prevent shingles-related healthcare costs and lost productivity.

• Each shingles outbreak 
 can result in more than 
 129 hours of lost work.

•	 Shingles	vaccinations	are	available	to	eligible	patients	age	50	and	older	at	any	of	your	local	Walgreens	locations	every	day.

•	 Shingles	vaccinations	are	administered	in	a	professional,	semi-private	environment	by	certified	immunizing	pharmacists.

•	 We	provide	immunization	records	to	referring	physicians	to	keep	patient	medical	files	current.

•	 Medicare	Part	D	and	many	medical	benefit	plans	may	cover	the	cost	of	the	vaccination.

•	 Vaccines	are	given	during	all	regular	pharmacy	hours;	no	appointment	necessary.

•	 A	prescription	is	required	for	the	shingles	vaccine	administration.

Ms. Jennifer Carter is a graduate of the University of 
Louisiana at Monroe School of Pharmacy, and has been 
working for Walgreens since 2006. Jennifer currently 
manages the Walgreens pharmacy located at Coursey 
and Jones Creek.

Q: What is the benefit of getting the Zostavax vaccine, 
and how has it helped your Walgreens patients that have 
already received it?
A:	 The	main	benefit	of	 the	Zostavax	 vaccine	 is	 reducing	
the	risk	of	getting	the	virus,	Herpes	Zoster	(shingles).	Shin-
gles	cause	the	nerves	to	become	inflamed	which	can	be	
extremely	painful	and	 last	 for	months.	This	 is	called	Post	

• Average hospitalization costs   
 are $5,200; outpatient costs
 average $200 per occurrence.

• Drug therapy can range   
 between $73 and $180 
 per occurrence.

Walgreens is the nation’s leading retail provider of immunization services:

There’s a way to stay well.

SpoTlighT on SErviCE: Jennifer Carter, Pharm D
Herpetic	Neuralgia	(PHN).
	 Receiving	the	Zostavax	vaccine	has	
given	 my	 patients	 a	 peace	 of	 mind	
knowing	 they	 are	 at	 a	 lower	 risk	 of	
getting	 shingles,	 and	 if	 they	do,	 the	
case	should	be	much	less	severe	than	
if	they	had	not	received	the	vaccine.

If	you	have	questions	about	receiving	
the	Zostavax	vaccine,	talk	to	your	doctor	or	see	your	 local	
Walgreens	pharmacist.	Once	you	receive	a	prescription	for	
Zostavax,	visit	any	local	Walgreens	pharmacy	to	get	vacci-
nated	anytime	during	regular	pharmacy	hours.
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aco

“When they came out with the healthcare reform 

legislation it basically sent a message to the health-

care delivery system that how they are going to get 

paid is going to change,” said Ed Silvey, Adminis-

trator and CEO of the Baton Rouge Clinic. “Un-

fortunately the federal government had written 

some guidelines that in reality didn’t work.” >>

Casting about for a solution to tackle the problem of rising 
healthcare costs, in March, 2011, the Centers for Medicare 
and Medicaid (CMS) released a proposed model for health-
care delivery dubbed Accountable Care Organizations (ACOs). 
The concept was simple and undoubtedly on the right track, 
but the creature itself has proven to be chimerical at best. 

Sightings in 
Baton Rouge?

>> By Karen Stassi



12 HealtHcare Journal of baton rouge  JAN / FEB 2012

The CMS ACO is framed as a group of 

healthcare providers who are held jointly 

accountable for achieving measured qual-

ity benchmarks and reductions in the rate 

of spending growth while improving out-

comes for a defined population. An ACO 

would typically include a strong primary 

care base, specialists, a hospital, long-term 

care, and ancillary services, all of which 

would share in savings realized by provid-

ing a more coordinated care approach. 

To participate in the Medicare Shared Sav-

ings Program, ACOs would need to meet 

33 quality standards in four key domains:

•  Patient/caregiver experience

•  Care coordination and patient safety

•  Preventive health

•  At risk population/frail elderly health.

Originally CMS had proposed 65 quality 

measures in five domains.

The idea of shared savings is an attractive 

one as nobody disputes that many health-

care costs can be reduced or eliminated 

through better coordinated care. In fact, 

CMS predicts Medicare savings of as much 

as $960 million over three years. Tapping 

into a piece of that is certainly a carrot, but 

not if the cost of creating the infrastructure 

to deliver that coordinated care counter-

acts any potential savings. Ochsner Medi-

cal Center-Baton Rouge CEO Mitch Was-

den said that CMS estimated it would cost 

Ochsner about a $1.8 million investment 

to comply with the regulations and set up 

an ACO. Wasden said Ochsner’s own esti-

mates are closer to $11 to $26 million. 

“The infrastructure that it’s taking to do it 

doesn’t justify the expense or the econom-

ic reward that the government has set up,” 

agreed Silvey. It is also possible, since CMS 

has seemed to underestimate the costs of 

implementing an ACO, that they have also 

overreached on the projected savings. At 

the moment the savings are offered as a 

bonus above and beyond regular Medicare 

reimbursement. An ACO’s performance 

would be measured against a series of 

benchmarks to determine if it was eligible 

for a share of the savings or would be held 

accountable for losses. 

CMS has used all the right words: account-

ability, reduced spending, quality im-

provement, coordinated care, patient safe-

ty. In fact, no one disputes those factors 

are necessary parts of any real healthcare 

reform. However, CMS went on to define 

the structure, operation, and functions of 

ACOs in a 439-page regulation that had 

everyone a little bewildered. “I think if you 

look at the concept of accountable care or-

ganizations, as CMS defines it, they have a 

lot of great core concepts, but they had so 

many restrictions and regulations as they 

really got to finalizing the document that 

we are not pursuing an accountable care 

organization status as defined by CMS,” 

said Baton Rouge General Executive Vice 

President & Chief Business Development 

Officer Dionne Viator.  

After reviewing more than 1300 com-

ments on its proposed rules, presumably 

many of them unflattering, CMS released 

final rules in October, 2011 that reduced 

some of the burden and increased some 

of the incentives for those creating ACOs. 

They also expanded the field of those qual-

ified to form these types of organizations 

to include Federally Qualified Health Care 

Centers and Rural Health Clinics that pro-

vide primary care. 

One of the biggest changes to the rules 

was to revise the two-track shared sav-

ings program to allow for one to be com-

pletely without risk. In the proposed rule, 

Track 1 included two years of one-sided 

shared savings with a mandatory shift in 

year three to performance-based risk or 

shared losses under a two-sided model. 

Track 2, which offered a higher percentage 

of shared savings (60%) as an incentive, 

called for three years under the riskier 

two-sided model where ACOs also share in 

losses. Under the final rules, Track 1 offers 

ACOs an opportunity to avoid the two-sid-

ed risk altogether for the first three years. 

CMS will also begin shared savings on 

the first dollar for all ACOs regardless of 

whether they choose the one-sided or two-

sided model. 

Another significant change removes the 

requirement that 50% of primary care 

physicians must be defined as meaning-

ful users of electronic health records by 

the second year in order to participate. 

Despite incentives to implement EHRs, 

this requirement potentially posed a sig-

nificant barrier for independent physi-

cians, although, according to Silvey, defin-

ing meaningful use is a bigger challenge 

than achieving it. While the change re-

duces some of the burden, Silvey believes 

most people implementing EHRs will try 

to attain meaningful use regardless, as it 

“tracks so many of the quality metrics you 

need to hit anyway.” To counteract the loss 

of the meaningful use requirement, CMS 

assigned much greater weight to EHR im-

plementation as a quality measure—high-

er than any other, in fact.

A third change, aimed at addressing infra-

structure concerns, was the introduction 

t H e  e lu s i v e  aco
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of an Advanced Payment model under 

which physician-owned and rural ACOs, 

as well as some critical access hospitals, 

could be pre-paid a portion of future 

shared savings to help them get up and 

running more quickly and therefore pro-

viding greater access to coordinated care. 

Providers could receive the payments in 

one of three ways:

•  Upfront fixed payment

•  Upfront payment based on the number  

of Medicare patients served

•  Monthly payment based on the number  

of Medicare patients

The advanced payments would be recov-

ered from any future shared savings the 

providers incurred. 

“Probably the biggest area where there 

were changes was that the anti-trust, anti-

kickback, and Stark provisions were all re-

laxed substantially,” said Silvey. Concerns 

about how these collaborations might 

inadvertently challenge those laws had 

many providers approaching the ACO con-

cept with considerable caution. The final 

rules provide more guidance from CMS, 

the Federal Trade Commission, and the 

Department of Justice and make available 

an expedited review process to address an-

titrust concerns. “It’s still fairly complicat-

ed,” said Silvey. “You would obviously still 

want to get a lot of legal interpretation be-

fore you did anything.”

Despite some attempts to reduce risk and 

make implementation less burdensome, 

the final rule still requires that each group 

of providers be held accountable for at least 

5000 beneficiaries annually for a period of 

three years—a considerable commitment. 

The good news is that, for the moment, 

participation in an ACO is voluntary, with 

shared savings as the incentive, but pro-

viders  are  rightfully  watchful,  with  ex-

pectations that reimbursement will even-

tually be contingent on operating in an 

ACO-type delivery system. “Whether it be 

a government or a private payer they will 

incent this in whatever direction payment 

reform might take,” said Silvey. “Then at 

some point they won’t incent it any more; 

it will be an expectation.” So, while few are 

trying to emulate the CMS model, most 

local hospitals, physician groups, and pay-

ers are exploring ways to work together to 

achieve some of the same goals. “I think 

people are trying baby steps to payment 

reform to see if it achieves some of the 

goals that the government’s concept of an 

ACO does,” said Silvey.

“The  best  explanation  is  there  is  the  big 

‘ACO’ which CMS adopted for their shared 

savings model and which is now an ugly 

word,” said Richard Vath, MD, VP of Med-

ical Affairs at Our Lady of the Lake Re-

gional Medical Center (OLOL). “And then 

there’s the little ‘aco’ which is a concept. I 

still like the little ‘aco’ concept.” Wasden 

said Ochsner, too, agrees with the spirit of 

ACOs, noting that, “we need to get out of 

this model of getting more revenue for pa-

tient services just because people are do-

ing more, because that’s not necessarily 

the same thing as quality.” However, Och-

sner, like others, is finding the mechanics 

of it are going to be very costly and may 

not even work or be effective.

“If ACO regulations are created that are 

viable, then I think everybody’s going to 

want to do it,” said Wasden. “Until CMS is 

able to accomplish that, we will probably 

explore  activities  locally  that  accomplish 

If ACO regulations 
are created that are 
viable, then I think 
everybody’s going 
to want to do it. 
Until CMS is able to 
accomplish that, we 
will probably explore 
activities locally 
that accomplish 
the same thing.
—MItCh WASden
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the same thing. If they are able to improve 

the regulations I think you will see the 

ACO model and local efforts dovetail and 

become the same thing eventually.” 

Exploring  local  options  is  exactly  what 

everyone seems to be doing. In fact, Sil-

vey believes that’s the critical factor CMS 

has failed to recognize—that models need 

to be tailored to the unique environment 

of each market and that a one-size-fits-

all model is not a comfortable fit for any-

one. In cities like Baton Rouge where large 

health  systems  have  already  explored 

partnerships with other entities, some 

form of ACO will potentially be easier to 

craft than in areas where there are a lot of 

independent practices.

“We, like many others, had been in conver-

sation for a while before the CMS proposals 

came out,” said Vath. About two years ago, 

OLOL started the conversation with inde-

pendent physicians about clinical integra-

tion and accountable care as a concept. “We 

approached it as sort of a natural progres-

sion of what we have been able to achieve 

working with the independent physicians 

— getting around the table and improv-

ing  inpatient  quality  of  care,”  said  Vath. 

OLOL has been working with physicians in 

the community on trying to develop what 

an accountable care model would look like. 

They have progressed far enough in that 

process to request an informal decision 

from the Federal Trade Commission (FTC) 

on how to model the finances. Included in 

the discussions are the Our Lady of the 

Lake Physician Group, St. Elizabeth Physi-

cians, and the Baton Rouge Clinic. One of 

the keys to the integrated model is that all 

of them will be on the same EMR. Later, 

any other community physician that wants 

to be on that record could join. “We’re de-

veloping how that model could work now. 

How do we implement it, what would the 

cost be to join?” said Vath. “What I’ll con-

tinue to push for is a little ‘aco’. We’ve been 

very transparent about the journey for this 

whole quality outcome delivery model to be 

introduced into the community. We’re re-

ally committed to this. The question is how 

many will be joining us?”

OLOL has also been working on a sepa-

rate model as part of its collaboration with 

LSU and a commitment to take care of the 

population that health system serves. This 

model includes the OLOL Physician Group 

and St. Elizabeth Physicians, but also the 

LSU providers and some of the specialists 

in the community that weren’t represented 

in those groups. OLOL also included Capi-

tal Area Human Services and Health Care 

Centers in Schools to discuss what an ac-

countable care model for this population 

would look like. “With the help of consul-

tants we really came up with a nice model 

and even some mechanisms for how to co-

ordinate the care between the ambulatory 

environment and the inpatient arena,” said 

Vath. “But then the decisions made by the 

state on coordinated care networks (CCNs) 

have to some extent put us on hold. If we 

apply for an ACO how does that work with 

the CCN or not work with the CCN?”

“ACO is kind of an amorphous term, but 

accountable care is what we are talking 

about…there’s a lot of different ways you 

can package it,” said Kenneth Phenow, 

MD, Chief Medical Officer at Blue Cross 

and Blue Shield of Louisiana (BCBSLA), 

which is primarily focusing on primary 

care as the accountable care providers. 

However, the payer will soon launch a new 

product with Ochsner that is set up very 

similar to an ACO. “We’re not calling it an 

ACO, but it really kind of is an ACO be-

cause they have the hospital, they have the 

specialists, they have the primary care, 

they have the ancillary,” said Phenow. 

“They are taking risk with us as partners 

on actual premium dollars. There’s going 

to be a quality piece where they are going 

to have to hit certain thresholds across all 

physicians. They would have to maintain 

or  improve  their  quality  index  and  then 

there would be distribution of funds based 

on the partnership agreement.” 

In addition, BCBSLA is forming narrow 

ACO-like networks, as part of a new prod-

uct called Community Blue. The network 

includes Baton Rouge General as the key 

hospital, First Care Primary Care Physi-

cians, the Baton Rouge Clinic, and vari-

ous specialists. “It is an ACO; we are just 

not calling it that,” said Phenow. “In a true 

ACO there is risk sharing going on be-

tween the components of the ACO. Here 

there is no risk sharing, but there are po-

tential savings they’ll share in. They re-

duce their rates a little bit, so we can re-

duce the overall rate from a premium 

standpoint, so we can attract more people 

that want to pay less for a little more nar-

row, high quality network.”

However, said Phenow, BCBSLA believes 

sustaining primary care by transform-

ing practices to deliver patient-centered 

medical home-type care is the way to go 

to reform healthcare delivery. To that end,  

BCBSLA is helping physician practices 

adopt the medical home model though 

funding certification by the National Com-

mittee for Quality Assurance (NCQA) and 

paying a per patient bonus based on the 

t H e  e lu s i v e  aco
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level of certification attained. The payer is 

also helping primary care practices with the 

costs of implementing EMRs and is provid-

ing data through which providers can mea-

sure their performance against others in 

the market. In an ACO, said Phenow, ev-

erybody’s accountable for improving cost, 

improving quality, and sharing potential 

savings, whereas in a medical home it’s the 

primary care physicians who are doing it. 

“We’re giving them information on how 

to improve their referral patterns—which 

hospitals to use, which ancillaries to use—

it’s very similar except they are just work-

ing within their group. They are being the 

accountable care organization.” 

Blue Cross also plans to start replacing fee 

for service with a per member, per month 

care coordination or care management fee 

based on the risk of the population. Then it 

will start to introduce a pay for performance 

bonus based on quality and cost savings. “As 

we move down the road to more integrated 

delivery models such as ACOs, whatev-

er they are going to look like, there will be 

shared incentives,” said Phenow. “We are 

not holding anybody at risk in the medical 

homes yet. But in the future we will.”

Viator  said  the  accountable  care  concept 

goes even beyond the hospital walls; it in-

volves earlier coordination and reducing 

fragmentation in an effort to prevent hos-

pital stays. “But if it happens, how we co-

ordinate with home health agencies, rehab 

hospitals, nursing homes, and other sys-

tems of care is important. Communication 

is very important,” she said. Baton Rouge 

General  is  exploring  whether  it  can  im-

prove care by working with a small group 

of health partners with whom they have 

strong  communication  and  expectations 

of each other regarding quality of care. The 

idea is to improve the overall health status 

of that group, said Viator, who also noted 

that the only way to truly achieve those 

goals is for the patient to be an involved 

participant in their own care. 

In the Community Blue partnership with 

BCBSLA, Baton Rouge General will be part 

of a narrow network of lower cost, high 

quality providers throughout the continu-

um of care, but will also include require-

ments like annual health assessments for 

the participants. “The intent is this very 

affordable health plan will be able to have 

savings passed back to the participants or 

priced at a premium. To me, that product 

has the underpinnings of a solid, account-

able care approach,” said Viator. 

