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editor’s desk

Smith Hartley 
Chief Editor
editor@healthcarejournalno.com

There are many wonderful suggestions for entirely improving one’s health 
that are rarely discussed, mostly because there isn’t an economy to ben-
efit from them.

For example, take the importance of the breath. Focusing on proper 
breathing provides many health benefits, but how often is it discussed or 
practiced? Just from a mental perspective, good breathing techniques 
help to calm the mind, reduce mental chatter, reduce fearful thoughts, 
and bring better mental awareness. The physical benefits are almost too 
many to mention.

I heard once that we should live as if we were given a certain number 
of breaths. No doubt there is likely a correlation between slower, deeper breathing and a longer 
life. The respiratory system is the gateway to purifying the body. It’s often believed that because 
breathing is also involuntary, it’s not meant to be controlled – not true. Regulating the breath is 
the means to train the lungs and nervous system to better serve our mental condition and physi-
cal actions on this earth.

Try this – Do you know of anyone who could stand to be less angry, depressed, frustrated, or 
anxious? Ask them for one minute of their time. It could change their lives forever and the lives of 
everyone they come in contact with. Have them try this simple exercise. Using a second hand clock, 
with the mouth closed, breathe in deeply for 6 seconds, then, breathe out deeply for 6 seconds. That’s 
5 full breaths in one minute. Is anything different? If you can breathe like this for a minute, you 
can do it for 5 minutes. Continue practicing until it becomes a habit, and you’ve changed your life.

We are always looking for better solutions, but some of the best and most basic notions are 
often simple and overlooked. 

In a world that encourages a stressful existence, we still have some choices. We can live in the 
world, but we don’t have to take the bait it offers us to join in its stress. We can ignore the world 
in this respect. We can breathe slower, we can be calmer, we can make clear decisions, we can be 
more aware. That’s something the world can’t take from us.

As health leaders, we always want to offer our patients and community better health options. 
With an evolving healthcare economy we are able to treat patients with a wide variety of economi-
cally based solutions. But, our greatest service is sometimes teaching us all to treat ourselves.

We all benefit in the long run.

Breathe Better  
for Better Health
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dialogue

Cindy Nuesslein has served in various capaci-
ties at Louisiana Children’s Medical Center 
Health since 1983. She served as Children’s 
Hospital’s Vice President of Operations from 
1987 to 2013. While in that role she managed 
over $100 million in construction projects, 
directed the Community Benefits and Emer-
gency Management Programs, as well  as 
supervised several clinical and non-clinical 
departments.  

In March of 2013, Nuesslein was promoted 
to the CEO of Interim LSU Hospital (ILH). As 
CEO she has lead the organization through 
a successful transition from a public hospi-
tal to a public-private partnership within a 
six month period, reopened inpatient beds, 
expanded capacity in the Emergency Room 
and outpatient clinics, improved throughput, 
and developed a management team to sup-
port future operations, including the reloca-
tion to the new University Medical Center in 
the summer of 2015.

Nuesslein graduated from Charity Hospi-
tal School of Nursing. She received a Bach-
elor of Science degree and a Master’s of Busi-
ness Administration from Loyola University, 

New Orleans, and is a Fellow of the American 
College of Healthcare Executives.

Because of her Emergency Management 
experience and leadership during and after 
Katrina, as well as her work in the Quality 
and Patient Safety arena, she has presented 
at a number of national and regional con-
ferences and is often looked to as a guest 
speaker on a variety of topics.

As a lifelong resident of the New Orleans 
community, Nuesslein believes that giv-
ing back can and does make a difference. 
To that end, she donates her time in sev-
eral leadership roles within the community. 
She was a founding member of the Greater 
New Orleans Women’s Healthcare Execu-
tive Network and was President from 1994 
– 1995. In 2006 she was recognized by City 
Business as one of the Women of the Year. 
In 2010, she was recognized by Dominican 
High School with the Sr. Mary Angela Mul-
herm, O.P. Service Award. She is the Chair 
of Board of Directors for the New Orleans 
Regional Leadership Institute and serves on 
the boards of the Miracle League, NORLI, 
and the Bricolage Academy.  

one on one
Cindy T. Nuesslein, RN, MBA, FACHE
CEO, Interim LSU Hospital

e
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Chief Editor Smith W. Hartley: In June, 2013, 
the Interim Louisiana Hospital (ILH) tran-
sitioned from a state-managed hospital 
facing deep budget cuts and layoffs to a 
privately managed hospital under LCMC 
Health. Tell us a little bit about the arrange-
ment and the transition—how it affected you 
operationally and fiscally.

Cindy Nuesslein: Let me just explain at a high 
level. In 2009 the state created a 501c3 not 
for profit corporation called University Med-
ical Center Management Corporation. It was 
never capitalized. It was in the news. There 
was a lot of discussion about who was going 
to sit on the board and how all these con-
stituencies would be represented. We have 
a great board today. It’s a little bit different 
from when it was originally confected, but 
what happened was, LCMC became the sole 
member of UMCMC so it was just a mem-
ber substitution. So officially on June 24, the 
new UMCMC board governs this organiza-
tion, but its parent company is LCMC Health. 
So that’s kind of the technical arrangement. 

As far as the transition in and of itself, 
it was five months of unbelievable feet on 
the ground, hands on the table, lots of desk 
time, tremendous engagement by the staff 
here, and the faculty. There was only one 
rule and that was, “Don’t let anything affect 
patient care. If something doesn’t work. Let’s 
just make sure it’s not about patient care. All 
hands on deck…we’ve got to take good care 
of these patients. The rest of it we can fix at 
some future point in time.” 

It was a pretty difficult transition, I think, 
for the employees and the faculty. If you 
think about the cuts that they had to have 
suffered over the last two years. What was 
being considered would have devastated 
the medical schools in this community. So I 
think there was a lot of excitement about it, 
but at the same time, concern and trepida-
tion. First of all you’ve got to go to the market 
and you’ve got to buy an entire employees 
benefits package, right? You don’t do that in 
five months. So it’s a month before transi-
tion and employees don’t officially know that 
they have a job. 

There were about 2000 individuals 

employed by ILH prior to the transition. We 
employed 1,800. The vast majority of the 
remaining 200, and those aren’t exact num-
bers, but they are very close, decided to stay 
in state employment. So somehow, someway 
they have found employment in some other 
sector of the state. 

And of course a private benefits package 
can’t compete with a State benefits package. 
So a lot of these individuals had been vested at 
a certain level or were getting close to vesting 
at a certain level to receive these very lucra-
tive retirement benefits and so it behooved 
them to stay in the State’s employ. I can’t com-
pete with that, not in the private sector. 

At any rate there was a lot of change 
in benefits, change in management style, 
change in culture, and I quite frankly think 

it’s all been for the good. I think people feel 
good about where we are right now. They 
are just now getting over, “Is the other shoe 
going to drop?” because they were accli-
mated to that. They were getting over feeling 
like they had to operate in isolation and that 
they can really be free to speak as a team. I 
tell them a couple of things: One, we are all 
about patient-centered care and so, feel free 
to say anything as long as you feel like it’s in 
the best interest of patient care, but too, you 
have to say it graciously. If you do those two 
things then we’ve got you covered, 24/7/365.

So that’s kind of where we are. It was a big 
deal for the city. It was a big deal for the state. 
These cooperative endeavors have been 
under intense scrutiny. I am sure we have our 
detractors. I think overall the organization 
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feels pretty good about where they are and 
I think they feel phenomenal about where 
we are going.

Editor: So the key issue was the employment 
transition. Did things change operationally 
in the hospital?

Cindy Nuesslein: Not initially. We are doing 
some fairly substantial reengineering. One 
of the big books of work we have to do is 
something called transition planning. That’s 
developing a new owner/operator’s manual 
for the new hospital. So we are looking at all 
our systems here and work flows, and fig-
uring out which ones we want to take and 
which ones we want to leave behind. And 
at the same time correcting some of those 
because we had some real inefficiencies here 
and we didn’t necessarily do everything as 
well as we want to. So we are improving this 
and at the same time designing best practices 
we can move across the street. It seems easy 
to just jump across a two-lane, right? No, it’s 
a big deal. Lots of engagement. Lots of hours 
of work. It is the most significant piece of 

work that we are doing right 
now. We have a lot of other 
things that are happening, 
but this is the most signifi-
cant piece of work we are 

doing right now.

Editor: Did the culture have to 
change to this process improve-

ment or quality improvement focus? 

Cindy Nuesslein: One of the things we deploy 
here in quality—and we use it for lots of dif-
ferent reasons other than its primary pur-
pose—is a type of root cause analysis. And if 
you know anything about Joint Commission, 
they demand you do a root cause analysis if 
you have any serious safety event or sentinel 
event. But the process itself is exquisite and 
training people how to really look at issues 
that arise and designing systems that have 
a safety net so you prevent that issue from 
reoccurring. So as opposed to doing it just for 
any serious safety event, we say for any event 
we are going to do a root cause analysis. 

What we’ve done is we’ve brought in staff 
from all levels—med students, residents, 
faculty, hospital staff. We sit them at a table 
and say, “Okay, here’s what happened, how 
do we fix it?” and then engage them all in a 
conversation, because it’s not about finding 
fault or blame, and then we use that envi-
ronment and those individuals and we tell 
them, “You can’t go back and talk about the 
incident, but go back and talk about the pro-
cess.” We really want to have a non-punitive 
approach to patient safety. It’s critical if we 
want to improve our performance. It’s really 
a very healthy process and the dialogue is 
really healthy. I think now that we’ve been 
doing it for nine months, people are really 
engaged in it and when they hear about it and 
they get invited and they come, even if they 
are not involved in the problem or maybe 
only tangentially, they recognize that the hos-
pital is serious about patient safety. 

The other thing we are doing is deploy-
ing something that we call 903-Safe and 
by May 31st everyone in our organization, 
regardless of whether you are employed by 
us or not, will know 903-Safe and you can 

dial 903-Safe and let somebody know that 
there’s an issue. You can do it anonymously 
or leave your name and we will get back to 
you. So from, “I don’t have a washcloth and 
it’s 2 o’clock in the morning” to “I can’t get 
this supply” to “I walk in the hospital every 
day and the same puddle of water is on the 
floor” to “We had a medication error.” It’s a 
collection tool that allows us to really get a 
handle on everything that’s going on in our 
organization and everybody participates—
from housekeeping to nursing to the faculty 
to the students. We are rolling out this initia-
tive because on June 1st the Executive Man-
agement Team is going to walk through this 
hospital and stop everybody and say, “Okay 
if you’ve got a patient safety concern what 
do you do?” And we hope they say 903-Safe. 
I am pretty confident the vast majority will. 

So I think those kinds of things are really 
starting to help all of us. All of the constitu-
encies, all of the providers, all of the support 
services recognize that quality is job one. If 
we truly want to build a world class academic 
medical center with a national and interna-
tional reputation, which is our vision, then 
we’ve got to provide awesome care, hands 
down. People around the country are going to 
have to say, “Wow, we’re having this problem I 
wonder what we can do?” And I want them to 
think, “Call UMC, they’ll have the answer.” So 
that’s where we’re going but you’ve got to talk 
the talk every day. It’s the first thing I say in the 
morning and the last thing I say before I leave 
at night so hopefully that’s filtering down. I 
think it is. I think the faculty and the medical 
staff are on board. They want this. Who would 
not want this, right? So we are going to have 
this incredible new dress and she’s gorgeous, 
stunningly, she’s a very smart building, but 
it’s more about what’s inside and I think they 
know that. We need a new dress because we 
have a very tired and worn one, but it really 
is much more about people. 

Editor: As far as patient care and safety 
issues, what specifically have you noticed 
has changed so far? You’ve got the process 
going, but have you noticed any difference 
in outcomes yet or are you still gathering 
that information?
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Cindy Nuesslein: A little bit of both. We are a 
lot about what the photograph looks like 
today and then how to change that picture 
in the future, but we are also about what we 
have changed. So let me go to the ER spe-
cifically. And let me make clear I don’t want 
to belittle what was done prior to LCMC 
taking over. The passion in this organiza-
tion is beyond compare, people here have 
a real sense of care. We have been a safety 
net our entire life. I have been in a safety net 
organization my entire life, and it is really 
about taking care of people regardless of 
how resourced they are. But we had some 

struggles so we have to own up to those or 
we are not going to be able to fix them. One 
of those struggles was we made people wait 
an awful long time in our emergency room 
before we saw them. Part of that is capacity, 
part of that is system. So beginning in July 
we started an initiative saying we really want 
to look at this, we really want to make sure 
we are doing this significantly differently. 

We used to have an urgent care center 
that was in this building so you had to come 
here to go to urgent care, but if you were 
sick, you had to go across the street, so it 
was hard to decide on one’s own. We had a 

part of the building that wasn’t being used 
that was tangential to the ER so we moved 
the capacity of our urgent care center to the 
emergency room and now have a fast track 
in the emergency room. The other thing we 
did was we started doctor triage. There is a 
lot of science behind that that says you can 
start initiating care. You come in, you see 
a physician, the physician asks ten ques-
tions, gets a brief picture of you, says you 
are going to need a CT and this kind of lab 
work, we can go and get that done for you 
and you can get into a room and have your 
definitive care sooner. So instead of wait-
ing in the waiting room to be seen you are 
getting some of your work done during that 
wait time. We’ve noticed a significant drop 
in time from the time you hit our door to the 
time we see you. We would like that to be 
much better than it is, but it is dramatically 
different than it was. 

That’s something everybody touches and 
feels. The ER feels better about it. It’s kind of 
a domino thing. We had to open up beds so 
we put more acute care beds on line. That’s 
how we opened up more psychiatric beds, 
so we don’t have to hold as many psychiatric 
patients in our emergency room. It’s just a 
piece of a big puzzle, but we’re changing it. 
I think people are excited about that; they 
recognize they have input and that they can 
make a difference, and we listen to what they 
say and respond to those things. It’s not a pie 
in the sky or a perfect world, because we still 
have a lot we need to work on, but I think 
people are encouraged. 

Editor: How do you handle the cost compo-
nent with so much pressure on reducing 
hospital expenses? How do you handle that 
while at the same time trying to improve 
your services and quality? 

Cindy Nuesslein: We are a young system. 
Some things will go to the system level and 
we will gain efficiencies there. That will take 
us a little bit of a longer time. We do deploy 
things in our organization today that help 
us such as in the supply chain world where 
we have electronic ordering and electronic 
dispensing. We have a PIXUS system so it 
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gets charged and ordered at the same time. 
All of those things, when you take people out 
of the process helps. So patients can come 
in, they can swipe a kiosk, it will see if they 
are in the system, if they are not it will do 
a mini-reg and we can start taking care of 
them. In the past every person would have 
had to go before another person and so you 
gain those kinds of human resource efficien-
cies. We are looking to drive more volume 
through the same system without adding 
any resources to it. And we can do that just 
by changing process. 

We look at it at a lot of levels. We are only 
just scratching the surface. If you think about 
it we’re a ten-month-old hospital. We are still 
in our infancy. We are learning each other. 
We have a great executive team, but we are 
a new team. We are new to the organization. 
They are learning us. We are ten months old…
we’re almost walking. 

Editor: Have things changed in your payer 
mix?

Cindy Nuesslein: It is really too early to see 
that. We are beginning to build some new 
programs here that will change that. That’s 
not an overnight kind of thing. We are 
working on our managed care strategy so 
we can get on all the managed care plans 
so patients can come here. We are working 
on our referral systems so people can send 
us more patients. It was a somewhat closed 
system before—you had to be in the system 
to see patients in the system and we are try-
ing to open that up so patients can come 
from anyplace to see us. We want to drive it 
more with, “We have this doc with this talent 
and there are only five of him in the coun-
try and if you really want exceptional care 
you need to be here.” Of course our Level 1 
Trauma Center is indiscriminate as to who 
gets in a car accident, so everything comes 
our way in regards to that. But the real finan-
cial issue for us is we have to be operation-
ally efficient. If we are operationally efficient 
the finances will work for our system. 

Editor: You have another big transition com-
ing up here in 2015. What will this mean to 
the existing staff? Other than the physi-
cal component what will it mean moving 
forward? How are you preparing for this 
transition?

Cindy Nuesslein: Just to give you a sense of 
scale, today we are operating about 222 beds. 
We can operate 251 beds in our organization 
and then we are at capacity. UMC is 444 beds, 
so about 200 more beds we can have online. 
If we think about strategy-wise—we’re build-
ing an academic medical center, and we’re 

going to have centers of excellence across 
all specialties. So what we are doing today 
is looking to see what do we look like? What 
do our centers look like today? What do we 
want them to look like? How do we build 
the rest of that? The challenge will be can 
we start building some of it now and move 
it over to UMC or do we have to wait until 
we have UMC to be able to do it? It’s both of 
those things. 

So, for example, today we don’t have Radi-
ation Oncology, but we have the facility to do 
RADONC across the street. There will be lots 
of those things. We are determining what 
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those service lines are. I 
went to school at Charity 
School of Nursing back in the 
late 70s so I started my career 
and I hope to gracefully end my career 
here, but you forget the hum of the science 
that’s here. We get it first and we just need to 
deploy it first. And there’s a lot of that that’s 
happening. Unfortunately we don’t necessar-
ily always have the right support systems in 
play to be able to do that. We will at UMC, 
because the physical facility will no longer be 
our barrier. The only barrier we will have at 
that point is our imagination. 

It’s exciting. Who wouldn’t want to do this? 
Even though you don’t sleep at night. People 
ask me what’s the one thing I can do for you? 
I say one of two things; teach the sun how 
not to come up or how not to go down. Nei-
ther one of those worked for me. It really is 
kind of a time crunch; it’s a lot to do in a short 
period of time. 

Editor: What is the general attitude? Is it a 
transitional weariness or are they look-
ing forward to this with enthusiasm and 
optimism? 

