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alarm fatigue

f particular concern are the 
myriad alarms associated with 
almost every device we use to 
monitor a patient’s condition. 

Today’s technology never ceases to amaze. It seems on an almost daily basis another 

step is taken that seemed inconceivable just a few years prior. Even in the realm of 

healthcare, which has probably and properly been slower to adopt the latest gizmo 

and doodad, technology has brought a whole new level of precision, efficiency, and 

safety to patient care. Our ability to capture, analyze, store, and share information has 

never been greater and the technology that exists to test, treat, and monitor the ill and 

injured is nothing short of remarkable. But as with everything there is a price and the 

more technology enters the patient room, the more fears grow that the very tools that 

help us care for those patients can also prove to be a distraction or even a danger. 

that they might not have noticed on their 
own—the sheer number of alarms, some-
times hundreds per patient, per day, can not 
only be mentally distracting, but can also 
make it impossible to hear some alarms, lead 
to burnout responding to alarms, or cause 
desensitization to alarms, a condition known 
as “alarm fatigue.” Alarms may be turned 
down or disabled or parameters reset in an 
effort to buy some peace or allow more focus 
on the more critical alarms. And that’s when 
disaster can strike. 

In what it calls a “gross underestimation,” 
the Joint Commission reported that in a 3½ 

Sounding  
the Alarm
On…Well…
Alarms

O
By Karen Tatum

From cardiac monitors, to ventilators, to IV 
pumps, to blood pressure or pulse oximetry 
monitors, to bed alarms, every one of them 
is capable of creating audible and some-
times visual alarms of varying intensity, 
speed, and volume. In areas that care for 
the critically ill, it can seem that alarms are 
sounding constantly. While on the surface 
this is a good thing—the alarms are notify-
ing providers that something might be amiss 



year period ending last year it had received 
98 reports of alarm-related incidents, includ-
ing 80 deaths. In a majority of these cases 
functional alarms were disabled or were 
inaudible, thereby failing to alert staff of a 
problem with the patient. Hospitals are not 
currently required to report alarm-related 
incidents, so experts speculate the prob-
lem is, in reality, significantly greater. That 
prompted a Joint Commission Sentinel Event 
Alert on Alarm Safety this April, which was 
quickly followed by a new National Patient 
Safety Goal (NPSG.06.01.01) that will go into 
effect in July, 2014. 

It’s not the first time Joint Commission 
has expressed concern about alarm fatigue. 
The ECRI Institute, too, has listed alarm haz-
ards as the number one health technology 
danger in its annual top ten listing for the 
last two years.

While most hospitals are aware of the 
challenges around alarm management and 
the danger of alarm fatigue, there is nothing 
quite like a Joint Commission nudge to get 
them to take a closer look and ensure they 
are ready for the new Patient Safety Goal. The 
Joint Commission itself admits “universal 
solutions have yet to be identified,” but is 

compelling hospitals to “develop a system-
atic, coordinated approach to clinical alarm 
system management.” 

Although St. Tammany Parish Hospital’s 
Safety Council had already started address-
ing the alarm issue in January when it started 
appearing in the literature, Chief Operating 
Officer Sharon Toups said the Sentinel Event 
Alert reinforced that focus. “When we get a 
Sentinel Alert like the one Joint Commis-
sion put out, we normally take a proactive 

approach of reviewing our policies and 
procedures and look for opportunities 

where we might be able to improve a 
situation, and that’s pretty much what 
we’ve done with alarms.”

Slidell Memorial Hospital Risk 
Manager Diane Surla agreed. “It’s 
something we look at on a regular 

basis just from an environment of care 
perspective. To make sure we’ve evalu-

ated any safety processes and evaluated 
any nursing processes, or even from a bio-
medical engineering standpoint, evaluated 
their preventive maintenance of the alarms 
to be sure that they are set appropriately to 
focus on patient safety. With the Sentinel 
Event Alert it brings even more focus to us 
to evaluate our processes and establish the 
guidelines and the standardization that we 
may need to implement or just to review our 
current processes.”

“Any time we get a Sentinel Event Alert 
we form a team to start looking at how that 
alert impacts our facility, said Sherry Col-
lura, Patient Safety Director at North Oaks 
Medical Center. “So when that came out we 
formed our team and started inputting some 
things into our processes related to clinical 
alarms. We actually toured the units, listened 
to the alarms, talked to the staff, talked to the 
physicians, listened to some webinars, and 
got some sample information from ECRI, 
which has put out several webinars about 
alarm fatigue. We’re addressing each one 

IT cAn Be A 
dIffIculT leSSOn 
fOr clInIcIAnS: 

juST BecAuSe We 
cAn mOnITOr 

SOmeThIng, dOeSn’T 
AlWAyS meAn We 

ShOuld.
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of those issues from those alarms that are 
non-threatening to patient lives to those that 
are threatening, to try to distinguish between 
different sounds and volumes.” 

Most, if not all area hospitals have already 
achieved that first component of NPSG 
06.01.01, which is to establish alarm system 
safety as a hospital priority and have estab-
lished task forces engaged in meeting the 
second component, which is to identify the 

most important alarm signals to manage. 
“We got a team together of clinicians, our 
risk manager, nursing representatives from 
different areas, and our biomed department 
to look at how to tackle this, said Toups. “We 
formed a team and created an audit tool that 
helps identify equipment with alarms and 
we’ve looked at the proposed patient safety 
goal that the Joint Commission has out and 
kind of tasked our charge based on those 
goals. They request that you evaluate your 
equipment and target high risk areas first so 
right now we are concentrating on CCU and 
ICU and then we’ll move on to the NICU after 
we complete the assessment of those areas, 
because those really are high risk areas for 
alarm management.” 

Obviously not all alarms are critical and 
not all of them indicate a patient is in distress 
or imminent danger. However all alarms 
have the potential to contribute to the “noise” 
that might disguise a more critical alarm. 
“If it’s an alarm someone can ignore, then 
you have to wonder why it’s an alarm that’s 
going off,” said Toups. Hospitals are tasked 
with identifying where potential problems 
may exist, assessing the risk to the patient 
should the alarm be missed, determining 
which alarms are necessary and which are 
just adding noise, and evaluating internal 

Management Director.
Under the new National Patient Safety 

Goal, by January 1, 2016, hospitals must 
have established policies and procedures 
for alarm management. At a minimum those 
must include:

•  Clinically appropriate settings for alarm 
signals

•  When alarm signals may be disabled 
and by whom

•  When alarm parameters can be set or 
changed and by whom

•  Monitoring and response to alarm signals
•  Alarm maintenance, i.e. accurate set-

tings, proper operation, detectability.
Hospital staff and other licensed practitio-

ners must also be educated as to the purpose 
and proper operation of the alarm systems 
for which they are responsible.

This last element is a key one. It can be a 
difficult lesson for clinicians: just because 
we can monitor something, doesn’t always 
mean we should. Instead the monitors and 
their associated alarms should be meaning-
ful. Many hospitals are now engaged in creat-
ing or tweaking protocols for when monitors 
will be used and what parameter limits will 
be assigned for those monitors. 

Every piece of medical equipment comes 
with default settings based on industry stan-
dards, but those defaults are seldom used in 
a clinical setting. Instead, depending on the 
type of facility, the kind of unit, and ideally, 
the patient himself or herself, new parame-
ters are entered that will capture the changes 
requiring a nurse’s attention. Standardiza-
tion of these parameters for each unit and 
throughout the hospital make it easier to 
educate staff as to what alarms mean and 
what action is required. Obviously there will 
be instances when those standard param-
eters will have to be adjusted for an atypical 
patient so that, for example, a patient with 
an existing rapid heart rate is not triggering 
an alarm set for more standard heart rates. 
“When you look at cardiac monitors and 
things like that people are very unique and 
one size doesn’t always fit all,” explained East 
Jefferson General Hospital (EJGH) Interim 
Chief Nursing Officer and Vice President of 

Sharon Toups 
chief operating officer, 
st. tammany parish 
hospital

Sherry Collura 
patient safety 
Director, north oaks 
medical center

Diane Surla 
risk manager, slidell 
memorial hospital

Ruby Brewer 
interim chief nursing 
officer and Vice 
president of Quality, 
east Jefferson 
General hospital

“We have a lot of alarms that we use 
for managing patients just to alert 

caregivers. But when you have so 
many sometimes it gets confusing.”

incident history related to alarms. 
“I think as a nurse we get so used to 

hearing those things that we kind of tune 
them out after a while so that’s why this is 
even more important to try and eliminate 
the alarms that are unnecessary and stan-
dardize the ones that we really need so that 
when something’s alarming we are paying 
attention to it,” said Cindy Johnson, Slidell 
Memorial Hospital (SMH) Quality and Risk 
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management, quality, biomedical engineer-
ing, is to review those processes and update 
any policies, as well as develop a new pol-
icy that will standardize and establish some 
guidelines for alarm settings,” said Surla. “We 
can monitor those from a quality assurance 
perspective moving forward.”

Standardization of parameters will also 
help avoid confusion and error when attach-
ing monitors to a new patient, but it is also 
important that hospitals determine who has 
the authority to adjust those parameters, 
disable an alarm, etc. Even this is not fool-
proof. Cases have been noted where a doc-
tor or nurse may go into a room to perform 

a task and an alarm starts sounding. They 
may turn down the alarm in order to talk 
to the patient, with the intent of reporting 
the alarm when they leave the room, but 
may become distracted. “We have a lot of 
alarms that we use for managing patients 
just to alert caregivers. But when you have 
so many sometimes it gets confusing,” said 
Brewer. “There are a lot of issues from a 
patient safety perspective. Are they really 
paying attention to the alarms, does your 
staff really know what the alarms mean? 
You make sure you have adequate training 
and education on why you have alarms and 
what different alarms are for.”

Shelly Welch, Senior Vice President, 
Patient Services/Director of Nursing at North 
Oaks Medical Center, agreed, “There are so 
many alarms in an acute care hospital and 
any acute setting, that any time we look at 
any kind of new monitoring system we have 
to critique what alarms are there, what tones 
are there, how they sound, in order to try and 
predict how staff is going to respond, and 
have staff respond appropriately to whatever 
type of alarm it is. Something very simple like 
a pump or something critical like an arrhyth-
mia on a heart monitor that’s very different, 
so we try to make sure our staff know how 
to distinguish that.”

Luckily few hospitals of any size rely solely 
on audible alarms. While these still sound, 
some hospitals have added visual cues that 
an alarm is sounding either on a light dis-
play outside a patient’s room, on a main bed-
board, or at the nurse’s station. For instance, 

a system of lights triggered by 
equipment alarms can add a visual 
cue to aid in alarm response.

Quality Ruby Brewer. “For someone very fit, 
their low limit for heart rate might have to 
be set lower than normal so it doesn’t trigger 
the alarm. We try to individualize some of 
those.” In its Sentinel Alert, the Joint Com-
mission stated that an estimated 85 to 99 
percent of alarm signals do not require clini-
cal intervention. Customization of alarms 
can go a long way towards reducing mean-
ingless alarms, false positives, and unneces-
sary noise and is a practice encouraged by 
the accrediting organization. 

“Part of our multi-functional team of 
different disciplines that we formed as a 
result of this Sentinel Event, nursing, risk 

Cindy Johnson
Quality and risk 
management Director, 
slidell memorial 
hospital

Shelly Welch
senior Vice president
patient services/
Director of nursing, 
north oaks medical 
center

Carol McCullough
chief nursing officer, 
slidell memorial 
hospital

“When you look at cardiac 
monitors and things 

like that people are very 
unique and one size 

doesn’t always fit all.”
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EJGH is looking at adding multi-colored 
light displays outside patient rooms and at 
North Oaks the standard patient call light 
flashes if an alarm is sounding in the room. 
Newer technology allows alarms to be tied 
in directly to a communication device worn 
by the nurse responsible for that patient. This 
direct notification of the clinicians assigned 
to a patient can cut down on some of the 
alarm “noise” in the unit and also reduces the 
possibility of a critical alarm being missed. 
“We are evaluating our nurse call system and 
that’s part of what we are looking at with that, 
but we are also replacing phones, so we are 
transitioning systems,” said Brewer. 

In some units, particularly telemetry units, 
a central location, often called the war room, 
is set up with dedicated personnel watch-
ing all monitors and relaying alarms to the 
appropriate staff. Central monitoring can be 
an important feature in units with multiple 
alarms sounding constantly and even with 
new technology, can provide a fallback to 
ensure someone is responding. However, 
even central monitoring can lead to alarm 
fatigue. “On our current telemetry unit the 
monitor techs that were monitoring equip-
ment were all in the nurse’s station, so it 
was pretty noisy,” said SMH’s Johnson. “Our 
new cardiology wing was designed so that 
the monitors are in an enclosed room and 
it isolates the noise from everybody else.” 
Similarly, when North Oaks implemented 
a centralized monitoring system last year, 
“We had to think about that as we did the 
planning—how would those tones and alarms 
sound for the staff that was taking care of 
those patients?” said Welch. 

Luckily, the technology that allows for 
individual notifications of alarms is becom-
ing fairly sophisticated, providing the nurse 
with a fair amount of detail as to what is going 
on with the patient and, more and more, 
those devices are directly networked with 
the monitoring systems. The nurse can also 
indicate whether she is responding, notify 
others to respond, or see if someone else 
has responded. Toups indicated that STPH 
is researching these types of technologies as 
they upgrade patient monitors in the hospital. 

A “no pass zone” makes it everyone’s 
responsibility to stop and investigate 

if an alarm is sounding in a patient 
room. This responsibility extends to all 

staff, including non-clinical workers, 
housekeeping etc. 

Even though improved personal notification 
technology or better unit design in newer 
facilities may have eliminated the need for 
this approach, it’s another great failsafe when 
built into the hospital’s patient care culture. 
“We have a no pass zone policy,” said Brewer. 
“In ICU it’s a little bit different because you 
have so many people in there and the nurses 

are really sitting outside the rooms.”
Nurses are not the only ones who expe-

rience alarm fatigue. In units where hun-
dreds of alarms are sounding every day, it 
is natural that patients and their families 
might also grow weary or frustrated, par-
ticularly if those alarms are preventing rest, 
or if hospital staff is perceived to be slow in 

“There is technology out there where we can 
have alarms go directly to the nurse on a 
smart phone or other device. Those are not 
things we have in place yet, but those are cer-
tainly things that our new equipment allows 
us to look at for the future,” she said. 

According to Carol McCullough, CNO, 
Slidell Memorial Hosptial, SMH is the first 
hospital in the nation to use the Vital Sync™ 
virtual patient monitoring platform (2.0) from 
Covidien. It wirelessly sends ventilator, pulse 
oximeter, and capnography data to devices 
of the clinical staff’s choice, whether that is 
a central station or a web-enabled mobile 
device, such as a laptop, tablet or smartphone. 
Others use HIPAA approved text messaging, 
paging, or other direct nurse call devices that 
can provide detailed information about the 
alarm to that nurse or staff member.

While some units, like ICUs, have a high 
nurse to patient ratio and alarm response 
assignments are pretty clear, in other larger 
units many local hospitals have implemented 
an additional alarm management policy to 
support assigned staff. A “no pass zone” makes 
it everyone’s responsibility to stop and investi-
gate if an alarm is sounding in a patient room. 
This responsibility extends to all staff, includ-
ing non-clinical workers, housekeeping, etc. 
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n Additional resources
The good news is that there is plenty of help out there with webinars, conferences, 
workplace reviews, training posters, and more. Check out the following resources:

The joint commission
http://www.jointcommission.org/topics/patient_safety.aspx

ecrI Institute
https://www.ecri.org/Forms/Pages/Alarm_Safety_Resource.aspx

Association for the Advancement of medical Instrumentation
http://www.aami.org/htsi/alarms/index.html

responding. Not only does this affect patient 
comfort and satisfaction, for which hospitals 
are being held increasingly accountable, but 
patients and their families have been known 
to take matters into their own hands and 
disable the equipment themselves. “The 
patient experience side, is not really in the 
Joint Commission’s approach, but there is 
a patient experience part of this in that you 
need a good alarm management plan, where 
staff know how to manage alarms, and they 
are done to meet patient care needs,” said 
Brewer.  If a lot of alarms are going off it’s 
difficult for patients to rest. It has to be part 
of the conversation when you are talking 
about why alarms are going off and why we 
need alarms.”

Toups agrees that patient education is 
a necessary component of any hospital 

alarm management plan. “It’s always good 
to involve the family in the care of the patient 
wherever you can,” said Toups. “I think for us 
this would be no different. I think we would 
really start to educate family members as to 
what the different alarms mean, what’s criti-
cal, and which ones may need attention, but 
not immediately. I think the big challenge is 
going to be to individualize all of that to the 
patient and their clinical needs. And to make 
sure that someone can’t go in and silence an 
alarm that doesn’t have the authority—and 
that would include the family.” Collura indi-
cated that is it is part of North Oaks’ care 
planning to involve the patient and the family 
in everything that they do for that patient. “If 
the patient has a pump for example, they test 
out that nurse call alarm. They can hear the 
volume and sound of that as it sounds at the 
nurse’s station, so that family is integrated 
into that patient’s care.”

Manufacturers, too, have done their bit to 
help with alarm safety although not neces-
sarily alarm fatigue. There has been a push 
towards standardization so that the same 
alarm sound always means the same thing. 
While we are not there yet, manufacturers 
have made progress toward making critical 
alarms sound more distinctive and urgent. 
Some have also made it impossible or at 
least very difficult to disable or mute a criti-
cal alarm. “I think manufacturers are moving 
in that direction,” said Toups. “The challenge 
is you have all different levels of equipment 

in the hospital, some older and newer. I do 
see in some of the newer equipment that’s 
coming out that a lot of these things are 
addressed differently than they have been 
in the past. Healthcare is behind in using a 
lot of the technological advances that are out 
there that other industries have been using, 
but I do see a movement in that direction.” 
Johnson agrees that manufacturers could 
be doing more. “I am kind of a computer 
nerd. With all the technology that we have 
at our fingertips I think there are ways that 
we could change the different parameters 
and there are some things that really don’t 
need to have an alarm because someone is 
right there all the time.” 

Some facilities achieve their own stan-
dardization among alarms by carefully 
researching each new piece of equipment 
to make sure it fits in with the protocols 
and technology already in place. “I think 
that unless they (manufacturers) have a 
variety of equipment to test when they are 
making theirs I am not sure they are very 
aware of what other sounds are like,” said 
Collura. “That’s why when we input a piece 
of equipment into our system I think it’s our 
responsibility to let the manufacturer know 
it sounds like something else and we want to 
change the sound. We have a very proactive 
biomed department that works with nursing 
to identify those things before we actually 
purchase a piece of equipment.” 