“In the old models of integration in the ‘90s 

hospitals just owned everything, owned 

the doctors, owned other hospitals,” said 

Wasden. “We’re trying to create some mod-

els where you don’t have to own every-

thing, but where you can partner and col-

laborate, such as sharing electronic medical 

records.” Ochsner is also looking at collab-

orating with other entities to create coun-

cils around different disease states. For ex-

ample, a cardiovascular council would meet 

to discuss and agree on what the best and 

most cost-effective ways are to take care 

of people with cardiovascular disease. The 

councils would hopefully reduce variation 

in care, and like the integrated EMR, help 

everyone to be on the same page. “Even if 

the ACO initiative is slow to be adopted or 

is changed dramatically you are going to 

see integration efforts in all communities 

across America,” said Wasden. “People are 

realizing that we have to provide high qual-

ity healthcare at the lowest possible cost.” 

t H e  e lu s i v e  aco

“Personally, I think we could probably get 

very similar outcomes to ACOs by focusing 

on accountable, coordinated, collaborative 

care through some of the primary cares, 

some of the specialty cares,” said Phenow. 

“I think we could get there and the hospital 

would not be part of it.” He said that BCB-

SLA sees its role in the future as a type of 

collaborator, arming primary care physi-

cians and specialists with the information 

they need to provide more coordinated care 

and improve referral patterns. The payer is 

also in a position to reward physicians for 

value. The plan is to eventually create virtu-

al networks of medical homes by providing 

and funding a shared care coordinator to 

coordinate between patients, practices, and 

the health plan to manage that population 

in a more cost effective way. BCBSLA would 

also provide the data physicians need to 

make sure patients get the right care; pro-

vide information on preferred ancillary 

services; have them work with Blue Cross 

nurses in disease management; and work 

with other community resources. BCBSLA 

also plans to create an advance primary 

care ICU made up of primary care physi-

cians that specialize in certain areas, who 

could co-manage difficult patients. 

Blue Cross has already created a Blue Dis-

tinction hospital program that ranks hos-

pitals for quality and will eventually rank 

them for cost effectiveness. The plan is to 

also rank specialists. These rankings would 

be provided to medical homes to change 

referral patterns. “Health plans have re-

sources and informatics to drive high val-

ue care by rewarding for appropriate care 

and sharing info about good performers,” 

said Phenow. He predicts that as prima-

ry care providers become more account-

able for quality and cost effectiveness, the 
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We approached it 
as sort of a natural 
progression of what 
we have been able 
to achieve working 
with the independent 
physicians — getting 
around the table and 
improving inpatient 
quality of care.
—RIChARd VAth, Md

patients will migrate to them. “Those losing 

business will probably start to lower their 

rates and that’s how we will kind of reca-

librate the entire market,” said Phenow. “I 

think the same thing might happen with 

the specialists, but it’s not going to happen 

overnight. I think it’s going to be a slow, ar-

duous, ugly process. But it’s either that or 

the government is going to take over and 

decide how much each specialty is going to 

make a year and nobody wants that.”

Contrary to Phenow’s vision, area hospitals 

feel they are an important part of the mix 

in the ongoing reform of healthcare deliv-

ery. “There are a lot of models out there, 

but I think the strongest models are going 

to include as many pieces of the care con-

tinuum as possible,” said Wasden. “I think 

a model that includes physicians, hospitals, 

home health, and the entire continuum is 

probably going to have a better opportunity 

to create quality and savings than one that 

focuses on just one piece of the delivery sys-

tem, whether that’s hospitals or whether 

that’s physician groups.” Silvey agreed that, 

“Some of it is just economies of scale—the 

larger the network is, the better able to im-

plement things like EMRs or sophisticated 

chronic disease management programs.”

One of the concerns physicians have had 

with forming ACOs is that the hospital is 

generally the largest, most powerful part-

ner. “In the past, the way the collabora-

tion worked, hospitals would buy physi-

cian groups because all they cared about 

was getting their volume. That was the old 

model of ‘If I do more I make more money.’ 

I think what we are looking for with these 

new models is how we collaborate on a 

population’s health, which at times means 

not doing as much,” said Wasden. “I think 

when you look at some of these models 

where hospitals are partnering with inde-

pendent physicians and where physicians 

remain independent, but have a more 

symbiotic relationship with the hospital, 

it can work.” In addition, said Wasden, 

hospitals are more likely to have the capi-

tal for infrastructure changes like imple-

menting high quality EMRs. 

Hospitals, too, could be alarmed at a mod-

el geared toward reducing the number of 

people that have to be admitted. “It is coun-

terintuitive for any hospital to be commit-

ted to this, but fortunately the leadership 

here has been able and willing to commit 

to this, realizing what the ramifications 

are,” said Vath. He pointed out that hospi-

tals have taken other actions prior to CMS 

requiring reporting or refusing to pay for 

those incidents. “We decreased things that 

we were being paid for then.” 

The carrot for some might be the shared 

savings,  but,  said Vath,  “No one believes 

with the shared savings that they will be 

making as much as they are making to-

day.” The real incentives are to do the right 

thing for the population and the realiza-

tion that something has to change, he 

said. “My idea is if you can get all the phy-

sicians around the table, and start talk-

ing about what’s the best way to manage 

a hypertensive patient or diabetic patient, 

and then provide external  resources that 

they can tap—all the same as the ones in 

a medical home, but shared—you can ac-

complish the same thing and share costs 

without trying to recreate the medical 

home in each practice. If you are going to 

approach it differently, then who better to 

capitalize to a great extent the formation 

of this external entity than hospitals?”



18 HealtHcare Journal of baton rouge  JAN / FEB 2012

One oft heard criticism of the ACO model 

is, “Haven’t we tried this before?” The an-

swer is yes, and the memories are not gen-

erally fond. However, there is one major dif-

ference this time, noted Silvey, and that’s 

the focus on quality and the fact that pay-

ment will eventually be tied to outcomes, 

ACOs or not. “It didn’t work in the ‘90s be-

cause it was all about money,” agreed Vath. 

“This at least has been approached a little 

differently. Yes, everyone is saying it’s about 

the costs, but nobody is talking about the 

individual premium. It’s still about how 

do we get the outcomes that we want?” 

Besides,  noted Vath,  “Everybody who  has 

been around long enough and knows how it 

was in the ‘90s knows that they don’t want 

to  recreate  that.”  Viator  noted  that  there 

will be payment reform involved in all as-

pects of the pilot programs we are seeing 

locally. Instead of incentivizing providers 

to be paid per healthcare event, there will 

be reform that pays for the overall health of 

the population. 

There is also general agreement that 

whether ACOs are the way to go or not, 

there has to be a change in the delivery 

system. “All of the stakeholders are get-

ting frustrated, especially the employ-

ers; they want better value,” said Phenow. 

“We spend a lot of money on healthcare, 

17% of the GDP, but we are not showing 

good outcomes. That’s not good value. Our 

healthcare system is not a system; it’s a 

hodgepodge of financing, insurance, de-

livery, and payment mechanisms that 

are not standardized, not coordinated. A 

system is a network of integrated com-

ponents that work together in a cohesive, 

coordinated, and collaborative fashion. 

That’s what we need to get to and we have 

to start to develop a delivery model that 

does that,” he stressed. A coordinated de-

livery model that focuses on prevention 

of disease, avoiding hospitalization, and 

managing chronic illness rather than on 

specialty and procedural care is what’s 

needed, said Phenow.  

“I think the biggest challenge for this to 

work is whether the specialists are at the 

point, where they weren’t in the 90s, to say, 

‘Look, I get it.’ The reality is if I’m just a left 

ankle surgeon and that’s all I do, I’m either 

going to have a boutique practice and take 

cash only, or I’m going to have to play with 

others  in a different sandbox,” said Vath. 

“It has to change and if it has to change 

this is the only way we can control it.” He 

noted it is better to sit down with poten-

tial partners and design a model than to 

just wait to see what happens. “Even if it 

means groups come together, form a ven-

ture, and work with commercial payers 

or Medicare Advantage or anyone else to 

begin to move that model of making sure 

that everybody holds you accountable for 

the quality stuff.” 

One of the other reasons this approach is 

given more hope than the models of the 

past, is the focus on enhanced communi-

cation through electronic medical records. 

Interestingly, even if they are not officially 

exploring  collaborations  (although many 

are), most of the major providers in the 

area have chosen to implement the EPIC 

EMR. Among them are the Baton Rouge 

Clinic, St. Elizabeth Physicians, Our Lady 

of the Lake, OLOL Physicians, LSU Health 

System, Ochsner, and North Oaks. In ad-

dition, those entities can arrange to grant 

access to physicians outside of those net-

works. Ochsner is even helping to subsi-

dize up to 85% of the cost of physicians 

t H e  e lu s i v e  aco

I hate to say 
you’ve got to get 
on board with an 
accountable care 
organization or be 
left behind, because 
that terminology 
is being thrown 
around to mean 
so many things. 
But I will say if you 
don’t get on board 
with the concept 
of preventable care 
and the sharing 
of information 
technology so 
that decisions 
can be made by 
caregivers with a 
more complete 
set of information 
then I think you 
will be at a deficit 
to move forward.
—dIOnne VIAtOR
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implementing EMRs that will be compat-

ible with EPIC so they can be integrated. 

“It’s not out of my thought process, that 

80% of South Louisiana could soon be on 

this, which is really kind of ‘Star Wars’ for 

South Louisiana,” said Silvey. “I’m excited 

about it.” He should be excited. With EPIC, 

once a patient has a record in the sys-

tem, that is his or her unique record. That 

means that anyone else using EPIC sees 

and adds to that record. The avoidance of 

confusion, miscommunication, lost data, 

and reproduction of work alone, has to not 

only improve the community’s healthcare, 

but also create cost savings.

Whether they are pursuing a shared sav-

ings model or not, local healthcare leaders 

are in agreement that there are plenty of 

savings to be had through better care coor-

dination. “According to some of the experts 

out there who study this stuff for a liv-

ing there’s an estimated 30-50% of waste, 

duplication, unnecessary services, in the 

system already,” said Phenow. “Employers, 

who are the ultimate payers, don’t want to 

contribute any more into this very ineffi-

cient, ineffective system. They feel it’s time 

for the doctors, the hospitals, the health 

plans to step up and do this stuff. There’s 

so much waste out there that I think there’s 

years of fruit to be taken off of the ground.” 

Some of the most commonly cited areas 

for potential savings with coordinated, ac-

countable care include:

•  Eliminating duplication of services

•  Improving the generic prescribing rate 

•  Reducing readmission rates 

•  Reducing emergency room visits 

•  Reducing supply sensitive care 

•  Improving chronic disease manage-

ment to avoid hospital admissions/

readmissions

•  Improving wellness and prevention

Although there is consensus on the ways 

ACOs could improve healthcare and gen-

erate cost savings, there remain concerns 

about their viability. The model basically re-

quires binding agreements between parties 

that have historically been at odds, particu-

larly where reimbursement comes in. “The 

shared savings discussion is where you get 

the tough conversations,” said Vath. “What 

we’ve committed to do with our commu-

nity physician group is to bring in an out-

side consultant. Because the doctors don’t 

want to listen to what the Lake thinks is 

a good way to share savings and the Lake 

doesn’t necessarily want to listen to what 

the physicians think is fair, the best thing 

is to bring in a neutral party to provide 

some options for shared savings.” Phenow 

agreed that getting all these people to con-

vene and work together when they don’t 

have business relationships could be the 

real bugaboo. “The other thing is who’s go-

ing to be the keeper of the purse? Is it go-

ing to be the hospitals, is it going to be the 

specialists, is it going to be the primary care 

physicians?” said Phenow. Silvey said for 

this to work, the different entities are going 

to have to learn how to play in the sandbox 

together. “I think so long as that is clear on 

the front end with providers then I think 

that becomes non-contentious,” agreed 

Wasden. “I think if you create an ACO or a 

clinic integrated network that says for all 

savings that are created this is how it splits 

and everybody understands that, then that 

eliminates potential conflict.” 

ACOs will also have to have some sort of 

board that holds everybody accountable, 

said Vath. “We have a whole structure—of 

quality committee and rules that they fol-

low. We’ve developed the whole structure 

even down to the level of if you don’t meet 

the expected targets what happens.” 

Silvey believes that funding issues will 

prevent ACOs from taking flight until the 

federal government finds a way to help pay 

for the infrastructure changes that are re-

quired. “It’s hard to ask the providers to 

go out and spend all this money on infra-

structure when they don’t know how they 

are going to get their investment back.” 

He compared it to the slow acceptance 

of EMRs until the government offered 

to help pay for implementation. “That’s 

what’s going to have to happen if they 

want a change in the delivery system,” said 

Silvey. “If it can be made simple enough, 

if it makes clinical sense and truly bene-

fits the patient, I haven’t found a provider 

that’s digging in their heels. They want to 

do what’s right. When they get frustrated 

the infrastructure 
that it’s taking to 

do it doesn’t justify 
the expense or the 
economic reward 

that the government 
has set up. 

–ed SIlVey
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is when they get a 500 page document that 

makes no sense.” Despite the improve-

ments made in the final rules, Silvey does 

not believe there will be an additional rush 

to implement the CMS ACO model. How-

ever, the rules do provide a frame of ref-

erence as to where the healthcare delivery 

system is moving in the future, he said.

“I think there is agreement among my peers 

that the core concepts are moving in the 

right direction, but I think the problem is 

with our current forms of reimbursement,” 

said Viator. “I think we all have to look at 

partnering with the payers so that we can 

move forward in a way that does change 

our reimbursement to incentivize the ob-

jectives we have for care of the communi-

ty. Unless we get together with payers and 

work on how to bridge from the current 

system and what it incentivizes to the fu-

ture state then that will probably be one of 

the biggest barriers to moving forward.”

ACOs  are  a moving  target,  said Vath,  be-

cause every time you turn around either 

CMS releases a new model to play under or 

an insurance company comes up with an-

other way they might approach physicians 

and physician groups. “For us it’s still a con-

cept and we are trying to take it from a con-

cept down to the detailed part of actually 

sitting down and forming say, a physician 

hospital organization.” Silvey agreed that 

“ACO” is a generic term, but said it sends a 

message that the country wants a change in 

the delivery system and the payment sys-

tem. “If someone asked us are you devel-

oping yourselves to fit the CMS definition 

of an ACO, our answer would be no. But if 

you ask if we are preparing for the eventual 

payment reform that is coming, the answer 

would be yes. Whether enough cost and 

reward  can  be  wrung  out  of  the  existing 

system to make it work, nobody knows.” 

Vath said he doesn’t really believe you can 

financially incent providers to do the right 

thing, nor can you regulate reform of the 

delivery system. “All they are going to do is 

meet some regulatory standard and that’s 

not doing the right thing. Ultimately that’s 

why the CMS thing is ridiculous. They had 

the right idea, the right concept, then they 

put 439 pages of things you had to do, to 

basically regulate doing the right thing,” he 

said. “They are going to have to regroup.” 

“I hate to say you’ve got to get on board with 

an accountable care organization or be left 

behind,”  said Viator.  “Because  that  termi-

nology is being thrown around to mean 

so many things. But I will say if you don’t 

get on board with the concept of prevent-

able care and the sharing of information 

technology so that decisions can be made 

by caregivers with a more complete set of 

information, then I think you will be at a 

deficit to move forward. We also expect the 

CMS model to evolve over time, so as long 

as we just take some of the core concepts 

and what makes sense for the patients and 

this community, I think we will end up 

evolving into a better system of care, re-

gardless of what label you put on it.”

Sources: “Accountable Care Organizations: Improving 

Care Coordination for People with Medicare,” http://

www.healthcare.gov/news/factsheets/2011/03/ac-

countablecare03312011a.html; “everything you need-

ed to Know About Accountable Care Organizations, 

American Academy of Family Physicians and trans-

forMed, http://www.transformed.com/accountable_

care_organizations.cfm; evans, Melanie, “Forging the 

Way,” Modern Healthcare, Aug. 29, 2011; “the Fam-

ily Physician’s ACO Blueprint for Success,” American 

Academy of Family Physicians, www.lafp.org.

Personally I think 
we could probably 
get very similar 
outcomes to 
ACOs by focusing 
on accountable, 
coordinated, 
collaborative care 
through some 
of the primary 
cares, some of the 
specialty cares.
—Kenneth PhenOW, Md
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Meaningful use 
& usability

BackGrounD

The story of Electronic Medical Records (EMRs) in 

healthcare over the last decade is one of lengthy  

demos, webinars, “the future,” and down payments. 

And though EMR platforms may vary in their bells,  

whistles, and targeted specialties, there seems to be  

an ever-present general theme of frustration and  

hope that it will get better among provider users,  

management, and their staff. >>

Electronic
Medical
Records

>> By cHarles WilliaMson, Jr., MBA/MHA
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Much has already been written on the EMR topics of promised ef-

ficiency and cultural challenge. Still, not enough can be said about 

the practical effect of these software platforms on a care delivery 

system. This is now a care delivery environment going through 

rapid transition and protocol change in an attempt to be able to 

prove Meaningful Use of an EMR platform. So, what does that 

mean actually?   