Cindy Nuesslein: Yes to the latter. We had our 
kickoff meetings for the actual operational 
planning of it and the staff all had to get 
together from different departments and 
what I hadn’t quite recognized is that many 
of them hadn’t really worked a lot with 
one another before. So it was an incredible 
opportunity for them to get to know the nitty 
gritty of these different departments. But the 
whole kickoff was about sitting down at dif-
ferent tables with different constituencies of 
people. 
So respiratory had a table and transporters 
had to go there and communications had 

to go there and lab had to go there and 
say, “Okay, how are we impact-

ing one another?” They got to 
write their highs and lows 

and they learned a lot, not 
only about the organiza-
tion, but also about them-
selves. When you walked 
in the room, you know 

how you can feel energy? 
You could feel energy. I 

thought, “Wow, what a great 
tool, because we need to do this, 

because we have to figure out how to work 
across the street.” But also, what a wonderful 
experience for all the directors to be able to, 
in an unthreatening, open, participatory, and 
contributory environment, learn one another. 
It’s phenomenal. 

We are pretty new into the planning; it’s 
been since late December that we’ve really 
started to ramp up this planning. I don’t 
know anybody that says, “I don’t want to go,” 
and it’s a huge recruitment tool, not only for 
the hospital, but for the schools. We put up 
our website and we have a link to a virtual 
tour of the new facility and of course every-
body thinks none of us who go through this 
will ever have the experience again. How 
often does this happen? I am a big fan of 
New Orleans and the region, and I think 

she’s got warts, but she’s a hell of a person, 
and I think that helps us immensely. I think 
if this had happened in some other rocking 
and rolling, well greased cosmopolitan city 
there wouldn’t be such a buzz, but it is a big 
buzz here. People are going to think of New 
Orleans as their destination for healthcare. 
They love the city and now they are going to 
love the healthcare. 

Editor: That was my next question—what 
does this mean for New Orleans?

Cindy Nuesslein: New Orleans is already on 
the map, sometimes for things we are not 
very proud of. I understand that, but it will 
be on the map for healthcare. Between the 
VA and UMC, you have two great medical 
schools, how many communities really have 
that that they can bring together to do some-
thing this incredible?

Editor: What’s going on right now in the tran-
sition process? Where are you now? 

Cindy Nuesslein: We don’t manage the con-
struction project. The state manages the 
construction project. It is on a timeline to 
complete in December or January. Then it’s 
got to get commissioned and then we’ve got 
to get in it and practice. We are down to the 
nitty gritty and the weeds looking at on Day 
One who’s the first patient that goes in that 
hospital and how? 

Editor: What do you call Day One then?

Cindy Nuesslein: We will practice for a while. 
We don’t quite have our timeline in place yet. 
Our transitional planning company is help-
ing us with that. Based on who we move and 
how we move will determine that timeline, 
but we suspect that by a year from this sum-
mer we will move in. We will not move July 
1st because that’s when every resident stu-
dent changes. That’s the academic year, so 
we are either going to move June or August, 
somewhere therein, but we haven’t gotten 
far enough in our planning process to say 
this is the start date. 
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Editor: In terms of the academic portion, will 
it be an enhanced version of your current 
academic program?

Cindy Nuesslein: As an academic medical cen-
ter we will maintain that tripartheid mission: 
excellent patient care, a robust learning envi-
ronment for all of our students, and of course 
a big research mission, too. In collaboration 
with our partners, we’ll be achieving all of 
those things. Not only will you be able to 
get exceptional healthcare, but again faculty 
and students and residents from all over the 
country, the best and the brightest, are going 
to want to be here. This is going to be the best 
training program in the country. 

Again, you’ve got a beautiful new dress 
and it’s a great building, but if you think about 
what we do here, our Level 1 Trauma Cen-
ter is phenomenal. If you ever see what we 
call Room 4, that’s where trauma patients 
go, it’s like watching a symphony. It is really 
poetry in motion. It is so quiet and so calm 
and you have the sickest of sick and everyone 
knows exactly what their job is and they get 
the patients in, they get them assessed, and 
if they need to go to the OR we can do that 
in ten minutes. Where can you go and in ten 
minutes get in an emergency room and be in 
an operating room? It’s just exquisite to see. 
Not that you want anybody hurt, but when 
you see the process in motion, it is utterly 
amazing. The talent and skill that is here in 

this facility—if you get hurt, you 
want to be here. If I got hurt, I 
would want to be here. 

So we will still have a Level 
1 Trauma Center there. We will 
have some other high end ser-
vices we are working through 
all that right now. We don’t 
quite know what our portfolio 
will look like. We are in a stra-
tegic planning process figuring 
that out, but I promise it will be 
something to behold. 

Editor: And you come from 
the old Charity world too, so 
bringing all the perception of 
that, how do you strike that 

balance, bringing in something new, better, 
different, but it’s still the same mission in 
some capacity?

Cindy Nuesslein: The mission doesn’t change. 
We will honor our legacy and develop a sin-
gle system of excellent care. It won’t mat-
ter how resourced you are, when you enter 
our organization you will feel you have had 
respectful, exceptional care. We will all 
behave in that way. We will all be gracious 
and we will all treat people as they need to be 
treated. Appropriately and kindly, and with 
the quality that is unparalleled. It’s not about 
the resource of the patient, it’s about the 
delivery system of care. I think once you do 
that, the rest of those perceptions fall away. 

Editor: So will you then also be competing 
for those patients covered by the commer-
cial insurance market? Does it change the 
landscape?

Cindy Nuesslein: I never mind competing. To 
your point, and maybe with a little bit of a dif-
ferent spin, programmatically we are going 
to drive patients here. It doesn’t matter how 
resourced they are. Because they are going 
to need our service and they are not going 
to be able to get it elsewhere. Or, it’s going to 
be a service you might find in many tertiary 
care facilities, but they are going to want to 
come here because it is so much better. To us, 

as long as we have great care, a great train-
ing program, still have great medical schools, 
who’s not going to want to be here? At the 
end of the day, it is what it is. 

Editor: How will you know when you have 
succeeded?

Cindy Nuesslein: In order to learn the organi-
zation we’ve had lots of town hall meetings, 
and department meetings, and faculty and 
medical staff meetings, but one of the things 
I am doing is going to each department. It’s 
critically important to me that all of the staff 
know who their leadership team is. We need 
to be out and about in the organization. In 
fact, on Wednesdays at lunchtime we are in 
the cafeteria, for people to walk up, ask us 
questions. Lots of people don’t walk up so 
we just go and sit at tables and have con-
versations. Not all of us every week, but 
several of us go. The staff asks that, “How 
will we know when we have arrived?” I tell 
them these two things. Patients will want to 
come to UMC because they can’t get better 
care. But that’s not really it, when they leave 
they believe the same thing. But here’s the 
real marker—every one of us in this room 
will want our healthcare and our families’ 
healthcare here and that’s how we’ll know 
we’ve succeeded. 

Editor: Are you going to be involved all the 
way through? Are you going to be the CEO 
of UMC and is that something you want?

Cindy Nuesslein: Well, I am going to get us 
across the street. It’s really not a change at 
all. Today we call ourselves ILH. Tomorrow 
we will call ourselves UMC, so I am the CEO 
of the organization. It’s just we’ll be moving 
across the street and we will have a new name. 

It is an incredible honor to be here. Who 
wouldn’t want this job? I know I think I am 
the luckiest person in the world. Because it’s 
just not going to happen again. You get to 
transform an organization and a city. Wow! I 
won’t say the days aren’t long and rough, but 
at the end of it, if you keep seeing the light at 
the end of the tunnel, my gosh, how to end 
a career, right? n





heroin

The human side of the heroin epidemic
By Claudia S. Copeland, PhD
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On May 20th of this year, the Louisiana Legislature 

decided to get tough on heroin. Legislation sponsored by 

Sen. Dan Claitor, R-Baton Rouge, authorizes sentences 

of 99 years for a second heroin dealing offense (50 

years for a first offense). Protests about the costs of this 

practice— the prisons are full; would murderers and 

rapists be released to make room for 90-year-olds who 

sold heroin decades earlier?—have been drowned out by 

a sense of panic at the scope of the heroin problem. e
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The drug has spread through the population, and overdoses 

have soared in recent years. With a number of serious 

associated health risks and alarming proliferation of users, 

heroin has become a major public health concern. At the 

same time, funding for behavioral health and substance 

abuse treatment has been cut amid budget concerns. Prisons 

are much more expensive than drug treatment centers, but 

the idea is that dealers will hear about the new legislation 

and this will stop them from selling the drug. In other words, 

the goal is deterrence to squelch the supply of the drug. To 

get an idea about whether this approach is likely to be 

effective, it is instructive to take a look at the history of heroin.

Heroin (the brand name for diacetylmor-
phine) is a synthetic drug that was created 
by Bayer in the late 1800s by adding acetyl 
groups to morphine. (Morphine, like codeine, 

While the majority of heroin users did not 
become addicted, by the early 1900s, reports 
were being published that heroin was at least 
as dangerous as morphine, and it was banned 
from home use and eventually, in the U.S., 
from physician-supervised use as well. By 
the 1920s, doctors were no longer allowed 
to prescribe heroin. Unfortunately, though, 
this did not have the intended effect of stop-
ping its distribution. Dealers were happy to 
step in and fill the void, and organized crime 
found in heroin an ideal money-making com-
modity. By the mid-1920s, heroin was more 
plentiful than ever, and the illicit heroin trade 
continues to thrive to this day. 

While diacetylmorphine is currently 
banned from all medical use in the United 
States, in the U.K. and other countries it is 
widely used in hospitals and palliative care 
settings. As with morphine, codeine, and 
other synthetic opiates, it is not the case that 
everyone who gets a dose of heroin becomes 
addicted to it. It is indisputable that opiates 
are highly addictive, but plenty of people use 
them without ever becoming addicted. So, 
why do some people become addicted while 

is a natural component of opium.) Marketed 
alongside Bayer’s other big commercial 
product, aspirin, it was largely touted as a 
replacement for morphine in treating serious 
respiratory illnesses. It was also marketed for 
a number of home health needs, including 
cold and cough treatment for children and a 
sleep aid. (One particularly disturbing 19th 

Century Spanish ad shows a child reaching 
for the heroin bottle as his mother holds 

it back—”No, no! Just one spoonful!” she 
seems to be saying.) While it was well-
known that morphine was addictive, 
heroin was thought to be a non-addic-
tive alternative, and was even touted 

as a treatment for morphine addiction. 
Unlike aspirin, though, which was syn-

thesized a year after heroin from white wil-
low bark using a similar acetylation process, 
the “heroic” morphine derivative—so effective 
for pain treatment, sleep induction, and treat-
ing respiratory disease—had a very dark side. 
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others may enjoy the experience but have no 
trouble walking away once the bottle’s empty? 

Research points to two factors that dis-
tinguish people who become addicted from 
people who don’t: genetics and the general 
state of stress, quality of life, and mental 
health of the person. According to National 
Institute on Drug Abuse researchers Chan-
dler, Fletcher, and Volkow, genetic factors 
are thought to contribute 40-60% of the 
vulnerability to addiction. Extracellular 
signal-regulated kinase (ERK), involved in 
neuroplasticity and learning as well as stress 
and reward circuitry, is one pathway that has 
been implicated, with numerous studies 

associating altered ERK signaling with opi-
ate dependence. In addition, in April of this 
year, a team of American, Israeli, and Chi-
nese researchers, Levan et al., reported a 
significant association between two poly-
morphisms of the FKBP5 gene and heroin 
addiction. FKBP5 has been shown in animal 
and fMRI studies to mediate stress-related 
responses and affective disorders. While 
these researchers were careful to acknowl-
edge that “drug addictions are caused by 
genetic, environmental, and drug-induced 
factors,” their results point to a clear and spe-
cific genetic component—that certain people 
are born predisposed to becoming addicted 

to heroin, and that this predisposition is 
rooted in the genetics of the stress response. 

If about half of addiction vulnerability is 
due to genetic factors, then that leaves the 
remaining half due to non-genetic factors. 
Chief among these is stress. While stress-
related genes may be a genetic component 
of opiate addiction, a stressful or depressing 
environment appears to play a fundamental 
role in the non-genetic side of addiction. In 
the late 1970s, Vancouver biologist Dr. Bruce 
Alexander set up an experiment to test the 
idea that the environment or state of mind 
of the addict formed a more important com-
ponent of addiction than the drug itself. Tra-
ditional animal addiction experiments had 
looked at isolated rats in small cages with 
essentially nothing to do but press levers to 
eat, drink, or receive a drug—these animals 
readily became addicted. 

Dr. Alexander, reasoning that this is not 
a model of a “normal” animal, designed an 
experiment to test addiction under more 
realistic circumstances. He set up a “Rat 
Park”, an enriched environment with 200 
times the floor area of a standard labora-
tory cage and an abundance of food, toys, 
and wheels for exercise. There were 16–20 

raT 
Park
Images copyright 
Stuart McMillen 
via ratpark.com
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rats of both sexes in residence, and enough 
space for mating and raising litters. Com-
paring the rats in Rat Park with the rats in 
standard cages, he found that the rats in 
standard cages readily became addicted to 
morphine while the rats in Rat Park did not; 
they used morphine occasionally, but were 
significantly less likely to become addicted 
than rats in the standard cages. Moreover, 
rats that were forced to become addicted in 
standard cages stopped using morphine in 
an addictive way when they were moved to 
Rat Park, in spite of withdrawal symptoms. 
(Control rats kept in cages continued to 
use morphine compulsively.) Research in 
other species, such as the 2007 results of 
Chinese researchers Xu et al. in mice, have 
supported the Rat Park results. (Interest-
ingly, some studies that created an enriched 
environment, but did not include running 
wheels, were not able to replicate the Rat 
Park results, implying that exercise may be 
an important component in resistance to 
addiction.) 

While research on human heroin users 
(outside of addiction treatment settings) has 
been sparse, Dr. G. Harding of the Univer-
sity of London School of Pharmacy reviewed 
several studies on heroin users in the general 
population. These studies indicate that the 
percentage who are daily users (assumed 
to be addicts) ranges from 10% to 40%, 
with a wide variation in non-daily use pat-
terns (from weekend-only controlled use to 
occasional use in get-togethers with friends). 
Even in these populations, which were by 
definition in contact with criminal activity 
(the only way to get the drug) and 
therefore expected to be less 
“stable” than the popula-
tion at large, the major-
ity of users were non-
addicted users. 

This is crucially important 
to addressing the public health 
problem of heroin addiction—solu-
tions focused on the drug itself as a sort of 
infectious disease agent ignore the reality 
that some people use heroin and become 

addicted to it, while other people use it and 
do not become addicted. New Orleans psy-
chiatrist “Dr. J” (who works with patients 
in severe crisis, and who spoke with me 
on condition of anonymity) has found that 
most heroin addicts did not, in fact, start with 
heroin, and often the opiate that started the 
addiction was prescribed: “People are often 
prescribed pain meds (opiate) for routine 
dental work, for orthopedic issues, back 
injury, and then stay on for ever. Tolerance 
develops, the habit increases, and they grad-
uate to heroin; its often cheaper. One woman 
told me her primary care doc prescribed 
Vicodin for menstrual cramps when she 
was 15 and that started her. One [employed, 
but secretly a regular user] man told me that 
as a teen his parents were always fighting. 
His father gave him an OxyContin once for 
some injury and it made him feel so good, all 
worries about his family and stress at home 
didn’t matter so much.” 

Successful treatment of the heroin epi-
demic must include a focus on the people 
who become addicted. Who are they and 

why do they become addicted? Are they suf-
fering from mental health issues that can be 
treated? Stressful life circumstances that can 
be alleviated? Above all, what can be done to 
help these people?

 Decades after his initial research, in a 
statement to the Canadian senate, Dr. Alex-
ander generalized his results to humans, 
asserting that, “severely distressed animals, 
like severely distressed people, will relieve 
their distress pharmacologically if they can,” 
and argued that drug policy should focus on 
the conditions that cause stress and suffer-
ing. It could be argued that parts of New 
Orleans and Baton Rouge have exception-
ally large numbers of “severely distressed 
people.” While not locked in solitary con-
finement in a small cage, circumstances such 
as poverty, lack of education, poor health, 
and lack of access to support might feel to 
humans like a cage feels to rats. New Orleans 
has an especially large population of people 
living in such stressful conditions. 

Moreover, Dr. J pointed out that, as we 
grow older, we all must learn to deal with 
pain. In the process, we develop coping 
mechanisms, become stronger, and “grow 
up” to be wiser and more capable of dealing 
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with pain the next time it hits. If, on the other 
hand, a person finds out that they can take 
a drug that makes the pain go away, they 
do not go through this learning process. “I 
don’t know the scientific basis for this,” she 
relates, “but heroin addicts seem a gentler lot, 
who have a hard time getting into sobriety. I 
would guess it is because the heroin is such 
an amazing pain (psychic pain) reliever that 
it is hard to go back to dealing with the world 
in the raw. You have to learn about manag-
ing anxiety, frustration, loneliness, without 
chemical relief. If you started using in your 
late teens/twenties your emotional develop-
ment is arrested at that point and now when 
you give up the opiate you have to learn how 
to handle all these emotions, have to grow.” 

This is an important consideration when 
thinking about drug treatment; to sustain 
recovery, former addicts must not only 
overcome the physical withdrawal from the 
drug, but must also develop alternative cop-
ing mechanisms so they do not turn to the 
drug the next time they find themselves in 
a crisis. This is an especially difficult prob-
lem, because whatever coping techniques 
are taught, they will probably be less effec-
tive than heroin, at least in the short term. 

If an especially stressful event takes place—
not unlikely considering the circumstances 
of recovering addicts—there is a tremendous 
pull for former addicts to cope with the stress 
by using heroin. 