Obviously, not every alarm carries the 
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same weight. There are generally three levels: 
crisis, which requires immediate response; 
warning, which may alert nurses to things 
like a change in rate, rhythm, level; and 
advisory, which alert staff to things like an 
IV medication being completed, etc. Unlike 
crisis alarms, warning and advisory alarms 
can often self-reset after the bump or spike 
returns within parameters or after a certain 
time frame. The problem is that sometimes 
those warning alarms may be more clinically 
meaningful than staff realize. One benefit to 
newer technology is that many devices allow 
facilities to capture data on alarm incidence, 
false positives, and response times to help 
hospitals address their alarm management 
in a more scientific manner. 

Sometimes, however, the tweaks are not 
intuitive. For example, during a quality 
improvement alarm management initiative 
at Boston Medical Center to improve patient 
safety on general medical/surgical units by 
reducing the number of clinically insignifi-
cant audible cardiac monitor alarms, the 
team found that there were a large number of 
warning alarms for heart rate and arrhythmia. 
These were not always immediately addressed 
and would also self-reset. A review of alarm 
history data indicated that some alarms and 
opportunities for intervention had been 
missed. Since these were important, but not 
critical alarms, it might have made sense to 
adjust parameters to make them less sensitive. 

Instead, Boston Medical Center staff raised the 
acuity of these alarms from “warning” to “cri-
sis.” By doing so, those alarms sounded more 
infrequently, but required more immediate 
response. Addressing them more aggressively 
considerably reduced the level of background 
noise in the unit, made other warning alarms 
and system alerts that had been in danger 
of being drowned out more audible, and, 
as an unexpected bonus, increased patient 
satisfaction. 

Tweaking was also necessary at Slidell 
Memorial, when newly installed IV pumps 
featured alarms that were very different from 
what was in place previously. The nurses iden-
tified that they were far more sensitive than 
they needed to be and that was significantly 
increasing the number of alarms going off 
in the unit. The vendor was called in to work 
with the biomedical department to adjust the 
pumps and reduce unnecessary alarms. 

Many monitors and other medical equip-
ment may also emit system alert alarms that 
indicate a problem with the equipment such 
as a low battery, a malfunction, leads-off, 
etc. So addressing equipment maintenance 
and simple things like changing out batter-
ies, leads, and electrodes more regularly can 
also reduce the number of alarms sounding 
in a unit and help reduce the possibility of 
alarm fatigue.

As hospitals across the state and the 
country go through the steps of reevaluating 

their alarm policies and parameters it is 
likely some more defined best practices will 
emerge. As mentioned, manufacturers, too, 
are being called on to help with standardiza-
tion of monitoring equipment and alarms. 
Of course, technology continues to evolve 
so hospitals are also tasked with finding and 
utilizing the best equipment they can, tailor 
it to their patient population, integrate it with 
existing technology, and keep staff educated 
as to how to use it safely and effectively. “We 
are just trying to use the technology we have 
as a whole to allow our nurses to spend more 
time at the patient’s bedside,” said Johnson. “If 
we can manage the technology more effec-
tively it helps them spend more time taking 
care of patients. The plan is to have all of our 
policies and the education of our staff in place 
by January.”

Toups embraces the new National Patient 
Safety Goal. “I think it is an opportunity for 
us to kind of evaluate our processes and 
see where we could improve safety for the 
patient and caregivers. You know if you have 
too many false alarms on your fire alarm 
people start to ignore them.” 

“So far we’ve found that we don’t have 
alarm fatigue issues at a level that staff could 
potentially overlook something,” said Welch. 
“It’s a quiet enough environment that I think 
the alarms we have at this point are man-
ageable and meaningful to our staff. I think 
we’ve done a great job in our environment 
to minimize the possibility which is what this 
whole focus for Joint Commission is about.”

“I’ve been in nursing for 34 years and as 
technology has grown and we have so many 
more and different types of alarms, you have 
to manage them. It’s something in nursing 
that we have looked at for a very long time,” 
said Brewer. “We take it very seriously and 
it’s one of those things, the good, the bad, and 
the ugly. Do your patients understand why 
you are doing it, is the training and educa-
tion piece in place? Ultimately it is about 
patient safety.” n
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with Kathy Kliebert, Secretary, DHH

one on 
one

athy Kliebert currently serves as the Secretary to better serve Louisianians in need. Prior to 

that appointment, Kliebert served as assis-

tant secretary for the Office for Citizens with 

Developmental Disabilities (OCDD) since 2004 

where she successfully led a multi-year tran-

sition to move individuals out of institutions 

into community-based services, reducing the 

institution population by more than 26 percent.

Before taking her role as assistant secretary 

of OCDD, Kliebert served as diversification 

director of the Metropolitan/Peltier-Lawless 

Development Centers in New Orleans and 

Thibodaux where she led the expansion of 

community-based options for people with 

developmental disabilities. She has 21 years of 

experience as a licensed clinical social worker 

and has a master’s degree in social work.  

She also serves as Secretary of the Louisiana 

Educational Television Board.

Kliebert held the position of Deputy 

Secretary, where she supervised a 
number of offices including the 

Office for Citizens with 

Developmental Disabilities, Office of Behav-

ioral Health, Office of Public Health, and 

Office of Aging and Adult Services. She also 

served as the coordinator for DHH’s Human 

Services Interagency Council (HSIC) work-

ing with the local governing entities that pro-

vide developmental disability and behavioral 

health services.

Kliebert previously served as Assistant Sec-

retary of the Office of Behavioral Health where 

she oversaw the transition of combining the 

offices of mental health and addictive disorders 

Hospitals (DHH). Prior to this appointment, 
of the Louisiana Department of Health and 



Chief Editor Smith Hartley: I know one of your 
newest initiatives is long term care, so let’s start 
with that. 

Kathy Kliebert: Well our three big priorities are 
making sure Bayou Health and the Louisiana 
Behavioral Health Partnership are working 
and getting health outcomes. We are going 
to continue to move forward with moving 
people from institutions into communities 
and the new part about that is the managed 
long term care. That’s probably our newest 

initiative. And the other part is just managing 
smarter, with everything that we do. 

I tell our staff that this is a year where we 
are not really focusing on new things; we 
are trying to make sure all the things we did 
put in place, all the big changes we made in 
managed care, are really working and getting 
health outcomes.

Editor: Let’s just start with the why. Why has 
DHH decided to reform its long term supports 
and services?

Kathy Kliebert: Well they are the one part of 
the population that isn’t in any of our man-
aged care systems presently. The reason they 
were carved out initially is because they are 
a complex population; they are very vulner-
able, have a lot of health needs. Rather than 
just put them in a typical managed care plan 
we knew that we would have to have compa-
nies that really had some expertise in this and 
really knew how to manage the complexities. 

Our initial thoughts were let’s just look at 
including the acute care portion. However, 
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community-based services might work for 
that person, they might need fewer hours, 
perhaps there is a work program or day pro-
gram for them. At the same time if I can also 
manage the transportation needs and the 
hospitalization needs and make sure peo-
ple aren’t over-utilizing those by not having 
good prevention and disease management 
then we can save costs there. 

But again we are saving those costs not 
to save costs, but to help me provide more 
options for the next person on my waiting 
list or the next person who is really in need 
of services. 

Editor: So one of the primary objectives is to 
move away from an institutional system to a 
more community-based system?

Kathy Kliebert: We’ve been moving from an 
institutional system to a community-based 
system for a number of years, both in devel-
opmental disabilities and those who are aging 
who have adult onset disabilities. We’re going 
to continue to do that. It’s always our goal that 
if a person can receive services near their 
homes, in their communities, with their fami-
lies or close to their families, we know that’s 
much better for the individual, we know it’s 

we also recognize that this is a big prob-
lem for upcoming years in terms of hav-
ing enough services available for our aging 
population, people with disabilities. We 
recognize that as we’ve got more and more 
demand for services we should really look 
at our whole long-term care system. Look 
at the resources we have in it and make sure 
we are using those resources as best we can 
by better managing care, coordinating care 
between providers, including the acute por-
tion in that managed care so that we have a 
system that truly does manage care. It’s really 
not about budget savings, it’s about figuring 
out how we can use those resources differ-
ently to handle the demand that we are going 
to have in the future. 

Editor: What are some of the benefits to the state 
of changing models? 

Kathy Kliebert: Again, primarily it’s that we 
can use our current resources. For instance 
we have individuals who might be in one of 
our home and community-based services 
and they also receive transportation services 
from Medicaid, have frequent hospitaliza-
tions, frequent doctor’s visits. Right now the 
residential side is handled by a case manager, 
but they only manage the waiver supports, 
the home and community-based supports. 
I don’t have anybody managing those acute 
services. There’s nobody looking at how often 
this person is going in, are there things we 
can do for disease management, prevention, 
stuff we can do to keep them from going back 
and forth to the hospital. I’m not coordinat-
ing that. And, the residential services that 
are being provided—I don’t have anybody 
looking at if that’s the right level of service 
for that person. Are there other less intense, 
less intrusive programs that might work for 
those individuals? Is there a program that’s 
not an institutional service that might work 
for those individuals? 

So to have somebody holistically look 
at the services provided to that person 
then I can have much more cost-effec-
tive options. We might find that home and 
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can I fairly get support to those individuals? 
But there are ways to do it. Right now in 

our developmental disabilities system we use 
assessments of families’ abilities to provide 
supports. And again, it’s a very hard balance 
to strike. A family may say, “I can’t do this.” 
It’s hard to assess if they really can’t or at this 
point are just not willing. We have great fami-
lies, but it’s difficult to have long term needs, 
a child with disabilities, a parent with dis-
abilities, and to provide that level of support. 

Editor: Let’s talk about where we are in the process. 
In November, 2012, DHH issued an ROI to bring 
some people to the table to talk about the process, 
but how do you manage the self interest in that 
process? Where are we and can you talk about how, 
with attempts to improve quality and lower costs, 
you are also talking about maybe negatively affect-
ing some of these entities that are at the table? How 
are you going to handle this politically?

Editor: When assigning a system, how do you 
take into account a specific family structure? 
For example some families are more capable 
and some are more willing than others.

Kathy Kliebert: I think one of the essential con-
cepts of any type of long term care system is 
you have to look at the natural and commu-
nity supports. We’re never, as a state, going 
to be able to totally provide for the elderly 
population or the people with disabilities. 
You are never going to have enough sup-
port. So you’ve got to be able to take that into 
account and it is very difficult. You have such 
a different level of family abilities that are 
out there. There are some families that can 
clearly provide support and it’s very hard to 
then assess objectively what that support can 
be. So if you have the same level of acuity as 
somebody else, but your family can provide a 
lot more support than this other family, how 

much better for the family, if we don’t put 
people in an institution. 

It’s not so much about transitioning people 
out, although we’ll continue to do that, it’s 
much more about making sure they don’t go 
there in the first place if they don’t really need 
to. Because once people go into institutional 
settings you lose the family ties, you lose those 
bonds, you lose those family supports, and 
they are very hard to get back, even if a person 
is only going in there short term. If they are in 
there six months you would not believe the 
support systems that are lost. So that’s always 
part of our philosophy and will be for this. 
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‘‘Kathy Kliebert: It’s a couple of things. One, we 
keep our key principles always at the fore-
front, making sure that everybody under-
stands these are our key principles, some of 
which are based on Centers for Medicare and 
Medicaid Services. They’ve got key principles 
for long term care. We have key values in 
terms of people’s ability to live in their natu-
ral homes and their communities. We have 
key values about person-centered services 
and providing individuals what they need, 
when they need it—the right services at the 
right time in the right place. 

This is a very diverse group. I think man-
aged long term care is so difficult because 
probably with all of these people we have 
on this advisory group, there’s not going to 
be anybody that’s really for this. From com-
munity advocates to residential services, 
nobody is really saying, “I’m a champion of 
this.” However, I think many of them see that 
there are benefits that people gain, and that 
our ability to serve more people in a way 
that provides the quality of services is the 
best benefit. If you keep that as the focus 
you’ll go a long way towards taking some of 
the adversity out of it for all those groups. 

The other way we are going to manage 
this is by really listening to every single 
person, every individual that wants to give 
us feedback. We’ll start with our advisory 
group, which already has 28 members and is 
expanding. We can’t let every single person 
that wants to participate be on our advisory 
group, but we’re trying to make sure we have 
covered all the bases in terms of the different 
kinds of stakeholders. Family members, indi-
viduals with disabilities themselves, commu-
nity advocates, residential providers, institu-
tional providers, making sure everybody has 
a chance to say, “This is what’s important to 
me as you design this system.” I don’t think 
I’ll be able to get a true consensus in terms of 
that diverse group, but I believe at the end of 
the process we’ll be able to say we’ve listened 
to everybody, we’ve heard everybody’s view-
point and taken that into consideration. A lot 
of people are saying, “Are you going to take 
the providers into consideration?” and abso-
lutely we will. We have to have an adequate 

provider network to provide these services. 
So we can’t destroy our provider network 
and there is no intent to do that. 

Again, it’s making sure we have all the 
groups covered and making sure we have 
given them the opportunities. That will be 
done through our advisory group. We will 
have set meetings on that as well as regional 
stakeholder meetings throughout the state 
to allow everybody the opportunity to ask 
questions and give us feedback. 

Editor: Are you using another state’s model or is 
this a CMS model? 

Kathy Kliebert: CMS actually does have an 
advisory group and gives you recommenda-
tions for the people who should be on there, 
so we are using some of that, but it’s mostly 
just our belief that if you have a subject that 
is so important to so many people you want 
to get as much stakeholder engagement as 
possible. There are 16 other states that do 
some sort of managed long term care, but 
we’re not following anybody’s model. This 
will be what’s good for Louisiana. Louisiana 
is very different in terms of how we deliver 
services so we are going to listen to the stake-
holders in Louisiana and design a model that 
works for us. 

Editor: I am curious. In terms of policy, how do 
you strike that balance? With long term care 
each case is so unique and yet you are charged 
with setting the policy for all those different 
cases.

Kathy Kliebert: When we go out to stakehold-
ers and these advisory groups we are going 
to be asking them what kinds of metrics do 
they want us to look at. What’s important in 
terms of what we are changing in the sys-
tem? What parts of the system do we want 
to keep? We have good things that are now 
working in our system, what parts of it do 
we want to keep? Do we include the acute 
portion and the long term care portion all 
in one? Do we include all populations or do 
we phase populations in? With those types of 
questions, when we get feedback, it will help 
us make those policy decisions. 

Editor: Can you anticipate that we have an over-
supply in any one sector?

Kathy Kliebert: You can look at our statistics 
in terms of institutional services. We have 
always been a highly institutional state. At 
one point we were the highest ICF/DD (Inter-
mediate Care Facility for the Developmen-
tally Disabled) usage in the United States. I 
think we are third now. Same thing in nursing 
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are, and then you can 
find support for them 

to meet their goals. In tra-
ditional Medicaid if I had a high 

risk case, I didn’t have a case manager to 
assign to those individuals to really get to 
know what’s important to them, what will 
work for them. These health plans do. For 
all of their high risk cases they are assigning 
individual intense case managers to learn 
about the person, provide support, whether 
that’s text messaging, calling, giving them 
incentives to quit smoking, all of the things 
we wanted to see happen in terms of han-
dling some of those people that kept show-
ing back up in emergency rooms, hospitals, 
or free clinics because they couldn’t keep 
on their medications. All of those things are 

because nursing homes and ICF/DDs are 
still needed. And will still be needed. So you 
don’t want to eliminate that level of service. 

Editor: Switching gears now, how would you say 
Bayou Health is going?

Kathy Kliebert: Well I certainly have been 
pleased. I do quarterly reviews with the 
health plans and they give me statistics in 
terms of how we are doing with things like 
emergency room usage, repeat hospitaliza-
tion—a number of indictors that they look at. 
At the same time we are waiting on all of our 
statistics on our HEDIS measures and our 
quality measures. We won’t have even some 
HEDIS-like measures until after November. 
You have got to wait a full year of implemen-
tation then several months afterwards to be 
able to get good quality indicators. 

However I can tell you anecdotally from 
some of the stories and from some of 
the key indicators they do report 
on, like reducing non emergent 
emergency room use, which is 
significant. If you can reduce 
that you can reduce costs. 
Then they’re also setting 
up disease management 
programs that are working 
for individuals. And again 
most of it is anecdotal at this 
point, so I am anxious to get the 
global data that means it’s work-
ing everywhere, but we’re getting some 
really great stories where they are coordi-
nating care and being able to provide things 
for individuals—incentives for individuals. 
There have really been some cases where 
they’ve just provided people with adaptive 
equipment and enabled them to reduce some 
of the extra visits they were having. Simple 
things like that, that they can do that tra-
ditional Medicaid couldn’t do. We couldn’t 
offer those incentives. 

My background is in developmental dis-
abilities and I learned really early on that 
the way to change behavior for individuals 
is you get to know them, who they are and 
what their priorities are, what their values 

homes. We have typically relied on institu-
tional settings to provide services, not hav-
ing community-based options available. So 
clearly we want to change that and we’ve 
worked really hard to change that dynamic in 
rebalancing our services. We certainly would 
like to be able to do that more. Again it will 
be based on where we are at. We’ve made a 
lot of progress over the last five years; how-
ever we want to move further with that. We’re 
just going to it in a way that’s deliberate and 
making sure that we maintain services as we 
move away from those institutions. 

Editor: It sounds like there is kind of a market 
for those community-based services.

Kathy Kliebert: We do have a lot of commu-
nity-based providers now. Whether that’s 
providing personal care services at home, 
or for developmental disabilities we have 
some comprehensive waiver services. There 
are day programs that provide community-
based services. We have providers. What we 
don’t have yet is enough to take care of our 
waiting list. Not that any state really does. 
I think every state has a waiting list of the 
elderly looking for those home and commu-
nity-based services. The challenge is deter-
mining who really needs it now. The wait-
ing list often includes people who think they 
might need services down the road. So, how 
do you try and make sure that the people 
who really need the services now are get-
ting them and that they are getting them in 
basically the smaller segments of services 
versus the whole comprehensive service 
like an institutional service because that’s 
all we had? That’s what we have typically 
done. When somebody needs some level of 
support we end up providing institutional 
services rather than providing some of those 
less intense services, a lower level of services. 
But you have got to have them in place. 

You are correct in that it’s a good market 
for those providers, but at the same time we 
don’t have enough ability right now to recon-
struct so that I’ve got funding for all of those 
services. It is a reconstruction and we don’t 
want to destroy the system that we have, 
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happening—definitely on an individual basis. 
So I am optimistically cautious and really 

pleased with some of the outcomes and 
the cost outcomes as well. The emergency 
room usage is one thing, but we are also see-
ing reduced length of stays and those all cut 
costs. We are seeing all the savings we antici-
pated. We built in $135 million the first year 
and those occurred—we didn’t have any over-
runs there and those are ongoing savings. 
We are also seeing reductions in pre-cost 
per person and post-cost per person from 
before we moved to managed care and where 
we are now. 