The answer is that it depends on who you are talking to and in 

what context. The buzz phrase of Meaningful Use means very 

different things to the government, software developer, patient, 

and provider, but, whether or not Meaningful Use will translate 

into Usability is the story and challenge of the decade ahead.

ThE GovErnmEnT
There is a great deal of published information about why Wash-

ington (and the States) wants EMRs. Their expressed goal is good 

communication across care continuums. Cost reductions, im-

proved quality of care, promotion of evidence-based medicine, 

and recordkeeping mobility are just a sample of the many top-

ics touted as opportunities provided by EMRs; the proviso being 

that having a patient’s entire healthcare experience in an elec-

tronic format facilitates ease of communication, information ex-

change, eventual efficiency, producing a better outcome at lower 

cost, yielding a better overall healthcare delivery system…kind 

of like a Windows OS for healthcare. No offense Mac users.

Whether or not you agree with the government’s care coordina-

tion formula of Streamlined Communication = Efficiency = A 

Better Healthcare System, it is public policy and a commercial sec-

tor at this point. With roots in the U.S. Military, coordinating care 

goes back several decades with the Department of Veterans Af-

fairs (VA) Hospital System. In fact, the VA’s VistA system is one 

of the largest enterprise level care coordinating EMR platforms in 

practical use to date.

To help steer the role of EMRs in care coordination and infor-

mation exchange, the U.S. Department of Health and Hospitals 

created the U.S. Office of the National Coordinator for Health In-

formation Technology, also known as the ONC, in 2004 via Ex-

ecutive Order. It was later legislatively mandated by the Health 

Information and Technology for Economic and Clinical Health 

Act in 2009 (HITECH Act). The most significant building proj-

ect of the ONC is The Nationwide Health Information Network 

(NwHIN), a development that will essentially “tie together health 

information exchanges, integrated delivery networks, pharma-

cies, government, labs, providers, payors, and other stakeholders 

into a ‘network of networks’”1…kind of sounds a little 1984-ish. 

Physician and public health expert Farzad Mostashari serves as 

the National Coordinator for Health Information Technology.

To help bolster the commercial proliferation of EMRs domesti-

cally, the HITECH Act has earmarked incentive payments for 

eligible Medicaid and Medicare providers who prove Meaningful 

Use of an EMR platform. If certain thresholds are met with re-

gard to a provider’s total patient population, those who are signif-

icant Medicaid or Medicare providers may receive up to $63,750 

over six years and $44,000 over five years, respectively. In order 
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Core requirements:
 
 1  Use computerized order entry for medication orders.
 
 2  Implement drug-drug, drug-allergy checks.
 
 3  Generate and transmit permissible prescriptions electronically.
 
 4  Record demographics.
 
 5  Maintain an up-to-date problem list of current and active 

diagnoses.
 
 6   Maintain active medication list.
 
 7  Maintain active medication allergy list.
 
 8  Record and chart changes in vital signs.
 
 9  Record smoking status for patients 13 years old or older.
 
 10  Implement one clinical decision support rule.
 
 11 Report ambulatory quality measures to CMS or the States.
 
 12  Provide patients with an electronic copy of their health  

information upon request.
 
 13 Provide clinical summaries to patients for each office visit.
 
 14 Capability to exchange key clinical information electronically 

among providers and patient authorized entities.
 
15 Protect electronic health information (privacy & security).

menu requirements:
 
 1  Implement drug-formulary checks.
 
 2  Incorporate clinical lab-test results into certified EHR as 

structured data.
 
 3  Generate lists of patients by specific conditions to use for 

quality improvement, reduction of disparities, research, and 
outreach.

 
 4  Send reminders to patients per patient preference for 

preventive/follow-up care.
 
 5  Provide patients with timely electronic access to their health 

information (including lab results, problem list, medication lists, 
allergies).

 
 6  Use certified EHR to identify patient-specific education 

resources and provide to patient if appropriate.
 
 7  Perform medication reconciliation as relevant.
 
 8  Provide summary care record for transitions in care or referrals.
 
 9  Capability to submit electronic data to immunization registries 

and actual submission.
 
 10 Capability to provide electronic syndromic surveillance data to 

public health agencies and actual transmission.
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to receive any of these incentives, eligible providers and hospi-

tals must demonstrate Meaningful Use as defined by the 15 Core 

Requirements; eligible providers must meet all 15 Core Require-

ments and hospitals just 14.2 The second list of 10 Menu Require-

ments are for both providers and hospitals, who must, in addition 

to meeting their Core Requirements, demonstrate Meaningful 

Use of at least 5 of the standards with their EMR. (see sidebar)

ThE SofTwarE DEvElopEr
What does Meaningful Use mean for the software developer in 

the context of their product? Really only two things: First, it is 

a guideline for the development of their platform (i.e., if their 

EMR app doesn’t have the ability to deliver on all 25 measures, 

it’s at a competitive disadvantage with other products); Second, 

Meaningful Use Certified has now become a slogan with which 

software companies market their platforms to providers, clin-

ics, hospitals, etc. Most collateral marketing material contains 

emphatic statements about being CCHIT (Certification Commis-

sion for Health Information Technology) Certified and the bonus 

money available to those delivery systems that pull the trigger 

and purchase that EMR platform. In fact, if the software devel-

oper has any marketing ability whatsoever, one can usually find 

an amortized bonus schedule of the total incentive money avail-

able from the government directly underneath the Meaningful 

Use Certified and CCHIT marketing statements.

This is all fine and most credible software companies are defer-

ring a substantial amount of their fees until providers or hospi-

tals begin receiving their bonus money from the government. 

The only question is, what if the platform is so intrinsically dif-

ficult and cumbersome to the provider that, after they’ve signed 

a purchase agreement, developed an implementation team, 

jumped into training/using the EMR, experienced the initial 

culture shock, then listed out some of the dramatic changes that 

must take place in order for the thing to even work at a basic 

level, what happens then? The answer is that while the software 

company may have sold a Meaningful Use Certified platform 

with all the capabilities of meeting all Core and Menu require-

ments necessary to prove Meaningful Use, it doesn’t mean the 

darn thing is Usable on a practical level. We’ll revisit this later.

ThE paTiEnT
Let’s say you’re my doctor for a moment. How are you going to 

use my Electronic Medical Record in a way that’s meaningful to 

mEaninGful uSE
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me, the patient? I’m interested in customer service, outcomes, 

privacy, and portability. Does using an EMR PC, tablet, or iPad 

during the exam blow my hair back? Not really. It’s cosmetic at 

best with the only lasting impression being that you, my doctor, 

are really, really, really, really tech savvy. Now, if I can get called 

back from the waiting room faster because I entered all my his-

torical and demographic information into my EMR via a bank 

level secure web-portal, all of which gets consolidated to your 

iPad and throughout the course of the exam is used to visual-

ize my progress (or lack thereof) in an attempt to demonstrate 

what’s going on with me, then yes, it’s awesome! If you’re a spe-

cialist and I move to Seattle next week, it’ll be meaningful if you 

can send the last four years of my care to my new doctor out 

West. Otherwise, it’s not really super meaningful to me.

ThE proviDEr
So, now let’s reverse it, let me play doctor for a moment with your 

EMR. Does using an EMR to assist in your care help me practice 

medicine in a way that’s more meaningful? It all depends really, 

although, if a software program that’s essentially medical chart 

centric drives medical decision making any more than a paper 

chart with the same history, maybe a little CME is in order for 

next year’s budget. In truth, EMRs can be used meaningfully by 

providers, hospitals, and their staff to make a difference and pro-

vide better outcomes. Staff stop running around trying to find 

missing paper charts, physicians can pull up their schedules and 

review patient histories ahead of time, care coordination among 

specialists can occur in real time via desktop sharing applica-

tions, medical prescriptions can be emailed, and on and on.

The real issue at hand for the provider/hospital is different from 

the other three groups. It’s not whether the EMR is Meaningful 

Use Certified, or whether I prove Meaningful Use by meeting all 

the requirements I have to, because all of that can be bought or 

done.  

The status of things from a delivery system’s point of view is un-

deniably how Usable is this EMR platform in clinic, on rounds, 

or any other circumstance that involves documenting care to a 

patient? Again, it all depends really. 

Some providers are more facile with laptops, iPads, Galax-

ies (Samsung), PlayBooks (RIM), and TouchPads (HP) and can 

more quickly manipulate an EMR than other providers. I’m not 

suggesting that usability of EMRs for providers is generationally 

correlated, but ask a 10-year-old today to go type a paper on a 

Tandy 1000 with 640K of memory and save it to a 3.5” floppy. 

It could be done, but it would be uncomfortable. The reverse is 

true for the provider today who’s a couple years away from retire-

ment. Give them an iPad and send them into an exam room. It 

could be done, but it wouldn’t necessarily make that EMR more 

Usable for them.

ConCluSion
Paper charts are about as done as Christmas lights on your 

neighbor’s house in late May. They’re over, finished! But, while 

an EMR platform can be proven to the government to be mean-

ingful, sold by the vendor as certified, conceptualized by the pa-

tient as valuable, it doesn’t necessarily mean Usable for the pro-

vider. In fact, sold as is with no change to paper chart protocols 

(i.e., entering histories, demographics, meds, etc., in the exam 

room), EMR hurts productivity while doing very little to improve 

outcomes.

The future of medical charting has been legislated, developed, 

hyped, and sold, but using it to improve quality of care on a prac-

tical level is still a ways away. EMR Usability is an organic pro-

cess that many delivery systems are working through. And by 

changing things like call center protocols, check-in procedures, 

and setting up waiting room terminals equipped with wizards 

for the patient to input some of their information, EMRs will 

become more and more Usable. Whether or not that translates 

into a better healthcare delivery system depends on who you are 

talking to and what “better” means to them.

1http://www.nhinwatch.com/performSearch.cms?channelId=2
2https://www.cms.gov/EHRIncentivePrograms/30_Meaningful_Use.asp
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Roxane A. Townsend, MD

In her role as Assistant Vice President for Health 

Systems with the Louisiana State University System Dr. 

Townsend works with the system’s 10 hospitals and their 

clinics in the development of operational strategies and 

system-wide policies. As part of this role, she is also serv-

ing in interim capacities as the CEO of the Interim LSU 

Public Hospital in New Orleans, Earl K. Long Medical Cen-

ter in Baton Rouge, and as CEO of the LSU Health Care 

Services Division. Prior to joining LSU, in September of 

2007, Dr. Townsend was appointed by Governor Blanco 

to serve as the Secretary for the Louisiana Department 

of Health and Hospitals (DHH). She also served DHH as 

the Medicaid Medical Director and Deputy Secretary, and 

Chief Operating Officer. 

Dr. Townsend received a Bachelor of Science degree in Nurs-

ing from Duquesne University in Pittsburgh, Pennsylvania. 

Her nursing career was primarily spent in Humana Hospi-

tals across the South. Prior to entering medical school, she 

was the Associate Executive Director/Nursing at Humana 

Hospital – Springhill, in Springhill, Louisiana. She received 

her medical degree from Louisiana State University School 

of Medicine in New Orleans. Upon completion of an Inter-

nal Medicine Residency at LSU/Earl K. Long Medical Cen-

ter, Dr. Townsend remained at Earl K. Long as internal med-

icine faculty. Prior to moving to DHH, she became the Chief 

Operating Officer at Earl K. Long Medical Center and served 

as the Interim Chief Executive Officer. >>

OneonOne
with

CEO, LSU hEaLth CarE SErviCES DiviSiOn

d i a lo g u e
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SmIth W. hartley: First, can you clarify for us the  
status of this LSU facility?

roxane toWnSend: This is the Interim LSU Public 

Hospital. Statutorily we are still funded under the Medical 

Center of Louisiana-New Orleans. We are the interim LSU 

Public Hospital really as a FEMA designation. A lot of that 

is because the whole reimbursement issue from FEMA was 

that they brought back an interim facility to serve us until 

we actually replaced Charity Hospital, which was destroyed. 

So the $474 million that we received as an award from FEMA 

is to replace Charity Hospital, but by now they have probably 

spent upwards of $100 million actually getting University 

Hospital campus up and ready for us to be able to run acute 

care services. 

SWh: How have LSU’s services come back since 
Katrina?

roxane toWnSend: It’s been a journey. The sequence of 

events was we went from a ship, the USNS Comfort, to tents 

in the parking lot out here, to the Convention Center, to 

Lord & Taylor, actually running inpatient services with the 

trauma center at Elmwood. Finally in November, 2006, was 

when we were able to reopen this hospital. I think we started 

with about 60 beds. Today, between this hospital site and the 

DePaul campus, where we run 38 acute psych adult beds, we 

have 255 staffed beds. So all of our services that were going 

on pre-storm are actually back in some capacity, though not 

necessarily full capacity. Before the storm we were running 

over 500 beds between the two campuses. 

So services have come back, but we are not where we need 

to be. I’m running about 85 to 90% occupancy with a lot of 

overflow. Things that I am short of—my ICU beds are con-

stantly short; we have 38 ICU beds. We have a beautiful trau-

ma ICU that was replaced after the storm. FEMA helped us 

build that out. We have our medical ICU and we frequently 

have ICU patients holding either in the emergency room 

or in the recovery room. The other place I really don’t have 

enough beds is Psych. Adult psych beds stay full all the time. 

The other thing I think is exciting is that since we’ve been 

back we have re-established our Joint Commission accredi-

tation. There were no significant findings. We were last ac-

credited in February, 2010. Our Level 1 Trauma Center has 

been verified by the American College of Surgeons Commit-

tee on Trauma. We actually just went through another re-

verification and we are just waiting on the letter for that. 

And we just went through a Joint Commission Stroke Cer-

tification and we are anticipating a positive outcome. So the 

services have come back and a lot of them have come back 

just as strong or even stronger. We are very proud of that. 

Essentially we put Humpty Dumpty back together again. 

That’s really what it felt like. 

And it’s one of the things where we often got criticized be-

cause several years ago our costs were so high and we had 
‘‘

‘‘It’s been  a journey.
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so many employees, but we didn’t know what it was going to take 

to do this and it certainly took tons and tons of people; way more 

than you could justify for the number of patients. Finally in 2009 

we started to reach some equilibrium. That’s when we brought Al-

varez & Marsal in. We let them look at our operation, kind of to 

get a third party look from someone independent, and they really 

helped us say, “Yeah, this is how many people you probably need 

now to take care of these patients.” 

It took a long time for people in New Orleans to be willing to get 

out of crisis mode. With this event I think it is really unfair for the 

national media to take potshots at New Orleans because unless 

you’ve been through it…the people down here lived through some 

amazing times and I think have shown tremendous resiliency. So 

the fact that we are back and strong and getting better than ever is 

a real testimony to the people down here. 

SWh: What’s the status of the University Medical Center 
since its groundbreaking in April?
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roxane toWnSend: The exciting part is we have broken ground 

and actually started construction. In September we went to the 

Joint Budget Committee and got the approval to actually begin. Up 

until now our site preparation had been going on, but we couldn’t 

get into any vertical construction. But they’ve driven test piles and 

if you look at the site today, it’s essentially cleared. In November 

we moved the school off of this site, because it was actually in the 

footprint of the diagnostic treatment building. That was a huge un-

dertaking. They used the same kind of technology that they used to 

move the shuttle. It took them about three days to move it from the 

center of the site to the corner of Galvez and Tulane. 

If you look on the site you might see what looks like a thousand 

of these little orange flags and those are where the wicking is ac-

tually going to take place. They brought in about five feet of dirt 

to overlay the site and they are doing compression. That com-

pression would normally take a couple of years, but they have 

this wicking process that they do where they literally stick wicks 

down and hundreds of gallons of water a day will be wicked off 

the site and go into the sewage system to actually compress the 

area. They are expecting about 30 inches of compression on the 

site. Then they will be ready to drive upwards of 6000 pilings to 

circle the structure. So the construction is moving and we an-

ticipate they will be finished in late November of 2014. We will 

actually start operating the new facility in spring, 2015. 

SWh: Can you clarify how the funding is going to work? Is 
there anything that is still in negotiation?

roxane toWnSend: Well, we have the $300 million commit-

ment from the State. We have the $474 million that was awarded 

from FEMA for the replacement of Charity Hospital. Right now 

there are some negotiations that aren’t finalized yet for contents 

of some of the other buildings, because there were multiple build-

ings that were actually destroyed…not just Charity Hospital. And 

that could be upwards of another $150 million that we may receive 

from FEMA for the contents that would go towards the construc-

tion. The balance of the funds for the ambulatory care building and 

the parking garage—that commitment is being made by the LSU 

Foundation. They are going to do a third party financing to com-

plete that piece of the project. 

SWh: Could you characterize the joint venture with the VA 
and how the two entities are going to work in collaboration 
with each other?

roxane toWnSend: Well, we are still working with the VA. 

Part of our issue with the VA has been the uncertainty of our time-

line because the VA has had their money in place and had all their 

a glimpse of LSU’s 
planned University 
Medical Center 
through architectural 
renderings.
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approvals really for several years. With us just getting our approval 

in September they have had to move along because of their need to 

get services back online for the veterans. So some of the things we 

thought perhaps at the beginning we would be able to do with the 

VA we realize now that it’s impossible for us to do. 