Clearly, heroin addiction is a complex 
problem that goes far beyond the physi-
cal state of addiction. But, what if there is a 
simple solution to the problem—rather than 
trying to understand addicts and figure out 
how to help them, why not just get all the 
heroin off the streets? If there’s no heroin, 
there can be no addicts. Setting aside the dif-
ficulty of actually accomplishing this, what 
would happen if the entire heroin supply was 
eliminated from the city? The research of Dr. 
Eloise Dunlap and colleagues from the non-
profit think tank NDRI, Tulane University, 
and the University of Houston sheds light 
on this approach. 

Katrina was a very unique event in that 
it did something that no law enforcement 
agency has ever accomplished: it com-
pletely wiped out a thriving drug market. 
Almost overnight, the supply side of the 
New Orleans drug market was completely 
destroyed. However, demand for the drugs 
remained. In response, suppliers from Hous-
ton stepped in to serve exiled New Orleans 
users. New Orleanian suppliers, in turn, 
regrouped and established new networks 
to address the demand as well, and the drug 
market quickly re-established itself, albeit 
amid increased violence as the tumultuous 
new “freelance” market was much more 

chaotic than the established, more self-reg-
ulated “corporate” market that existed before 
Katrina. Several studies of New Orleans and 
Houston drug markets, spanning the years 
after Katrina, found that as long as pressure 
was exerted in the form of demand for drugs, 
suppliers stepped in to fill that demand. This 
has sobering implications for supply side 
drug solutions: the evidence indicates that 
no matter what is done to smash the sup-
ply side of a drug market, if demand is there, 
new drug markets will emerge to address 
that demand.

Demand, then, must be the focus of a 
successful public health program address-
ing the heroin epidemic. This is easier said 
than done, even with drug users who have 
been caught by law enforcement. Mandating 
substance abuse treatment for drug offend-
ers has been notoriously unsuccessful, with 
less than a quarter of drug offenders com-
pleting mandated drug treatment programs. 
(As explained by Dr. J, coping with life’s dif-
ficulties is hard, especially if your life is in 
ruins because of drug abuse; many convicted 
drug offenders prefer to keep taking heroin 
instead.) 

There is, however, another justice-based 
solution that addresses demand: “drug 
courts.” Rather than sending users to prison, 
they are put on probation, with regular drug 
testing. The programs generally include drug 
treatment, and some incorporate rewards for 
successfully attaining treatment milestones 
as well, but at the heart of the system is the 
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regular drug testing and checking in with the 
courts. Fundamentally, this sets up a “nega-
tive reinforcement” rather than a “punish-
ment” scenario—the users know that they will 
be tested, and they know that they will go to 
jail if they fail the drug test. Unlike punish-
ment after the fact, this is “before the fact” 
action, and from all indications, it seems 
to work very well. Multiple studies of drug 
courts have found that they significantly 
reduce recidivism, and have the side ben-
efit of saving taxpayers over $2.00 for every 
$1.00 invested, compared with incarcera-
tion. (This does not take into account the fact 
that, whereas released prisoners face steep 
barriers to re-entry into law-abiding soci-
ety, drug offenders who go through drug 
court can get their records expunged, and 
also exit the program with coping mecha-
nisms learned as part of the substance abuse 
treatment component. Arguably, this would 
make drug offenders who went through 
drug court instead of prison more likely 

to stay off heroin and 
become productive 
taxpayers themselves 
after release from the 
program.) 

Drug courts are a 
bona fide way to get drug 
offenders off drugs. Ideally, 
though, a more comprehensive solu-
tion to the heroin addiction epidemic would 
address the underlying “disease” leading to 
heroin abuse, not just the symptoms; addicts 
would be treated before being arrested and 
facing incarceration or drug court. First and 
foremost, this includes mental health care. 
According to Dr. J, psychiatric care services 
are available, free of charge: Metropoli-
tan Human Services, http://www.mhsdla.
org/, offers mental health and addiction 
treatment services to residents of Orleans, 
Plaquemines, and St Bernard parishes, Jeffer-
son Parish Human Services Authority (about 
to be Jeff Care) provides similar services to 

residents in Jefferson Parish, and in Baton 
Rouge, mental health services are provided 
by Capital Area Human Services District. 
“Louisiana has provided free psychotropic 
medication to those who have no health 
insurance, and some of these services are 
now becoming more sliding scale based on 
income,” says Dr. J. Do people in crisis realize 
this, though? And what if the nature of their 
crisis is just a pervasive sense of stress, iso-
lation, and hopelessness? These people are 
probably more likely to attribute these feel-
ings to the bleak nature of life rather than to 
a mental health condition that can be treated, 
and it may not occur to them that there is 
help out there for them. 

Finally, while evidence points away from 
the belief that addiction is solely due to the 
inanimate drug, rather than the human 
addict, Dr. Alexander cautions that it may be 
beneficial for an addict to continue believ-

ing this misinformation, at least 
in the beginning of their treat-

ment: “If they accept this 
belief, they can escape an 

enormous burden of guilt 
for their catastrophic lives, 
because the active agent 
is not themselves, but the 

drug. They made only one 
mistake and forgot to ‘just 

say no’: The rest was out of their 
control. Often such rationalisation 

provides a merciful relief for a suffering 
addict, at least for a time. Sometimes it is 
useful for drug abuse counselors to accept 
this belief during therapy.”

Eventually, though, addicts need to come 
to terms with the difficult task of learning 
non-drug based ways of coping with pain, 
including the pain of realizing how utterly 
their addiction has damaged their lives and 
the lives of those around them. The wider 
community must also realize that if we want 
to prevent or stop a heroin epidemic, we 
need to care for the health of our most vul-
nerable members, as difficult as facing that 
responsibility may be. n
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What does cigarette smoke do to the bacteria that inhabits the 
respiratory tract? That’s what Dr. Ritwij Kulkarni, MSc, PhD, 
along with Dr. Arthur Penn, PhD, and Dr. Samithamby Jeyaseelan, 
PhD, are hoping to discover at Louisiana State University School 
of Veterinary Medicine. The unique study is trying to identify an 
additional health risk associated with cigarette smoking.  

Smoke 
Gets in Your…
What? 
LSU ReSeaRcheRS Say 
Secondhand Smoke may 
BooSt Bad BacteRia By Melina Druga

e



Medicine. Kulkarni was drawn to pathobio-
logical science because there is a fine bal-
ance in the body between normal flora and 
harmful pathogens. This delicate balance is 
interrupted when the body is exposed to pol-
lutants, including tobacco smoke. In addi-
tion to studying the effects of smoke on the 
respiratory system, he has studied its effects 
on bacteria in the urinary tract. Dr.Penn is 
director of the university’s Smoke Inhala-
tion Facility and a professor of toxicology. 
His focus is on air pollution’s effects on the 
respiratory and cardiovascular systems. 
Dr. Samithamby, an immunologist, studies 

T
the bacterial pathogens which cause tissue 
inflammation. His goal is to devise preven-
tion strategies and treatments to eliminate 
inflammation. 

Every organ of the body is affected by 
smoke, Dr. Kulkarni says, and everyone has 
been exposed to smoke at some point in 
his or her life. All forms of smoke—includ-
ing smoke from burning wood, vehicu-
lar exhaust, and smoke from biofuels—are 
harmful.  For those who are exposed to 
smoke for long periods of time, the effects 
are irreversible.  

“The ill-effects of secondhand cigarette 

“Smoke exposure 
induces biofilm 
formation and host cell 
adherence in 
Staphylococci while 
inducing the ability of 
pathogens to evade 
immune responses.”

he team, working at the univer-
sity’s Lung Biology Laboratory, 
part of the Department of Patho-
biological Sciences, has chosen 

to study the effects of secondhand smoke 
on Staphylococcus aureus, and Streptococ-
cus pneumonia. Staphylococci are extremely 
common bacteria and responsible for a 
number of illnesses including skin infections, 
food poisoning, and toxic shock syndrome. 
They are found in the human body regard-
less of whether a person is healthy or sick. 
Staphylococci also cause a number of respi-
ratory infections, and humans carry millions 
of bacteria in the mucus membranes, mak-
ing Staphylococci the natural choice when 
studying the effects of secondhand smoke.

Dr. Kulkarni is a research assistant pro-
fessor of the Department of Pathobiologi-
cal Sciences; the department studies bac-
teria, viruses, and other causes of disease 
and their effects on humans and animals, 
thus its inclusion in the School of Veterinary 
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research

smoke exposure are not just limited to 
smokers,” Says Dr. Kulkarni. “Smoking is bad 
for the health of smokers, without doubt. In 
addition, it is very important to consider that 
as a smoker you are putting the lives of your 
friends and family in peril.”

Data show that individuals who have 
been exposed to smoke have higher rates of 
respiratory infections and have a harder time 
fighting off diseases. Smoke exposure puts a 
person at risk for lung cancer, emphy-
sema, and Chronic Obstructive 
Pulmonary Disease (COPD).

Research began late last 
year and has been mainly 
in vitro, using compo-
nents of the bacteria that 
have been isolated. So 
far, the team’s research 
has shown smoke causes 
the Staphylococci to 
become more aggressive and 
more virulent. 

“Staphylococcus aureusis is 
known to form biofilms, which are commu-
nities of bacteria contained within a protec-
tive membrane. The bacteria inside a biofilm 
are resistant to our immune defenses, as well 
as antibiotics, and smoke exposure increases 
biofilm production,” says Dr. Kulkarni. 
“Smoke exposure induces biofilm formation 
and host cell adherence in Staphylococci 
while inducing the ability of pathogens to 
evade immune responses. This may explain 
why individuals exposed to cigarette smoke 
are predisposed to respiratory infections.”

Dr. Kulkarni and the Lung Biology Labo-
ratory are funded by a grant provided by the 
Flight Attendant Medical Research Institute 
(FAMRI). The grant, renewed in December, 
is for $108,000 annually for two years. The 
team will be providing FAMRI with annual 
progress reports and periodic benchmarks 
to measure the success of the team’s work. 

Continued funding will 
be based on the prog-

ress reports and whether 
FAMRI is satisfied with the 

headway the team is making.
FAMRI has an invested interest 

in secondhand smoke. Founded in 2000 as a 
non-profit organization, FAMRI is the result 
of a class-action lawsuit filed in October 
1991 in Dade County Circuit Court against 
the tobacco industry by Florida attorneys 
Susan and Stanley Rosenblatt on behalf of 
non-smoking flight attendants. The suit 
sought damages for diseases and deaths 
which resulted from non-smoking flight 
attendants being exposed to secondhand 
tobacco smoke while on the job. The case 
was settled in 1997. As part of the settlement, 
a medical and scientific research entity was 
required to be established with $300 million 
in funding from the tobacco industry.

Despite anti-smoking campaigns over the 
past several decades, Americans continue to 
smoke. According to the Centers for Disease 
Control, 18.1 percent of American adults, 42.1 
million people, smoke. More than 16 million 

Dr. Kulkarni and the Lung Biology 
Laboratory are funded by a grant 
provided by the Flight Attendant 

Medical Research Institute (FAMRI). 

individuals suffer from diseases which are 
the direct result of smoking, and one out of 
every five deaths is attributed to smoking.

Rates of smoking vary by region and 
are higher in the Midwest and South than 
other parts of the country. In Louisiana, 20.5 
percent of adults and 11 percent of minors 
smoke. The state ranks 37th among the 
states for overall smoking and ranks above 
the national average for youth smoking and 
smoking related deaths.

Over the next few months, the Lung Biol-
ogy Laboratory plans to focus on experi-
ments to determine the virulent charac-
teristics of not only Staphylococci bacteria 
exposed to smoke, but Pneumococci bacte-
ria, the cause of pneumonia and meningitis.

Since the study is in its early stages, there 
are no real conclusions as of yet. However, 
so far results seem promising and appear 
to indicate exactly what the team hypothe-
sized—that smoke exposure is dangerous and 
causes toxic mutations to not only the cells 
in the human body, but also to the microor-
ganisms that inhabit the body. The research 
has yet to be tested on humans. n





HIPAA
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The Health Information Technology for 
Economic and Clinical Health Act (HITECH 

Act) and subsequent regulations have 
changed several aspects of compliance with 

HIPAA, including the way covered entities 
should think about misuses of Protected 

Health Information (PHI).

When a misuse of PHI occurs, the Health 
Insurance Portability and Accountability Act, 
(HIPAA) requires covered entities to conduct 
a thorough, good-faith analysis to determine 
whether the misuse rises to the level of a 
breach. A “breach” is the unauthorized acqui-
sition, access, use, or disclosure of unsecured 
PHI which compromises the security or pri-
vacy of such information. 

Depending on the severity of the breach, 
covered entities could face reporting and 
notification requirements that include noti-
fying the Department of Health and Human 
Services (HHS), affected individuals, and 

How To Analyze A HIPAA Breach
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likelihood of re-identification. Social security 
numbers would be considered sensitive items, 
whereas a city or state identifier would not be 
as sensitive. Entities should consider the like-
lihood that someone could suffer financial or 
reputational harm based on the information 
to determine its level of sensitivity.

The unauthorized person who used, accessed, 
or received the PHI
Consider whether the unauthorized person 
is trained in HIPAA compliance, has obli-
gations to protect the privacy and security 
of the information, has a track record of 
protecting similar information, and can be 
obligated to return it. HHS emphasizes that 
this factor should be considered in combina-
tion with the first factor regarding the risk of 
re-identification.

 
Whether the PHI was actually acquired or 
viewed
Analyze whether the PHI was actually 
acquired or viewed or, alternatively, if only 
the opportunity existed for the information 
to be acquired or viewed. Entities may have 
the technology to confirm that information 
was unviewed, or they may be able to lock 
a lost cell phone or destroy files remotely in 
order to protect themselves under this factor.

The extent to which the risk to the PHI has 
been mitigated
Finally, covered entities must evaluate the 
extent to which the risk to the PHI has been 
mitigated. If the PHI is no longer in the enti-
ty’s possession, consider factors such as how 
easily it can be duplicated. n 

By Tabatha George 
Fisher & Phillips LLP

even the media. For this reason, whether a 
misuse rises to the level of a breach requires 
careful examination. In brief, a breach con-
tains the following elements: 1) an unauthor-
ized acquisition, access, use, or disclosure; 2) 
of unsecured PHI; 3) resulting in an imper-
missible disclosure under the privacy rule; 
4) that compromises the security or privacy 
of such PHI; and 5) to which an exception 
does not apply. 

Under the final regulations issued by HHS, 
which became effective on September 23, 
2013, the concept of what “compromises” 
the security or privacy of PHI has changed. 
Previously, a breach occurred only if there 
was a significant risk of financial, reputa-
tional, or other harm to the individual. But 
the 2013 final regulations remove this “harm 

standard” and instead require a four-part 
risk assessment intended to focus on the 
risk that PHI has been compromised in a 
more objective way. 

The 2013 regulations provide that a cov-
ered entity must presume that an acquisi-
tion, access, use, or disclosure of PHI in vio-
lation of the privacy rule is a breach. This 
presumption holds unless the covered entity 
demonstrates that there is a “low proba-
bility” that the PHI has been compromised 
based on a risk assessment which considers 
at least the following factors: 1) the nature 
and extent of the PHI involved, including 
the types of identifiers and the likelihood of 
re-identification, 2) the unauthorized person 
who used the PHI or to whom the disclosure 
was made, 3) whether the PHI was actu-
ally acquired or viewed, and 4) the extent to 
which the risk to the PHI has been mitigated.

Here’s a closer look at how these are defined:

The nature and extent of the PHI involved
Based on HHS guidance, covered entities 
should consider whether the disclosure 
involved PHI that is of a sensitive nature, 
including the types of identifiers and the 

A “breach” is the unauthorized 
acquisition, access, use, or 

disclosure of unsecured PHI 
which compromises the security 

or privacy of such information. 

How To Analyze A HIPAA Breach
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louisiana ranks 12th  
for serving Disabilities 
PoPulation
 
An independent analysis ranked Louisiana 
12th in how it delivers care for individuals with 
intellectual and developmental disabilities 
(ID/DD). The 2014 Case for Inclusion rank-
ings produced by the United Cerebral Palsy 
(UCP) is an annual ranking of how well state 
Medicaid programs serve Americans with 
intellectual and developmental disabilities. In 
addition to being ranked 12th, Louisiana was 
the second most improved state, jumping 36 
spots, from 44 in 2007 to 12 in 2014.

Louisiana was noted for various achieve-
ments including the number of individuals 
served in the community and the resources 
allocated for community support. Louisiana 
was one of 15 states supporting a large share 
of families through family support. These 
support services provide assistance to 
families that are caring for children with 
disabilities at home, which keeps families 
together, and in a community setting. In the 
sub-ranking by major category, Louisiana 
ranked second for keeping families together. 
Louisiana was also recognized for promoting 
productivity due to the number of people with 
ID/DD working in competitive employment.
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Matthew R. Landrum, Louisiana State University 
Health Sciences Center, School of Medicine New 
Orleans, MD candidate 2014. landrum was chair-
man of the louisiana state medical society stu-
dent section 2012-2013. He was also a member 
on the lsms Council on legislation and a lsms 
medical student section Delegate to the ameri-
can medical association medical student section. 

Carol Shih, Tulane University School of Medi-
cine. shih was co-president of the tulane Chap-
ter of the american medical association, direc-
tor of the tulane Chapter of the louisiana state 
medical society student section, and a member 
of the tulane school of medicine admissions 
Committee. 

