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h e a l t h d i s p a r i t i e s

Among nonelderly adults, for example, 17 
percent of Hispanic, and 16 percent of Black 
Americans report they are in only fair or poor 
health, compared with 10 percent of White 
Americans, according to the U.S. Depart-
ment of Health & Human Services. Ameri-
can Indian/Alaska Native women are twice as 
likely as White women to lack prenatal care, 
and Black (13.0 percent) and Hispanic (11.6 

percent) high-school graduates are more 
likely than Whites (8.5 percent) 

to report poor communica-
tion with their healthcare 

provider. The propor-
tion of new AIDS cases 
is almost eight times 
as high for Blacks and 
more than three times 
as high for Hispanics 

as for whites, according 

Good health is a goal desired by all people, 
and physicians, public health personnel, and 
other healthcare providers strive to meet this 
goal. Despite these efforts and intentions, 
however, wide disparities exist in the quality 
of healthcare and health outcomes for people 
from different ethnic groups.

Health Outcomes 
Among Ethnic Minorities 
in New Orleans

n By claudia S. copeland, phd

The demographics 
of The souTh are 

ofTen ThoughT of in 
Terms of Black vs. WhiTe. 

neW orleans, hoWever, 
is a very diverse ciTy, 

even Beyond The 
large percenTage 

of mixed-race 
residenTs. 

Disparate 
Lives



make up only about 1/3 of the state’s popu-
lation. Furthermore, this group suffers from 
higher rates of STDs in general, compared 
with Whites. Considering three of the most 
serious health conditions in the state, African 
American Louisianans had the highest rates 
of death from heart disease, cerebrovascular 
disease/stroke, and cancer. In New Orleans 
specifically, there have been large disparities 
between Blacks and Whites on a number of 
health measures, including the incidence of 
diabetic complications, breast cancer diag-
nosis and treatment delays, and breastfeed-
ing support.

Louisiana healthcare professionals are 
becoming increasingly aware of these issues, 
and this greater awareness seems to be hav-
ing an effect on disparities. Tulane and Uni-
versity of Louisville researchers Jan et al. 
looked at hepatocellular cancer outcomes in 

New Orleans, and found that African Amer-
icans had significantly larger tumor sizes 
on admission as well as other unfavorable 
health factors, such as a higher incidence of 
Hepatitis C. Citing several studies showing 
racial disparities in the treatment of hepa-
tocellular carcinoma, these researchers 
hypothesized that Tulane, with its program 
of consciously uniform care, compliance 
with screening for conditions like Hepatitis 
C, and greater sensitivity to the issue of racial 
disparity in healthcare, might have a better 
record in this regard than other American 
institutions. The results supported this idea; 
the survival of African American patients 
treated at Tulane was, in the end, equivalent 
to that of White patients.  

In a recent editorial, another Tulane group 
(Friedlander et al.) described the evolution 
of their efforts to engage the underserved 

to the latest data from the CDC. At the same 
time, the Agency for Healthcare Research and 
Quality (AHRQ) reports that about 30 percent 
of Hispanic and 20 percent of Black Ameri-
cans lack a source of primary care, compared 
with less than 16 percent of Whites, and His-
panic children are nearly three times as likely 
as non-Hispanic, White children to lack pri-
mary care. Furthermore, African Americans 
and Hispanic Americans are far more likely 
to rely on hospitals or clinics for their usual 
source of care than are White Americans (16% 
and 13%, respectively, vs. 8%).  

Disparities in New Orleans: 
awareness and action
Louisiana also has its share of such dispari-
ties. For example, as of December 2012, 74% 
of newly diagnosed HIV cases were Black 
Louisianans, even though African Americans 
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New Orleans African American community 
in cancer screening. Initially disappointed 
by what seemed like a lack of interest in 
their efforts, they engaged with community 
and faith-based organizations, in a genuine 
effort to understand why their efforts were 
not getting through to the population they 
wanted to reach. Through increased cultural 
understanding and a nuanced approach, they 
transformed their mobile cancer screening 
efforts from “events of fear” to “celebrations 
of life,” with the cancer screenings coordi-
nated with community and entertainment 
events. In addition to this emphasis on joy-
ousness, they also incorporated a two-way 
approach to information on cancer—with 
an emphasis on listening as well as inform-
ing. “Our cancer awareness is a discussion in 
which we disseminate medical information, 

but also allow the community to discuss their 
feelings about cancer and challenges of early 
detection.” So far, their efforts have resulted 
in higher participation in screening. Time 
will tell whether they will be successful in the 
long-term, but their preliminary results sug-
gest that this approach might be a model the 
rest of the country could learn from.

Ethnicity in New Orleans:  
beyond Black and White
 The demographics of the South are often 
thought of in terms of Black vs. White. New 
Orleans, however, is a very diverse city, even 
beyond the large percentage of mixed-race 
residents. Unfortunately, in spite of the 
efforts of organizations like the Bureau of 
Minority Health Access (BMHA), a division 
of the Louisiana DHH, to look at minority 

health issues with a wider lens, relatively 
little is known about the healthcare issues 
of other minorities here, which include 
large communities that are neither White 
nor Black. One such community is that of 
Vietnamese New Orleanians. Vietnamese-
American New Orleanians are less likely to 
access healthcare, for several reasons. Some, 
such as a low rate of having health insur-
ance, are fairly universal among minori-
ties. Others, however, are more specific to 
this ethnic group, such as different cultural 
beliefs regarding medical treatment, espe-
cially problematic when Western models of 
healthcare clash with traditional Vietnamese 
belief systems. Language barriers may also 
inhibit understanding healthcare options. 

Chen et al., looking at health effects fol-
lowing Hurricane Katrina and their impli-
cations for nurses, found that, like other 
New Orleanians, the health of Vietnamese-
American New Orleanians after the stress 
of the hurricane was negatively affected by 
financial strain and positively affected by 
social support. An additional component 
affected this largely immigrant population, 
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One South American construction 
worker, who agreed to be interviewed 
for this article on condition of 
anonymity, exemplifies the issues 
experienced by many newly arrived 
Latin American workers. He had looked 
into purchasing health insurance, 
but found it prohibitively expensive. 
Overwhelmed by the complexity of 
the healthcare system here, he had 
simply given up on seeking care. 

however: level of acculturation. Less accul-
turated Vietnamese New Orleanians had 
greater PTSD symptoms and poorer physi-
cal health when sociodemographic charac-
teristics and previous traumatic experiences 
were controlled for. English proficiency was 
very important, as a lack of English pro-
ficiency severely hindered their ability to 
access resources and deal with complex 
insurance issues after the disaster. Tulane 
researchers Vu and Vanlandingham also 
reported acculturation as a unique factor 
affecting the health of this population, with 
those best described as “primarily Vietnam-
ese” faring worse than those described as 
“bicultural”.  

Another large minority group in New 
Orleans, Latinos, is particularly complex 
due to its diversity. Comprised of immi-
grants and their descendents from a num-
ber of countries throughout Latin America, 
the Latino population in New Orleans can be 
further divided into two very different socio-
cultural groups, each with different health-
care priorities and issues. The first is com-
prised of long-standing Latino communities, 
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the largest of which is Honduran, centered 
in Kenner. The challenges that this group 
faces are similar to those of the Vietnamese 
and other immigrant communities, includ-
ing an older generation that lacks a general 
awareness of issues like the need for regular 
diabetes screening and eye exams, and the 
benefits of preventative steps like flu vacci-
nations. Furthermore, despite having lived 
here for years, many of the older genera-
tion are still not comfortable enough with 
English to ask complicated questions about 
health issues.  

The second Latino group is a rapidly 
expanding population of immigrants from 
Mexico and elsewhere in Central and South 
America (including a small but growing Bra-
zilian population) that have recently arrived 
in New Orleans, largely to aid in the recon-
struction of the city after Hurricane Katrina. 
On the one hand, these immigrants tend to 
be young and healthy, requiring little care 
for chronic health conditions. On the other 
hand, the overwhelming occupation of this 
group is construction work, a profession 
with numerous occupational health haz-
ards. These include not only the potential 
for serious injury due to accidents, but also 

in a recenT 
sTudy, a Team of 

virginia common-
WealTh universiTy 

researchers 
oBserved ThaT life 

expecTancy differed 
By as much 

as 25 years...
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heat-induced illness and other hazards more 
specific to New Orleans. Tulane researchers 
Rabito et al. tested the blood lead levels of 
migrant construction workers and screened 
them for various health symptoms. They 
found that respiratory, headache, and sino-
nasal symptoms were unusually common 
among the workers. Furthermore, these 
symptoms improved when the workers took 
time off work, suggesting a causal relation-
ship with work conditions. They also found 
elevated blood lead levels in the workers, 
some severely elevated. About half of the 
men in the cohort had blood levels that, if 
persistent, have been shown to be associated 
with increased mortality, chronic kidney dis-
ease, and cardiovascular effects. 

Besides the health risks related to work-
ing in construction in New Orleans, the 
migrant status of this population creates 
its own difficulties. For example, this group 
is the fastest-growing HIV-positive minority, 
but because of their mobility, unique health-
care outreach strategies are required. Marco 
Ruiz and Carlo Sebastian Briones-Chavez 
outlined several such strategies to address 
this issue, including the use of mobile clin-
ics, social networks such as Facebook, 

disseminating information in Latino gro-
cery stores, and training volunteers who 
teach English or provide other services to 
also provide healthcare information. Fur-
ther complicating healthcare for this group 
is the undocumented status of many of these 
workers. Fear of deportation if the system 
should “get to know” them prevents many 
from seeking care in all but the most dire 
situations. The BMHA’s Latino Commission 
is currently reviewing new immigration rul-
ings by the courts, and how they may affect 
the health of this community. In addition, 
this commission is engaged in numerous 
efforts to obtain and analyze Latino health 
data and improve healthcare access, includ-
ing to preventative care. Even workers who 
have legal status can feel so marginalized by 
the different language, culture, and system 
that they assume that they cannot get care 
for medical conditions, let alone preventa-
tive care. One South American construction 
worker, who agreed to be interviewed for this 
article on condition of anonymity, exempli-
fies the issues experienced by many newly 

arrived Latin American workers. He had 
looked into purchasing health insurance, 
but found it prohibitively expensive. Over-
whelmed by the complexity of the health-
care system here, he had simply given up on 
seeking care. Though he suffers from severe 
ulcer-like symptoms, especially when under 
stress, he has not seen a doctor, even when 
the symptoms were severe enough to pre-
clude all eating and even make drinking 
water difficult. He had simply concluded that 
it was not possible to obtain healthcare here. 
With limited English skills, he had no idea 
there were any options for people without 
health insurance, even in case of emergency.

Race vs. class: socioeconomic 
and ethnic factors in healthcare 
disparities
Finally, the issue of teasing out disparities 
based on inadequate or suboptimal treat-
ment because of race or ethnicity from 
those based on lifestyle or socioeconomic 
factors must be addressed. Lifestyle fac-
tors certainly contribute to different health 
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outcomes. According to the Louisiana DHH’s 
health disparities report, health outcomes 
have been shown to be influenced by social 
factors such as socioeconomic status (SES), 
behaviors, social support, stress, and envi-
ronmental exposures. Also, health-seeking 
behavior can vary by SES, which is corre-
lated with race; for example, low-income 
Louisianans are much less likely to receive 
cancer screening, such as mammograms, 
pap smears, and colonoscopies, than higher 
income Louisianans. However, research has 
also shown specific differences in health 
outcomes for minorities, independent of 
socioeconomic factors. For example, in Lou-
isiana, infant mortality is over twice as high 
for infants of college-educated Black moth-
ers as those of White mothers with the same 
education level. Researchers Dubay and Leb-
run of The Urban Institute of Washington, 
DC did a meta-analysis of nationwide data 
to try to disentangle the effects of race/eth-
nicity and SES in healthcare disparities. They 
found that both SES alone and race alone 
were associated with disparities. However, 
while race and SES were both important fac-
tors in health outcomes, the effect of income 
within the same race was much higher than 
that of race within the same income bracket.  

Further complicating matters, education is 
also highly correlated with health outcomes. 
In a recent study, a team of Virginia Com-
monwealth University researchers observed 
that life expectancy differed by as much as 25 
years between a disadvantaged New Orleans 
zip code in which two of every five adults 
was a high school dropout, and a zip code 
where less than one of twelve residents failed 
to complete high school. To optimize solu-
tions, since race and socioeconomic factors 
such as income and education are often cor-
related, it is therefore important to carefully 
analyze the factors underlying differences in 
outcomes that might otherwise be assumed 

to be based on either race or SES.
A number of agencies are engaged in both 

analysis and other efforts to address health-
care disparities. For example, the BMHA of 
Louisiana collaborates with Historically 
Black Colleges and Universities, faith-based 
organizations, and local governments “to 
identify healthcare gaps, analyze data, and 
consult with healthcare professionals and 
policy makers in order to help build com-
munity skills, capacities, and leadership.” 
Progress is being made. According to the 
CDC, the infant mortality rate, previously 
almost double for Black Louisianans com-
pared with White and Hispanic Louisian-
ans, has not only declined for all groups, 
but has shown the greatest improvement 
among Black, non-Hispanic women. Efforts 
have also been made, at multiple levels, to 
comply with the “culturally and linguisti-
cally appropriate services (CLAS) standards” 
mandated by the U.S. DHHS in 2001. Transla-
tion services for Spanish, Vietnamese, and, 
more recently, Portuguese, are becoming 
increasingly available at health institutions 
in New Orleans. 

Awareness is key, including both an under-
standing of the complex healthcare needs of 
the diverse and dynamic New Orleans popu-
lation and a commitment to address ineq-
uities. Such awareness is the foundation for 
effective public health actions, conscious 
efforts towards evidence-based practice by 
physicians, and empowerment of patients to 
more actively pursue quality healthcare and 
make healthier lifestyle choices. n
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with Mark J. Peters, MD, President/CEO 
East Jefferson General Hospital 

Smith W. Hartley, Chief Editor:  
East Jefferson is a community 
hospital. What does it mean to be 
a community hospital now, relative 
to some of the choices that patients 
have in this area?

Dr. Mark Peters I would answer that by 
saying that this hospital opened in 1971 
because of the perceived needs of the 
community. At that time the East Bank was 
growing significantly, people were moving 
out from downtown to Metairie, and they 
wanted a hospital that was much closer to 
them rather than going to Baptist, Touro, 
and others. They were all fine facilities, but 
people do like healthcare local. I think what 
has happened over the years is that there’s a 
great connection between the hospital and 
the community. Our community has aged. 
The growth years of the East Bank have 
plateaued. We service a lot more Medicare 
patients than many other hospitals and I 
think that’s reflective of our community. 

I think for community hospitals there’s 
always this ongoing decision of what ser-
vices do you provide? I think there are cer-
tain basic things that community hospitals 
will always provide—care for routine med-
ical and routine surgical patients. I think 
the question becomes, with new technology, 
new advances in care, does it make sense 

M

d i a l o g u e

ark J. Peters, MD, CPE, has served as President and Chief 
Executive Officer of East Jefferson General Hospital in 
Metairie since 2002.

Dr. Peters joined East Jefferson General Hospital in 
2000 as Senior Vice President/Medical Director. He had 
previously been Chief Medical Officer/Vice President 

One
One On

not-for-profit healthcare system in Troy, Ohio. Dr. Peters received his 
medical degree from Ohio State University in 1978 and served as Chief 
Resident during his Family Practice Residency at Miami Valley Hospital 
in Dayton, Ohio. He is also a member of American College of Physician 
Executives, achieving his certification in 1999.

Dr. Peters is the Chair-Elect for the Louisiana Hospital Association 
and has served as the Chairman of the Metropolitan Hospital Council 
of New Orleans in 2005 and 2006. He has also served as a board 
member of the Louisiana Hospital Association from 2006 to 2008. 
Dr. Peters also lends his healthcare expertise as a board member 
of the Jefferson Economic Development Corporation and Greater 
New Orleans, Inc. He has served as honorary chairman for both the 
American Heart Association and the American Cancer Society to 
support medical research in our community.

Dr. Peters is a leading advocate of healthcare reform in Louisiana,  
having served as Chairman of the Coalition of Leaders for Louisiana 
Healthcare (COLLAH), developing a healthcare reform plan for the 
greater New Orleans Region. He continues his work with local, state,  
and federal officials to meet the healthcare needs of our region.

of Medical Services at Upper Valley Medical Center, a 
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with Mark J. Peters, MD, President/CEO 
East Jefferson General Hospital 

One On for community hospitals to do, for example, 
transplants? Or is everyone better served 
for them to be going to a place that does a 
whole lot of those? I think that those are the 

types of things that, both from a quality 
standpoint and a financial standpoint, 

are decisions that community hospitals 
have always had to make and probably 
will have to make more of moving 
forward, because the way healthcare 
is being paid for is changing signifi-
cantly. We have a role, we are here 
to serve the community, but at the 
same time we have to survive finan-
cially. So I think those issues make 
those decision points a lot more 
important in moving forward. 

Editor: Are you getting patients from 
other areas or is it mostly just the 

Metairie area and are there challenges 
in keeping those folks from going some-

where else?

Dr. Peters: We do get patients from else-
where, but our primary service area is where 
the bulk of our patients come from. In addi-
tion to being a community hospital, tech-
nically our structure is a service district 
hospital. We have significant restrictions, 
meaning we cannot easily go outside of our 
primary service area and develop outpatient 
offices, outpatient surgical centers, without 
the permission of the existing hospitals in 
those areas. Healthcare is also a competi-
tive business so just as if someone asked me 
here if it was okay for them to open a new 
hospital, and I had the ability to block it, I 
would say “no.” We face that with whether we 
decide to go to the Northshore or the river 
parishes to be able to draw in some younger, 
insured patients to balance out the Medicare 
patients. So that’s a restrictive challenge that 
we have that also contributes to the fact that 
65% of our business is Medicare, which is 
a really high number compared to a lot of 
other community hospitals. 

Editor:  Do you have a smaller Medicaid 
population?‘‘It’s a very controversial issue to talk 

about—what’s appropriate for end of life 
care? My own experience has been that 

patients and their families, if educated and 
there’s a lot of effective communication, 

most often come up with the right 
decisions. This got beat up with the 

concept of death panels, but I think what 
most people are interested in is how can 

there be a more effective dialogue? 
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Dr. Peters: We have about 7% Medicaid, 
which is probably one of the lowest in the 
city and is also reflective of our demograph-
ics. And we probably have about 2 or 3% 
uninsured and that’s also a very, very low 
number. The example I give to our employ-
ees is for every dollar we charge, we get 
about 42 cents on the dollar from the insur-
ance companies. With Medicare we get 26 
cents on the dollar and Medicaid about 15 
cents. So today I think we have about 300 
patients in the hospital and if you ask me if 
that’s a good thing financially, I am going to 
say it all depends on who’s in the beds. And 
that’s the other part of healthcare that’s not 
relevant to patients. They deserve the best 
care that they can get. But from a payment 
standpoint there’s a marked difference just 
in the numbers I’ve shared with you, and it 
does come into play as to what we can or 
can’t afford to do. 

Editor: So if they were all Medicare patients 
the numbers wouldn’t work I presume? 