Editor: Tell me about the significant reduc-
tions in NICU days in Louisiana. How was that 
accomplished?

Kathy Kliebert: We have a partnership between 
the Hospital Association, who went out and 
worked with us, our own birth outcomes ini-
tiatives, Bayou Health birth outcomes initia-
tives. With all of those combined we have 
been able to reduce our NICU days by 20,000 
days in one year. A thousand babies went 
home earlier because of the birth outcomes 
initiatives, primarily due to the 39-week ini-
tiative. It’s basically where a mother is not 
induced nor has an elective birth prior to 39 
weeks. It was a policy change. It wasn’t done 
with mandates or regulations. We literally 
went out to hospitals, and the LHA worked 
with us, to get hospitals to agree that they 
would not induce or have elective deliveries 
before 39 weeks. It was one simple change 
and it has made a significant difference 

along with other things that are done with 
the Bayou Health plans. Some of the Bayou 
Health plans have staff that go to the NICU 
units and work with them on figuring out if 
we can prevent some, and also as babies are 
in NICU, are there things we can do to move 
them home to their families faster? It’s one 
of our big, significant outcomes in terms of 
Bayou Health. 

Editor: What about from the provider perspec-
tive? What are you hearing?

Kathy Kliebert: Well you know providers. In 
any of the reforms we make, it’s been trying to 
maintain that provider network and making 
sure that we’re providing them with at least 
a level of reimbursement, a level of comfort 
in terms of paperwork and the administra-
tive burden that they have. We had to work on 
things like administrative burden and other 
things and we continue to work with them 
on those things. But in general we don’t have 
any provider groups coming and asking to 
meet with me and saying this isn’t working. 

Any time you go through a change like 
that it’s hard, especially for providers that 
were maybe total Medicaid providers and 
had not done managed care in the private 
system. Most people who had done man-
aged care through private insurance adapted 
more easily. Medicaid fee-for-service was 
pretty good—I submit my bill I get paid, and 
pretty quickly. Now they are paying quickly, 
that’s not an issue, but any time you manage 
care and really look at utilization and look 
at the types of services people get as well as 
doing interventions before people go to an 
emergency room, interventions in discharge 
planning, you are going to have that resis-
tance. I wouldn’t really call it resistance, but 
it’s change and whenever you have change 
you have people who don’t want to change. 

I think for the legitimate issues—there were 
some administrative burdens in particular—
we worked with the plans to work with pro-
viders on dealing with some of those prior 
authorization forms and other things, and we 
continue to have an administrative burden 
reduction group that’s working out some of 
those issues. That’s going to be ongoing at 
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are you really improving health? It’s about 
really making a difference in health for Loui-
siana. Are people having fewer episodes of 
asthma, are they keeping their blood pres-
sure under control? Those kinds of things.

Editor: How’s Magellan going?

Kathy Kliebert: Again it’s a similar type of 
thing. Our first year was about making sure 
people currently getting services continued 
to get them. There is a lot of change. Par-
ticularly with Magellan, what I mentioned 
before about providers that weren’t used to 
a managed care system, it was even more 
poignant with Magellan. We had provid-
ers who weren’t used to having to do any-
thing other than get contracts billed. They 
weren’t used to any type of fee-for-service. 
They basically got paid by contract or a coun-
ter rate for that service per day. They didn’t 
know at all how to be a Medicaid provider 
let alone be a managed care provider. That’s 
been our biggest struggle. Some of these 
are our own providers—they’ve operated 
through our DHH regions, our local districts 

least for another year as we determine what 
we really need, what the providers really 
need, and what the health plans need to do. 

Editor: Has that network improved as a result 
of all of this?

Kathy Kliebert: We are certainly being able to 
fill some of the gap areas that we had previ-
ously, but there are still pockets, especially 
in rural areas, where we still have some diffi-
culties getting providers. If we had a gap area 
previously, you would get a phone call from 
somebody saying, “I can’t find a provider in 
this area.” Then I would have staff that are 
dedicated to do that trying to see if they could 
find them a provider in the area. Now, and 
these are things we measure, things we are 
looking at with the health plans, they’ve got 
to show adequate provider coverage. 

For instance, one gap area is hematology. 
We can tell those health plans you’ve got to 
go out and recruit and they’ve got people 
on the ground going to doctors and talk-
ing with them. In traditional Medicaid I had 
someone here at the office making a phone 
call, but certainly not trying to recruit a pro-
vider. These health plans want to have that 
adequate network because we are requiring 
them to, and they are working hard to allevi-
ate the gap area.

In some areas we’ve seen some major 
improvements, but it’s an area that as we 
move forward, our goal for the next year or 
two is all those things we said we wanted to 
happen because of Bayou Health, like mak-
ing sure we had adequate provider network 
coverage and specialists in rural areas. One 
of the things that we are using more is tele-
medicine in those rural areas, which helps 
tremendously especially in those gap areas 
like psychology and psychiatry. So they are 
doing the things that we wanted them to do. 

Our role is going to be holding them 
accountable to those things we said we 
wanted to happen. The first year was all 
about getting people to make a choice on 
plans, getting people in plans, making sure 
people currently getting services would con-
tinue getting them. Now it’s going to be about 

and authorities, and were typically paid by 
contract or a counter rate and they didn’t 
have the accountability that a managed care 
system requires. So they had to get used to 
billing systems, new computer systems, to 
be able to bill and be able to assess people, 
and it has been a challenge for many of those. 

But again the challenge has been with 
the providers, not with the people getting 
services. We have a much better system 
of accessibility, people feel like they have 
options, where they didn’t feel like they had 
options before. We’ve significantly reduced 
inpatient psychiatric hospital stays. I’m 
sure you’ve heard about the issue of mental 
health beds, especially in the New Orleans 
area, and we’ve significantly increased the 
number of mental health beds by doing two 
things. One, by reducing the length of stay, 
you have more availability of beds. The other 
thing we were able to do, through Magellan, 
is we can have what we call “in lieu of ser-
vices.” Previously a Medicaid recipient, if they 
were a child that had Medicaid, but wanted 
to go to a freestanding psychiatric facility, 
Medicaid doesn’t pay for freestanding psy-
chiatric facilities, they pay for acute stays as 
part of the hospital. Magellan can determine 
if a person needs that level of care, if they 
truly need a psychiatric stay, and there’s a 
bed available in a freestanding psychiatric 
hospital, they can use that bed and pay for it 
with Medicaid dollars. It’s flexibility we never 
had as Medicaid. With Medicaid you would 
not have been able to pay that. It’s just one 
example of the types of flexibility you can 
have when you have a managed care entity. 
It’s just like Bayou Health, they can offer gift 
cards, incentives that could not be done in a 
traditional Medicaid system. 

There are glitches, I won’t say it’s running 
perfectly but we are moving very strongly 
and it’s a great foundation for mental health. 
We’ve got dollars invested. We were able to 
increase our dollars by leveraging state dol-
lars that were pure state-funded services 
into Medicaid services and have a lot more 
money now in the system. By doing that it 
lays a really good foundation. There’s still 
work to do in terms of getting the community 
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type services that we want available. It’s great 
to have increased institutional beds when 
we need them and it’s also good that we are 
using more community-based services but 
we have to have the right types of services 
available, which means again, working with 
providers for them to become the types of 
providers we need. 

For instance, part of the Behavioral Health 
Partnership is working with the Department 
of Children and Family Services, Office of 
Juvenile Justice, and the problem we’ve had 
with the high risk adolescents and children. 
Typically they’ve been in residential homes 
and we want therapeutic group homes, 
which is a different type of service than just 
a residential home. It’s much more intense 
in terms of treatment, provides more short 
term stays, so again, people can get back out 
and live with their families. It provides more 
services to families at home in addition to the 
child in the institution. It’s a different model 
though, and getting providers to switch from 
a residential group home model where they 
were paid by contract to a model that is now 
under the managed care system and paid 
through Medicaid, is a challenge. We’ve had 
some real difficulties in getting enough pro-
viders to provide that service. 

That said, we have more than doubled the 
number of providers through the Behavioral 
Health Partnership. That had a lot to do with 
the fact that previously many of our provid-
ers like social workers, marriage and family 
counselors, some of our therapeutic services, 
couldn’t be paid for by Medicaid. It was never 
a billable service. We would pay Medicaid for 
them to see a psychiatrist for medication, 
and the cost was significant, but you couldn’t 
see a social worker for counseling. We now 
pay for those services and that’s primarily by 
adding those mental health practitioners. But 
more importantly it allowed us to provide 
the right level of service at the right time at 
the right place. Now they don’t need to go 
see a psychiatrist if what they really need is 
a marriage and family therapist or an addic-
tion counselor.  

Focus for the next year is making sure we 
have those kinds of outcomes happen and 

that we actually do have more of those com-
munity-based services for those individuals 
who are at risk.

Editor: How do the public private partnerships 
with the LSU hospitals figure into the Depart-
ment’s health outcomes goals?

Kathy Kliebert: I mentioned the areas that we 
have worked really hard on, Bayou Health, 
the Behavioral Health Partnership, but I 
think the public/private partnerships with 
LSU are going to be significant in terms of 
increasing access of services to uninsured. 
We’ve had a good safety net system, but I 
think these partnerships are probably one of 
the most exciting things I’ve been involved in. 
The fact that you now have Our Lady of the 
Lake managing these services and being able 
to staff up and staff down as a private pro-
vider can do, as well as re-open clinics they 
know are needed and take care of backlogs 
of services. Those are significant changes and 

those have been in this area, since that’s been 
the longest partnership, but we are already 
seeing changes in other areas where hospi-
tals have taken over and are staffing ortho-
pedic clinics back up and offering OB/GYN 
services they didn’t have previously. They 
were lost due to budget cuts and now, with 
these partnerships, they are changing cost 
structures and providing the same level of 
service and standards that they have in their 
private system. It’s no longer a two-tiered 
system. Whether you are uninsured or you 
have insurance, you are going to get a similar 
level of service, a similar kind of wait time, all 
those things that truly weren’t there when we 
had that separate state-operated system. n
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The USS Pittsburgh, one of many ships 
which harbored a deadly strain of 
Spanish Influenza on board, sickening 
663 sailors (80% of the crew) and killing 
58 of them in the Fall of 1918.

Elusive, evolving flu 
difficult to predict

ImageS coUrTeSy oF (ToP) U.S. Naval HISTory aNd HerITage commaNd, (ceNTer) NaTIoNal mUSeUm oF HealTH aNd medIcINe, 
armed ForceS INSTITUTe oF PaTHology, WaSHINgToN, d.c., UNITed STaTeS, (boTTom) coUrTeSy oF lIeUTeNaNT commaNder 
ellIS m. ZacHarIaS, USN, 1931, U.S. Naval HISTorIcal ceNTer.

By Claudia S. Copeland, PhD

The year was 1918, and the world was reeling from a new, 
lethal strain of influenza. Fueled by wartime conditions, 
the deadly disease spread from country to country, the 
epidemic soon turning into a pandemic that by mid-
summer had laid waste to soldiers across the Euro-
pean battlefields and beyond. Then, in mid-Septem-
ber, an oil-tanker with sick and dead crew members 
docked in New Orleans. The ship was immediately 
quarantined and the sick treated at a local hospital. 
Three days later, though, a United Fruit Company ship 
arrived with 11 more patients on board. With con-
stant arrivals into this busy international port, it was 
impossible to contain the virus. Ten days after the first 
influenza patients had disembarked in the city, the first 
local case had been identified—the deadly Spanish Flu, 
as it was known, had hit New Orleans. e



nce the virus began spreading 
within the New Orleans popula-
tion, the epidemic erupted, leav-
ing no one unaffected. In spite 

fatality in previously healthy, young adults. 
The emergence of such a virulent virus from 
the backdrop of milder strains lies in the flu 
virus’ dramatic, built-in ability to reinvent 
itself. Influenza accelerates genetic change 
through mixing genetic material from two 
or more viruses in a process called reas-
sortment. The genome is divided into eight 
separate segments, and whenever natural 
hosts (primarily wild birds) are infected with 
more than one virus, segments from one 
viral strain can be packaged together with 
segments from another strain, essentially 
creating a new virus. That’s why seasonal flu 
vaccination is required each year.  

Public health virologists monitor newly 
emerging viruses and make their best judg-
ment of which viruses will be the most prob-
lematic for humans. They then create a vac-
cine that protects against the top 3 or 4 of 
these. (In the future, this may not be neces-
sary. Sridhar et al., in this September’s Nature 
Medicine, unveiled a theoretical framework 
for a “universal influenza vaccine” based 
on T-cell responses to the core of the virus 
rather than antibody responses to surface 
proteins. The development of a real-world 
universal vaccine, however, will require 
years, if not decades, of development. Until 

O
of a massive response on multiple levels—
from the arrival of hundreds of volunteer 
Red Cross nurses to impressive coopera-
tion between government agencies—one 
month after the first ship had arrived, over 
2,000 cases per day were being reported. By 
the time it had run its course, almost 3,500 
New Orleanians had died from the disease 
and countless others were severely affected. 
(A staggering 54,089 cases were reported 
in New Orleans between October 1918 and 
April 1919). Worldwide, mortality estimates 
range from 20 million to 100 million dead 
by the end of the pandemic, about a twen-
tieth of the world’s population at the time.

How could influenza, the same virus 
responsible for the humble seasonal flu, 
cause such a deadly epidemic? While the 
answer lies partly in the resources available 
in 1918 vs. today (such as antibiotics to fight 
secondary, bacterial infections), the virus 
itself was extremely aggressive, inducing an 
over-reaction of the immune system that led 
to acute respiratory distress syndrome, mas-
sive hemorrhaging of the lungs, and rapid 

A magnifired view of the 
H1N1 virus.
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strains as well as avian and human strains. 
This deadly combination, particularly severe 
for pregnant women, resulted in over 18,000 
deaths by May of 2010, according to the 
World Health Organization (WHO). In New 
Orleans, as elsewhere, children were hit 
hard by the virus. Children’s Hospital was 
burdened with over 150 cases that required 
hospitalization, 3 deaths, and one boy who 
struggled for almost 500 days there, even-
tually requiring a kidney transplant. At this 
point in time, the pandemic seems to have 
crested, though cases continue to be seen, 
including a large outbreak in Venezuela last 
May that infected 250 people and killed 
17.  This season’s vaccine (2013-2014) also 
includes an H1N1-like virus designed to pro-
tect against this strain of influenza.

In addition to H1N1-2009, two other non-
seasonal influenza strains are currently of 
concern. The first, H7N9, is an avian flu asso-
ciated with poultry in China, first reported 
in April of this year.  The symptoms of this 
influenza strain are particularly severe; as 
of July 20, 2013, out of 134 cases of H7N9 
reported in humans, 46 resulted in death. 

that far, theoretical point in 
the future, we will need to 
continue with the current 
system of getting a new 
flu vaccine each year.) 

Vaccination is impor-
tant. Even “regular,” sea-
sonal flu is deadly; each year, 
several thousand U.S. residents 
die of influenza. While deaths are 
generally confined to the elderly, the very 
young, and patients with certain chronic 
health conditions, when healthy people con-
tract the flu it is no fun either. Influenza is 
not a cold; it lasts up to 2 weeks, with severe 
fatigue, fever, headaches, and muscle aches.  

Getting vaccinated in Louisiana is easy; 
in addition to doctors’ offices, many phar-
macies offer vaccination on a drop-in basis. 
Since seasonal flu virus infections follow a 
pattern of gradually increasing in late Fall, 
peaking around the end of the year, and then 
diminishing through early spring, the rec-
ommended time for vaccination is in the 
early Fall, or as early as possible after that.

In Louisiana, influenza activity generally 
follows this pattern well. For example, last 
year’s flu season (2012-2013) saw a gradual 
increase in flu cases starting around the 
beginning of October, until cases peaked 
around late December/early January, fol-
lowed by a gradual decline until the end 
of spring. However, two seasons showed a 
remarkably different pattern here. In 2008-
2009 and again in 2010-2011, there was a 
sharp spike in flu cases in August/Septem-
ber, and, in general, the flu cases in 2009 far 
outnumbered those of other years. This cor-
responded to the year when a pandemic of a 
different type of influenza virus, H1N1-2009, 
swept across Mexico, the United States, and, 
eventually, over 200 other countries. 

The distinctiveness of the H1N1-2009 
genome sequence is remarkable: 27.2% dif-
ferent from its predecessor, the 2008 “sea-
sonal flu” strain of H1N1, and 6.1% different 
from the closest known influenza virus in 
nature. Its genome is a prime example of 
the power of reassortment, with elements 
of American and European swine influenza 

Influenza Is 
not a cold; It 
lasts up to 2 
weeks, wIth 

Severe faTigue, 
fever, heaDaCheS, 

anD muSCle 
aCheS.

No human-to-human transmission has been 
seen, however. Chinese officials have taken 
action to contain the virus, including the clo-
sure of live bird markets, and the number of 
new cases has declined. No cases have been 
detected outside of China, but the Centers for 
Disease Control (CDC) is monitoring this virus 
closely because of the severity of the disease.

The other emerging strain of concern is 
H3N2v. This strain normally circulates in 
pigs, but has also infected humans, and has 
shown limited human-to-human spread. No 
sustained community spread has been seen, 
however, and most of the U.S. infections have 
been associated with prolonged exposure 
to pigs at agricultural fairs. Symptoms are 
similar to those of seasonal flu.

Of course, in states like Louisiana, the 
popularity of waterfowl hunting may pres-
ent another source of new influenza strains—
direct infection of hunters with wild-bird 
viruses. Louisiana hosts the largest har-
vest of wild birds in the USA. University of 
Georgia researchers Dorea et al. explored 
the possibility of a new viral strain emerg-
ing through reassortment between a human 
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likely as those over 65 to get sick with this 
virus, according to the CDC.  

Second, the 1918 flu likely originated in 
a Kansas farming community, where pigs, 
birds, and humans lived in close prox-
imity, that was located near a large army 
base. The base, Camp Funston, housed over 
50,000 troops, and people regularly trav-
eled between the rural community and the 
base, exposing a farm-origin virus to a large, 
crowded population. The new virus was then 
able to not only spread through this large, 
tightly packed population of soldiers, but 
was also regularly exported out as troops 
moved to different army bases in the U.S. 
and were deployed to Europe. This ‘perfect 
storm’ scenario is not likely to be repeated 
in the contemporary developed world. With 
today’s communication and public health 
systems in place, an outbreak this severe, in 
circumstances like these, would be noticed 
and acted upon much earlier.  

