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My Medicare Health Team

Peoples Health is a Medicare Advantage organization with a Medicare contract.
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To learn more about Peoples Health Medicare health 
plans, call toll-free, 24 hours a day, 7 days a week:

1-800-401-4433 
TTY/TDD users call 1-866-475-6868 

Monday through Friday, 8 a.m. to 6 p.m.

Si prefiere discutir sus opciones de Medicare en español, 
favor de llamar al 1-800-226-4290

www.peopleshealth.com

Call today for your  
FREE information kit.

“I think people should join Peoples Health 
because it’s an excellent program. I am 
satisfied with every phase of it.”

— Catherine Loyacano, Peoples Health plan member
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Let's assume that each person has an equal opportunity, not to
become equal, but to become different. To realize whatever
unique potential of body, mind and spirit he or she possesses.
–John Fischer

Greetings,

In October, Healthcare Journal of Baton Rouge was honored at a national awards ceremony in New
York City by Medical Marketing and Media. With over 60 nominees in our category, we took the Silver
for Best Healthcare Professional Media Brand. The Gold, in case you were wondering, went to Reach
MD. They offer an XM satellite radio channel for physicians and a clever way to do CME.

The reason we won this award was not simply for providing a healthcare publication. Rather, we were
recognized for channeling information uniquely to our defined market—those working in the greater
Baton Rouge healthcare field. The design of our information system seeks to analyze our healthcare
environment through thoughtful input from our healthcare community.

Your efforts to make your healthcare practice, facility or company more successful are important and
commendable. But, your devotion to improving our healthcare system and our patients’ well-being
through generously shared, and many times limited, resources is highly honorable. One of our primary
objectives is to provide a venue for shared communication. We hoped to fill an important niche and we
are fortunate to receive validation that we’re on the right path.

We are thankful to our hundreds of interviewees, our esteemed correspondents, our advisory boards,
our advertisers, our contributory writers, our readers, and our own staff of dedicated professionals.
Each of us offers a unique set of ideas and talents that together, provide for a continuous enhancement
of Baton Rouge’s healthcare community.

If you have participated in Healthcare Journal of Baton Rouge in any capacity since our inception in
2007, then you share in this award. The opportunities for greatness in Baton Rouge abound. Challenge
yourself to be optimistic during these times. Together we just may be amazed at what can happen.

Letter from the

editor
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t’s 3 a.m. and you are awake. And, as minds
do at that hour, your thoughts return to the
previous day and the many, perhaps too
many, patients you saw. At the time you
might have felt fairly comfortable with the
diagnoses, advice, and prescriptions you

gave. But, there in the predawn dark of your bedroom—far
from the three not so patient patients fretting in the waiting
room, the two others in the exam rooms, the specialist on
hold, the bills on your desk, and the pharmacy rep barter-
ing with the receptionist for entry—two or three seemingly
unrelated details click together in your brain and a red flag
goes up. It’s probably nothing and can almost certainly
wait until morning, but now you are wide awake wondering
if you really did make the right call on that case. And if you
missed something you shouldn’t have with her, what else
did you miss? And now, since further slumber is unlikely,
you will face today’s 15 to 25 patients sleep-deprived to
boot.

If that scenario has never happened to you, consider your-
self lucky, roll over, and go back to sleep. However, if it is
all too familiar, you may be one of the many primary care
doctors in the country who are struggling with increased
patient volumes, escalating costs, and shrinking reim-
bursement. Doctors whose patients are also frustrated
with short visits, long waits, and problems getting appoint-
ments. For most doctors it is a far cry from what they envi-

sioned when they chose this path and it is not the type of
care they were hoping to provide. Some are giving up and
seeking another career option. Others are closing shop
because they can’t physically see enough patients to
cover their costs. Still others are selling their practices to
or affiliating with large hospitals or are bringing in addition-
al staff, equipment, perhaps a partner to ease the burden. 

However, across the country a small, but rapidly growing
number of physicians, most of whom are in internal medi-
cine and family practice, are going private, streamlining
their practices and charging patients a fee to participate.
There are as many names for this style of practice as there
are variations on the theme—innovative practice design,
executive healthcare, concierge medicine, retainer-based
medicine, spa-medicine, boutique medicine, fee-based
medicine. Critics have their own names—unethical, elitist,
even illegal. There is no doubt that there are a few prac-
tices out there that deserve those slurs, but most doctors
who have transitioned their traditional practices to retainer-
based ones will argue that it was a desire to better serve
their patients and avoid situations like our opening sce-
nario that drove their decisions.

So how does it work? In most cases a patient pays an
annual fee, which can run from as low as $500 to as much
as $25,000 depending on the size and location of the prac-
tice and the services and facilities provided. In general

by: Karen Stassi
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however, for about $1000-$2500, the arrangement guaran-
tees significantly longer visits, allowing for more in-depth
exploration of each patient’s problems and an unhurried
atmosphere. Most practices offer on-time, same day appoint-
ments and enhanced access to the doctor through 24/7 cell-
phone and e-mail availability. Some physicians offer hospital
visits and even house calls. Most offer patients greater access
to and copies of their health information, either in written or
electronic format and spend more time with patients working
on their personal wellness goals. Of course, in order to offer
all this, most practices have to pare down their patient num-
bers significantly, offering spots on a first come, first serve
basis and telling the majority of their patients farewell.

It’s an emotional issue, especially if you talk to patients when
they first find out their doctor will soon be charging a fee to be
part of his/her practice. It’s also one that is poorly understood.
The idea has been around since the 1990s and first popped
up on the West Coast where a few doctors opened so-called
boutique practices where the very rich, accustomed to being
pampered everywhere else, could be pampered by their doc-
tors, too. Plush, spa-like offices and extremely personalized
care and specialized services could be obtained for a price. A
price out of reach of the common man. Seattle-based MD² is
often one of the first companies mentioned in the discussion
of concierge medicine because they were the pioneers of
highly personalized, fee-based care. The image they promote
and the fees they charge are probably partially responsible for
both the picture we envision when we hear “concierge medi-
cine” and the knee-jerk negative reaction many people have.
MD² offers what it calls “High-touch medicine” to the very rich
in offices in Bellevue, Chicago, Portland, San Francisco, and
Seattle. MD² offers high level healthcare by carefully vetted
physicians, annual physicals, and even house calls, all deliv-
ered with attention to privacy and the patients’ lifestyle. Each
MD² doctor cares for just 50 families at $15,000 per person or
$25,000 per family.

The initial perception of this type of practice among the public
and many in the medical community was that this was simply
an opportunity for doctors to get very rich and bordered on the
unethical. It was also dismissed as an isolated trend.
However, while their motives are unknown to us, those doc-
tors were onto something—people were willing to pay for
more personalized care. 

Another type of retainer-based practice has sprung up as a
result of doctors growing frustrated with the time-consuming
process of fighting over insurance claims that yielded inade-
quate reimbursement. Those doctors have removed them-
selves from the insurance networks and charge a fee in order
to cover the patients’ visits and treatment and to keep their
practices going. While that move may appeal to many doctors,
it comes with its own potential issues such as a loss of
Medicare status and increased scrutiny by insurance commis-
sioners.

When enough of these retainer-based practices began to
appear and critics were crying foul, the American Medical

Association (AMA) took a closer look. In 2003 their Council on
Ethical and Judicial Affairs released a report in which they
basically determined that retainer-based practices were just

MdviP is not the solution to
the primary care crisis, but
we are keeping doctors in
practice who would other-
wise retire and we are also
creating role models for
medical students, some of
whom, we know from anec-
dotal evidence, are choosing
primary care because of the
positive influence of the
happy, professionally satis-
fied MdviP physician. 
—Bernard Kaminetsky, MD
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one more offering in the pluralistic medical delivery system
this country has to offer and which is supported by the asso-
ciation. They also concluded that it was currently a small
enough niche that it could not be considered exclusionary
when so many other options are available to the general
public. However, the council did comment that the practice
could pose ethical problems if it became common enough
to affect access or continuity of care. The association
issued a series of guidelines for practices to follow to avoid
ethical issues and ensure that trust remained foremost in
the physician-patient relationship. 

The AMA guidelines insist on full disclosure to patients
about the terms of the agreement and how it might affect
their insurance coverage. Patients may not be coerced into
participating or penalized for opting out. Doctors must also
be careful not to promise specialized services in exchange
for the fee that are not related to evidence-based care and
accepted guidelines. They must also not offer different stan-
dards of care to patients not paying the fee. In this time of
dwindling primary care doctors, the AMA also stressed that
a doctor switching to a retainer practice may not abandon
his/her patients and must facilitate their transfer, along with
their records, to another physician. If no other suitable doc-
tor is available, the physician could be ethically obligated to

care for those patients without charging the fee. The asso-
ciation warned against the common pitfall of confusing spe-
cialized services with reimbursable expenses and urged
honesty in handling insurance claims. Finally, AMA asked
that doctors remember their ethical obligation to provide
care for those who are in urgent need, regardless of their
ability to pay. As those opportunities will likely arise less fre-
quently in a retainer-based situation, those doctors are
encouraged to seek them out elsewhere.

The AMA is not the only one watching this development
closely. Some insurance companies have dropped doctors
with fee-based practices from their networks because they
consider them discriminatory. Others are just hesitant to

i had to come to grips with
how i felt about the question
of it being elite, about being a
doctor for the rich only.
—Emma McCarty, MD



embrace a new model of care even though increased time
with the patient and a greater focus on wellness should
amount to fewer claims. Insurance commissioners in some
states are particularly concerned about private practices that
accept fees to cover the care provided, but do not take insur-
ance. That arrangement can be construed as paying in
advance for one’s health or, in other words, insurance. Some
argue if a doctor is operating his practice like an insurance
company then he should be regulated like one. 

Critics can become converts however. When she first read
about retainer-based practices about ten years ago, Dr.
Emma McCarty, a Shreveport internist and pediatrician,
immediately dismissed the practice as unethical. However,
as her practice grew and her days grew longer she found
herself approaching burnout. She was determined to provide
a high level of service for her patients, backed by thorough

research and detailed patient education, but her days
expanded to thirteen hours, she never saw her children
awake, and her nanny quit from overwork. “I came to the
realization that something was going to have to change,” said
McCarty. “I was getting frustrated with patients because they
wouldn’t get better. When you start to get angry at someone
for being sick, it’s nothing to do with them, you just don’t have
the time to think about it anymore.” Then she came across
another article about concierge medicine. “I had to come to
grips with how I felt about the question of it being elite, about
being a doctor for the rich only,” she said. “I had a hard time
grappling with that, because personally it did not appeal to
me.” However, recognizing that she could not continue see-
ing the same number of patients and provide the care she
wanted, she decided to make the leap. 

It was a big leap. At the time, as far she knows, no other doc-
tor in Louisiana was practicing in the retainer model. She
was also actively treating 1,800 patients and had determined
that practicing the way she wanted to, she could only provide
care to approximately 150 patients. In order to pay her rent,
staff, and herself, she would have to charge a fee of $2100
for an individual and $3600 for a couple. 

Her patients did not take the news well. In fact, most did not
make the transition with her. It took a year and a half to build
her patient base back up to where she needed it to be, dur-
ing which she had little income. Four years later McCarty
now has about 170 fee-paying patients at SureAccessMD in
the Highland Clinic. True to the AMA guidelines, she also
kept on several patients who she feared might get lost in the
process or have difficulty finding another physician. Those
patients do not pay the retainer fee. “I certainly don’t make
any more than I used to make, but I enjoy what I do and I feel
like I’m providing a better service,” said McCarty. The fee
provides the ability to be in a small practice with longer
appointments and 24/7 access to her via cell phone and
email. “In my previous practice when a patient called, the
goal of my staff was to keep me from having to personally
handle it,” said McCarty. Now she realizes that personally
taking those calls allows for better and more accurate com-
munication with her patients. As part of her enhanced serv-
ice McCarty also conducts an in-depth annual physical and a
written health summary outlining baselines and goals to be
worked on. She now has time to educate her patients and
discuss those goals with them. 

McCarty’s patients are insured, although a few carriers have
designated her out-of-network because of the change. That
hasn’t been too big of an issue, because the difference in
coverage is not usually very significant for primary care vis-
its. She considered not accepting insurance at all, but did not
want to lose her Medicare status, primarily in case her exper-
iment failed and she needed to work elsewhere. She was
also uncertain of how it would be viewed by the insurance
commissioner and opted to avoid that scrutiny. Some of the
pitfalls of starting a retainer practice can be avoided by join-

i will never go back. ever. if i
wasn’t allowed to do what i’m
doing now i would be in a
whole different career.
—John Burpeau, MD
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ing an association of like-minded physicians, said McCarty.
She joined and attended meetings hosted by the American
Association of Private Physicians. They were able to provide
advice, models, and regulatory guidance that was invaluable
when first starting out. They continue to keep her updated
when rules or policies change that might affect her practice. 

McCarty believes the practice of retainer medicine is still
largely misunderstood even among healthcare profession-
als and that public perception is often that doctors are just
trying to make more money. While she does not consider
herself wealthy, McCarty explained, “It was never a question
of money. I made enough. The question was job satisfaction.
The hours were difficult, I was resenting what I did, and I did-
n’t feel like I was doing it well.” She doesn’t think people
want to hear doctors whine about having to work too hard or
not making enough, so most doctors don’t talk about it, but
“there is always a sense of being on a treadmill that is mov-
ing too fast” and a fear about losing something, missing
something, or screwing something up. “You hurry someone
out of the room when what you really want to do is explain
to them one more time how they are confusing their medica-
tions.” 

McCarty said she would love to do what she does for more
people and charge a lot less, but in her market she has to
provide a fairly luxury service in order for people to pay for it
and she couldn’t provide that level of service for a thousand
people or be on call for a thousand people every day. While
she does have some wealthy patients, McCarty is surprised
and gratified that many are definitely middle class. She
thinks the decision to pay a fee for more personal care is an
option that many make because health is their biggest prior-
ity. “If there’s a reason that you feel you need it, most peo-
ple, not everyone, but most people could afford it. If I can get
you to quit smoking it’s going to pay for itself.”