Dr. Peters: It would make it more chal-
lenging, and that being said, there are some 
hospitals, particularly in Florida with their 
demographic of a lot of retirees in certain 
areas, that have figured out ways to make 
that work. I think we’ve got a lot of pro-
cesses in place so that the real key point is 
that patients should get the right amount of 
care—not too little, not too much—but what 
is appropriate for why they are here in the 
hospital. And then to also have the appropri-
ate follow up both pre-and post-discharge. I 
think a lot of work is going on with that and 
I think our goal is to get to, at a minimum, a 
breakeven on the Medicare patients. 

Editor: What does it mean to be an MD as 
the CEO of a major hospital? Is it part of 
the future of administration? 

Dr. Peters: I still have my license, but have 
not practiced since I came to Louisiana 
almost 13 years ago. I think that it helps. I 
think physicians play a big role in what a 
hospital is about and physicians have their 
unique needs and stresses on them and I 
think if you have been through it and you’ve 
taken care of patients, and you’ve admitted 
patients to the hospital, and you’ve dealt 
with families when somebody’s dying, I think 
it gives you a perspective that is not easily 
picked up if you are a layperson. I do not feel 
that every hospital CEO should be a physi-
cian or has to be a physician. I think a lay-
person needs to educate themselves on that 
side as much as possible.

I think that we are moving to a new pay-
ment system that will put as much or more 
value on the quality of care versus the vol-
ume of care and it’s making people look criti-
cally at how you provide whatever care you 
do provide. And I think a clinical background 
is helpful in those discussions. So I think it 

helps me a lot in what I am doing, but just 
being a physician doesn’t make me a good 
CEO. It’s just a certain perspective I bring 
to the table that has helped me. 

Editor:  You were the chairman of the Coali-
tion of Leaders for Louisiana Healthcare. 
What was the goal of that group?

Dr. Peters: COLLAH, yes, back in post- 
Katrina days. That was a group of us that 
came together and felt there was an oppor-
tunity to look at how the care of the unin-
sured or Medicaid patients could be better 
served. Historically the state has funneled a 
lot through the charity system and Charity 
Hospital was basically wiped off the map 
at that point and never reopened, although 
the LSU Interim Hospital did at a later date. 
It was an attempt to say, “How can we do 
this more effectively?” A lot of the concept 
was the money following the patients, uti-
lizing the existing hospitals, and there was 
a lot of healthy discussion about that. We 
developed a plan and a proposal that didn’t 
get much traction with the legislature and 
ultimately died.
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Editor: I know you are still an advocate for 
reform. How would you characterize the 
impact of the Patient Protection and Afford-
able Care Act on the needs of Louisiana?

Dr. Peters: First off I would say, I am the 
head of a hospital and what makes a hospi-
tal work and the business plan of a hospi-
tal is based on a lot of historical factors. In 
this country we have focused on sick care 
and a lot of resources are provided for that. 
The numbers are staggering in the Medicare 
population as to what percentage of the dol-
lars are spent on the last six months of life. 
It’s a very controversial issue to talk about—
what’s appropriate for end of life care? My 
own experience has been that patients and 
their families, if educated and there’s a lot of 
effective communication, most often come 
up with the right decisions. This got beat 
up with the concept of death panels, but I 
think what most people are interested in is 
how can there be a more effective dialogue? 

There are some communities that have 
done some pretty amazing things. Gunderson 
Hospital in Wisconsin is the poster child. It’s 
about a 100,000 population community, but 

they’ve embraced this whole concept and 
almost everybody in the community has liv-
ing wills. They are very educated on palliative 
care, the role of hospice, the role of home 
health. They also have patients dying now 
in the hospitals that were probably receiv-
ing everything until the end, but I think that 
a lot more often, it’s a thoughtful decision, 
not just, “That’s what my doctor says.” It’s a 
tough thing for physicians because physicians 
are trained to save lives. And there are still 
a lot of people who can’t say they wouldn’t 
take chemo, even when they only have a 5% 
chance, because there’s such a finality to it. 

We need to be proactively talking about 
it, making sure everybody has living wills, 
ensuring everybody has thought about what 
they would like and what they would want. 
The nightmare situations are when there 
are three or four family members who are 
on different pages as to how they feel about 
it. And there is a lot of care that probably 
happens across this country that in the end 
didn’t help anybody at all. I think we are all 
for healthcare reform until it involves us 
or our family, but the most isn’t always the 
best and somehow we have to face that fact.

Going back to my earlier point, I think 
we are moving to a different payment 
system where we are looking at 
quality and how that’s being 
rewarded. And part of 
quality is does every-
body who is currently 
admitted to the hos-
pital really need to be 
admitted? Perhaps 
instituting more 
wellness programs. 
I think the missing 
link right now is we all 
need to have some per-
sonal accountability for our 
own health and that gets into the 
broad issues of smoking rates and obesity, 
which is getting a lot of play. I think there is 
a movement to focus more on that. But those 
changes don’t happen overnight. It’s like the 
patients that I used to see come in on Friday 
and say, “I need to lose 50 pounds by next 

week.”And I am exaggerating to make my 
point, but it isn’t going to happen. That’s a 
long process. So having the community and 
people engaged in this discussion, although 
very difficult, is very necessary, because we 
all collectively have to come up with the 
solutions. I think it will change over time 
out of necessity. With the current financial 
trends in Medicare the Medicare system is 
going to go broke. We have to look at how 
we can do things differently, but at the same 
time assure people get the care that they 
need. It’s easy to say, but more difficult to 
accomplish. 

Editor: Can you characterize the role of 
technology in the hospital and how that’s 
changed and describe some of the deci-
sions you have to make operationally?

Dr. Peters: There are a lot 
of good things that have 

come from new tech-
nology. Back in the 
day, when you had 
gall bladder surgery 
you ended up with 
this big incision and 
you were in the hos-

pital five to seven 
days, and disabled for 

a period of time just heal-
ing. Now, through a laparo-

scope, you go home the same day 
and you bounce back very quickly. We’ve 

moved now to the Da Vinci robot for a lot 
of prostate surgery or hysterectomy surgery 
and it really improves the recovery period. 
That being said, there is a cost to that new 
technology, and none of us haven’t gone 
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there, because it really is better for patients, 
but it doesn’t always improve the financial 
component.

The other big focus of technology is on 
the information technology front. I think 
most, if not all hospitals are moving some-
where down the spectrum of implement-
ing electronic medical records. I think it will 
be extremely positive when we get to the 
other end, but it’s not a simple process of 
getting that implemented and getting that 
fine-tuned. Every place is a little bit different; 
we can’t just take it off the shelf and have it 
work in every place. I think it will very much 
enhance patient safety, the quality of care, 
and eventually I think it will increase some 
efficiencies, but right now it decreases our 
efficiency because it has changed our phy-
sicians’ lives significantly. Going from how 
they used to do medical records and docu-
ment what they do to what we are asking 
of them now, that’s a difficult transition. All 
of us are impacted by that. I think it’s key 

and very important although it has caused 
some temporary inefficiencies. We have to 
assure patients’ safety and make sure there 
are no negative impacts on patients during 
this transition. 

Information technology is also very costly. 
We have spent probably over $50 million 
implementing our new system. Yes, we have 
gotten some money back from the federal 
government with the incentives they put out 
there, but they don’t come close to covering 
the cost. So that’s an investment in the future 
that is positive, but also negatively impacts 
the bottom line right now.

Editor: Is this a recent rollout? Have you 
noticed any changes? 

Dr. Peters: This has gone on here for four 
or five years. Our big flip happened this 
last year with what’s called Computer Phy-
sician Order Entry and it’s the physicians 
directly looking at order sets, pointing and 

clicking, taking a few people out of the nor-
mal process that would be involved. There is 
also bar-coding of pharmaceuticals before 
patients get them. 

We certainly feel like it has been a positive 
from a patient safety and a quality stand-
point. It will ultimately help us to more accu-
rately document how sick our patients are 
and the care they have received, all based 
on evidence-based medicine to ensure our 
patients are getting what they should. 

Editor: I guess theoretically there are 
some operational efficiencies that will 
come about?

Dr. Peters: Theoretically they will come, but I 
will be honest with you, it’s a work in progress. 
And I think the honest truth is it’s an invest-
ment for the future. But from an operational 
standpoint it has cost us more money to do 
that. So you have to strongly believe it’s worth 
it to get to the other side. It really is, but it 
takes a lot of work and a lot of willingness 
by healthcare providers to change. 

Editor: What defines a Nurse Magnet 
hospital?

Dr. Peters: The Magnet organization was 
developed and started to recognize hospitals 
that put a lot of value in nursing—nursing 
education, nursing involvement in the care 
that’s being provided in the hospital, career 

opportunities for growth for nursing—so it’s 
a nursing designation. We felt it was very 
important and in early 2000, we were 

the first Louisiana hospital to be des-
ignated as a Nurse Magnet Hospital. 
We’ve gone through the recertifica-
tion twice now, and those have been 
very positive and I think it’s been of 
great value to recognize what nursing 
means here and the truth of it is, is we 
really do what we say we are going to 

do. They have an important role, con-
sidering all that we do. 

Editor: East Jefferson has an affiliation 
with M.D. Anderson. Can you character-

ize what that looks like?

Dr. Peters: For us, being relatively close to 
Houston, a five or six hour drive or an hour 
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plane ride, when patients receive the 
diagnosis of cancer, and this isn’t 
any news bulletin, it’s probably the 
worst category of news. I think if 

you went to your physician today and 
he or she said, “I think you need open 

heart surgery,” you’d be bothered by that, 
you’d be scared, but you would also prob-
ably be thinking, “If I can get through this, 
I’m going to be in good shape.” With cancer, 
there are very few times, when somebody 
is told, “If you do this, you are going to be 
cured.” Because of what the statistics are, 
there are various stages of cancers, cancers 
that are responsive to treatment, some that 
are not. So we had a lot of patients going to 
M.D. Anderson either for their first opinion 
or a second opinion. We also thought that 
cancer care was very important for us and 
for our community. We reached out to M.D. 
Anderson, which had an affiliate program 
already in place. We went through a pretty 
rigorous credentialing evaluation with them 
and were approved to join. 

What it does, is it gives us access to their 
clinical protocols. It allows us to help facili-
tate for our patients to enter the M.D. Ander-
son system if they still want to go there for 

a second opinion, and it lets M.D. Anderson 
know exactly how we are treating patients 
here and I think has given them a much 
greater level of comfort in sending those 
patients back here after they have been eval-
uated, to receive their treatment here. I won’t 
say that all have come back. There are certain 
things that should stay at M.D. Anderson, 
but it’s given us the opportunity for breast 
cancer patients, colon cancer patients, lung 
cancer patients, prostate cancer patients to 
be treated here. And there is a real benefit 
for patients when they are not having to live 
out of a hotel room or having to have their 
family there with them. I think it has elevated 
the bar for the care that we provide here and 
has given patients a nice alternative. 

Editor: The hospital recently received 
some national recognition for heart fail-
ure and stroke care. To what do you attri-
bute that recognition?

Dr. Peters: I attribute that to our staff. We 
have a very highly qualified medical staff 
both in cardiovascular services and neu-
rology and neurosurgery, and internally, 
our non-physician clinical staff takes great 
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pride in what they do and how we continue 
to evolve and become more effective. Awards 
are nice and they also help reassure us inter-
nally that we are doing the right thing. We 
are continually trying to move the dial on 
elevating the care we provide. We are all 
striving to be perfect in healthcare, but no 
one is ever going to be 100% perfect. It’s not 
going to happen because of the idiosyncra-
sies that exist and we’re all humans and not 
always do things go perfectly. Our staff and 
our physicians worked very hard on getting 
that designation. 

We also provide a lot of cardiovascular 
care for our patients in this community. If 
you think about it with the number of Medi-
care patients we provide care for, when you 
think about cancer and heart disease, those 
are the two big things that come into play for 
all of us as we get older. We all have to die 
of something, the last I checked, and those 
are the two biggies. They are key for us to 
be very high level in what we do.   

Editor: Can you explain to us what the Fit-
ness Principle is?

Dr. Peters: The Fitness Principle is a pro-
gram run by Mackie Shillstone, who joined 
us about six or seven years ago. Mackie has 
been in this community for a long time. The 
program is about moving individual fitness 
and wellness to a higher level. It’s more than 
going to a gym and hiring a personal trainer. 
Beyond the exercise program there’s a nutri-
tional program that goes along with that. It 

has been very suc-
cessful—again drawing 
not only local patients, but it 
has a regional and even national appeal. 
A lot of professional athletes in various 
sports have come here for that with Mack-
ie’s connections. 

A lot of the principles get back to what I 
talked about earlier that we all have a role 
in trying to keep ourselves healthy and 
there are things we can do that we are all 
not always good with, like weight control and 
exercise, and how that impacts how we feel. 
Even doing those “right” things doesn’t mean 
we are not going to need healthcare at some 
point. We haven’t talked about orthopedics, 
we haven’t talked about joint replacements. 
As I sit here I have a left hip that is going to 
have to be replaced at some point and I keep 
putting it off. We are all living longer, and 
those types of things, as our bodies are wear-
ing out, come into play. These are interesting 
times and I think we would all say it’s great 
that people are living longer, but as you live 
longer, there are more medical things that 
have to be treated. If you look at Medicare 
numbers and all of us that are becoming 
closer to Medicare age, there aren’t as many 
workers out there paying into the Medicare 
system, and you can sort of see where the 
challenge is as we all have to figure out how 
we make that work for everybody. 

Editor: That brings us to my next question 
about what the future holds. What is your 
sense of the direction we are going in here? 

Dr. Peters: I think we are in a very chaotic 
time. I think it’s a high anxiety time because 
we are all going to have to change the status 
quo. And when I say “all” I mean collectively, 
the hospitals, physicians, patients. And I’ll go 
back to that end of life piece. I think those are 
the things that we all can do as individuals. 
My parents are gone, but fortunately they 
had the discussion about what they wanted 
before they got towards the end. I think what 
is important for patients and their families, 
discussed ahead of time, can make a big, 
big difference on how those last couple of 
years play out—from a satisfaction stand-
point for them. 

I think the business model of how hospi-
tals have historically operated is changing 
and the challenge is to change at the right 
rate for how we get paid for what we are 
doing. You can do all the right things right 
now and be poised for the future, but if the 
payment systems don’t stay with it, and you 
leave money on the table, then you have a 
problem. So I think that’s going to probably 
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determine the success or the failure of vari-
ous organizations. How they manage that 
transition.

I think the healthcare leaders need to be 
on the forefront, pushing where this needs 
to go because it’s so complex. I get worried 
in the political world about all the things 
that go into how decisions are being made. 
I think the healthcare leaders really need 
to stand up along with the public and drive 
this change. The hard part is nobody likes 
change. It’s always more comfortable, even 
when things aren’t quite right, to stay with 
what you’ve got. I listened to a talk recently, 
and I think it was well said, “If healthcare 
leaders don’t step up and address the eco-
nomic realities of healthcare right now, the 
mathematicians will.” Meaning they’ll just 
cut rates. We all can make Medicare solvent 
today…just cut the rates or the benefits and 
you make that program solvent, but then 
what are the ramifications of what you have 
done? That’s where it gets into those tough 
decisions and how you can maybe make the 

right decision on one particular program and 
not consider all the spinoff ramifications. 

Editor: What’s next? What’s on the horizon 
for East Jeff? Are you taking a wait and see 
approach?

Dr. Peters: No, I think the administration 
and our board have had these kinds of dis-
cussions now for a couple of years. I think 
we have great efforts going on right now to 
effectively change the Medicare equation for 
us, the financial impact on us, and we’re in 
the process of developing ways to continue 
the high level of care for our patients, but at 
the same time assuring that we do it in a cost 
effective way. Again, it’s easy to say. Patients 
need to have good outcomes and get the 
right amount of care they need and we are 
spending a lot of time and effort on that. 

You asked me about community hospitals 
in the beginning. I think that certainly there 
are question marks of whether community 
hospitals can continue to be effective and 

stand alone independently as they’ve done 
in the past. For us I think that’s a big ques-
tion mark. And we are exploring potential 
partnerships with other organizations across 
the country. Very high performing organiza-
tions are merging with other high perform-
ing organizations. It’s not the old days where 
somebody’s drowning or they are not doing 
well and they merge with somebody who 
is. I think size and scale to give cost effi-
ciencies from purchasing, buying supplies, 
all of those things that patients don’t really 
see. They presume that we have high quality 
supplies, such as implants that are going in 
your knee, which we do, but they don’t see 
the business behind that and there are dol-
lars that could be saved by organizations 
coming together and being able to be more 
efficient and effective in those non-clinical 
areas. So “partnering” I use in a very broad 
sense. It’s pretty much right on our radar 
screen right now and we are going through 
the process of evaluating potential partners. 

Our key is to preserve the good things we 
have going here from a culture standpoint, 
the connection to the community, and actu-
ally being able to continue that for the long 
term. That’s where we are. It creates both 
exciting and challenging times. Running a 
hospital back when I was practicing is such 
a different thing than what it is now. There 
are just so many moving parts. n
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Stage 2 core and menu 
objectives

Stage 1 established a core and menu 
structure for objectives that providers had 
to achieve in order to demonstrate meaning-
ful use. Stage 2 retains that core and menu 
structure for meaningful use objectives.

In Stage 2:
Eligible professionals will be required 

to meet 17 core objectives, as well as three 
menu objectives (which they select from a 
list of six), for a total of 20 objectives.

Eligible hospitals and critical access hos-
pitals must meet 16 core objectives, as well 
as three menu objectives (which they select 
from a list of six), for a total of 19 objectives.

Changes to Stage 2 meaningful 
use objectives

Most of the Stage 1 objectives are now 
core objectives under the Stage 2 criteria. For 

many of those Stage 2 objectives, the thresh-
old that providers must meet to achieve 
them has been raised. CMS expects that 
providers who reach Stage 2 in the incen-
tive programs will be able to demonstrate 
meaningful use of their certified electronic 
health record technology for an even larger 
portion of their patient populations.

Some new objectives were also intro-
duced for Stage 2, and most of those were 
introduced as menu objectives. As with Stage 
1, many of the Stage 2 objectives have exclu-
sions that allow providers to achieve mean-
ingful use without having to meet objec-
tives outside their normal scope of clinical 
practice.

Providers can visit the CMS website and 
download comparison tables for the Stage 
1 and Stage 2 core and menu objectives and 
measures: http://www.cms.gov/Regula-
tions-and-Guidance/Legislation/EHRIn-
centivePrograms/Stage_2.html n

The Centers for Medicare & Medicaid 
Services recently published the final rule for 
Stage 2 of the Medicare and Medicaid 
electronic health record incentive programs. 
The rule provides new criteria that eligible 
professionals, eligible hospitals, and critical 
access hospitals must meet to participate 
successfully in the incentive programs.