Third, the conditions of war most certainly 
had a large impact on the evolution of the 
virus. Normal, peacetime conditions favor 
the evolution of mild viruses, since people 
with severe illness tend to stay home, and 
therefore isolated, whereas those with mild 
illness tend to go to work or elsewhere where 
they mingle with, and infect, other people. 
Therefore, viruses causing mild illness have 
a selective advantage over those that cause 
severe illness. Under wartime conditions, 
however, those with mild illness will tend 
to stay outside, whereas those with severe 
illness will be crowded together in field hos-
pitals, ideal places for the spread of influ-
enza. Conditions in contemporary Louisi-
ana therefore favor mild strains of influenza. 
On the other hand, virulent strains might 
be selected for in regions of the world cur-
rently experiencing war or upheaval. The 
speed of modern transportation and gen-
eral mobility of the global population make 
it entirely possible that such strains could 
then be transported far and wide. After all, 
it was not the war itself, but simply cargo 
ships arriving from afar that brought the 
1918 influenza epidemic to New Orleans that 
long-ago, ill-fated September. n

flu virus and a wild-bird avian influenza 
virus (AIV) contracted during hunting (or 
biological collection) activities. While anti-
body evidence clearly shows that hunters 
do get infected with AIV, the authors con-
cluded that, due to the fact that seasonal 
human influenza and AIV are active at dif-
ferent times of the year here, it is unlikely 
that such recombination would occur. How-
ever, the season of peak activity of the H1N1-
2009 virus in Louisiana did coincide with 
that of AIV in wild birds, making reassort-
ment between these two strains possible 
in unvaccinated hunters or ornithologists.

So, if flu viruses are constantly develop-
ing new strains via reassortment, is it just 
a matter of time before a severe pandemic 
like the 1918 flu sweeps through the world 

again? A few epidemiological clues provide 
hints of the likelihood of such an outbreak. 
First, whereas the seasonal flu is more severe 
in vulnerable patients with weaker immune 
systems, the 1918 flu preferentially affected 
healthy individuals with strong immune sys-
tems; half of the victims were in their 20s and 
30s. (Research done with reconstructed 1918 
influenza virus supports an over-reaction 
by the immune system itself as the cause of 
most of the fatalities.) A pattern of human-
to-human transmission preferentially affect-
ing healthy individuals with robust immune 
systems would serve as a stark warning sign. 
This is not the pattern seen for H7N9 and 
H3N2v. For the H1N1-2009 pandemic, how-
ever, this was somewhat true; individuals 
aged 24 and younger were 15 to 20 times as 

r
...in states like louisiana, the popularity 

of waterfowl hunting may present 
another source of new influenza strains—

direct infection of hunters with wild-
bird viruses. louisiana hosts the largest 

harvest of wild birds in the uSa.
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The study looked at 1800 American adults 
ages 25-64. The study grouped respondents 
into three generations, Millenials, Generation 
Xers, and Baby Boomers. Interestingly nearly 
50% of the people surveyed named their own 
generation as the healthiest. For the most 
part those surveyed believed themselves 
to be relatively healthy even if the major-
ity stated that they needed to lose weight. 
More than half indicated that it is possible 
to be overweight and healthy, yet almost 
70% wanted to lose a significant amount of 
weight.

When asked to define “healthy” in their 
own words, the results were extremely 
interesting:

•  41% said “being healthy/not getting sick”
•  15% or fewer gave more specific answers 

such as getting regular exercise, eating well, 
or staying happy. 

When asked to choose the top three defi-
nitions of “healthy” from a list, the most fre-
quent responses were:

•  Being physically active (49%)
•  Eating right (43%)
•  Being the right weight (37%)
•  Getting the right amount of sleep (23%)
•  Managing stress (20%).
Millennials gave greater weight to emo-

tional stability, happiness, and looking good. 
Baby Boomers selected health screenings 
and being able to pursue hobbies far more 
often than either of the other groups. Women 
were more likely to choose definitions like 
eating well, getting exercise, being the right 
weight, and getting regular checkups, while 
men were more likely to emphasize  being 
able to eat all they want and participate in 

lifestyle

It is widely agreed that as we try to address escalating 
healthcare costs healthcare consumers need to become 
more engaged in their own health. Along with prescribed 
medicine and treatments, it is crucial that patients 
also make the lifestyle changes suggested by their 
physicians. And, more and more, consumers are being 
urged to and sometimes rewarded (by insurance carriers 
and employers) for staying healthier in the first place, 
thereby avoiding or delaying the need for healthcare. 
But when we ask our patients to be more healthy, what 
exactly are we asking? Based on a recent Aetna “What’s 

Your Healthy” study conducted by Harris 
Interactive, “healthy” may be more of a 

moving target than you anticipated.

By Philip Gatto

‘‘
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major fitness events such as marathons. 
While almost half did not rate themselves 

any more or less healthy than five years ago, 
about one-third (34%) said they are living 
“healthier” than they were then. A few hon-
est souls (18%) admitted they were living 
“less healthy.” Among the healthy changes 
noted were: 

•  Opting for side salads instead of French 
         fries

•  Cutting down on alcohol
•  Pushing harder in workouts.
So before you suggest a healthier lifestyle 

for your patients, it might be worth spend-
ing a few minutes finding out just what that 
means to them. The good news is that many 
already know what they need to do to be 
healthier. A particularly interesting question 
asked what they would tell a younger version 
of themselves:

•  60% of all adults age 25-64 would tell 
themselves to “eat their fruits and veggies”

•  46% said “don’t sweat the small stuff” 
•  39% correctly stated “smoking isn’t sexy” 
•  37% advised “don’t eat like a pig” 
•  31% advocated “push yourself to sweat 

more,” “don’t drink like a sailor,” and “take 
more ‘me’ time”. 

You should also know that almost half 
of those surveyed consider the Internet the 
“go-to” resource for health and wellness 
information, so be sure to direct them to 
credible sites. And nearly 69% agreed that 
having a cat or dog can help reduce stress, 
so perhaps you should prescribe a pet while 
you are at it. n

Source: Aetna & Meredith Corp.
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LAHP Conference Set 
for December

 
The Louisiana Association of Health Plans (LAHP) 
will hold its annual conference, December 5, 2013, 
at the historic Roosevelt Hotel in downtown New 
Orleans. LAHP will bring together leaders from the 
largest and most influential healthcare organiza-
tions in the nation for a day devoted to the discus-
sion of health care reform.

The LAHP Annual Conference attracts more than 
350 attendees representing health plan executives 
and staff, healthcare providers, pharmaceutical 
company representatives, insurance produc-
ers, government officials, employers, healthcare 

Salles Appointed to Dietetics 
and Nutrition Board

 
Governor Bobby Jindal recently 
announced the appointment 
of Martina Musmeci Salles, 
MPH, RD, LDN, to the Louisi-
ana State Board of Examiners 
in Dietetics and Nutrition. The 
Louisiana State Board of Examin-
ers in Dietetics and Nutrition serves to 
regulate the practice of dietitians and nutritionists 
by granting licenses to qualified applicants.

Salles is a Registered Dietitian and is self-
employed as a nutrition consultant in Destrehan. 
She was selected from nominations submitted by 
the Louisiana Commissioner of Agriculture and 
Forestry, as required by statute.
 
LHCQF Names New Officers, 
Board Members

 
The Louisiana Health Care Quality Forum has 
named new officers and four new board members 
to its Board of Directors for 2013-2014. The new 
officers are: 
•  B. Vindell Washington, MD, MHCM, FACEP, 

President (Vice President of Performance Excel-
lence and Technology at Franciscan Missionaries 
of Our Lady in Baton Rouge); 
•  Louis Minsky, MD, President-Elect (Minsky & 

Carver Medical Center for Wellness in Baton Rouge); 
•  Lemar Marshall, Secretary-Treasurer (Chief 

Operating Officer at North Oaks Obstetrics and 
Gynecology in Hammond); and 
•  Donna D.  Fraiche,  Esq., Member  at  Large 

(Baker, Donelson, Bearman, Caldwell & Berkow-
itz, PC, in New Orleans). 

In addition, four individuals have joined the 
Quality Forum board: Susan E. Nelson, MD, FACP, 
FAAHPM (Medical Director, Senior Services, Fran-
ciscan Missionaries of Our Lady Health System in 
Baton Rouge); Stephen Wright (President/CEO of 
CHRISTUS Health Louisiana in Alexandria); David 
Carmouche (Chief Medical Officer at Blue Cross 
Blue Shield of Louisiana in Baton Rouge); and 
Glen J. Golemi (President/CEO, Gulf States Region, 
UnitedHealthcare in Metairie).

Health Leaders Launch Live Well Louisiana 

Public health leaders and business leaders have unveiled a new statewide public 
health initiative — LiveWell Louisiana. Winn-Dixie Regional Vice President Karena 
Niblett, Children’s Hospital Vice President Brian Landry, and Blue Cross Blue Shield 
of Louisiana Diversity Programs and Business Development Director Rod Teamer 
joined LiveWell Louisiana Founder Maria Muro, Childhood Family and Learning 
Foundation Founder Phyllis Landrieu and New Orleans Health Department Deputy 
Director Charlotte Parent to formally unveil the initiative to the community. 
LiveWell Louisiana is an online community of citizens, doctors, hospitals, non-profit 

organizations, and government agencies working together to get Louisiana’s health 
back on track. The program is the first inclusive health initiative in the state to bring 
together so many different organizations for one goal: to empower more Louisian-
ans to make healthier choices through education, support and encouragement.
LiveWell Louisiana has partnered with the majority of Greater New Orleans hospi-

tals, including Touro Infirmary, Children’s Hospital, East Jefferson General Hospital, 
West Jefferson Medical Center, LSU Health Network, St. Tammany Parish Hospital, 
and Slidell Memorial Hospital. External partners also include Winn-Dixie, Tulane 
School of Medicine, and Blue Cross Blue Shield of Louisiana, as well as other local 
and national organizations.
Winn-Dixie will include LiveWell Louisiana displays in their Louisiana stores. Cus-

tomers will also be able to pick up various rack cards that provide health tips and 
healthy recipes.

For a complete list of partners, to sign up or learn about ways to get involved in 
LiveWell Louisiana, please visit www.livewelllouisiana.com.

State

attorneys, government relations professionals, 
and more. The day-long event will feature a distin-
guished line-up of speakers discussing important 
topics, including:
•  Health insurance exchanges and other reform 

initiatives
•  The role of agents, brokers, and navigators in 

reform
•  The  transformation  of  healthcare  in  New 

Orleans
•  The challenges and opportunities of imple-

menting the ACA
•  And more 
For more  information go  to http://lahp.net/

conference-overview.
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Reeves Appointed to 
National Forum

 
Blue Cross and Blue Shield of Louisiana 
announced that Christy Reeves has been 
appointed to the prestigious Executive Forum 
at Boston College’s Center for Corporate Citizen-
ship. Reeves serves a dual role as director of Com-
munity Relations at Blue Cross and Blue Shield 
of Louisiana and executive director of the Blue 
Cross and Blue Shield of Louisiana Foundation, 
the company’s charitable subsidiary.

As an Executive Forum member, Reeves will rep-
resent Blue Cross and Blue Shield of Louisiana, 
currently the only health insurer at the table, while 
sitting shoulder-to-shoulder with executives from 
Microsoft, UPS, Toyota, and Campbell’s Soup. 
Forum members act as an international advisory 
council to the Center, providing leadership, inspi-
ration, knowledge and expertise in the field of cor-
porate citizenship. 

Since 2008, Blue Cross and Blue Shield of Louisi-
ana has been an active member of the Center for 
Corporate Citizenship at Boston College. Reeves 
served on the Center’s Corporate Community 
Involvement Roundtable for the past two years. It 
was her dedicated service on the Roundtable that 
led to her appointment to the Executive Forum. 

As the nation’s leading authority on corporate 
social responsibility, the Center provides lead-
ership in establishing corporate citizenship as a 
business essential, helping companies become 
both economic and social assets to the communi-
ties they serve. 

You can read the Foundation’s Building a Health-
ier Louisiana Corporate Responsibility Report at 
www.ourhomelouisiana.org. 

Analysis Shows Skilled 
Nursing Improving 

 
The Louisiana Nursing Home Association (LNHA) 
recently released an analysis of the Federal Five-
Star Quality Rating System (Five-Star) by the Cen-
ters for Medicare and Medicaid Services (CMS). 
The analysis shows the number of Louisiana 
skilled nursing centers that achieved the high-
est rankings of quality has increased, while the 

centers receiving the lowest rankings were down 
significantly. 
The Five-Star System  is a composite  ranking 

based on scores in three domains — staffing, qual-
ity measures (QM) and health inspections con-
ducted by the state survey agency — with a score 
of five being the best. All Five-Star composite scores 
and results are reported on the CMS web site. 
When the federal Five-Star system was launched 

in December 2008, 16% of all Louisiana skilled 
nursing centers were scored with either a 4- or 
5-Star ranking. As of July 2013, the most recent 
month CMS has on record, 31% of centers were in 
the top two categories, a 96% increase. Louisiana’s 
1-star facilities have decreased by 47% since 2008. 

In comparing Louisiana to national trends, pro-
gram data showed that, for the same five-year 
timeframe, the profession saw an increase in the 
proportion of skilled nursing centers receiving 4 
and 5-Star rankings, and a decline in the number 
of 1-Star centers. In 2008, for example, 35.5% of 
centers in the U.S. ranked 4 and 5-Star. By July 
2013, the proportion of top centers grew 38.5% 
to nearly half of all centers in the country (49.2%).

Coalition Collecting 
Caregiver Resources

 
November is National Caregivers Awareness Month 
and the Louisiana Lifespan Respite Coalition wants 
to help educate caregivers about the services and 
supports available to them throughout Louisiana 
by inviting churches, non-profits, patient organiza-
tions, and anyone aiding the caregiver to post their 
information at LouisianaAnswers.com.

To better coordinate resources, semi-
nars and services, the Governor’s Office of 
Elderly Affairs is supporting the Lifespan 
Respite Coalition’s efforts by providing free 
web-listings at www.LouisianaAnswers.com.  

Let the Games Begin
 

Despite the fact that the federal government shut 
down at midnight on October 1st in a standoff 
relating to funding for the Affordable Care Act, 
the health insurance exchanges required by the 
ACA still began enrolling customers that day as 

scheduled…sort of. System overloads and oper-
ating glitches resulted in few visitors success-
fully registering during the first few days, but the 
exchange is open for business despite the govern-
ment shutdown. 

Because Louisiana opted not to create a state 
exchange, Louisianians must shop the exchange 
via the federal Health Insurance Marketplace on 
www.healthcare.gov or purchase insurance from 
an insurance agent. According to Blue Cross & Blue 
Shield of Louisiana, one of the insurance providers 
participating in the exchange, in order to shop on 
the Marketplace you will need: 
•  A personal email account. 
•  A Marketplace account that you can create at 

www.Healthcare.gov beginning today
•  Social Security numbers and birth dates for 

each member of your household who needs cov-
erage on this plan 
•  Employer and income information for every 

member of your household who needs coverage 
on this plan (pay stubs, W-2 forms, etc.) 
•  Policy numbers for any current health insur-

ance plans, if you have coverage.
Meanwhile a report released by the Department 

of Health and Human Services (HHS) finds that in 
Louisiana, consumers will see increased compe-
tition in the Health Insurance Marketplace, lead-
ing to new and affordable choices for consumers.  
According to the report, Louisiana consumers will 
be able to choose from an average of 40 health 
plans in the Marketplace. HHS also said premiums 
nationwide would be around 16 percent lower 
than originally expected.  

The six-month long open enrollment period runs 
through March 2014. Coverage begins as early as 
January 1, or in as few as 100 days.

Family Arrested for 
Medicaid Fraud

 
A criminal investigation by the Attorney General’s 
Medicaid Fraud Control Unit has unraveled a Fol-
som family’s alleged pattern of Medicaid fraud, 
criminal conspiracy, and financial exploitation 
arising from more than $400,000 in Medicaid-
funded care paid on behalf of a disabled rela-
tive. Three family members face a combined 24 
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felony charges, including racketeering, criminal 
conspiracies to commit Medicaid fraud and filing 
false public records, Medicaid fraud, filing false 
public records, theft by fraud, forgery and money 
laundering in connection with a scheme to bill 
Louisiana’s Medicaid program for services not 
actually rendered.

Investigators with the Attorney General’s Med-
icaid Fraud Control Unit, assisted by the St. Tam-
many Parish Sheriff’s Office, arrested Donna Sue 
Davis; her husband, Randall Duane Davis; and her 
niece, Rachel Wedekind; all of 14665 Graci Road in 
Folsom. They are accused of jointly engaging in 
a criminal conspiracy to present false claims for 
payment to the state’s Medicaid program for ser-
vices that were not rendered as billed. After their 
arrests, the trio was booked into the St. Tammany 
Parish Correctional Center.

The criminal charges allegedly stem from a crim-
inal enterprise establishing a network of direct 
service workers from immediate family members 
who were paid wages to care for a disabled rela-
tive 24 hours per day, seven days per week. This 
criminal activity allegedly occurred between Jan-
uary 1, 2009, and August 21, 2013, and was billed 
through the Medicaid provider, My Purpose Com-
munity Service, Inc. located at 1377 West Gause 
Boulevard, Slidell. 

Investigators were also advised that the trio had 
allegedly committed cruelty to the infirmed by 
the intentional and criminally negligent mistreat-
ment of the disabled relative—a completely bed-
ridden, adult paraplegic suffering from cerebral 
palsy—by leaving the relative unattended in the 
evening hours and by exposing him to personal 
injuries caused by two Capuchin monkeys. Donna 
Davis, and her husband, Randall, are also accused 
of using the disabled relative’s Social Security dis-
ability benefits and wages paid to the relative’s 
caretakers for their own personal gain.

Long-Term Supports and 
Services Changes Outlined

 
The Department of Health and Hospitals has 
released a concept paper outlining the initial steps 
in a process to better manage long-term supports 
and services for thousands of Louisiana residents. 
The document, titled “Transforming Louisiana’s 

Long Term Care Supports and Services System,” 
provides the initial framework for a discussion with 
consumers, community members, advocates, and 
the public about the best path forward for imple-
menting managed long-term supports and ser-
vices (MLTSS) in Louisiana. The goals of the pro-
gram outlined in the concept paper are to improve 
the quality and coordination of care, utilize proven 
practices, expand service choices for patients and 
families, and improve the financial stability of pro-
grams aimed at serving individuals in need of long-
term supports and services in their communities.
The framework outlined in the concept paper 

considers  inclusion  of  three  key  populations 
receiving long-term supports and services—frail 
elderly, individuals with adult-onset disabilities, 
and individuals with developmental disabilities. 
Final decisions about program design will be made 
in line with guidance from the Centers for Medicare 
and Medicaid Services and in conjunction with 
significant stakeholder input. The concept paper 
outlines areas where the Department is seeking 
guidance, including options on benefit design, 
populations to be included, coordination of care, 
consumer protection, provider requirements, 
desired outcomes and quality measures, choos-
ing effective partners and ensuring accountability.