Despite the fear factor and the initial financial hit, McCarty
says she has no regrets and would never go back to a tradi-
tional practice. “I don’t know what I would do if I had to go
back to my old practice…I couldn’t do it.” About a year ago,
a second doctor in the Shreveport area, Dr. Richard Sipes,
opened a retainer-based practice called Cardinal Care.
Sipes also offers personalized care, 24-hour access, and
even house calls for $1200-$1500 a month depending on
age. Like McCarty, Sipes struck out on his own, joining the
American Association of Private Physicians which offers
moral and informational support to help avoid some of the
pitfalls that exist for starting a retainer-based practice. But
you don’t have to go it on your own. 

if i wasn’t doing this my days
with Medicare would be num-
bered. —Bill Lovell, MD
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This November, Dr. Cecil “Bill” Lovell, III, a Baton Rouge
family practitioner for 25 years, will be transitioning his
practice with the assistance of MDVIP, a company that
specializes in personalized preventive care within a fee-
based model. MDVIP, which was founded by a  group of
doctors in Boca Raton, Florida in 2000, offers physi-
cians across the country the opportunity to transition
their practices into smaller, more personalized opera-
tions with no more than 600 patients who each pay a fee
of $1500. In return for a substantial part of that fee,
approximately $500 per patient, MDVIP handles many
of the headaches that discourage doctors from making
the change. In addition to offering a proven model,
MDVIP offers technological and operational support to
the doctor, assisting with approaching and informing his
patients about the upcoming change, hosting meetings
where patients can ask questions, and providing a
patient representative in the office for further questions.
The company also communicates with insurance com-
panies and regulators to discuss any concerns. Each
MDVIP practice is transitioned to an electronic health
record, a copy of which is provided to patients on a mini-
disk. Implementation of electronic health records is
being pushed heavily by the federal government, but is
often unattainable by large primary care practices
because of the time and money involved. 

MDVIP also provides physicians with the training and
tools to offer a comprehensive annual  physical and
wellness screening that is comparable to the physicals
provided to high-level executives. The annual fee paid
by the patient covers this extensive series of tests,
screenings, and a comprehensive exam by the physi-
cian. The doctors, if they choose, can continue to accept
the patients’ insurance for office visits and treatment
above and beyond the physical. The company also
offers reciprocity with other MDVIP physicians so a trav-
eling patient can get personalized and timely care away
from home. Finally, MDVIP participates in a Centers of
Excellence program that offers access to and navigation

i have friends who have
actually gone out of busi-
ness and closed their prac-
tice doors. i had never
heard of that before.
doctors going out of busi-
ness?–John Burpeau, MD
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through the process of receiving care at some of the top facil-
ities in the country for treating serious illness. Among them
are the Mayo Clinic, Memorial Sloan-Kettering, and the
Baylor Clinic. 

When referring to MDVIP, Medical Director Dr. Bernard
Kaminetsky rejects most of the terms normally used to
describe fee-based practices, particularly “concierge.” The
fee-based model simply allows doctors the time and tools to
truly focus on prevention rather than simply treating acute
and chronic illness, he said. The inability to do that in a tradi-
tional practice and to provide the time patients deserve is
frustrating both to doctors and patients, said Kaminetsky,
who himself transitioned from a traditional practice. One of
the things that has impressed him most are the outcomes.
“For our Medicare population we’ve demonstrated a 74%
reduction in hospital admissions,” said Kaminetsky. “For all

age groups, it’s a 61% reduction.” He attributes these out-
comes to the preventable admissions for congestive heart
failure, out of control diabetes, hypertension, etc. that can be
avoided through regular and consistent care provided by a
doctor. He also believes that longer visits and more commu-
nication between the doctor and patient means conditions
are treated earlier, often before they become a problem.
Patients are also more educated and motivated in a setting
where they truly feel the doctor is their partner in wellness
said Kaminetsky.

MDVIP both recruits physicians and evaluates physicians
that apply to the company. Generally they are looking for
larger, well-established practices where a high level of
patient loyalty and trust can be expected. After a rigorous
evaluation about ten percent of physicians who are consid-
ered are invited to join. Dr. Lovell was approached about a
year before making the decision to move to MDVIP. “I always
thought that there had to be a better way,” said Lovell. “We
had a better way when I first started practicing medicine—not
quite as busy, not so many demands administratively, reim-
bursement met expectations, overhead wasn’t quite as bad.
There wasn’t as much intrusion by insurance companies,
managed care, which meant there was just more time to
spend with patients.” Lovell said that has changed in the last
15 years and that the average length of an office visit today
is eight minutes. In a solo practice with approximately 4000
active patients, on busy days he might see 40-45 patients.
“We’ve conditioned ourselves to be single problem oriented
and that’s how you move through patients,” he said. “But how
much are you missing?”

Lovell was impressed by the results that MDVIP doctors
were getting. “Their patients are doing better than mine. It’s
hard to turn your back on that.” He is convinced the differ-
ence is the increased focus on prevention and wellness. “I
know that this is a better way to practice and I know it’s going
to be a trend,” said Lovell. “I know it’s the way we need to do
it and the system is going to find a way to do it eventually
because they know in the long run there’s savings to be had
if you do preventative health.”

He admits the transition has been difficult, sometimes emo-
tional, sometimes stressful, but he has not looked back since
making the decision. As part of due diligence he contacted at
least 30 other MDVIP practices, even some that had not suc-
ceeded, largely due to timing and the economy, but all want
to give the model another shot, said Lovell. Because of the
economy, he has been surprised at the demographics of the
patients that are following him as he downsizes to fewer than
600 patients. Those who had already committed included
municipal workers, teachers, fixed income retirees, and small
business owners. And although some expressed a financial
impediment or initial disappointment, his patients’ reactions
have generally been supportive. 

Lovell will remain in network with all of the insurance carriers

their patients are doing better
than mine. it’s hard to turn
your back on that.- —Bill Lovell, MD
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with whom he has been dealing, including Medicare,
although he admits, “If I wasn’t doing this my days with
Medicare would be numbered.” His days as a solo practiton-
er might have been numbered also. Increasing overhead,
decreasing reimbursement, and more administrative
responsibilities would probably have changed his practice
one way or another and potentially driven him to go to a
larger, more integrated group within the next five years.
However, that has never been something he was interested
in as he enjoys calling his own shots. 

Autonomy is not something he will have to give up with
MDVIP, he said. Instead the company provides the tools
and support to transition to an emphasis on prevention and
wellness with time for follow-ups and coaching. It’s really a

change in the way primary care is going to be delivered in
the future, said Lovell, with doctors making house calls
again, getting text updates from patients trying to lose
weight, or teaching diabetic patients how to cook for them-
selves. “How that evolves in my practice will be determined
by what my patients need,” said Lovell. “Having more time,
I will be able to figure that out.”

Kaminetsky said that while Dr. Lovell is the first in Baton
Rouge and the state to affiliate with the company, he will not
be the last. Several other Louisiana doctors from Baton
Rouge, New Orleans, and Shreveport are under considera-
tion by MDVIP with some strong prospects among them, so
an increased presence in Louisiana is anticipated in the
near future. In ten years MDVIP has grown from a small
group of doctors in Florida, to more than 400 doctors in 30
states and D.C. Next door in Houston, Dr. John Burpeau
transitioned his traditional internal medicine practice into the
MDVIP model, dropping to about a quarter of its previous
size. Three years ago he was the first in the state and is now
one of 40 spread all over Texas. Burpeau’s attraction to
MDVIP was fueled by a passion for prevention and a dire
warning from his business manager that he would need to
see two more patients a day, putting him at around 28, to
remain financially solvent…for one year. He said a good
internist who is treating patients with multiple medical prob-

Many of our doctors do about
the same financially as they
were doing before, which is a
clue that the motivation is not
about money, it’s about care.
—Bernard Kaminetsky, MD
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AMA Guidelines for Retainer Contracts
(CEJA Rep. 3 - A-03)  

1.when entering into a retainer contract, both parties must be clear about the terms of
the relationship and must agree to them. Physicians must present the terms of the con-
tract in an honest manner, and must not exert undue pressure on patients to agree to the
arrangement. if a physician has knowledge that the patient’s health care insurance cov-
erage will be compromised by the retainer contract, the information must be discussed
with the patient before reaching an agreement on the terms of the retainer contract. Also,
patients must be able to opt out of a retainer contract without undue inconveniences or
financial penalties.  

2. concern for quality of care the patient receives should be the physician’s first consid-
eration. However, it is important that a retainer contract not be promoted as a promise
for more or better diagnostic and therapeutic services. Physicians must always ensure
that medical care is provided only on the basis of scientific evidence, sound medical
judgment, relevant professional guidelines, and concern for economic prudence.
Physicians who engage in mixed practices, in which some patients have contracted for
special services and amenities and others have not, must be particularly diligent to offer
the same standard of diagnostic and therapeutic services to both categories of patients.
All patients are entitled to courtesy, respect, dignity, responsiveness, and timely atten-
tion to their needs.  

3. in accord with medicine’s ethical mandate to provide for continuity of care and the eth-
ical imperative that physicians not abandon their patients, physicians converting their
traditional practices into retainer practices must facilitate the transfer of their non-partic-
ipating patients to other physicians, particularly their sickest and most vulnerable ones.
if no other physicians are available to care for non-retainer patients in the local commu-
nity, the physician may be ethically obligated to continue caring for such patients.  

4. Physicians who enter into retainer contracts will usually receive reimbursement from
their patients’ health care plans for medical services. Physicians are ethically required to
be honest in billing for reimbursement, and must observe relevant laws, rules and con-
tracts. it is desirable that retainer contracts separate clearly special services and ameni-
ties from reimbursable medical services. in the absence of such clarification, identifica-
tion of reimbursable services should be determined on a case-by-case basis.  

5. Physicians have a professional obligation to provide care to those in need, regardless
of ability to pay, particularly to those in need of urgent care. Physicians who engage in
retainer practices should seek specific opportunities to fulfill this obligation. 

Copyright 2003. American Medical Association. All rights reserved.
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lems should see about 15 patients a day and he was con-
templating double that. He is now convinced that if he had
not transitioned the office, he would no longer be in practice.
“There are only two equations that work and this is the one
that worked best for us,” said Burpeau, dismissing the alter-
native of running his practice as a mill, seeing more and
more patients. His associate, who is fifteen years his senior,
said their practice style now is a throwback to how he used
to practice medicine—spending a lot of time with the patient
figuring out how to prevent them getting sick. “This is what
you do if you want to be a good doctor,” said Burpeau. “You
actually take care of the population instead of trying to just
fix everything and hope they survive long enough for the
next appointment.” 

Like McCarty, Burpeau would go home and wonder what he
had missed. He also agreed that there is a misperception
that doctors are not working very hard and making lots of
money. “I can tell you that is definitely not the practice of
medicine nowadays,” he said. “I have friends who have
actually gone out of business and closed their practice
doors. I had never heard of that before. Doctors going out of
business?” He also had friends that stayed open by affiliat-
ing with hospitals. However, he felt there was still too much
focus on the bottom-line and that his friends were forced to
see more and more patients. “That just doesn’t fit with what
my vision of medicine is. I like being my own boss,” said
Burpeau.

Although he is free to practice the way he wants under
MDVIP, Burpeau certainly appreciates all they bring to the
arrangement, especially the fact that they have already
fought the battles to get approval from Medicare and the
insurance companies and know how to educate patients on
the benefits of the new arrangement. He also likes that he
and his associate have been able to move to an electronic
medical record. While on vacation, Burpeau was contacted
by a patient back in Houston who had been hospitalized. He
was able to pull up the patient’s medical record and call the
hospital to discuss some treatment options they were con-
sidering, which were contraindicated. In the past, Burpeau
would have been out of reach, out of touch, and might not
even have known the patient well enough to advise the hos-
pital on his care. He is certain that both his accessibility and
the availability of the patient’s health record made a differ-
ence in his prognosis. He also finds that now he has time to
speak to specialists himself, he gets results back sooner.
The other doctors seems to appreciate his personal han-
dling of the case and communication has improved both
ways. 

Benefits aside, Burpeau said he did anticipate a negative
pushback from his patients about the change and the fee.
Surprisingly, most patients understood and wished him well
even if they weren’t staying on. He even had a few that left,
but have since come back. Many that did not stay on were

younger patients who really didn’t need to see a doctor very
much anyway, he said. The transition of patients to other
doctors, many of whom operated in the same building, was
seamless, said Burpeau, who was very gratified to not have
screaming and yelling and gnashing of teeth. Like most
other MDVIP doctors, Burpeau is also seeing a very high
renewal rate from year to year. He is also seeing dramatic
drops in his hospitalization rates, which he attributes to
being able to see patients in a timely manner and spend
time with them before problems get out of hand.
Nevertheless he concedes the process of changing the
practice is very hard to do. “It’s a whole different way of
thinking and it’s very hard to transition around it. But I’ll tell
you one thing,” he said. “I will never go back. Ever. If I was-
n’t allowed to do what I’m doing now I would be in a whole
different career.”

Despite the apparent benefits for both the patients and doc-

if there’s a reason that you
feel you need it, most people,
not everyone, but most peo-
ple could afford it. if i can get
you to quit smoking it’s going
to pay for itself. —Emma McCarty, MD
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tors, it’s easy to see why some think the practice is just a
way to make money. Some quick calculations reveal that
a doctor with 600 patients paying $1500 each can expect
$900,000 in guaranteed income, even before anyone gets
sick. MDVIP docs do automatically hand a third of that
over, but $600,000 is still not a bad figure. However, start
throwing in rent, staff, malpractice insurance, and other
expenses, and those numbers get pared down to a good,
but hardly exorbitant living for a physician. There’s also
the potential rough patch of the start-up years, particular-
ly for the doctors that are striking out on their own and who
may initially drop patient numbers far more than they
would like. Once a patient base is established however,
there’s no argument that retainer-based practices can
make very good money, but doctors insist that is not the
primary motivation. Indeed, many make amounts compa-
rable to when they were in traditional practice, but they are
not run off their feet doing it and can feel gratified that they
are providing the care they want to. “Many of our doctors
do about the same financially as they were doing before,”
said Kaminetsky. “Which is a clue that the motivation is not
about money, it’s about care.” He also argues that while
the fees are not inconsequential, they could certainly be
considered a middle class expense rather than something
reserved for the very rich. He points out that $125 a month
is no more than some pay for their daily gourmet coffee fix,
their smoking habit, or even a nice dinner for two with a

bottle of wine. “For most people it’s a matter of choice
rather than the ability to pay,” he said. 

One of the other major concerns about this style of medi-
cine is that if too many primary care physicians take this
route, drastically reducing the numbers of patients they
will see, then access to primary care may be affected. As
it is, there is a growing shortage of primary care physi-
cians as older doctors retire and young doctors don’t con-
sider it an attractive choice. That shortage will exist
regardless of the retainer practice niche, which is unlikely
to grow large enough to make a real difference, said
Kaminetsky. “The economics of it are such that it will
always be a niche product.” He also said the idea that doc-
tors that are transitioning to a retainer-style practice are
really contributing to an access problem is flawed. “One
can’t just assume that every doctor doing MDVIP would
still be taking 2500 to 3000 patients.” In fact, many of
MDVIP’s older doctors say that they would have retired  if
they had not made the transition. 