Stage 2 
of the electronic health record incentive 
programs: Building from Stage 1

For more 
inFormation on 

the CmS ehr 
inCentive programS, 

pleaSe viSit 
http://www.cms. 

gov/EhRIncEntIvE 
pRogRams/

Dr. David nilasena, chief medical officer for the Centers for medicare & 
medicaid Services’ Southwest region, is writing a series of articles to help 
healthcare providers better understand the government’s electronic health 
record incentive programs. this is the first of those columns.
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Have you ever failed to make eye contact or looked 

sheepish while admitting you went to the doctor? Probably 

not unless the medical problem itself was a tad embarrassing.

Now, what about admitting you are going to see a chiroprac-

tor? Did you glance up to see if your audience was judging you?  

Did you downplay your expectations? 

What is it about chiropractic care that still inspires skepticism 

despite the fact that chiropractors are the third largest group 

of healthcare providers in the country after MDs and dentists? 

Why is it that we have lower expectations of a practitioner 

with five or six years of focused study on the musculoskeletal 

system and who is licensed to practice in our state?

Chiropractor claims bias in the back pain battle

n By Karen StaSSi
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Some would say it’s a result of the ambu-
lance chaser type chiropractor com-
mercials one sees on television or 
the seemingly outlandish claims 
that some chiropractors make 
about curing just about anything 
with chiropractic care or special 
supplements. And there are of 
course, as in any profession, some 
bad apples. But Dr. J.C. Smith, chi-
ropractor and author of The Medical 
War Against Chiropractors, thinks the 
reason is a bit more malicious. Smith, an 
outspoken advocate for chiropractic’s place 
in the care continuum, believes the hesitancy 
displayed towards chiropractors is a vestige of 
a longstanding and concerted campaign by the 
medical community to defame and discredit chi-
ropractors and chiropractic research.

Smith said the war against chiropractors began 
in the 1920s when Morris Fishbein was Execu-
tive Director of the American Medical Association 
(AMA). Fishbein, who Smith claims was referred 
to by contemporaries as the Medical Mussolini, 
sought to eliminate any competition to the medi-
cal profession, waging war on not only chiroprac-
tors, but also homeopaths, naturopaths, osteo-
paths, and podiatrists, and creating a medical 
monopoly that Smith says still exists today.

Even after Fishbein left office, the war 
against chiropractors continued. In 

the 1950s the AMA’s code of eth-
ics stated that physicians 

should not associate with 
practitioners of scien-

tifically unfounded 
treatments, like 
chiropractors . 
At that time, 
said Smith, MDs 
who associated 
with or referred 
patients to chi-
ropractors could 

lose their medi-
cal license. In 1966, 

AMA policy described 
chiropractic treatment 

as unscientific, irrational, 
and a hazard to health care. In 

1976 several chiropractors filed a 

lawsuit, Wilk et al. v. the AMA, et al., against the 
AMA, the American Hospital Association, and sev-
eral other medical societies alleging anti-trust 
activities to hinder the development of chiroprac-
tic care. The AMA, in fact, had a “Committee on 
Quackery” whose mission it was to “contain and 
eliminate chiropractic.” The chiropractic com-
munity finally won that case in 1987, although 
detractors still say the case should not be used 
to legitimize the profession, just correct the dis-
criminatory behavior.

In 1992, the AMA softened its position and 
issued Opinion 3.041 – Chiropractic which states:

It is ethical for a physician to associate profession-
ally with chiropractors provided that the physician 
believes that such association is in the best interests 
of his or her patient. A physician may refer a patient 
for diagnostic or therapeutic services to a chiropractor 
permitted by law to furnish such services whenever 
the physician believes that this may benefit his or 
her patient. Physicians may also ethically teach in 
recognized schools of chiropractic. 

According to Dr. Smith, evidence-based chi-
ropractic research had also lagged due to it 
being considered a taboo topic for many years. 
However, around the time of the AMA opinion, 
groundbreaking research by the RAND revealed 
some benefit to spinal manipulation in the treat-
ment of acute low-back pain, which prompted a 
reevaluation of chiropractic care and a call for 
more studies. According to the current National 
Institutes of Health National Center for Comple-
mentary and Alternative Medicine website, mul-
tiple studies have shown that spinal manipula-
tion is one of several options—including exercise, 
massage, and physical therapy—that can provide 

Approx. amount 
spent in the U.S. 
for treatment of 

back pain. 

$300 
billion
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mild-to-moderate relief from low-back 
pain, often as effectively as conventional 
medical care. Research continues to be 
done on the effectiveness of all back pain 
treatments, both medical and chiroprac-
tic, with varied results.

Despite the studies and the fact that chi-
ropractors may no longer be legally margin-

alized, there still remains a large breach in the 
public’s understanding of what chiropractors do 

and what training is required of them, says Smith. 
Doctors of Chiropractic (DC) must:

•  Have a minimum of 8-9 years of college, with 
4-5 post-graduate years in chiropractic educa-
tion and training.

•  Graduate from a chiropractic school accred-
ited by the Council on Chiropractic education, 
which generally entails about 2000 hours of edu-
cation on the musculoskeletal system alone.

•  Pass the National Chiropractic Board Exam.
•  Be licensed by the state in which they prac-

tice (although scope of practice does vary from 
state to state). 

Notably, Louisiana was the last state to agree to 
licensing of chiropractors, earning the title, “bas-
tion of medical conservatism” from Smith. When 
asked if there was an ongoing feud between the 
medical and chiropractic communities in our 
state, both the Louisiana State Medical Society and 
the Capital Area Medical Society declined to state 
a position, indicating it wasn’t really on their radar.

So are Smith’s concerns justified? As noted 
before, the chiropractic profession seems to be 
thriving, coming in third in number of practitio-
ners behind physicians and dentists. In the United 
States, visits to chiropractors have nearly doubled 
in the past couple of decades, numbering more 
than 280 million a year. Insurance companies now 
cover chiropractic treatments, although gener-
ally cap the number of visits per year. Even Smith 
admits that the situation has improved, saying a 
recent study indicated one third of MDs surveyed 
said they referred patients to chiropractors, and 
another third would consider doing so. It’s that last 
third, the doctors that would not refer, that gets 
Smith’s goat. He says there is an apparent continu-
ing media bias against conservative chiropractic 

manipulation as a viable alternative to drugs and 
surgery that he suspects is fueled by Big Pharma. 
“Even though there is this more egalitarian atti-
tude by some MDs, the flowers in the desert, it 
really hasn’t changed that much,” said Smith.

The treatment of back pain is also big business. 
It is the number one disabling condition world-
wide and a nearly $300 billion industry in the U.S. 
alone. Smith believes the continuing bias against 
chiropractors is driven by simple greed—an unwill-
ingness to give up a major portion of business 
that he believes can be better handled by chiro-
practors. He wants chiropractors to be the first 
choice for back pain, while conceding that about 
15% of cases are due to medical causes like cancer, 
fractures, and infections and should be handled 
by MDs. Smith says the primary justification for 
most medical back treatments is “bad discs” but 
he argues the true problem is mechanical, in joint 
misalignments, which affect the nervous system. 
“I think we need to start addressing the intellect 
of Americans and help them make an informed 
choice,” said Smith. “I want them to come here 
because they understand what’s going on. I am 
trying to crack this nut of this medical and media 
boycott of chiropractors.” 

Smith is hoping that provisions in the Afford-
able Care Act will increase coverage for chiroprac-
tic care and make it a more viable option for more 
Americans. “We’re on the brink of being saviors in 
the back pain epidemic once we get this medical 
bigotry and this stigma off our backs,” said Smith. 
“Chiropractors should be known as America’s pri-
mary spine care providers, just like a dentist is the 
primary dental care provider.” n

SourceS: 
Smith, J.C., USHJ Interview, May 14, 2013; Shekelle, Paul G., “Changing 
Views of Chiropractic ...and a National Reappraisal of Nontraditional 
Health Care,” RAND Corporation, 2001, www.rand.org/pubs/research_
briefs/RB4539. ; Vangelder, Eduard, “Chiropractics Contentious History 
as Alternative Care,” Yale Journal of Medicine and Law, August, 2011, 
Vol. VII, Issue 3; National Institutes of Health National Center for 
Complementary and Alternative Medicine http://nccam.nih.gov/health/
pain/spinemanipulation.htm. 
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This  
Little Light 

ccording to the Centers for Disease 

Control and Prevention (CDC), con-

genital heart defects (CHD) occur 

in approximately one in 110 births 

in the United States. In Louisiana, 

CHDs are the number one killer of 

newborns and yet one in three are 

leaving the hospital undetected, 

despite the availability of a safe, 

non-invasive, and relatively inex-

pensive test. A simple pulse oxim-

etry test, which costs, on average, 

less than $2, can help close the gap 

of the undiagnosed from 25% down 

to 4% according to the American 

Heart Association (AHA). In a Sep-

tember 21, 2011 letter, HHS Secretary 

Kathleen Sebelius recommended 

that pulse oximetry screening be 

included as part of the Recom-

mended Uniform Screening Panel 

for Newborns (RUSP), but HHS 

has yet to require it. AHA has been 

working with pediatric cardiolo-

gists at Children’s Hospital in New 

Orleans to educate the commu-

nity about pulse oximetry testing 

for newborns as well as to support 

legislation to require that all Loui-

siana babies receive this simple test 

as part of their routine newborn 

screenings. 

Congenital heart defects are structural 
abnormalities of the heart that are present 
at birth. These defects range in severity from 
simple holes or murmurs to severe malfor-
mations, such as the complete absence of 

Deceptively Simple Test Saves Infants’ Lives  

n By Karen StaSSi

e



one or more chambers 
or valves. Current meth-
ods for detecting con-
genital heart defects gener-
ally include prenatal ultrasound 
screening and repeated clinical exam-
inations. However, these screenings used 
alone identify less than half of all cases, say 
experts, and critical heart defect cases are 
often missed during routine clinical exams 
performed prior to a newborn’s discharge 
from a birthing facility.

“Routine neonatal examination fails to 
detect more than half of babies with heart 
disease,” says Children’s Hospital New 
Orleans pediatric cardiologist Dr. Steffan 
Sernich. “Parents, community midwives, 
health visitors, general practitioners, and 
pediatricians should recognize that a normal 
neonatal examination does not guarantee 
that the baby is normal and certainly does 
not exclude life threatening cardiovascu-
lar malformation.” According to Dr. Jason 
Turner, also a pediatric cardiologist at Chil-
dren’s Hospital, the screening test is particu-
larly crucial for detecting critical congenital 
heart disease (CCHD), a heart defect that 
causes severe, life-threatening symptoms 
and requires intervention, such as surgery, 
within the first few hours, days, or months 
of life. CCHD accounts for about twenty-five 
percent of all CHD. 

During a pulse ox screening, a noninva-
sive monitor is placed on a baby’s right hand 
and either foot. The device estimates the per-
centage of hemoglobin in blood that is satu-
rated with oxygen. The reading can provide 
doctors with early warning signs of low oxy-
gen levels in the baby’s blood stream, a pos-
sible indicator of undetected heart defects. 
By detecting heart disease early, health pro-
fessionals can ensure that treatment can 
begin immediately and often times before 

symptoms can become 
life threatening. “Congen-

ital heart defects are the 
number one killer of infants 

with birth defects,” says Dr. Ser-
nich, “Why would we not insist that every 

newborn in Louisiana receive this simple 
test – one many are already receiving?”

As Dr. Sernich noted, many Louisiana 
physicians and hospitals have recognized 
the benefits of pulse oximetry and have 
independently implemented the test as a 
routine newborn screening, but it was not 
required as it is in many other states. That 
is about to change. In May, the Louisiana 
Legislature passed HB 322 authored by Rep. 
Ledricka Thierry, D-Opelousas. The bill will 
mandate pulse oximetry screening for all 
babies born in Louisiana birthing facilities. 

Despite the proven effectiveness and 
low cost of the test, Dr. Turner, who helped 
present the benefits of pulse oximetry to 
the Legislature, said there were initially 
more questions and criticism from legisla-
tors than he expected. “I think that mostly 
came from a lack of understanding about 
the issue,” said Turner. Most of the con-
cerns revolved around the added costs of a 
mandatory screening and the potential for 
increased costs associated with following up 
on false positives. “In an environment where 
healthcare costs are going up and Medic-
aid and Medicare burdens are significant, 
adding a screening tool that could poten-
tially increase the state’s health budget…I 
think they were just tentative about that,” 
said Turner. “I think ten years ago nobody 
would even have questioned this. There are 

Routine 
neonatal 

examination fails 
to detect moRe 

than half of 
babies with heaRt 

disease.
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IT’s cheAp, IT’s In 
plAce, everybody 

knows how To 
use IT, And it’s 

pretty effective. 

resulting from an undiagnosed CCHD may exceed 
the cost of screening two thousand newborns.  Dr. 
Turner also noted that most hospitals already have 
the equipment in place and staff trained to use it, so 
there is no new investment required. Where costs arise 
is in the need to follow up on any positive screening. 
Although the test can be performed in about two min-
utes by a technician or nurse, any abnormal results 
require immediate confirmation by a specialist. Fol-
low-up definitive testing must be done with an echo-
cardiogram and reviewed by a pediatric cardiologist. 
That of course becomes more expensive, especially 
if an infant requires transport from a facility lacking 
these resources. Critics are concerned that increased 
costs could be incurred for false positives, which are 
likely to increase if every newborn is being screened. 
“I think most of these arguments are pretty easily 
overwhelmed by the gross benefit of catching the 
vast majority of undiagnosed critical heart defects 
and preventing those infants’ health decline and all 
the costs that would be involved with trying to treat 
their complications or resuscitate them or treat them 
emergently,” said Dr. Turner. 

“It’s cheap, it’s in place, everybody knows how to 
use it, and it’s pretty effective. Those are all pretty key 
to getting a widely used screening test in place,” said 
Dr. Turner. “You couldn’t, for example, require that 
every infant have an echocardiogram. Even though 
echocardiography exists and is effective, it doesn’t 
mean it’s widely available. It’s more difficult to use, 
more difficult to interpret, and it’s a lot more expen-
sive. You are comparing about $1000 – $3500 to $3 – 
$30 (for pulse ox) per test. You can’t use that kind of 

technology for routine screening. So pulse oximetry 
is kind of a no brainer for use as a screening tool 
and it works well.”

While some already routinely provided pulse 
ox screening on newborns, as of this June all 
Greater New Orleans area hospitals with OB units 
will make the test standard practice, implement-
ing the policy ahead of the new requirement to do 
so. Children’s Hospital does not have a birthing 

facility, but Drs. Sernich and Turner have good rea-
son to be promoting pulse ox screening. “Because 

we are one of the two only surgical care centers for 
pediatric patients with heart disease we receive the 
vast majority of babies that have heart disease,” said 
Dr. Turner. “We have seen the repercussions of babies 
who are missed, because they end up at Children’s, 
especially when they have severe complications or 
become emergent.” n 

many other healthcare costs out there we could talk 
about that are much more exorbitant and much less 
efficient.” 

In fact, in addition to being relatively inexpensive, 
pulse oximetry testing is also anticipated to provide 
cost savings. One study quoted by AHA calculated that 
the savings in healthcare costs from the prevention 
of one case of complications of circulatory collapse 
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dBe Heard
Question I Is Medicaid 
expansion right for Louisiana? 
Why or why not?

answer I Yes, because it will help 
provide some level of healthcare insurance 

to many people who currently have no 
insurance. It will help improve the primary 

care available to those who have very 
limited access due to no insurance. Also, as 
Louisiana continues to privatize the charity 

system and uncompensated payments 
to rural hospitals are eliminated, it is 

important to provide a more stable form of 
payment to providers for the future. 

Federico Martinez, Jr.
Chief Executive Officer 

St. Charles Parish Hospital

Question I Should chiropractors be the primary 
providers of spinal care?

To respond, email to: editor@ushealthcarejournals.com and put  
“Be Heard N.O.” in your subject line. To be published, include your 
name and job title. Please keep your responses to no more than 75 
words. We will publish up to 3 responses per issue.dQuestion 

for our
sept/oct
issue...

answer I While it is important for Louisiana  
to take advantage of federal resources available 

to expand healthcare coverage, such an 
expansion must be done in a thoughtful manner. 

Currently, hospitals receive approximately 
60% of what it actually costs to care for 

Medicaid patients. Although the LHA supports 
coverage for the uninsured, reimbursement 

to healthcare providers must cover the 
cost of providing care. Medicaid expansion 
without payment reform is unsustainable 
for Louisiana’s healthcare delivery system.   

 
John A. Matessino

President & CEO 
Louisiana Hospital Association

answer I I am somewhat conflicted. 
On one hand I am the father of a disabled 

adult who receives Medicaid. On the other, 
I am someone who feels passionately that 
people, and by extension, states, have the 
right to choose what is best for themselves 
and for their families. I am also concerned 

about claims that accepting Medicaid 
expansion will be in the state’s long-term 
best interests. We must first reform and 

fix Medicaid before we seek to make it the 
vehicle for expanded healthcare coverage.

Roy Delaney, Sr.
LtCol USMC (Ret.)

We would love to hear 
your thoughts and 
opinions about issues 
facing the healthcare 
industry today.
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Partners currently on board represent a broad 
spectrum of industries and avenues that play an 
important role in the everyday lives of Louisian-
ians. If your organization is interested in becoming 
a partner or to review the complete list of coali-
tion partners, please visit www.lhec.net for more 
information.

LSBN Amends Temp Permit Rule
The Louisiana State Board of Nursing has approved 
an amendment to Section §3328, Temporary Permits 
Rules and Regulations, Title 46, Professional and Oc-
cupational Standards, Part LXVII. Nurses, Subpart 2: 
Registered Nurses. The proposed revisions autho-
rize the board to issue a Special Healthcare Event 
Temporary Permit to an individual to practice as 
a registered nurse or advanced practice registered 
nurse to provide services in Louisiana, during a 
gratuitous special healthcare event.

The first step in the rulemaking process was pub-
lication of the Board’s Notice of Intent in the May 
20, 2013 edition of the Louisiana Register. You can 
access the publication free of charge at the state 
register’s website at www.doa.louisiana.gov/osr.

Medicare Fraud Strike 
Force Nabs Eleven 
Attorney General Eric Holder and Department of 
Health and Human Services (HHS) Secretary Kath-
leen Sebelius announced that a nationwide take-
down by Medicare Fraud Strike Force operations 
in eight cities has resulted in charges against 89 
individuals, including doctors, nurses, and other 
licensed medical professionals, for their alleged 
participation in Medicare fraud schemes involving 
approximately $223 million in false billings. Among 
these were eleven individuals targeted by the Baton 
Rouge Strike Force.

The coordinated takedown was the sixth national 
Medicare fraud takedown in Strike Force history. In 
total, almost 600 individuals have been charged in 
connection with schemes involving almost $2 bil-
lion in fraudulent billings in these national take-
down operations alone. The Medicare Fraud Strike 
Force operations are part of the Health Care Fraud 
Prevention & Enforcement Action Team (HEAT), a 
joint initiative announced in May 2009 between 

state 

Root Named as DHH Chief 
Compliance Officer

William (Bill) Root has been hired 
by the Louisiana Department 

of Health and Hospitals 
(DHH) as its new Inspector 
General and Chief Compli-
ance Officer to lead inter-

nal and external audit efforts. 
Root, the former Assistant Special 

Agent in Charge of the Office of Investigations at the 
U.S. Department of Health and Human Services, will 
conduct internal audits, implement plans to meet 
the requirements of the Legislative auditor, and 
oversee DHH’s Program Integrity Office, which as-
sures expenditures for Medicaid services are appro-
priate, and identifies fraud and abuse in the system.