The transformation process will be guided by 
an advisory group comprised of stakeholders 
based on the recommendations from the Cen-
ters for Medicare and Medicaid Services. That 
advisory group will include representation from 
advocacy, consumer, policy, government and pro-
vider groups.

Public engagement and input will be a criti-
cal component of the transformation outlined 
in the concept paper. DHH plans to hold public 
forums throughout the state to solicit meaning-
ful dialogue, to answer questions and accept 
public comments. The advisory group will also 
meet regularly to advise the Department through 
its design and implementation of the MLTSS 
program. Throughout the process, information 
(including a schedule of meetings and forums) 
will be posted on MakingMedicaidBetter.com. 
Comments, questions and feedback may also 
be submitted by email to LongTermCare@la.gov. 
Visit MakingMedicaidBetter.com/LongTermCare to 
download a copy of the concept paper.

Clinic and Operator 
Sentenced for Fraud

 
California citizen Siranush Tulumdzhyan, age 28, 
has been sentenced by U.S. District Court Judge 
Eldon Fallon for her role in a healthcare fraud 
scheme in Louisiana. Tulumdzhyan was sen-
tenced to 3 years probation with 6 months in a 
half-way house and ordered to pay restitution to 
Medicaid in the total amount of $31,589.

LA Medical Group, Inc., a Louisiana corporation 
that she operated as a medical clinic, was also 
sentenced to three 3 years supervised release. LA 
Medical Group, Inc. was ordered to pay restitu-
tion to Medicaid in the total amount of $494,268. 
The Government seized $269,057 from the 
corporation.

According to the bill of information, the defen-
dants participated in a criminal organization for 
the purpose of fraudulently billing Medicaid. 
Patients went to the medical clinic for medical 
tests that were not performed or medically nec-
essary. Patients were moved between Metairie 
Health Care to LA Medical to repeatedly perform 
the same unnecessary tests. Metairie Health Care 
has already been sentenced for the same activ-
ity. According to the bill of information, if the 
patients refused the diagnostic tests at LA Medi-
cal, prescriptions for narcotic drugs were with-
held. Thereafter, bills for the unnecessary services 
were submitted to Medicaid. Tulumdzhyan was 
the owner of LA Medical and also an unlicensed 
and unqualified diagnostic technician, according 
to the bill of information.

Gulf South Quality 
Network Joins QBPC

 
Gulf South Quality Network, the largest clinically 
integrated physician network in Louisiana, com-
prising more than 1,600 physicians representing 
East Jefferson General Hospital, West Jefferson 
Medical Center, Slidell Memorial Hospital, Tulane 
University Medical Center, Tulane/Lakeside Hos-
pital, and Lakeview Regional Medical Center, has 
joined Blue Cross and Blue Shield of Louisiana’s 
innovative Quality Blue Primary Care (QBPC) 
program. QBPC is a population health and qual-
ity improvement program designed to get better 
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outcomes for patients with chronic diseases such 
as diabetes, coronary artery disease, hyperten-
sion, and chronic kidney disease.

Blue Cross developed QBPC to better support 
physicians  in  the network  and  transform  the 
relationship among primary care physicians, 
the insurer, and patients. The program takes an 
episode-driven, physician delivery care model to 
a more coordinated, team care delivery model. 
QBPC gives providers the tools and resources they 
need to focus on improving care quality for their 
total patient population, not just those who are 
actively seeking treatment.

Blue Cross and doctors will share data to better 
understand the health challenges their mutual 
patients face. A Quality Blue “navigator” will work 
with a “practice coordinator” at each enrolled 
doctor’s office to prepare for scheduled office 
visits. Blue Cross nurses will work with patients 
between doctor visits to help them stick to their 
care plans and manage their chronic conditions. 

For more on Quality Blue Primary Care, visit 
www.bcbsla.com/qbpc. 

State Gains Extension 
of GNOCHC

 
Department of Health and Hospitals Secretary 
Kathy Kliebert, Louisiana Sen. David Heitmeier, 
and New Orleans officials announced the planned 
extension of a program focused on advancing 
and sustaining access to healthcare services in 
the New Orleans area. The program, called the 
Greater New Orleans Community Health Con-
nection (GNOCHC), is a Medicaid demonstration 
waiver that provides primary care and behav-
ioral health care services to more than 60,000 
individuals in Orleans, Jefferson, St. Bernard and 
Plaquemines parishes.

The waiver was expected to expire Dec. 31, 2013, 
but revisions by DHH submitted to the Centers 
for Medicare and Medicaid Services would allow 
the waiver to extend through 2014, giving local 
officials additional time to find funding needed to 
maintain the program for future years. 

A temporary, no-cost extension filed by DHH 
seeks to restructure the GNOCHC waiver in order 
to ensure that it may continue to operate through 
the end of 2014 using only the remaining funds 

available--$6.1 million in previously authorized 
Community Development Block Grant funds. The 
revisions to the waiver include the following:
•  Limiting  enrollment  to  individuals  with 

incomes below 100 percent of the federal poverty 
level, which will align the eligibility criteria so that 
individuals making more than 100 percent of the 
federal poverty level would access health cover-
age through the federal exchange;
•  Reducing the primary encounter rate by less 

than 13 percent;
•  Eliminating infrastructure payments to pro-

viders; and
•  Decreasing supplemental payments sched-

uled to be made for the current program year and 
eliminating them for the next program year. 

The Centers for Medicare and Medicaid Services 
(CMS) will still need to review and approve the 
temporary waiver extension. GNOCHC currently 
has more than 60,000 enrollees with access to 
more than 40 clinic locations. 
For more information go to nola.gov/gnochc.

Louisiana Leads in Medicaid 
Fraud Recovery Rates

 
Louisiana recovered more than $124 million 
fraudulent payments in the Medicaid program in 
criminal and civil penalties in the Fiscal Year 2012 
according to figures from the Centers for Medicare 
and Medicaid Services. That is the highest rate of 
recovery in any state in the nation at nearly 2 per-
cent of all Medicaid dollars spent in Louisiana. On 
average, states recover less than 0.6 percent of 
their respective Medicaid budgets.

Medicaid fraud cases are typically identified 
through investigations conducted by the DHH 
Medicaid Program Integrity division. The investi-
gators work to distinguish billing errors from true 
fraud cases. In the event of a billing error, pro-
gram staff or Medicaid billing contractor Molina 
conducts education or training of correct billing 
practices.

In the last fiscal year, the Program Integrity divi-
sion recouped more than $4.5 million administra-
tively. The Division also made 186 referrals to the 
Attorney General’s Medicaid Fraud Control Unit for 
further investigation.

Members of the public and the healthcare 

industry are critical players in identifying and 
fighting fraud. Individuals who suspect or have 
knowledge of fraudulent behavior or billing are 
encouraged to report it. More information on how 
to fight fraud in Louisiana may be found at www.
dhh.la.gov/fightfraud.
 
LNHA Launches Long-
Term Care Ad Campaign

 
The Louisiana Nursing Home Association has 
launched a television advertising campaign enti-
tled “Care Conversations.” The campaign will edu-
cate Louisianans on how to begin a conversation 
with loved ones discussing their long-term care 
needs. This 30-second commercial spot will run 
on various cable channels throughout the state.

Joe Donchess, Executive Director of LNHA, com-
mented, “We are excited to raise awareness of the 
long-term care information and resources LNHA 
provides to the public. Seventy percent of us will 
need long-term care after age 65, yet few openly 
discuss care needs and wishes. LNHA is working 
to change this conversation trend.”
One such tool is CareConversations.org.  This 

website provides information and resources to 
get people talking with loved ones, health care 
providers and industry experts. Care Conversa-
tions focuses on people and the honest discus-
sions needed to plan and prepare for the future. 

For more information visit www.lnha.org.

Couvillon to Administer State 
Group Health Benefits

 
Blue Cross and Blue 
Shield of Louisiana 
has named David 
Couvillon director 
of the company’s 
internal Office of 
Group Benefits (OGB), 
a department in Blue Cross’ 
Benefits Administration Division. Couvillon will 
oversee the administration of benefits for the state 
group’s PPO, HMO and consumer-driven health 
plan (CDHP) benefit plans. He comes to Blue Cross 
from Xerox Services in Baton Rouge, where he was 
an operations manager for Louisiana customer 



  HealtHcare Journal of neW orleanS I NOV / DEC 2013  47

8
Go online for eNews Updates

HealthcareJournalNO.com

service and document imaging. He has previously 
worked for Pinnacle Business Solutions and Loui-
siana Medicare Services.

As a member of the U.S. Marine Corps Reserve, 
Couvillon attained the rank of colonel and served 
as senior military advisor to the U.S. Naval Con-
struction Force. He also served as military provin-
cial governor of Wasit Province in Iraq. Couvillon 
received his Bachelor of Science degree in man-
agement from LSU.

AG Prevails in Fraud Trial 
of Drug Company 

 
Watson Pharmaceuticals Inc. has agreed to pay 
Louisiana $8.5 Million to resolve the fraudulent 
drug pricing claims against them. The agreement 
was announced in the 19th Judicial District Court 
before Judge Wilson Fields, just as Louisiana was 
about to give its opening statement to the jury 
panel. The suit accused Watson Pharmaceutical 
of committing fraud upon the Louisiana Medic-
aid program, violating the Louisiana Unfair Trade 
Practices and Consumer Protection Act and Loui-
siana’s Medical Assistance Programs Integrity Law.

Attorney General Buddy Caldwell, who person-
ally selected the jurors in this case, said, “We are 
prepared to present these fraud cases to Louisi-
ana juries. Louisiana will not tolerate fraud being 
perpetrated on its Medicaid program.” Caldwell 
added, “We have numerous other fraud cases 
currently pending against other pharmaceutical 
companies, and we are proceeding to recover 
funds wrongfully taken from this state.”

Goux Elected to LNHA Board 
 

The Louisiana Nursing 
Home Association 
(LNHA) announced 
Jeremy Goux as 
the newly elected 
board member serv-
ing as Vice President in 
LNHA Region I. The LNHA 
Board of Directors carries out the objectives and 
purposes of the association, upholding its mis-
sion, purpose, values and direction. 

Goux comes to the board with extensive legal and 

business talent. He is an attorney at Wynne, Goux 
& Lobello, a law firm in Covington, Louisiana. With 
nearly 16 years of law experience, Goux holds a law 
degree from Loyola School of Law. He previously 
held positions with St. Tammany Parish District 
Attorney’s Office and most recently was appointed 
as Magistrate for the City of Covington, presiding 
over the Covington Mayor’s Court. Most notably, 
he was intensely involved in the defense of St. Rita’s 
Nursing Home, following Hurricane Katrina. 

LocaL

LPHI and Tulane Launch HSARC
 

In response to growing local and national interest 
in health system performance improvement, two 
New Orleans-based public health organizations, 
the Louisiana Public Health Institute (LPHI) and 
Tulane University’s School of Public Health and 
Tropical Medicine (SPHTM), recently partnered 
to launch the Health Systems Analytics Research 
Center (HSARC).
As the first center of its kind in the region, HSARC 

will focus on improving health system perfor-
mance and efficiency through systematic analy-
sis of health data related to human, technologi-
cal, and social factors affecting health outcomes. 
Sample projects HSARC will be involved with 
include analysis of frequent use of emergency 
departments using Health Information Exchange 
(HIE) data, examination of pharmacy data to 
study the effects of medication on patient health 
outcomes, and the study of how medical homes 
impact quality of clinical care. 
Through the co-directorship of Dr. Anjum Khur-

shid, LPHI’s Director of Health Systems, and Dr. 
Lizheng Shi, Associate Professor with Tulane’s 
Department of Global Health Systems and Devel-
opment, the HSARC will provide advanced analyt-
ics capacity to enhance evidence-based decision 
making affecting public health, health policy, 
and health systems. The HSARC will also create 
opportunities for experts from different disci-
plines (academic, policy, and clinical research-
ers) to work collaboratively on issues related to 
health data analysis and its implications.

HSARC will provide a range of professional 

services for health plan administrators, govern-
ment agencies, foundations, and healthcare 
organizations. Services include conducting 
health analytics, generating reports based on 
customer needs, business analytics and optimi-
zation services, data integration, and advanced 
data techniques including data mining, predictive 
modeling, regression analysis, propensity score 
matching, and simulation models to discover 
insights that impact practice and quality of care.

Professional development and training oppor-
tunities for junior researchers and students at 
Tulane University and other educational insti-
tutions will also be developed, along with com-
munity partnerships to advance translational 
research using data from health care organiza-
tions, information exchanges, insurance claims, 
health services operations, and other sources 
to support improvements in population health. 

LSUHSC School of Public 
Health Accredited 

 
The Council on Education for Public Health 
(CEPH) has accredited LSU Health Sciences Cen-
ter New Orleans’ School of Public Health for a 
five-year term – the maximum awarded for an 
initial accreditation review. Dr. Elizabeth Fon-
tham, Dean of LSU Health Sciences Center New 
Orleans’ School of Public Health, and Dr. Larry 
Hollier, Chancellor of LSU Health Sciences Center 
New Orleans, were notified after the CEPH Board 
of Councilors approved the accreditation.   

The LSUHSC School of Public Health, the only 
public school of public health in Louisiana, is 
LSU Health Sciences Center New Orleans’ newest 
school. Founded in 2003-04, it features a student to 
faculty ratio of 1.5 to 1.0, a graduation rate exceed-
ing 90%, nationally and internationally recognized 
research and teaching faculty, high impact service 
programs, and tuition among the lowest of the 
public health schools in the Gulf South. 

The LSUHSC School of Public Health offers five 
Master of Public Health, one Master of Science, 
and three PhD degrees among five academic pro-
grams – Behavioral & Community Health Sciences, 
Biostatistics,  Environmental  &  Occupational 
Health Sciences, Epidemiology, and Health Policy 
& Systems Management.



48  NOV / DEC 2013  I HealtHcare Journal of neW orleanS  

North Oaks Dietetic Interns 
Volunteer at Camp Victory

 
Campers attending Camp Victory learned how 
making good food choices helps to manage their 
diabetes  from the North Oaks Dietetic  Intern-
ship Class of 2013-2014 who volunteered at the 
this summer. The camp, specifically for children 
with diabetes, is held annually in Leesville, and is 
cosponsored by the American Diabetes Associa-
tion and Louisiana Lions Club.

Dietetic Interns, who served as camp counselors 
for the age 11-14 group, included Ashley Braud 
and Amanda Hotchkiss of Baton Rouge, Bryan Del-
champs of Mandeville, Kelly Beard of Houston, Tx., 
Emily Nickens of Ponchatoula, and Sara Perrilloux 
of Hammond.
 
Ochoa Appointed To 
Endowed Chair

 
Dr. Steve Nelson, Dean of the School of Medicine 
at LSU Health Sciences Center New Orleans, has 
appointed Augusto Ochoa, MD, Director of the 
LSUHSC Stanley S. Scott Cancer Center, as the 
recipient of the Al Copeland/Cancer Crusaders 
Chair in Neuroendocrine Cancer. The $1 million 
endowed chair is funded by support from the Al 
Copeland Foundation and the Cancer Crusaders, 
which was competitively matched with funds from 
the Louisiana Board of Regents Endowed Chairs 
for Eminent Scholars Program.

Dr. Ochoa earned his MD from the Universidad 
de Antioquia in Colombia in 1982. That year, he 
started a postdoctoral fellowship at the Immu-
nobiology Research Center at the University of 
Minnesota in Minneapolis, where he became an 
Assistant Professor in 1986. He served as Head of 
the Immunotherapy Laboratory for the National 
Cancer Institute (NCI) from 1989 to 1996 and 
Head of the NCI Signal Transduction Laboratory 
from 1996 to 1997 where he designed and led 

several clinical trials using 
the patient’s own immune 
system to treat cancer.  At 
LSU Health Sciences Cen-
ter New Orleans, Dr. Ochoa 
started and leads the can-
cer immunology program 
. He is also a professor of 
Pediatrics and an adjunct associate professor of 
Biochemistry. 

Dr. Ochoa was also recently selected as one 
of ten recipients nationally of the 2013 National 
Institutes of Health Transformative Research 
Award. The award comes with a $2.5 million 
grant over five years to LSUHSC to support the 
development of new treatments for severe 
viral diseases, including herpes infections, pan-
demic influenza, and cancers caused viruses, by 
manipulating how the immune system responds 
to severe viral and inflammatory infections. 

Surgeons Named To Best 
Doctors in America® List

 
Frank DellaCroce, MD, FACS; Scott Sullivan, MD, 
FACS; and Christopher Trahan, MD of the Center 
for Restorative Breast Surgery and St. Charles Sur-
gical Hospital, have been named to the list of Best 
Doctors in America® for 2013.  

Selections to the list are based on surveys of 
more than 53,000 medical experts in over 450 
specialties and subspecialties worldwide; phy-
sicians cannot pay to be included on the list 
and they are not paid for their input. The only 
way to be recognized as one of the Best Doc-
tors in America® is for a doctor to earn high 
marks for clinical ability from his or her peers.  

Hebert Joins LSUHSC Faculty
 

Dr. Steve Nelson, Dean of the School of Medicine 
at LSU Health Sciences Center New Orleans, has 

appointed Dr. Corey Hebert as an Assistant Pro-
fessor of Pediatrics. Dr. Hebert is the Chief Execu-
tive Officer of Community Health TV, which is the 
parent company of BlackHealthTV.com, a source 
for African American health information on the 
web. He also hosts a weekly radio talk show on 
the Cumulus Broadcasting Network called “Doc-
tor For The People,” during which he answers 
health questions live on the air from people 
throughout the New Orleans metro area and 
across the country for those who hear his show 
simulcast on the Internet.

Anniversary of Hero Allograft 
Celebrated in NO

 
Spinal Elements, an innovative spine technol-
ogy company, officially celebrated the one-year 
anniversary of its Hero Allograft Launch at this 
year’s North American Spine Society (NASS) con-
vention in New Orleans. The company hosted a 
celebration at the New Orleans House of Blues 
to announce that an estimated $250,000 for chil-
dren’s charities will have been raised for from its 
Hero Allograft sales by the end of 2013. 
A check presentation of $23,000 was presented 

that night to the local Make-A-Wish chapter, and 
granted in honor of Dr. Mike Leahy, one of the first 
surgeons in the U.S. to participate in Spinal Ele-
ments “Pledge to Be a Hero” program. Dr. Leahy 
uses Hero allograft exclusively and is largely 
responsible for the program’s success to date. 