The original thought was that we would actually build a joint fa-

cility. We would have a shared core and then perhaps have two 

patient towers—one for the VA and one for LSU. But what we 

have realized is that 9-11 really changed our world. So now it’s 

necessary for the federal government to build really to terrorist 

specifications. While we’re concerned about hurricane hardening 

and things like that, they have to think about terrorist threats. 

So their cost of construction is astronomic. For us to build to that 

same level of threat we wouldn’t have been able to afford it. So 

that’s why we are on two separate sites, but we do plan to share 

a lot of activity. They can’t afford sometimes to do some things 

because of the cost of the specialists so they are going to be doing 

all their radiation oncology with us. Things like linear accelera-

tors. We are working with them to try to jointly purchase them 

to put in our facility so that our specialists can take care of the 

veterans there. We will share women’s services. We will share a 

lot of medical staff because it makes sense, since we are across the 

street from each other, that if you’ve got a doctor on call for ICU 

there’s no reason they can’t cover the ICU for the VA as well as our 

hospital. So we’ll have a lot of physicians going back and forth—a 

lot of joint training going on with our Tulane and LSU residents 

being both at the UMC and at the VA. 

SWh: So the timeline for UMC is still on track? 

roxane toWnSend: In October they got the contract signed 

with Skanska/MAPP, the construction manager at risk. What 

they’ve done is come up with some pretty unique ways to try to keep 

things on track. If you are looking at the site on the corner of Ca-

nal and Galvez there is an old warehouse building and within that 

warehouse building they are going to build the mockups of the new 

ORs and all those things so we can use it for training and for physi-

cians and staff to get in there and say, “Yeah this works, this doesn’t 

work.” And we will be using it for recruiting in the future. The other 

piece of that though, is they are actually going to do some of the 

construction in sections because the place is massive. I think at the 

end of the day it’s about 2 million square feet. So they are breaking 

up the projects into much smaller contracts for multiple reasons: to 

allow more people locally to bid, because it would be very hard to be 

bonded on some of these really big contracts that could have gone 

out; but they are also going to allow space so that things like the duc-

twork can be done in 20 foot sections. They’ll build it there and then 

bring it over to the facility and just set it in. They’ll do that with the 

bathrooms and things like that. It allows them to do things without 

the weather being a factor. So they are doing lots of things to make 

sure they stay on track. They are pushing. 

SWh: LSU is going to be relying significantly on private pay 
patients, which you haven’t done in the past. Is this critical 
to LSU’s success and how do you think that’s going to im-
pact some of the other local hospitals?

roxane toWnSend: We certainly are planning for that. Our 

business plan calls for additional private pay patients. It’s not a 

significant increase—perhaps about a 10% increase overall. As 

for the effect on other hospitals, we actually think because most 

of the programs we are talking about are destination programs, 

those patients don’t necessarily come out of the population here. 

And as New Orleans continues to come back and the population 

continues to grow, and looking forward to 2014 if we actually 

have an expansion of Medicaid, if all that happens, there’s go-

ing to be much more business in all of the hospitals. So there’s 

no anticipation that there’s going to be any sort of negative im-

pact for the surrounding hospitals in this plan. It probably means 

that we would start to be looked at more like a Birmingham or a 

Houston and be a destination city for healthcare. So actually it’s 

likely that everyone will benefit as we get better known, as the 

biomedical corridor grows, and you have more innovation and 

things happening. 

LSU right now is unable to house their specialty programs in our 

current facility. It’s simply too small…we can’t get other patients in 

here. We can’t get all of the population we are supposed to serve 

in. So when you expand beds and you allow the LSU physicians to 

actually practice in one area they are really excited about the op-

portunity. Because there are specialties, like our ENT program—

they do skull-based surgery—they are world-renowned. They have 

patients from all over the country, all over the world, come in to 

have those special procedures done. They really like to be able to 

collaborate with the plastic surgeons, with the neurosurgeons, and 

it’s more difficult whenever your neurosurgery program is in one 

place and your ENT program is in another and ortho is spread out. 

So all of them get very excited when you talk about, “You can all be 

in one place at one time. You can schedule these complicated sur-

geries and take care of those patients that are more of a challenge to 

take care of today.” So it’s a huge opportunity for us. 





36 HealtHcare Journal of baton rouge  JAN / FEB 2012

d i a lo g u e

SWh: One of the ongoing concerns is should the LSU sys-
tem receive State funding for a hospital that’s going to 
compete for private pay patients? But you don’t anticipate 
an adverse effect on other facilities?

roxane toWnSend: No. I don’t think it’s going to adversely 

affect them at all. I will say people like to make something out of 

LSU being paid by the State, but we don’t get a subsidy from the 

State. There is not some pot of money that is sitting there sup-

porting the hospitals. The State has chosen to pay LSU to take 

care of the uninsured citizens of Louisiana. So by statute, we have 

to provide free care to any Louisiana citizen who lives at less than 

200% Federal poverty level. Well, as you know, free care is not 

free. Someone has to pay for the cost of that care because my em-

ployees at LSU hospitals, just like the employees at Ochsner and 

Tulane and everyplace else, expect to be paid every two weeks or 

every month. 

So at the end of the day what the State has decided to do is pay for 

those services in the LSU hospitals and we are required to not bill 

patients who live at that level. The truth is, as you know, everyone 

receives state funding and federal funding, every healthcare insti-

tution. About 70% of healthcare in the country is actually paid for 

with taxpayer dollars. So as a state agency it is necessary for the 

State to cover the cost within the state agency. So we don’t have 

the huge commercial population that is getting paid reserves. We 

don’t hold reserves. We don’t have the same situation; we are differ-

ent. And as much as people would like to treat the LSU hospitals as 

though they are exactly the same as the rest of the healthcare insti-

tutions, the truth is we are different and it’s very difficult. None of 

the other hospitals in the state could survive if they had the same 

payer mix as we have. Fifty percent of the patients we take care of 

have no insurance. Thirty percent of them are Medicaid patients 

that are cost-based. 

SWh: Does the model change at all with reform if every-
body’s mandated to have insurance?

roxane toWnSend: I think what’s going to happen if everyone 

is mandated to have insurance is we may have some more patients 

that have Blue Cross or other third party payers, but I think the 

bulk of that expansion is going to be in the Medicaid world. And 

Medicaid basically for us covers the cost. If you are only covering 

the cost of that percent of the population even if that 50% that is 

currently uninsured gets Medicaid, for us it’s still cost-based. Be-

cause with the 50% uninsured if you get paid with DSH (Dispro-

portionate Share Hospital program funds) it only covers the cost. 

So there is not a profit to be made there. So if 80% of your business 

is cost-based today and 80% in the future is cost-based, the only 

difference and the advantage for us would be that the Dispropor-

tionate Share Hospital Program, which covers the uninsured to-

day, doesn’t cover physician costs, which is interesting. You don’t 

get paid for physicians who are actually taking care of those pa-

tients, but the hospital costs get covered. But in Medicaid there 

is actually a physician portion that can be paid. So for us that will 

change the model a little bit. 

‘‘So the services have come 
back and a lot of them have 
come back just as strong or 
even stronger. we are very 
proud of that. essentially we 
put Humpty dumpty back 
together again.’’
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SWh: LSU-New Orleans doesn’t do maternity services right 
now. Will you resume when the UMC opens?

roxane toWnSend: No. We stopped doing obstetrics and nurs-

ery in August, 2010. It was for several reasons, but mainly that our 

volume was not high enough so that it really supported the residen-

cy training programs. So LSU moved their deliveries to Touro and 

Tulane already had Tulane Lakeside, where they were doing mater-

nal child health, and they were able to move their program over 

there. The current plans for the University Medical Center are not 

to do obstetric services in that hospital. It’s consistent with a model 

many university medical centers are using these days because of-

ten they will affiliate with a woman’s hospital or do their mater-

nal services someplace else. We will still do gynecological services, 

GYN oncology, and things like that. 

SWh: What’s going to happen to the old Charity facility?

roxane toWnSend: Well, we don’t know. There is planning be-

ing done. Part of the programmatic agreement that we have identi-

fies funding to help repurpose that facility. I understand that Fa-

cility Planning has had some meetings with developers so there 

will be a reuse for that facility, but it just won’t be used as an acute 

health care hospital. 

SWh: Tell us about the New Orleans Biomedical District being 
created here. Can you characterize what that will look like?

roxane toWnSend: I recently had a chance to tour the BioIn-

novation Center and it is a fantastic building. The Louisiana Eco-

nomic Development group helped get it started. Apparently there 

was legislation passed in 2002 that actually enabled this. They had 

been open for about four months and they were about 40 percent 

occupied already. It’s an incubator for bioinnovation. That’s located 

on Canal on the other side of the interstate down toward the river. 

But the concept is that this entire corridor will provide health-

care, but not just healthcare, but also be an area where research is 

encouraged, where folks that are selling medical equipment and 

things like that will have a place to be centered. Part of it is the 

new cancer research building that is very close to being occupied 

right down here on the corner of Tulane and close to South Roman. 

So this entire corridor right now is really looking great for kind of 

the broader scope of the healthcare industry from bench research, 

to taking medical devices to market, to being able to actually use 

those things and take care of patients. 

SWh: What is the UMC project going to mean economically 
to this area?

roxane toWnSend: Well even right now, I think Skanska is 

going to have at least 100 people in the project management of-

fice who are essentially going to be down here for the next several 

years, so they are occupying apartments, they are living in this city. 

Then you have all the construction jobs that are going on and one 

of the things I’ve seen is there are condos that have just gone up 

about a block away on Claiborne in the old Falstaff brewery in an-

ticipation of the project. I think what you are going to see is now 

that we’ve gotten our go ahead from the State, I think there were a 

lot of people kind of sitting on property waiting to see if this was 

really going to happen. You know that there are going to be staff 

members, physicians, there are going to be all sorts of people that 

are going to need housing, that are going to be using restaurants, 

that are going to be buying goods. There actually has been an an-

ticipated economic impact created. It’s a tremendous impact to the 

city. It’s about $2 billion in construction between LSU and the VA.

It’s huge for this city and it’s big for the state. This is a big deal for 

Louisiana and I think one of the things people sometimes forget is 

that when you have a medical school that’s training the physicians 

that work in your state and they stay close to home and you have 

access to that caliber of care, that’s really important for our state. 

Then we provide a lot of the specialty services. We have ten LSU 

hospitals, but you can’t have ten topnotch neurosurgery programs 

and you can’t have ten topnotch ortho programs, but we are for-

tunate because we have Shreveport and New Orleans and we can 

refer people to those specialists so they don’t have to go out of state. 

They do right now, but they don’t have to. 

SWh: What about you personally? Are you going to be here 
overseeing this through the end?

roxane toWnSend:  I’m here as long as they need me. 
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Bayou Health Kicks Off
In December louisiana Department of 

health and hospitals secretary Bruce D. 

Greenstein was joined in Mandeville by 

health care advocates and providers, health 

Plan representatives, and Medicaid and la-

chIP recipients to kick off the first day of 

BaYoU health enrollment for northshore 

and new orleans area residents. the four-

parish new orleans and five-parish north-

shore areas known as Geographic service 

area a goes live on Feb. 1.

earlier in the month, Dhh announced that 

all five health Plans contracted to manage 

care under the BaYoU health program had 

passed their operational and systems readi-

ness review, and each has been certified as 

having an adequate provider network in the 

first region of the state to roll out BaYoU 

health. the reviews examined each Plan’s 

ability to handle everything from case man-

agement and claims payments, where ap-

plicable, to member grievances and fraud 

prevention. 

In addition, the centers for Medicare and 

Medicaid services (cMs) has given the green 

light to the state’s program. traditionally, the 

federal government handles, on average, 

about two-thirds the cost of Medicaid, while 

the state picks up the rest. any changes to 

the delivery system must be submitted as an 

amendment to the state Plan that outlines 

how it operates Medicaid. 

to learn more about BaYoU health and 

see a health Plan comparison chart, visit 

www.bayouhealth.com.

Par: increased Oversight 
for ccNs Needed
In December, the Public affairs research 

council of louisiana (Par) released a report 

examining the state’s new healthcare privati-

zation initiative. the report, “checkup on Bay-

ou health reform: what louisiana needs to 

Know about Medicaid Managed care Priva-

tization,” calls for increased legislative over-

sight of the program and recommends in-

creased public education and discussion 

about the state’s coordinated care network 

(ccn) approach.  

“the key public policy issue at this junc-

ture is the need for effective oversight, ac-

countability, and program authority, espe-

cially given the public dollars involved and 

the impact on citizens,” states the report, 

noting the administration’s decision to resist 

a strong legislative oversight function and 

to proceed with statewide implementation 

without the benefit of a pilot program. 

Par notes that after 30 years of Medicaid 

managed care and despite repeated stud-

ies, there is no consensus on whether it saves 

money or improves quality. “the uncertainty 

surrounding managed care in general and 

ccns in particular should alert the state to 

the need for strong oversight of every phase 

of the program.”

You can read the full report at http://www.

la-par.org/Publications/PDF/Par_health 

carereport.pdf.

la Providers committed to eHrs
at the onc annual Meeting in washington, 

D.c., the office of the national coordinator 

for health Information technology (onc) 

announced that the network of 62 health It 

regional extension centers (recs) achieved 

one of its first major milestones – gaining 

commitments from more than 100,000 pri-

mary care providers (PcPs) to adopt elec-

tronic health records in a meaningful way. as 

part of the network of recs, the louisiana 

health Information technology (lhIt) re-

source center has enrolled 1,072 primary care 

providers in louisiana to date. representing 
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roughly one-third of all PcPs in the U.s., these 

100,000+providers are building the founda-

tion of a fully-electronic health care system.  

the lhIt resource center, administered 

by the louisiana health care Quality Forum, 

provides technical assistance, guidance, and 

information to support and accelerate health 

care providers’ efforts to adopt and mean-

ingfully use ehrs in our state.  

For more information about the lhIt re-

source center services and the Quality Fo-

rum, please visit www.lhcqf.org.

children’s Hospital earns 
carf accreditation
children’s hospital in new orleans an-

nounced that the commission on accredi-

tation of rehabilitation Facilities (carF) has 

granted a three-year accreditation to the 

hospital’s rehabilitation Program. carF of-

ficially recognizes health and human service 

providers as having met standards for qual-

ity of service. the accreditation process ap-

plies sets of standards to service areas and 

business practices during an on-site survey. 

rehabilitation programs earning carF ac-

creditation are recognized for their ongoing 

innovation and continued conformance to 

the standards of performance.

HHs expands senior 
Medicare Patrol funding 
the U.s. Department of health and human 

services (hhs) recently awarded $9 million 

from the centers for Medicare & Medicaid 

services (cMs) to help senior Medicare Pa-

trol (sMP) programs across the nation con-

tinue their work fighting Medicare fraud. the 

louisiana sMP, operated by eQhealth solu-

tions, was awarded $350,000 to strengthen 

the effort in louisiana. 

the 2011 grants will provide additional 

funds for sMPs to increase awareness among 

Medicare beneficiaries about how to prevent, 

detect, and report health care fraud. Julie 

Mickles agan, louisiana sMP Manager for 

eQhealth solutions, said her volunteers have 

already referred 81 cases to the cMs and the 

office of the Inspector General for the De-

partment of health and human services. 

For more information about fighting 

Medicare fraud in louisiana, go to www.stop 

medicarefraudla.org.

DHH forecasts Medicaid Deficit
the louisiana Department of health and 

hospitals’ first forecast for Medicaid spend-

ing for sFY 2011-12 projected a $126.7 million 

state funding deficit, the entirety of which 

will be addressed through a series of funding 

adjustments, management tools, and initia-

tives to slow the growth of certain programs. 

the plan does not include provider rate cuts 

or reductions in existing services. the fund-

ing shortfall represents about 5 percent of 

state funding in the Medicaid program. to 

address the deficit, Medicaid is implement-

ing several measures:

• Recoup money from CommunityCare 

2.0 providers who failed to make a good faith 

effort to attain national certification after re-

ceiving payment for doing so

• Implement strategies to manage prior 

authorizations in the Mental health rehab 

program as the louisiana Behavioral health 

Partnership is phased in

• Employ means of financing adjustments 

related to expenditures of the Deficit reduc-

tion act and arra-related expenses

• Use funds associated with the LSU DSH 

audit rule as authorized by the legislature

• Use federal match from cost reports as 

certified match.

additionally, the Department will work 

with recipients, stakeholders, advocates and 

providers to identify an additional $3.4 mil-

lion (about 2.6 percent of the total deficit) of 

savings in the waiver programs.

Ochsner ceO Named to 
Healthleaders 20 list
Dr. Patrick J. Quinlan, ceo of ochsner health 

system, has been named one of 20 lead-

ers identified by HealthLeaders Magazine as 

playing a crucial role in making the health-

care industry better. the magazine annually 

selects 20 individuals across the country as 

its “healthleaders 20.” 

Quinlan’s profile highlights ochsner’s 

change the Kids, change the Future™ pro-

gram which is an integrated approach in area 

schools that encompasses education and 

lifestyle changes for students, staff, and fam-

ilies to improve the health of the next gener-

ation. the program focuses on nutrition, ex-

ercise, and healthy eating habits, all of which 

set the stage for children’s ongoing behavior.