It’s also possible that medical students who see doctors
making their practices a success through a retainer-type
model might be tempted into primary care, suggested
Kaminetsky. “If you want to do something to fix it for the
long haul, you should make medicine more attractive so
people will go into primary care again,” agreed Burpeau.
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Kaminetsky pointed out that some of MDVIP’s doc-
tors have hosted interns who are impressed with
how happy and gratified they are in their practices.
The students have told those doctors that they
were the only primary care physicians who were
positive role models and made it look like some-
thing they would consider doing. “MDVIP is not the
solution to the primary care crisis, but we are keep-
ing doctors in practice who would otherwise retire
and we are also creating role models for medical
students, some of whom, we know from anecdotal
evidence, are choosing primary care because of
the positive influence of the happy, professionally
satisfied MDVIP physician,” said Kaminetsky.
Another point against the reduced access argu-
ment is that the guaranteed income and less hec-
tic schedule enjoyed by doctors who follow this
model may actually allow them more time and
opportunity to offer charitable care, something
encouraged by the AMA. One clinic, the Tufts
Medical Center in Boston, has addressed the ethi-
cal question posed by fee-based care by offering a
hybrid practice, where some patients participate in
the extra services provided by the retainer fees
and others do not. The fees are used to operate
the traditional side of the practice and to offer care
to those who cannot pay. 

Despite the apparent success of many who have
made the transition, the topic of retainer-style
medicine remains a heated one. There are plenty
of critics who can’t get past the “elitist” tag or who
fret about impending access issues and ulterior
motives. There are others who might like the idea,
but doubt they could sell their patients on it, espe-
cially in tough economic times. However, the doc-
tors that have made the change swear they will
never go back. “For me this is the best decision I
ever made,” said Burpeau. “Absolutely, hands
down, no regrets. Well, that’s not true…I do have
one regret. My biggest regret is that I should have
done it three years before.” Patients, the ones that
stayed on, seem to agree, with renewal rates typi-
cally over 90% among MDVIP doctors. It is clearly
not for everyone and might not succeed in every
market, but the numbers of doctors who are trying
it have been steadily growing. As health reform
throws millions more into the ranks of those seek-
ing primary care physicians it will be interesting to
see if this path becomes more accepted or more
condemned.v

Sources: Report of the Council on Ethical and Judicial Affairs, CEJA
Rep. 3 - A-03, Copyright 2003 American Medical Association, All
rights reserved; MDVIP.com; MD2.com; Chen, MD, Pauline W., “Can
Concierge Medicine for the Few Benefit the Many?” New York Times,
Aug. 26, 2010; Guglielemo, Wayne, “How to set up a concierge prac-
tice,” Medical Economics, Aug. 22, 2003; Kalogredis, Vasilios,
“Should you consider concierge medicine?” Physician’s News
Digest, Feb., 2004.
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ore than 53,000 people in the United
States are diagnosed with melanoma
every year. Currently, it’s considered the
fastest growing cancer, both in the U.S.
and worldwide, especially among young
adults between the ages of 20 and 30.
While melanoma is very treatable when
caught in the early stages, it is the cause

of almost 8,000 deaths annually. 

Similarly, more than 36,000 people in the United States are
affected each year by renal cell carcinoma (kidney cancer).
Although kidney cancer was first reported in 1826, scientists
have not yet conclusively determined its cause.  It occurs in
almost twice as many men as women, and most often devel-
ops after the age of 40, however the disease has been seen
in children as young as six months old.

In my oncology practice of 25 years to date, Proleukin is the

only agent that has provided patients with metastatic
melanoma or renal cell carcinoma complete and long-lasting
remission, and yet is probably one of the most poorly utilized.
The outcomes in my practice have mirrored that of the
research, and importantly, in nine years of administering IL-2
for these diseases, we have had zero mortality.  Treated in
2001, my first IL-2 patient with metastatic renal cell carcinoma
remains disease-free today and is doing well.  It is notable that
he is one of a long list of success stories.  

what is il-2?
IL‐2, a recombinant form of Proleukin, is one of a group of
cytokines that mediates signals between cells during an
immune response (Graph 1). It helps the immune system fight
cancer cells by causing widespread immune activation and
stimulates T cell secretion of tumor necrosis factor and other
cytokines. IL‐2 stimulates proliferation and activation of all T
cells, including cytostatic T lymphocytes and natural killer and
lymphokine‐activated killer cells.

Proleukin il-2 therapy Holds
Promise for Metastatic

Melanoma and renal cancers

by: Gerald Miletello, MD

Hematology/Oncology Clinic

M

Cancer Treatment
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Graph 1. Proleukin Activation

Pursuing il-2 first
IL-2 therapy seems to be poorly utilized, and often, not pre-
scribed for patients with metastatic melanoma and renal cell
carcinoma, despite the research.  Why?  The therapy is com-
plex  – it requires a depth of clinical experience and a support-
ing inpatient program.  Fortunately, responses to IL‐2 are
determined quickly, typically within 6 weeks of beginning treat-
ment (Graph 2). Although side effects can be serious, they are
predictable, manageable and reversible, hence the impor-
tance of trained staff who are experienced in the care of
patients undergoing IL‐2 therapy. 

Graph 2. Treatment Course

We are fortunate in Baton Rouge, and regionally, to have an
experienced IL-2 program at Baton Rouge General’s
Pennington Cancer Center where staff has undergone spe-
cialized training in caring for IL-2 patients.  The hospital also
provides resources for those patients and family members
traveling from other communities to receive care.   Other IL-2
centers nearest Baton Rouge General’s are located at M.D.
Anderson Cancer Center in Houston, TX, Moffitt Cancer
Center in Tampa, FL, and Wake Forest University Baptist
Medical Center in Winston‐Salem, NC. 

who is an il-2 candidate?
Candidates for IL-2 are considered adult patients who are fully
active, able to carry on all pre‐disease performance without
restriction  (ECOG 0) or those who are restricted in physically
strenuous activity but can walk and able to carry on light work
(ECOG 1). In addition, patients must have a normal neurolog-
ic, heart, lung, and kidney function and not have any trans-
plants or active infections.

Patients who are fully active have a significantly higher
response rate than patients who are restricted in physical
activity (Graphs 3, 4). And patients with better performance

status are likely to experience fewer side effects, and in most
cases, improve with 2‐3 days of ceasing treatment, with
long‐term side effects being extremely rare.

Graphs 3, 4. IL‐2 Clinical Response Rates

Summary
As indicated by the research, Proleukin IL-2 remains the only
therapy that demonstrates a complete and durable response
for metastatic melanoma and renal cell carcinoma (Graphs 5,
6).  It is my hope that, early on in the course of the disease,
oncologists, urologists, and dermatologists consider Proleukin
IL-2 as a potential treatment for patients before other treat-
ments are pursued, so as to optimize the likliehood of a posi-
tive response.   As a practitioner, my hope is to increase
regional awareness about this promising therapy and provide
consultation with the support of an experienced inpatient pro-
gram at the General.  

Graph 5, 6. Response Duration
Proleukin in Metastatic Melanoma
Proleukin in Metastatic in Renal Cell Carcinoma

More information about Proleukin IL‐2 treatment is available
at www.Proleukin.com or at www.BRGeneral.org. v
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n any discussion of high and rising healthcare
costs—and there are many these days—overutiliza-
tion is likely to be listed as a contributing factor. And
a state that simultaneously claims the highest per
capita Medicare costs and some of the poorest health
ratings in the country is likely to draw a fair amount of

scrutiny and criticism during those discus-
sions. Obviously there are many reasons for
our high costs and poor quality of health, but

one of them, we are certain, is not the quality of the physicians and
healthcare facilities we have in Louisiana. For that reason the words
overutilization and overuse make hackles rise and put physicians on

by: Philip Gatto
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the defensive. Because, except for a few bad actors, and
every state has them, the vast majority of physicians truly
believe the treatments, tests, and procedures they pre-
scribe are what is best for that patient at that time and
resent any implication to the contrary. Their decisions are
based on training, experience, and the accepted stan-
dards of their practice, facility, or community. However
that very training, experience or community influence
may be the source of the practice variation that might
actually contribute to overuse. “Nationwide what I’ve

seen in the last year and a half, is there’s been a lot of
focus on looking at the variation that exists in practicing
medicine,” said Scott Flowers, Director of Quality
Improvement for eQHealth Solutions in Louisiana. “Our
goal is to raise awareness about quality issues and
inform providers across the state about what could be
potentially coming and how it could impact their organiza-
tions.” That said, Flowers pointed to an initiative by the
Institute for Healthcare Improvement (IHI) that might
prove useful for local organizations. 

IHI believes that healthcare costs can be reduced with
attention to a variety of factors, one of which is more
appropriate use of specialty services. The institute is in
the process of testing and sharing a framework that
charges physicians to compare data and seek out proac-

tively variations that could be contributing to overuse,
then to voluntarily come together to create a practice
standard to address the overuse without affecting quality.
In a white paper outlining the framework the authors note
that, “Most physicians are driven by doing what is right for
the patient and are not aware of overuse in their own
practices.” IHI also recognizes that in many cases over-
use occurs when evidence-based standards are lacking,
leading to medical uncertainty and practice variation.
They stress the importance of engaging physicians in the
process of identifying areas of overuse and developing
standards to reduce variation rather than forcing an arbi-
trary standard on them or judging high utilizers. “The real-
ity is physicians don’t see the variation data,” said
Flowers. “The docs are shocked that they are different
from their partners.”

To call it overutiliza-

tion is a bit of a mis-

nomer, but there’s an

opportunity for the

physicians to come together and look at

their practices and set standards, set cri-

teria, based on their expert opinion, for

what’s appropriate at what point of care.
—Scott Flowers
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According to IHI, some of the potential areas of focus
suggested by the National Priorities Partnership of the
National Quality Forum and the New England Health
Institute as “unwarranted” are lumbar spine magnetic
resonance imaging prior to conservative therapy, car-
diac computed tomography, endoscopy, spine surgery,
knee or hip replacement, and hysterectomy. Does this
mean these fairly common procedures are never appro-
priate? Of course not. The point is they have become so
routine and so common, that few question the order,
when perhaps other interventions would have similar
outcomes in many patients. The problem is that higher
use of specialty services, even very good and common-
ly accepted ones, does not always mean better out-
comes. And treatments that have become standard
have not always been scientifically determined to be the
best course of action.

IHI’s framework includes some key elements:
• Physicians and stakeholders collaborate to identify
potential opportunities for reducing overuse—it could be
a specific test or procedure.
• Physicians share variation data to identify and priori-
tize specific areas to target.
• Physicians and stakeholders develop standards and
identify for what patient group application of the stan-
dard would be feasible.
• The standards are tested and adjusted as necessary
to determine if physicians would apply them and if there
would be any benefit from implementation without a
reduction in quality of care.

Of course IHI acknowledges that financial incentives
can also play a role in overutilization—another prickly
point with physicians, particularly those who have finan-
cial interests in specialty hospitals or imaging centers.
Simply having those ties does not mean physicians are
ordering unnecessary tests or procedures, but the deci-
sion to order an additional test or screening may be
impacted as much by availability as anything else. In an
area or facility with an abundance of specialists and
specialized medical equipment, one is more likely to uti-
lize specialty services. Tests may be ordered out of cau-
tion rather than real need simply because the facilities
are available. It may not be vital that your patient gets an
MRI, but if there is one next door and the patient is
insured, what does it hurt to double-check or cover all
the bases? If you happen to have a financial interest in
that MRI, then the decision might be even easier. If the
patient had to drive 60 minutes for that same MRI, it
might not even come up as an option. 

Where one practices, in fact, may also be a major con-
tributing factor in the level of utilization. If the doctors in
a particular practice or community commonly recom-
mend a certain procedure then chances are others will.
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This is not necessarily a bad thing, but IHI is trying to
encourage a focus on ensuring those commonly accept-
ed standards have a more firm basis in science than
“everybody’s doing it” or “that’s how we always handle
that situation.” 

Another factor that contributes to overutilization is, of
course, the patients themselves. Many doctors will tell
you that the patient does not feel the physician has done
their job if he/she doesn’t run them through a battery of
tests. Some patients even arrive requesting a specific
procedure. This has only gotten worse as patients have
“empowered” themselves on the Internet. If their favorite
medical website says a person with their symptoms
should have this procedure or that test you can be certain
they will come in asking. For some doctors, time and
patience will only allow for so much persuasion before
they go ahead and order the tests. However, proper
patient education and involvement in decision-making
can help reduce overuse, says IHI. If a patient truly
understands that a MRI will expose them to much higher
levels of radiation than an x-ray or that the spine surgery
they want has only a slightly better chance of keeping
them pain free than continued physical therapy, might
those expensive procedures be avoided? “The patient
thinks they are getting more done if they get a compre-
hensive workup and that’s better for them,” said Flowers.
“They are not necessarily understanding the exposure to
additional radiation, additional testing, time away from
work or all these other components. IHI talks about it in
the framework because the decision whether or not to do
the test lies partly with the patient who may not fully
understand what all that means for them.” 

These are all areas IHI is encouraging organizations and
physicians to explore, but they acknowledge that chang-
ing professional culture is the way to affect overuse. Who
better to determine what the most appropriate care is and
what can be eliminated without affecting quality than the
doctors? Testing reductions within practices is the ideal
way to see how it might affect outcomes, how physicians
adapt to it, and whether it is financially feasible for the
practice before new criteria or standards are implement-
ed. IHI stresses repeatedly that coercion and judgment of
high utilizers is not the way to go. They also urge that
doctors be free to customize their decision-making for
specific cases as they see fit. 

IHI’s Framework consists of six steps for which they offer
specific components and scenarios as guidance:
1) Opportunity Search and Engagement of Physicians,
Patients, and Key Stakeholders (What areas of overuse
exist and can be addressed?)
2) Define a Standard (Come up with Consensus Criteria)

3) Discernment (Does the standard apply to an individual
patient?)
4) Evaluation of Discernment (How often did doctors
apply the standard and what utilization reductions can be
achieved?)
5) Additional Interventions (What other interventions
might be needed to support implementation, e.g. patient
education and decision aids, decision support for physi-
cians?)
6) Execution (Implementation of the Standard and contin-
ued measurement and feedback)

Changes do not have to be huge to make a difference in
cost and quality of care. It might be as simple as delaying
the time frame for a specific screen or specifying criteria
for when a test should be run. If 95% of tests come back
negative, does it make sense to run the test on every
patient? Does the negative result subject patients to fur-
ther tests and anxiety unnecessarily? These sorts of
questions can be discussed and a better approach decid-
ed upon. Sometimes simply sharing utilization data can
effect change. Even within the same practice doctors are
often unaware of how their utilization compares to their
partners’ said Flowers. If significant variation exists with-
out notable differences in outcomes, a target area for
reduction may emerge. “I believe that variation in the way
medicine is practiced is a huge factor in growing health-
care costs,” said Flowers. “Once there are hard criteria or
standards are selected then it will be easier to compare
similar projects across the country to determine why did

Most physicians are

driven by doing

what is right for the

patient and are not

aware of  overuse in

their own practices. 
—Institute for Health Improvement
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you guys choose this instead of that? What about this
made you decide it would be a critical criterion?”