Paulette Doiron, Louisiana State University Health 
Sciences Center Shreveport. Doiron has been an 
active member with support for Humanitarian-
ism through Intercontinental Projects since 2010, 
which includes a two-week medical trip to Kenya. 
she spearheaded medical student collaboration 
with the arklatex food system Council and other 
community organizations. 

healthy communities 
coalition names board

 
the louisiana Healthy Communities Coalition, a 
statewide coalition designed to improve the health 
of louisiana residents, announced that 20 mem-
bers were elected to their advisory board. the new 
members, who will serve a two-year term start-
ing may 2014, are:
•  Annette Beuchler, Director of Programs and 

Communications, the rapides foundation
•  Terry Birkhoff, Senior Manager, Primary Care 

systems, american Cancer society
•  Stacie Bland, Medical Director, Baton Rouge 

Primary Care Collaborative
•  Deborah Campbell, Business Development 

representative/ market strategist, North oaks 
Health system
•  Jack Carrel, Director of Prevention, HIV/AIDS 

alliance for region two
•  Jonathan Chapman, Executive Director, Loui-

siana Primary Care association
•  Ivory Davis, RN Quality Management Coordi-

nator, Department of Veteran Affairs
•  Shannon  Dosemagen,  President,  Public 

•  Dr. Amir Al-Khami - LSU Health Sciences Cen-
ter in New orleans. 

the la Cats Center roadmap scholar Program 
supports junior faculty who are entering the field 
of clinical and translational research. the meri-
torious Post-Doctoral scholar Program recog-
nizes researchers who have at least two years of 
post-doctoral training and are being considered 
as potential faculty members. Both awards offer 
mentorship, tuition and salary support with the 
goal of providing a strong basis for a successful 
career in clinical/translational research.

 
Well-ahead louisiana 
Designates first Wellspots

 
the Department of Health and Hospitals (DHH) 
has designated its first three wellspots—mes-
tizo restaurant, mid-City market, and ameri-
Health Caritas  Louisiana,  all  located  in Baton 
rouge. wellspots are the healthy places around 
the state that voluntarily champion and embrace 
health and wellness.  

wellspots can be employers, schools, health-
care providers, universities, child care centers and 
restaurants.  the well-ahead designation includes 
three levels of wellspots, level one, level two and 
level three.  level one is the highest level and 
indicates that the highest number of well-ahead 
criteria have been met, followed by level two 
and level three.  all entities applying to become 
wellspots must be 100 percent tobacco free.  mes-
tizo, mid-City market and ameriHealth Caritas lou-
isiana were designated level two wellspots.

organizations interested in becoming a wellspot 
can visit www.wellaheadla.com.

lsMs announces organized 
Medicine award

 
the louisiana state medical society medical stu-
dent section announced the 4th annual lsms 
organized medicine award. this award was pre-
sented during commencement ceremonies to 
a graduating senior at each of the three loui-
siana medical schools who has demonstrated 
an extraordinary effort in advancing the field of 
organized medicine, whether on the local, state 
or national level.

louisiana senate confirms 
Dhh appointments

 
the louisiana senate has confirmed three appoint-
ments of Department of Health and Hospitals (DHH) 
employees to top level positions. 
DHH Secretary Kathy Kliebert appointed Jeff 

reynolds as DHH undersecretary on february 2, 
2014, and he assumed the role of undersecretary 
a month later on march 10, 2014. Prior to becom-
ing undersecretary, reynolds was louisiana med-
icaid Deputy Director. 

Dr. rochelle Head-Dunham was appointed 
Interim Assistant Secretary for the Office of Behav-
ioral Health (OBH) on October 18, 2013. Dr. Head-
Dunham, who served as the medical Director and 
Chief of Adult Operations for OBH, assumed the role 
of Interim assistant secretary on october 30, 2013.

mark thomas was appointed Interim assistant 
secretary for the office for Citizens with Devel-
opmental  Disabilities  (OCDD)  on  October,  18, 
2013, and assumed the role on November 2, 
2013. thomas joined the Department as execu-
tive Director of Community services for oCDD in 
2006 and has served as Deputy assistant secre-
tary for oCDD since 2009. 

la cats names roadmap 
and Meritorious scholars

 
the louisiana Clinical and translational science 
(la Cats) Center, a statewide initiative funded 
by the National Institute of General medical sci-
ences (NIGms) of the National Institutes of Health 
(NIH), recently awarded the prestigious roadmap 
scholar distinction to three early career louisiana 
scientists and the meritorious scholar distinction 
to a post-doctoral scientist.

2014 roadmap scholars:
•  Dr. Christopher McGowin - LSU Health Sciences 

Center in New orleans
•  Dr. John Apolzan - LSU Pennington Biomedi-

cal Research Center in Baton Rouge
•  Dr. Michael Hoerger - Tulane University School 

of medicine in New orleans
2014 meritorious Post-Doctoral scholar:

state
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heart & soul gala honors eMs
 

LSU Health Sciences Center Foundation was the signature sponsor for the 
American Heart Association’s Heart & Soul Gala on June 7 at the Ernest N. 
morial Convention Center. the event was chaired by Dr. Gerry Cvitanovich 
and honored ems of region 1. 

one hundred percent of the funds raised through the Heart & soul Gala 
are invested back into the New orleans community through educational 
outreach programs, CPr training and certification, placement of auto-
mated external defibrillators, and funding for groundbreaking medical 
research. additional money is invested in New orleans beyond what is 
raised locally, by the national office of the american Heart association. 
this year alone, the american Heart association invested over $2 million 
into rebuilding research in New orleans at such institutions as louisiana 
State University, Ochsner, and Tulane.
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enacted laws making it a felony to assault or batter 
an emergency nurse. most recently, ohio, texas, 
Illinois and Idaho joined the list of states that have 
strengthened their laws protecting emergency 
nurses against violence. eNa says it is commit-
ted to making this crime a felony in all 50 states.

local
 
local startup addresses 
Perforated eardrums

 
local startup tympanogen llC, whose new medical 
technology will provide a non-surgical treatment 
option for a condition affecting thousands of chil-
dren each year, has won fifth place and $44,000 in 
the world’s largest graduate-level student startup 
competition. The Rice University Business Plan 
Competition awarded startups nearly $3 million in 
cash, investment, and other prizes, and tympano-
gen finished with three prizes totaling $44,000 after 
being named one of only six finalists. over 500 start-
ups from around the world applied for the event, 
and 42 startups from eight countries were selected 
to compete in this year’s program in Houston, texas.

tympanogen is commercializing a gel patch the 
team developed at Tulane University called Perf-
fix™ for non-surgical repair of chronic tympanic 
membrane perforations, or holes in the eardrum. 
the startup pitched four times over the course 
of the weekend-long competition and earned 
$4,000 cash as the fifth place winner, along with 
two additional cash prizes. the team received a 
$20,000 award from the nCourage entrepreneurs 
Investment Group for the top women-led startups 
at the competition, as well as the $20,000 Nasa 
earth/space Human Health & Performance Inno-
vation Cash Prize. this prize goes to the best life 
science startup whose technology has applica-
tions to Nasa and the space program.

the company also won the $25,000 first prize in 
the Tulane University Business Model Competi-
tion in april, and the prizes from both events will 
help fund the startup’s next phase of research. to 
prepare for these competitions, the team of bio-
medical engineers and physicians developed their 
business plan and pitch with free support from the 
New Orleans BioInnovation Center.

ena applauds la for new 
Workplace violence law

as workplace violence increasingly threatens 
emergency departments across the country, the 
emergency Nurses association congratulated lou-
isiana for becoming the latest state to make it a 
felony to physically attack an emergency nurse 
and  other  emergency  personnel.  Gov.  Bobby 
Jindal signed H.B. 1077 (LeBas) into law in June. 

the new law, which goes into effect august 1st, 
creates the crime of battery of emergency room 
personnel, emergency services personnel, or a 
healthcare professional, and amends the crime 
of obstructing a fireman to include emergency 
services personnel.

“the unanimous approval of this bill shows 
there is bipartisan support in louisiana in favor 
of addressing the growing problem of violence 
directed at healthcare workers,” said eNa presi-
dent Deena Brecher, MSN, RN, APN, ACNS-BC, CEN, 
CPeN. “the louisiana emergency Nurses associa-
tion successfully worked to bring this issue to the 
forefront, and we’re thrilled with the outcome. we 
hope louisiana law enforcement officials will rig-
orously enforce this important new law.”

research released earlier this year in the Journal 
of Emergency Nursing shows that more than 70 
percent of emergency nurses encountered physi-
cal or verbal assault by patients or visitors while 
they were providing care in the emergency setting. 
several factors such as long wait times, patient 
boarding, patients with a history of violence, and 
patients under the influence of drugs or alcohol 
significantly contributed to the violence.

louisiana joins thirty other states that have 

laboratory for open technology and science
•  Alsie  Dunbar,  Chemical  Engineer/Chemist, 

shell/motiva enterprises llC
•  Smith Hartley,  Chief  Editor,  US Healthcare 

Journals
•  Jerry Jones Jr., Economic and Community 

Developer, Imperial Calcasieu regional Planning 
and Development Commission
•  Jan Kasofsky, Executive Director, Capital Area 

Human services District
•  Ray Landry, CEO, Abbeville General Hospital
•  Stephenie Marshall, Executive Director, Daugh-

ters of Charity Centers of New orleans
•  Evalyn Ormond, CEO, Union General Hospital
•  Knesha Rose, Associate Director, Programs, 

alzheimer’s association
•  Jennifer  Shoub,  CEO,  YWCA Greater  Baton 

rouge
•  Cheryl Talbot, Executive Director, Louisiana 

Business Group on Health
•  Rhiannon Traigle, Executive Director, Bayou 

land families Helping families
•  Lee Anne Venable, Development Director, Hab-

itat for Humanity of louisiana
the louisiana Healthy Communities Coalition 

is led by an executive committee comprised of 
representatives from the louisiana Department of 
Health and Hospitals, louisiana Comprehensive 
Cancer Control Program, louisiana Public Health 
Institute, and american Cancer society. 

for more information about the louisiana 
Healthy Communities Coalition, please visit www.
healthylouisiana.org.

Wellcare names Diaz 
regional Medical Director 

 
WellCare Health Plans, Inc. has named Dr. Victor 
a. Diaz medical director for its health plan opera-
tions in arkansas, louisiana, mississippi, tennes-
see, and texas, effective may 12. He is responsible 
for overseeing the clinical direction of medical ser-
vices and quality functions. He also provides med-
ical leadership for the effective care integration 
of pharmacy operations, utilization/case/disease 
management activities and quality improvement 
activities. He reports to frank Heyliger, wellCare’s 
region president for arkansas, louisiana, missis-
sippi, tennessee, and texas.

Victor A. Diaz, MD
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served as Dean of  the LSUHSC School of Den-
tistry, Chancellor of LSU Health Sciences Center, 
and President of the LSU System.

Med students select recipients 
of teaching awards

 
The Aesculapian Society at the LSU Health Sci-
ences Center New orleans school of medicine pre-
sented their 2014 excellence in teaching awards 
at their annual banquet. selected by each class of 
LSUHSC medical students, the recipients – LSUHSC 
faculty, interns and residents – are chosen for their 
leadership, quality of instruction, approachability, 
and overall excellence in teaching.

this year’s recipients and their courses and spe-
cialties are:
•  Class of 2017 Fall: Dr. Jason Mussell – Gross 

        anatomy
•  Class of 2017 Spring: Dr. Michael Levitzky
    – Physiology
•  Class of 2016 Fall: Dr. Richard DiCarlo – Science
     and Practice of medicine
•  Class  of  2016  Spring:  Dr.  Grace  Athas  –  

        Clinical Pathology
•  Class  of  2015  Intern:    Dr.  Lauren  Green  

        – Pediatrics
•  Class  of  2015  Resident:  Dr.  Drew  Jones  

         – Obstetrics/Gynecology
•  Class  of  2015  Faculty:  Dr.  Robin  English  

        – Pediatrics
•  Class of  2014  Intern: Dr. Ross Thibodaux –  

        Internal Medicine – Baton Rouge
•  Class of 2014 Resident: Dr. Anthony DiGiorgio  

        – Neurosurgery
•  Class of 2014 Faculty: Dr. Tatiana Saavedra –  

        Internal Medicine – Baton Rouge;
•  Dr. Melissa Roy – Pediatrics.

valentine Medical center 
earns level 3 Designation 

 
Valentine Medical Center recently received rec-
ognition from the National Committee of Quality 
Assurance (NCQA) as a Level 3 Patient-Centered 
medical Home (PCmH) for individualized patient 
care, the highest level of the designation awarded. 
The NCQA PCMH Recognition program identi-

fies practices that promote partnerships between 

•  Family and Peers  INCOMPLETE
•  School  C-
•  Community and the Built Environment  B-
•  Government Strategies and Investments 
    INComPlete
the report also indicates that children and youth 

spend more than seven hours a day in sedentary 
activities, and they become even more sedentary 
as they grow older.

the report Card is the first in an historic series of 
national physical activity report cards in countries 
around the world that will be updated annually, 
providing an unprecedented global benchmark 
using a common methodology on this pivotal pub-
lic health issue.

the full and summary reports are available 
online at www.physicalactivityplan.org.
 
lsuhsc teaching 
excellence recognized 

 
Six members of the faculty of LSU Health Sciences 
Center New orleans have been awarded the 2014 
allen a. Copping excellence in teaching awards. 
Chosen by their schools’ leadership, their col-
leagues, and most importantly, by their students, 
the recipients are:
•  School of Allied Health Professions: Elizabeth F. 

williams, mHs, associate Professor and education 
Coordinator of Clinical training in Clinical labo-
ratory sciences
•  School of Dentistry: Caroline F. Mason, RDH, 

med, Professor and Director, Dental Hygiene 
Program
•  School of Medicine: Murtuza Ali, MD, Associate 

Professor of Clinical medicine
•  School  of Nursing: Gretchen Deeves, MSN, 

aPrN, CNm, Instructor of Nursing
•  School of Public Health: Melinda Sothern, PhD, 

CEP, Professor and Director of Behavioral & Com-
munity Health sciences
•  Basic Sciences: Hamilton Farris, PhD, Research 

Assistant Professor, LSUHSC Neuroscience Center 
of excellence
Initiated at LSU Health Sciences Center New 

orleans in 1995, the allen a. Copping excellence 
in teaching awards are awarded each year to one 
individual in each area of study. they also honor 
the legacy of the late Dr. allen Copping, who 

20 arrested in Medicaid 
fraud roundup

 
the louisiana attorney General’s medicaid fraud 
Control Unit  (MFCU) arrested 20 personal care 
attendants as part of a crackdown on provider 
fraud in the New orleans area.
MFCU agents  initiated an  investigation after 

receiving a citizen tip reporting potential per-
sonal care service fraud. Investigators learned 
that the personal care attendant being accused 
of fraudulent activity was servicing a medicaid 
recipient living at a senior residential facility in 
New orleans. many other elderly residents liv-
ing at the same housing complex are eligible for 
personal care services rendered through private 
provider agencies that bill the louisiana medic-
aid Program. 

after comparing service logs submitted to the 
to the provider agencies by the personal care 
attendants to sign-in and sign-out sheets, MFCU 
investigators were able to identify numerous 
attendants from four different medicaid pro-
vider agencies who cheated the medicaid pro-
gram by submitting fraudulent claims for pay-
ment to the louisiana medicaid Program for 
services that were never rendered. MFCU agents 
estimate the total fraud to the medicaid Pro-
gram at $150,000 over the span of about a year. 

sothern on 1st national Physical 
activity report card Panel

 
Dr. melinda sothern, Professor and Director of 
Behavioral & Community Health Sciences at the 
LSUHSC School of Public Health, is one of 11 mem-
bers of  the research advisory Committee that 
produced the 2014 United States Report Card on 
Physical Activity for Children and Youth. The first-
ever report card reveals that only about one in 
four young americans meet the current guideline 
of 60 minutes of moderate physical activity a day.

Here are the grades:
•  Overall Physical Activity  D-
•  Sedentary Behaviors  D
•  Active Transportation  F
•  Organized Sport Participation  C-
•  Active Play  INCOMPLETE
•  Health-Related Fitness  INCOMPLETE
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LSUHSC Nursing’s DNP program was awarded a 
five-year accreditation – the maximum a new pro-
gram can earn.

the post-masters Doctor of Nursing Prac-
tice (DNP) is a practice-focused doctoral nurs-
ing degree designed for nurses seeking careers 
in advanced clinical nursing practice and nurse 
executive ranks.   DNP education emphasizes 
research application and utilization in clinical 
practice settings as well as interdisciplinary team 
building skills, organizational leadership and man-
agement development, utilization of information 
technology and quality improvement techniques, 
and development and initiation of public policy. 

lsuhsc awarded nsf 
grant for undergrads

 
the National science foundation has awarded 
LSU  Health  Sciences  Center  New  Orleans  a 
Research Experiences for Undergraduates (REU) 
site grant in the amount of $295,635. the fund-
ing will support the training of undergraduates 
from diverse social and educational backgrounds, 
underrepresented in the sciences, especially from 
the New orleans area.  

the project will provide students with training 
for 10 weeks during the summers of 2014-16.  It 
will be led by Principal Investigator Dr. fern tsien, 
assistant Professor of Genetics, along with Co-
Investigators Dr. alberto musto, assistant Profes-
sor of research, Neurosurgery and Neuroscience, 
and Dr. Hamilton farris, also a research assistant 
Professor in the LSUHSC Neuroscience Center.

training will focus on research fields including 
genetics, microbiology, biochemistry, neurosci-
ences, physiology, and pharmacology and will 
include one-on-one mentoring by faculty mem-
bers from the LSUHSC Basic Sciences Departments 
and Centers on hypothesis development, experi-
mental design, research methods, and scientific 
presentation skills.  
 
Daughters of charity 
open gentilly clinic

 
Daughters of Charity Health Centers opened the 
doors to its newest location in Gentilly recently. 
this new facility, located at 100 warrington 

the committees include: 
Performance Management, comprised of Drs. Pat 

Braly, Michael Carpenter, David Cressy, Rob Fau-
cheaux, Hill, Roch Hontas, Michael Iverson, Joseph 
Landers, Merrill Laurent, Ralph Millet, Joseph Per-
digao, sunil Purohit, Hamid salam and torcson. 
Hill serves as committee chairman.