Root, a Baton Rouge native, began his career as 
an investigator for the Louisiana Medicaid Fraud 
Control Unit, in which he worked with DHH to inves-
tigate several fraudulent schemes. For the last 26 
years, Root served as a special agent for the federal 
government investigating transportation compa-
nies, physicians, hospitals, and various inpatient 
and outpatient healthcare providers.

Root will directly oversee DHH’s Program Integ-
rity section, which is responsible for identifying 
fraud in the Medicaid system. Program Integrity 
investigates complaints, performs forensic claims 
investigations, reviews provider eligibility, as well 
as enrollment and disenrollment of providers, mea-
sures payment error rates, reviews claims process-
ing and medical reviews. 

In 2011, Root’s Health Care Fraud Prevention and 
Enforcement Action Team (HEAT) strike team was 
recognized for claiming 31 indictments of 29 Baton 
Rouge-area defendants worth more than $35 mil-
lion in just a few short months. In the latter part of 
2011 through June 2012, Root’s division of HEAT 
resulted in indictments regarding fraudulent Medi-
care schemes worth nearly $250 million.

CDC Honors Deris as 
Immunization Champion
The Centers for Disease Control and Prevention 

(CDC) and the CDC Foundation have recognized 
Gina Deris as one of this year’s CDC Childhood Im-
munization Champions. The award honors immu-
nization advocates who have made immunization 
successes possible in their communities. Each year, 
one CDC Immunization Champion from each of the 
50 states and the District of Columbia receives the 
prestigious award.

Deris is the former State Coordinator of the Loui-
siana Shots for Tots program. She was nominated 
and selected from a large pool of healthcare pro-
fessionals, coalition members, parents, and other 
immunization leaders as having made a significant 
contribution to public health in Louisiana through 
her work in childhood immunization.

Deris has been instrumental in the development 
of the Louisiana Shots for Tots State Coalition, as 
well as helping to improve the immunization rate 
for children less than 2 years of age to over 70 
percent across Louisiana. She was able to bring 
together representatives from various pharma-
ceutical companies, healthcare workers, private 
providers, and parents working toward the com-
mon goal of improving immunization rates across 
the state.

LHEC Reaches Milestone
One hundred healthcare, community, business, 
trade, and faith-based organizations from across 
the state have joined the Louisiana Healthcare 
Education Coalition (LHEC) as official partners in a 
combined effort to help Louisianians better under-
stand healthcare reform and the health insurance 
marketplace. This major milestone comes only two 
months after LHEC officially launched with events 
held in New Orleans, Baton Rouge, and Shreveport 
as part of a three-day tour.

The coalition is composed of groups and institu-
tions interested in promoting the work of the coali-
tion and helping Louisianians to fully understand 
the Patient Protection and Affordable Care Act. 
Since the launch in March, efforts to educate the 
community have included participation in health 
fairs and other events, engagement in Web and 
social media channels, and through guest speak-
ing opportunities, which can be requested online 
at the LHEC website. 
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the Department of Justice and HHS to focus their 
efforts to prevent and deter fraud and enforce cur-
rent anti-fraud laws around the country.

The defendants charged are accused of various 
healthcare fraud-related crimes, including con-
spiracy to commit healthcare fraud, violations of 
the anti-kickback statutes and money laundering. 
The charges are based on a variety of alleged fraud 
schemes involving various medical treatments and 
services, primarily home health care, but also men-
tal health services, psychotherapy, physical and 
occupational therapy, durable medical equipment 
(DME), and ambulance services.

Eleven individuals were charged by the Baton 
Rouge Strike Force. Five individuals were charged 
in New Orleans, including two doctors, by the Baton 
Rouge Strike force for participating in a different 
$51 million home health fraud scheme. Accord-
ing to court documents, the defendants recruited 
beneficiaries, offering cash and other incentives in 
exchange for their Medicare information, which was 
used to bill medically unnecessary home health ser-
vices. The Baton Rouge Strike Force also announced 
a superseding indictment and an information charg-
ing six individuals, including another doctor, with 
over $30 million in fraud in connection with a com-
munity mental health center called Shifa Texas. 
These charges come on top of charges brought 
against the owners and operators of Shifa Baton 
Rouge, a related community mental health center 
which is at the center of an alleged $225 million 
scheme charged in an earlier indictment.

The cases are being prosecuted and investigated 
by Medicare Fraud Strike Force teams comprised 
of attorneys from the Fraud Section of the Justice 
Department’s Criminal Division and from the U.S. 
Attorney’s Offices for the Southern District of Florida, 
the Eastern District of Michigan, the Eastern Dis-
trict of New York, the Southern District of Texas, the 
Central District of California, the Middle District of 
Louisiana; the Northern District of Illinois, and the 
Middle District of Florida; and agents from the FBI, 
HHS-OIG, and state Medicaid Fraud Control Units.

An indictment is merely a charge and defendants 
are presumed innocent until proven guilty.

To learn more about HEAT, go to: www.stopmedi-
carefraud.gov.

Fail First to Use New Technology 
for Abdominal Aortic Aneurysm
Dr. Peter Fail, interventional cardiologist at Cardio-
vascular Institute of the South (CIS), was the first 
to perform deployment of a custom, fenestrated 
endograft for the repair of an abdominal aortic an-
eurysm in the tri-state area (Louisiana, Mississippi 
and Alabama). The procedure took place at the 
catheterization lab at Terrebonne General Medical 
Center (TGMC).  

An abdominal aortic aneurysm (AAA) occurs when 
the walls of the aorta are weakened and become 
enlarged, leading to potential rupture. An AAA can 
often be deadly, but when detected, the typical 
treatment is an endovascular procedure in which 
a stent graft is placed in the aorta to protect the 
aneurysm from the pressure of the blood flow. 
While this repair has been effective, some patients 
whose aneurysm is located in a high-risk area may 
only have the option of major surgery, or no repair 
at all. However, the fenestrated endograft gives 
these high-risk patients the option to undergo a 
minimally-invasive endovascular stent graft repair 
instead of major surgery.  

The fenestrated endograft is unique because it 
is specially designed for each patient based on a 
precise computed tomography (CT) image which 
indicates exactly where the graft needs to be placed. 

The stent features custom-positioned holes (fenes-
trations) to ensure proper blood flow through the 
aorta, kidneys and nearby organs. 

Benefits of a fenestrated endograft include a faster 
recovery time and fewer complications than tradi-
tional surgery.

LSNA Hosts Nurse Day, 
Installs New Board 
The Louisiana State Nurses Association (LSNA) host-
ed its Annual Nurse Day Event this spring. With over 
three hundred and sixty Registered Nurses and nurs-
ing students from around the state in attendance, 
presentations focused on issues impacting nursing 
patient care at the national and state level. 

Program speakers included Jennifer S. Mensik, 
PhD, RN, NEA-BC, Second Vice President of Ameri-
can Nurses Association (ANA). Dr. Mensik addressed 
changes taking place at ANA and within the State 
Nursing Associations to increase the responsiveness 
of the organizations to nursing issues. Calder Lynch, 
Health Policy Advisor for the Louisiana Department 
of Health and Hospitals, presented an overview 
on the impact of healthcare changes in Louisiana, 
and Randal Johnson, LSNA Lobbyist from South-
ern Strategy Group, gave a 2013 legislative update. 

Additional activities included a lunchtime fun-
draiser and Louisiana Nurses Foundation update 

Dr. Peter Fail, interventional cardiologist at Cardiovascular Institute of the South (CIS), performs the deployment 
of a custom, fenestrated endograft for the repair of an abdominal aortic aneurysm at the catheterization lab at 
Terrebonne General Medical Center (TGMC). 
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presented by Dr. Carol Tingle. Dr. Melissa Stewart 
conducted the annual meeting of the Louisiana 
Nurses Political Action Committee and election 
of officers, and Dr. Jacqueline Hill and Rita J. Finn, 
MSN, RN discussed the Multi-State Division Pilot 
Project currently in development with the Arkan-
sas and Oklahoma Nurses Associations to promote 
sharing of services and fiscal vitality for each of 
the states. 

Immediately following the educational offerings 
and committee updates, Dr. Jacqueline Hill con-
vened the Louisiana State Nurses Association bien-
nial House of Delegates. The House of Delegates rep-
resents the voting voice of the nurses holding state 
membership and is composed of the LSNA Board 
of Directors and elected delegates from each dis-
trict. All business before the House of Delegates was 
completed in two sessions, with the final session 
including the installation of the new LSNA Board of 
Directors for 2013-2015, and the House of Delegates 
was then adjourned on April 27, 2013. 

The newly installed 2013-2015 Board of Direc-
tors includes: 
•  President, Dr. Carol A. Tingle, Baton Rouge 
District 
•  President-Elect, Mrs. Norlyn Hyde, Ruston 
District 
•  Vice-President, Dr. Carllene MacMillan, 
Lafayette District 
•  Secretary, Mr. Gordon Natal, New Orleans 
District 
•  Treasurer, Dr. Debra Shelton, Shreveport 
District 
•  Chair, Clinical Practice Council, Dr. Deborah 
Garbee, New Orleans District 
•  Chair, Leadership and Management Council, 
Ms. Rose M. Schauhbut, New Orleans District 
•  Chair, Bylaws and Resolutions Committee, Ms. 
Laura Tarcza, New Orleans District 
•  Chair, Education Council, Dr. Stephanie Pierce, 
New Orleans District 
•  Chair, Research and Informatics Council, Dr. 
Ann Carruth, Tangipahoa District 
•  Chair, Workplace Advocacy Council, Ms. Frances 
Finley, Alexandria District 
Additional Elected Positions included: 
•  Chair, Nominating Committee, Dr. Judith 
Gentry, New Orleans District 
•  Nominating Committee Member, Mrs. Shirley 
Payne, Ruston District 

•  Chair, Audit Committee, Ms. Deidra Dudley, New 
Orleans District 
•  Audit Committee Member, Dr. Cheryl Myers, 
New Orleans District 

The Louisiana State Nurses Association also 
acknowledged board members who are currently 
serving and have an additional two-year term of 
service in office: 
•  Dr. Jacqueline Hill, Immediate Past President, 
Baton Rouge District 
•  Chair, Membership Committee, Ms. Victoria 
Johnson, New Orleans District 
•  Chair, Health Policy Committee, Mrs. Lisa 
Deaton, Baton Rouge District 
•  Chair, LSNA Continuing Education Committee, 
Mrs. Nancy Darland, Ruston District 
•  Student Representative, President of the 
Louisiana Association of Student Nurses, Ms. 
Kelsea Bice, Our Lady of Holy Cross College, New 
Orleans. 

First Practices Join New 
BCBS Program
Three primary care practices—West Monroe Family 
Clinic, West Calcasieu Virtual Medical Home, and 
Baton Rouge General Physicians—have signed up 
for Quality Blue Primary Care (QBPC), Blue Cross 
and Blue Shield of Louisiana’s innovative population 
health and quality improvement program. QBPC is 
designed to get better outcomes for patients with 
chronic diseases, support doctors and transform 
healthcare delivery.

Blue Cross is implementing QBPC in primary 
care physicians’ offices and clinics, and will roll it 
out statewide over two to three years. In the early 
months of QBPC, Blue Cross is signing up network 
primary care practices that treat the highest number 
of members with chronic diseases such as diabetes.

David Carmouche, MD, chief medical officer for 
Blue Cross and Blue Shield of Louisiana, said that 
Quality Blue Primary Care is the next generation of 
population health management. “This model will 
significantly improve patient outcomes and support 
providers. We are making a substantial investment 
by paying for software and helping the participating 
practices through the transformation,” Carmouche 
said. “This will give our providers the data and sup-
port they need to improve both overall healthcare 
quality and the lives of their individual patients with 
chronic diseases.”

Two years ago, Blue Cross began using a model 
for primary care called the patient-centered medical 
home, or PCMH. It focused on improving patients’ 
health and lowering costs. Both QBPC and PCMH offer 
organized, team-based, proactive care that works to 
prevent disease and protect or restore health.

QBPC builds on the basic features of PCMH to offer 
an enhanced model for population health, in which 
providers can focus on improving care quality for 
their total patient population, not just those who 
are actively seeking treatment. Blue Cross will offer 
QBPC practices the technical and clinical support 
and guidance they need to manage their patients’ 
care in the least disruptive way. The QBPC payment 
structure rewards providers for better patient out-
comes, with a care management fee paid on top of 
their usual fee-for-service setup.

Blue Cross contracted with two strategic collabo-
rators, MDdatacor and Integrated Medical Practices, 
to support QBPC. MDdatacor supplies healthcare 
IT solutions that empower payers and providers 
to deliver the highest quality healthcare possible. 
Blue Cross will use the company’s proprietary MDin-
sight® technology to help practices identify, manage 
and improve the quality of care for their patients. 
MDdatacor currently supports 10 Blue Cross and 
Blue Shield plans throughout the country with its 
MDinsight software solution.

Integrated Medical Processes, LLC (IMP), a clini-
cal integration consultancy focused on popula-
tion management and value-based care models, 
is establishing the framework and implementation 
strategy that will allow this group of healthcare qual-
ity leaders to begin the process of truly transforming 
our healthcare system.

For more on Quality Blue Primary Care, visit www.
bcbsla.com/qbpc. Carmouche is on Twitter at @
DrCarmouche and hosts a LinkedIn group called the 
Louisiana Quality Care Network where healthcare 
professionals share information and best practices.

Former DHH Employee 
Arrested for Fraud 
A former accountant for the Louisiana Department 
of Health and Hospitals (DHH) has been arrested and 
charged with defrauding the state out of more than 
$1 million, according to Attorney General Buddy 
Caldwell.

Deborah Crowder Loper, 46, was charged with 
theft by fraud, money laundering, and malfeasance 
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in office for intentionally using her position of pub-
lic trust to defraud Louisiana’s Medicaid program 
by misappropriating public funds for personal use. 
The arrest comes as a result of the joint investiga-
tion conducted by the Attorney General’s Medicaid 
Fraud Control Unit, Louisiana Office of the Inspector 
General, Louisiana Legislative Auditor’s Office, U.S. 
Department of Health and Human Services, Office 
of Inspector General (HHS-OIG), and the Federal 
Bureau of Investigations.

As an accountant administrator within DHH’s 
Division of Fiscal Management, Loper was respon-
sible for the management of funds used to operate 
the state’s Medicaid program. In 2006, Loper was 
entrusted by DHH and the National Association of 
State Human Services Financial Officers (NASHSFO) 
to manage the financial activities of a bank account 
opened in Louisiana on behalf of the NASHSFO for 
the purpose of facilitating the association’s 2009 
winter conference, which was held in Louisiana. 

After the 2009 conference, Loper was instructed 
to close the account by her immediate supervisor. 
However, it was determined that Loper fabricated 
documents and subsequently submitted those doc-
uments, giving the appearance that the account was 
closed. She changed the address on the account so 
that she was able to receive all correspondence for 
the NASHSFO account, including monthly state-
ments of transactions, at her private residence.

From March 2007 through January 2013, records 
indicate that Loper deposited more than 130 checks 
totaling $1,058,446.27 into the NASHSFO account 
which were not payable to NASHSFO. Those checks 
deposited by Loper were made payable to DHH, 
Medicaid Payment Management Section and Med-
icaid Refunds. The primary source of those funds 
was identified as Medicaid reimbursements which 
were issued to DHH by licensed Medicaid provid-
ers and were intended to be returned to the state’s 
Medicaid program. During the course of the investi-
gation, it was found that the majority of the money 
was spent at area casinos. 

In February 2013, Loper abruptly resigned from 
DHH after finding out that the account had been 
frozen by the bank for potential fraudulent activ-
ity. Loper notified members of DHH management 
through email that she was resigning from her posi-
tion effective immediately, but gave no reason and 
was not available for subsequent contact. DHH offi-
cials were contacted by Ms. Loper’s attorney and 

First-year students from the LSU Health Sciences Center New Orleans School of Medicine 
planned a week’s worth of activities for special needs children during the 28th annual Camp Tiger 
this May. Camp Tiger, which is free to the families, provides campers with a summer day camp 
experience filled with fun and adventure. Camp Tiger also offers first-year students at the LSUHSC 
School of Medicine a reminder of their reasons for wanting to become physicians. This year, about 
125 campers participated. About 300 medical students volunteered.

Carrying on the tradition begun by the freshman class of 1985, LSUHSC first-year medical stu-
dents, on their own, plan camp activities, raise necessary funds, solicit donations for activities and 
supplies, and then volunteer their time and energy to serve as camp counselors. LSUHSC med stu-
dents raised about $65,000 at the Camp Tiger Benefit Auction in April. Camp Tiger’s mission is to 
give disadvantaged and challenged children an enjoyable summer camp experience. 

Besides beginning the LSU Health Sciences Center New Orleans tradition of community out-
reach, Camp Tiger gives these first-year and incoming first-year LSUHSC medical students an 
opportunity to begin dealing with some of the medical conditions they may encounter during 
their professional careers.

LsUHsC Med students 
Man Camp tiger
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advised that the department should review a bank 
account established at Capital One Bank, which 
Ms. Loper was affiliated with. After receiving this 
information from Loper’s attorney, DHH officials 
contacted Capital One Bank and were informed 
that the account had never been closed as previ-
ously indicated by Loper and that the account was 
recently frozen due to possible fraudulent activity. 
DHH officials immediately contacted the Attorney 
General’s Office and the Office of the Inspector Gen-
eral initiating the investigation. DHH is fully coop-
erating with the ongoing investigation.

DHH also filed a civil suit on May 13, 2013 to pre-
serve its rights against Ms. Loper and the bank in 
order to recover the stolen funds. Loper surrendered 
to MFCU agents and was booked into the East Baton 
Rouge Parish Prison. If convicted of theft by fraud, 
money laundering, and malfeasance in office, Loper 
faces a combined maximum of 115 years in prison.

LOCaL

Blanco Selected As Act 
Early Ambassador

Maria Blanco, Assistant Professor 
at the Human Development 

Center in the LSU Health 
Sciences Center New 
Orleans School of Allied 
Health Professions, has 

been selected to serve as 
an Act Early Ambassador for 

Centers for Disease Control and 
Prevention’s (CDC’s) “Learn the Signs, Act Early” Pro-
gram. Blanco will play an important role in educating 
Louisiana’s parents, healthcare professionals, and 
early educators about early childhood development, 
warning signs of autism and other developmental 
disabilities, and the importance of acting early on 
concerns about a child’s development.

The Act Early Ambassadors project is designed to 
develop a network of state-level experts to improve 
early identification of developmental delay and dis-
ability. It is a collaborative project of CDC’s National 
Center on Birth Defects and Developmental Disabil-
ities, the Health Resources and Services Administra-
tion’s Maternal and Child Health Bureau, the Asso-
ciation of Maternal and Child Health Programs, and 
the Association of University Centers on Disabilities.