Quite apart from the fact that addressing overutiliza-
tion can improve efficiency and save organizations
money, it’s an important move to make with the grow-
ing push under the Affordable Care Act to tie payment
to quality and/or outcomes, said Flowers. “I think
some of these things are going to happen in terms of
payment reforms and when and how we don’t exactly
know the details yet. But being as efficient as we can
and making sure that our costs are in line with the rest
of the country or the rest of the region at least is an
important part if we are going to stay in business.” He
suspects that many organizations in our area are
already following a similar approach to the one sug-
gested by IHI, but he suggests that many more could
benefit. 

“To call it overutilization is a bit of a misnomer,” said
Flowers. “But there’s an opportunity for the physicians
to come together and look at their practices and set
standards, set criteria, based on their expert opinion,
for what’s appropriate at what point of care.” Flowers
said the leading healthcare organizations across the
country are doing this internally, whether or not as
part of the IHI collaboration. “When people ask me
about improving quality, this has been the number
one topic for the last year and a half. I think it is very
relevant, certainly relevant to Louisiana and I really
hope to providers in our state,” said Flowers.

IHI is continuing testing of its framework and has been
engaged in one-on-one coaching with the organiza-
tions implementing its steps. The institute is interest-
ed in communicating with a wide variety of specialties
and organizations performing different types of proce-
dures to identify the approaches that work best and
can be more broadly applied. IHI’s Courtney
Kaczmarksy indicated that the institute would be
happy to speak with and advise any facilities and
physicians considering this approach through
January. IHI’s whitepaper and further information on
this framework as well as other cost reduction strate-
gies can be found at www.ihi.org or you can contact
Kaczmarsky at ckaczmarsky@ihi.org or
617.301.4925. v

Sources: Baker N. Whittington J.W. Resar R.K. Griffin F.A. Nolan K.M.,
“Reducing Costs Through the Appropriate Use of Specialty Services.” IHI
Innovation Series white paper. Cambridge, Massachusetts: Institute for
Healthcare Improvement, 2010, www.IHI.org; Gawande, Dr. Atul, “The
Cost Conundrum: What a Texas town can teach us about healthcare,”
the new Yorker, June 1, 2009; Sirovich, Brenda, MD, MS, Gottlieb,
Daniel J. MS, Welch, H. Gilbert, MD, MPH, Fischer, Elliott, MD, MPH,
“Unintended Overutilization by Ethical Physicians,” Archives of internal
Medicine, October 24, 2005.
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he Healthcare Reform is filled with good and bad ideas.
Some provisions of “The Patient Protection and Affordable
Care Act (PPACA)” improve the medical care for patients,
but increase financial burdens on the Federal Government,
while other provisions simply place additional taxes on indi-

viduals. Luckily for primary care physicians (PCPs) who treat Medicare
beneficiaries, 2011 holds four positive provisions that will help these
physicians and patients. 

One, Medicare will add an additional ten percent bonus payment for
PCPs1. This bonus will create some relief for PCPs who are struggling
with the financial difficulties of leaving their office doors open to Medicare

patients, while hopefully encouraging additional PCPs to begin seeing Medicare patients. Who would
have known that after all the Congressional bickering over the twenty-one percent Medicare cut in late
May and early June (2010) the PPACA had planned on paying PCPs an additional ten percent bonus?
However, this provision’s perceived bonus could be undermined by the expiration of the short term fix on
Medicare’s pay cuts on November 30th, 20102. Conversely, this provision could put financial strain on the
Federal Government because general surgeons who perform major surgical procedures in health profes-
sional shortage areas will also receive a ten percent bonus. Therefore, this provision’s ten percent bonus
could potentially add a substantial amount of money towards Medicare’s claim payments.

Two, annual wellness visits and a new personalized prevention plan service will be provided free of charge
to Medicare beneficiaries3. The elderly are the most susceptible to illness and disease, and before 2011

OP-Ed
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many Medicare beneficiaries did not have adequate means to
pay for numerous preventative services. Because a significant
proportion of the elderly population lives on a fixed income,
they often cannot afford the full spectrum of preventative med-
ical services that are available to them. If a large number of
individuals chose to participate in their annual wellness visits
and their personalized prevention plan services, then the like-
lihood of early detection or prevention of major illness and dis-
ease should increase. If successful, this provision could save
vast amounts of money in Medicare’s claim payments on med-
ical services such as cancer treatment and medications, and
reduce the financial strain on the Federal Government.  

Three, Community Care Transitional Programs (CCTPs) will
be established to assist high-risk Medicare beneficiaries for
the transition from the hospital back into their homes4.
Effective CCTPs could result in keeping many individuals in a
healthier condition that would keep them from being hospital-
ized. It is imperative for PCPs (and hospitals) to educate, and
even in some instances monitor, patients on the importance of
CCTPs. Using records from May of 2009, it is estimated that
twenty-eight percent of Medicare’s total cost is attributed to
inpatient hospital stays5. Therefore, if the CCTPs, along with
the help of PCPs, could prevent one out of eight Medicare
beneficiaries from being admitted (or readmitted) into the hos-

this bonus will create some relief for PcPs who are struggling
with the financial difficulties of leaving their office doors open
to Medicare patients, while hopefully encouraging additional
PcPs to begin seeing Medicare patients. 
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pital, then the Federal Government could potentially save
$17 billion a year on Medicare’s inpatient hospital claims
alone.  

Four, Medicare’s Part D “Donut Hole” will be discounted
seven percent on all generic drugs and fifty percent on all
brand name drugs for Medicare beneficiaries6. It has been
estimated around nine percent of Medicare beneficiaries
fall into the “Donut Hole” each year, which could cost an
individual up $3,610 per the 2010 calendar year7.
However, per this provision, in 2011 the “Donut Hole” could
only cost an affected individual around half of what they
paid in 2010. The “Donut Hole” discounts will be paid by
Medicare plans and pharmaceutical manufacturers and
the discounts will increase until 2020 when the Medicare
beneficiary will only be responsible for twenty-five percent
of both generic and brand name drugs in the “Donut Hole.”
This information should be helpful to PCPs because they
can educate patients and prescribe the drugs, brand name
or generic, that will be most effective. Furthermore, this
provision will put more money into Medicare beneficiaries’
pockets, and more money in their pockets equals happier
individuals who are less likely to put financial pressure on
the Federal Government in regards to programs such as
Social Security and Low Income Subsidies for Medicare
plans’ premiums and prescriptions.

In order for the Healthcare Reform to become successful
its financial principles and their effects on the ever-growing
population of Medicare beneficiaries must be acknowl-
edged. As PCPs lead the way by implementing the provi-
sions of Healthcare Reform, many advantages will be cre-
ated. Medicare patients will have adequate and affordable
access to physicians, new programs, preventative servic-
es, and medications. By capitalizing on the 2011 provi-
sions, healthcare of patients will be enhanced, the out-of-
control Federal Government deficit will be reduced, and
PCPs will be able to see financial growth in their private

practices. v

1"One Hundred Eleventh Congress at Second Session." One
Hundred Eleventh Congress. U.S. Government Printing Office, n.d.
Web. 19 Aug. 2010. <democrats.senate.gov/reform/patient-protec-
tion-affordable-care-act-as-passed.pdf>.  
2Trapp, Doug. "amednews: Congress raises Medicare doctor pay by
2.2% through November :: June 28, 2010 ... American Medical
News." American Medical Association - Physicians, Medical Students
& Patients (AMA). N.p., n.d. Web. 20 Aug. 2010. <http://www.ama-
assn.org/amednews/2010/06/28/gvl10628.htm>.
3"One Hundred Eleventh Congress at Second Session."
4"One Hundred Eleventh Congress at Second Session."
5"Update on Medicare Spending and Financing and Highlights from
the 2009 Medicare Trustees' Report." Kaiser Family Foundation. The
Henry J. Kaiser Family Foundation, 13 May 2009. Web. 20 Aug.
2010. <www.kff.org/medicare/upload/7905.pdf>.
6"One Hundred Eleventh Congress at Second Session."
7Kovner, Guy. "Checks to close the 'doughnut hole' begin rolling out |
PressDemocrat.com." Santa Rosa News, Weather, Sports and
Business | PressDemocrat.com | The Press Democrat. N.p., 16 June
2010. Web. 20 Aug. 2010. <http://www.pressdemocrat.com/arti-
cle/20100616/ARTICLES/100619646/1350?p=2&tc=pg>.
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Smith w. Hartley: Let’s start philosophically. Do you
consider healthcare a right or a privilege?

Bill cassidy: The fact is in the United States of America
we’re not going to allow someone who is injured to not be
tended to. So public policy has gravitated towards the
position that it is a right. If you look at it it’s not really a
question of do folks have access, because we passed
statutes under previous administrations that if you go to
the emergency room you are going to be cared for regard-
less of your ability to pay. So effectively public policy,
again coming from the American ethic –if you are injured
we are not going to allow you to die on the side of the
road–has made this effectively a right. 

SwH: With regards to healthcare being a right then, I
would guess one of your main oppositions to the reform
coming in is the mandates.

Bill cassidy: That’s one of them. I mean, the reasons to
oppose this reform are legion. We’ve published several
things on this, but one was an editorial. We start off with,
“What’s the goal of health reform?” If we accept that the
three primary goals are expanding access to quality care
at an affordable cost, clearly you have different approach-
es. Do you make your first goal expanding access or do
you make your first goal controlling cost? It’s understood
the other two are part and parcel like faith, hope, and love.

But at the same time, what is your primary focus? In this
editorial we say if you answered “A-expand access” you
are a Democrat. If you answered “B” you are probably a
Republican. But if you reject that choice, you are on the
right track. If you say we have to make access our primary
goal, or we have to make cost our primary goal, I actual-
ly think that’s a false choice. That said, there’s lots of data
as to which of these goals needs to, if you will, lead. The
next question is, “Which sentence makes sense?
Healthcare is inaccessible because it is unaffordable. Or
Healthcare is unaffordable because it is inaccessible.”
Healthcare not accessible because it is unaffordable—
clearly that’s true. Healthcare is unaffordable because it is
inaccessible. Now that’s nonsense. On the other hand,
you cannot provide access without addressing cost. So
this Republican versus a Democratic response or the Bill
Cassidy versus the Barack Obama response—they took
the position that if you first expand access it becomes
more affordable. That’s what they attempted to do in
Massachusetts. The concept, in fairness, being that if
someone had the preventive services you would save
cost in the long term. The reality is that doesn’t work.
There’s a huge body of literature that shows that it does
not. If we just take Massachusetts as a test case, they
have lowered their rate of uninsured from 6% to 3%, but
they instituted double-digit inflation in the small business
market. Now their emergency rooms are more crowded
than ever and their system is under great duress. So

ongressman Bill Cassidy describes himself as a physician, teacher, community leader, father, and
husband. He is also a United States Congressman, representing Louisiana’s Sixth District in the
House of Representatives, and a regular contributor to HJBR as our Legislative Correspondent.

As an associate professor of medicine with Louisiana State University, Cassidy has provided care
for uninsured patients and taught doctors in training at Earl K. Long Hospital in Baton Rouge for
the last twenty years. In addition to his work at Earl K. Long, he co-founded the Greater Baton
Rouge Community Clinic, a clinic providing free healthcare to the working uninsured through an
innovative virtual approach that partners needy patients with doctors who provide care free of
charge. Cassidy has also pioneered school-based public health programs to vaccinate children
against Hepatitis B. In the wake of Hurricane Katrina, he led a group of healthcare volunteers to
convert an abandoned K-Mart building into an emergency healthcare facility, providing basic

healthcare to hurricane evacuees. 

Before his election to the House of Representatives, Cassidy served in the Louisiana State Senate where he helped pass
a sweeping ethics reform package, opposed efforts to give state lawmakers a pay raise, and sponsored legislation to
ensure an equitable distribution of healthcare resources for uninsured Louisiana patients statewide.

In the U.S. House, Cassidy serves on the Committee on Natural Resources, the Agriculture Committee, and the
Committee on Education and Labor. He is a member of the Republican Study Committee and has been named an
Assistant Whip for the House Republican Conference. 

Cassidy was raised in Baton Rouge and attended LSU Medical School. He met his wife, Laura Layden Cassidy, during
his medical training. Laura is also a physician.
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much so that the governor attempted to put price con-
trols on the insurance companies who, by the way,
are non-profits. These are not the greedy WellPoints
that the president likes to speak of; these are non-
profits. If you take the idea of expanding access so it
becomes more affordable we have a test case of
Massachusetts, which is truly the beta version of
Obamacare, and it is failing. 

Let’s take the other premise. If you lower the cost, you
expand access and you achieve both goals. There is
a Kaiser Family Foundation study, where on page
180, they discuss health savings accounts. Instead of
putting $12,000 to $15,000 a year up for a family of
four for an insurance policy which meets all needs,
and at the end of the year if you haven’t used it you
put up another $12,000 to $15,000. Or even if you
have used it you put up another $12,000 to $15,000.
I know a guy who feels cheated, “I put up $12,000 and
didn’t have to use my insurance.” He truly felt cheat-
ed. I’m thinking, “Well did you want your kid to get
leukemia? Would that have made you feel better?” It’s
just tells you the psychology. When someone goes in
and they’re feeling cheated they tend to be cost
insensitive. “I paid for it, I’m not using it, let me get my
money’s worth.” I am a physician, I will tell you, this is
a psychology that has come. On the other hand with
health savings accounts you sluice off a portion of the
premium and you put it in an account, a bank
account. You control it, it’s yours. If at the end of the
year you don’t spend it, you keep it and you add to it.
Now this totally changes the psychology. Instead of it
being someone else’s credit card, and you didn’t use
it yet and you feel cheated, it becomes your own
money. 

I’ll first give you the anecdote then I’ll give you the
studies. I can give you a bunch of anecdotes, but one
guy in particular says, “Hey, I have an HSA, I have an
ulcer. I go to the doctor and he gives me an ulcer
medicine and I say, ‘Doc, I know from experience this
costs me $159 dollars.’” Now notice he didn’t say
$160. He said $159. He’s like Dave Ramsey, naming
every dollar. He says, “I have an HSA, I am paying for
this out-of-pocket, can you give me something cheap-
er?” The doc says, “Oh take a generic, I’m sorry I did-
n’t realize you had an HSA,” and tears up the pre-
scription and writes a new one. His generic cost him
$30. The system just saved $129. Was care sacri-
ficed? No, but we just saved $129. It turns out that if
you take a health savings account with a high
deductible catastrophic policy on top, according to
this Kaiser study, your cost of insurance is 25 to 30%
cheaper than a traditional insurance policy so you
have lowered cost. Twenty-seven percent of people
that have these HSAs with a catastrophic policy on
top were previously uninsured. Fifty percent of them
have mean family incomes of $50,000 or less. Whoa,
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we have controlled costs and now we are expanding access
to relatively low income people and to folks who were previ-
ously uninsured. Then the study also found that those with
this HSA high deductible catastrophic policy accessed pre-
ventive services as frequently as did those with traditional
insurance policies. Trifecta—lowered cost, expanded
access, to high quality care. 