Welch is New North Oaks 
VP/clinical services
shelly welch has joined north oaks health 

system as Vice President of clinical services 

and Director of nursing for north oaks Medi-

cal center in hammond. with more than 10 

years of executive and administrative nurs-

ing leadership experience, welch comes to 

north oaks from chrIstUs st. Patrick hos-

pital in lake charles, where she served as 

assistant administrator and, most recently, 

chief nursing officer.

welch has earned nursing executive ad-

vanced-Board certification and is a member 

of the american organization of nurse exec-

utives. she earned a master’s degree in busi-

ness administration with a health care man-

agement emphasis from regis University in 

Linsey Rogers of Chauvin, La. works with 
Physical Therapist Lori Boyter at Children’s 
Hospital.
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Denver, colo. and obtained a bachelor’s de-

gree in nursing from Mcneese state Univer-

sity in lake charles. 

lHcQf calls for subject 
Matter experts
since 2007, the louisiana health care Qual-

ity Forum has drawn its strength from hun-

dreds of volunteer stakeholders – providers, 

payers, purchasers, and consumers. as a re-

sult of this collaboration, the organization 

has emerged as the neutral convener, bring-

ing people and organizations together for 

the shared purpose of improving individual 

health and the overall health of louisiana’s 

residents. 

as the Quality Forum continues to ma-

ture, they are looking for individuals who 

would like to share their expertise to help 

the forum advance innovative and progres-

sive health care initiatives in louisiana. If 

you are interested, please visit the Qual-

ity Forum website and click the subject 

Matter experts button on the right side of 

the homepage. It will bring you to a sign-

up page with a short form to complete and 

submit regarding your areas of interest. 

If you need more information, please con-

tact linda Morgan, Marketing and communi-

cations Director, at lmorgan@lhcqf.org.

la fQHcs receive funding
Under the affordable care act, 500 com-

munity health centers in 44 states across the 

country will receive approximately $42 mil-

lion over three years to improve the coordi-

nation and quality of care they deliver to peo-

ple with Medicare and other patients. Under 

this advanced Primary care Practice demon-

stration Medicare will pay community health 

centers based on the quality of care they de-

liver. Five centers in louisiana, located in ab-

beville, clinton, Greenville, shreveport, and 

sicily Island, will be participating. this im-

proved payment system will reward clinics 

for such things as helping patients manage 

chronic conditions like diabetes or high blood 

pressure. In addition, health centers will use 

this funding to expand their hours, make 

same day appointments and accommodate 

patients with urgent care needs.

More information on the advanced Pri-

mary care Practice demonstration project, 

can be found at http://innovations.cms.gov/

areas-of-focus/seamless-and-coordinated- 

care-models/fqhc/. 

New leaf Psychiatry 
& counseling center 
Opens in livingston 
the new leaf Psychiatry & counseling cen-

ter at north oaks-livingston Parish Medi-

cal complex opened to patient care in De-

cember. the center, located at 17199 spring 

ranch road in livingston at I-12 exit 19, is 

staffed by Psychiatrist Michelle Barnum, MD, 

who is certified by the american Board of 

Psychiatry and neurology and has more than 

20 years of practice experience.

a second location of new leaf Psychiatry 

& counseling center is expected to open in 

hammond in early 2012 in the north oaks 

clinic Building on the north oaks Medical 

center campus. 

louisiana citizens challenged 
to combat Obesity
health care leaders from across the state 

gathered recently at the Pennington Bio-

medical research center to announce new 

health outcomes goals, steps being taken to 

address obesity in louisiana, and to issue a 

challenge to the people of louisiana to eat 

healthier and exercise more.  

the announcement was made in conjunc-

tion with a release of the Pennington Bio-

medical research center’s annual report, 

“louisiana’s report card on Physical activ-

ity and health for children and Youth.” In-

stead of releasing a letter grade, this year’s 

report takes a new approach by establishing 

baseline data for each of the key 19 obesity 

indicators that Pennington tracks and then 

setting specific statewide targets for im-

provement in each indicator by 2020. 

the data and targets in the 2011 “louisi-

ana’s report card on Physical activity and 

health for children and Youth” are specific to 

the population of children and youth in loui-

siana and take a more aggressive approach 

than the national objectives. the report calls 

for a 20 percent improvement in physical 

traits such as obesity and physical fitness, 

and a 40 percent improvement in modifiable 

behaviors such as physical activity and nutri-

tion by 2020. 

For a copy of the report card summary 

and the full research report, go to www.pbrc.

edu or www.louisianareportcard.org.

randazzo Joins North 
Oaks Health system
tracy randazzo has joined north oaks 

health system as Vice President of Business 

Development. she will lead the development, 

implementation, and management of all 

strategies to meet the communities’ health 

care needs, communication plans to key au-

diences, and customer support strategies.

with more than 30 years of health care 

experience, randazzo comes to north oaks 

from thomson reuters, where she served as 

a consulting manager with the health care 

division’s strategy and change consulting 

practice. Prior to her association with thom-

son reuters, she served as Director of health 

care Quality for the texas hospital associa-

tion, and also has held positions in the insur-

ance and managed care industries.

CloCkwise from top left: Patrick J. Quinlan, 
MD; Shelly Welch; Tracy Randazzo; and Michelle 
Barnum, MD.
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access to Oral Health care 
increased for at-risk Kids
effective Dec. 1st, the louisiana Medicaid 

Program began reimbursing physicians for 

applying fluoride varnish twice each year to 

the teeth of Medicaid recipients between 6 

months and 5 years of age. Previously, Medic-

aid only covered this service when performed 

by a dental provider. the aim is to apply the 

fluoride earlier in a child’s life rather than wait 

until the first time he/she visits a dentist.

with the implementation of the updated 

fluoridation varnish policy, physicians, nurse 

practitioners, physician assistants, regis-

tered nurses, and licensed practical nurses 

will now be reimbursed for applying fluoride 

varnish.

lHcQf selects arcadia 
solutions for Quality Project
the louisiana health care Quality Forum has 

selected arcadia solutions, a leader in data-

driven health It services, to provide the or-

ganization with health care quality improve-

ment support. the Forum will work with 

arcadia to identify and define a statewide 

Quality Improvement and Quality Measure-

ment methodology to accelerate implemen-

tation of these initiatives. this methodology 

will also integrate the accomplishments of 

the Forum’s health It initiatives: the louisi-

ana health Information technology resource 

center (regional extension center) and lahIe 

(health information exchange). In addition, 

arcadia will define the health It tools nec-

essary to improve the quality of health care 

safety and value to the state’s residents. 

 

children’s Hospital receives 
funding for innovative research
the research Institute for children at chil-

dren’s hospital has received funding through 

Grand challenges explorations, an initiative 

created by the Bill & Melinda Gates Foun-

dation that enables researchers worldwide 

to test unorthodox ideas that address per-

sistent health and development challenges. 

Principal Investigator Professor seth Pincus, 

MD will pursue an innovative global health re-

search project, titled Depletion of cD45ro+ 

cells to eliminate the latent reservoir of hIV. 

Dr. Pincus proposes to eradicate hIV from 

patients by using antibodies to eliminate the 

memory lymphocytes that harbor the reser-

voir of latent hIV, which is resistant to anti- 

retroviral therapy. the approach will be tested 

in a macaque model of latent hIV infection. 

lsMs/lsU study Details 
lack of eMr adoption 
Despite potential incentives and penalties as 

dictated by the american recovery and rein-

vestment act, or arra, which are dependent 

on a physician’s willingness to use electronic 

Medical record (eMr) technology, the medi-

cal community is still hesitant to adopt eMrs, 

according to a newly published study by Drs. 

andrew schwarz, PhD, and colleen schwarz, 

PhD. Both are professors at louisiana state 

University’s e. J. ourso college of Business 

and the center for computation and tech-

nology. the report, a joint study between the 

louisiana state Medical society and lsU, is 

titled “Findings on the non-adoption of eMr 

technology among Physicians in louisiana.”

“In our review of the current discourse over 

eMr, we saw an alarming trend – an attempt 

to blame the doctors. In our research, we call 

this ‘pro-innovation bias’ – blaming the indi-

vidual not adopting the technology instead 

of taking a critical view of the technology it-

self,” said andrew schwarz. “we wanted to 

uncover what was really going on with eMr 

from the perspective of the doctor, with our 

approach being physician-centric. In the case 

of the medical community, we have a mar-

ketplace where the consumers of the eMr 

technology (i.e. the physicians) have little to 

no control over their pricing structure and are 

being forced to adopt a technology from ven-

dors operating in a free market.” 

In phase one of the study, the researchers 

conducted 15 face-to-face interviews with 

physicians across the state who had not ad-

opted an eMr. they also interviewed four 

other physicians who were either users of 

eMr or experts on the matter. From those 

interviews, they came up with 31 factors that 

were cited as reasons for the non-adoption 

of eMr technology. those led to phase two 

of the study, which was the development and 

distribution of a web-based survey that went 

to members of the louisiana state Medical 

society. the 594 physicians who completed 

the survey were practicing physicians, re-

tired physicians, and medical students/resi-

dents from across the state and represented 

a variety of specialties. respondents were 

almost split evenly, with 50.4 percent being 

adopters and 49.6 percent being nonadopt-

ers. non-adopters of eMr technology had 

six over-arching concerns with eMrs:

• Negative views of EMR technology

• A lack of impact on their performance 

as a physician

• Negative views of the EMR marketplace

• Initial and long-term implementation 

concerns, i.e., cost and re-training

• Institutional distrust, including distrust 

of the federal and state government and in-

surance companies

• security and legal concerns.

“there is no demonstrable link be-

tween eMr deployments, meaningful use, 

and quality of care outcomes,” concluded 

shwarz. “rather than taking our time and 

setting a national strategy, stimulus money 

and incentive pressure is being put on physi-

cians to adopt questionable technology that 

is not proven to result in the outcomes that 

we hope to achieve.”

to view the entire report, visit www.lsms.

org/eMrstudy.

Ochsner among top Organ 
transplant centers 
healthGrades, a national independent rat-

ings organization, has recognized ochsner 

clinic Foundation’s liver transplant program 

as among the best in the nation. of the 111 

hospitals performing liver transplant proce-

dures, ochsner is one of only seven hospitals 

nationwide to receive the liver transplant 

excellence award, and the only hospital in 

louisiana to receive this distinction for 2012. 

across the four transplant areas included 

in the healthGrades assessment (heart, liv-

er, kidney, and lung) ochsner is one of only 

20 hospitals nationwide to receive a 2012 

healthGrades transplant excellence award. 
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Ochsner Opens New 
central clinic
In november ochsner celebrated the open-

ing of the $2.2 million ochsner health center 

– central at 11424 sullivan road.  

the expanded clinic, which is located in 

central Park Professional Plaza, features:

• 7,500 square feet

• 12 exam rooms

• Laboratory services

• Imaging services including x-ray 

with this expansion, ochsner will now 

provide more specialty services and pedi-

atric care in addition to adult primary care. 

the following ochsner physicians will be 

available at ochsner health center – central: 

Keith holmes, MD (Internal Medicine); Ken-

neth Gaddis, MD (neurology); lei Gao, MD 

(cardiology); Gregory Gaspard, MD (Gas-

troenterology); lois Gesn, MD (Pediatrics); 

alicia Kober, MD (Pediatrics); and salvador 

Velazquez, MD (cardiology).  

BcBsla Joins Hero Health Hire 
Blue cross and Blue shield of louisiana has 

joined hero health hire, a coalition of com-

panies and other entities in the healthcare 

industry that are united with the goal of 

employing disabled veterans. launched in 

washington, D.c., hero health hire includes 

companies, associations, and hospitals from 

across the spectrum of healthcare that col-

lectively employ thousands of people. each 

has committed to working to help veterans 

find and retain jobs in healthcare.

the healthcare industry – including insurers,  

health plans, pharmaceutical companies, de-

vice manufacturers, and hospital networks 

– is considered the fastest-growing industry 

in our economy, requiring talented individu-

als to help meet multi-generational health-

care needs. the industry is also uniquely 

positioned to understand and support the 

needs of the nation’s wounded warriors. hero 

health hire unites the healthcare industry 

with government agencies and the military to 

understand and eliminate the barriers to em-

ployment facing wounded warriors, as well 

as developing ways to support them in their 

transition. 

For more information about the initiative, 

including resources for disabled veterans and 

information on joining the hero health hire 

program, visit www.herohealthhire.com.

Newhauser to Head  
MBP-lsU Partnership 
Kenneth r. hogstrom, PhD, longtime leader 

of the medical physics partnership between 

lsU and Mary Bird Perkins cancer center, 

recently retired after playing a pivotal role 

in its development and expansion. wayne 

newhauser, PhD, one of the world’s leading 

medical physics scholars in proton therapy 

physics, has been appointed as hogstrom’s 

successor. 

the academic medical physics program is 

an applied physics program within the lsU 

college of science. the partnership lever-

ages Mary Bird Perkins’ clinical team and 

facilities, treatment planning and dosimetry 

laboratories, and commitment to patients 

as well as lsU’s expertise in imaging and 

medical physics within lsU’s Department of 

Physics and astronomy. this combination of 

resources improves patient care, provides a 

rich arena for medical research, and provides 

much needed manpower in this highly-spe-

cialized field for louisiana and the nation.   

a board certified and licensed medical 

physicist, newhauser earned degrees in nu-

clear engineering and medical physics from 

the University of wisconsin. he worked at 

the German national standards laboratory 

(PtB), the harvard Medical school and Mas-

sachusetts General hospital, and the Uni-

versity of texas MD anderson cancer cen-

ter at houston. Dr. newhauser has published 

more than 80 peer-reviewed journal articles, 

leads federal research grants, and mentors 

students and post-doctoral fellows. he also 

serves in leadership roles of the american 

association of Physicists in Medicine and the 

american nuclear society. 

OlOl college/Brcc 
Work on transitions
our lady of the lake college has entered 

into a formal articulation agreement with Ba-

ton rouge community college (Brcc) to al-

low graduates of Brcc who have received an 

associate of science in nursing (asn) to en-

roll seamlessly into the Bachelor of science in 

nursing (Bsn) program at olol college.

trends in healthcare show that medical 

facilities are increasingly interested in hir-

ing rns who hold a Bachelor of science in 

nursing. according to a 2008 robert wood 

Johnson Foundation/Institute of Medicine 

report “nurses should achieve higher levels 

of education and training to respond to in-

creasing demands…patient needs have be-

come more complicated, and nurses need 

to attain requisite competencies to deliver 

high-quality care.” 

Peak into Dutchtown
Peak Performance Physical therapy recently 

completed construction and opened its new-

est ascension Parish location just off hwy 

73, next door to Dutchtown high school. the 

The new Ochsner Health Center-Central 
opened in November.
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brand new building houses a large area for 

physical therapy, a special clinic for hand inju-

ry rehabilitation, and a 25,000 gallon swim-ex 

rehab pool for aquatic therapy. Peak Perfor-

mance also has clinic locations in Baton rouge, 

Denham springs, Brusly, and Prairieville. 

BcBsla launches 
New Health Plan 
In the face of rising healthcare costs and in-

creasing chronic illness statewide, hMo loui-

siana, Inc., a subsidiary of Blue cross and Blue 

shield of louisiana, has launched a new model 

of care in the Baton rouge market. according 

to BcBsla, the product is the first of its kind 

in Baton rouge and is available to small busi-

nesses and individuals as of Jan 1, 2012.

the product, called community Blue, of-

fers comprehensive, coordinated, patient-

centered care for people in the Baton rouge 

market, including east Baton rouge, west 

Baton rouge, and ascension parishes. Mem-

bers have a select network of doctors and 

providers from within the Blue cross net-

work to choose from, and in exchange pay 

lower premiums.

the core of this product is a patient- 

centered medical home model. each patient 

is connected with a primary care physician 

who leads a team with shared medical service 

duties, providing for the patient’s healthcare 

needs and working with other medical pro-

viders when more support is needed.

sBr clinic Gains Medical 
Home recognition
the national committee for Quality assur-

ance (ncQa) has announced that the earl K. 

long Medical center (eKlMc) south Baton 

rouge clinic at the leo s. Butler community 

center has received level 2 recognition from 

the Physician Practice connections-Patient 

centered Medical home (PPc-PcMh) pro-

gram for using evidence-based, patient-cen-

tered processes that focus on highly coordi-

nated care and long-term patient-physician 

relationships.

capital area Go red 
for Women luncheon 
Promotes Heart Health
the american heart association hosts its an-

nual Go red for women luncheon on Feb-

ruary 9 at the crowne Plaza Baton rouge 

beginning at 9:30 a.m. chairpersons for the 

event are Vicki Brooks, long-time ameri-

can heart association supporter, and Missy 

rockenbaugh of Kean’s Fine Dry cleaning. 

also, this year’s honorary chair is louisiana 

First lady, supriya Jindal. 

the luncheon, emceed by wBrZ-tV’s syl-

via weatherspoon, is part of the Go red For 

women movement that encourages local 

women to take charge of their heart health 

by making it a top priority so they can live 

stronger, longer lives. Guests can participate 

in free health screenings by ochsner health 

system, interactive health stations, group 

photo opportunities, and a silent auction 

from 9:30 a.m. to 11:30 a.m. 

the ticketed heart-healthy luncheon pro-

gram, beginning at 11:30 a.m., features food 

prepared using recipes by holly clegg. three 

local women affected personally by heart 

disease will share their inspirational story of 

survival. closing out the luncheon program 

is a fashion show featuring clothing from Ma-

cy’s. local heart disease survivors and other 

prominent capital area women will be mod-

eling the clothing. 

tickets for the capital area Go red For 

women luncheon are $100 payable in ad-

vance. to purchase tickets and for more in-

formation,  please call 770-612-6180 or visit 

the local Go red For women website www.

heart.org/batonrougegored and click on Your 

event.