Blanco was selected because of her commitment 

to improving the lives of children and families and 
increasing access to services for children with devel-
opmental disabilities. For more information, visit: 
www.cdc.gov/ActEarly.

8th Edition of LSUHSC Faculty 
Member’s Textbook Published
The 8th Edition of PULMONARY PHYSIOLOGY by 
Dr. Michael G. Levitzky, Professor of Physiology, 
Anesthesiology, and Cardiopulmonary Science at 
LSU Health Sciences Center New Orleans, has been 
published by McGraw-Hill in its Lange Physiology Se-
ries. Called the preeminent textbook for pulmonary 
physiology, this book has been the first choice and 
primary educational tool worldwide for this subject 
for more than 30 years. Dr. Levitzky published the 
first edition in 1982. 

This textbook has been described as the best 
review for the USMLE Step I, the first of three 
examinations required for medical licensure in the 
United States. The book teaches first-year medi-
cal students, as well as respiratory therapy, nurs-
ing, nurse-anesthesia, and other students how and 
why the respiratory system works. It covers all of 
the concepts of pulmonary physiology critical to 
understanding and practicing clinical medicine. The 
series has also been used by residents and fellows 
in internal medicine, anesthesiology, pediatrics, 
and pulmonary medicine as a review for licensure 
and certification examinations.

Dr. Levitzky, who is also Director of the Basic Sci-
ence Curriculum at the LSU Health Sciences Center 
New Orleans School of Medicine, joined the LSUHSC 
faculty in 1975. He teaches physiology to medical 
students, residents, fellows, and graduate students. 

Tulane Begins Diabetes Trial
Tulane University School of Medicine is now enroll-
ing people with type 2 diabetes in a first-of-its-kind 
clinical trial called the ENDO Trial to evaluate a new 
approach to type 2 diabetes: EndoBarrier. EndoBar-
rier is a thin, flexible, tube-shaped liner that forms 
a physical barrier between food and a portion of 
the intestinal wall. It is designed to change the way 
the body responds to food by altering the release 
of certain hormones. This may help improve the 
body’s ability to control blood sugar.

EndoBarrier is a medical device that is inserted 
endoscopically (through the mouth without any 
cutting or scarring of tissue) and removed in the 

same way after one year. Previous studies, including 
a small study in the U.S. and several larger studies 
in other countries, have shown that treatment with 
EndoBarrier affects and improves type 2 diabetes. 
Adults between the ages of 21-65 who are diagnosed 
with type 2 diabetes and are obese may be eligible 
to participate in this no-cost clinical trial.

Dr. Vivian Fonseca, professor of medicine, chief of 
Endocrinology, is the site investigator and an active 
researcher in type 2 diabetes. 

LSUHSC Nursing Faculty 
Join LSNA Board
Four members of the faculty of the LSU Health Sci-
ences Center New Orleans School of Nursing and 
one LSUHSC graduate nursing student were elected 
to the Louisiana State Nurses Association Board of 
Directors at the annual House of Delegates Meeting.
•  Rose Schaubhut, RN, MPH, MN, NEA-BC, 
LSUHSC Instructor of Nursing, was elected Lead-
ership/Management Council Chair.
•  Laura Tarzca, MS, RN, LSUHSC Assistant Profes-
sor of Clinical Nursing, was elected Resolution 
and By-Laws Committee Chair.
•  Stephanie Pierce, PhD, RN, CNE, LSUHSC Direc-
tor of the CARE BSN and Nurse Educator MSN 
programs, was elected Education Council Chair.
•  Judith Gentry, RN, MSN, OCN, CNE, LSUHSC 
Assistant Professor of Clinical Nursing, was 
elected to the Nominating Committee - South.
•  Deidra Dudley, LSUHSC Doctor of Nursing Sci-
ence student, was elected to the Audit Commit-
tee - South.

They will each serve a two-year term.

Approx 900 to Join 
Healthcare Workforce 
Students from LSU Health Sciences Center New 
Orleans’ six professional health schools graduated 
during the 139th Commencement at the University 
of New Orleans Lakefront Arena. Graduates include 
students from LSU Health Sciences Center New 
Orleans’ Schools of Allied Health Professions, Nurs-
ing, Public Health, Graduate Studies, Dentistry, and 
Medicine. Dr. Larry H. Hollier, LSUHSC Chancellor, 
and Dr. William Jenkins, Interim President of the LSU 
System, presided over the ceremony and E. Gordon 
Gee, JD, EdD, President of The Ohio State University, 
delivered the Commencement Address. Dr. Gee has 
been president of more universities than anyone in 
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      LSUHSC Faculty Recognized 
      for Teaching Excellence
       From left, Thompson, Cordell, McGoey, Buccola, 
       Hagan and Gregory.

American history and Time Magazine ranked him #1 
in its 10 Best College Presidents issue.

Nearly 900 students will complete degree and cer-
tificate requirements this academic year. This com-
mencement will bring the total number of degrees 
and certificates awarded by LSU Health Sciences 
Center New Orleans since its founding to 35,906.

Kids Partnership Launches 
New GRoW Network 
The 40 organizations of New Orleans Kids Partner-
ship (NOKP) announced a major new effort to im-
prove health and education for New Orleans children 
and youth. GRoW (Great Resources Whereyat) is a 
new neighborhood-based network of free and low-
cost services for Gentilly children and families based 
at Arthur Ashe Charter School, 1456 Gardena Drive.

Over 100 people attended the launch event, 
including the first 20 of 2,000 Gentilly children and 
youth that will participate in the GRoW program 
over the next three years. Speakers included City 
Councilmember Cynthia Hedge-Morrell, Alex Lebow 
representing the Mayor’s office, Arthur Ashe Co-Prin-
cipal Sivi Domango, Dr. Marsha Broussard, Louisiana 
Public Health Institute, and students participating 
in Kids ReThink New Orleans Schools. Members of 
the Creole Osceolas Mardi Gras Indians blessed the 
opening of the program.

GRoW will operate on Saturdays, holidays, and 
during out of school times throughout the year, 
and include a wide range of academic, health and 
wellness, and career preparation services available 
free in a one-stop shop format for children, their 
parents, and guardians. GRoW provides children 
and parents classes in dance, yoga, biking, tutor-
ing, gardening, running, and cooking, as well as 
community service projects, parties, and fieldtrips 
for children and families all focused on healthy eat-
ing and physical activity. Registration is required at 
www. nokp.org or call 504-220-2321.

N e w  O r l e a n s  K i d s  Pa r t n e r s h i p’s 

neighborhood-based coordinated services deliv-
ery project is one of 12 programs statewide that 
will receive a total of $10.2 million in grants from the 
Blue Cross and Blue Shield of Louisiana Foundation 
as part of the Foundation’s Challenge for a Healthier 
Louisiana program. NOKP is led by a collaborative 
of 40 non-profit organizations that includes Ashé 
Cultural Center, Center for Engaged Learning & 
Teaching, Concordia LLC, Cowen Institute for Public 
Education Initiatives, Edible Schoolyard, Hands On 
New Orleans, KID smART, Kids ReThink New Orleans 
Schools, Louisiana Endowment for Humanities, 
New Orleans Outreach, New Orleans Public Library, 
Start the Adventure in Reading, Young Audiences, 
Urban League, Up2Us, and Louisiana Public Health 
Institute. The program is also funded by America’s 
Promise Alliance, Greater New Orleans Foundation, 
and Target Corporation.

LSUHSC Faculty Recognized 
for Teaching Excellence 
Six members of the faculty of LSU Health Sciences 
Center New Orleans have been awarded the 2013 
Allen A. Copping Excellence in Teaching Awards. 
Chosen by their schools’ leadership, their col-
leagues, and most importantly, by their students, 
the recipients are:

School of Allied Health Professions:
Jeffrey A. Thompson, PT, DPT, OCS, Cert. MDT 

   Assistant Professor of Clinical Physical Therapy
School of Dentistry:
Kitrina Cordell, DDS, MS Division Head & Associate
Professor, Comprehensive Dentistry and Bioma 

    terials-Oral and Maxillofacial Pathology
School of Medicine:
Robin McGoey, MSGC, MD
Associate Professor of Pathology and Residency
Program Director 
School of Nursing:
Nancy Buccola, MSN, APRN, PMHCNS-BC, CNE
Assistant Professor of Clinical Nursing

School of Public Health:
Joseph L. Hagan, MSPH, ScD
Assistant Professor of Public Health - Research
Basic Sciences:
Paula Gregory, PhD
Associate Professor of Genetics
Initiated at LSU Health Sciences Center New 

Orleans in 1995, the Allen A. Copping Excellence 
in Teaching Awards are awarded each year to one 
individual in each area of study. They recognize 
the LSUHSC faculty whose teaching skill sets the 
standard for excellence in academic performance, 
who are uniquely gifted in imparting knowledge, 
skill, and a lifelong quest for discovery, who lead by 
example, who foster a sense of caring and compas-
sion, and who inspire the young men and women in 
whose capable hands will rest the health and well-
being of the people of Louisiana for years to come. 
They also honor the legacy of the late Dr. Allen Cop-
ping, who served as Dean of the LSUHSC School of 
Dentistry, Chancellor of LSU Health Sciences Center, 
and President of the LSU System.

“Power of Partnership” 
Awards Announced
In June, 40 organizations of New Orleans Kids Part-
nership (NOKP) gave their “Power of Partnership” 
2013 Award to three local agencies for their efforts 
to stimulate cross-sector collaborations on behalf 
of children: 

New Orleans Public Library was recognized as a 
new member organization of NOKP that helped 
to strengthen and expand the impact of the part-
nership during the past year. Under the leader-
ship of City Librarian Charles Brown, the Public 
Library has embraced the concept and practice 
of NOKP fully, and has dedicated substantial staff 

e
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time and facilities access to the success of its collec-
tive impact.  With the advent of NOKP’s new neigh-
borhood-based service delivery initiative “GRoW” 
(Great Resources Whereyat), the Public Library is 
poised to play an even greater role in the stimula-
tion and sustenance of multi-sector collaboration 
on behalf of children in the coming years.

Blue Cross and Blue Shield of Louisiana Founda-
tion was recognized as a philanthropic organiza-
tion that helped to stimulate and sustain multi-
sector collaboration on behalf of children during 
the past year. The Foundation has three signature 
programs: The Angel Award®, an annual recognition 
of outstanding Louisiana volunteers who improve 
the quality of life for at-risk children; Challenge for 
a Healthier Louisiana, a grant program that sup-
ports community initiatives that aim to improve 
health and reduce obesity; and Smart Bodies®, a 
school-based program to prevent childhood obesity.  
Beyond being one of only 12 initial recipients of a 
Challenge for a Healthier Louisiana grant in August 
2012 for its GRoW initiative, NOKP partners have 
benefitted enormously from the technical assis-
tance and support of the Foundation and its part-
ners at Pennington Biomedical Research Institute.

New Orleans City Health Department looks to serve 
New Orleanians as a 21st century health department 
and a model for the nation, capable of improving 
population health through data-driven decision-
making and policy development. NOHD protects, 
promotes and improves the health of all community 
members so they can achieve their full potential. 
As one of six inaugural winners of the Robert Wood 
Johnson Foundation Roadmaps to Health Prize, 
NOHD has focused on community partnerships 
that help residents live healthier lives. Fit NOLA 
is focused on increasing awareness by providing 
resources for families and the community to be 
fit; empowering youth to be advocates for healthy 
policies; building capacity by improving access to 
affordable, nutritious food as well as safe environ-
ments for physical activity and opportunities to 
exercise; and setting standards by highlighting 
successful programs and supporting policies that 
encourage healthy lifestyles.

NOKP is a voluntary collaboration among organi-
zations that serve, support, engage and empower 
children and youth in the Greater New Orleans area. 
Founded in 2006, NOKP partners work together to 
develop, share, coordinate and leverage resources 
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so that all children and youth reach their potential. 
Every year, NOKP hosts a Leadership Breakfast for its 
partners and extended networks to reflect upon the 
year’s challenges and accomplishments. As a cen-
tral part of the event, the leadership of NOKP gives 
awards to local agencies and individuals that have 
been key to the partnership’s success during the pre-
vious year. NOKP is part of America’s Promise Alli-
ance, the country’s largest partnership organization 
dedicated to improving the lives of young people.

Research Finds Young 
Cancer Patients Isolated
Research conducted by Xiao-Cheng Wu, MD, PhD, 
Associate Professor and Director of the Louisiana 
Tumor Registry at the LSU Health Sciences Cen-
ter New Orleans School of Public Health, and col-
leagues, reports adolescents and young adults with 
cancer may be at higher risk for social isolation and 
that a substantial proportion of them have unmet 
social needs that could adversely affect their health. 
The research is published online in the Journal of 
Adolescent and Young Adult Oncology.

More than 500 participants in the Adolescent and 
Young Adult Health Outcomes and Patient Experi-
ence (AYA HOPE) Study completed a survey 6-14 
months after diagnosis that included questions 
about two social information needs – how to talk 
about their cancer experience with family and 
friends and meeting other adolescents or young 
adult cancer patients/survivors. Patients were iden-
tified through seven Surveillance, Epidemiology 
and End Results (SEER) program sites: the states 
of Iowa and Louisiana; the metropolitan areas of 
Detroit, Michigan and Seattle/Puget Sound, Wash-
ington; and three metropolitan areas in California: 
Los Angeles County, San Francisco/Oakland, and 
Sacramento County. 

The participants were 15 to 39 years old at diag-
nosis and were diagnosed with cancers prevalent 
in that age group. The researchers examined such 
variables as age at diagnosis, gender, race/ethnicity, 
education, and health insurance status at diagno-
sis. They looked at clinical factors including treat-
ment (radiation, chemotherapy, and surgery), cur-
rent general health, overall quality of care, and the 
number of symptoms experienced in the previous 
month. Participants were asked about the overall 
impact of their cancer on specific areas of their lives.

The research team found that social information 

needs were higher among those who were in their 
20s at diagnosis – with 25% reporting needing help 
to talk about their cancer. About 43% of those of 
Hispanic or “other” race/ethnicity expressed a need 
to meet peer survivors. Those who were not in a 
support group, had a high number of symptoms or 
additional illnesses, as well as low perceived quality 
of care, also needed more help.

Suggested interventions include the development 
of programs capable of providing support at differ-
ent phases of the cancer experience, providing ser-
vices for a diverse age range, overcoming geographic 
and financial barriers and a lack of cultural diversity 
in the offerings, as well as increasing awareness 
and access to peer support groups with other can-
cer patients and survivors. Improving awareness 
of and access to online connection through social 
media, as well as help in learning how to share their 
experiences with loved ones would also bolster 
support. The researchers say that developing com-
munication tools specifically for them may help 
these young patients express their needs and gain 
emotional support from their family and friends. It 
is also important to educate health care profession-
als and others about these resources.

In addition to Dr. Wu at the LSU Health Sciences 
Center New Orleans School of Public Health, other 
authors from the AYA HOPE Study Collaborative 
Group include researchers from the National Cancer 
Institute, Cancer Prevention Institute of California, 
Stanford University School of Medicine, Univer-
sity of Iowa, University of Southern California Keck 
School of Medicine, Wayne State University School 
of Medicine, and Fred Hutchinson Cancer Research 
Center. The study was funded by the National Can-
cer Institute with support from the Lance Armstrong 
Foundation. n
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quality correspondent // Cindy Munn

Changing Lives 
One Conversation 
at a Time
This summer brings a landmark event for Louisiana: 
the second anniversary of the Louisiana Physician Orders 
for Scope of Treatment (LaPOST) document.

n June of 2010, Louisiana joined the 
growing number of states to adopt 
a Physician Orders for Life-Sustain-
ing Treatment (POLST) program. 
Approved by the state legislature in 

Susan Nelson, MD, LaPOST Coalition Chair, discusses 
a LaPOST document with a patient’s family member.

extensive life-prolonging treatments. “Her 
faith is very strong, and she has hope of 
spending eternal life somewhere...she doesn’t 
want that delayed, and she has expressed that 
numerous times.”

As Moses’ physician, Nelson met with 
Ebert and initiated a discussion about the 
LaPOST document. Using layman’s terms, 
Nelson carefully explained each procedure 
referenced in the document and described 
how those treatments may or may not be 
medically effective for Ebert’s mother. 

“After that meeting, she emailed me the 
LaPOST form and I forwarded it to our family 
members along with some additional reading 
material about end-of-life decisions,” Eb-
ert recalls. “Most of them responded favor-
ably…most of them wanted to honor what 
she wanted.”

Thanks to LaPOST, says Ebert, when her 
mother reaches the end of life, “I’ll be sad, 
but I’ll also have a sense of peace that her 
wishes were honored. I think I’ll also feel re-
lieved that everything done was what we, as 
a family, wanted to be done.”

According to Nelson, that “sense of peace” 
is one of the many reasons families need to 
have the conversation about end-of-life 
wishes with their loved ones.

“It’s a conversation that can be uncomfort-
able, but without it, your family or caregiver 
may never know your wishes, and you may 
not receive the kind of care you want at the 
end of life,” she explains. “For Marlyn and her 

May 2010, the LaPOST document took effect 
one year later, providing patients with seri-
ous, advanced illnesses with a mechanism 
to state their end-of-life care goals with a 
medical order that travels with them across 
care settings. According to LaPOST Coalition 
Chair Susan Nelson, MD, over the past two 
years, the LaPOST document has saved many 
families from the heartbreaking position of 
deciding what their loved ones would have 
wanted at the end of life.

Nelson says, “Without LaPOST, these 
families would have been forced to make 
those decisions for their loved ones, and un-
fortunately, families often are unsure what 
their loved ones wanted because they’ve 
never discussed those issues. The LaPOST 
document freed these families from having 
to make these difficult decisions at such an 
emotional time.”

For Marlyn Ebert, of Baton Rouge, whose 
mother, Mabel Moses, was diagnosed six 
years ago with Alzheimer’s, the LaPOST 
document helped bring her family together 
to document her mother’s end-of-life care 
wishes.

“Mom has always, through the years, 
shared with us what her wishes are,” Ebert 
says, adding that her mother doesn’t want 
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family, it was easier to make those decisions 
for her mother because her mother had been 
very open about what she wanted at the end 
of life. LaPOST provided them with a voice to 
make those wishes heard and to make sure 
they were honored.”

Others have not been so fortunate. Bev-
erly Lyons, of Baton Rouge, had never dis-
cussed end-of-life issues with her mother. 
She and her sister, who lives in California, had 
to make those decisions without any guid-
ance. After being diagnosed with dementia, 
receiving a pacemaker, and losing the ability 
to walk, her mother had to enter a long-term 
care facility to receive around-the-clock care, 
Lyons says. By then, it was too late to have 
that conversation with her.

“(The conversation about what to do at the 
end of her life) should’ve taken place long 
before she had dementia,” Lyons says. “It is 
awful to have full control of someone’s life 
and having to make a life and death decision 
for them and wanting peace in your family. 
It would’ve helped me a whole lot to have 
somebody to talk to and take me through 
the process.”

Mary Raven, MD, a palliative care physi-
cian with Our Lady of the Lake Physician 
Group in Baton Rouge, says such guidance 
can come from the patient’s physician. Many 
studies have indicated that patients want to 
discuss end of life issues with their doctor, 
but they want the doctor to initiate that dis-
cussion, says Raven.