Now, in the president’s plan, as one example, HSAs are not
allowed to be spent on generic medicines. The anecdote I
just gave you, “Doc, I have an HSA, don’t give me the pre-
scription, give me the generic,” would not be allowed.
Because this health care plan says you may not use your
HSA on generic drugs. We are removing patients’ ability to
respond to the cost of name brand drugs by opting for
generics by saying you cannot use your HSA for that. 

SwH: What was the logic behind that? They clearly had an
explanation for why they wouldn’t allow generic drugs.

Bill cassidy: I’ll give you two answers. They would say,
“Wait a second, why should we use an HSA to pay for
Motrin? They are going to buy it anyway, let them pay for it
out-of-pocket.” My response to that would be is that I take
three to four Motrin at a time because if I were to write you
a prescription it would come in 600-800 mg strength, but

instead I buy it over the counter at 200 mg and I’m taking
three to four at a time. Now I am a physician and I under-
stand this, but anybody can figure it out, I tell this to patients
all the time. Their idea is that we’re buying generics when
we’re doing that. Now the real answer, in my mind, is that in
order to pay for this they had to raise taxes by over $500 bil-
lion dollars over ten years. Now if you are going to do that
you’re going to go after tanning salons, you are going to go
after small businesses having transactions of $600 or more,
you are going to go after labor unions who negotiated more
generous insurance plans for their aging workforce. When
you are doing a money grab you grab all over. I am sure
they got some estimate that they got $3 billion from disal-
lowing this. In my mind it’s a tragedy. We are taking the
power of the patient to control his healthcare cost (“Hey doc,
this costs me $159 can I get a generic?”) and we are ced-
ing that power to bureaucracy. The Congressional Budget
Office or the Centers for Medicare and Medicaid had a
recent report, and this sounds like Republican hyperbole,
but it said it is impossible to know how many boards,
bureaucracies, and commissions will be required to imple-
ment this law. Wow. It’s impossible to know? We just voted
for a law with $500 billion in taxes that’s supposedly going
to kill 5 million jobs, that’s the estimate, to create a govern-
ment bureaucracy that’s it’s impossible to know how big it is,
based upon a beta version currently in Massachusetts
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which has double-digit inflation for small businesspeople
and we’re supposed to say, “Good Job”? That’s the crazi-
est thing in the world. Now, if your primary goal is expand-
ing access, we achieved it. For the time being. 

But the fact is I worked at Earl K. Long for twenty years
and I know that consistently government overpromises
and underfunds. When that happens, ultimately access
and quality fails. Not quickly—sort of like that old frog rais-
ing the temperature one degree at a time. But, in 1968 Earl
K. Long Hospital, gleaming new, opened its doors and so
did Woman’s Hospital. Ours is going to be imploded and
rightfully so and Woman’s Hospital is only moving because
they’ve got so much business they’ve run out of room.
Now, one was a government program so that whenever
money was tight, despite the motivated doctors, nurses,
and med techs, maintenance was deferred. So we still
have four patients to a room with a single bathroom for all
four. They continue to renovate, taking their four patients
to a room to two to one. Now you have your husband stay-
ing with you. It was just divergent. We are going to go into
something in which government, in order to fulfill its prom-
ises without raising taxes, because there’s always a pres-
sure not to raise taxes, is going to continue to squeeze
and squeeze and squeeze until eventually the lines grow
longer and the quality suffers. Now you can say that’s

Republican hyperbole, but I’ve been working at Earl K.
Long for twenty years. I can tell you some stories about
Medicaid. It’s supposedly expanding access, but it pays so
poorly no one takes it. So at Earl K. Long, the hospital for
the uninsured, I see the Medicaid patient. So I have expe-
rience with this. 

SwH: With such objection to government being involved
in healthcare why don’t the Republicans then take on
Medicare and Medicaid and the laws that demand that
anybody who walks into a hospital has to be treated? I
mean these are all the sorts of baselines we have in
healthcare right now and these are all government con-
trolled entities. Do the Republicans hope to push further
into this and remove themselves from government even
more?

Bill cassidy: Well I cannot speak for all Republicans
because Republicans are a diverse group of folks. Clearly
government will remain. It’s not a dichotomy right? It’s not
like we have no government or we have all government. 

SwH: Right, but why not address the Medicare program?
People seem to like it for good or bad. And I haven’t seen
too many people trying to do away with the Medicaid pro-
gram. I haven’t seen too many people saying we should
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repeal our laws that hospitals have to treat anybody that
walks in regardless of pay, but these are all sort of govern-
ment ideas and government run and they’re a huge part of
healthcare. As a Republican do you accept these con-
cepts?

Bill cassidy: I am going to disagree with you just a little
bit. I do not think Republicans object to a level of govern-
ment involvement in healthcare. What they object to is
government doing it on the cheap and at the expense of
the private sector. I can show you the studies from the
Lewin Group, but there is something called the hydraulic
effect. Medicaid on average pays 65% of a hospital or
provider’s cost and Medicare pays 90% so what happens,
since you’ve got to make your cost, is that that cost is shift-
ed to the private sector. Depending on how much of a book
of business you have with Medicaid or Medicare, is how
much cost shifting occurs. If you think about it, it makes
sense. If you’ve got lots of Medicaid patients, and all of
them paying 65% of cost, then that is a huge hydraulic
effect that drives up the private sector cost. So much so
that studies show that hospitals which are more dependent
on Medicaid are more likely to go out of business. You can-
not survive for long when you are getting sixty to sixty-five
percent of cost. It was so ironic during the healthcare
debate, the New York Times, which clearly has a sympa-
thy towards the bill, on the front page, in fairness to it, was
putting out this sort of article. We just expanded Medicaid
to 133% of the federal poverty level. In Louisiana that will
be 40% of the population. And they ran on the front page
of  the New York Times about how Michigan Medicaid
pays so poorly that a cancer patient could not find an
oncologist. The oncologist she was seeing had so many
Medicaid patients she was about to go out of business. A
physician going out of business because Michigan
Medicaid paid so poorly, so much below cost that she had
to restrict that hydraulic effect. At some point, if you are
capped on your reimbursement by a private insurance
company, then you don’t have access to a hydraulic
point…you can no longer compensate. So this cancer
patient couldn’t get a doctor because Michigan Medicaid
paid so poorly. And yet we just increased Medicaid to
133% of the federal poverty level. 

Some of them may say, as Ed Shultz asked me on
MSNBC, “But wait a second Dr. Cassidy, in this bill we just
increased reimbursement.” I said, “Ed, you increased reim-
bursement for primary care physicians for the next two
years. Her position is an oncologist. It’s a specialty position
and reimbursement for specialty positions has not been
affected.” Intuitively you know that if you are spreading dol-
lars thinner, but you’ve got to have a little bit of bump up
here, that there will actually be a negative effect on the
reimbursement for the specialists. So Ed, come to my
world and you’ll find that the problem with Medicaid isn’t
primary care so much as it is the specialty care. 

Now, if a government program is going to give the patina

of, “We’ve done something righteous, moral, just,” but cyn-
ically it is the appearance of insurance without the power
of it, if you will, that frankly frustrates the heck out of me.
As someone who for twenty years has tried to make it work
for patients and have folks say, “We just expanded cover-
age.” You just gave a slip of paper, it’s like a Confederate
dollar bill; it’s almost worth nothing. Are Republicans for
that kind of reform? Absolutely not. 

Now what could we be for? Keep in mind that Republicans
were the ones that actually came up with Medicare Part D.
As it turns out, the way that program was structured in
which you basically had first dollar coverage and then a
donut and then catastrophic, changed purchasing pat-
terns. Right after that plan was released, Wal-Mart came
out with $4 prescriptions for generics. And the study shows
(this is objective evidence, I can pull it from Health Affairs
and show it to you) that folks transitioned from getting
name brands to getting generics. They became cost aware
and still typically stayed below their donut hole, but still had
coverage. Now why do you think big pharma was so on
board for this bill? Could it be that a program that was driv-
ing folks to use generics was maybe not in their best inter-
est? So if you fill up the donut hole by raising premiums on
seniors–keep in mind that we are filling up that donut hole
by raising premiums on seniors; there’s no free lunch
here–folks become less cost sensitive. “Hey, nothing out of
my pocket,” and they now, with good reason to be fearful,
will change from saying, “Doctor can I have a generic
statin?” to, “Oh, you just prescribed me Lipitor.” I had a
conversation with a woman yesterday who said her Lipitor
was so expensive she got her physician to change it to a
generic. She got her physician to do it because she was on
Medicare part D and she didn’t want to hit the hole. Now
that’s actually a Republican initiative. A pretty good initia-
tive. Health Savings Accounts, originally called Archer
accounts after Bill Archer, that’s originally a Republican
idea. 

SwH: Even if we have health savings accounts, the prob-
lem is whether there are 40 million uninsured and it moves,
let’s say, to 30 million, you are still going to have a large
number of people who are going to be uninsured. The
question is in your model how do you deal with that? Do
we just continue with the status quo of, “You know what,
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they’re not applying for Medicaid they’re just showing up at
ERs, they’re uninsured, let’s just deal with that like we have
in the past”? Is that the model you would suggest?

Bill cassidy: Remember the Kaiser study I quoted?
Twenty-seven percent of those with health savings
accounts were previously uninsured. One, if you lower cost
people who were formerly uninsured will buy insurance, but
not everybody. So then we have the choice that was pre-
sented to us in this bill, which is basically the statement that
is so compelling–and I’m going to be fair here, the term is
shared responsibility–it is so compelling that everybody
have shared responsibility that we are going to sacrifice
personal freedom so that you are required to have insur-
ance. If you don’t there will be penalties. It turns out that the
penalties are so minimal that people are more likely, as
they do in Massachusetts, to skip the premiums and pay
the penalty if they go uninsured. But that will drive up costs
as it’s currently doing in Massachusetts. So the choice
before us is a false choice, I think. The only way to achieve
the social goal of universal coverage...

SwH: But not just a social goal, a financial goal, a person-
al financial goal. I think most people feel like the reason we
are paying so much for health insurance premiums and so
much in taxes is because we are still having to pay for the
uninsured in an ineffective way. 

Bill cassidy: Of course that depends on your community,
but I can show you a study that says the hydraulic effect
from underpayment by Medicaid and Medicare is a far
more powerful driver of increased cost.

SwH: But if you are suggesting raising Medicare rates or
Medicaid rates you are just suggesting more tax burden. 

Bill cassidy: Now again I have a bias, I am a physician.
There exists a study, I think from CMS, that shows that a
third of Medicare visits (this is Medicare, they are insured)
are wasted because they come to the emergency room for
things that do not require emergency room care. Wait. They
have coverage. It’s not a problem of no coverage and
they’re coming to the emergency room. 

SwH: So the idea is that even if the uninsured show up at
the emergency room it will still be handled in a similar way.

Bill cassidy: So what can we do to encourage somebody
to have insurance without sacrificing personal freedom? 

SwH: Now there’s a good question.

Bill cassidy: And I’ve been thinking seriously about this.
There’s an article in Health Affairs called “Making Markets
Work.” Hang with me, I’ve worked hard on explaining this
so if I don’t do it well, just know I have more hard work to
do. Let’s go back to this rhetoric that the president uses
where wages are falling because insurance premiums are

increasing. Now think about it…are people really that stu-
pid? Do we really have such little respect for the UAW that
one, they have Cadillac insurance plans which he’s about
to tax, but their wages have been stagnant. Maybe the
UAW knows something the president doesn’t know. Maybe
the UAW knows that the dollar paid for a premium is pre-
tax and the dollar paid out-of-pocket is after tax, so if you
are in the 25% tax bracket conceptually the pre-tax dollar is
worth $1.25, but the post tax dollar is worth just a dollar. So
the reason the UAW has been forgoing wage increases in
order to get more and more health benefits, Cadillac plans
that now the president wishes to tax, is that they know that
pre-tax you are getting a bargain. So why not squeeze out
that copay, why not squeeze down that deductible, why not
have orthodontic services covered, why not? So the current
distortion is, if you will, that we pay for healthcare with pre-
tax dollars. Insurance, but not out-of-pocket. So people
have forgone wage increases because this wage increase
is magnified because it’s pre-tax. 

Now flip that a little bit. You can either do one of two things.
You can either make none of it pre-tax, equalize the treat-
ment by making none of it pre-tax, or you can equalize the
treatment by making it all pre-tax. On one condition; that
you have health insurance. Now let me play this out a little
bit. I have an HSA with a high deductible catastrophic plan
on top. I go to the emergency room with a sprained ankle.
They x-ray it and I go through my HSA and I still have $500
more. If you make that $500 also pre-tax on the condition
that I have a policy I’m actually doing pretty well. If you
accept that once you equalize your out-of-pocket treatment
with your insurance premium treatment, as both being pre-
tax but only if you can provide proof of insurance then as it
turns out, a 25-year-old kid for whom a catastrophic policy
would cost $1000 a year, now if he goes to the emergency
room without insurance it costs him $2000 easily, but if he
has this policy he has some level of coverage and he can
deduct it. So you effectively make it worth people’s while to
have some sort of coverage because it all becomes tax
deductible. You equalize the treatment so now, and this is
where I cannot explain it well, but if you really game this
out, once you equalize the treatment by making it all tax-
deductible the incentives begin to move people towards
HSAs and catastrophic policies as opposed to a traditional
insurance policy. With a traditional insurance policy you are
gambling that you are going to get sick. With the HSA and
the catastrophic you’re gambling that you are not. Most
people don’t get sick. If most people don’t get sick it is in
their favor to have the latter as long as everything is treat-
ed pre-tax. Now that is from my own perspective, what I
would like to introduce to address the very fair point you
make that if you don’t have an individual mandate then
what?

SwH: With Louisiana bill 1474 defying the national health-
care reforms, are you in favor of the Governor’s opposition
to the mandates on Louisiana citizens?
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Bill cassidy: The Governor represents the people of
Louisiana. Right now the people of Louisiana don’t want
that mandate. The Governor is also looking at a state
budget which is under great duress because of Medicaid
costs and he says, “We are about to expand it to 40 per-
cent of my population? I think he is trying to mind the fis-
cal house as well as represent the will of the people. So
that’s a reasonable thing. 

SwH: With regard to the priorities that the government is
putting forth…whether it’s President Bush making Iraq
the priority or President Obama making healthcare the
priority, do you think these priorities that have been com-
ing out of Washington are representative of the will of the
people?

Bill cassidy: The will of the people is jobs, jobs, jobs,
and jobs. When we pass a healthcare bill that inundates
small businesses with paperwork, when a small business
person is finding out that her tax rate is going up substan-
tially, her self-employment tax, her “you name it” tax, she
is very concerned about that. She is going to be con-
cerned, then she’s going to become cautious, then she’ll
become inhibited, she’s not going to purchase, she’s not

going to hire. I heard a former Bush cabinet member say,
“Jobs is your primary goal, not a rhetorical point.” Obama
said jobs are most important and we passed a bill that
supposedly kills five billion jobs. We said jobs are most
important and we passed cap and trade, which according
to the Brookings Institute, left of center, will destroy 40
percent of the domestic petrochemical jobs in the next 15
years. I remember 15 years ago, my boy was being born.
Within the next 15 years, when my boy is 30, 40% of the
employment in petrochemical in Louisiana is gone if that
cap and trade bill passed. So the number one priority of
the American people right now is jobs, jobs, and jobs, and
we have not been legislating jobs. 