Network Operations, comprised of Drs. Pat 
McCaslin, Charles Baier, Chris Darcey, Dominguez, 
Celeste Lagarde and Jack Saux. Dominguez serves 
as committee chairman.

Finance and Contracting, comprised of Drs. 
Lacour, Cathy Quarls, Reiss Plauche, Michael Isa-
belle, Chris Foret and Vicki Steen, is responsible 
for joint contracting negotiations with payers and 
coordinating physician incentive distributions. 
lacour serves as committee chairman.

for more information about how to join the st. 
Tammany Quality Network, contact Khashou at 
985-898-4518 or  jkhashou@stph.org.

objective Medical systems 
earns “stage 2” certification

 
objective medical systems, llC, a local health 
information technology company, announced 
that its electronic Health record (eHr) system 
has earned Meaningful Use Stage 2 Certification 
from the office of the National Coordinator for 
Health Information technology. 

the electronic Health records technology 
developed by objective medical systems was 
designed from the ground up for cardiology prac-
tices to efficiently manage vital patient informa-
tion. the company’s diagnostic tools, part of its 
vendor-neutral Cardiovascular Information sys-
tem for both private practices and hospitals, can 
instantly pull and analyze information from medi-
cal devices, reducing human error while also sav-
ing time and money. 

DnP Program earns 
Maximum accreditation

 
the new Doctor of Nursing Practice (DNP) degree 
program  at  LSU  Health  Sciences  Center  New 
orleans school of Nursing has been fully accred-
ited by the Commission on Collegiate Nursing edu-
cation Board of Commissioners to June 30, 2019. 

individual patients and their personal clinicians in 
the long-term, rather than treating patient care as 
a sum of episodic office visits. each patient’s care is 
delivered by clinician-led care teams that provide 
all healthcare needs and coordinate treatments 
across the healthcare system. medical home clini-
cians demonstrate the benchmarks of patient-cen-
tered care, including open scheduling, expanded 
hours, and appropriate use of proven health infor-
mation systems.

st. tammany Quality 
network growing rapidly

 
Since its launch in January, the St. Tammany Qual-
ity Network has added more than 160 member 
physicians to the organization focused on measur-
ing and improving clinical quality and the patient 
experience throughout the North shore.
STQN is a physician-led network operating under 

the clinical integration model sanctioned by the 
federal trade Commission, which requires the 
network to demonstrate a commitment to quality 
and outcomes by creating a medical community 
aligned around initiatives and payer engagement; 
using a common information technology platform 
to capture disease specific data throughout the 
network to assist in proactive patient care; and 
developing best practices.

the network’s primary objective is to collabo-
rate on patient-centric initiatives that enhance 
the quality and improve efficiency of healthcare 
delivery. that will be spearheaded by creating an 
information technology network that encourages 
sharing of patient clinical data and care coordina-
tion among participating providers. with regards 
to physician performance data, there is a focus on 
transparency so participating providers can learn 
best practices from one another and can also iden-
tify areas of opportunity. 
STQN is led by Executive Director Jack Khashou 

and medical Director Dr. michael Hill, the Govern-
ing Board and three committees. The Governing 
Board consists of Drs. David Cressy, Mark Domin-
guez, Hill, James Lacour, David Powers, Sunhil 
Purohit, and torcson. stPH Chief medical officer 
Dr. Bob Capitelli and STPH President and CEO Patti 
ellish serve as ex officio, while torcson serves as 
board chairman.
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“the second-place essay in each category received 
$500. the third-place entry in each category 
earned $250.”

lsuhsc gains grant for 
science Youth initiative

 
LSU Health Sciences Center New Orleans has been 
awarded a $318,000 grant over three years by Bap-
tist Community Ministries to support the LSUHSC 
Science Youth Initiative. The goals of this science 
education pipeline initiative are to promote K-12 
students’ interest and academic performance 
in the sciences and to prepare them for careers 
in the sciences. the initiative, led by principal 
investigator fern tsien, PhD, assistant Professor 
of Genetics, along with co-investigator martha Cuc-
cia, Instructor of Public Health, will expand three 
existing programs. 
The LSUHSC/New Orleans Schools Science Part-

nership supports 4th grade science education in 
New orleans schools. teachers report higher leaP 
scores and grades in science since the program 
started in 2006. 
The LSUHSC Hands-On Workshops maintain 

and increase interest created by the LSUHSC/New 
orleans schools science Partnership. since 2009, 
about 300 middle school and 1,400 high school 
students have conducted experiments on in high 
interest areas like forensics and cancer research 
at LSUHSC. 

the summer Internship Program for High 
school students allows qualifying students to 
work in laboratory settings with an LSUHSC fac-
ulty member. this program helps students choose 
a college science career path, strengthen their 
resumes for college applications, and facilitate 
future careers in medicine or research. since 2003, 
117 high school students have been accepted into 
this program. the grant will expand the number 
of partnership schools, participating students, 
opportunities and resources for both students 
and teachers. 

“the success of these programs is evidenced 
by the  fact  that some of  the LSUHSC students 
and resident physicians now teaching in the pro-
grams were once high school student participants 
themselves,” notes Dr. Fern Tsien, LSUHSC Science 
Youth Initiative principal investigator. n

GrHoP’s funding will also allow organizations 
like the Vietnamese Initiatives in Economic Train-
ing (VIET) and the New Orleans East Louisiana 
Community Health Center (Noela CHC) to sig-
nificantly increase its work in the New orleans 
east community. more specifically, the alliance 
Institute has charged VIET with leading the com-
munity engagement efforts as well as working 
with Noela CHC to promote the transition into 
its brand new 9,000 square-foot state of the art 
facility, which is also partially funded by GrHoP. 
Noela CHC is a federally qualified health center 
(FQHC) which has provided comprehensive, cultur-
ally competent, primary care services in the New 
Orleans East community since 2008. 

for more information about the GrHoP Initia-
tive, visit www.gulfregionhealthoutreach.com.

essay contest Winners 
announced

 
The School of Medicine at LSU Health Sciences 
Center New orleans has announced the winners 
of its first annual What Does Being Healthy Mean 
to me? essay Contest. they are:

9-12th Grade Category:
•  1st Place  –  Taylor Matthew, 12th grade, Baton  

        rouge magnet academy
•  2nd Place  – Myles Poydras, 11th grade, St.  

       augustine High school
•  3rd Place –  Justin Turner, 11th grade,  John  

       Curtis Christian school
6-8th Grade Category:
•  1st Place – Corrin Emmons, 7th grade, Patrick  

        taylor academy
•  2nd Place – Johnell Marshall, 6th grade, Sophie  

       B. Wright Elementary
•  3rd Place – Lucile Fonseca, 6th grade, Abita  

       springs school 
1-5th Grade Category:
•  1st  Place  –  Jannie  Jones,  3rd  grade,  

        International school of louisiana
•  2nd Place – Sydney Vander, 5th grade, Lake  

       Castle Private school
•  3rd Place – Jordan Breaux, 2nd grade, Pittman  

        elementary school
“the first-place essay in each category was 

awarded  $750,”  said Dr.  Cathi  Fontenot,  Chief 
Executive Officer of the LSU Healthcare Network. 

Drive on the campus of Dillard University, will 
increase access to health resources for Gentilly 
residents, offering a full-service primary and pre-
ventive care practice, including women’s health 
(OB/GYN and prenatal services), primary care for 
children, adults, and seniors, pharmacy, behav-
ioral health services, and more health resources 
under one roof.

Pegues appointed 
vice chancellor 

 
Dr. Larry Hollier, Chancellor of LSU Health Sciences 
Center New Orleans, has appointed J. R. Pegues, 
MBA, Vice Chancellor for Administration. He serves 
as the chief operating and administrative officer of 
LSU Health Sciences Center New Orleans.

Pegues has the lead responsibility for the univer-
sity’s successful business performance, including 
information technology, environmental health and 
safety, human resources, and auxiliary enterprises. 
He is responsible for developing campus master 
plans, acquisition and maintenance of property, 
as well as construction, renovation, maintenance 
and repair of facilities. His duties include estab-
lishing standards of personnel and institutional 
performance, defining broad institutional goals 
and objectives and coordinating the reporting 
and analysis of operating, capital and financial 
budgets.
Before joining LSUHSC, Pegues was President 

and Chief executive officer of Coventry Health 
Care’s and aetna’s operations in louisiana, arkan-
sas, tennessee, and mississippi.  In that role, he 
had responsibility for all day-to-day operations 
and profitability of the organization.

new orleans east to receive 
Portion of bP settlement 

 
the alliance Institute announced that New 
orleans east will receive a portion of the $105 
Million BP settlement awarded to coastal com-
munities affected by the oil disaster. the alli-
ance Institute was instrumental in securing the 
BP funding for Eastern New Orleans, and 17 other 
counties and parishes along the Gulf Coast. the 
settlement is dedicated to increasing access to 
healthcare for Gulf Coast residents. 
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hose of us in health care know 
that a significant percentage of 
these ED visits are non-emergent 
in nature with patients presenting 

Reducing Costs and Improving Outcomes: 
DHH Addresses ED Utilization in Louisiana

Hospital Emergency 

Departments (EDs) are a 

critical, yet often over-

utilized, component of 

the health care system 

in Louisiana, which, 

according to the Kaiser 

Family Foundation, ranks 

45th in terms of ED visits. 

Additional data from the 

Louisiana Department 

of Health and Hospitals 

(DHH) puts the state at 

third in the nation in per 

capita ED utilization with 

511 ED visits per 1,000 

population at an average 

of cost of $1,000 per visit. 

convenience. You have a mother whose child 
is running a fever in the middle of the night, 
and the mother can’t miss work the next day, 
so the mother takes the child to the ED, even 
though it’s really not an emergency situation,” 
Kliebert said. 

What are the most common reasons that 
patients are seeking care in Louisiana’s EDs?
“The workgroup has been using claims data 
and data from LHA – basically all available 
data – to identify some of those reasons. What 
we’ve found is, for adults ages 18 and up, the 
top five reasons for ED visits are urinary tract 
infections; prenatal and post-partum care; ab-
dominal pain; headaches; and lower back pain. 
For children, the most common conditions 
presented in the ED are upper respiratory in-
fections, ear infections, fever, and sore throats,” 
Kliebert said. “We’ve also identified the most 
commonly prescribed medications in the ED, 
and at the top of list is Hydrocodone, so there 
is concern about medication-seeking patients.” 

What’s the impact of avoidable ED utilization?
“Cost is obviously an issue. A trip to the ED for 
a Medicaid patient costs five times as much as 
a visit to a PCP, and statistically, 56 percent of 
those ED visits could be avoided. That num-
ber has climbed fairly steadily over the years,” 
Kliebert said. “But to me, the bigger issue is 
that patients who seek primary care in EDs 
are not receiving the benefits of an ongoing 
relationship with a PCP.

“If a patient goes to his primary care physi-
cian with a headache, for example, that patient 
may pay $75 for an office visit, but he’s going 
to get comprehensive, personalized care — a 
diagnosis, medication, follow-up...If that pa-
tient goes to the ED with a headache, he’s going 

T
with conditions that could be more efficiently 
treated – and at lower costs – by Primary Care 
Physicians (PCPs) in other care settings. In 
our state, the financial impact of these visits is 
staggering, particularly in terms of Medicaid 
spending. In fiscal year 2013, the Louisiana 
Medicaid program spent approximately $176 
million on hospital payments for ED visits, 
and DHH estimates that $73 million of that 
amount was for non-emergent conditions.

Recognizing the significant cost of provid-
ing primary care within an ED, Sen. David 
Heitmeier sponsored Senate Resolution 29 
earlier this year, tasking DHH with creating 
and leading a multi-stakeholder workgroup 
to address the use of EDs for primary care. 
With members from organizations including 
the Louisiana Hospital Association (LHA), the 
Louisiana Association of Health Plans, health 
care providers, and other key stakeholders, 
the Emergency Room Reform Committee has 
already begun gathering and using data to 
identify trends that lead patients to the ED and 
developing strategies to reverse those trends.

DHH Secretary Kathy Kliebert, in a recent 
Q&A session with me, discussed some of 
the trends identified by the workgroup and 
shared details of the strategies currently un-
der consideration.

To what do you attribute the high ED utiliza-
tion rate in Louisiana?
“There are several factors in that – lack of 
education about available health care re-
sources and lack of insurance, for example 
– but I really think it’s primarily an issue of 
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to get an MRI at a cost of at 
least $1,000, and he’s not go-
ing to get the ongoing care. That patient has 
no relationship with the ED doctor. So while 
cost is certainly a factor in efforts to reduce 
avoidable ED visits, the more important issue 
is that seeing a PCP will result in better out-
comes for the patient. So our goal in reducing 
ED utilization is really two-fold.” 

Has the Emergency Room Reform Com-
mittee developed any potential strategies 
to decrease non-emergent ED utilization in 
Louisiana?
“We have identified eight possible solutions, 
with three to four of them considered to be 
the most feasible,” said Kliebert. “The first of 
these is to focus on educating Medicaid pa-
tients and the general public about appropri-
ate ED use. This is about changing behavior, 
and it won’t happen overnight, but we want 
patients to focus on other options such as 
urgent care or after-hours clinics.

“Another plan is to use electronic health 
notifications for health plans to let them know 
when a member has gone to the ED. The goal 
there is to get that data to the health plan 

within a couple of days so they can ensure 
that the patient follows up with a PCP.

“We’re also looking at developing a database 
for prescribed medications that would be simi-
lar to the disease registry used by the Office 
of Public Health to target outbreaks and pro-
vide public health response. This medication 
database would enable ED doctors to identify 
patients who may be seeking specific drugs. 
This will give the doctors more information 
before they dispense medications. Medica-

tion-seeking patients are a significant is-
sue, and this will go a long way toward 

reducing the potential for abuse and 
gives the doctors the ability to refer 
patients to services such as sub-
stance abuse programs.

“We’re looking at developing fi-
nancial incentives for after-hours 

clinics, and we’re considering the 
adoption of an information exchange 

system to identify ‘super-users,’ or patients 
who visit the ED three times or more dur-
ing a 90-day period. We want to implement 
processes to assist those patients in getting 
appointments with PCPs within 72-96 hours.

“We’ve also discussed having designated 
hospital personnel to review utilization trends 
and training them to recognize surges, diag-
nosis trends, and so on. The idea is to give 
some of the responsibility to the hospitals 
and give them the ability to develop strate-
gies to deter some of these visits.

“Of course, there is still much to do, but 
what we’re working toward is a plan that can 
be in place and implemented in State Fiscal 
Year 2015.”

What initial steps did the Committee take to 
identify these possible solutions?
“This has very much been a collaborative, 
comprehensive approach to the problem,” 
Kliebert said. “We researched successful 
ED utilization projects in other states to see 
what’s worked for them. We also looked 
closely at the managed care plans that have 
been implemented by the Bayou Health plans. 

They’ve developed performance improve-
ment plans, such as using care managers to 
help patients monitor their care and to act as 
triage before the patients go to the ED and to 
ensure follow-up with PCPs. It’s a focus on 
that relationship between the patient and the 
PCP, and it’s working for them. In 2011, they 
recorded 54.3 ED visits per 1,000 members 
per month. That’s down to 51.67 per 1,000 per 
month. It’s not a major decrease, but it is sig-
nificant. Their work has been a good start, and 
they’ve made it a major focus. They have the 
flexibility to do things differently.” 

What roles do data and technology play in 
the committee’s plans?
“Obviously, the more data we have, the better 
the decisions that can be made,” said Kliebert. 
“This is really about changing delivery models, 
and electronic data access will contribute to 
that. The data is really going to help us drive 
these efforts.

“We’ve also got to be creative in the use 
of technology. For example, DHH is utilizing 
geomapping technology in several areas, and 
we see the potential to use that technology in 
addressing ED utilization. It is clearly a great 
tool for identifying gaps in care and where 
the visits are occurring so we know what the 
issues are and how to apply the data to ad-
dress the trends.”

After working diligently with this committee 
and seeing the data and research, what do you 
feel is going to be the key factor in reducing 
avoidable ED visits?
“I believe very strongly in changing behav-
ior through good support and coaching,” Kli-
ebert said. “Having strong resources in place 
to support patients can make a big difference. 
I really feel that it’s important to change the 
culture if we’re going to reduce ED use going 
forward. Everyone – patients, doctors, hospi-
tals and health plans – needs to be involved 
and accept some of the responsibility because 
clearly, this is an important issue in reducing 
costs and improving outcomes.” n
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U.S. HealtHcare: 
World’s Biggest Spender lacks 
Good results

m, I think I have some flaws in my 
logic. Let me start over. First of all, 
the notion about first class health-
care providers is largely true. The 

So, let me see if I’ve got this straight. The United 
States spends way more on healthcare than any other 
industrialized country in the world, right? So the 
reason that we spend so much is because we have top 
notch healthcare, right? Better than every other nation, 
right? That’s why the U.S. is the biggest spender…..right?

The Commonwealth Fund has been con-
ducting studies and delivering reports for at 
least the past 10 years. As shown on the two 
tables at right, the U.S. spent $8,508 per capita 
(all amounts adjusted for purchasing power 
parity) which is significantly higher than any 
other nation. 

Overall Ranking
The rankings in fig. 1 show that the U.S. does 
relatively well in quality care areas but has the 
lowest score for cost-related access problems, 
efficiency, equity and healthy lives. Those 
scores earn a last place overall for the U.S.

The historical rankings (fig. 2) are shown 
for each of the five editions of the Common-
wealth Fund report since 2004. Note that the 
U.S. rank has declined in overall rank each 
year and has finished in last place for the 
2014 report.

The Commonwealth Fund report com-
ments on differences between the U.S. and 
other industrialized nations, particularly 
the absence of universal health insurance 
coverage.