ABoVe: Members of Go Red for Women’s Red 
Tie Society and Circle of Red show their colors.
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Policy Must Address 
Challenges 

Posed by Longevity

lzheimer’s disease is a dementia that pro-

gressively worsens—affecting memory, 

behavior, and thinking. More than 5 mil-

lion people suffer from Alzheimer’s today. 

A recent article in The Advocate featured a Baton Rouge woman. At first take, 
this woman sounds like a typical 53-year-old in the prime of her life. She is 
the stepmother of two teenage girls as well as a health care professional. What 
is not typical about this woman is that she was recently diagnosed with early 
onset Alzheimer’s disease.

es. There is no foreseeable timeline of how the stages will 

develop in each person. For example, an Alzheimer’s 

patient may not need assistance with daily activities like 

using the restroom, eating or dressing for years after the 

diagnosis, but there is a chance an Alzheimer’s patient 

could require around the clock assistance in less than 

a year. In the final stage of the disease, an Alzheimer’s 

patient will lose the ability to communicate, fail to recog-

nize family, and need constant care.

 While the human toll is extraordinary, there are also 

associated economic costs. There are almost 15 million 

unpaid caregivers for Alzheimer’s and dementia pa-

tients in the U.S., who in 2010 absorbed an additional 

$7.9 billion in health care costs. In addition, those who 

take on this unpaid role deal with physical strain, com-

peting demands, and the emotional toll of the disease. 

Specifically, one of the biggest hurdles facing individu-

als with younger-onset Alzheimer’s is the cost of care. 

Just as older Americans require long term care and fi-

nancial assistance, so do those diagnosed at a younger 

age. Younger individuals may also face additional bur-

dens because they lose out on prime earning years and 

may not automatically qualify for Medicare. In 2011, 

Americans will spend an estimated $183 billion on 

There are over 200,000 Americans younger than 65 

struggling with Alzheimer’s disease. Currently, there are 

no known causes and no possibility of remission. While 

late onset Alzheimer’s is more common, cases like this 

Baton Rouge woman demonstrate this disease does not 

solely affect the elderly.

 One factor in the increase in Alzheimer’s disease is 

that the number of Americans living into their eighties 

and nineties has grown dramatically. More than 10,000 

baby boomers age into Medicare daily—this trend will 

continue for the next 19 years. One in eight Americans 

over 65 has Alzheimer’s disease and the percentage 

jumps to 43% in the 85 years and older population. As 

the U.S. baby boomers age, the number of people affected 

by Alzheimer’s is projected to triple.

 Research into Alzheimer’s causes, symptoms, and risk 

factors has gained traction in the last 30 years, but it re-

mains the sixth leading cause of death in the U.S.—the 

only cause of death in the top ten that lacks prevention, 

cure, or even the ability to slow the effects as it progress-

legislative
correspondent by U.S. ReP. BiLL CASSidy, Md
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caring for individuals with Alzheimer’s 

disease.

 The majority of the cost is covered by 

public programs like Medicare and Medic-

aid. Medicare costs are three times greater 

when a beneficiary is diagnosed with Al-

zheimer’s and other dementias while Med-

icaid costs are nine times greater. As baby 

boomers age into Medicare, the cost of long 

term care and acute care expenditures will 

continue to increase significantly. Long 

term care comprises nearly one-third of all 

Medicaid spending. John Hood writes in 

National Affairs that “from 1960 to 1990, 

the fastest growing category of health-care 

spending was long-term care.” So why is 

there such a lack in the private insurance 

market for long-term care—only 7 million 

people are insured? The reason for this is 

so involved that it requires a future article. 

 The U.S. needs a strong, viable solution 

to address the financial pressures entering 

the public health care programs. Of the 

general population, 4% will be admitted to 

a nursing home by age 80. This percentage 

jumps to 75% for people with Alzheimer’s 

disease. Currently, Medicaid encourages 

nursing homes, which is the most expen-

sive type of long-term care. On average 

nursing home costs are double that of 

home care. Most seniors prefer to live in 

their homes as long as possible. Commu-

nity care should be encouraged over insti-

tutional care.

 While Congress discusses long term 

care policy, we must remember the indi-

viduals impacted by policy. Greater life 

expectancy is the result of medical ad-

vancements, but it is a double-edged sword 

as it brings with it new medical challenges 

for our country to meet. Until research can 

catch up with diseases such as Alzheim-

er’s, individuals must take an active role in 

health care and take on the task of plan-

ning for long term care needs. 

by U.S. ReP. BiLL CASSidy, Md

Your Source 
for Local News, 
Information, 
and Analysis

 www.
 Healthcare
JournalBR
.com
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Launch of Louisiana’s 
Health Information 

Exchange Marks Milestone

oining state health officials and industry leaders 

for the LaHIE launch and demonstration held 

in Kenner were David Callecod, Chief Execu-

tive Officer of Lafayette General Medical Cen-

When the Louisiana Health Information Exchange (LaHIE) was launched  
November 4 at the state conference for the Louisiana Chapter of the Healthcare 
Information and Management Systems Society, it marked a milestone toward 
establishing a web-based medical records exchange that is designed to allow 
physicians, hospitals, pharmacists, and other health care providers to deliver 
coordinated, cost-effective patient care across the state. 

the many casualties left behind by this powerful one-two 

punch was a shattered health care system.  

 Following Hurricane Katrina in August 2005, the New 

Orleans region faced a multitude of challenges in rebuild-

ing its health care infrastructure and reconnecting physi-

cians with their patients. Karen B. DeSalvo, MD, MPH, 

MSc, a founding member and Forum President, has expe-

rience dealing directly with post disaster challenges. 

 “The ability for health care providers to exchange in-

formation in a timely way is important in all situations,” 

noted DeSalvo. “In the face of disaster, it is important for 

us to know people’s medical information and what kind 

of medications they have to take. It becomes urgent for 

us if people need to evacuate. But really it is an everyday 

solution. It’s a way that if you go to a doctor,  the doctor 

has access to the health information that is important for 

your care – medications, the last diagnostic or lab test, so 

that he or she can make decisions and not delay care.”

 At the LaHIE launch Callecod said, “We certainly saw 

the vision of LaHIE and what it can do to improve the 

health of the community in Acadiana. It was important 

for us to be a first mover and an early adopter of this tech-

nology. And the hope certainly is we see such success in 

ter, and Jared Lormand, Vice President of Information 

Technology and Chief Information Officer at Opelousas 

General Health System, whose hospitals in the Acadiana 

region are piloting LaHIE.

 LaHIE is the mechanism that will allow for the se-

cure exchange of health information among authorized 

providers and across Louisiana’s health care system to 

help improve patient safety, quality of care, and health 

outcomes. LaHIE is an initiative of the Louisiana Health 

Care Quality Forum. The Forum is dedicated to advanc-

ing evidence-based, collaborative initiatives to improve 

the health of Louisiana residents and serves as the state-

designated, neutral entity to build and support a health 

information exchange in the state.

 The Forum was created in response to recommenda-

tions made by the Louisiana Health Care Redesign Col-

laborative in 2006. This group was tasked with address-

ing the massive health care issues that existed in the state 

following Hurricanes Katrina and Rita in 2005. One of 

quality
correspondent by cIndy munn
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Acadiana that this is replicated and quickly 

gets rolled out across the state. As we look 

at interfacing the technologies, one of the 

things that we all need to think about is 

meaningful use. Certainly the first step of 

it is relatively easy because you can control 

what you do inside your facility, but LaHIE 

gives you the ability to begin sharing infor-

mation among providers and hit achieving 

meaningful use in those next stages.”

 When Opelousas General Health Sys-

tem was invited to be a pilot participant, 

Lormand noted, “We felt it was important 

to share data with our clinically affiliated 

hospital, Lafayette General. We are ex-

cited about the opportunity to share data 

between our ED (Emergency Department) 

facilities so that we can have more timely 

access to patient diagnostic results and the 

physicians at each end of the spectrum of 

care have immediate access to improve 

their patient care. This is very important, 

because as more hospitals join this pro-

gram, the better patient care will be in 

Louisiana.”

 Brenda Ikerd, Forum Health Informa-

tion Technology Director, described the 

LaHIE launch as a milestone event that 

was years in the making. “There has been 

extensive involvement with many stake-

holders, and they are excited that it is now 

a reality,” she shared. “We are one of the 

first states in the country to be doing it. The 

successful exchange between the two pilot 

hospitals will create secure, real-time ac-

cess to information for high quality patient 

care. This launch was the next critical step 

in Louisiana’s journey to advance health 

information technology and connectivity.” 

 According to B. Vindell Washington, 

MD, MCHM, FACEP, Vice President of Per-

formance Excellence and Technology for 

the Franciscan Missionaries of Our Lady 

Health System and the Forum’s Chair of 

the Health Information Technology Com-

mittee, the LaHIE launch signals a change 

in health care. “One of the things missing in 

health care is this linkage between provid-

ers. Health is about providing care across 

the community. We are not individuals 

providing individual care at individual hos-

pitals, but the community providing care. 

Before the Health Information Exchange, 

we were unable to reach across and find out 

what care our brethren engaged in these 

efforts were doing and, therefore, were 

unable to give the kind of care that was co-

ordinated and reached across the different 

areas of care provided in the state.”

 The Forum selected Orion Health as 

its primary technology provider. Orion 

Health is a national leader in state and 

federally funded HIEs. “It’s extremely 

gratifying for us at Orion Health to see the 

Louisiana Health Care Quality Forum’s vi-

sion for connected health care become real-

ity,” said Paul Viskovich, President of Orion 

Health North America. “We are proud to 

have been such an integral part of the proj-

ect, bringing the HIE to launch in such a 

short time frame, and we look forward to 

seeing the ways in which LaHIE positively 

impacts the lives of residents and caregiv-

ers throughout the state of Louisiana.”

 Bruce Greenstein, Secretary of the 

Louisiana Department of Health and 

Hospitals, described the LaHIE launch as 

“… another feather in our cap in terms of 

Louisiana’s accelerated pace as being one 

of the best states in the nation for health 

information technology. This shows what 

our true potential is as a state in the world 

of health care and we can move forward 

from our low levels of health outcomes 

today to high levels, and we are showing 

our potential in what we can do in health 

information technology.”

 Following the pilot program in the Aca-

diana region, LaHIE will move forward to 

statewide implementation early this year. 

Core services available will include a mas-

ter patient index, provider registry, record 

locator service, user identity management 

and authentication, audit trail, and con-

sent management.  

 From January 2012 to June 2012 ad-

ditional features will be developed: HIE to 

HIE transaction exchange; single sign on; 

direct secure messaging; additional data 

flowing through HIE (medications, proce-

dures, claims); and facilitation of additional 

functionality with Louisiana Department 

of Health and Hospitals services (e.g., pub-

lic health reporting on immunizations, 

electronic lab reporting, and syndromic 

surveillance). From July 2012 to December 

2012 features to be developed include case 

management/analytics, patient access to 

LaHIE, quality reporting capabilities, and 

interstate exchange capabilities. 

 For more information about LaHIE, you 

can visit the Forum website at www.lhcqf.

org or contact lahie@lhcqf.org.

Cindy Munn is the Executive Director of the  
Louisiana Health Care Quality Forum.

      

   

by cIndy munn
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C

Checkup on 
Bayou Health 

Reform

heckup on Bayou Health Reform: What Lou-

isiana Needs to Know About Medicaid Man-

aged Care Privatization examines the state’s 

initiative to place more than two-thirds of 

plans will use the prepaid model (CCN-P) that receives 

monthly Medicaid risk-adjusted premium payments for 

each member and (2) two plans will introduce a shared 

savings model (CCN-S) which retains fee-for-service re-

imbursement but allows the plans and the state to divide 

any savings.

In the first full year of operation (Fiscal Year 2012-13) 

more than $2.2 billion will be spent for CCN activities, 

including almost $1.9 billion for medical care of enroll-

ees, $260 million paid to plans for administrative costs 

and profit, and at least $70 million in state administra-

tive costs that will be allocated to CCN operations. Com-

paring these numbers to projections for the Communi-

tyCARE program that will be replaced by CCNs shows 

there will be a net reduction in FY 2012-13 of $373 

million (16%) in spending for medical care of enrollees 

and an increase of $263 million for CCN administrative 

costs and profit.

The underlying logic of the CCN initiative, like other 

forms of Medicaid managed care, is that improvements 

in coordination of care will result in lower costs and better 

health outcomes. The reality is that the reduction in med-

ical spending is necessary to pay for administration and 

profit, as well as to generate a relatively small savings for 

the state’s Medicaid population and more than $2 billion 

in annual health care spending under the responsibility 

of privately managed Coordinated Care Networks. Simi-

lar Medicaid privatized managed care systems have been 

adopted by many states and rejected by some others.

PAR’s report recommends the Legislature take the 

lead in providing oversight of this program by establish-

ing a special committee or commission on oversight of 

state and federal health care reform. Oversight bodies for 

health care reforms have been created in most states. For 

Louisiana, the purpose would be to establish a year-round 

focus on the reforms and to verify their impacts on spend-

ing, health care service providers, and patient outcomes.

Over the next several months some 900,000 persons 

(70 percent of total Medicaid enrollment) will be trans-

ferred to five privately owned and operated managed care 

plans (CCNs). The transfer will include 750,000 persons 

currently enrolled in CommunityCARE, the state-oper-

ated managed care program for nearly a decade. Enrollees 

can choose from two types of CCN: (1) three of the five 

Enrollment for Bayou Health, the new Medicaid Coordinated Care Networks 
(CCN) program, is now underway, marking the start of perhaps the largest 
privatization ever of state-sponsored health services. The Public Affairs Re-
search Council of Louisiana (PAR) published a report in December that de-
scribes the CCN model of care and its strengths and weaknesses. 

policy
correspondent by david Hood
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the state. The central question is whether 

Louisiana, already a low-spending state on 

a per enrollee basis, can reduce spending 

further without threatening access to vital 

services (see table that compares spending 

on children).

Privatized managed care elsewhere 

has received mixed reviews. Some states 

have found savings and improved health 

outcomes for patients while other states 

have wrestled with fraud and unexpected 

demands by private companies for higher 

rates of compensation. Some states have 

tried the model only to bring care man-

agement back under state control. Many 

states use a hybrid approach of privatiz-

ing managed care for certain populations 

while letting government staff manage 

care for other populations.

The key public policy issue at this junc-

ture is the need for effective oversight, ac-

countability and program authority, espe-

cially given the public dollars involved and 

the impact on citizens, particularly those 

who will depend on the CCN program for 

vital health services and often life-saving 

care. The financial performance of the 

model should be closely monitored. Under 

the current system, Louisiana Medicaid 

spends among the least in the country on a 

per-enrollee basis, ranking 48th on spend-

ing per child and 41st on spending per 

person for all enrollees compared to other 

states. That relatively low rate of spending 

could be a potential impediment for CCN 

companies seeking to cut health care costs 

through efficiencies and lower expendi-

tures on enrollees while also finding room 

to make a profit.

An additional factor is that implemen-

tation of the Affordable Care Act (federal 

health reform) will occur almost simulta-

neously with the effort to launch the CCN 

program. It comes as no surprise that Lou-

isiana has been judged as one of the states 

that has done very little to meet upcoming 

federal deadlines set forth in the ACA. The 

state CCN program and the federal ACA 

reform will have a major impact on each 

other and extensive planning is needed to 

assure coordination of efforts. 

CCN planning so far has failed to in-

clude the looming provisions of federal law 

which call for a major expansion of Medic-

aid that will enroll 400,000 or more low-

income adults. Actuarial studies for the 

CCN implementation have projected costs 

and savings as far as 2019, but do not in-

clude the impact of the federal expansion 

which starts on January 1, 2014. While 

federal funds will cover 100% of cost for 

new enrollees for the first four years of the 

expansion, there will be a major impact on 

provider capacity and other factors which 

should be taken into account to determine 

if state funds are needed. 

Confronted with two colossal and 

concurrent tasks, Louisiana would be 

well advised to establish a single entity to 

assist with ensuring that all of these criti-

cal efforts are successful. The state would 

benefit from a public and transparent 

process with participation by the execu-

tive and legislative branches as co-equal 

partners and formal input by experts and 

stakeholders. 

The report can be found at PAR’s web-

site at www.la-par.org/Publications/PDF/

PAR_HealthcareReport.pdf.