SwH: What’s next for you?

Bill cassidy: Reelection in November and then we are
making healthcare a priority. Healthcare and energy. It
fits my resume, it fits my interests, but it fits the priorities
of the country. Again, I worked twenty years at Earl K.
Long, so as you might guess I’m passionate about this,
but on the other hand, what you came here with on your
mind is extremely fair…if not that, then what? And we’re
trying to come up with the “then what.” v
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StAte
cdc: louisiana is Prepared
to respond to Public
Health emergencies
louisiana department of Health and
Hospitals Secretary Bruce greenstein
announced that the state received top
marks in preparing to prevent, respond,
and recover in a public health emer-
gency according to an annual report
issued by the centers for disease
control and Prevention. The report,
Public Health Preparedness:
Strengthening the Nation’s Emergency
Response State by State, evaluated
each state’s health department on a
broad range of preparedness and
response activities and rated
Louisiana’s preparedness levels high
across the board with the state scoring
perfect marks on several measures. 
Accomplishments highlighted in the
report for Louisiana include:
• Louisiana has a laboratory that is capa-
ble of testing for specific biological
agents. The state’s lab passed both of
the CDC’s proficiency tests used to eval-
uate their abilities to receive, test, and
report on one or more suspected biolog-
ical agents. This lab also met the CDC’s
time requirements for submitting results
to the PulseNet database 100 percent of
the time.   
• Louisiana has a laboratory with the
ability to respond should the public be
exposed to chemical agents. The labo-
ratories successfully demonstrated pro-
ficiency in four out of six core methods
for rapidly detecting and measuring cer-
tain chemical agents that can cause
severe health effects.
• The state has a 24/7 reporting capaci-
ty system that could receive urgent dis-
ease reports at any time; Louisiana
responded to Health Alert Network’s
(HAN) test message within the allotted
time each time it was tested.
• On its ability to stage, distribute, and
dispense medical assets received from
CDC’s Strategic National Stockpile or
other sources, Louisiana received a per-
fect score of 100%, improving 6 percent-
age points from the 2007-2008 evalua-
tion. 
• To improve its readiness to respond,
Louisiana activated its public health
emergency operations center (EOC) as
part of an exercise or drill five times, and

staff reported to the EOC within the tar-
get time of 2.5 hours every time. 

The report and state specific information
on Louisiana is available on CDC’s Web
site at http://emergency.cdc.gov/publica-
tions/2010phprep.

louisiana Academy of family
Physicians receives $141,500 grant 
The louisiana Academy of family
Physicians foundation (LAFP-F)
announced that it has received a
$141,500 grant from the Physicians
foundation, a national health care and
grant-making organization representing
physician interests. The grant was part
of a broader effort by the Foundation to
support the advancement of health infor-
mation technology (HIT) nationwide.

The grant, written in partnership with the
louisiana Health care Quality forum,
is in support of the efforts of LAFP and
the Quality Forum’s mission to assist
providers in their adoption of HIT. LAFP
and the Quality Forum will work together
to develop an electronic HIT toolkit
which will be utilized by the Louisiana
Health IT (LHIT) Resource Center to
assist providers seeking to achieve
meaningful use.

In recent years, The Physicians
Foundation has invested significant
resources into promoting the use of
health information technology by physi-
cian practices. cindy Munn, Executive
Director of the Quality Forum indicated
that the Louisiana Health IT Resource
Center is prepared to assist more than a
thousand providers by April 2012. The
proposed HIT toolkit, which will be
designed as a comprehensive, online
resource for the clinical practice setting,
will reinforce and enhance those efforts.

walker treats PAd with
Phoenix catheter
cardiovascular institute of the South
(CIS) announced that dr. craig walker,
interventional cardiologist and Medical
Director, was the first in the United
States to use the Phoenix Atherectomy
catheter to treat a patient with peripher-
al arterial disease (PAD) at terrebonne
general Medical center (TGMC) in
Houma. The Phoenix Atherectomy
catheter is a minimally invasive device

designed to cut, capture, and remove
arterial plaque. The device, made by
AtheroMed inc., is currently being eval-
uated for safety and effectiveness in a
clinical trial called EASE (Endovascular
Atherectomy Safety and Effectiveness).
This fdA-approved trial is enrolling 90
patients at up to 20 clinical sites
throughout the United States.

The single-use catheter can treat a wide
range of blood vessel sizes with one
insertion. It was developed to provide
physicians with a safe, adaptable, and
simple alternative to treat PAD in the
legs.  

dHH Secretary launches
new Media initiative
The louisiana department of Health
and Hospitals has launched a new
media initiative, which allows
Louisianians to access important health
information, news and emergency
updates directly through a variety of new
media strategies. The new media strate-
gy is a key part of DHH Secretary Bruce
greenstein’s directive since being
appointed to the role by gov. Bobby
Jindal to be more transparent and
improve service to the citizens of
Louisiana. The strategy includes blogs,
as well as postings on twitter,
facebook and Youtube. 

The blogs, which can be found at
www.myhealthla.org, will feature posts
by Secretary Greenstein and rudy
Macklin, the executive director of the
Louisiana Governor’s Council on
Physical Fitness. The Secretary will use
his blog (BruceonHealth.com) to share
important public health information to
help keep Louisiana families safe and
healthy. He will also be writing about the
latest news from the agency and sharing
some of his personal journey to a health-
ier life. Macklin’s blog
(LivingWellWithRudy.com) will provide
tips and information on getting and stay-
ing healthy, as well as the stories of the
people he works with from every part of
the state to build a healthier Louisiana. 

The Department’s tweets and Facebook
updates will include important health
information and news, provide health
tips and updates in times of emergency.
Residents are encouraged to follow the



Department at www.twitter.com/La_
Health_Dept or follow Macklin or Greenstein
directly at www.twitter.com/BruceonHealth and
www.twitter.com/LivingWellWRudy. Facebook
members can search for the Louisiana
Department of Health and Hospitals to “like” the
Department’s page and get the latest status
updates and news from DHH. 

lHcQf receives new funds
to Support eHr in rural Hospitals
HHS Secretary kathleen Sebelius announced
that the louisiana Health care Quality
forum has been awarded $768,000 to provide
technical assistance to critical access and rural
hospital facilities as they convert from paper-
based medical records to certified electronic
health record (EHR) technology. The Louisiana
Health Care Quality Forum is one of 46
Regional Extension Centers (RECs) to receive
this new support, which totals nearly $20 mil-
lion. Some 1,655 critical access and rural hos-
pitals in 41 states and the nationwide Indian
Country, headquartered in the District of
Columbia, stand to benefit from this assistance,
which can help each of them qualify for sub-
stantial EHR incentive payments from
Medicare and Medicaid.

The new funding is provided under the Health
Information Technology Economic and Clinical
Health (HITECH) Act, part of the American
Recovery and Reinvestment Act of 2009. The
HITECH Act created the Medicare and
Medicaid EHR incentive programs, which will
provide incentive payments to eligible profes-
sionals and hospitals that adopt and demon-
strate meaningful use of certified EHR technol-
ogy. Incentives totaling as much as $27.4 billion
over 10 years could be expended under the
program, which is administered by the centers
for Medicare & Medicaid Services. In addi-
tion, the HITECH Act provided $2 billion
through the office of the national
coordinator for Health information
technology (ONC) to support technical assis-
tance, training, and demonstration projects to
assist in the nation’s  transition to EHRs.

A complete listing of REC grant recipients and
additional information about the Health
Information Technology Regional Extension
Centers may be found at
http://www.HealthIT.hhs .gov/pro grams/REC/. 

State Medical Society
executive dave tarver to retire 
After three decades of leadership and service,
louisiana State Medical Society (LSMS)
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Executive Vice President dave tarver
officially retired on September 30,
2010. In 2002, the House of
Delegates, the LSMS’ policy-making
body, awarded Tarver permanent hon-
orary membership status in apprecia-
tion for his 20 years of service. Since
the organization’s inception in 1878,
the LSMS traditionally elected a physi-
cian as the secretary-treasurer/chief
administrative officer of the associa-
tion. In the early 1980s, the House of
Delegates approved a resolution to
open the chief administrative officer
position to a lay person. Hired in 1982,
Tarver was the first non-physician
chief administrative officer to lead the
society. 

Most recently, Tarver has been recog-
nized by the American Medical
Association (AMA) with the 2009
Medical Executive Lifetime
Achievement Award. In 2006, he
received the AMA’s Medical Executive
Meritorious Service Award for his out-

standing individual effort and leader-
ship in the aftermath of Hurricanes
Katrina and Rita. He also served as
president of the louisiana Society of
Association executives (LSAE) in
2006 and holds membership in sever-
al state and national medical execu-
tive and association management
groups. 

The LSMS Board of Governors estab-
lished an ad hoc search committee,
chaired by dr. Jeff white of
Shreveport, to review and recommend
candidates for the position of execu-
tive vice president. After a national
search and extensive deliberations,
the Board has chosen current LSMS
Chief Financial Officer and Director of
Administration Jeff williams as
Tarver’s successor, effective October
1.

dHH Suspends
Abortion clinic license
The louisiana department of Health

and Hospitals has revoked the
license of Hope Medical group for
women in Shreveport and ordered the
clinic to immediately cease performing
abortions after an investigation found
violations that posed significant health
and safety risks to clients. The imme-
diate suspension of the facility’s
license came under legislation signed
this year by gov. Bobby Jindal that
gives the Department authority to
immediately suspend an abortion facil-
ity’s license under certain circum-
stances. This is the first time DHH has
issued an immediate suspension of an
abortion facility’s license under the
new law.

Several violations were noted during a
recent investigation of the facility,
including the facility’s failure to ensure
that a physician performed and docu-
mented a physical exam on each
patient prior to a procedure, failure to
properly monitor vital signs of patients
under anesthesia, failure to have prop-
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er procedures in place for administer-
ing anesthesia, and failure to have
properly trained professionals perform-
ing certain medical procedures related
to the administering of anesthesia. 

Act 490 of the 2010 louisiana
legislature, sponsored by State rep.
fred Mills of St. Martinville, allows for
the immediate suspension of an abor-
tion facility’s license if the DHH “secre-
tary determines that the violation or
violations pose an immediate threat to
the health, welfare, or safety of a client
or patient.” Prior to Act 490, an abor-
tion facility under licensure revocation
would be allowed to continue perform-
ing abortions pending appeal of such
revocation, which can take months. 

ochsner/Aussie Partnership
continues to grow
ochsner north Shore physicians are
now training medical students from
the University of Queensland (UQ)
Medical School in Brisbane, Australia.
Two future physicians rounded with
primary care physicians at the
Covington and Mandeville locations in
August and September. This will be the
first group of medical students to learn
on the North Shore as part of The
University of Queensland School of
Medicine Clinical School at Ochsner
which is a joint effort between
ochsner Health System and The
University of Queensland Medical
School. Ochsner and Queensland
announced the partnership in 2009
with the goal of providing U.S. and
Australian medical students unprece-
dented training opportunities by allow-
ing students to study in two different
countries. The affiliation allows U.S.
students to complete two years of pre-
clinical training in Brisbane, Australia
and their third and fourth year training
at the Ochsner Clinical School. In addi-
tion, UQ medical students, such as the
North Shore trainees, spend part of
their third and fourth years at Ochsner
completing core and elective educa-
tional rotations.
Ochsner North Shore physicians serv-
ing as mentors for the program
include:
• dr. dan Jens, Family Medicine at
Mandeville Urgent care clinic

• dr. Anjali dasgupta, Infectious
Diseases & Internal Medicine,
Covington
• dr. roger Bradford, Family
Medicine, Covington
• dr. Jeryl Parmenter, Family
Medicine, Covington
• thomas robinson, PA, Family
Medicine, Mandeville

There are currently 52 U.S. medical
students studying in Australia and 66
UQ medical students studying at
Ochsner in 2010. The goal of the pro-
gram is to ultimately have 120
American students enrolled annually.
At full enrollment, the Ochsner Clinical
School will be home to 240 American
students completing years three and
four of their medical education, along
with more than 100 traditional UQ
medical students rotating at the
Ochsner Clinical School. 

dHH Publishes list of 
free Ultrasound Providers 
The louisiana department of Health
and Hospitals has published online a
list of ultrasound providers who will
provide free ultrasounds to women
seeking abortions as outlined in Act
888 of the 2010 legislature. Act 888,
originally Senate Bill 528 sponsored by
Sen. Sharon weston-Broome and
part of gov. Bobby Jindal’s legislative
package, requires an ultrasound of the
unborn child to be done prior to an
abortion. It further requires that the
patient be offered the opportunity to
see the ultrasound images, an expla-
nation of what the ultrasound is depict-
ing and a print of the ultrasound image. 

The law also requires a list of facilities
offering obstetric ultrasounds for free
be made available to a woman prior to
her receiving an abortion. DHH has
compiled that list and it is available
online at dhh.louisiana.gov beginning
today. Women will be notified of where
the list is available through the abortion
provider and packets of information
they receive prior to an abortion. 

With the publishing of the list, abortion
providers are expected to immediately
comply with the ultrasound require-
ments as outlined in Act 888. 

locAl
Pennington center  
Study: Blueberries improve 
Pre-diabetic condition

New research findings reveal that one
of America’s favorite colorful fruits,
blueberries, has properties that help to
improve factors related to pre-diabetes
and decrease inflammation in obese
men and women. Chronic low-grade
inflammation related to obesity con-
tributes to insulin resistance, a major
factor in the development of type 2 dia-
betes. 

The Pennington Biomedical
research center (PBRC) conducted
the blueberry study in a clinical trial
with participants who had insulin
resistance, a condition present in pre-
diabetes. The results of the Center’s
study are highlighted in the October
edition of The Journal of Nutrition.
According to PBRC, the study was
conducted over a six week period with
36 obese subjects diagnosed with
insulin resistance, but who had no evi-
dence of type 2 diabetes. The partici-
pants were assigned randomly either a
blueberry-rich or nutritionally equiva-
lent blueberry-free smoothie twice
daily over the 42 day period. 

The participants who consumed the
blueberry smoothies had improved
insulin sensitivity compared to those
consuming no blueberries, said PBRC
researcher dr. April Stull. Type 2 dia-
betes and obesity are characterized by
elevated blood sugar and represent a
public health crisis in the United
States. Obesity and diabetes can lead
to serious health consequences,
including blindness, poor circulation,
and premature death. Although
researchers have discovered that cer-
tain foods have both blood glucose-
lowering and anti-inflammatory effects
in experimental animals, few studies
have been done in humans, 
according to the Journal article. 