“It can be hard for many physicians to 
discuss these issues due to time limitations, 
and then there’s the fact that they want to 
help their patients maintain hope. There’s 
something about talking about the end of 
life that makes some doctors think it reduces 
the patient’s hope,” Raven says. “It sometimes 
feels like the elephant in the room that no 
one wants to talk about, but it is incumbent 
upon us as physicians to bring it up and be 
willing to listen to what the patient says.”

Special training in end-of-life issues can 
help physicians prepare to have such discus-
sions with their patients, says Deborah Bour-
geois, APRN, ACNC-BC, ACHPN, a Palliative 

Medicine Advanced Practice Nurse in New 
Orleans. “It’s not an easy topic to discuss, 
and many (physicians) are uncomfortable 
because they don’t have the skills, training 
or time to sit down and talk to patients and 
their families about it.”

“There’s a lot of medical sci-
ence, data, and evidence in 
the specialty of palliative 
medicine and what we 
do,” she says. “There is 
a lot of effort being put 
into re-focusing phy-
sicians to take the time 
to learn these specialized 
communication techniques, 
and then, because they’re trained 
in it and exposed to it, they’re much more 
open to addressing it. They know how im-
portant it is. Patients and families do want 
to discuss these subjects with their health 
care providers.”

Raven recommends that physicians be-
gin by discussing the patient’s diagnosis, 
prognosis, and goals of care. Once that 
conversation is complete, the patient and 
physician can then discuss and prepare a 
LaPOST document, she says. “I introduce 
the LaPOST document by saying, ‘Based on 
our discussion, I think it’s important for us to 
complete this document together. It will echo 
what we’ve talked about, and because it is a 
medical order, it will allow you to have your 
goals of care met, regardless of the setting.’”

The LaPOST document not only helps to 
reduce the emotional burden on the family, it 
also helps the physician by providing a road-
map of the patient’s end-of-life care goals.

“For patients who don’t have LaPOST 
documents, it’s problematic because their 
families are unprepared and don’t know 
what their loved ones’ wishes are. It makes 
the decision making difficult and leaves them 
with questions, concerns, and burdens,” she 
explains. “For the patients who do have La-
POST documents, the decision making pro-
cess is made very simple. In one scenario, a 
patient with a LaPOST document came from 
out of town to a local hospice. I knew from 

the beginning what she wanted and didn’t 
want, and there was no need to burden her 
daughter with those issues. Her daughter 
needed to be grieving and caring for her 
mother, not having to make those decisions.”

Bourgeois notes, “If a patient 
does have a LaPOST document, 

that patient has a care plan 
that’s put in place so that 

when a medical situation 
arises where the patient 
and the family are faced 
with issues, those deci-

sions are already made...
That brings a lot of comfort 

to them to know those deci-
sions were made by the patient. It 

helps with the grieving and bereavement 
processes because they know they’re caring 
for the person in the way that person wanted 
to be cared for.”

She adds, “It allows the patients and their 
families to work with their physicians to de-
velop a care plan that follows them across 
the care continuum and is honored by health 
care institutions. That is the real benefit of 
LaPOST.”

As awareness continues to grow, both 
Bourgeois and Raven feel that it will be-
come more common to see patients who 
have completed LaPOST documents. Ac-
cording to Raven, though the document is 
still “relatively new,” it remains an important 
tool for establishing patients’ goals of care 
for the end of life.

Bourgeois agrees, “As LaPOST continues 
to integrate into the current health care sys-
tem, it will become even more vital and pro-
vide the information that families and health 
care providers need to meet patients’ needs…
As a health care professional, I’m very grate-
ful for what the LaPOST Coalition has done 
to ensure that patients, no matter where they 
are, have their wishes met. It’s a wonderful 
body of work and a well-done document.” 

For more information about LaPOST, visit 
www.la-post.org. n

Cindy Munn is Executive Director, Louisiana Health 
Care Quality Forum

“It’s a 
conversatIon 

that can be 
uncomfortable, 

but wIthout It, your 
famIly or care- 

gIver may never 
know your 
wIshes...”
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policy correspondent // David W. Hood

Recent Policy columns have focused 
on healthcare spending in the United 
States compared to other wealthy 
nations. U.S. spending on healthcare 
exceeds by far any other nation and 
is 2½ times higher than the average 
of the Organization for Economic 
Cooperation and Development (OECD), 
which is comprised of the 34 wealthiest 
nations in the world, including the U.S.

to be seen. Three years after its passage, the 
Affordable Care Act so far has survived the 
political firestorm it ignited. Its continued 
survival will depend on how well it fulfills a 
host of promises to improve our inadequate 
and inefficient non-system of healthcare de-
livery. Perhaps the most important item on 
the to-do list is to ensure that out-of-control 
spending is reined in and held in check on 
a permanent basis. Unfortunately, cost con-
tainment appears to be the weak spot in an 
otherwise strong agenda for improvement.

While healthcare costs have abated some-
what over the past few months, there is no 
consensus on what caused the slowdown. 
Most observers believe that the economy 
was a major factor in cutting back spend-
ing. Many predict spending will increase 
significantly when the Affordable Care Act 
enters its most important phase yet with in-
creasing Medicaid enrollment and private 
plans raising premiums in response to vari-
ous ACA-related mandates. Here is what top 
executives at Kaiser Family Foundation had 
to say about the “slowdown” and also about 
projected growth rates in health spending:

espite its lavish splurging, 
the U.S. falls short in terms 
of system performance and 
health outcomes compared to 
many nations that spend half 

 Welcome to the 
“AffordAble cAre Act”
        (Are we having fun yet???)

D
as much as we do. Furthermore, our part-
ner OECD nations tend to provide health-
care coverage to 100% of their populations 
while the U.S. has nearly 50 million persons 
(about 15%) who are uninsured.

Past efforts at reform, whether to provide 
coverage for the uninsured, improve qual-
ity and access to care or reduce the rate of 
spending increases, have often failed. The 
most notable attempt so far has been the 
Patient Protection and Affordable Care Act 
(PPACA) of 2010. Whether it will meet the 
same fate as other reform efforts remains 
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“For the past several months, analysts at the 
Kaiser Family Foundation and the Altarum 
Institute have been analyzing the recent slow-
down in health spending. On average, health 
spending grew by 4.2 percent per year from 2008 
to 2012, down from the recent peak of 8.8 per-
cent from 2001 to 2003 and the lowest rate of 
growth in five decades. Our main conclusion 
is that most of this slowdown, 77 percent, has 
been due to years of a weak economy, which 
causes people to put off health services when 
they can and prompts employers and states to 
reduce health spending. The other 23 percent 
is explained by changes in the health system, 
including increased consumer cost-sharing, 
tighter managed care and modifications in 
payment and delivery (we can’t precisely pin-
point the separate effects of these three factors).

If the economy recovers as expected, the an-
nual growth rate in health spending will in-
crease by more than three percentage points 
over the next several years, to more than 7 
percent, from the current low level of about 
4 percent. This won’t happen immediately; 
we found that there is a lag before economic 
downturns and upturns affect health spend-
ing. Nor should this expected upward trend 
be interpreted as health costs again spiral-
ing out of control — or, at least, no more or less 
so than they are now. And it won’t be because 
the Affordable Care Act is fueling an increase 
in health costs. It will simply be a byproduct 
of the recovering economy stimulating a re-
turn to more typical levels of health utilization 
and greater health spending.” (“We still have a 
health-care spending problem,” Drew Altman, 
CEO, and Larry Leavitt, Senior Vice President, 
Kaiser Family Foundation, Washington Post, 
April 21, 2013)

So, basically they describe a return to a 
“normal” growth rate of more than seven 
percent per year. That is close to the eight 
percent increase in health spending that we 
sustained year after year on average from 
1960 to 2010. So does that sound like we are 

making progress on cost containment? Not 
exactly. And that seems pretty bland com-
pared to California. That state announced a 
steep rate increase for at least one category 
of health insurance: 

“Last week, California an-
nounced that the Affordable 
Care Act would increase 
non-group insurance 
premiums by as much as 
146 percent.”  (Forbes, May 
30, 2013)

That sounds pretty ex-
pensive, even if it is only 
for a relatively small number 
of customers. And here’s the news 
from Maryland:

“In the latest preview of prices for health 
coverage under the Affordable Care Act, Mary-
land’s dominant insurer says proposed premi-
ums for new policies for individuals will rise 
by 25 percent on average next year. That’s low-
er than what some had predicted. Just three 
weeks ago, the insurer, CareFirst BlueCross 
BlueShield, had been looking at a proposed 
50 percent increase. But the company revised 
that initial estimate, citing worries about af-
fordability for consumers.” (“Maryland Offers 
Glimpse At Obamacare Insurance Math,” Kai-
ser Health News, April 24, 2013)

It seems that the Affordable Care Act is 
moving U.S. healthcare in the right direc-
tion in many ways. Too bad that cost con-
tainment isn’t one of them.  Could the Af-
fordable Care Act have passed if there was 
a provision to implement very strict and ef-
fective cost saving measures? Probably not, 
because the health plans and other providers 
would have lobbied against the bill. So what 
can be done now?

As usual, Louisiana is a laggard state on 
all things healthcare. The Affordable Care 
Act calls for a strong review commission 
to oversee insurance rate increases. Loui-
siana is one of six states that have no ef-
fective review process, along with Alabama, 
Arizona, Missouri, Montana and Wyoming. 
Review commissions are a good way to 
provide oversight of health plans and rate 

increases. Louisiana had a rate re-
view process in the past but it 

was dismantled.
But if the use of a re-

view board is just not 
available because pri-
vate interests have lob-
bied it out of existence, 

then it will be difficult—
but not impossible—to 

convince politicians to re-
store a true oversight process for 

rate increases. Right now Louisiana and a 
few other states operate on the principle of 
“file and use.” In other words a health plan 
that wants to increase rates by 10% needs 
only to file its intentions with the Depart-
ment of Insurance so there will be a public 
record. 

The federal Department of Health and 
Human Services conducts certain reviews 
of individual and small group rate filings in 
Louisiana and 12 other states. In 2011 DHHS 
reviewed 3 filings by plans in Louisiana with 
an average rate change of 12%. In all 3 cases, 
DHHS found the requested rate changes to 
be unreasonable. However, the rate changes 
were not withdrawn by the plans that pro-
posed them.

Examples such as these are evidence of 
how difficult true cost containment will be 
unless there is cooperation between federal, 
state and private sector entities. The absence 
of collaboration on such issues will doom 
attempts to get costs under control. n

David W. Hood is Former Secretary (1998-2004) 
Louisiana Department of Health and Hospitals

It seems that 
the affordable 

Care aCt Is movIng 
U.s. healthCare In 

the rIght dIreCtIon 
In many ways. too 

bad that Cost 
ContaInment Isn’t 

one of them. 
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body that establishes consumer-focused stan-
dards to help organizations measure and improve 
the quality of their programs and services. CARF 
accreditations are awarded to organizations that 
have voluntarily endured a rigorous peer review 
process also involving an on-site team of surveyors, 
and have demonstrated that its programs and ser-
vices are of the highest quality and in accordance 
with CARF’s standards. 

Institute Achieves Level 4 
Epilepsy Designation
The National Association of Epilepsy Centers 
(NAEC) has designated the Ochsner Neurosci-
ence Institute a Level 4 epilepsy center. Level 4 is 
the NAEC’s highest possible designation. 

According to the NAEC, Level 4 epilepsy centers 
have the professional expertise and facilities to 
provide the highest level medical and surgical 
evaluation and treatment for patients with com-
plex epilepsy. A fourth-level center provides the 
more complex forms of intensive neurodiagnostics 
monitoring, as well as more extensive medical, 
neuropsychological, and psychosocial treatment. 
Fourth-level centers also offer a complete evalu-
ation for epilepsy, surgery, including intracranial 
electrodes, and provide a broad range of surgical 
procedures for epilepsy.

Ochsner’s epilepsy program includes epileptolo-
gists, neurocritical care physicians, neurosurgeons, 
two neuropsychologists, doctor of pharmacy, clini-
cal psychologist, and registered nurses. The pro-
gram is structured to diagnose and treat the most 
complex forms of epilepsy.

For more information, please visit the NAEC web-
site at www.naec-epilepsy.org or visit ochsner.
org/neurology. 

STPH Announces New 
Physician Associations
St. Tammany Parish Hospital recently welcomed 
the following physicians to its medical staff:

SMH Sees Success in BIG, LOUD 
Diagnosed five months ago with Parkinson’s 
disease, 85-year-old Leo Rose of Pearl River, 
La., had lost a lot of mobility without even 
realizing it. His doctor recommended he 
go into specialized outpatient therapy for 
the disease. Rose was one of the first in 
the area to receive a new style of therapy 
being conducted at Slidell Memorial Hospi-
tal’s Outpatient Rehabilitation that is show-
ing promise as a treatment for Parkinson’s 
disease (PD), even in patients not responding 
to other treatment.

An innovative method designed to help individu-
als with Parkinson’s disease, Lee Silverman Voice 
Treatment (LSVT®) has two components, with both 
being offered at SMH. The physical/occupational 
therapy is called LSVT-BIG™ and the speech com-
munication therapy is called LSVT-LOUD™. Stud-
ies of the new treatments suggest they meet the 
needs of individuals with PD as well as aging and 
other conditions including stroke, multiple sclerosis, 
cerebral palsy and Down syndrome.

SMH has three therapists certified in LSVT-BIG 
and one in LSVT-LOUD. People who feel they may 
benefit from the therapy should speak with their 
healthcare provider, who can refer them to SMH 
Outpatient Rehabilitation. 

Ochsner Designated 
Comprehensive Stroke Center
Ochsner Medical Center has been recognized by 
The Joint Commission and the American Heart 
Association/American Stroke Association (AHA/
ASA) as meeting The Joint Commission’s stan-
dards for Disease-Specific Care Comprehensive 
Stroke Center Certification, which means it is part 
of an elite group of providers focused on complex 
stroke care. Comprehensive Stroke Centers are 
recognized as industry leaders and are respon-
sible for setting the national agenda in highly-
specialized stroke care. 

In September 2012, The Joint Commission 
and the AHA/ASA launched Advanced Certifica-
tion for Comprehensive Stroke Centers. This new 
level of certification recognizes the significant 
resources in infrastructure, staff, and training that 

comprehensive stroke centers must have to pro-
vide state-of-the-art complex stroke care. During a 
rigorous onsite review, Joint Commission experts 
reviewed Ochsner’s compliance with the Com-
prehensive Stroke Center standards and require-
ments including 24/7 availability of neurocritical 
care and other specialized treatments, advanced 
imaging capabilities, post-hospital care coordi-
nation, participation in stroke research, and staff 
with the unique education and competencies to 
care for complex stroke patients.

Touro Earns CARF Accreditation 
The Commission on Accreditation of Rehabilita-
tion Facilities (CARF) recently presented Touro 
Rehabilitation Center with a three-year accredi-
tation for the following programs: 
•  Comprehensive Integrated Inpatient
    Rehabilitation 
•  Spinal Cord System of Care 
•  Brain Injury Rehabilitation 
This decision represents the highest level of 

accreditation that can be awarded to an organi-
zation and shows Touro Rehabilitation Center’s 
substantial conformance to the CARF standards. 
An organization receiving a Three-Year Accredita-
tion has put itself through a rigorous peer review 
process and has demonstrated to a team of sur-
veyors during an on-site visit that its programs and 
services are of the highest quality, measurable, 
and accountable. 

CARF is an independent, nonprofit accrediting 

go online for enews updates // www.healthcarejournalno.com

Patient Wilfred Dukes pauses during his work 
with physical therapist Julia Thomas at SMH 
Outpatient Rehabilitation, which is using 
innovative therapies known as LSVT-BIG and 
LSVT-LOUD for improving mobility and voice 
in individuals with Parkinson’s disease.

e

rounds



  HealtHcare Journal of new orleans I JUL / AUG 2013  55

•  Beau Bagley, MD, Physical Medicine and Reha-
bilitation, Covington
•  James  Connolly,  MD,  Otolaryngology, 

Covington
•  Jill Gibson, MD, OB/GYN, Covington
•  Elizabeth Ritz-Gorosics, MD, Emergency Medi-

cine, Covington
•  Michael Von Gruben, DDS, Pediatric Dentistry, 

Covington
•  Alexandra Leigh, MD, IM/Palliative Care Medi-

cine, Covington
•  Khader Shamieh, MD, Orthopedic Surgery, 

Covington
•  Sharon  Tomberlin,  MD,  STPH  Pathology, 

Covington.

Lakeview Launches Online 
Stroke Assessment 
Nearly 800,000 people in the United States will 
suffer from stroke this year, making it the fourth 
leading cause of death in the U.S., yet most cannot 
identify stroke symptoms or risk factors. To help 
combat this problem, Lakeview Regional Medi-
cal Center marked Stroke Awareness Month by 
launching its new Stroke Risk Profiler, an online 
assessment tool.

The Stroke Risk Profiler, an online assessment 
tool, assists patients of all ages in learning about 
stroke and the damage it can cause, to assess 
personal risk, to identify the risk factors, and to 
actively work toward improving them. The assess-
ment tool can be found under the online tools tab 
on the Lakeview Regional website home page. 

Recognizing these symptoms and acting fast 
to get medical attention can save a life and limit 
disabilities. If an individual exhibits any of these 
symptoms call 9-1-1 immediately:
•  Sudden numbness or weakness of face, arm or 

leg, especially on one side of the body 
•  Sudden  confusion,  trouble  speaking  or 

understanding 
•  Sudden trouble seeing in one or both eyes 
•  Sudden trouble walking, dizziness, loss of bal-

ance or coordination 
•  Sudden severe headache with no known cause.
The board certified emergency department 

physicians at Lakeview Regional follow a highly 

Kaylon Marshall was a normal 16-year-old from Shreveport. A high school junior and All-District 
nose tackle for the Calvary Baptist Academy Cavaliers football team, he had dreams to pursue 
a career in a sport he loves. But in October, 2011, Marshall fell ill with pneumonia. The virus 
spiraled into and set off a domino effect, resulting in dilated cardiomyopathy, a weakness of 
the heart muscle causing the left side of his heart not to function. By the Christmas holidays, 
he couldn’t breathe and was transferred to Ochsner Medical Center in New Orleans, the only 
facility in the state with a pediatric heart transplant program. Marshall has been living at an 
apartment complex near the hospital and waiting for a new heart ever since.  

With his heart functioning at less than 20 percent and his health deteriorating, Marshall received 
a left-ventricular assist device (LVAD) in Jan. 2013. The LVAD serves as a bridge to transplant 
which buys him the time he needs to rehabilitate while waiting for an organ transplant. Since 
moving to the hospital in December 2011, he has continued his studies with Riverdale High 
School in New Orleans. 

Because he is unable to leave the hospital, Ochsner arranged a surprise graduation for Mar-
shall. He was able to walk across the stage in a cap and gown in front of his former football team, 
Ochsner staff, family, and friends. 