“The most notable way the U.S. differs from 
other industrialized countries is the absence 

of universal health insurance coverage. Other 
nations ensure the accessibility of care through 
universal health systems and through better 
ties between patients and the physician prac-
tices that serve as their medical homes. The Af-
fordable Care Act is increasing the number of 
Americans with coverage and improving access 
to care, though the data in this report are from 
years prior to the full implementation of the law. 
Thus, it is not surprising that the U.S. underper-
forms on measures of access and equity between 
populations with above average and below-av-
erage incomes.

“The U.S. also ranks behind most countries 
on many measures of health outcomes, qual-
ity, and efficiency. U.S. physicians face particular 
difficulties receiving timely information, coor-
dinating care, and dealing with administrative 
hassles. Other countries have led in the adop-
tion of modern health information systems, but 
U.S. physicians and hospitals are catching up as 
they respond to significant financial incentives 
to adopt and make meaningful use of health in-
formation technology systems. Additional provi-
sions in the Affordable Care Act will further en-
courage the efficient organization and delivery of 
health care, as well as investment in important 
preventive and population health measures. 
For all countries, responses indicate room for 
improvement. Yet, the other 10 countries spend 
considerably less on health care per person and 
as a percent of gross domestic product than does 
the United States. These findings indicate that, 
from the perspectives of both physicians and pa-
tients, the U.S. health care system could do much 
better in achieving value for the nation’s sub-
stantial investment in health.”*

It should be noted that the data collected *S
ou

rc
e:

 C
om

m
on

w
ea

lth
 F

un
d

 - 
M

ir
ro

r, 
M

ir
ro

r 
on

 th
e 

W
al

l—
H

ow
 P

er
fo

rm
an

ce
 o

f U
.S

. H
ea

lth
 C

ar
e 

S
ys

te
m

 C
om

pa
re

s 
In

te
rn

at
io

na
lly

 - 
Ju

ne
 2

0
14

U
U.S. has some of the finest doctors, hospitals, 
medical research, and medical education fa-
cilities in the world. But many other nations 
have medical personnel and resources that 
are equivalent to the U.S., though typically 
obtained at lower cost. 

And although we often provide first class 
care to much of our population, we have 
to recognize the fact that about 50 million 
Americans have to settle for treatment in 
emergency rooms because they cannot af-
ford health insurance. In addition to the 50 
million who are uninsured, there are tens of 
millions who are under-insured with high de-
ductible plans that don’t cover routine visits 
with a doctor.

So where does all our money go? Good 
question. Luckily, a number of organiza-
tions have taken it upon themselves to do ex-
haustive research into why the U.S. spends so 
much and why our citizens are not as healthy 
or as long-lived on average as those living in 
other wealthy nations.
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recent study was conducted by the Institute 
of Medicine and was published in a 421-page 
report in 2013: “U.S. Health in International 
Perspective - Shorter Lives, Poorer Health.” 
Another study was done by the U.S. Burden 
of Disease Collaborators and  published in 
the Journal of the American Medical Associa-
tion (JAMA) under the title of “The State of 
US Health, 1990-2010 - Burden of Diseases, 
Injuries, and Risk Factors.”

The studies done by these prestigious 

organizations generally agree that U.S. 
healthcare is needlessly expensive and yet 
fails to make the changes needed to im-
prove performance and outcomes. Other 
organizations have also launched inquiries 
into the matter and more reports should be 
forthcoming. 

Nevertheless, studies don’t necessar-
ily lead to progress in fixing the problem. 
Change in U.S. healthcare is slow in coming 
and often fails to proceed in the right direc-
tion. The Institute of Medicine report makes 
the following plea to avoid falling into the 
usual pattern of doing nothing, which will 
only result in higher mortality rates and 
worsening health:

“The consequences of not attending to the 
growing U.S. health disadvantage and revers-
ing current trends are predictable: the United 
States will probably continue to fall further be-
hind comparable countries on health outcomes 
and mortality. In addition to the personal toll 
this will take, the drain on life and health may 
ultimately affect the economy and the prosper-
ity of the United States as other countries reap 
the benefits of healthier populations and more 
productive workforces. With so much at stake, 
especially for America’s youth, the United States 
cannot afford to ignore its growing health dis-
advantage.” n

Source: “U.S. Health in International Perspective: 
Shorter Lives, Poorer Health,” Steven H. Woolf and 
Laudan Aron, Editors; 2013, National Research Council 
and Institute of Medicine.

for this report did not cover the time period 
for enrollment that occurred earlier this year 
in accordance with the Affordable Care Act. 
Therefore, the next report may show some 
improvement for the U.S. in terms of access 
to care and other related indicators.

The Commonwealth Fund is not the only 
organization studying the issue of high 
spending and relatively low performance in 
U.S. healthcare. Two other studies have been 
completed in the last few years. The most 

Historical Ranking (Fig. 2)

Overall Ranking (Fig. 1)
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“Santa Barbara Shooting Suspect Emailed 
140-page Hate Manifesto to Parents; Fatally 
Stabbed Roommates,” The Christian Post, May 
26, 2014

“Santa Barbara Shootings. Would a ‘gun 
restraining order’ have helped?” The Christian 
Science Monitor, May 28, 2014

“Dad of Santa Barbara Victim Sobs and 
Rails Against Son’s Death,” ABC News, May 
24, 2014.

“7 Dead in Drive-by Shooting Near UC 
Santa Barbara,” Associated Press, May 24, 2014.

This incident follows, of course, on similar 
tragedies that particularly target our nation’s 
youth: Columbine High School in 1999, the 
Virginia Tech shootings in 2007, the Aurora 
Theater slaughter in 2012, and, most recent-
ly, Sandy Hook in 2013. While any type of 
violence randomly targeted at unsuspect-
ing victims is abhorrent, these incidents are 
particularly concerning because they have a 
profound effect on children and adults, vic-
tims and survivors alike.

The World Health Organization defines 
violence as:

“The intentional use of physical force or 
power, threatened or actual, against oneself, 

Carnage in the Public Space:
Managing the Epidemic of 
Societal Violence 

another person, or against a group or com-
munity, that either results in or has a high 
likelihood of resulting in injury, death, psy-
chological harm, maldevelopment, or depri-
vation.” 1  

A simple definition of violence, however, 
does little to help us understand what soci-
etal or community violence is, how it affects 
us, what its multi-factorial determinants are, 
and, most importantly, how to intervene with 
the perpetrators. Former Attorney General Ja-
net Reno recognized that “the most formative 
time of a person’s life is in the age of zero to 
three when they learn the concept of reward 
and develop the sense of a conscience and 
punishment.”2 For that reason, policy recom-
mendations to promote violence intervention 
strategies are usually reflected in federal and 
state initiatives such as Head Start or other 
early childhood development programs, leg-
islative efforts to control media portrayals of 
violence, and proposals for gun control. The 
evidence would suggest that there is more to 
this violence epidemic than just the influence 
of early childhood development including 
parental support and training, television and 
video game viewing, early education, and child 
abuse. Additionally, it is essential that parents, 

school personnel, pediatric physicians and 
nurses, and other community workers who 
interact with children, adolescents, and young 
adults be cognizant of antisocial behaviors as 
predictors of future propensities toward vio-
lence. These include aggression, lying, stealing, 
cruelty to animals, and dishonesty.3

Kelly (2014) posits that nurses are not only 
uniquely qualified to recognize and intervene 
with individuals who are experiencing vio-
lence, but they practice in various settings 
including schools, community clinics, home 
health, shelters, and physicians’ offices where 
they are likely to interact with potential per-
petrators as well as victims.4 In that regard, 
there exists for our profession an opportu-
nity to promote preventive and interventional 
strategies for decreasing the occurrence of 
community violence and its significant se-
quelae including death, disability, mental suf-
fering of victims and their families, impact 
on schools, businesses, and the community 
at large, and the legal and healthcare costs.

In order to be effective in treating and pre-
venting societal violence, we need a three sys-
tem approach: healthcare, legal, and public 
health. Our healthcare system has to care 
for all victims of violence in the emergency 
rooms, operating suites, and hospitals of our 
country. Violent trauma is particularly chal-
lenging because of the nature of injuries from 
gunshots, stabbings, or other mechanical 
trauma. Additionally, the emotional distress 
to families and treating physicians and nurses 
can be devastating. While healthcare work-
ers deal with these issues, the legal system 
is charged with holding the perpetrators of 
violence accountable for their criminal acts. 

By the time you read this, we will have engaged as a nation 

in the collective hand-wringing that follows every episode 

of public violence perpetrated upon the innocent. This time 

it surrounded the campus of the University of California, 

Santa Barbara. And the plethora of headlines read like a 

war story:
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From arrest through prosecution and incar-
ceration, there are financial and emotional 
costs to society for keeping our neighbor-
hoods and communities safe. While these 
two systems address the treatment aspects, 
it is the public health approach that holds 
the most hope for prevention of violence at 
the macro-system level. Simon and Hurvitz 
(2014) describe a public health philosophy 
that is multidisciplinary, joining healthcare 
experts with those from epidemiology, so-
ciology, criminology, education, psychology, 
and economics to intervene at the population 
level to focus on prevention.5  The authors go 
on to describe a system of prevention that 
includes defining the problem, identifying 
risk and protective factors, and the imple-
mentation of evidence-based approaches 
to enhance public health capacity through 
training and networking.6 

Nurses are routinely involved in the treat-
ment of violence after it occurs. They also 

have the broad 
skills and training 
to facilitate the pub-
lic health approach to 
preventing societal violence. Home visit-
ing programs are one example of a creative 
approach in which nurses can offer family-
focused services in maternal health, child 
development, positive parenting, nutrition, 
school readiness, and economic self-suffi-
ciency. School-based violence prevention 
programs are another strategy that nurses 
can organize to reduce aggression and vio-
lent behavior among students. These pro-
grams should focus on emotional self-aware-
ness, self-esteem and self-control, positive 
social skills, conflict resolution, and team-
work. Finally, nurses need to be involved in 
educating the public about child develop-
mental expectations, initiating parent edu-
cation programs, and advocating for coun-
seling services and community programs to 

improve family communication and to make 
treatment services available and accessible.

Societal violence is a preventable public 
health challenge, but one which requires the 
multidisciplinary cooperation of healthcare 
professionals, law enforcement and judicial 
professionals, and public health experts to 
intervene appropriately. Nurses can and 
should take leadership in these preven-

tion and treatment efforts. From guid-
ance with crisis intervention teams 

to coordinating violence disaster 
response initiatives to promot-
ing community partnerships 
to develop violence prevention 
strategies, nurses are involved in 

trusted, caring relationships with 
their clients and community mem-

bers that facilitate these types of efforts. 
It will take all of our sustained commitment 

to insure that another Santa Barbara doesn’t 
happen on our watch. n

1 World Health Organization. (2002). “World report 
on violence and health.” Retrieved from www.
who.int/violence_injury_prevention/violence/
world_report/en/summary_en.pdf.
2 Reno, J. (1993) “Address to the Forty-third Meet-
ing of the Seventh Circuit Bar Association,” May 24, 
1993. (As cited in Buka, S. and Earls, F. Determinants 
of Delinquency and Violence, Health Affairs, 12, (4) 
(1993): 46-64.)
3 Buka, S. and Earls, F. (1993) “Determinants of De-
linquency and Violence,” Health Affairs, 12, (4), p. 50.
4 Kelly, S.(2014) “Overview and Summary: Societal 
Violence: What is Our Response?” OJIN: The Online 
Journal of Issues in Nursing, 19 (1), Overview and 
summary.
5 Simon, T.R. and Hurvitz, K. (2014) “Healthy People 
2020 Objectives for Violence Prevention and the 
Role of Nursing,” OJIN: The Online Journal of Issues in 
Nursing, 19 (1), Manuscript 1.
6 Ibid

nurses can 
and should 

take leadership 
in these 

prevention and 
treatment 

efforts
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Birth Initiative  
Comes of Age

to promote best practices for mothers and 
babies. Medicaid will no longer pay for ser-
vices related to elective deliveries that occur 
prior to 39 weeks without a medical reason. 
DHH anticipates that this will reduce NICU 
admissions for the babies who would have 
been born early, reduce cesarean sections,52

 and reduce complications for moms. This 
saves taxpayer money while improving the 
health outcomes of new moms and babies.

Louisiana also has an extremely high rate 
of cesarean deliveries. According to the March 
of Dimes, between 2002 and 2012, the percent 
of live births delivered by cesarean section in-
creased more than 32 percent in Louisiana. 
Across the state, 28 hospitals are participat-
ing in the DHH and LHA sponsored “Perinatal 
Improvement Collaborative” led by the Insti-
tute for Healthcare Improvement (IHI). This 
program teaches quality improvement prac-
tices to the labor and delivery units to imple-
ment structures and processes that will lead 

o achieve this goal, DHH has 
forged a strong partnership with 
the Louisiana State Medical So-
ciety and the Louisiana Hospital 

The health and wellness of 

mothers and their babies 

is a top priority at the 

Department of Health and 

Hospitals. Since August 

2010, the DHH Birth 

Outcomes Initiative (BOI) 

has engaged community 

members and key 

stakeholders to develop 

evidence-based practices 

to improve women’s and 

infant health. In April 2011, 

with heavy stakeholder 

input, BOI finalized its 

strategic plan, which 

included a paramount 

goal of ending elective 

non-medically indicated 

deliveries before 39 weeks.

T
Association. Together, these organizations 
have worked diligently to end this practice. 
Since 2012, every birthing hospital in Louisi-
ana has signed a voluntary pledge that they 
will not perform elective deliveries prior to 
39 weeks. In March 2012, the Office of Public 
Health began collecting new data from birth-
ing hospitals on the LEERS Birth Record to 
provide insight regarding reasons for elec-
tive delivery prior to 39 weeks. The data col-
lected assists DHH and providers to identi-
fy and monitor elective deliveries that occur 
prior to 39 weeks.

Thanks to the efforts of these partners, 
DHH has realized tremendous success in this 
endeavor. To continue the good work DHH 
will initiate the next phase of this initiative 
in FY 15 by implementing payment reforms 
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system from three levels of care to four. 
As we began to look at how to best bring 

Louisiana Medicaid in line with current best 
practices, DHH developed a collaborative 
approach by forming the Perinatal Clinical 
Guidelines Committee in 2013. Committee 
members include hospital executives, per-
inatology and neonatology physicians, and 
quality improvement registered nurses from 
around the state. The purpose of this com-
mittee is to inform and develop recommen-
dations for contemporary levels of neona-
tal care, including identifying national best 
practices for newborn tiered provisions of 
care and to standardize definitions for facil-

ity requirements providing neonatal care. 
The committee will suggest a pro-

cess for ensuring the guidelines 
for perinatal care are updated 

on an annual basis as well as 
appropriately enforced.  

Through each of these 
initiatives, I am confident 

that Louisiana will see bet-
ter health outcomes for wom-

en and children across our state. 
Education coupled with action will 

further our goals to reduce preterm births, 
prevent birth defects, decrease the number of 
unnecessary C-sections and increase care in 
the NICU. Those interested in learning more 
about the goals and initiatives are welcome 
to contact the Department. n

to improved outcomes on the Perinatal Core 
Measure Set, elective inductions, and revers-
ing the trend of rising cesarean rates. Louisi-
ana is engaging providers and hospitals to re-
duce C-sections through reducing the number 
of elective inductions before the due date and 
encouraging them to go for a full 40 weeks.  

DHH is also taking steps to increase access 
to medical therapies proven to lower the in-
stance of preterm birth. In particular, DHH re-
cently implemented Medicaid policy changes 
to cover Vaginal Progesterone and Makena. 
We are in the process of putting together a 
state-wide Vaginal Progesterone strategy in 
partnership with March of Dimes and other 
stakeholders. The focus will be on provider 
education and engagement with the OB/GYN 
and the Maternal-Fetal Medicine community 
around the state to increase the utilization of 
progesterone.  

DHH is also working to update its perina-
tal care guidelines, which were last revised in 

2007. This is being done 
as part of a national 
movement to look at re-
gionalization criteria and 
NICU levels of care and Lou-
isiana wants to be at the forefront of 
that effort. In 2012, the American Academy 
of Pediatrics (AAP) and the American Col-
lege of Obstetrics and Gynecology (ACOG) 
released Guidelines for Perinatal Care, 7th 
Edition which expanded the classification 
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Roundshospital
h o s p i t a l  n e w s  &  i n f o r m a t i o n

transplant recipients prepare 
for transplant Games 

 
Recently, Ochsner Medical Center, Louisiana Organ 
Procurement Agency (LOPA), and Team Louisiana, a group 
comprised of nearly 30 post-transplant recipients, living 
donors, and donor families from across the state and 
surrounding areas,  celebrated the countdown to the 2014 
Transplant Games®. This biennial, Olympic-style, national 
competition, held in Houston, Texas, July 11-15, recognizes 
the tremendous accomplishments of individuals whose 
lives have been affected by organ donation in some way. 

Led by The Gentilly Brass Band, over a hundred people 
second lined around the hospital to the official “Games” 
flag signing ceremony.  Similar to the passing of the 
Olympic torch, the flag arrived in Louisiana for the team to 
sign and  will continue its journey across the country for 
signatures from the more than 40 participating teams. The 
flag will return to Houston, Texas where it will fly over BBVA 
Compass Stadium during the Opening Ceremonies of the 
Games.