The study was conducted in the
PBRC’s Botanical Research Center,
led by dr. william cefalu, who holds



November / December 2010 Issue | Healthcare Journal of Baton rouge 49

the Douglas L. Manship Professorship in
Diabetes. The Center recently received national
institutes of Health funding in a new five year
grant to study nutritional supplements. Diabetes,
insulin resistance, obesity, and related health
conditions are the focus of the Botanical
Research Center.

Studies of the safety, effectiveness, and biologi-
cal action of botanical products are major focus-
es for the five dietary supplement research cen-
ters selected to be jointly funded by the office of
dietary Supplements (ODS) and the national
center for complementary and Alternative
Medicine (NCCAM), two components of the
National Institutes of Health. The NIH's national
cancer institute is co-supporting two of the five
centers.

Competitive awards, approximately $1.5 million
each per year for five years, were made to
Pennington Biomedical Research Center;
University of illinois at chicago; University of
illinois at Urbana-champaign; University of
Missouri, Columbia; and wake forest
University Health Sciences, Winston-Salem,
N.C.

These five interdisciplinary and collaborative
dietary supplement centers, known as the
Botanical Research Centers (BRC) Program, are
expected to advance understanding of how
botanicals may affect human health. "Eventually,
the program may provide data that translates to
new ways to reduce disease risk," explained Paul
M. coates, Ph.d., director of ODS. "Until then,
the research from these centers will help the pub-
lic make informed decisions about botanical
dietary supplements."

The 2007 National Health Interview Survey
shows that about 18 percent of adults reported
taking a non-vitamin, non-mineral, natural prod-
uct, spending about $15 billion on the purchase
of these products. These products contain a
dietary ingredient intended to supplement the diet
other than vitamins and minerals, such as single
herbs or mixtures. Botanical products, including
supplements, are among the most popular and
use appears to be on the rise. Nutrition Business
Journal (NBJ) data show that sales of dietary
supplements have steadily increased by about 24
percent from 2003 to 2008. NBJ forecasts that
sales of herbs/botanicals will increase about 19
percent over the next five years. Many of the
botanicals proposed for study by the five centers
appear on NBJ's list of Top 100 Dietary
Supplements According to U.S. Sales,
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2002–2008: Part II. They include plant
oils, garlic, soy, elderberry, licorice,
black cohosh, St. John's wort and dong
quai. The safety and efficacy of these
products has not been adequately stud-
ied, despite their widespread use.

In 1999, ODS received funding to
develop a botanical research initiative
that resulted in the BRC Program. The
BRC Program is entering its third five-
year cycle. Three of the five centers are
renewals; that is, they received funding
in the last cycle. The renewed centers
are Pennington Biomedical Research
Center, Wake Forest University Health
Sciences, and University of Illinois at
Chicago.

At Pennington, Dr. Cefalu, will study
Botanicals and Metabolic Syndrome in
partnership with the Biotechnology
center for Agriculture and the
environment, rutgers University,
New Brunswick, N.J. and louisiana
State University. Pennington was sup-
ported from 2005–2010 and in the next
five years aims to provide a compre-
hensive evaluation of specific, com-
pelling hypotheses about the molecular,
cellular, and physiological mechanisms
by which botanicals, such as Artemisia
and St. John's wort, may reduce the
chance of developing conditions that
often lead to metabolic syndrome and
of developing metabolic syndrome
itself. Metabolic syndrome, a grouping
of risk factors that may develop into dia-
betes and heart disease, has always
been the center's focus.

lHcQf Announces
Additions to Administrative team
The louisiana Health care Quality
forum announced that Brenda ikerd
and linda Morgan have joined the pri-
vate, not-for-profit organization as
Health Information Technology/Health
Information Exchange Director and
Marketing/Communications Director,
respectively. 

In her role as Health Information
Technology/Health Information Ex-
change Director, Ikerd is responsible for
planning, coordinating, and implement-

ing health information technology and
exchange initiatives statewide. She
works collaboratively with multiple
stakeholders including health care
providers, health plans, health profes-
sion schools, consumers, technology
vendors, public health agencies, and
health care purchasers to facilitate and
expand electronic movement and use of
health information among organizations
within state and federal technology
requirements. Ikerd previously served
as Senior Vice President of Health
Information Management Business
Services with PHnS, including over-
sight management of their eHealth
Solutions team. While with PHNS, she
worked with multi-facility organizations
to develop solutions for health informa-
tion management operations and was
involved in the company’s strategic
planning process for electronic health
records. She is a Registered Health
Information Administrator with the
American Health information
Management Association and holds a
Bachelor of Science degree in Health
Information Management from the
University of louisiana at lafayette. 

As Marketing/Communications Director,
Morgan oversees development, imple-
mentation and evaluation of marketing
and communications strategies that
define and support the Quality Forum
mission. She is responsible for brand-
ing/positioning the organization in the
market as well as maintaining the
integrity of its public image. Morgan
most recently served as
Marketing/Business Development
Director for north oaks Health
System in Hammond. Her professional
career includes marketing and commu-
nications positions with Peoples Health
in Metairie as well as with tenet
HealthSystem’s former Gulf Coast
market and touro infirmary in New
Orleans. Additionally, she has experi-
ence in non-profit fundraising with
tulane University Health Sciences
center and the touro infirmary
foundation. Morgan earned a Master
of Arts degree in Drama and
Communications from the University
of new orleans and a Bachelor of Arts

Brenda ikerd

linda Morgan
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degree in Communications from
loyola University New Orleans. 

radiology Associates 
names Barrett, ceo
Radiology Associates announced that
tim Barrett has been named Chief
Executive Officer. Barrett will manage
all business endeavors for the medical
partnership. Barrett brings an in-depth
financial and managerial background
to his new position. Before joining
Radiology Associates, Barrett was the
Director of Finance and Operations at
episcopal High School. He has held
several management positions at
carrier Sales & distribution, llc
and Butcher distributors, inc. He
was a partner in the accounting firm,
Barrett & Barrett, cPAs. He holds a
Bachelor of Science degree in
Accounting and an Associate in
Science degree in computer
Science from Southeas-tern
louisiana University. 

ciS welcomes Patel 
cardiovascular institute of the
South (CIS) welcomes dr. Amit
Patel, interventional cardiologist, to its
Zachary practice located at 6550 Main
Street, Suite 1000. Dr. Patel joins dr.
Satish gadi, who recently joined the
team in August, along with dr.
deepak thekkoott and dr. charles
thompson to provide cardiovascular
care to the Zachary community. 

Dr. Patel completed his Bachelor of
Medicine and Bachelor of Surgery at
Pramukh Swami Medical college in
India. He began his post-graduate
training at coney island Hospital in
Brooklyn, New York where he also
completed his internal medicine resi-
dency. Additionally, Dr. Patel received
his cardiovascular medicine fellowship
and his interventional cardiology fel-
lowship at Maimonides Medical
center in Brooklyn, New York. Dr.
Patel is board certified in internal med-

tim Barrett
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icine, nuclear cardiology, cardiovascular
disease and echocardiography. He is a
member of many professional organiza-
tions including the American college of
cardiology, the American Medical
Association, and the indian Medical
council.

Baton rouge Area Attains the
1997 8-hour ozone Standard 
The U.S. environmental Protection
Agency recently announced that air
monitoring data shows that the Baton
Rouge area has attained the 1997 8-
hour standard for the pollutant ozone.
EPA made a similar determination that
the area is meeting the prior and now
revoked standard that was based on 1-
hour ozone readings in February of this
year. The deQ presented EPA with a
package of complete, quality assured
and certified ambient air quality data
showing that the area monitored attain-
ment of the standard based upon data
collected between 2006 and 2009. EPA
evaluated the data and agreed with the
DEQ’s proposal. EPA previously pub-
lished a Federal Register notice of their
intent to make this determination.

This EPA action suspends certain Clean
Air Act required planning activities,
allowing agency staff to focus on imple-
mentation efforts directed towards a
new, tougher ozone standard scheduled
to be announced later this fall.

On August 31, 2010, the DEQ submitted
its final redesignation request to EPA,
taking the final step in requesting that
EPA officially redesignate the Baton
Rouge 5-parish area into attainment
with the 1997 ozone standard.
Nationally, EPA acts on redesignation
requests in under one year.

Stair Joins radiology Associates 
radiology Associates announced the
hiring of Matthew A. Stair, Md. He is a
board certified, fellowship trained radiol-
ogist who brings a comprehensive radi-
ological background to the group. Stair
has a fellowship in “Body Imaging”

which focuses on core techniques of CT,
MRI, and UltraSound. He also brings
special expertise in musculoskeletal
MRI, as well as image guided proce-
dures such as tumor biopsies which
facilitate the rapid diagnosis and treat-
ment of cancer. 

Stair completed his MRI Body Imaging
Fellowship at northwestern Hospital in
Chicago. He graduated summa cum
laude with a bachelor of science from
the University of texas at Austin and
earned his MD at the University of
texas Southwestern. He completed his
Medicine Internship at Brackenridge
Hospital and his Radiology Residency at
Baylor college of Medicine. Dr. Stair is
a member of Alpha omega Alpha, Phi
Beta kappa and radiological Society
of north America. v

Amit Patel, Md

Satish gadi, Md

Matthew Stair, MdMatthew Stair, Md
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Extending Health

Information Technology

Support to Small and Rural

Health Care Facilities

he conversion from paper-based medical
records to certified electronic health record
(EHR) technology can be a challenging
process for eligible professionals and hospi-
tals, regardless of the size of the practice or

the facility.  For critical access and rural hospitals with
fewer than 50 beds, the effort to select and implement
EHR systems also may be complicated by financial and
workforce concerns as well as limited broadband
access.

To assist small and rural health care facilities in the
state with their EHR needs and to qualify for EHR
incentive payments from Medicare and Medicaid, HHS
Secretary Kathleen Sebelius recently announced the
award of $768,000 in federal grant funds to the
Louisiana Health Care Quality Forum. The funding is

provided under the Health Information Technology
Economic and Clinical Health (HITECH) Act, part of the
American Recovery and Reinvestment Act of 2009, and
is intended to service more than 60 eligible facilities in
Louisiana.  

Lonnie DuFour, Chief Operating Officer for Bunkie
General Hospital, knows firsthand the costs and bene-
fits involved in switching a small hospital to a fully-inte-
grated EHR system. “For critical access and rural hos-
pitals, funding and timeframes are the major obstacles.
Everyone is scrambling to meet meaningful use, but
many hospitals are not even close to being ready,” com-
mented DuFour.  

Bunkie General is a critical access hospital with two
affiliated rural clinics. Currently, DuFour and the staff

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

t
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use their EHR system to share information within the
Bunkie General entities.  The hospital is also part of the
Louisiana Rural Health Information Exchange (LaRHIX),
which allows sharing of patient information with peer hos-
pitals within the regional health information organization
(RHIO) or to LSU Shreveport.  With regard to the latter,
the hospital performs telemedicine consults with physi-
cians and specialists at LSU Shreveport through LaRHIX.
According to DuFour, the services represent a significant
benefit to patients in terms of time and reduced cost.

The new grant will allow the Quality Forum, through its
Regional Extension Center (REC), to offer Bunkie
General as well as other critical access and rural hospi-
tals in Louisiana additional technical support.  The assis-
tance will come in the form of a $12,000 subsidy that will
be applied to services extended to each eligible facility.
While this amount will not cover the entire cost associat-
ed with EHR implementation, it can help ease the transi-
tion and target a hospital’s unique community needs. 

As Chief Information Officer of LaRHIX, Jamie Welch
works closely with many of the critical access and rural
hospitals.  She noted, “Improving the quality of health
care and access to care for the most rural citizens of
Louisiana is critical.  The funds from the supplemental
grant are essential to assist facilities serving these under-
served areas of our state to achieve health IT adoption.”

For DuFour and Bunkie General, the subsidy is viewed as
a benefit.  “Most critical access hospitals live on the edge
financially and every little bit of money can help.  Funds
are needed for advanced broadband capabilities.  Many
[rural and critical access hospitals] rely on point to point
communications which can be very costly,” noted DuFour.   

Rebecca Bradley, Director of Rural Health Programs for
the Louisiana Hospital Association (LHA), understands
how valuable any and all additional funding sources are
to the rural hospital community in helping them to achieve
meaningful use.  “However we can leverage assets to
improve adoption of health information technology in rural
Louisiana is always a good thing,” Bradley commented.
She also noted that LHA is looking forward to working
with the Quality Forum’s REC in reaching out to rural
communities for this purpose and for future collabora-
tions. 

Earlier this year, the Quality Forum was named as the
Regional Extension Center for Louisiana and received a
$6.2 million federal grant to provide outreach and support
services to more than 1,000 local primary care providers
by the end of 2012.  This additional funding is part of the

Critical Access Hospitals and Rural Hospitals Project, a
priority for the REC program.  The Quality Forum’s REC
is also known as the Louisiana Health Information
Technology (LHIT) Resource Center. 

“Regional Extension Centers are poised to provide the
hands-on, field support needed by health care providers
to advance the rapid adoption and use of health
Information technology,” said David Blumenthal, MD,
National Coordinator for Health Information Technology.
“The added level of support we are announcing will
enable the RECs to offer greater field support to these
communities as they deal with the financial and workforce
constraints, and work to achieve access to broadband
connectivity and to overcome other barriers that critical
access hospitals and other rural hospitals may confront.”

In general, RECs provide a resource for technical assis-
tance, guidance, and information to local health care
providers on best practices around EHR adoption and
meaningful use.  In addition, they are designed to
address community requirements and to support and
accelerate provider efforts to become meaningful users of
certified EHR technology.  A total of 60 RECs are located
throughout the country.

“The new funding will enable us to extend the benefits of
health IT to patients and clinicians in small and rural
health facilities.  The Louisiana Health Care Quality
Forum and the LHIT Resource Center stand ready to
assist critical access and rural hospitals in the state as
they aim to meet the criteria established by Medicare and
Medicaid to achieve meaningful use incentives,” added
Lorrie Rogerson, Program Manager of the LHIT
Resource Center  

For more specific information related to services provided
to these facilities, please contact the LHIT Resource
Center by calling (225) 300-4841 or e-mailing
rec@lhcqf.org.  

In partnership with the Office of the National Coordinator
for Health Information Technology (ONC), U.S.
Department of Health and Human Services Grant
#90RC0049.

For information about the Medicare and Medicaid EHR
Incentive Programs, see http://www.cms.gov/
EHRIncentive Programs.

For information about HHS Recovery Act Health
Information Technology programs, see https://www.
hhs.gov/ recovery /announcements/by_topic.html#hit.
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woman’s Hospital cited for workplace excellence
For the third year in a row, Modern Healthcare has announced that
Woman’s Hospital is one of the 100 Best Places to Work in
Healthcare. Woman’s is the only hospital in the Baton Rouge area to
receive this recognition, and the only hospital in Louisiana to be
named to the list every year the national list has been published.
Modern Healthcare planned to reveal specific rankings, from 1 to 100,
at a recognition banquet and in a special supplement in the October
25, 2010 issue. This year, 328 healthcare companies nationwide par-
ticipated in the annual assessment.