David Hood is Senior Healthcare Policy Analyst, 
Public Affairs Research Council of Louisiana

Source: Kaiser State Health Facts

Medicaid Spending per Child in 16 Southern States FY 2008

State CHildRen  Spending u.S.  CHildRen aS   u.S. 
 CoveRed peR CHild Rank % of  MediCaid Rank
    enRollMent

Missouri 566,300 $3,046 7 55% 17

Maryland 395,600 $2,643 13 51% 27

Texas 2,716,300 $2,601 14 64% 2

North Carolina 900,000 $2,531 15 53% 25

Kentucky 398,000 $2,495 19 47% 39

Virginia 481,700 $2,279 26 54% 21

West Virginia 191,200 $2,246 27 48% 36

Oklahoma 440,200 $2,245 28 59% 10

Alabama 439,900 $2,177 30 48% 36

Tennessee 729,900 $2,160 31 49% 34

South Carolina 440,800 $2,099 35 51% 27

Mississippi 368,000 $1,972 38 50% 31

Arkansas 378,400 $1,948 41 54% 21

Georgia 979,200 $1,837 46 58% 11

Florida 1,525,400 $1,787 47 50% 31

louisiana 601,300 $1,687 48 55% 17
United States 29,239,700 $2,171  49%

policy
correspondent
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Hospital
rounds
Baton rouge General 
partners with Blue Cross 
Baton Rouge General Physicians and Blue 

Cross and Blue Shield of Louisiana have 

signed a formal agreement to build a pa-

tient-centered medical home or PCMH—an 

innovative model of healthcare delivery that 

improves quality and lowers costs. The pa-

tient-centered medical home is an innova-

tive concept of healthcare delivery centered 

on a primary care physician who manages a 

patient’s healthcare needs. This physician is 

accountable for coordinating the patient’s 

care and is reimbursed based on outcomes 

and patient satisfaction, not just volume of 

services. 

The medical home model of care is de-

signed to encourage and strengthen the 

doctor-patient relationship by replacing epi-

sodic and reactive disease-focused care with 

organized and proactive care focused on 

preventing disease and preserving health. 

olol recognized 
for Commitment to 
Excellence in stroke
Our Lady of the Lake has earned the Get 

with the Guidelines Stroke Silver Plus Qual-

ity Achievement Award from The American 

Heart Association and American Stroke As-

sociation. OLOL is recognized for its commit-

ment and success in implementing a higher 

standard of stroke care by ensuring that 

stroke patients receive treatment accord-

ing to nationally accepted standards and 

recommendations.

“Our goal in this journey to Primary Stroke 

Center Certification has always been about 

best practice stroke care for our patients.  

Participating in Get With the Guidelines 

Stroke is our measure of that quality,” said 

Liz Marcotte, RN, Neuroscience Program Co-

ordinator. “This recognition speaks to the 

quality commitment we have throughout the 

continuum of care here at OLOL for stroke 

patients.”

Facundus Joins Baton 
rouge General physicians
Edward Facundus, MD, FACS, has joined Drs. 

Dhaval Adhvaryu and Sidney Ross at Baton 

Rouge General Surgical Associates, part of 

Baton Rouge General Physicians. Dr. Facun-

dus is Board Certified in general surgery and 

is distinguished as an American Society for 

Metabolic and Bariatric Surgery Center of 

Excellence surgeon. 

Dr. Facundus is a graduate of Louisiana 

State University School of Medicine in New 

Orleans. He completed his surgical residency 

at Alton Ochsner Medical Foundation in New 

Orleans. He is a fellow of the American Col-

lege of Surgeons, the American Society for 

Bariatric and Metabolic Surgery, the Society 

for Surgery of the Alimentary Tract and the 

Southeastern Surgical Congress.

Woman’s nurses Honored 
Woman’s Hospital nurse Kristy Simmons, 

RN, CNOR was honored as national Nurse of 

the Year for Exemplary Professional Practice 

by the American Nurses Credentialing Cen-

ter at the ANCC National Magnet Conference 

held in Baltimore, Maryland. In addition, April 

Morris, RN was named the Protector in Su-

perheroes of Nursing by Mosby’s Nursing. 

ANCC is the world’s largest and most 

prestigious nurse credentialing organiza-

tion. This is the first time they have given the 

Nurse of the Year Awards and Simmons was 

one of only five recipients nationwide. Nomi-

nees were judged by a panel of nurse experts 

for innovation, consultation, leadership, and 

professional risk taking. 

A perioperative surgical nurse at Wom-

an’s for 27 years, Simmons’ professional ex-

cellence and  passion as a patient advocate 
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was noted through her many achievements 

including developing perioperative policies 

to improve patient care; being published 

about the proper care of non-English-speak-

ing patients; encouraging nursing careers 

among local high school students and men-

toring college students; working with the in-

ternational community by organizing a med-

ical clinic for underserved women in Mexico; 

and responding to the Japanese earthquake. 

Morris, Charge Nurse in Neonatal Inten-

sive Care at Woman’s was named a winner in 

the Mosby’s Nursing Superheroes of Nursing, 

a contest aimed to search and identify the re-

al-life superheroes in the nursing profession. 

The contest was part of a nationwide Face-

book campaign to recognize nurses who 

represent four key categories – The Valida-

tors, The Achievers, The Educators, and The 

Protectors – and identify how they address 

the issues they face daily. Morris was named 

the “Protector” and called “a real nurse and 

leader who can manage the most critical pa-

tient assignment,” by Mosby’s website.

Woman’s Hospital Earns 
GiFt Certification
In December Woman’s Hospital received 

a GIFT – the Guided Infant Feeding Tech-

niques certification for its efforts in protect-

ing, promoting, and supporting breastfeed-

ing. The largest labor and delivery hospital 

in Louisiana, Woman’s delivers more than 

8,500 babies a year. The Louisiana Mater-

nal and Child Health Coalition, the Louisiana 

Perinatal Commission, and the Office of Pub-

lic Health-Maternal and Child Health Program 

applauded Woman’s for its programs to edu-

cate mothers on the benefits of breastfeed-

ing and for providing ongoing breastfeeding 

support. The certification was presented to 

Woman’s by Janie Martin, Executive Director 

of the Louisiana Maternal and Child Health 

Coalition.

Woman’s full-time, board-certified lacta-

tion consultants visit new mothers through-

out their hospital stay. Nurses also help wom-

en through prenatal classes, post-discharge 

consultations, private in-room visits and a 

24/7 “Warmline” to answer any breastfeed-

ing questions. Additionally, Woman’s has des-

ignated lactation consultants for mothers of 

NICU babies. These consultants advise moth-

ers on how to provide breast milk, whether it 

is through pumping or breastfeeding, to help 

their babies grow stronger and healthier. 

Baton rouge General 
opens Er for seniors
Baton Rouge General Mid City recently an-

nounced it has opened the region’s first Se-

niors Emergency Room specially designated 

and designed for adults 65 and older. The 

Seniors ER is staffed with a team of medi-

cal professionals specializing in geriatric 

care and trained in administering screenings 

and assessments to identify patients who 

may need additional assistance or resourc-

es outside of the hospital. The team will in-

clude physicians specializing in geriatrics, 

emergency medicine, and palliative care and 

nurses trained in geriatric emergency care. In 

addition sensitivity training will be provided 

for other disciplines including physical ther-

apists, pharmacists, social workers, and all 

staff who work with seniors. 

Comprised of a special area dedicated 

to meet seniors’ needs, the new Seniors ER 

features hand rails that line walls, anti-slip 

flooring, color-coded directions for ease of 

navigation as well as furniture and ameni-

ties made for senior use. Every bed area has 

a heated blanket, caregiver seating, and a 

comfortable mattress. Room lighting is soft-

er, the colors are muted, and assistive tools 

are in place for easier reading of any medical 

paperwork.

lHa to Host leadership 
symposium
The Louisiana Hospital Association will 

host its annual Winter Healthcare Leader-

ship symposium on January 31 and Febru-

ary 1, 2012 at the Hilton Capitol Center in 

Baton Rouge. Hospital leaders from across 

Louisiana will gather to learn about the lat-

est developments in national and statewide 

healthcare reform, prepare for the upcoming 

legislative session, and gain useful knowl-

edge that will help the hospital industry ad-

vocate for patients, healthcare workforce, 

and facilities. 

Invited speakers include: Lt. General Rus-

sel Honoré USA (Ret.); Dave Willis, Manag-

ing Director, The Advisory Board Company; 

Dr. Loren Scott, President, Loren C. Scott 

& Associates, Inc.; Gov. Bobby Jindal; DHH 

Sec. Bruce Greenstein; and Stanley Hupfeld, 

Chairman, INTEGRIS Health Family of Foun-

dations. In addition, an American Hospital 

Association representative has been invited 

to inform participants about the latest on 

national budget cuts and healthcare reform.

Registration is $150/person for LHA 

Janie Martin, Executive Director of the LA-
MCH Coalition presents Woman’s Hospital’s 
GIFT certification to Dana Vidrine, BSN, RNC-
MNN; Leah Terrell, MSN, RNC-MNN; Karrie 
Delise, BSN, RNC-MNN; Tricia Johnson, MN, 
RN, CNEA-BC; and Wendy Singleton, MSN, 
APRN-BC, ANP.
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member hospital personnel and board mem-

bers, LHA Associate members, and members 

of LHA societies (LONE, Attorneys, LSH-

PRM) and $250/person for LHA Corporate 

members and all others. The fee includes 

the seminar, printed materials, and refresh-

ments. Lunch will be provided on Tuesday, 

January 31, 2012 only. For more information, 

go to www.lhaonline.org/.

ochsner Men in pink
In honor of October being National Breast 

Cancer Awareness Month several Ochsner 

Medical Center-Baton Rouge men donned 

pink scrubs to show their support. Ochsner-

Baton Rouge held several events throughout 

the month of October to raise awareness and 

support of breast cancer research.  

dupont named pennington 
Cancer Center Medical director 
Joseph Benton Dupont, Jr., MD, FACS, has 

been named Medical Director of Baton 

Rouge General Medical Center’s Pennington 

Cancer Center. He previously served as chief 

of Surgical Services and Chief of Staff at Ba-

ton Rouge General from 1998 to 2004. 

Dr. Dupont is a graduate of the Louisiana 

State University School of Medicine in New 

Orleans. He completed his residency in gen-

eral surgery at Charity Hospital in New Or-

leans where he served as Chief Administrative 

Surgical Resident. He completed a fellowship 

in surgical oncology at The University of Tex-

as MD Anderson Cancer Center in Houston. 

Since 1997, Dr. Dupont has been a full-time 

member of LSU Health Science Center’s De-

partment of Surgery as a professor of Clini-

cal Surgery.

Board Certified in general surgery and 

specializing in surgical oncology, Dr. Dupont 

has been an active member of Baton Rouge 

General’s medical staff since 1981. He is a fel-

low of the American College of Surgeons, the 

James D. Rives Surgical Society, and the Soci-

ety of Surgical Oncology. Dr. Dupont helped 

guide the Certified Comprehensive Accredi-

tation of Baton Rouge General’s cancer pro-

gram in 1987. He also served as Baton Rouge 

General’s physician liaison for the Commis-

sion on Cancer, Chairman of the Commission 

on Cancer and the National Liaison Physician 

Program, and as Chairman of Baton Rouge 

General’s Cancer Patient Service Group.

olol named Consumer 
Choice again
For the thirteenth consecutive year, Our 

Lady of the Lake Regional Medical Center 

has been selected by the National Research 

Corporation (NRC) as the Consumer Choice 

Award winner for the hospital with the high-

est overall quality and image in the Baton 

Rouge metropolitan area. Consumer Choice 

award winners are determined by consumer 

perceptions on multiple quality and image 

ratings collected in NRC Ticker study. The 

2011-2012 NRC Ticker study surveyed over 

250,000 households representing 450,000 

consumers in the contiguous 48 states and 

the District of Columbia. 

ochsner nurses recognized
Ochsner Medical Center-Baton Rouge an-

nounced that eight local nurses were among 

those selected as the 2011 Great 100 Nurs-

es of Louisiana. Honorees were chosen by 

their peers and patients based on their con-

tributions to patients, the community, and 

the nursing profession. The Ochsner-Baton 

Rouge nurses recognized were:

•	 Theresa	Chauncy,	RN	-	Cardiac	

 Catheterization Lab 

•	 Dawn	Pevey	Mauk,	RN	–	Chief	Nursing	

Officer

•	 Jill	Banker,	RN	-	Endoscopy

•	 Cynthia	Briody,	RN	–	Women’s	Services

•	 Jill	Baxter,	RN	–	Women’s	Services

•	 Belinda	Mounce,	RN	–	Cardiac	

 Catheterization Lab/CVRU

•	 Prentice	Massey,	RN	–	Critical	Care

•	 Ruth	Kirby,	RN	–	Nurse	Education

tag! You’re it! 
Baton Rouge General’s Pennington Cancer 

Center has launched a new breast cancer 

awareness campaign called, “Tag! You’re It!” 

The campaign encourages women to remem-

ber the importance of a proper, annual evalu-

ation of their breast health and monthly self 

breast exams with the help of short message 

system (SMS) text message reminders.

While signing up to receive the remind-

ers, users have the ability to choose the ex-

act day they would like to receive reminders, 

making the exams more clinically accurate. 

The anniversary of a woman’s last mammo-

gram can serve as the date chosen for the 

Ochsner’s Men in Pink: front row left to right: 
Teddy Thompson, RN; Wayne Register, RN 
and Bishoy Ramzey, PharmD. Back row left 
to right: Eric McMillen, Ochsner-Baton Rouge 
Chief Operating Officer; James Wade, LPN; 
Keith Streeter, RN; Mitch Wasden, Ochsner-
Baton Rouge Chief Executive Officer; Kareem 
Neal, RN; Jason Despino, Vascular/Echo Sono-
grapher; and Sam Carruthers, CPhT
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annual text reminder. 

Reminiscent of the children’s game of tag, 

the campaign asks users not only to sign up 

for their own text message reminders, but to 

pass the information along to friends, fam-

ily, neighbors, and co-workers to recruit as 

many women to sign-up as possible. Women 

interested in registering to receive person-

alized breast health text message remind-

ers can sign-up at www.brgtagyoureit.org. 

Also available on the site is more information 

about breast cancer early detection and pre-

vention, how-to videos, and wellness infor-

mation for women of all ages.

lane names telemetry 
unit director
Karla Miller, RN, BSN has been named Direc-

tor of the Telemetry Unit at Lane Regional 

Medical Center. A lifelong resident of Cen-

tral, Miller is responsible for coordinating 

all aspects of nursing care for the unit, in-

cluding patient satisfaction, staffing, and 

physician relations.  

Miller has more than 14 years of health care 

experience. Prior to this position she was the 

Pathway to Excellence Coordinator at Lane. 

She is currently a member of the Nursing 

Shared Governance Council and Congestive 

Heart Failure team and is a former Lane Em-

ployee of the Month.  

Mason Joins Hospital 
Medicine Group
Charles W. Mason, MD, FACP, has joined Hos-

pital Medicine Group, part of Baton Rouge 

General Physicians. Dr. Mason will serve as 

Medical Director of Supportive and Palliative 

Care for Baton Rouge General’s new pallia-

tive care program. The comprehensive pal-

liative care program gives patients and their 

families a voice in their care, considering 

their psychosocial and spiritual needs and 

options for symptom management, espe-

cially with chronic diseases, with a focus on 

maintaining quality of life based on the feed-

back from the patient and family. 

Dr. Mason is a graduate of Louisiana State 

University School of Medicine in New Or-

leans. He completed his residency and in-

ternship in internal medicine at University 

Medical Center in Lafayette. Board Certified 

in Internal Medicine, Geriatric Medicine, and 

Hospice and Palliative Medicine, Mason pre-

viously served as Medical Director of Loui-

siana Hospice and practiced at St. Francis 

Medical Center in Monroe. He is a fellow of 

the American College of Physicians and a 

member of several professional organiza-

tions including the American Academy of 

Hospice and Palliative Medicine and the Lou-

isiana State Medical Society.

ochsner-Baton rouge 
Earns GiFt 
Ochsner Medical Center-Baton Rouge’s Fam-

ily Birthing Center received the Golden GIFT 

Breastfeeding Award in recognition of its re-

cent GIFT certification. The Louisiana Mater-

nal and Child Health Coalition and the Louisi-

ana Office of Public Health-Maternal and Child 

Health Program awards GIFT certification to 

those birthing centers that demonstrate a 

commitment to breastfeeding through hospi-

tal-wide policies that support, promote, and 

protect breastfeeding as the preferred and 

normal method of infant feeding.  

Ochsner Medical Center-Baton Rouge 

employs three International Board Certified 

Lactation Consultants (IBCLC’s) to assist 

new moms with breastfeeding before, dur-

ing, and after baby’s arrival. The hospital’s 

Family Birthing Center was also designed to 

allow babies to room in with moms through-

out their hospital stay in order to make 

breastfeeding easier.  

lane names new nursing 
Home director
Kathy Pate, RN has been named Director of 

the Nursing Home at Lane Regional Medical 

CLOCkwISe fROM TOP LefT: Karla Miller, RN, 
BSN; Charles W. Mason, MD, FACP; Kathy Pate, 
RN; and Mark Anderson.