Spinal Elements launched its national “Pledge 
to Be a Hero” program last year, which offers 

North oaks Dietetic Interns include: (seated, from left) emily Nickens, Kelly Beard, 
amanda Hotchkiss, (standing from left) sara Perrilloux, ashley Braud and Bryan 

Delchamps. ashley Braud, emily Nickens and sara Perrilloux graduated from louisiana 
state University in Baton rouge; Kelly Beard graduated from louisiana tech in ruston; 
Bryan Delchamps graduated from Johnson and wales University in Providence, rI; and 

amanda Hotchkiss graduated from the University of minnesota—twin Cities campus.
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surgeons and hospitals across the country the 
opportunity to pledge to use only allograft tis-
sue from companies that do not profit from the 
transfer of that tissue whenever clinically feasible. 
Allograft is human tissue that is obtained by way 
of an authorized gift of a donor and/or their fam-
ily, and can then be turned into scores of medical 
products. Every year, 1.5 million of these products 
are given to American patients. 

Although many companies earn significant prof-
its from the sale of allograft, Spinal Elements has 
chosen to donate all profits from the sale of its 
Hero allograft to charities benefiting children with 
life-threatening medical conditions, such as the 
Make-A-Wish Foundation and St. Jude Children’s 
Research Hospital. Hero was launched last year at 
the North American Spine Society (NASS) conven-
tion in Dallas.

Psych Internship Program 
Earns Top Marks

 
The Louisiana School Psychology Internship Con-
sortium Program at the LSU Health Sciences Cen-
ter New Orleans School of Allied Health Profes-
sions’ Human Development Center has earned 
re-accreditation from the American Psychological 
Association (APA). The APA approved the program 
for an additional seven years – the highest accredi-
tation the APA awards.

The Louisiana School Psychology Internship 
Consortium was born in 1990 out of a need in local 
public schools for mental health services, notes W. 
Alan Coulter, PhD, at the LSUHSC Human Develop-
ment Center. “Louisiana schools were chronically 
short-handed of school psychologists, a profes-
sion in short supply throughout the country. So, 
the LSUHSC Human Development Center initiated 
a partnership with the Louisiana Department of 
Education and area school districts to recruit 
highly trained interns in the hopes that many 
would stay longer than just the year required for 
completion of the internship.” 
School psychology interns work under intensive 

supervision for a year in local schools polishing 

their skills serving students and their teachers 
and families. Interns are involved in school reform 
and mental health activities and provide consul-
tation and professional learning activities. The 
LSUHSC Human Development Center considers 
these training activities as central to its mission 
of improving results and the quality of life for indi-
vidual with disabilities. 
 
Powel Named To Endowed 
Chair of Nursing 

 
Dr. Demetrius Porche, Dean of the LSU Health 
Sciences Center New Orleans School of Nursing, 
has appointed Dr. Lorrie L. Powel to the $1 mil-
lion Tenet Health System/Jo Ellen Smith, BSN 
Endowed Chair of Nursing. 

Dr. Powel joined the LSUHSC faculty as an Asso-
ciate Professor of Nursing October 1, 2013, from 
Joint Base San Antonio/San Antonio Military Medi-
cal Center in San Antonio, Texas, where she was a 
Senior Scientist in the Office of the Chief Scientist 
and the Division of Nursing Research.      
Dr. Powel’s work has  focused on  improving 

the emotional adjustment and quality of life for 
cancer survivors. She has conducted research 
on behavioral interventions aimed at helping 
men with prostate cancer make informed deci-
sions about treatment, learn what to expect, and 
how to manage treatment-related outcomes. 
Recently, Dr. Powel has begun to examine the 
association of language disparities, ethnicity 
and culture, and healthcare literacy on cancer 
treatment decision making and survivors. Her 
research in survivorship following prostate can-
cer diagnosis and treatment offers the frame-
work upon which to build further research and 

health policy to improve the lives of individuals 
with cancer.

Dr. Powel received her undergraduate degree 
from Salve Regina College, Master’s degree from 
Boston University, and PhD from the University 
of Maryland. She completed postdoctoral work 
at Boston University School of Public Health, the 
Center for Health Quality, Outcomes & Economic 
Research, Edith Nourse Rogers Memorial Veter-
ans Hospital, Bedford, MA, and the NIH Office 
of Behavioral and Social Sciences Research. 

Benjamin Named Endowed 
Chair At Xavier 

 
The 18th Surgeon General of the United States 
(2009-2013) Regina Benjamin, MD, MBA, has been 
named as the first NOLA.com/Times Picayune 
Endowed Chair in Public Health Sciences at Xavier 
University of Louisiana.

Dr. Benjamin is a long-time champion of the 
power of prevention. As Surgeon General, she 
lead the U.S. Public Health Service and chaired 
President Obama’s National Prevention Council, 
which released the first-ever National Prevention 
Strategy– a road map for a healthy and fit nation. 
She oversaw its implementation throughout the 
federal government.

Dr. Benjamin’s role will include reviewing curric-
ulum and cementing Xavier’s position as an inter-
national thought center on public health. Working 
closely with Xavier’s School of Pharmacy, Arts and 
Sciences, and Center for Health and Health Dispar-
ities Research, Dr. Benjamin will help develop the 
new Department of Public Health Sciences, teach 
classes, and coordinate national and international 
conferences in New Orleans.

spinal elements announces $250,000 
raised for children’s charities.

s
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Saints & Pelicans Promote 
Tobacco-Free Living

 
The Louisiana Campaign for Tobacco-Free Living 
(TFL) is partnering with the New Orleans Saints 
and Pelicans to promote smoke-free environments 
and the importance of protection for all Louisian-
ans against secondhand smoke. Several players 
will help spread the message of the importance 
of being tobacco-free and why they choose to do 
so through various PSAs and other promotional 
efforts. Both the Saints and Pelicans have commit-
ted to making their respective practice facilities, as 
well as the business offices, smoke-free.

This collaboration with both organizations 
comes at a critical time for Louisiana. The state as 
a whole is making strides in public health; however 
it consistently trails in health reports. Currently, 
Louisiana is ranked 49th out of 50 states according 
to United Health Foundation’s America’s Health 
Rankings for the worst overall state health due to 

high rates of cardiovascular and cancer deaths, as 
well as diabetes and obesity. Additionally, the Sur-
geon General’s 2012 Report: Preventing Tobacco 
Use Among Youth and Young Adults, indicated 
that social norms influence young people to try 
tobacco products. Through this partnership, TFL 
and the Saints and Pelicans will work to promote 
a healthier, smoke-free state.

For more information about TFL visit www.lets-
betotallyclear.org.

Lupo Named a Castle 
Connolly Top Doctor® 

 
Mary P. Lupo, MD, board certified dermatologist 
and clinical professor of dermatology at Tulane 
University School of Medicine, has been named 
one of Castle Connolly’s Top Doctors® for the New 
Orleans region in 2013.  

Dr. Lupo was nominated by board certified peers. 
Honorees are selected by the Castle Connolly 

physician-led research team 
based on criteria includ-
ing their medical educa-
tion, training, hospital 
appointments, disciplin-
ary histories and more.

Dr. Lupo is an internation-
ally recognized expert in non-
surgical  skin  rejuvenation. After  receiving her 
medical degree from Tulane University School 
of Medicine, she founded Tulane’s residents’ cos-
metic clinic during her second year of residency. 
In 1984, Dr. Lupo opened the Lupo Center for Aes-
thetic and General Dermatology.

Diagnostic Imaging Launches 
New Prostate MRI 

 
Diagnostic Imaging Services announced it has 
incorporated a new cutting-edge prostate digital 
imaging system with a leading-edge 3 Tesla (3T) 
magnetic resonance imaging (MRI) system at its 
freestanding independent outpatient imaging 
center in Metairie. Through the Invivo DynaCAD 
digital imaging system, Diagnostic Imaging Ser-
vices (DIS) now incorporates advanced image 
analysis technology for prostate MRI examina-
tions that give physicians and radiologists more 
information to aid in diagnostic assessment of 
the prostate gland. 

DynaCAD produces vivid images that are gener-
ated by the movement of a contrast agent through 
the prostate over time. The software “lights up” 
areas of the prostate that have abnormal blood 
flow, which can be caused by leaky blood vessels 
that are typically found in cancer. 

MRI is an emerging tool for early detection of 
prostate cancer and other prostate-related condi-
tions. Through the use of radio frequency waves, 
detailed cross-sectional images of the prostate 
and surrounding tissues are created. DynaCAD 
is utilized in post exam processing to develop 
images that may show specific, suspicious areas 
within the prostate. n

members of the New orleans Pelicans (top) and New 
orleans saints (bottom) announce partnerships 
with louisiana Campaign for tobacco-free living.
s
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The NQS, developed in 2011 by the U.S. 
Department of Health and Human Ser-
vices (HHS) as part of the Affordable Care 
Act (ACA), sets priorities to guide efforts 
to increase access to high-quality, afford-
able health care for Americans. The three-
pronged approach established by the NQS 
focuses on improving the overall quality of 

care, supporting resources that improve 
health at the community level, and re-

ducing health care costs.
The strategy highlights six pri-

orities to achieve these aims: 
safer delivery of care; engaging 

patients in their care; promot-
ing care coordination; uti-

lizing the most effective 
practices for the leading 

Louisiana has consistently ranked among 
the lowest in the nation in terms of health 
care quality and health outcomes and 
among the highest in per capita health costs. 
However, by developing a framework that 
meets the challenges specific to care quality, 
health outcomes, and health care costs, 
Louisiana is making strategic health care 
improvements that align with the priorities 
set by the National Quality Strategy (NQS). 

causes of mortality; establishing commu-
nity-level resources to enable healthy living; 
and making quality care more affordable for 
individuals, families, employers, and gov-
ernments by establishing new health care 
delivery models.

The Louisiana Health Care Quality Fo-
rum, as part of its focus on quality improve-
ment, is working to build an infrastructure 
founded in health information technology 
(IT) and the patient-centered medical home 
(PCMH) model of care to address these pri-
orities for the state, says Marcia Blanchard, 
Vice-President of Operations.

“The Quality Forum’s approach has been 
to use the National Quality Strategy aims 
and priorities, as they complement the 
Triple Aim, as a platform for our organiza-
tional goals for improving the state’s health 
care system,” says Blanchard. “The Quality 
Forum’s transformational priorities are in-
creasingly focused on the development of 
best practices for the utilization of technol-
ogy and data to achieve improvements and 
reduce costs across the continuum of care.”

She notes that the state is working to 
align measures to collect data, measure 
improvement, and enhance public report-
ing. In addition, she says, Louisiana is mak-
ing significant progress in efforts to share 
appropriate data with clinicians who are 
undertaking quality improvement efforts 
and with consumers making care decisions.

“The Quality Forum is making key invest-
ments in the development and delivery of 
comprehensive analytics as a platform for 
quality improvement programs,” she ex-
plains. “In our current evolving health care 
environment, there is a growing emphasis 
on trusted and actionable data as a driver 
for true improvements across health care 
systems. The assembly and organization of 
this data can be leveraged to identify and 
address the issues our state faces in terms 
of health care delivery and health outcomes 
while reversing the trend of rising costs.”

Quality Investments  
In Louisiana’s Health:  
Supporting the National 
Quality Strategy

QUALITY I Cindy Munn
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of care to empower patients with the infor-
mation necessary to make informed deci-
sions about their health is another valuable 
quality initiative in Louisiana, says Bobbie 
LeBlanc, PCMH Program Manager.

“PCMH extends well beyond the walls 
of a doctor’s office. It is about arming the 
patient and the patient’s family with access 
to community-level resources, a person-
alized health care team, and preventative 
care. To achieve lasting improvements in 
health outcomes, patients must have effec-
tive communication with their providers 
and patient-centered coordination of care,” 
LeBlanc says. “The patients should always 
be the most important people in health care, 
and the PCMH model ensures that they are.”

As the nation moves forward with the im-
plementation of the ACA, says Blanchard, 
the spotlight on quality improvement in 
health care will shine even brighter. By 
making strategic investments in data-driv-
en care delivery improvements, health IT, 
and patient-centered care models, Louisi-
ana is well-positioned to accomplish lasting 
change in care quality, health outcomes, and 
costs for its residents, she says.

“Since the passage of the Affordable Care 
Act, the emphasis on quality has increased 
exponentially,” Blanchard says. “Through 
designed coordination of its initiatives, the 
Quality Forum is following the National 
Quality Strategy guidelines to implement 
evidence-based practices that will meet the 
long-standing health care challenges faced 
by Louisiana.” n 

The Quality Forum, in collaboration with 
health care stakeholders across the state, 
is focusing on the development of value-
based services such as emergency depart-
ment utilization, population health manage-
ment, quality measurement reporting, pre-
dictive analytics, and point of care decision 
support through the Louisiana Health In-
formation Exchange (LaHIE), according to 
Brian Richmond, Chief Technology Officer. 
These services are still in development and 
pilot phases, but when complete, they will 
enable health care providers and hospitals 
to capitalize on data assets, he notes.

“For example, patient readmission rates 
are among the biggest cost drivers for hos-
pitals, and it’s an issue that has been tar-
geted for improvement under health care 
reform,” Richmond explains. “Through 
predictive analytics, a hospital can review 
the medical history and previous treatment 
processes of a readmitted patient and iden-
tify the areas in which improvements can 
be made, and the end result will be reduced 
costs for the hospital and improved out-
comes for the patient.” 

Blanchard adds, “Managing this kind of 
complex data can be a daunting challenge 
for providers and hospitals. By developing 
these analytics services and making them 
available through LaHIE, we are improv-
ing the workflow of these providers and en-
hancing the quality and safety of the care 
they provide while reducing negative health 
outcomes and health care costs for the resi-
dents of the state.”

The state’s use of health IT is another facet 
of its multi-prong approach to the NQS, ac-
cording to Nadine Robin, Health IT Program 
Manager for the Quality Forum. As Louisi-
ana’s only Regional Extension Center (REC), 
the Louisiana Health Information Technol-
ogy (LHIT) Resource Center has helped to 
spur electronic health record (EHR) adop-
tion among the state’s health care provid-
ers and hospitals. This technology, a critical 

component of the NQS, enables health care 
providers and facilities to more accurately 
track patients’ progress across the contin-
uum of care, she says.

“Multiple studies have shown that ex-
tremely high percentages of doctors and 
hospitals that have implemented EHRs are 
reporting better patient care and improved 
clinical practices,” Robin notes. “For these 
providers, it’s not just about reducing costs–
although EHRs are designed to do that, too– 
it’s about providing better health outcomes 
for their patients.”

Not only are EHRs designed to improve 
health outcomes for patients, they may also 
contribute to reduced costs by eliminating 
the need for redundant medical procedures 
and tests for patients and by reducing the 
administrative burden on clinical staff, 
Robin adds. 

“But perhaps the most important value 
of EHRs, in terms of the National Quality 
Strategy, is their potential to improve overall 
quality of care for the patient,” Robin con-
tinues. “A patient in a rural hospital can have 
his or her critical test results reviewed by a 
specialist who is hundreds of miles away. A 
primary care physician can follow-up with 
a patient after a hospital discharge and po-
tentially prevent a readmission. A pharma-
cist can identify a patient’s medicine aller-
gies and prevent a patient from receiving a 
possibly lethal prescription. These are very 
real, very valuable quality improvements 
for patients.”

An increased focus on the PCMH model 

Bobbie LeBlanc
LHCQF, PCMH 
Program Manager

Nadine Robin
LHCQF, LHIT 
Resource Center 
Program Manager

Marcia Blanchard
LHCQF, Director of 
Operations

Brian Richmond
LHCQF, Chief 
Technology Officer
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This old saying has been popular around leg-
islatures everywhere for a couple of centu-
ries, but it now has particular relevance after 
witnessing the activities of Congress this fall. 
I would add, however, that the quote does a 
disservice to sausage-making, which is much 
less disgusting then the performance of our 
elected lawmakers in Washington.

I can’t recall such drama since the Cuban 
Missile Crisis in 1962. How did it happen? As 
usual these days, health reform really makes 
some people crazy and that’s exactly what 
transpired. On October 1st the insurance mar-
ketplaces (aka exchanges) were scheduled to 
go online so that eligible persons could com-
pare and select health insurance plans. But the 
federal website that serves more than half the 
states had unexpected problems, rendering 
enrollment impossible in most states.

We have to remember that the federal gov-
ernment expected most states to take the reins 
in establishing the exchanges, but instead 36 

out of 50 states decided to let the feds do it 
all. In Louisiana, the Department of Insur-
ance expressed its willingness to take on the 
task of building a statewide exchange until the 
governor announced his opposition. To no-
body’s surprise, most states that constructed 
their own site find that it works better than 
the federal website, which turned out to be 
a huge fiasco.

Even so, there is still no excuse for Health-
Care.gov to have failed like it did. If ACA imple-
mentation follows the pattern of the exchange 
debacle, the Tea Party won’t have to lift a fin-
ger to get rid of ObamaCare.

Keep in mind that all this heated rhetoric 
stems from a federal law that was passed by 
Congress in 2010 and has been found to be 
constitutional by the U.S. Supreme Court. 
It’s hard to believe that something like 40 
House members (out of 435) can threaten 
to bring down the government in order to 
make their point. 

Complexity of U.S. Healthcare 
Recent policy columns have dealt with sys-
temic problems that drive up the cost of the 
U.S. healthcare system. Readers may remem-
ber the following list of excess costs estimated 
by the Institute of Medicine for a single year, 
2009: unnecessary services, $210 billion; inef-
ficiently delivered services, $130 billion; excess 

Congressional Effort to Derail ObamaCare 
Threatens World Economy

pOliCy I David W. Hood

“There are two things you don’t want to 
watch being made: laws and sausages.”  

administrative costs, $190 billion; prices that 
are too high, $105 billion; missed prevention 
opportunities, $55 billion; and fraud, $75 bil-
lion. The tab totals $765 billion for just one 
year. But it mounts up: over a 10-year span 
the total (not counting inflation) would be $7.7 
trillion, almost half of the national debt. Here’s 
how the IOM report describes the enormity 
of the problem for a single year of healthcare 
overspending:  

At this level, unnecessary health care costs and 
waste exceed the 2009 budget for the Depart-
ment of Defense by more than $100 billion (OMB, 
2010). Health care waste also amounts to more 
than 1.5 times the nation’s total infrastructure 
investment in 2004, including roads, railroads, 
aviation, drinking water, telecommunications, 
and other structures. To put these estimates in 
the context of health care expenditures, the es-
timated redirected funds could provide health 
insurance coverage for more than 150 million 
workers (including both employer and employee 
contributions), which exceeds the 2009 civilian 
labor force. And the total projected amounts could 
pay the salaries of all of the nation’s first response 
personnel, including firefighters, police officers, 
and emergency medical technicians, for more 
than 12 years.