Ochsner Brings Graduation 
to Transplant Patient

Kaylon Marshall, Ochsner pediatric heart transplant patient, after receiving his diploma from 
Riverdale High School officials. 

Kaylon (center in striped shirt) posing with the Ochsner Medical Center pediatrics and Child Life staff. 
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specific, formal protocol that gives stroke patients 
priority access when seconds count, greatly reduc-
ing the potential damage to brain cells.

 
Touro Surgeon Pioneers 
Stone Removal Process
Touro Head and Neck Surgeon Rohan Walvekar, 
MD has pioneered a procedure that combines 
robotic-assisted surgery and endoscopy to re-
move large salivary stones. With this approach, 
Dr. Walvekar is able to preserve the salivary gland 
in cases where 85% of patients would have lost 
the gland with traditional open surgery through 
the neck. Dr. Walvekar was the first in the world 
to combine these two techniques. 

Salivary gland issues do not impact a specific 
group—men and women, both young and old suf-
fer from problems with the salivary glands, includ-
ing salivary duct stones. Sialolithiasis (salivary 
gland stone) is one of the most common diseases 
of the salivary glands. 

The traditional approach for treating salivary 
stones, especially large stones located close to 
the gland, has been open surgery through the 
neck that aims to remove the offending gland. The 
recovery time is much longer (than the combined 
robotic approach), and the entire gland has to be 
removed. There are risks to nerves surrounding 
the salivary glands that control muscles that allow 
us to smile, move, and give sensation of tongue. 

For larger stones located in the back of the 
mouth, Dr. Walvekar’s combined approach uses 
salivary endoscopy to identify the location of the 
stone and the robot for the dissection in the back 

of the mouth. The robotic technology combined 
with salivary endoscopy allows the surgeon to 
reach the posterior part of the oral cavity (where 
most stones occur) and do a robotic dissection 
under magnification, and with precise dexterity. 

The robot allows the surgeon to have a three-
dimensional magnified view of the posterior part 
of the oral cavity. With the enhanced view and 
precision with angulated instruments, the surgeon 
can operate in a much more controlled fashion at 
the back of the mouth. The robot-assisted stone 
removal surgery is same day surgery; the patient 
goes home the same day with an average recov-
ery time of just a few days. It is a gland-preserving 
procedure and reduces risk of nerve damage asso-
ciated with gland removing external procedures.

Ochsner Named One of 
“100 Great Hospitals”
Becker’s Hospital Review has recognized Ochsner 
Medical Center as one of “100 Great Hospitals 
in America.” Ochsner Medical Center is the only 
hospital in Louisiana to receive this award. Ac-
cording to Becker’s Hospital Review, the hospitals 
included on this list have proven to be innovators 
for medical treatments, research, technology, and 
care delivery, are home to medical breakthroughs 
and act as anchors of health within their respec-
tive communities. 

The Becker’s Hospital Review editorial team ana-
lyzed data from reputable sources including U.S. 
News & World Report, Truven Health Analytics’ 100 
Top Hospitals, HealthGrades, Magnet Recognition 
by the American Nurses Credentialing Center, the 

St. Tammany Hospital Guild recently donated 120 
pounds of food to the Covington Food Bank.
From left, Sharon Smith (Guild Recording Secretary) 
and Ron Rome (Guild Vice President) with the 
Covington Food Bank’s Terri Turner-Marse and Anna 
Bienvenu (Guild Member) and Buster.

Studer Group and the Baldrige Performance Excel-
lence Program to establish the 2013 list. Hospitals 
cannot pay to be included on the list.

STPH Names Torcson VP,  
Chief Integration Officer
St. Tammany Parish Hospital announced that Dr. 
Patrick Torcson has been named Vice President, 
Chief Integration Officer. In his new role he will 
advance the use of information technology to 
improve quality and will lead clinical integra-
tion efforts. Dr. Torcson also launched the STPH 
hospitalist program in 2005 and will continue as 
Director of Hospital Medicine.

Dr. Torcson earned his medical degree from Loui-
siana State University School of Medicine in 1987 
and a master’s degree in Medical Management in 
2004. He is board certified in Internal Medicine, a 
Fellow of the American College of Physicians, and 
Senior Fellow in Hospital Medicine.

Children’s Hospital Earns 
CoC Reaccreditation 
The Commission on Cancer (CoC) of the American 
College of Surgeons (ACoS) has again granted 
Three-Year Accreditation with Commendation 
to the cancer program at Children’s Hospital. 
To earn voluntary CoC accreditation, a cancer 
program must meet or exceed 34 CoC quality 
care standards, be evaluated every three years 
through a survey process, and maintain levels 
of excellence in the delivery of comprehensive 
patient-centered care. Three-Year Accreditation 
with Commendation is only awarded to a facility 
that exceeds standard requirements at the time 
of its triennial survey. 

Because it is a CoC-accredited cancer center, Chil-
dren’s Hospital takes a multidisciplinary approach 
to treating cancer as a complex group of diseases 
that requires consultation among surgeons, medi-
cal and radiation oncologists, diagnostic radiol-
ogists, pathologists, and other cancer special-
ists. This multidisciplinary partnership results in 
improved patient care. 
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The CoC Accreditation Program provides the 
framework for Children’s Hospital to improve its 
quality of patient care through various cancer-
related programs that focus on the full spectrum 
of cancer care including prevention, early diagnosis, 
cancer staging, optimal treatment, rehabilitation, 
life-long follow-up for recurrent disease, and end-of-
life care. When patients receive care at a CoC facility, 
they also have access to information on clinical trials 
and new treatments, genetic counseling, and patient 
centered services including psycho-social support, a 
patient navigation process, and a survivorship care 
plan that documents the care each patient receives 
and seeks to improve cancer survivors’ quality of life. 

Like all CoC-accredited facilities, Children’s Hos-
pital maintains a cancer registry and contributes 
data to the National Cancer Data Base (NCDB), 
a joint program of the CoC and American Can-
cer Society (ACS). This nationwide oncology out-
comes database is the largest clinical disease reg-
istry in the world. Data on all types of cancer are 
tracked and analyzed through the NCDB and used 
to explore trends in cancer care. CoC-accredited 
cancer centers, in turn, have access to information 
derived from this type of data analysis, which is 
used to create national, regional, and state bench-
mark reports. These reports help CoC facilities with 
their quality improvement efforts. 

Ochsner Goes to RIO
Ochsner Medical Center is implementing a new 
highly-advanced robotic arm technology avail-
able for partial knee and total hip replacement 

called RIO®. Ochsner Medical Center is now pro-
viding MAKOplasty® Partial Knee Resurfacing and 
MAKOplasty® Total Hip Replacement procedures, 
performed using the RIO® Robotic Arm Interactive 
Orthopedic System marketed by MAKO Surgical 
Corp. RIO is a surgeon-controlled robotic arm 
system that enables accurate alignment and 
placement of implants. 
MAKOplasty Partial Knee Resurfacing is a treat-

ment option for adults living with early to mid-
stage osteoarthritis that has not yet progressed 
to all three compartments of the knee. It is less 
invasive than traditional total knee surgery. A 
pre-surgical plan is created based on a CT scan of 
the patient’s own knee, and the surgeon uses the 
robotic arm during surgery to resurface the dis-
eased portion of the knee, sparing healthy bone 
and surrounding tissue for a more natural feeling 
knee. An implant is then secured in the joint to 
allow the knee to move smoothly again. 

The RIO System features a patient-specific visu-
alization system and proprietary tactile robotic 
arm technology that is integrated with intelligent 
surgical instruments. It assists surgeons in pre-
planning and in treating each patient uniquely 
and with consistently reproducible procedure. 

Ferris Joins Ochsner-West Bank 
Cardiologist Samuel Ferris, MD, FACC has joined 
Ochsner Medical Center-West Bank. Dr. Ferris 
earned his medical degree from Tulane Univer-
sity. He completed a residency in Internal Medi-
cine at Vanderbilt University Medical Center and 

Lakeview Announces Volunteer 
Auxiliary Board Members
Lakeview Regional Medical Center has announced 
the following Volunteer Auxiliary Board members: 
June M. Selzer, President; Beverly J. Smith, Secretary; 
Susan Carswell, Vice President; and Henry Markel, 
Parliamentarian; Jerry Lambert, Past President; Karen 
Callaway, Treasurer; and Bret Kolman, CEO of LRMC.

returned to Tulane to complete his Fellowship 
in Cardiovascular Diseases. He is ABIM Certified 
in Cardiology.
Prior to joining Ochsner-West Bank, Dr. Ferris 

worked as a West Bank cardiologist for over 10 
years. He recently resided in Houston, Texas where 
he was in private practice at Northwest Houston 
Heart Center and was the chief of cardiology for 
Tomball Regional Medical Center. He specializes 
in non-invasive cardiology with an emphasis on 
hypertension and peripheral vascular disease.

STPH Partners with Living4Burke
St. Tammany Parish Hospital was the first to an-
nounce a formal partnership with Living4Burke, 
a local foundation created to educate the public 
about the risk of Sudden Cardiac Arrest (SCA) in 
the young and promote the benefits of screening 
student-athletes for signs of SCA through Echocar-
diograms, EKGs, and blood pressure screenings. 
STPH has agreed to promote and provide special 
“Living4Burke Screening” packages including 
an Echocardiogram, EKG, and blood pressure 
screening. The screenings are available for stu-
dent-athletes ages 12 to 18 and cost $150. Local 
cardiologists Hamid Salam and Bekir Melek have 
agreed to read these initial screenings. These 
physicians and the pediatric cardiologists from 
St. Tammany Parish Hospital-hosted clinics are 

Patrick Torcson, MD, Vice President, Chief Integration 
Officer, St. Tammany Parish Hospital and Samuel 
Ferris, MD, FACC, Ochsner Medical Center-West Bank.
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local resources for those who may need a referral 
for further follow up.

The foundation is named for Burke Cobb, a 
vibrant, athletic 14-year-old looking forward to play-
ing football at Dutchtown High School when he died 
of sudden cardiac arrest in July 2012. After his death, 
his family learned that he had an undiagnosed heart 
disease known as hypertrophic cardiomyopathy 
(HCM), a thickening of the heart muscle that can 
cause sudden cardiac arrest. The leading cause of 
death among student-athletes, it is estimated that 
SCA claims the lives of 10,000 children every year. 
Up to 90 percent of SCAs in young athletes occur 
during or shortly after strenuous activity.

Please visit living4burke.org for more informa-
tion on this foundation and their mission to edu-
cate on the risks of SCA. To make an appointment 
for a Living4Burke screening, call 985-871-5665. 

Lakeview Chef Receives 
CHESP Certification
Chef John Hickson, Director of Food & Nutritional 
Services at Lakeview Regional Medical Center, 
is now a Certified Healthcare Environmental 

Services Professional (CHESP). The American 
Hospital Association offers the CHESP certifica-
tion to recognize mastery of a well-defined body 
of knowledge within the healthcare environmen-
tal services management discipline, including 
environmental sanitation, waste management, 
and textile management

Chef Hickson is also certified as a Culinary Admin-
istrator by the American Culinary Federation and is 
a Certified Food Service Management Professional 
through the National Restaurant Association. He is 
a Certified Dietary Manager and currently serves 
on the state board of the Association of Nutrition 
and Foodservice Professionals. Chef Hickson is also 
a member of the National Restaurant Association 
Education Foundation Item Review Committee 
for the national ServSafe exam. In addition, he 
teaches food safety education and the National 
Restaurant Association’s ManageFirst program 
at various locations throughout Louisiana, Mis-
sissippi, and Alabama.

West Jeff Designated 
Blue Distinction Center 
for Spine Surgery
West Jefferson Medical Center has been named 
as a Blue Distinction Center in Spine Surgery by 
Blue Cross and Blue Shield of Louisiana. The Blue 
Distinction Centers for Specialty Care® program 
is a national designation awarded by Blue Cross 
and Blue Shield companies to medical facilities 
that have demonstrated expertise in delivering 
quality specialty care. The program expanded 
recently to include more robust quality measures 
focused on improved patient health and safety.

Since 2000, the Blue Distinction program has iden-
tified hospitals delivering quality care in Bariatric 
Surgery, Cardiac Care, Complex and Rare Cancers, 
Knee and Hip Replacements, Spine Surgery, and 
Transplants. The selection criteria used to evalu-
ate facilities were developed with input from the 
medical community, and include general quality 
and safety metrics plus program specific metrics. 

Bzowej Named Director of 
Transplant Clinical Research
The Ochsner Multi-Organ Transplant Institute an-
nounced it has welcomed new Director of Trans-
plant Clinical Research, Dr. Natalie Bzowej, to 
its staff. 

Dr. Bzowej graduated from the University of 
Toronto where she obtained her Bachelor and Mas-
ter of Science, Doctor of Philosophy, and Medical 
degrees. She completed her residency in Internal 
Medicine at the University of Toronto, Wellesley 
Hospital followed by a Gastroenterology/Hepa-
tology fellowship at the University of California – 
San Francisco. Prior to joining Ochsner, Dr. Bzowej 
was Director of Clinical Hepatology Research for 
the Liver Transplant Program at California Pacific 
Medical Center in San Francisco.
Dr.  Bzowej  has  been  very  active  in  clinical 

research in the areas of viral hepatitis and liver 
transplantation and has participated in numerous 
research studies. She is board certified in Inter-
nal Medicine, Gastroenterology, and Transplant 
Hepatology.

SMH Accepting Scholarship Apps 
Slidell Memorial Hospital is accepting scholar-
ship applications for the 2013/2014 school year 
for local students enrolled in a medical program 
at an accredited university or college. Five $1,000 
scholarships will be awarded. To qualify, appli-
cants and/or their parents/guardians must be a 
resident of St. Tammany Parish. Students must 
be fifty percent through their college or university 
curriculum; have a GPA of 2.5 or better; and have 
unmet financial needs. 
This project is funded by the SMH Volunteers 

who raise funds from book, jewelry and bake sales 
throughout the year. Completed applications must 
be postmarked by July 5, 2013.

Application packets can be picked up in the Vol-
unteer Services office at Slidell Memorial Hospital, 
college/university financial aid offices or down-
loaded from SMH’s web site at www.SlidellMe-
morial.org. Contact Volunteer Coordinator Laurie 
Manley at 985-280-8531 for additional information.

Primary Care Physician joins 
LHH Physician Group
The Louisiana Heart Hospital (LHH) announced 
that it has completed an agreement for clinical 
integration with Miguel A. Culasso, MD. The agree-
ment represents another important step in the 
growth of the Louisiana Heart Hospital integrated 
delivery system.

Dr. Culasso has maintained a Family and Urgent 
Care practice on the Northshore since 1984 with 

clockwise from top left Chef John Hickson, 
Director of Food & Nutritional Services at Lakeview 
Regional Medical Center; Natalie Bzowej, MD, 
Director of Transplant Clinical Research, Ochsner 
Multi-Organ Transplant Institute; Miguel A. Culasso, 
MD; and  Mirza Baig, MD, MBBS, Ochsner Medical 
Center-Kenner.
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Board Certification in Emergency Medicine. He 
completed his residency in Emergency Medicine at 
Charity Hospital in New Orleans and is a member 
of the American College of Emergency Physicians, 
American Academy of Family Physicians, American 
Association of Medical Review Officers, Louisiana 
State Medical Society, St. Tammany Parish Medical 
Society, and the Southern Medical Association. He 
is a Board Member of the People’s Health Network 
and the Board President of the Northshore Inde-
pendent Physician Association.

Baig Joins Ochsner 
Medical Center-Kenner
Ochsner Medical Center-Kenner recently welomed 
new primary care physician, Mirza Baig, MD, MBBS 
to its staff. Dr. Baig earned his medical degree 
from Deccan College of Medical Sciences in Hy-
derabad, India, and completed his residency in 
Family Medicine at Louisiana State University-
University Medical Center in Lafayette. He is board 
certified in family medicine.

Dr. Baig provides primary medical care ranging 
from adolescent to adult patients. He is fluent in 
English, Telugu, Urdu, and Hindi.

St. Tammany Parish 
Hospital Honors Veterans 
St. Tammany Parish Hospital has launched a pro-
gram called “Honor Red, White and Blue” as a way 
to recognize United States Veterans who are employ-
ees, volunteers, physicians or patients. At patient 
registration, admissions will ask patients if they are 
veterans and secure permission to recognize them 
during their stay. Such veterans are designated with 
a star in their electronic record and an American 
flag sticker on the patient room nameplate. These 
visual markers allow staff to identify and thank each 
veteran for their service to our country.

If a veteran dies while in the hospital, STPH will 
honor them in a flag tribute. Throughout the hos-
pital, an overhead page calls, “Attention, please, 
honor red, white and blue.” This is the signal for all 
available staff to assemble in the appropriate hall-
way and stand in silence as the veteran is escorted 
out, draped with an American Flag.

In recognition of physicians, employees and vol-
unteers, the hospital provides a special ID badge 
holder for veterans, enabling fellow team members 
to recognize their service to our country.

Touro Infirmary recently hosted its first NICU reunion. More than 100 families and children at-
tended the event which was held in Touro’s new NICU facility which opened in May. The event 
included face painting, refreshments, art projects, as well as a book signing and reading by 
local children’s book author Cornell Landry. 

Triplets Aria Grace, Avery Claire, and Adelynn Leigh Hilburn are held by mother Kristen Hilburn and 
grandmother Tammy Davis at the Touro NICU reunion. 

Touro 
Hosts NICU 
Reunion

ABoVe Callie Gremillion, Grace Zeringue, Caroline 
Zeringue, and Kush Gupta listen as local author 
Cornell Landry reads Goodnight NOLA.

riGHt Harrison Moran, now 14 months, enjoys 
time with mom and dad, John and Corrie Moran. 
Harrison was born 10 weeks early and spent 
nearly seven weeks in the Touro NICU. Corrie 
Moran is a lactation consultant at Touro.
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SMH Recognizes Mall Walkers
Slidell Memorial Hospital recently celebrated 

over 100 participants in its Mall Walkers program 
for their achievements. The top walkers for 2012 
were George McKean, Joyce Lumley, and Walt 
LaBoe, who each walked over 1,000 miles last year.
Mall Walkers is a partnership between SMH and 
North Shore Square to help improve the com-
munity’s health by encouraging people to walk 
inside the mall. The mall opens at 6 a.m. for the 
early walkers and stays open until 9 p.m. for the 
after-hours walkers. North Shore Square provides 
security, air conditioning, and water fountains to 
make walking much easier. Two laps of the mall’s 
interior equals one mile.

At the recent yearly award ceremony for all mem-
bers of Mall Walkers group, certificates and t-shirts 
were distributed to all participants. 

To join the SMH Mall Walkers program, visit the 
North Shore Square information desk or call SMH 
Volunteer Services at 985-280-8531. 

DAISY Foundation Honors 
Ochsner Nurse 

Ochsner Medical Center – North Shore in Slidell 
recently awarded Rebecca Eaton, RN with the 
DAISY Award in recognition of the outstanding 
patient care she provides. Eaton has been with the 
hospital for five years and works in the Med/Surg 
department. She was nominated for the honor by 
a patient who said:

“Becky went beyond her requirements when it 
came to make me more comfortable and helping me 
with ongoing issues I had post-surgery. She’s a won-
derful nurse and a better person to the nth degree.”