Pictured at Ochsner Medical Center- 
Baton Rouge’s recent GIFT certification  
award presentation are: Jessica Evins, 
BSN, RN, IBCLC; Amanda Edwards, BSN, 
RN, IBCLC; Leslie H. Lewis, MPH, LDN, 
RD, CLC; and Cindy Briody, RNC-NIC



•  Meal preparation

•  Help with personal hygiene

•  Medicinal reminders

•  Light housekeeping

•  Transportation to/from appointments

•  Companionship

For additional information contact us at 877-336-8045
www.personalhomecare.net

When faced with choosing care for your 
aging loved one, consider a different option... 
Our Family’s Option. 

Personal Homecare Services provides 24/7, in-home companion 

care. Your family member will remain in the comfort of their own 

home, with their personal memories and possessions.

PHS is one of the first non-medical services specializing in live-in 

care and working in conjunction with doctors, healthcare 

providers, and hospices to provide continuous around-the-clock 

care without the hassle and expense of hourly services. PHS is 

now helping families throughout Louisiana, Mississippi, and Texas.

All of our clients called us because someone they trusted told 

them about PHS.

Personal Homecare Services...
because we’re like family.

‘‘They are 
    Mother’s 
  friends...’’

PHS has provided companionship for Mother for 

over two years now... Janice and Denny have been 

able to bring happiness back into her life... They are 

Mother’s friends...

Thank you and your staff for making the past two 

years so comfortable for Mother and the assurance 

to the family that she is in the best of care...

Most Sincerely,

James T. Sessions

   Personal 
Homecare

ServiceS

PHS
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Center. She replaces Pam Haley, RN, who is 

retiring in January after 20+ years of service 

at Lane. Pate will be responsible for coordi-

nating all aspects of nursing care for the fa-

cility, including patient satisfaction, staffing, 

and physician relations. Prior to being named 

director, she was Director of the Telemetry 

and Skilled Nursing Units at Lane. 

Pate has more than 21 years of health care 

experience. A graduate of the University of 

Georgia, she is certified in Advanced Cardi-

ac Life Support (ACLS) and is a Certified Ba-

sic Life Support Instructor and a Safe Sitter 

Instructor.  

anderson is new lane CFo
Mark Anderson has been named Chief Fi-

nancial Officer for Lane Regional Medical 

Center. Anderson is responsible for oversee-

ing all finance and accounting functions, in-

cluding strategic planning and capital bud-

gets. He will work with various departments 

to grow volume, control costs, and improve 

operations.

A native of Bossier City, Anderson has 

more than 15 years of experience in health-

care financial management. Prior to join-

ing Lane, he was Chief Financial Officer for 

Danville Regional Medical Center, a 290 bed 

hospital in Danville, Virginia with 1,300 em-

ployees and net revenues in excess of $170 

million. He is a graduate of Louisiana Tech 

University in Ruston, received his MBA from 

Regis University in Denver, and is a Fellow 

Graduate of The Advisory Board Academy in 

Washington, D.C.

pre-schoolers Warm 
Woman’s preemies
In December, fifteen Parkview Baptist pre-

schoolers warmed Woman’s Hospital’s tini-

est babies, and the hearts of many grown-

ups, with hundreds of donated blankets for 

the Neonatal Intensive Care Unit (NICU). In 

the spirit of the holiday season, the four- and 

five-year-old students hopped in a school 

bus to visit Woman’s as the culmination of 

their lesson plan about the importance of 

giving to those in need. The little philanthro-

pists collected hundreds of blankets and 

hand-delivered them to Woman’s Special 

Care Nursery. 

As Woman’s NICU nurse Ashley Hobson, 

RN gave the children a short lesson about 

babies, the children were excited to play 

with baby bottles and baby clothes. But the 

true excitement came when a real baby was 

brought to the nursery window. The chil-

dren were convinced that the weeks-old 

infant waved “hello” to them. The children 

were then treated to milk and cookies in the 

cafeteria.

Baton rouge General 
announces new Board Members
Baton Rouge General/General Health Sys-

tem recently announced three new members 

to be appointed to its Board of Trustees: 

James L. Llorens, PhD, Patricia J. Tyson, and 

Rev. Ronnie L. Williams. They join current 

members of the Baton Rouge General Board 

of Trustees: David Pitts, Chairman; Evelyn 

Hayes, MD, Vice Chairman; Venkat Banda, 

MD; Peter J. Bostick, MD; Gregory Bowser; 

Sue Anne Cox; Perry Franklin; Gary Graph-

ia; Leslie Herpin Marx; Margaret Hart; William 

R. Holman; Roy Kadair, MD; Nanette Noland; 

Andrew Olinde, MD; Janice Pellar; Charles 

“Buddy” Roemer; and Ed Starns, CPA. 

Dr. James L. Llorens is Chancellor of 

Southern University and A&M College in 

Baton Rouge. Llorens previously served 

as Dean of Southern University’s Gradu-

ate School, Chair of the University’s Politi-

cal Science Department, and Associate Pro-

fessor of Public Administration. Llorens also 

worked in various governmental positions in 

East Baton Rouge Parish, including Assistant 

Chief Administrative Officer to Mayor-Presi-

dent Melvin “Kip” Holden as well as Person-

nel Coordinator, Director of Human Services, 

and Federal Aid Coordinator for East Baton 

Rouge. In addition to receiving a doctorate 

in political science from Louisiana State Uni-

versity, Llorens was named a post-doctorate 

Fellow in Public Policy and Minority Commu-

nities at the University of Minnesota’s Hubert 

H. Humphrey Institute of Public Policy and is 

an American Council on Education Fellow. 

Patricia J. Tyson is a teacher with the East 

Baton Rouge Parish School System and has 

served public schools throughout the Great-

er Baton Rouge Area for more than 10 years. 

Certified in elementary education, she cur-

rently teaches at University Terrace Elemen-

tary in Baton Rouge. Tyson is a graduate of 

both Louisiana State University and South-

ern University A&M College.

Reverend Ronnie L. Williams is the found-

er and President of Camelot College in Ba-

ton Rouge. Nationally accredited by the Ac-

crediting Council for Independent Colleges 

and Schools (ACICS) and certified by the 

U.S. Department of Education, Camelot Col-

lege is one of the largest privately owned 

colleges in Louisiana to provide short-term, 

job-specific training. Williams, a licensed and 

ordained pastor, has presided over the Pow-

er in The Word, World Ministries, located on 

Camelot College’s campus, since 2002. Rev. 

Williams served in the U.S. Air Force during 

the Vietnam era and was discharged with 

honors. He is a graduate of Louisiana State 

University.

Parkview pre-schoolers look on with 
excitement as Barbara Zeigler, Parkview 
Baptist preschool curriculum coordinator, 
points out a tiny NICU baby held by 
Woman’s NICU nurse Ashley Hobson, RN.
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Healing at the Speed of Sound 
by Don Campbell and Alex Doman, 
foreword by Julia Cameron
c.2011, Hudson Street Press       

$25.95 / $30.00 Canada       

263 pages, includes index

For about four days now, you’ve been car-

rying a happy tune. 

And you’re not happy about it.

The song you’ve whistled, hummed, and 

sung could’ve been something you heard 

on-hold, on TV, or on a speaker – you don’t 

remember and you don’t care. You fall asleep 

with it and wake with it. You don’t know the 

title of it or who performed it and you don’t 

know all the words – which is driving you 

crazy. 

That, and you can’t get the blasted thing 

out of your head.

It’s called an “earworm” and though it’s 

maddening, it’s actually good for your brain. 

Learn why and more in the new book “Heal-

ing at the Speed of Sound” by Don Campbell 

and Alex Doman.

So you woke up this morning grumpy, feel-

ing like you just couldn’t get going? Chanc-

es are, Campbell and Doman say, you need 

to change your first-thing-in-the-morning 

sound. If you wake to an alarm, for instance, 

soothing chimes or bird sounds might be 

gentler. If you need energy to face your day, 

Calypso music might be the wake-up ticket.

That’s because your gray matter “mirrors 

what it has perceived.”  

Sound, tone, and pitch cause different 

parts of your brain to interact in a “more in-

tense” way, which affects mood, wakeful-

ness, and health: studies show that music 

played in pediatric ICUs enhances the growth 

rate of preemies. Research indicates that ex-

ercise can be improved with music, enhanc-

ing performance and challenging athletes. 

Alzheimer’s and dementia caregivers have 

noticed that music and movement can boost 

their patients’ well-being. Even pets’ moods 

are lifted by song.

But, of course, not all sound is good. 

Exposure to loud music can weaken mus-

cles, worsen some health issues, and cause 

hearing loss. Annoying noises cause produc-

tivity to plummet in business, and it can drive 

away clients.

So what can you do to best utilize sound?

Start by making your home a haven, and 

use music to match your needs. Know what 

kind of listener you are, put yourself on a 

“sound diet,” and ask your family to respect 

that. Tactfully approach neighbors for a 

“sound curfew” and look for support within 

your community’s noise laws.

Oh, and those earworms? Keep them. You 

may need them someday…

With contagious enthusiasm, some per-

sonal anecdotes, and a wealth of study re-

sults, authors Don Campbell and Alex Doman 

prove that pleasant sound – particularly mu-

sic – isn’t just something in the background. 

That’s fascinating information, with impli-

cations not only for physicians, but for par-

ents, caregivers, business owners, athletes, 

and casual readers. I was also glad to see re-

search on the disadvantages of cacophony; 

>>Reviews by THe Bookworm

Trauma: my Life as an  
emergency Surgeon 
by Dr. James Cole
c.2011, St. Martin’s Press  

$25.99 / $29.99 Canada  

336 pages

Don’t run in the house.

It’s one of the first rules you learned when 

you were young, right along with “No playing 

ball in the living room.” 

You could run on the playground. You 

could run in the school gym. You could get 

your little legs going on the sidewalk, the 

street, ball field, or track. 

But in the house? 

Nope. No running, and the rule was in ef-

fect for school hallways, too. But, as you’ll 

without those results, this book would have 

been incomplete.

For best results, this book requires pa-

tience (because there’s plenty to absorb 

here), a nearby computer (to utilize interac-

tive website links, see demonstrations, and 

hear recordings), and a desire to take easy 

steps to maximize your well-being. Whether 

you love or hate music, welcome noise or ab-

hor it, if you care what goes into your ears, 

“Healing at the Speed of Sound” could be 

music to your eyes.

Corner
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see in the new book “Trauma: My Life as an 

Emergency Surgeon” by Dr. James Cole, 

running is allowed in hospitals, as a matter 

of life or death.

Even before he was through high school, 

James Cole knew he wanted to be a surgeon. 

It was a long-time dream, and he was doing 

it differently: following his internship, Cole 

took a two-year “hiatus” to work as a mili-

tary General Medical Officer assigned to an 

elite Marine Corps unit.

It was a great opportunity, but it involved 

sacrifice: Cole was away from his family for 

long stretches at a time; on rotation thou-

sands of miles away, training with his mili-

tary team, or deployed at an overseas camp 

hospital.

During and between his military duties, 

Cole worked in stateside hospitals and trau-

ma centers. In Texas, he worked with burn 

patients and gang members. In the Midwest, 

he tended to accident victims whose lives he 

could save but whose limbs he could not. He 

cared for mentally ill patients, on behalf of 

whom he takes colleagues to task. And he 

writes about differences.

In America, a man can lose a leg to a mo-

torcycle accident. At war, a soldier can lose 

an arm to a bomb.

Drugs, anger, knives, abductions, and 

street violence can rob a mother of her child 

in America. In Afghanistan, a land mine can 

do the same thing.

Here at home, an abusive husband, a 

drunk driver, or a seven-story fall can send 

pieces of metal deep into body cavities, and 

do damage. In Iraq, it takes one suicidal per-

son and an explosive…

There’s a lot to like about “Trauma: My Life 

as an Emergency Surgeon,” starting with the 

humility of its author.

Dr. James Cole repeatedly chastises him-

self for his arrogance, which is often followed 

by fervent expressions of thankfulness to 

have been sent down paths that allowed 

him to achieve his goals.  He gives credit to 

those who taught him – colleagues and pa-

tients alike.

Add to this some exciting stories of life 

(and death) in the ER, a hint of danger and 

secret military ops, and a not-so-subtle 

warning for anyone who wants to be a doc-

tor and thinks it would be just like on TV, and 

you’ve got a memoir that’s first-rate.

Be aware that, because of the real-life OR 

pictures (which are, thankfully, in black-and-

white) this book isn’t for the weak of stomach. 

If you want a unique peek behind the bedside 

curtain, though, “Trauma: My Life as an Emer-

gency Surgeon” is a book to run for.

The Bookworm is Terri Schlichenmeyer. Terri 
has been reading since she was 3 years old and 
she never goes anywhere without a book. She 
lives on a hill in Wisconsin with two dogs and 
12,000 books.

   Toot your 
Horn...

www.Healthcare
JournalBr.com

HJBR would like to offer you the opportunity to submit your 
upcoming events and functions for publication on the HJBR 
Community Calendar. Simply navigate to our website and complete 
the form provided under our calendar tab.

Coming Soon... List your healthcare job 
openings on our digital job placement directory.  
For more information please call 225.302.7500.
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Acute cAre HospitAl
baton rouge general  
Medical Center • 27
8585 Picardy Ave.
3600 Florida Blvd.
Baton Rouge, LA
225.387.7000
www.brgeneral.org

ochsner Medical center- 
Baton Rouge • 3
17000 Medical Center Dr.
Baton Rouge, LA 70816
225.752.2470
www.ochsner.org

our lady of the lake  
children’s Hospital
5000 Hennessy Blvd.
Baton Rouge, LA 70808
225.765.6565
www.ololchildrens.com

Automotive
Paretti Jaguar • 8
11977 Airline Hwy. 
Baton Rouge, LA 70817
225.756.5247
www.paretti.com

cArdiovAsculAr
cardiovascular institute  
of the South • 15
7941 Picardy Ave.
Baton Rouge, LA 70809
225.308.0247
www.cardio.com

communicAtions
CenturyLink • 45
2600 Citiplace Ct.
Ste. 475
Baton Rouge, LA 70808
225.214.1100
www.centurylink.com

consulting
6 Sigma Tek, LLC • 25
1384 Prestbury Rd.
Concord, NC 28027
704.604.9470
www.6sigmatek.com

FinAnciAl services
Campus Federal • 35
6230 Perkins Rd.
Baton Rouge, LA 70808
225.761.0888
www.CampusFederal.com

Wells fargo advisors, llc
Knobloch, Poché & burns Wealth 
Management Group • 2
7031 Commerce Cir.
Ste. 200
Baton Rouge, LA 70809
225.929.8423
www.wfadvisors.com

Foot cAre
foot care and  
Surgery Center • 4
Baton Rouge, Denham Springs, 
Gonzales, Prairieville, Zachary, 
Lutcher, Brusly
225.757.8808
www.FootCareAndSurgery.com

Home HeAltH
Personal Homecare  
Services • 61
6869 Hwy. 84 W.
Ferriday, LA 71334
877.336.8045
www.personalhomecare.net

insurAnce
blue cross & blue shield  
of Louisiana • 5
5525 Reitz Ave.
Baton Rouge, LA 70809
225.295.3307
www.bcbsla.com

LHA Physicians Trust • 29 
4646 Sherwood Common Blvd.
Baton Rouge,LA 70816
225.272.4480
www.hsli.com

Louisiana Health Plan • 55
P.O. Drawer 83880
Baton Rouge, LA 70884-3880
225.926.6245
www.lahealthplan.org

Peoples Health • 68
3838 N. Causeway Blvd.
Ste. 2200
Metairie, LA 70002
800.631.8443
www.peopleshealth.com

medicAl equipment & 
service
Majestic Medical  
Solutions, Inc. • 49
207 W. Eastbank St.
Gonzales, LA 70737
225.677.9867/866.580.9729
www.majesticms.com

non-proFit
our lady of the lake 
foundation
5000 Hennessy Blvd. 
Baton Rouge, LA 70808
225.765.8931

pHArmAcy
Walgreens • 7
24 Locations in the Greater 
Baton Rouge area
1.800.Walgreens
www.walgreens.com

pHysicAl tHerApy
Peak Performance 
Physical Therapy • 53
11320 Industriplex Blvd.
Baton Rouge, LA 70809
225.295.8183
www.peakphysicaltherapy.com

quAlity improvement
louisiana Health care 
Quality Forum • 43
8550 United Plaza Blvd.
Ste. 500
Baton Rouge, LA 70809
225.334.9299
www.lhcqf.org

rAdiology
Radiology Associates, LLC • 19
5000 Hennessy Blvd. 
Baton Rouge, LA 70808
225.765.6470
www.lakeradiology.com

scHool (K-12)
baton rouge international 
School • 63
5015 Auto Plex Dr.
Baton Rouge, LA  70809
225.293.4338
www.brintl.com

Wine & spirits
Calandro’s Select Cellars • 67
4142 Government St.
Baton Rouge, LA 70806
225.383.7815
www.BatonRougeWine.com

12732 Perkins Rd.
Baton Rouge, LA 70810
225.767.6659
www.calandros.com

To discuss advertising opportunities, 
email advertise@healthcare 
journalbr.com or call (225) 302-7500
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Found inside Calandro’s Supermarkets

4142 Government Street Location Only
BatonRougeWine.com

$1899 
750ml

Gr aham Beck
A Dry South African 

Sparkling Wine
Brut or Brut Rosé

   people need 
to know it.’’

  –Charlie Calandro

   ‘‘It’s one 
       of my
   favorites...