Local athletes include:
• Amy Austin Kinler -  heart transplant,  Covington
• Jack Badinger - kidney/pancreas transplant, Pearl River
• Roy Blain - heart transplant,  Metairie
• Tyrone Cooper - heart transplant,  Luling and Donor 

         Mom - Marion Duplantis, Houma
• Louis Danflous - liver transplant,  Metairie
• Michael Davidson - heart transplant,  New Orleans
• Isiah Douglas - heart transplant,  Hammond
• Britney Dugas - heart   transplant,  Metairie
• Jamie Napolitano - heart transplant,  Destrehan
• Bruce Pinsonat - kidney transplant,  Mandeville
• Tina Pitre - kidney transplant,  Luling
• Blake Babin - heart transplant, Slidell
• Randy Zell -  kidney/pancreas transplant, New Orleans.

top Gentilly Brass Band leads second line through 
Ochsner Medical Center-Jefferson Highway.
middle Tyrone Cooper, heart transplant recipient,  
hugs his donor mother, Marion Duplantis.
bottom Team Louisiana transplant athletes gather 
around the official Transplant Games flag after the 
signing ceremony.

PHOTO CReDIT STePHeN LeGeNDRe, OCHSNeR HeALTH SySTeM
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pattern of lesions into the beating heart through 
radio frequencies, eliminating the need for a heart 
lung machine. the electrophysiologist follows by 
placing a catheter in the femoral vein in the groin 
and leading it inside the heart to ablate the areas 
that the surgeon could not access. this procedure 
allows for shorter hospital stays and recovery time.

Khan Joins lakeview 
Behavioral health center 
as medical Director 

 
Dr. abdul majid Khan is the medical Director of 
the new location of the lakeview regional Behav-
ioral health Center. Dr. Khan has served as medi-
cal Director of acute inpatient psychiatric facilities, 
partial hospitalization, and intensive outpatient 
programs in the private sector.  he has also pro-
vided consulting for the Department of Corrections 
for more than two years.  he has been on faculty as 

prior experience includes Vice president of opera-
tions/administrator for  tulane-lakeside hospital 
and aVp of operations for  tulane medical Cen-
ter. most recently, he served as the Chief operat-
ing officer  at lakeview regional medical Center 
in Covington. 

eJGh completes 100th 
convergent procedure 

 
east Jefferson General hospital, led by Cardiovas-
cular surgeon, Dr. michael Brothers and  Cardiac 
electrophysiologists, Drs. James mcKinnie and 
Zhen Jiao, has completed the 100th Convergent 
procedure for the treatment and cure of atrial 
fibrillation (a-fib). eJGh has been placed in the 
top five in the United states for this procedure. 

During a Convergent procedure, the surgeon 
first enters into the chest through a small, single 
port and uses an ablation technique to burn a 

stph and ochsner 
partner for access

 
st. tammany parish hospital (stph) and och-
sner health system announced the signing of a 
letter of intent to form a strategic partnership 
which will focus on delivering the northshore 
greater access to quality healthcare in the most 
cost-effective manner. 

the partnership between ochsner and stph pro-
vides strategic benefits for both organizations, their 
physicians, and most importantly, their patients. it 
provides an opportunity for both organizations to 
realize future growth opportunities through appro-
priate expansion of services, improved coordina-
tion of resources, sharing of best practices, a con-
tinued focus on quality, and implementation of 
advanced technology. these advances will result in 
more integrated care and better value for patients.

lakeview recognizes 
Volunteers, installs officers

 
lakeview regional medical Center recently hosted 
its annual Volunteer appreciation luncheon. along 
with presenting the volunteers with pins for ser-
vice hours served, each volunteer received a gift 
from lrmC. installation of the new auxiliary officers 
was conducted by Bret Kolman, Ceo of lakeview 
regional medical Center. new board members for 
the lrmC Volunteer auxiliary include: Jerry lam-
bert, president; marie mauer, Vice president; Karen 
Callaway, treasurer; Beverly J. smith, secretary; 
June selzer, past president, and henry e. markel, 
parliamentarian.

at the luncheon, $26,551.45 in donations was 
presented to various charities within st. tam-
many parish voted on by the volunteer auxiliary. 
Donations were funded by the volunteer auxilia-
ry’s various fundraisers throughout the year and 
profits from “the Duck’s nest” gift shop, which is 
operated by the volunteer auxiliary. 

robinson to lead ochsner 
medical center-Kenner 

 
stephen robinson, Jr. is the new Ceo for ochsner 
medical Center-Kenner. robinson joins ochsner 
with over 14 years of healthcare leadership. his 

Stephen Robinson, Jr. Abdul Majid Khan, MD

lHH Awarded Advanced Stroke Certification L-R, Kevin Hopkins, eMS Acadian Ambulance; 
Brenda Ashley, RN, BSN, Stroke Coordinator; Fredro Knight, MD, FACeP, emergency Department 
Medical Director; Matthew Primeaux, eMS Acadian Ambulance.
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located on the east Bank of the mississippi. 
filling the need for quality healthcare services 

on the east Bank of st. Charles parish, the 62,000 
square foot complex will contain a number of ser-
vices deemed important by the residents of st. 
Charles parish, including internal medicine, gas-
troenterology, orthopedics, ophthalmology and 
optometry, urology, neurology, and general sur-
gery. the facility will also host the most asked for 
service by residents on the east Bank, an urgent 
care clinic. 

the facility is estimated to create nearly 50 new 
jobs in the parish and will play an integral part in 
expanding healthcare options for not only resi-
dents of st. Charles parish, but also the surround-
ing communities.

three cardiologists 
sign on with lhh

 
the louisiana heart hospital (lhh) announced 
that it has completed agreements for clinical inte-
gration with three cardiologists, ali m. amkieh, mD, 
faCC, Barry a. Kusnick, mD, and pramod V. menon, 
mD, faCC. these agreements represent another 
important step in the growth of the louisiana heart 
hospital integrated delivery system.

Dr. amkieh has practiced on the northshore since 
1997 and holds Board Certifications in internal 
medicine, interventional Cardiology, Cardiovas-
cular Diseases, and nuclear Cardiology. 

Dr. Kusnick has practiced cardiology on the 
northshore since 1998. Dr. Kusnick received his 

its 3,000th patient consultation was performed at 
minden medical Center in march.  

with ochsner medical Center in new orleans 
functioning as the “hub,” telestroke links specially-
trained vascular neurologists to “spoke” hospitals 
24/7 for collaborative care. Via the telestroke pro-
gram, ochsner stroke neurologists are present vir-
tually at more than 20 hospitals around the state. 
through secure wireless data and video commu-
nication, ochsner’s stroke team partners with on-
site clinicians to evaluate, diagnose, and direct care 
for patients, as well as to ensure timely thrombo-
lytic therapy is administered when appropriate. 

stph Welcomes new 
physician associations

 
the st. tammany parish hospital recently wel-
comed the following physicians to its medical staff:    
•  Dominick Alongi DDS, Endodontics 
•  Michele Cooper MD, Plastic Surgery
•  Artemus Flagg MD, Pain Management
•  Julian Foreman MD, Radiology
•  Saurabh Gupta MD, Nephrology
•  Ara Kassarjian MD, Teleradiology
•  Steve Lee MD, Pain Management
•  Erik Soine MD, Dermatology.
 

st. charles parish hospital 
Breaks Ground on clinic

 
st. Charles parish hospital has officially broken 
ground on its plantation View medical offices 

an assistant professor of psychiatry with the lsU 
Department of psychiatry in new orleans and was 
most recently a Unit Director at Greenbrier hospi-
tal in Covington. 

located on the hospital campus in Covington the 
new lakeview regional Behavioral health Center 
will offer more comprehensive and efficient care 
for patients, and their families, in need of mental 
and medical healthcare.

lhh awarded advanced 
stroke certification 

 
the Joint Commission, in conjunction with the 
american heart association and american stroke 
association, has awarded louisiana heart hospital 
advanced Certification as a primary stroke Center. 
achievement of primary stroke Center Certification 
signifies an organization’s dedication to fostering 
better outcomes for patients. lhh’s primary stroke 
Center Certification has demonstrated that their 
program meets critical elements of performance to 
achieve long-term success in improving outcomes 
for stroke patients. 

ochsner’s telestroke program 
reaches 3,000th consult 

 
ochsner medical Center was the first hospital in 
louisiana to use telemedicine to treat stroke. in the 
four and a half years since its implementation, och-
sner has become one of the fastest growing net-
works in the country with 20 active spoke hospitals. 

St. Charles Parish 
Hospital Breaks 
Ground on Clinic
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spalding regional medical Center in Griffin, Ga. ear-
lier in her career, she spent eight years in the new 
orleans area where she worked as Cfo of lake-
side hospital in metairie and new orleans’ lake-
land medical Center. 

stph outpatient rehab 
adds location 

 
st. tammany parish hospital outpatient rehabili-
tation services has opened a satellite rehab clinic 
at the west st. tammany YmCa in Covington, to 
better serve the needs of the community.

stph physical therapist Kevin mizell now sees 
patients at the YmCa for orthopedic diagnoses and 
will also will lead sessions on body mechanics and 
core strengthening, among other topics, for YmCa 
members. 

ochsner st. anne honors 
employees of the month

 
at ochsner st. anne General hospital the follow-
ing employees have been honored as employees 
of the month and employees of the Quarter for the 
first quarter of 2014. these individuals were nomi-
nated and selected by their peers:

January Clinical employee of the month: ann 
savoie, infusion Center manager, has worked as 
a registered nurse at ochsner st. anne since 1999. 

January non-Clinical employee of the month: tif-
fany hunter, a team member for the past seven 
years, serves as the supervisor of primary Care 
Clinics.  

score representing a hospital’s overall capacity to 
keep patients safe from preventable harm. more 
than 2,500 U.s. general hospitals were assigned 
scores in spring 2014, with about 32-percent receiv-
ing an “a” grade.  hospital safety score  is fully trans-
parent, and its website offers a full analysis of the 
data and methodology used in determining grades.

 
6 Graduate from stph 
nursing residency program

 
st. tammany parish hospital has recognized six 
registered nurses who recently completed the 
nursing residency program: Quiana Dorsey, Chris-
tine fields, Denise hurstall, amanda Jarrell, rachel 
lukinovich, and alex schell.

the nursing residency program was created 
in 2011 to offer recently graduated nurses the 
opportunity to build a solid professional founda-
tion through mentoring in the area of skills devel-
opment, clinical decision making and teamwork. 
since its inception, 33 nurses have completed the 
program.

napier joins ilh as chief 
financial officer

 
lisa napier has been named Chief financial offi-
cer for interim lsU hospital. napier has more than 
25 years of hospital financial management expe-
rience. prior to joining ilh, she served as Chief 
financial officer of tenet healthcare Corporation’s 
atlanta medical Center, a two-campus, 762-bed, 
major tertiary care level i trauma Center; and at 

medical doctorate from the american University 
of the Caribbean and completed his internship and 
residency in internal medicine at Grace hospital. 

Dr. menon has practiced on the northshore since 
2006 and holds Board Certifications in internal 
medicine and Cardiovascular Disease. 

lakeview announces new hires
 

lakeview regional medical Center recently added 
the following physicians to its medical staff:
•  Carla Rider, MD – Emergency Medicine
•  Paul Stahls, MD – Cardiac Electrophysiology
•  Brandt Zimmer, MD – Radiology
•  John Flatt, MD – Child Neurology
•  Saurabh Gupta, MD – Nephrology
•  Kristina Lafaye, MD – Neurology
•  Frank Arena, MD – Cardiology 

eJGh scores “a” in 
hospital safety score 

 
Designed to rate how well hospitals protect 
patients from accidents, errors, injuries, and infec-
tions, the latest  hospital safety score  honored 
East Jefferson General Hospital with an “A” – its 
top grade in patient safety. the hospital safety 
score is compiled under the guidance of patient 
safety experts and is administered by  the leapfrog 
Group, an independent industry watchdog. 

Calculated under the guidance of leapfrog›s Blue 
ribbon expert panel, the hospital safety score uses 
28 measures of publicly available hospital safety 
data to produce a single “a,” “B,” “C,” “D,” or “f” 

Lisa Napier

6 graduate from 
STPH nursing 
residency program: 
Clockwise from 
bottom right: Quiana 
Dorsey, Christine 
Fields, Alex Schell, 
Rachel Lukinovich, 
Amanda Jarrell, and 
Denise Hurstall.
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•  Incorporated a multi-media conference room 
for physicians and care team to host video confer-
encing, presentations, and educational offerings.
•  Expanded Cancer Resource Library  to offer 

patients and their support system access to com-
puter stations and the most up-to-date research 
and educational material.
•  Expanded patient access and registration area 

to welcome and register patients more efficiently.
•  A serenity area for relaxation with specially 

designed massage chairs and therapeutic music.

ochsner implants leadless 
cardiac pacemaker

 
the John ochsner heart & Vascular institute 
(JohVi) at ochsner medical Center is the first facil-
ity in the Gulf south region to implant the nanos-
tim™ leadless pacemaker. Developed for patients 
with bradycardia the nanostim™ device is placed 
directly in a patient’s heart via catheter without the 
visible lump, scar and insulated wires (called leads) 
required for conventional pacemakers. this is the 
world’s first retrievable, non-surgical pacing tech-
nology and is part of the leaDless ii Clinical trial.  

in louisiana and mississippi, ochsner is currently 
the only provider to offer this technology and is one 
of handful of sites in the United states certified to 
implant this device.  ochsner’s first implant pro-
cedure was performed by michael Bernard, mD, 

agencies that receive the mission: lifeline silver 
award have demonstrated at least 75 percent com-
pliance for each required achievement measure 
for the entire year, and treat at least eight stemi 
patients for the year. 

eJGh opens new 
infusion center

 
east Jefferson General hospital and the founda-
tion recently announced the opening of the new 
outpatient infusion Center. this expansion triples 
the space and capacity to treat cancer patients and 
is the result of a successful $3 million capital cam-
paign to add a third floor infusion Center, com-
pletely renovate second floor physician and clinic 
offices, and improve the first floor radiation ther-
apy departments.

the completed outpatient oncology infusion 
Center includes the following enhancements:
•  Outpatient Infusion Center capacity and foot-

print tripled from our former site.
•  Increased number of infusion stations from 8 

to 22. each infusion station is an individual, more 
private treatment area complete with a special-
ized recliner and all necessary clinical equipment.
•  Increased number of patient rooms with beds 

from 3 to 7.
•  Expanded  infusion Fast Track area to more 

quickly serve patients.

february Clinical employee of the month: Cas-
sandra Gray has been a patient Care technician 
since 1997.

february non-Clinical employee of the month: 
Daniel Guidry is a 20-year veteran on the plant 
maintenance team.

march Clinical employee of the month: marcie 
Champagne richoux, a registered nurse, joined 
the ochsner st. anne team in 2004.

march non-Clinical employee of the month: tor-
rie Carpenter is a supervisor in health information 
management. 

leader of the Quarter: mae hitt, Community out-
reach Director, has served the community and hos-
pital since 1974.  

physician of the Quarter: Dr. michael marcello has 
served the hospital and the Central lafourche com-
munity for 36 years. 

stph receives Women’s 
choice awards 

 
st. tammany parish hospital has received wom-
en’s Choice awards as one of america’s Best hos-
pitals for heart Care, obstetrics, and orthopedics, 
while mary Bird perkins was recognized as a Best 
hospital for Cancer Care.

awards are based on surveys of thousands of 
women, as well as research conducted in partner-
ship with the wharton school of the University of 
pennsylvania on what drives the consumer expe-
rience for women versus men. 

West Jefferson’s ems 
receives aha award

 
west Jefferson medical Center’s emergency med-
ical service (ems) is the only new orleans area 
hospital-based ems to receive the american heart 
association’s mission: lifeline® ems silver award. 
the honor recognizes west Jefferson’s commit-
ment and success in implementing specific qual-
ity improvement measures for the treatment of 
patients who suffer a severe heart attack known 
as a stemi (st elevation myocardial infarction).

mission: lifeline’s new ems recognition program 
recognizes those emergency responders for their 
efforts in improving stemi systems of care and 
improving the quality of life for these patients. 

eJGH opens New 
infusion Center
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and pediatric invasive/interventional cardiologists. 
msCai is recognized worldwide for its commit-

ment to quality and education for enhancing the 
care of patients who suffer from all forms of con-
genital and acquired cardiovascular disease. the 
msCai recognition acknowledges outstanding sCai 
members for a career achievement of excellence in 
patient care, teaching, research, and innovation. 

stph honors 5-Year employees
 

st. tammany parish hospital recently recognized 
employees who have been with the hospital for 
five years. those recognized for the second quar-
ter include:

Katherine Bulloch, franklinton family practice; 
wendy Castillo, newborn nursery; Clifford Darby 
Jr., security; Christine Dugas, 2 east; stephen 
Dupont, Building services; James fussell, infu-
sion services; shannon Jackson, surgery; tami 
Knight, ambulatory Care; nick Kohler, environmen-
tal services; rachel litchliter, laboratory; Christin 
morgan, laboratory; lori northcutt, surgery; paul 
owens, security; sonja powell, patient financial 
services; melanie solis; home health Care services; 
Kenny stockstill, Cath lab; and Vicki summerlin, 
patient financial services. 

touro celebrates inaugural 
leadership series class

 
the paul s. rosenblum series, hosted by touro 
tomorrow, is an interactive six-week series that 
provides participants the opportunity to learn 
about touro infirmary and the louisiana Chil-
dren’s medical Center (lCmC). participants inter-
act with touro infirmary administrators and lCmC 
leaders as well as staff, doctors, and supporters, 
about current healthcare issues and future hospi-
tal and system growth. 

the inaugural class included 20 participants from 
various professional backgrounds and industries.

rehab hospital outcomes 
rank near top 

 
north oaks rehabilitation hospital has been 
nationally recognized as a 2014 top performer by 
the Uniform Data system for medical rehabilitation 

phD and sammy Khatib, mD, electrophysiology and 
pacing, at John ochsner heart & Vascular institute 
and lead principal investigators for the study.

thomas appointed to medpac
 

Gene l. Dodaro, Comptroller General of the United 
states and head of the U.s. Government account-
ability office (Gao), announced the appointment 
of three new members to the medicare payment 
advisory Commission (medpaC), as well as the 
reappointment of two existing members and the 
designation of the Commission’s Vice Chair. warner 
thomas, mBa, president and Ceo of the ochsner 
health system, was one of the three new appoin-
tees. Joining him were Kathy Buto, mpa and francis 
“Jay” Crosson, mD, Group Vice president, ameri-
can medical association in Chicago. their terms 
will expire in april 2017. 