According to latest Congressional Budget 
Office estimates, the coverage provisions 
of the Affordable Care Act over the next ten 
years will total $1.3 trillion. Therefore, redi-
recting just a fraction of the excess costs listed 
above could easily finance the annual amount 
needed to cover the uninsured (no new taxes 
needed, thank you). So, whatever else we do, 
let’s make sure we reduce as much of that 
waste as we can. But part of the problem is 
that the Affordable Care Act is missing global 

– Origin DiSpUTED
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each criterion and the scores were weighted and 
summed to obtain their efficiency scores. Rela-
tive cost is health cost per capita as a percentage 
of GDP per capita. Absolute cost is total health 
expenditure, which covers preventive and curative 
health services, family planning, nutrition activi-
ties and emergency aid. Included were countries 
with populations of at least five million, GDP per 
capita of at least $5,000 and life expectancy of 
at least 70 years.

The U.S. ranking of 46th would not be so 
hard to take were it not for the fact that higher 
grades were earned by the likes of Ecuador 
(20), Cuba (28), Peru (35), Turkey (44), and Iran 
(45). How did the U.S., the epitome of market-
driven economics, rank so low in efficiency? 

Perhaps a better question would be “how 
did the top 10 nations manage to be so effi-
cient?” All of them are prosperous democra-
cies with market economies and they operate 
health systems that are modern, high quality, 
and well regarded. Operation of their health-
care systems is as diverse as their societies, 
but they all have one thing in common: the 
government plays a major role in regulation 
of the system, including pricing of services, 
safety, quality, and coverage. In some nations, 
but not all, the government owns and operates 
hospitals and other services.

Hong Kong (1) and Singapore (2) prac-
tice capitalist theory to the max, but spend 
much less than the U.S. (Hong Kong spends 
only $1,409 per capita on healthcare, which is 
merely 16% of U.S. spending.) 

Here in the U.S. we often hear that a “free-
market” healthcare system without govern-
ment intervention would reduce costs, im-
prove quality, and assure access to care. But 
the most successful systems (low cost, high 
quality, and universal coverage) tell us that 
government has a role to play. For the last 30 
years, healthcare costs have skyrocketed while 
the ranks of the uninsured have increased. It’s 
time to make a change for the better. n

budgeting mechanisms, such as an insurance 
premium growth cap. Instead the ACA retains 
all the complexity of the current system with 
few tools to rein in excessive spending.

Another voice that should be widely heard 
on this subject is Paul Starr, professor of public 
affairs at Princeton University. A recent article 
by Starr appeared in the St. Louis University 
Journal of Health Law and Policy titled “Law 
and the Fog of Healthcare: Complexity and 
Uncertainty in the Struggle Over Health Pol-
icy” (February 2013). 

In this article, Starr focuses on the problem 
of healthcare overspending but directs atten-
tion to what he calls the “fog of healthcare,” 
the element of complexity that can’t be mea-
sured as a cost but serves to conceal other 
components of our very expensive system. 
Non-transparent pricing of medical services 
is an example. Here are some of his thoughts:

Compared to systems in the other major democ-
racies, the American healthcare system stands out 
not only for its cost and inequities, but also for its 
extraordinary complexity. That complexity—and 
the fog of uncertainty it creates for everyone in-
volved in healthcare—is more than a nuisance; 
it is a problem with wide repercussions that de-
serve more analytical attention than it has thus 
far received.

The United States worked its way into this fog 
step by step. Instead of enacting a comprehensive 
system of healthcare finance, as did the other rich 
democracies of the world, Congress created dif-
ferent programs for different groups—veterans, the 
employed, the elderly, some of the poor. Each of 
these programs was based on its own distinctive 
principles, which run the gamut of the public-pri-
vate spectrum. For veterans, there was a federally 
owned and operated health system; for seniors, a 
federal insurance plan with private supplemen-
tal insurance; for the categorically eligible poor, 
a mixed federal-state program; for workers with 
employer-provided coverage, a tax subsidy for 
private insurance. As health costs rose, employers 
and private insurers adopted a myriad of different 

plans and rules in a largely unsuccessful effort to 
keep costs down. For similar reasons, programs 
and rules multiplied in the public sector as well. 
Many of the complexities in those programs stem 
from legislative compromises struck in Congress, 
which were then overlaid with further compro-
mises in later additions and revisions. Private 
markets, federalism, and legislative compromise 
have their virtues, but transparent and stream-
lined arrangements are not necessarily among 
them. Ironically, some of the most highly prized 
features of America’s political economy have 
produced one of the most reviled features of the 
American healthcare economy—its bewildering 
complexity. 

Starr presents an accurate picture of U.S. 
healthcare, a view which—like the weather—is 
familiar to all of us yet rarely questioned. We 
accept complexity and all of the difficulties 
(and dangers) it imposes on those who need 
medical care, as well as those who provide it. 
Those of us who support the Affordable Care 
Act must realize that it is a complex solution 
for complex problems. The result may not be 
as trouble-free as we expected.

Bloomberg Surveys national 
Healthcare Systems by 
Efficiency – U.S. ranks 46th

U.S. healthcare takes another hit with a 
global comparison that evaluates nations in 
terms of how efficiently they deliver a wide 
range of services and at what cost. 

Bloomberg, the company that owns Busi-
ness Week magazine, has a data division that 
churns out comparisons on numerous sub-
jects, including global health care. One that 
caught my eye recently was “Countries With 
Most Efficient Healthcare.” Bloomberg sur-
veyed 48 countries, not all as wealthy as the 
U.S. and European countries, but selected ac-
cording to criteria as explained below:

Each country was ranked on three criteria: life 
expectancy (weighted 60%), relative per capita 
cost of health care (30%); and absolute per capita 
cost of health care (10%). Countries were scored on 
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LHA Launches Geaux Lite
 

In October, the Louisiana Hospital Association 
launched Geaux Lite Louisiana, an initiative to 
address the state’s challenge with obesity and 
help Louisianians lose 200 tons statewide. The 
goal is to enlist teams from 100 hospitals in a 
friendly, fun, weight loss competition that will run 
from Oct 1st to April 1, 2014. Teams may be made 
up of staff, family members, individuals, and com-
munity partners. Prizes will be offered through 
the LHA Research & Education Foundation.

Ochsner Pediatric 
Echocardiography Accredited

 
Ochsner Medical Center for Children has received 
a three-year accreditation in Pediatric Transtho-
racic, Pediatric Transesophageal, and Fetal Echo-
cardiography by the Intersocietal Accreditation 
Commission (IAC). Ochsner for Children underwent 
a thorough review of its operational and technical 
components by a panel of experts. The IAC grants 
accreditation to facilities that are found to provide 
quality patient care, in compliance with national 
standards through a comprehensive application 
process and detailed case review. 

Ochsner is the only IAC Pediatric Tranesopha-
geal accredited lab and one of two Transthoracic 
and Fetal accredited labs in Louisiana.

IAC accreditation is a “seal of approval” that 
patients can rely on as an indication that the facil-
ity has been carefully critiqued on all aspects of 
its operations considered relevant by medical 
experts in the field of Echocardiography.  
 
Lakeview Nurses Recognized

 
This past summer, nearly 100 nurses attended the 
Louisiana Emergency Nurse Association Confer-
ence in Baton Rouge. Lakeview Regional Medical 
Center announced it had three employees walk 
away with two awards and two scholarships 
awarded by their peers and the Louisiana Coun-
cil of Emergency Nurses for their dedication and 
commitment to emergency nursing.

Angelica Brookshire, RN received the Injury Pre-
vention Advocate Award—This award honors an 

active ENA Injury Prevention volunteer who has 
served as a leader in the development and pro-
motion of injury prevention programs in Louisi-
ana. Brookshire also applied for and was awarded 
the Keith Richard Emergency Nurse Advanced 
Nursing Practice Scholarship valued $500.00. She 
is presently enrolled at Southeastern University in 
the RN-BSN program. Her dream is to become a 
Clinical Nurse Specialist with the focus on emer-
gency nursing. 

John Becklehimer, RN received the Patient 
Champion Award—This award honors an emer-
gency department nurse who advocates actively 
for patients and their families and inspires other 
team members to inform, educate, and advocate 
for “Safe Practice, Safe Care” 

Sierra Stewart, PCT received the Shay Ives 
Student Nurse Award valued $250.00—Stewart 
is an LSU student nurse. She has worked as an 
ER Tech for the past year between Lakeview and 
Tulane EDs. 

St. Charles Cardiac Rehab 
Program Certified

 
St. Charles Parish Hospital recently announced 
the certification of its Cardiovascular Rehabili-
tation program by the American Association of 
Cardiovascular and Pulmonary Rehabilitation 
(AACVPR). St. Charles Parish Hospital was recog-
nized for its commitment to improving the quality 
of life by enhancing standards of care, making St. 
Charles Parish Hospital the only hospital in the 
River Parishes to hold this certification.

Cardiovascular rehabilitation programs are 
designed to help people with cardiovascular 
problems (e.g., heart attacks, coronary artery 
bypass graft surgery) recover faster and improve 
their quality of life. The program includes exer-
cise, education, counseling, and support for 
patients and their families.

The St. Charles Parish Hospital Cardiovascular 
Rehabilitation program participated in an applica-
tion process that requires extensive documenta-
tion of the program’s practices. AACVPR Program 
Certification is the only peer-review accreditation 
process designed to review individual programs for 
adherence to standards and guidelines developed 

and published by AACVPR and other professional 
societies. Each program is reviewed by the AACVPR 
Program Certification Committee and Certifica-
tion is awarded by the AACVPR Board of Directors. 

AACVPR Program Certification is valid for three 
years.

Ochsner One of 35 Selected 
for National Initiative

 
Ochsner Clinic Foundation is one of 35 medical 
centers nationwide selected to participate in 
National Initiative IV: Achieving Mastery of CLER, 
sponsored by the Alliance of Independent Aca-
demic Medical Centers (AIAMC), a national mem-
bership organization based in Chicago, Illinois. 
Ochsner’s selection was based upon its demon-
strated leadership in using medical education 
as a key driver to improve the quality of patient 
care and its strong commitment to mastering the 
new Clinical Learning Environment Review (CLER) 
process required by the Accreditation Council for 
Graduate Medical Education.

The AIAMC National Initiative is a national and 
multi-institutional effort that specifically focuses 
on aligning medical education with hospital qual-
ity and safety strategies. 

Ochsner has been a participant in each of the 
three previous National Initiatives dating back 
to the first that launched in fall 2007. “Through 
these 18-month-long initiatives, we have rapidly 
learned to value the role that residents play in 
advancing common institutional goals aligned 
around quality patient care and safety,” said Ron-
ald Amedee, MD, Ochsner’s Designated Institu-
tional Official and Chair of the Department of Oto-
laryngology – Head and Neck Surgery. Each year, 
341 residents train at Ochsner.

For its National Initiative IV project, Ochsner 
will focus on improving transitions of care: the 
critical process of transitioning patients from one 
care provider to another, from one department to 
another, and from one shift to another. Ochsner’s 
multidisciplinary approach will not only enhance 
the training and learning opportunities of its 
medical faculty, but will also engage the next 
generation of physicians in an important quality 
and patient safety initiative. A leadership team 
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from Ochsner will collaborate with select hospi-
tals across the United States through attendance 
at four onsite meetings, as well as participation 
in monthly conference calls and webinars during 
the 18-month duration of the National Initiative.

For more information about the AIAMC and its 
National Initiative, visit www.aiamc.org.

Marquette Joins Local 
Cancer Center 

 
Mary Bird Perkins Can-
cer Center at St. Tam-
many Parish Hospi-
tal announced the 
addition of medical 
oncologist Carrie Mar-
quette, MD to its staff. 
Dr. Marquette will be work-
ing with Dr. Jack Saux and James Carinder, DO, 
FACP of Northshore Oncology Associates. 

Dr. Marquette received her medical degree from 
University of Wisconsin School of Medicine and 
Public Health, and completed her residency and 
fellowship in Hematology and Oncology at the 
University of Alabama. 

Ochsner Installs Leading 
PET/CT Scanners 

 
As part of its continued fight against cancer, Och-
sner Health System has installed two GE Health-
care PET/CT scanners that have the ability to 

detect lesions at the molecular level. GE Health-
care’s Discovery* PET/CT 610, the most sensitive 
scanner commercially available, was installed at 
Ochsner Medical Center and a mobile Discovery* 
STE with the ability to be transported back and 
forth between hospitals will be located between 
the Ochsner Medical Centers on the West Bank, 
North Shore and in Kenner and Baton Rouge.  

A PET/CT system allows physicians to obtain 
both PET and CT images that would otherwise 
take two scanners to accomplish and likely more 
time.  A PET image shows the physician how the 
body is functioning and the CT image shows the 
physician the body’s anatomic structure. When 
combined into a PET/CT image, the patient’s com-
plete picture is revealed.  

Sensitivity is one of GE Healthcare’s critical 
foundations of PET imaging, and Ochsner’s new 
Discovery PET/CT 610’s double-digit sensitivity 
measurement means that it is designed to col-
lect the greatest amount of information from 
the patient to deliver fast and detailed scans at 
low dose. The Discovery PET/CT also includes 
ASiR*, which helps improve patient care by low-
ering CT dose without compromising diagnostic 
image quality.

The Discovery STE is mobile, giving it the ability 
to be transported between hospital locations in 
the region.  This mobile solution expands access 
of this remarkable cancer imaging technology to 
more patients and communities in the Greater 
New Orleans and Baton Rouge areas than ever 
before.

SMH Volunteers Award 
Scholarships 

 
For more than 27 years, Slidell Memorial Hospital 
Volunteers have worked year-round, holding bake 
sales, book sales, and jewelry sales that fund an 
annual scholarship program to help outstanding 
local students enrolled in a medical program at 
an accredited university or college.

This year, the volunteers awarded five $1,000 
scholarships. The five chosen students were 
selected from 21 scholarship applicants, accord-
ing to SMH Volunteer Coordinator Laurie Manley.

The recipients are: 
•  Sharon Gandy, of Lacombe, who is planning 

to be a registered nurse and attends Charity 
School of Nursing at Delgado.
•  Kelly Ponthier, of Pearl River, who is plan-

ning to be a registered nurse and attends Nich-
olls State University.
•  Kelly Scott, of Slidell, who is Pre-Med and 

attends the University of Southern Mississippi.
•  Melissa Pitts, of Pearl River, who is an SMH 

employee and is enrolled in the LSU Health Sci-
ences Center, studying to become a family nurse 
practitioner.
•  Rebecca Lynn Winters, of Slidell, who  is a 

former SMH Junior Volunteer and the daughter 
of SMH employees Barry and Suzi Winters. She 
is enrolled in the University of Southern Missis-
sippi’s Nursing program, studying to become a 
registered nurse.

SMH Volunteer James Comeaux chaired the 
scholarship committee this year. The committee 
also included SMH Volunteers Bob Facio, Bea Kan 
and Donna Richard. Slidell Memorial 

Dermatologist Joins Ochsner
 

Ochsner Medical Center has welcomed derma-
tologist, Dr. Lauren Ploch, to its staff. Dr. Ploch 
will be practicing at Ochsner Medical Center, 

pictured at a reception to honor smH scholarship 
recipients are (from left) melissa pitts, rebecca 
winters, smH Chief executive officer bill davis, 
Kelly scott, Kelly ponthier, and sharon Gandy.
s
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Dermatology Clinic, 11th floor, 1514 Jefferson 
Highway, New Orleans and will be available for 
same day appointments.  

Dr. Ploch earned her Bachelor of Science and 
Master of Education degrees at Vanderbilt Univer-
sity in Nashville, Tenn. She received her medical 
degree and completed her residency in Dermatol-
ogy at Tulane School of Medicine in New Orleans. 
She is board-eligible in dermatology.

St. Charles Surgical Hospital 
Receives National Nod

 
The American College of Surgeons National Surgi-
cal Quality Improvement Program (ACS NSQIP®) 
has recognized St. Charles Surgical Hospital as 
one of 37 ACS NSQIP participating hospitals that 
have achieved meritorious outcomes for surgi-
cal patient care. As a participant in ACS NSQIP, St. 
Charles Surgical Hospital is required to track the 
outcomes of inpatient and outpatient surgical pro-
cedures and collect data that directs patient safety 
and the quality of surgical care improvements. 

The ACS NSQIP recognition program commends 
a select group of hospitals for achieving merito-
rious outcome performances related to patient 
management in nine clinical areas: mortality, 
unplanned intubation, ventilator > 48 hours, 
renal failure, DVT (deep vein thrombosis, throm-
bophlebitis and pulmonary embolism); cardiac 
incidents (cardiac arrest and myocardial infarc-
tion); respiratory (pneumonia); SSI (surgical site 
infections-superficial and deep incisional and 
organ-space SSIs); and urinary tract infection. St. 
Charles Surgical Hospital achieved the distinc-
tion based on its outstanding composite quality 
score in the nine areas listed above. Risk-adjusted 
data from the July 2013 ACS NSQIP Semiannual 
Report, which presents data from the 2012 calen-
dar year, were used to determine which hospitals 
demonstrated meritorious outcomes

ACS NSQIP is the only nationally validated 
quality improvement program that measures 
and enhances the care of surgical patients. The 
goal of ACS NSQIP is to reduce surgical morbidity 
(infection or illness related to a surgical proce-
dure) and surgical mortality (death related to a 
surgical procedure) and to provide a firm foun-
dation for surgeons to apply what is known as 

the “best scientific evidence” to the practice of 
surgery. Furthermore, when adverse effects from 
surgical procedures are reduced and/or elimi-
nated, a reduction in healthcare costs follows. 
ACS NSQIP is a major program of the American 
College of Surgeons and is currently used in over 
500 hospitals. 

Ochsner Receives Highest 
Nursing Credential

 
Ochsner Medical Center has attained its third Mag-
net® recognition as part of the American Nurses 
Credentialing Center’s (ANCC) Magnet Recognition 
Program®. This voluntary credentialing program 
for hospitals recognizes excellence in nursing. This 
credential is the highest honor an organization can 
receive for professional nursing practice.

Magnet recognition has become the gold stan-
dard for nursing excellence and is taken into con-
sideration when the public judges healthcare 
organizations. In fact, U.S. News & World Report’s 
annual showcase of “America’s Best Hospitals” 
includes Magnet recognition in its ranking criteria 
for quality of inpatient care.

To achieve initial Magnet recognition, organiza-
tions must pass a rigorous and lengthy process 
that demands widespread participation from 
leadership and staff. The process begins with 
the submission of an electronic application, fol-
lowed by written documentation demonstrat-
ing qualitative and quantitative evidence regard-
ing patient care and outcomes. If scores from 
the written documentation fall within a range 
of excellence, an on-site visit will occur to thor-
oughly assess the applicant. After this rigorous 
onsite review process, the Commission on Magnet 
will review the completed appraisal report and 
vote to determine whether Magnet recognition 
will be granted.