DAISY is an acronym for Diseases Attacking the 

Immune System. The Foundation was formed in 
January 2000 by the family of J. Patrick Barnes who 
died at age 33 of complications of Idiopathic Throm-
bocytopenic Purpura (ITP). Because of the skillful 
and amazingly compassionate care he received from 
his nurses, his family created the DAISY Award for 
Extraordinary Nurses to recognize the super-human 
work nurses do every day all over the country.

EJGH Gets Nod for Knee 
and Hip Replacement 
East Jefferson General Hospital has been recog-
nized as a Blue Distinction Center+ for Knee and 
Hip Replacement by Blue Cross Blue Shield of 
Louisiana. This honor is bestowed on hospitals 
based on their expertise and efficiency in deliver-
ing specialty care.

Blue Distinction is a national program offered 
by the Blue Cross and Blue Shield Association to 
recognize hospitals that demonstrate expertise in 
delivering quality specialty care. The distinction is 
based on nationally consistent selection criteria 
established in collaboration with expert physicians 
and medical organizations.

Research confirms that Blue Distinction Centers 
and Blue Distinction Centers+ demonstrate better 
quality and improved outcomes for patients, with 
lower rates of complications and readmissions 
than their peers. Additionally, Blue Distinction Cen-
ters+ are more than 20 percent more cost efficient.

West Jeff Offers Aid to Oklahoma
Following the devastating tornadoes that hit Moore, 
Oklahoma, West Jefferson Medical Center staff start-
ed an Oklahoma Fund Drive. Donations to the West 
Jefferson Hospital Foundation for Oklahoma will 
be presented to the American Red Cross. The funds 
collected are being exclusively earmarked to assist 
the victims of the Oklahoma tornado. 

West Jeff said the drive came in response to 
requests from patients, hospital staff, and neigh-
bors who want to help in the aftermath of Okla-
homa’s deadly tornadoes.  

hospital rounds // www.healthcarejournalno.com

The Mall Walkers: George McKean, Joyce Lumley, 
and Walt LaBoe, who each walked over 1,000 miles 
last year.

DAISY Foundation Honors Ochsner Nurse From left, 
Polly Davenport, RN, FACHE – Ochsner North Shore CEO; 
Sue Scott, RN; Rebecca Eaton, RN; and Cheryl Woods, 
MSN, RN – Chief Nursing Officer.
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Ochsner Care Continuum 
Recognized
Ochsner Health System has been named one of the 
nation’s “100 Integrated Health Systems to Know” 
by Becker’s Hospital Review. Scott Posecai, Execu-
tive Vice President and CFO of Ochsner Health Sys-
tem, was also honored as one of the “125 Hospitals 
and Health System CFOs to Know.” Ochsner Health 
System is the only health system in Louisiana and 
Mississippi to receive both of these awards. 

Each of the health systems selected focuses on 
the continuum of care, from wellness and pre-
ventive services to urgent care, inpatient care, 
outpatient care, hospice, health plan offerings, 
and more. Many of these health systems have also 
demonstrated innovation through their participa-
tion in care and payment reform initiatives, such 
as accountable care organizations.

The honorees of the “125 Hospitals and Health 
System CFOs to Know” lead renowned tertiary 
centers, academic medical centers, community 
hospitals, and health systems in all financial mat-
ters while balancing quality patient care and inno-
vative healthcare reform strategies.

The Becker’s Hospital Review editorial team ana-
lyzed, scored and weighted data from outside 
sources on factors including healthcare analytics 
and health systems’ financial, clinical and opera-
tional strength. After examining these national 
rankings, the editorial team performed additional 
research and sought insight from industry sources 
before determining final selections. Hospitals do 
not and cannot pay to be included on this list.

 
STPH Receives Stroke Award
St. Tammany Parish Hospital has received the Get 
With The Guidelines®–Stroke Silver Quality Achieve-
ment Award from the American Heart Association. 
The award recognizes STPH’s commitment and 
success in implementing a higher standard of care 
by ensuring that stroke patients receive treatment 
according to nationally accepted guidelines. This 
marks the second year that STPH has been recog-
nized with a quality achievement award. Last year, 
the hospital received the Bronze Award.

Get With The Guidelines-Stroke helps STPH staff 
develop and implement acute and secondary pre-
vention guideline processes to improve patient 

care and outcomes. The program provides hospi-
tals with a web-based patient management tool, 
best practice discharge protocols and standing 
orders, along with a robust registry and real-time 
benchmarking capabilities to track performance. 
The quick and efficient use of guideline procedures 
can improve the quality of care for stroke patients 
and may reduce disability and save lives.

Leigh to Lead Hospice and 
Home Health Programs
St. Tammany Parish Hospital announced that Dr. 
Alexandra Leigh has joined the medical staff, serv-
ing as Medical Director for the hospital’s hospice and 
home health programs. STPH’s home health and 
hospice programs provide palliative and supportive 
care to patients confined to their homes and under 
their physician’s care. Services include skilled nurs-
ing, nutritional guidance, physical and occupational 
therapy, speech therapy, and social services. 

Dr. Leigh earned her medical degree from the 
University of Alabama at Birmingham in 2005. She 
completed a fellowship in palliative care from the 
same school in 2010.

In May, East Jefferson General Hospital physicians, 
staff, donors, board members, local business leaders, 
and friends of EJGH participated in the 11th Annual 
EJGH Foundation Golf Classic presented by EJ 
After Hours Urgent Care, held for the first time at 
Metairie Country Club. This was the most successful 
tournament in its history, raising $95,000.

Three days before the Golf Classic, the first annual 
kick-off Pre-Party was held at the home of Dr. and Mrs. Gerry Cvitanovich. That event featured a 
silent auction, cocktails, and entertainment. 

Over the past 10 years, contributions from The Foundation at East Jefferson General Hospital 
Annual Golf Classic have provided hundreds of thousands of dollars in philanthropic support for the 
delivery of quality, compassionate healthcare in the community and provided funding for specialized 
patient care, advanced technology, services, and capital expansion projects.

Golf Events 
Raise $95,000 
for Healthcare

ABoVe Gerry Cvitanovich, MD, EJ After Hours 
Founder and Chief Medical Officer; David 
Carmuche, MD; Mike Reitz, President, 
Blue Cross Blue Shield of Louisiana; 
Brother Frommeyer; William “Bill” Bopp, 
President of Gulf South Quality Network; 
Marc Eagan, President of Eagan Insurance 
and Annual Golf Classic Chair.
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Local Youth Attend Fit 
As A Firefighter 

For the seventh summer, Slidell Memorial Hos-
pital and St. Tammany Fire Protection District 1 
offered a summer day camp to build self-esteem 
and teach nutrition and exercise skills to local 
children who struggle with their weight. Fit as a 
Firefigther Summer Day Camp was held at the St. 
Tammany Fire District 1 Fire Training Academy/
Camp Villere in Slidell. 

Campers were children aged 8 to 12 years old 
who are in the 90th percentile or above for weight 
or Body Mass Index (BMI) and whose parents pre-
registered them for the camp based on the encour-
agement of their healthcare providers.

In addition to daily nutrition and fitness classes 
taught by certified dieticians and fitness train-
ers, other activities included: Smokehouse, fire 
truck and ambulance tours, the indoor/outdoor 
Firefighter Game, karate, cooking class, personal 
safety lessons, and Get Wet/ Have Fun Water Day. 

The activities taught kids about fitness while they 
were having fun. 

The program was honored at the 5th Annual 
Southern Obesity Summit as a model of a suc-
cessful community initiative to be implemented 
at other cities in the region. Fit as a Firefighter has 
also won an American Heart Association “Com-
munity Fitness Innovation Award”, an “Innovator 
of the Year Award” from New Orleans CityBusiness 
and the National Focus Award from the National 
Association of Junior Auxiliary.

Program partners include: Slidell Police Depart-
ment’s SWAT and K9 units, St. Tammany Parish 
Sheriff’s Office, Louisiana State Troopers, SMH 
Foundation, SMH Women’s Health Alliance, Junior 
Auxiliary of Slidell, Cross Gates Family Fitness, Aca-
dian Ambulance, Slidell Kicks Taekwondo, Louisi-
ana Wildlife & Fisheries, U.S. Coast Guard Auxiliary, 
U.S. Navy, Walmart, Rotary Club of  Northshore, 
New Orleans Saints Youth Program, LSU Ag Center 
and the Louisiana National Guard.

Teens Join Junior 
Volunteer Program 
In June North Oaks officials oriented 38 teens 
selected to participate in the health system’s Junior 
Volunteer summer program. This year’s Junior Vol-
unteers represent 12 high schools in Livingston, 
Tangipahoa, Orleans, and St. Tammany parishes. 
Schools include Albany High School, French Settle-
ment High School, Hammond High Magnet School, 
Holden High School, Jesuit High School, Loranger 
High School, Mandeville High School, Ponchatoula 
High School, St. Paul’s High School, St. Thomas 
Aquinas Regional Catholic High School, Springfield 
High School, and Walker High School.

For more information on volunteer opportuni-
ties for teens, students and adults, call North Oaks 
Volunteer Services at (985) 230-6811 or visit www.
northoaks.org.

NORTH OAKS JUNIOR VOLUNTEERS include, from left: (first row) Tristan Smith, St. Paul High School; Jenna Licciardi, Loranger High School; Mary F. Martinez, Hammond 
High Magnet School; Brandy Welch, Loranger High School; Kristen Swanson and Sean Pardo, Hammond High Magnet School; (second row) Therron Starwood, Ponchatoula 
High School; Katrina Taylor, Albany High School; Lauryn Hills, Ponchatoula High School; Hanna Adams, Springfield High School; Asad Mussarat, Jesuit High School; Christy 
Cornwell, Loranger High School; Sadie Daugereaux, St. Thomas Aquinas Regional Catholic High School; Brittany Dragg and (third row) Kaitlyn Pulling, Ponchatoula High 
School; Emily Thomas, Holden High School; Grant Lonero and Kyle Benton, St. Thomas Aquinas Regional Catholic High School; Andee Poche’, Ponchatoula High School; 
Rina Patel, Mandeville High School; Sydni Smith, Walker High School; (fourth row) Lacie Woodall and Brianna Ennis, Ponchatoula High; Shelby Breckwoldt, Holden High 
School; Sara Padgett, Hammond High Magnet School, Dana Hudson, Albany High School; Alexa LeSaicherre, Ponchatoula High School; Nicole Knight, Loranger High 
School; (fifth row) Gerry Williams, Albany High School; Brett Benton and Avrielle Steward, St. Thomas Aquinas Regional Catholic High School; Rayla Pierson, Savannah 
Hall and Taliyah Johnson, Ponchatoula High School; Madelynn Varnado, French Settlement High School; Mason Gros, Albany High School; and Kaitlyn Newsom and 
Dalton Motichek, Ponchatoula High School.
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BookCorner

And not because of the mattress either. He groaned because 
he dreaded the day. His hand automatically went to the blinds 
beside his bed and broke them open. Just about the right shade 
outside; at least he wouldn’t have to rush to work. As if that 
was any consolation.

He pulled the SensorFeed plugs out of his nose and ears and 
instantly the real world came rushing back. He sighed. With 
plugs it was different: the smell of flowers and the gentle pulse 
of surf. Real nice, and not like he was used to. The beach close 
enough to his apartment group was a staging area for the seafill. 
It was amazing sometimes to stand on the boredwalk during low 
tide and actually register the sheer bulk of trash that constantly 
rolled in. And, of course, the smell was even worse, so flowers 
it was when he slept.

He shuffled bare foot across the non-working ThermaFloor 
and squeezed into the coffin-like enclosure of the steamer. He 
turned the knobs thick with rust and closed his eyes and mouth 
against the rush of steam blowing in from all sides. He counted 
silently to ten and stepped out, feeling absolutely no different 
than when he’d stepped in, but covered head to toe with a fine 
sheen of water that felt and smelled a lot like sweat and some-
thing worse. He finished his toilet by peeing into the Wall Feed 
Recycler next to the steamer door and rubbed a finger full of 
Mo-Glow onto his front teeth. The ad on See News had warned 

against using too much since “it most rightly reached 
the back teeth like a dream” and assured that 

any pain from the molars was “expected and 
a sign of true Mo-Glow strength.” Well, Ruth 
thought, squinting into his mirror, it must be 
working because his hurt like hell.

He pulled on his clothes and grabbed an 
onion-wheat bar from the miniscule pantry. 

Then he left out into the darkness of the reced-
ing night. At least the street drones were working 

(scooting along the streets and avenues with their glaring red 
glow sensors), so he didn’t have to worry much about being 
murdered for the ration bar, unless of course there was a mal-
function. Times were tight and even if it wasn’t the most tasty 
delicacy, it was a damn sight better than nothing.  

Chewing as he kicked through the trash on the street, his 
mind wandered to his “new thing” which was really a stroke 
of genius from the Government. Unemployment was high and 
jobs were dangerous (hell, just going outside was dangerous), 
and subsequently many people didn’t want to risk their well-
being or their “quality of life.” Completely understandable as 
far as Ruth was concerned. The government already supplied 
an adequate living and if you wanted more and found yourself 
without a skill set or paralyzed by the mayhem on See News or 
Celebrity Spin you could apply for Special Disability. 

Disability Act 497-325c made provisions for every non-dis-
abled citizen to achieve such disability in “a free and above all 
equal society.” It had been debated furiously on the Mound for 
months, but thank dog, Ruth reminded himself, logic and fair-
ness had won out in the end. Now everyone was entitled to the 
Disability Stipend, provided they had documented evidence 
that they lived with their disability at least twenty out of ev-
ery twenty-four hours. Be it an epoxied eyepatch, tack shoes, 
knee hobblers, tongue draggers or any of a number of other 

“disabilities,” such devices had brought about major changes 
in society. And most of them for the good, as the newsfeeds 
always reminded. Heel, he would have fashioned one for him-
self if his job and position weren’t so coveted and impossible 
to do without. Why, Mr. Twocheck had prioritized Ruth’s spe-
cial fabricating lab a year ago, and whatever devices were not 
mandated to certain strengths and tolerances Ruth tended to 
come up with on his own. Just last week he’d devised a special 
tightening headband for an obviously motivated go-getter from 
the street. And a double stipend at that for such a seemingly 
primitive device! The studded headband caused not only ex-
cruciating headaches but also blurred vision. Even Glen Paddy 
Shavers had had to take a look at that one. So what if the man 
had had to have the Government Eye installed right in his own 
apartment. Everyone paid a price for progress.

After the short walk to the clinic, Ruth gently pushed back 
the partially-open door. Since the fluorescents were no longer 
blinking they had obviously been on a while already. “What 
the heel?” he said. But there she was, Glen Paddy Shavers, 
singing some little tune to herself (the new one, he recognized 
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immediately, from the transgender band Wammalammas) and 
swaying slightly even. Dancing?

“Glen Paddy?” he said warily, wide-eyed. Then, “Morning?” as 
she turned full upon him. There were bags under her eyes and 
she looked like she hadn’t slept, but she was smiling, or at least 
as much of a smile as Ruth had ever seen on her. He glanced 
around to gauge if they were under attack from some covert 
enemy, but Paddy’s face never changed. “Are you all right?” he 
asked, maneuvering to the left behind a heavy stool in case she 
suddenly came at him

“Good Dincum yes, Ruth Chang, yes!” she answered, her eyes 
never leaving his and the slight, disturbed smile holding tight. 

“My night was sweet nothing.” Then, “Have you been to the Star-
ing Rooms yet?”

So that was it. “Umm, no,” Ruth said, looking down. “Not yet. 
But I’ve been meaning to.” In fact he’d been thinking nothing 
of the kind. The Staring Rooms were a new fad, pushed by Ce-
lebrity Spin mostly because supposedly some Vid actors had 
come up with the idea. Sitting in a dimly-lit room with a handful 
of strangers staring at blank walls for hours on end just didn’t 
seem to cut it. Of course, for people of a more intellectual bent, 
the ceilings were supposedly plastered with many-holed tiles 
in different patterns and colors, just in case you wanted to talk 
about something after the sessions. “Was it good?” he said, arch-
ing his brows.

“Very,” Glen Paddy said regally. “Was there all night, but the 
time just seemed to fly...” and already Ruth noticed her attention 
wavered. She cast a glance back toward her domain and Ruth 
was glad to cut her loose.

“Nice,” he replied. “I’ll be sure to try it out soon,” but by this 
time Shavers had already turned and begun shuffling back into 
the deeper gloom of the back warrens. That was fine with Ruth, 
too; there was something about the woman that gave him the 
creeps. Besides, he had a lot to do. There were the mechanicals 
that needed finishing and there was still the problem with the 
medications as of late. Marilyn Twocheck had even come down 
from Upstairs to question him a second time and that was just 
skirting too close to the edge for comfort. Dammit, he had to 
think of something.

He rounded the corner to his desk and sat down. Rubbed 
his hands across his face, through his hair. Solutions, solutions, 
he thought. His mind rolled slowly back to his last Zoo trip, 
just the week before. It seemed like there was something...hah! 
and he had it. That old man at the Botanical Garden next door. 
He’d seen Ruth’s official uniform and had come up to him for 

something. Ruth didn’t remember what. Only that the guy had 
said something about Suicide Counseling (he had looked old 
enough) and having gone against the recommendation. That, 
really, was the only reason Ruth remembered him at all. Turn-
ing down a suicide recommendation was something he’d never 
heard of before, and he hadn’t asked the man why then. That, 
surely, was none of his business. But he hadn’t appeared crazy, 
and come to think of it, had offered Ruth some advice. Ruth 
didn’t remember what, but seemed to recall the man writing 
something down and handing it to him on a scrap of paper. Yes, 
yes, where the heel was that thing?

Ruth began panning through the mess piled on top of his 
desk. Papers and wrappers and all manner of useless waste, but 
none the one he was looking for. He gathered another handful 
and pushed it to the side and right there, staring up at him like 
a clear yellow eye, was the piece of paper. It had two rather odd 
words scratched on its surface: Summa 
Perfectionis. “Hmm,” he said, studying 
the scrap. He nodded and shoved most 
of the junk on his desk off to the floor. 
He felt sudden inspiration and pulled the 
lapchip to him and powered up as he ad-
justed the screen. He typed in what the old 
man had written and for the next thirty 
minutes stared enraptured at what he 
had found. Never in his wildest imagina-
tion had he ever considered the past as 
this advanced. There were alchemical 
formulas and ideas here that could 
keep hundreds, if not thousands, of 
scientists busy for years to come. 
And here it was at his very fin-
gertips! Suddenly his troubles 
seemed smaller, manageable.

He nodded again and sent 
up a silent note of thanks 
to Jesus Christmas. Then 
he said aloud, but quietly: 

“This is the Holly Rail of 
everything I ever dreamed 
of.” And again, very qui-
etly, he began to laugh 
weirdly and grind his 
hands together. n

n  Richard Futch, Louisiana’s most interesting horror writer, presents a futuristic view of healthcare 
and society in his second installment of  “The Pharmacist.”  The first installment was published in our 
January/February 2013 issue. 
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