Congress established medpaC in 1997 to analyze 
access to care, cost, and quality of care, and other 
key issues affecting medicare. medpaC advises Con-
gress on payments to health plans participating in 
the medicare advantage program and providers in 
medicare’s traditional fee-for- service programs. 
the Comptroller General is responsible for nam-
ing new commission members. 

partnership to increase 
access for st. charles 

 
st. Charles parish hospital (stCh) and ochsner 
health system have announced an intent to 
expand their strategic relationship and build upon 
existing relations, expand services, and increase 
access to medical care. working closely together 
since 2008, ochsner and stCh will fully align to 
strengthen resources, enhance existing clinical ser-
vices, and lower costs for the patients for whom 
they provide care. 

Juan C. Duchesne, MD Christopher J. White, MD

Current services between the two entities include 
ochsner’s telestroke program, neurology services, 
and primary Care services. Under the expanded 
affiliation ochsner would provide management 
services to st. Charles hospital and assist the local 
management team. however, the st. Charles hos-
pital service District will continue to own the hos-
pital and the hospital service District Board will 
continue to serve as the board of the hospital with 
all the same responsibilities for oversight.  

Duchesne appointed to lern 
regional commission 

 
north oaks medical Center trauma surgeon Juan 
C. Duchesne, mD, has been appointed to the 
regional Commission of the louisiana emergency 
response network (lern) for region 9, effective 
may 15. region 9 is comprised of five parishes, 
including tangipahoa, livingston, st. helena, st. 
tammany, and washington.

Dr. Duchesne, who is certified by the ameri-
can Board of surgery in General and Critical Care 
surgery, was nominated by the louisiana hospi-
tal association and will represent hospitals with 
greater than 100 beds on the Commission.

the regional Commission for region 9 is com-
prised of 16 participating providers, including 11 
hospitals and five ems providers.

ochsner physician receives 
top Designation

 
Dr. Christopher J. white, professor and Chairman 
of medicine at the ochsner Clinical school and sys-
tem Chair of Cardiovascular Disease at ochsner 
medical Center, has been named to the inaugural 
class of master fellows of the society for Cardio-
vascular angiography and interventions (msCai). 
sCai is the professional medical society for adult 



  HealtHcare Journal of new orleans I JUL / AUG 2014  61

Left: Karen Rice, DNS, APRN, ACNS-BC, ANP, (left) presented the Nursing Research Award 
to Anne Pirrone, BSN, CCRN for An evidence-Based Approach to Creating a Restraint-
Free environment in the Pediatric Intensive Care Unit. Also acknowledged were Cynthia 
Boudreaux, MS, APRN, IBCLC (2nd place for early Skin-to-Skin Contact and exclusive 
Breastfeeding Rates), Jean Shiber, MN, RN-BC, OCN (3rd place for Reducing Central Line–
Associated Bloodstream Infections Through the Addition of Disinfecting Port Protectors 
to the Central Line Bundle), and Raymond egger, BSN, RN, CNRN (honorable mention for 
Stroke Central: An Innovative Approach to Coordinated Comprehensive Stroke Care). 

Right: From left, Sohail Rao, MD, MA, DPhil, and Daniel Morin, MD congratulate the 
winners of the Ochsner Alumni Association Resident Research Award. First place 
was presented to Saima Karim, MD for Correlation Between Positron emission 
Tomography Stress Myocardial Blood Flow and Ventricular Tachyarrhythmia or Death 
in Patients with Cardiomyopathy. The 2nd place winner was Kaustubh Shiralkar, 
MD (Improved Methodology for Calculating Hepatorenal Index), and 3rd place was 
awarded to Tariq Javed, MD (Repair and Regeneration of the Diabetic Kidney).

Ochsner Research Day 2014 Awards: University 
of Queensland, Ochsner Clinical School students 
recognized at Research Day for outstanding 
abstract/poster submissions were 1st place 
winner Asia Downing, MBBS (fourth from left) 
for Missed Opportunities for HIV Diagnosis in 
a New Orleans Area Health System, 2nd place 
winner Brian Reuter for Combination Therapy for 
Colorectal Cancer Metastasis Using an Orthotopic 
Xenograft Model, 3rd place winner Matthew 
Clark for exclusion Criteria in Prehospital Stroke 
Screens Contribute to Their Insensitivity, and 
honorable mention for John Patrick Sisney for 
enhanced Nanoparticle Delivery to in vivo Pig 
Skin. Also pictured (from left) are Jawed Alam, 
PhD; William Pinsky, MD; Sohail Rao, MD, MA, 
DPhil; and Murray Mitchell, DPhil, DSc (far left).

ochsner presents 2014 
research Day awards 
on ochsner’s annual research Day 
awards are presented for outstand-
ing submissions from four groups 
of researchers. the ochsner alumni 
association presents awards to the 
top three presentations by residents 
or fellows. the system nursing pro-
fessional Development and research 
present the nursing research award, a 
rotating plaque that is engraved each 
year with the winner’s name. phar-
macy leaders acknowledge the out-
standing pharmacy submission. fac-
ulty of the University of Queensland 
ochsner Clinical school selects first, 
second, and third place winners from 
the medical student submissions.

Presenting the Pharmacy 
Research Award to Ushma 
Patel, PharmD (center) for 
Cytomegalovirus Infection in 
Liver Transplant Recipients 
after Protocol Change 
to Universal Prophylaxis 
were Nicole Lacoste, 
PharmD (left) and Debbie 
Simonson, PharmD (right).
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Jefferson medical Center as one of the recipients of 
this year’s ipC awards, which recognizes healthcare 
leaders and organizations that have demonstrated 
improved clinical care and outcomes through the 
use of ipC technology. west Jefferson received the 
following ipC awards:

World Class Service and Support 
west Jefferson medical Center received the world 

Class service and support award for implementing 
a collaborative support team to address hardware, 
software and configuration issues within four hours 
of being notified to help reduce patient disruptions.

IPC Champion 
this award recognizes leaders within their organi-

zation and the ipC community, who, through their 
vision and commitment to patient-centered care, 
are having a profound impact on outcomes and the 
evolution of ipC technology. this year’s ipC Cham-
pion is michael adcock, faChe, senior vice presi-
dent of operational support services at west Jef-
ferson medical Center in marrero. 

river parishes introduces 
new pt technique

 
river parishes hospital has announced a new, 
innovative technique that is now being per-
formed in the physical therapy Department. the 
Graston technique® uses instruments to allow the 

helena parish hospital, st. James parish hospital, 
Union General hospital, and woman’s hospital. 

new Ultrasound machine at 
stph Women’s pavilion 

 
the st. tammany parish hospital women’s pavilion 
now has leading technology that can provide a sup-
plementary scan for cancer in women with dense 
breast tissue. automated whole-breast ultrasound 
does not replace the need for screening mammog-
raphy, which is a highly effective cancer-screening 
tool, says Dr. eva lizer, stph breast specialist. But 
painless, radiation-free whole-breast ultrasound 
can be used in tandem with screening mammog-
raphy as an additional tool to find cancer in dense 
breast tissue, she says.

Breast density is determined by the amount of 
white that appears on a mammogram, not by the 
look or feel of the breast. Dense breast tissue shows 
up white on a mammogram. Cancer also appears 
white, lowering the sensitivity of mammography in 
women with dense breasts, lizer explained.

West Jefferson recognized 
for interactive patient care 

 
Getwellnetwork®, inc., the leader in interactive 
patient Care™ (ipC) solutions, has announced west 

(UDsmr), performing better than 90% of the hos-
pitals in the U.s.

north oaks rehabilitation hospital patients 
were found to make greater improvements faster, 
according to UDsmr 2013 data. the study looks at 
how patients improve in activities like memory; 
caring for one’s self; eating, bathing and dressing; 
toileting and bladder control; and mobility, loco-
motion, navigating stairs, and transfers (e.g. mov-
ing from bed-to-chair, tub-to-shower and wheel-
chair-to-toilet.) the facility was compared to other 
hospitals in our region and across the nation.

funds for safety Grants 
awarded to hospitals

 
the 2014 funds for safety Grant program awarded 
$300,000 in grants to 14 hospitals in louisiana in 
may. the grant program is sponsored and funded 
by the louisiana hospital association trust funds. 
the grants are given to hospitals for initiatives to 
improve patient safety or visitor safety. 

the grant recipients were: abbeville General hos-
pital, allen parish hospital, Beauregard memorial 
hospital, Central louisiana surgical hospital, 
hardtner medical Center, lady of the sea General 
hospital, lane regional medical Center, natchi-
toches regional medical Center, reeves memo-
rial medical Center, slidell memorial hospital, st. 

The Inaugural Paul S. Rosenblum Series Class of 2014 included: L to R front row: Samantha Wolf, erica J. Washington, Dria Abramson, Arianna 
Baseman, Whitney evans, Adrian Cohn, Clay Smith, Paul S. Rosenblum. L to R back row: Katy Mallios, Andrew yaspan, Zach Kupperman, Sarah Bates, 
Renita Montegut, Keith Stenhouse, and Jon Brouk. Not pictured: Rebecca Atkinson, Samuel Berman, eric Greenberg, MD, Jamelle Lacey, Stew Krane, 
and Harlan Schwartz.



  HealtHcare Journal of new orleans I JUL / AUG 2014  63

go online for eNews updates
HealtHcareJournalno.com

Gastric sleeve surgery is generally performed  lap-
aroscopically, but Dr. o’Connell now uses the most 
advanced technology available to a surgeon by per-
forming the procedures on lakeview regional med-
ical Center’s da Vinci® si system. 

touro announces new 
administrators

 
touro infirmary recently announced three admin-
istrative changes. new members of the touro team 
include:
•  Cynthia Polt, CPA, Chief Financial Officer at Touro  

        infirmary 
•  Greg Barker, Vice President, Operations
•  Stephen Baldwin, Vice President, Operations. n

new orleans and Baton rouge were two of them. 
**ochsner’s quality metrics include data from 

both ochsner medical Center and ochsner medi-
cal Center - west Bank Campus. 

lakeview performs robotic 
Gastric sleeve surgery 

 
lakeview regional medical Center announced it 
is the first and only hospital on the northshore to 
perform robotic assisted gastric sleeve surgery. on 
June 6, 2014, Dr. ruary o’Connell completed three 
robotic assisted sleeve gastrectomies. the gastric 
sleeve procedure is a surgical weight-loss proce-
dure in which the stomach is reduced to about 25% 
of its original size by surgical removal of a large 
portion of the stomach along the greater curva-
ture. the result is a sleeve or tube like structure. 
the procedure permanently reduces the size of 
the stomach.   

clinician to isolate adhesions and restrictions, and 
treat them very precisely. since the metal surface 
of the instruments does not compress as do the 
fat pads of the finger, deeper restrictions can be 
accessed and treated. 

Benefits to the patient include: decreased overall 
time of treatment, faster rehabilitation/recovery, 
reduced need for anti-inflammatory medication, 
and resolved chronic conditions that were previ-
ously thought to be permanent.

ochsner achieves top 
honors from healthgrades

 
ochsner medical Center and ochsner medical Cen-
ter – West Bank* have received the Healthgrades 
2014 women’s health excellence award™ and the 
2014 patient safety excellence award™, according 
to healthgrades.

Healthgrades 2014 Women’s Health Excellence 
Award™

this recognition distinguishes ochsner medical 
Center and Ochsner Medical Center – West Bank* 
as a top performing hospital in women’s health for 
their outcomes for  care provided to women for 
common conditions and procedures treated in the 
hospital. ochsner, which has received this honor 
three years in a row, is one of only 178 hospitals 
recognized nationally and remains the only recipi-
ent of the women’s health award in louisiana for 
the second year in a row.

Healthgrades 2014 Patient Safety Excellence 
Award™

this distinction places ochsner medical Center 
and Ochsner Medical Center – West Bank* within 
the top 5% of all hospitals for its excellent per-
formance in safeguarding patients from serious, 
potentially preventable complications during their 
hospital stays. only seven hospitals in the state of 
louisiana were recognized; ochsner’s facilities in 

Cynthia Polt Greg Barker Stephen Baldwin

dr. eva lizer with the new 
ultrasound machine at 
StpH Women’s pavilion 
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It all starts with baby steps.
Baby steps, with arm-waving balance 

and shaky testing of foot on floor. You 
held onto the fingers of someone big-
ger and more experienced at that sort of 
thing, one foot in front of the other before 
you finally got the hang of it all.

You probably don’t remember your first steps – unless it’s your 
second chance to learn how to make them. In the new book “Run, 
Don’t Walk” by Adele Levine, PT, you’ll see how that can happen.

The call came at 0600. Sure that someone was dead (isn’t 
it always the case with calls like that?) Adele Levine answered 
the phone and learned that she was being granted an interview 
for a job as a physical therapist in the amputee clinic at Walter 
Reed Army Medical Center.

Levine had gone to PT school because of “several 
depressing rounds of unemployment.” PT had never 
been her “calling,” and she didn’t have big plans, 
other than to find a job close to her apartment. She 
figured that Walter Reed would be a temporary gig.

As it turned out, she loved the amputee clinic, 
and stayed for several years. 

Surrounded by glass walls “The Fishbowl” was 
complete chaos, a “nonstop party” with visitors, cook-
ies, and bent rules. Double- and triple-amputees worked 
with therapists to learn to be ambulatory with new prosthetic 
devices, and other patients hung around as support. Because 
of the glass, visitors could see what went on but Levine says 
that the soldiers barely noticed. They were too busy meeting 
new challenges. 

Sometimes, the challenges were Levine’s.
Patients occasionally didn’t cooperate with their treatment, 

and needed warnings, encouragement, or just more understand-
ing. Others really didn’t want to get better, finding the role of 
victim more appealing. Like most of her co-workers, Levine 
tried to create unusual ways to keep everyone — staff and pa-
tients alike — occupied, to keep them working on getting better, 
to keep them healthy in mind and body.

They did this, through personality clashes. They did it, while 
the injured never stopped coming. And they did it, though their 
clinic was closing in less than a year…

by Adele Levine, PT
c.2014, Avery

With a sense of irony, a dose of humor, and beaming 
pride, author Adele Levine gives readers entertainment and les-
sons that are both sweet and sad. Her anecdotes are peopled by 
soldiers whose lives have been forever altered, therapists who 
show them that those lives aren’t over yet, and officers who 
offer support to both sides. This isn’t necessarily some sunny, 
feel-good book, though: Levine is plain about pain, roadside 
bombs, f-bombs, frustrations, injury, and death.

This is one of those true stories that, when you’re done read-
ing, you’ll wish you could read it again for the first time. And 
how could you resist a book like that?  

Really – you can’t, so “Run, Don’t Walk” is a book you should 
take steps to find. n

R e v i e w s  b y  t h e  b o o k w o R m
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For better, for worse.
You promised that once, and you meant 

it. For richer, for poorer was okay, too; 
you’d do it together. And over the years, 
that’s how it happened… until you got to 
the last part.

In sickness and in health.

You hoped it would be more of the last part, less of the first, 
but life doesn’t turn out like that. And in the new book “The 
Caregivers” by Nell Lake, you’ll see how one group of spouses 
(and children) dealt with it.

Though her grandmother had never been demonstrative, Nell 
Lake knew the woman loved her. Hildegard was “elegant, Ger-
man, unadorned, restrained,” independent, strong-willed, and 
active. And when she found out that some pain she was 
having “could mean” cancer, she committed suicide.

Hildegard possessed dignity and grace while 
alive, Lake says, but she missed “the intimacy 
that may come with tending and being tended 
to” while dying. Fear of “the shadow part of life” 
followed Lake, too, so she decided to immerse 
herself in a “group of people living in that shad-
ow.”  She joined a support group for caregivers of 
those with dementia and Alzheimer’s.

Eighty-eight-year-old Daniel suffered from recur-
ring cancer while caring for his much younger wife; she was 
depressed, bi-polar, and had myriad other severe health issues. 
William married the love of his life shortly after World War II, 
then watched as she was overtaken by dementia. Liz struggled 
with guilt for putting her abusive husband in a veteran’s home 
due to his Alzheimer’s. Inga, who’d cared for and lost a daughter, 
aunts, and both parents, was caretaker for her partner, Louise, 
who was recovering from multiple surgeries. Rufus tended a 
friend who’d died, but kept returning to the group anyhow. And 
Penny, who’s featured most in this book, cared for her mother 
with humor, good-natured teasing, frustration, and the some-
times-surprising support of her siblings.

Throughout the year, there was sadness and loss but “Mo-
ments of loveliness arise,” too. Taboo subjects were tackled, and 
friendships formed. And through it all, group members learned 
to grieve someone who was gone, but who was still around…

I struggle with what to say about “The Care-
givers” because, truthfully, it made me so pro-

foundly sad. 
And yet, I know there’s comfort in what author Nell Lake 

has to say, as well as advice that’s solid-but-subtle wrapped 
inside one of the more powerful stories you’ll ever read. Lake 
brings each of her pseudonymous subjects alive so well that 
when they’re stricken, we’re also stricken - and there’s a lot of 
that in this book. 

What made me stick with it, though, I think, is the compas-
sionately wistful sweetness mixed with resigned, gotta-keep-
moving outrage that’s here. Lake’s ability to repeatedly remind 
us of the former is like a gentle slap. The latter, however, is why 
you’ll keep reading.

For Boomers who are squinting into the future, or anyone 
who’s already in a caregiving position, bring tissues and find this 
book. I’m not sure I’d call it light reading, but “The Caregivers” 
might make you feel better. n

by Nell Lake
c.2014, Scribner
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