An organization seeking to reapply for Magnet 
recognition must provide documented evidence 
of how Magnet concepts, performance, and qual-
ity were sustained and improved over the four-
year period since the hospital received its most 
recent recognition.

In particular, the Magnet model is designed 
to provide a framework for nursing practice, 
research, and measurement of outcomes. 

Through this framework, ANCC can assess appli-
cants across a number of components and 
dimensions to gauge an organization’s nursing 
excellence. The foundation of this model is com-
posed of various elements deemed essential to 
delivering superior patient care. These include 
the quality of nursing leadership and coordina-
tion and collaboration across specialties, as well 
as processes for measuring and improving the 
quality and delivery of care.

Holtman Named HR VP at STPH
 

St. Tammany Parish Hospital announced that 
Jean Holtman has been named the hospital’s 
vice president of human resources.

Previously, Holtman was associate vice presi-
dent of workforce management at Tulane Uni-
versity. Her professional experience also includes 
employment at Boston Children’s Hospital, Tufts-
New England Medical Center, and the Massachu-
setts Institute of Technology.

Holtman is an alumna of Emmanuel College in 
Boston where she received baccalaureate degree 
in economics and mathematics. She received a 
master of business administration from Pepper-
dine University (Houston).
 
North Oaks Helps Explore 
Healthcare Careers 

 
North Oaks Health System and the Boy Scouts of 
America are offering students, ages 14-20, with an 
interest in healthcare as a career, the opportunity 
to join Medical Explorers Post 940.

Post 940 enables high school and college stu-
dents to “explore” at a career fair where many 
types of medical professionals talk about what 
their work is really like. In addition, Medical 
Explorers have the opportunity to observe in 
North Oaks facilities during school holidays.

From leFt lauren ploch, md, joins ochsner medical 
Center staff. jean Holtman named Vice president of 
Human resources at st. tammany parish Hospital.
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Membership is limited, and phone registration 
will be offered on a first-come, first-served basis 
through Wednesday, Nov. 6. For more informa-
tion, call North Oaks Volunteer Services at (985) 
230-6811.

One to Warm the Heart
 

Remember the high school senior awaiting a 
heart transplant who celebrated his graduation at 
Ochsner Medical Center with his former football 
teammates? Well, shortly after that, on May 31, 
Kaylon Marshall received a heart from nineteen-
year-old Christian Nelson, who died from a fall in 
Lafayette. This fall, Christian’s parents, Jenn and 
Hans Nelson had the opportunity to hear their 
son Christian’s heartbeat for the first time since 
his untimely death in May when the two families 
met at Ochsner. 

Shreveport native, Kaylon Marshall was listed 
for a heart transplant in February 2012. Kaylon, a 
football all-star at Calvary Baptist Academy, suf-
fered from dilated cardiomyopathy, a condition 
that eventually took him away from the game 
he loves most. On May 25, 2013, Ochsner held 
a graduation ceremony in honor of Kaylon, not 
knowing when, or if, his transplant would come. 
Just six days later, on May 31, Kaylon received his 
second chance at life from Christian Nelson and 
celebrated his 18th birthday on June 2nd.

Christian was a registered organ donor – a deci-
sion his mom and dad, Hans and Jenn, say was 
no surprise to them because of his generous and 
caring spirit. Christian’s family honored his wishes 
at his bedside at Our Lady of Lourdes Regional 
Medical Center, and as a result, he saved the lives 

of four people awaiting transplant, gave sight to 
two others, and enhanced countless more lives 
through tissue donation. 

St. Tammany Hospital Guild 
Hosts Jewelry Sale

 
The St. Tammany Hospital Guild will host their 
$6 jewelry sale Nov. 7, 7 a.m. to 5 p.m. and Nov. 
8, 7 a.m. to 3 p.m., in the Covington Room of St. 
Tammany Parish Hospital, 1202 S. Tyler St., Cov-
ington. Merchandise will include jewelry, purses, 
scarves, shawls, watches, and other great gift 
items, all priced at $6 plus sales tax. Cash, credit 
card, or check will be accepted for purchases.

Proceeds from the Guild’s jewelry sale fund 
scholarships awarded for the fall and spring 
semesters to STPH staff members pursuing allied 
health and nursing degrees. The scholarships 
support the hospital’s leadership role in assist-
ing employees to further their education, train-
ing and careers at STPH. Employees are able to 
grow professionally and move up the career lad-
der while still working at the hospital. 

The St. Tammany Hospital Guild is an orga-
nization of approximately 115 members who 
donate 25,000 hours each year in twenty hospi-
tal departments. 

Contact Shirley Primes at 985-898-4008 for more 
information about volunteering with the Guild. 

North Oaks Rehabilitation 
Hospital Ranks Among Best

 
For those facing recovery from a traumatic injury, 
the choice of a rehabilitation hospital can mean 

the difference between achieving the highest 
level of recovery–or not. North Oaks Rehabilita-
tion has earned recognition for its excellent track 
record in getting their patients back to the activi-
ties they love.

The Commission on Accreditation of Rehabilita-
tion Facilities (CARF International) has awarded 
the hospital accreditation with no recommenda-
tions for performance improvement. CARF is an 
independent, nonprofit organization that focuses 
on quality of services and accredits nearly 50,000 
programs and services at more than 22,000 loca-
tions. “This is an extraordinary accomplishment. 
Only 3 percent of CARF surveys worldwide result 
in no recommendations,” notes CARF President/
Chief Executive Officer Brian J. Boon, PhD.

CARF also certified the hospital’s Stroke Spe-
cialty Program, making it one of five in Louisiana 
and the only one located along the I-12 corridor.

Survey results recognize North Oaks’ con-
tinuous efforts to improve services, encourage 
feedback from patients and family members, 
and serve the community. CARF accreditation is 
granted through May 2016.

North Oaks patients make greater improve-
ments faster in dressing themselves, walking, 
climbing stairs, toileting, and regaining their 
memory when compared to similar patients 
nationwide, according to the Uniform Data Sys-
tem for Medical Rehabilitation.

For more information on CARF International 
accreditation standards, visit www.carf.org.

LHA gives Safety Star 
Award to SMH 

 
The Louisiana Hospital Association Trust Funds 
announced three hospitals in the state were win-
ners of the “Safety Star Award” for 2013. The only 
New Orleans metro-area hospital earning the 
award was Slidell Memorial Hospital. The Trust 

l-r: Kaylon marshall, heart transplant recipient, 
dr. thomas young, pediatric cardiologist, 
ochsner for Children, and jenn nelson, 
mother of Christian, the organ donor.

s
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Fund created a “Safety Star Award” to recognize 
facilities that have successfully implemented 
ideas or processes that have improved patient 
safety and led to the reduction of general or pro-
fessional liability exposures.

SMH reduced the fall rate in the Inpatient Reha-
bilitation Unit by developing a culture of safety 
among employees, according to HSLI Chief Exec-
utive Officer Cindy Dolan. Through a team effort 
involving employee education, accountability 
and communication, a fall prevention plan was 
designed and its implementation resulted in a 
significantly reduced fall rate that is now lower 
than the national average. The inpatient rehab 
patient safety initiatives led to an 84 percent 
reduction in the number of falls over a 12-month 
period.

At the recent LHA state conference, SMH was 

honored for the accomplishment along with the 
other two hospitals cited: Women’s Hospital in 
Baton Rouge and Opelousas General Hospital 
in Opelousas. SMH Chief Executive Officer Bill 
Davis was present to accept the award on behalf 
of SMH. At a recent meeting of the SMH Board 
of Commissioners, Dolan showed a video on the 
success of the project to the board and discussed 
the importance of such patient safety initiatives.
 
North Oaks Hospice 
Ceremony Honors Patients 

 
Sharing a common bond in love and loss is part 
of the responsibility of North Oaks Hospice, 
patients’ family members and friends were told 
during a Memorial Service to honor those who 
have passed away this year. The Memorial Service 

is a component of the North Oaks Bereavement 
Program, which provides support to family mem-
bers and caregivers for one year following the 
patient’s passing.

More than 200 patients were remembered 
during the ceremony, which included photos, a 
video, and songs by soloist Derick Selders. The 
name of each patient was called as loved ones 
were presented with a keepsake memory tile. Fel-
lowship and refreshments followed the program.

The North Oaks Hospice team of professionals 
focuses on the emotional, physical and spiritual 
needs of the patient and emphasizes the impor-
tance of the patient’s quality of life. North Oaks 
Hospice has ranked in the top one percent of pro-
viders in the nation for patient and family sat-
isfaction for six consecutive years, according to 
Press Gainey independent surveys. 

with the safety star award are (from left) slidell 
memorial Hospital Chief executive officer bill 

davis; Hsli Ceo Cindy dolan; smH Clinical director 
of inpatient rehabilitation Gretchen schott; 

smH inpatient therapy director julia thomas; 
smH occupational therapists fran benigno and 

rosita Henley; smH board of Commissioners 
Chair walter j. “dub” lane; smH registered nurse 

beryl Haslauer; smH risk manager diane surla; 
and smH physical therapist patti Cognevich.

family member and hospice 
nurse warene sheridan (fifth 

from left) holds the memorial 
tile presented in honor of her 

late father, warren Garmeson, 
a hospice patient and north 

oaks volunteer, during the 
annual north oaks Hospice 

memorial service. also pictured 
are Hospice staff (from left) 

bertiel wing, deborah Kirby, 
dexter fields, sister june 

englebrecht, Gloria willie, 
Gayle Cotton and Gobel lynn. 

s

s
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Ochsner COO Named To 
‘Up & Comers’ List

 
Beth Walker, Chief Operating 
Officer of Ochsner Medi-
cal Center, was recently 
named to Modern Health-
care’s 2013 “Up & Com-
ers” list. Only 12 people 
in the country were named 
to this list which honors rising 
young stars in the healthcare management field.

Walker began her career at Ochsner in 2002 as 
an administrative fellow. Over the past 11 years, 
she has served in various roles, from manager of 
internal medicine to vice president of operations 
for women’s and children’s services

Walker is profiled in the September 23, 2013 
issue of Modern Healthcare and on ModernHealth-
care.com. The list features men and women under 
age 40 who have made significant contributions in 
healthcare administration, management or policy.

Ten North Oaks Physicians 
Recognized as “Best Doctors”

 
New Orleans Magazine recognized 10 North Oaks 
Medical Staff physicians as “Best Doctors” in their 
August issue. Those recognized included:

Gynecologist William F. Beacham, MD
Gynecologist William G. Black, MD
Cardio-Thoracic and Peripheral Vascular  

       Surgeon Charles Dicorte, MD
Family Practitioner Michael A. Dunn, MD
Anesthesiologist Richard J. Grisoli, MD
Family Practitioner R. Paul Guilbault, MD
Family Practitioner Ted J. Hudspeth, MD
Hematologist/Oncologist David N. Oubre, MD
Family Practitioner John A. Walker Jr., MD
Pulmonologist Arvind R.Yertha, MD
Honorees are selected by Best Doctors Inc., a 

Boston-based company that surveys and inter-
views peer professionals for New Orleans Maga-
zine. As part of its nationwide survey, Best Doc-
tors interviewed 45,000+ doctors. Physicians were 
asked the same question, “If you or a loved one 
needed a doctor in your specialty and you couldn’t 
administer treatment yourself, to whom would 
you refer them?” n

Forty-Six Ochsner Nurses Named to Great 100 
 

Ochsner Health System announced that a record-breaking 46 Ochsner Registered Nurses 
were named among the 2013 “Great 100 Nurses of Louisiana.”

The Great 100 Nurses of Louisiana Foundation was founded in 1986 as a way to recog-
nize outstanding nurses and their accomplishments and successes. The honorees are 
selected by their peers and patients, based on their achievements in four areas: Clinical/
Community, Administration, Research and Education.

Ochsner’s nursing staff has a history of acknowledgments by the Great 100 Nurses Foun-
dation for their commitment to patient care, including recognition of 152 nurses over the 
past five years. 

ochsner’s 2013 “Great 100 Nurses” include:
Amanda Arthur
Bryan Baker
Janet Barbre
Erin Barry
Walter Black
Susan Blackburn
Sharon Borgstede
Marcia Briseno
Catherine Bueche
Tara Clesi
Eva Cortez
Christy Craven

Tracy Dermody
Julia DiGiovanni
Judyann Dilbert
Tina Dunnington
Dana Duplantis
D’Lane Edward- 
 Alexander
Steve Fava
Christine Ferry
Monique Fleming
Kim Foret
Heather Frught

Nathalie Gilder
Kelly Guidry
Blaine Guthrie
Kathryn Hayden
Ella Kliebert
Hillary Luminais
Janis Lydick
Donna Martin
Elizabeth McElveen
Consuelo Mejia
Debra Moran
Jennifer Moran

Ian Nygren
Carla Odom
Christine “Niki”  
 Peppo
Patricia Phillips
Donna Pitre
Tiffany Richard
Michelle Sigur
Geri Tannehill
Teri Walters
Christa Wilborn
Melanie Williams

The Great 100 Nurses were be honored at a celebration on October 16 at the Pontchar-
train Center in Kenner. For more information, please visit http://www.g100nurses.org/.

New Leadership?
Newly Accredited?
Operational Changes?
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R e v i e w s  b y  The Book w or m

Your mind’s 
made up.

There’s no 
going back 
once you’ve made a choice between 
Door Number One or Door Number 
Two. You’re not a waffler, you weighed 
pros and cons, and you’re confident 
you picked correctly. Or not.

Indeed, the worst part about making a decision can be the 
regret that’s possible at the end of the choice. And in the new 
book “Knocking on Heaven’s Door” by Katy Butler, a seem-
ingly no-brainer decision tears a family apart.

Jeff Butler cheated death many times.
As a child, he narrowly missed dying in a car accident. In 

World War II, he lost an arm, but not his life. And in Novem-
ber 2001, at age 79, he suffered a stroke that nearly killed him. 
A year later, he received a pacemaker.

And that, says his daughter Katy, kept him alive but didn’t 
“prevent his slide into dementia, incontinence, near-mute-
ness, misery, and helplessness.”

Jeff and his wife Val were forward thinkers. He was a col-
lege professor. She was a perfectionist with fierce drive. They 

BookCorner
had been “in control of their lives, and they did not expect to 
lose control of their deaths.”

But that’s exactly what happened: as Jeff’s health continued 
to decline, his abilities dwindled and his cogni-
zance weakened – all of which he was aware. He 
indicated dismay at his diminished life and said 
that he’d “unfortunately” lived too long. 

On the other side of the country, Katy Butler 
worried. She’d always been closer to her father 
than to her mother, but arguments and old hurts 
continued to sting. Still, she flew home to Con-
necticut to help because she was, after all, their 
daughter – statistically, the one who bore the 
brunt of parenting a parent.

But as Jeff’s dementia worsened, so did Val’s tol-
erance and her health. She was “stoic,” but impa-
tient, snappish, and exhausted, and only accept-
ed outside help when she became overwhelmed. 
Butler says she knew her mother “clouted” her 
father, and shouted at him in frustrated anger.

By this time, Butler was convinced that the 
pacemaker her father had wasn’t the medical 
miracle it was meant to be. And she learned that 

pacemakers could be turned off…
So much went through my mind as I read this beautiful, 

emotionally brutal book.
With sorrow, grace, and growing exasperation, author Katy 

Butler writes of her father’s long, messy death; her mother’s 
quiet, dignified passing; and the parallel story of how mod-
ern medicine, drug companies, and government rules pro-
moted the former. 

That’s a lot of hard reading, made gentler with Butler’s Bud-
dhist values and serenity. And yet, it’s not easy to avoid out-
rage as she points out the unfairness of aging, the cruelty 
of physical decline, and the knowledge that those – and the 
surety of caretaking – are somewhat inevitable for many Baby 
Boomers today.

This is a stunning book, truthful and dignified, and it could 
be a conversation-starter. If there’s a need for that in your 
family – or if you only want to know what could await you – 
then read “Knocking on Heaven’s Door.”  You won’t regret it. n
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You always hated  
taking tests.

Prepared or not, your 
hands sweated when 
faced with a test, and your stomach  
felt shaky. Whatever you’d learned,  
it flew from your head the second you 
sat down.

Today, it’s the same in the hospital as it was in high school: 
you hate taking tests. But what other way does your doctor have 
of knowing what’s wrong with you?  In the new book “One Doc-
tor” by Brendan Reilly, MD, you’ll see that moth-eaten methods 
may beat modern.

“New York doctors don’t work weekends.”
That’s what one of Brendan Reilly’s patients claimed, sur-

prised to see Reilly at her bedside on an early Saturday morning 
at New York’s Presbyterian Hospital. He was there because he 
believes that the doctor who “knows you best” is the one who 
should assume the majority of the caregiving. That’s not the 
way most medical centers work these days, but it’s the way he 
prefers to practice medicine.  

For Reilly, doing things the old-fashioned way is often better 
than technology, when making a proper diagnosis. Machines, 

he points out, can miss the smallest of symptoms: a non-
dilated pupil, an errant reflex, a hidden blood clot, rare 
bacteria that mimics something else.

“Diagnosing disease,” he says, “has 
something to do with patterns.”  Good 
doctors – “grandmasters,” he calls them 
– know how to recognize those patterns 
without “wasteful, redundant, or ineffec-
tive” medical intercession. Such recog-
nition, near-intuition, and the ability to 
deal with a day when “doctoring feels 
like pinball” are talents he cultivates in 
his residents and students.

Even so, there are times when a doc-
tor is stumped by a medical mystery that 
requires rapt attention and sleuthing 
skills. That’s when it’s mandatory to lis-
ten to a patient, the patients’ ailing body, 
and one’s own subconscious, as well as 
medical knowledge new and old. Such 
mysteries may result in instinctual reac-
tion, and a cure. Other times, they might 
end with the surety that it’s time to stop.

And on that, says Reilly, doctors “know about regret. But we 
don’t talk about it. Ever.”

Broken up into thirds, “One Doctor” is a mixed (medical) bag.
Author Brendan Reilly, MD starts his book in the wee hours 

of a typical on-service day in a busy New York hospital, and 
we’re treated to a whirlwind of intriguing medical cases, AHA! 
moments, and solutions worthy of a Sherlockian novel. The end 
of that long day, and the cases of his own parents, are where 
Reilly wraps up. 

I would have been more enthusiastic about this book, had 
that been the sum of it.

No, instead, the middle third here is taken up by the story of 
a couple that Reilly knew some 30 years ago, the care of which 
still resonates in his career. That was interesting at first, but I 
thought it became overly long. 

And yet, I did enjoy this book, overall, and I think lovers of 
medical dramas will, too. If that’s you, and you’re maybe will-
ing to skip bits that lose your interest, then “One Doctor” tests 
out well. n
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