Modern Healthcare’s Best Places to Work in Healthcare program
identifies and recognizes healthcare organizations that have success-
fully built workplace excellence and enabled employees to perform at
their optimal level. This program highlights companies that serve as
innovators in issues ranging from economic development to employ-
ee retention and provide the best leadership to individuals, organiza-
tions, and the healthcare industry. The program collected information
from both employers and employees and was open to all companies
(providers, suppliers, payers, associations, etc.) with at least 25
employees. Employers completed a survey detailing company poli-
cies, practices, benefits, and demographics. Employees were asked
an in-depth set of questions that resulted in an analysis in eight core
areas: leadership and planning, culture and communications, role sat-
isfaction, working environment, relationship with supervisor, training
and development, pay and benefits, and overall satisfaction.

olol receives cycle iii chest Pain Accreditation
The Heart Center at Our Lady of the Lake Regional Medical Center
has earned Chest Pain Accreditation, Cycle III, which is the highest
cycle awarded. OLOL is the only hospital in south Louisiana to
achieve Cycle III Chest Pain Accreditation. This recognition means
that when a patient goes to Our Lady of the Lake with chest pain, they
will receive care that meets or exceeds national quality of care meas-
ures in acute cardiac medicine. Experts say that when a stent is need-
ed it should be placed within 90 minutes from the time a patient arrives
at the hospital. At Our Lady of the Lake, the average time is 77 min-
utes. This is the second major recognition for the Our Lady of Lake
Heart Center. Earlier this year the hospital was re-designated a Blue
Distinction Center for Cardiac Care by the Blue Cross Blue Shield
Association. 

In order to achieve Chest Pain Accreditation, the hospital completed a
rigorous on-site evaluation by a review team from the Society of Chest

Pain Centers and demonstrated expertise and commitment to
quality patient care by meeting or exceeding a wide set of strin-

gent criteria. Key areas in which a chest pain center must
demonstrate expertise include: 
• Assessing, diagnosing, and treating patients quickly 
• Effectively treating patients with low risk for acute coro-
nary syndrome and no assignable cause for their symp-
toms 
• Continually seeking to improve processes and proce-
dures
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• Ensuring Chest Pain Center personnel competency and
training 
• Having a functional design that promotes optimal patient
care 
• Supporting community outreach programs that educate
the public to promptly seek medical care if they display
symptoms of a possible heart attack 
• Integrating the emergency department with the local
emergency medical system.

Our Lady of the Lake Heart Center’s protocol driven
approach to patient care allows physicians to reduce time
to treatment during the critical early stages of a heart
attack or chest pain. This type of care and attention helps
to ensure that a patient is not sent home too early or need-
lessly admitted to the hospital. 

ochsner expands
Hours at walk-in clinic
Ochsner Health Center – Summa Avenue’s Walk In Clinic
is now open longer hours to handle urgent care needs.
The new hours are 8:00 am to 8:00 pm Monday through
Friday and 8:00 am to 1:00 pm on Saturdays. The Walk In
Clinic treats everything from cuts and scrapes to fevers
and stomach aches.  

ciS and lane Beat national Average 
Cardiovascular Institute of the South (CIS) and Lane
Regional Medical Center (Lane) have announced that the
door-to-balloon time at Lane Cardiovascular Center for the
second quarter averaged 65 minutes compared to the
national average of 90 minutes. Door-to-balloon time is a
quality measure indicating the amount of time between a
heart attack patient's arrival at the emergency room to the
time that patient’s blocked artery is reopened in the
catheterization lab.

Hospitals treating heart attack patients with emergency
procedures should reliably achieve a door-to-balloon time
of 90 minutes or less according to national guidelines by
the American College of Cardiology (ACC) and the
American Heart Association (AHA). This is because the
sooner the treatment, the less chance for cardiac muscle
damage and the more chance to improve that patient’s
quality of life.

Lane’s cardiology department recently instituted a one-call
pager system to contact staff when an emergency heart
attack patient arrives. This process eliminated the need to
make multiple phone calls to many individuals which
decreased overall door-to-balloon time significantly.  
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Lane is in partnership with CIS to bring world-class physi-
cians, state-of-the-art diagnostic capabilities, and the lat-
est technology to detect and treat heart and peripheral
vascular disease to the Zachary region.  

Baton rouge general foundation
Hosts 2010 excellence in general gala
Baton Rouge General Foundation hosted their annual
Excellence In General Gala on October 27 at the Baton
Rouge Hilton Capitol Center. The event featured an elab-
orate seated dinner with music by Kenny Kleinpeter, a
raffle drawing and a special presentation honoring the
2010 Excellence In General Award winner, Nanette
Noland.  

For over 20 years, the Excellence In General Award has
recognized individuals and families who truly make a dif-
ference in our community. Baton Rouge General is hon-
ored to present the 2010 Excellence In General Award to
Nanette Noland. Her leadership and philanthropy has
spirited the General's mission of improving lives and
strengthening our community by providing exceptional
healthcare. Her financial support has built new patient
rooms, established endowments and purchased life-sav-

nanette noland
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ing equipment for patients. She has provided boundless sup-
port through leadership and philanthropy to many communi-
ty organizations.

All funds raised through the 2010 Excellence In General
Gala will support the programs and services at Baton Rouge
General. 

louisiana Hospitals and loPA
reach final donor registry goal
Hospitals throughout Louisiana, in collaboration with the
Louisiana Hospital Association (LHA) and the Louisiana
Organ Procurement Agency (LOPA) have achieved the
Donate Life Louisiana (DLL) Hospital Campaign’s third and
final benchmark to help increase the DLL Registry by
250,000 individuals. In August 2009, the hospital campaign
reached its initial goal of a 10 percent increase, or 160,000
new registrants. The second goal, increasing the registry by
an additional 40,000 individuals, was met in February of this
year. Over 65 hospitals are currently participating in the DLL
Hospital Campaign. 

The DLL Registry allows Louisiana residents to give consent
for organ and tissue donation for the purpose of transplanta-
tion, eliminating the need for family members to make this
decision for their loved ones at their time of death. The
tremendous success of the DLL Hospital Campaign contin-
ues to motivate organizations across the country to use
Louisiana’s campaign as a model to help increase their
states’ donor registries.

LHA member hospitals and LOPA have plans to continue
their partnership to increase donation opportunities in
Louisiana. Over 1.8 million Louisiana residents have regis-
tered as organ donors. By joining the DLL Registry, an indi-
vidual gives legal consent for the use of their organs, tissues
and eyes for the purposes of transplantation and research at
the time of their death. To sign up on the DLL Registry, visit
www.DonateLifeLa.org <http://www.donate lifela.org/> . 

woman’s “Superhero” employees
raise funds for employee
emergency fund & community Programs
The Woman’s Hospital 2010 Employee Giving Campaign
showcased the hospital’s “superhero employees” as 67% of
staff generously donated $77,332 toward establishing a
Woman’s Employee Emergency Fund and improving patient
programs. The theme of the Woman’s employee campaign
was Be A Superhero and for three weeks the hospital was
divided into six Superhero teams to help garner support and
participation: X-Ray Woman, Band Aid Man, Labor Woman,
Hemoglobin Man, Suture Woman, and Antibiotic Man. A
stretcher parade marked the finale of the Woman’s 2010
Employee Giving campaign.

From innovative quotes (Holy Stars & Garters) to inspira-

labor woman team prepares for stretcher race

Hemoglobin Man (Pathology lab employee darrell landry)
surveys the woman’s Super Hero Stretcher Parade

woman’s leadership, greg Smith, vice President finance,
Stephanie Anderson, Sr. vice President finance/Administration,
Stan Shelton, Sr. vice President of new campus development,
lynn weill, vice President of development, Staci Sullivan, vice
President of infant/Pediatric Services, Paul kirk, vice President of
information Systems, Jamie Haeuser, Sr. vice President of
operations, reveal the dollars raised.
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tional costumes, the interaction that the Woman’s
Superhero theme fostered was met with “super” dedication
by the Woman’s staff. 

Hospice of Baton rouge
relocates to Baton rouge general
Hospice of Baton Rouge has relocated its inpatient unit, the
Butterfly Wing, to Baton Rouge General’s Mid City location.
The Butterfly Wing provides short-term supervised care for
patients with acute needs and symptoms that can no longer
be managed appropriately in a home setting. The inpatient
wing is located on the first floor of Baton Rouge General’s
Mid City location. 

Hospice of Baton Rouge is the only not-for-profit, commu-
nity-based hospice provider in the Baton Rouge area, offer-
ing professional medical care, social, spiritual and grief
support to patients with life-limiting illnesses and their fam-
ilies. Funded partially by United Way and certified by both
Medicare and Medicaid, Hospice of Baton Rouge has pro-
vided palliative care to patients regardless of their financial
resources for more than 25 years. 

In its new location at Baton Rouge General’s Mid City cam-
pus, the Butterfly Wing will be used by patients with life-lim-
iting illness, who are under the care of a primary care physi-
cian, have themselves or their families provided consent to
receive palliative comfort care, and have elected not to
continue with curative treatment. 

lake After Hours opens clinic for kids 
Lake After Hours recently expanded its services by open-
ing Lake After Hours Kids on Perkins Road. Lake After
Hours Kids will be staffed by pediatricians and a clinical
team trained and experienced in treating children. 

Lake After Hours treats ear or eye infections, fever, minor
cuts needing stitches, possible broken bones or simple
fractures, severe sore throat, sprains or strains, and vomit-
ing/diarrhea. Lake After Hours is not intended for major
emergencies. 

ochsner named gYn epicenter  
Building on its recent designation as a GYN Epicenter for
the da Vinci® Surgical System, Ochsner Medical Center-
Baton Rouge (OMC-BR) has now expanded its robotic sur-
gical capabilities and upgraded to the latest da Vinci®

Surgical System model. 

OMC - BR is among 23 sites in the country -the only one in
Louisiana- to be named as a GYN Epicenter for the da
Vinci® Surgical System. The surgical system's maker chose
each Epicenter location based on their patient outcomes,
passion for teaching and promotion of robotic-assisted sur-
gery benefits. Epicenter sites serve as a hub for training
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surgeons on the use of the robotic system. Robotic-assisted
procedures such as hysterectomies have been shown to
reduce blood loss, shorten hospital stays and get patients
back to their normal lives quicker than traditional open surger-
ies.

In light of its gynecological successes, Ochsner has expand-
ed its robotic surgical capabilities and announced it is the first
in the region to offer robotic-assisted surgery for the treatment
of colon cancer and GERD. Dr. Louis Jeansonne and Surgeon
George Golightly, MD are using the system to perform robot-
ic-assisted anti-reflux surgeries, in which the stomach valve is
repaired to block the flow of acids and eliminate GERD, as
well as removal of colon cancers.

All of these procedures are now being done with the assis-
tance of the latest da Vinci® model - the da Vinci® Si Surgical
System. The new model features updates that give the sur-
geon a clearer field of vision and improved access to hard-to-
reach areas. It also has the capability to perform single-inci-
sion laparoscopic surgery, in which all instruments go through
one incision in the belly button, eliminating any visible scar.

olol expands robotic Surgeries 
Our Lady of the Lake Regional Medical Center recently began
using the da Vinci® Surgical System for prostate removal, kid-
ney removal, and certain complex head and neck procedures
such as removing tumors from the base of the tongue or
removing stones from saliva glands. Our Lady of the Lake
announced it is the only medical center in the area using the
da Vinci  Surgical System for these types of procedures. 

The da Vinci  Surgical System is a sophisticated robotic plat-
form designed to enable complex surgery using a minimally
invasive approach. The highly accurate instruments allow the
surgeon to move his own hands — and the robot’s — to con-
duct precise movements with extraordinary control and range
of motion. The da Vinci’s® video monitoring system provides a
three-dimensional view of the surgery with magnification ten
times that of the naked eye. Patients who choose robotic sur-
gery experience a less invasive surgery and typically have
less pain, a shorter hospital stay, and a faster return to normal
activity. Surgeons who perform robotic surgery say the robot-
ic arms give them easier access to the surgical site and the
system’s video monitoring allows greater visualization. 

Robotic procedures offered at OLOL include: prostatectomy or
prostate removal; transoral microsurgery to remove cancer or
tumors at the base of the tongue; complex tonsillectomy; sial-
endoscopy to remove stones from saliva glands; and nephrec-
tomy or kidney removal. 

lane welcomes Acupuncturist 
Lane Regional Medical Center recently welcomed Ashley
Johnson, Licensed Acupuncturist. Johnson founded Bon Point 

Acupuncture and Herbs, located at 4710 McHugh Road, in
Zachary. A native of Zachary, Johnson attended the Texas
College of Traditional Chinese Medicine in Austin where she
received her Master’s Degree in Oriental Medicine. She is
board certified by the National Acupuncture Licensure Board,
National Certification Commission of Acupuncture and
Oriental Medicine, and in the state of Louisiana.  She is spe-
cially trained in Chinese Internal Medicine and Gynecology
and treats a wide range of medical conditions using
Acupuncture, herbal medicine, Tui Na acupressure, and nutri-
tion. A partial list includes:
• Musculoskeletal: Neck pain, Shoulder pain, Tennis Elbow,
Carpal Tunnel, Back pain, Knee pain, Sciatica, Foot Pain,
Sports Injury
• Neurological: Headache, Migraine, Insomnia, Stress, Bell’s
Palsy, High Blood Pressure, Epilepsy, Neuralgia, Tremors
• Gynecological: Fertility (male/female), Menstrual Pain, PMS,
Menopause, Pregnancy, Cysts
• Respiratory: Asthma, Cough, Sore Throat, Common Cold,
Hay Fever, COPD, Seasonal Allergies
• Gastrointestinal: Constipation, Chronic Diarrhea, Acid
Reflux, Nausea, Vomiting, Stomach pain, Poor Digestion,
Weight loss
• Other: Smoking cessation, High/Low Blood Pressure,
Chronic Fatigue, Adjunct Therapy for Chemo, Addiction,
Anxiety, Depression, Skin Disorders, Autoimmune, and
Chronic Disease Management. v

Ashley Johnson

R

R
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of Baton Rouge               

7301 Hennessy Blvd. Ste. 200               

Baton Rouge, LA 70808               

225.766.0050

www.bjcbr.com               

Pharmacy 

Gulfcoast

Pharmaceutical Specialty 

1039 E. Hwy. 30, Gonzales, LA 70737               

800.498.5220  

www.gpspharmacy.biz               

Walgreens

24 Locations in the

Greater Baton Rouge area               

1.800.walgreens

www.walgreens.com               

Physical therapy

Peak Performance

Physical Therapy 

11320 Industriplex Blvd.

Baton Rouge, LA 70809               

225.295.8184    

www.peakphysicaltherapy.com               

restaurants

Ichiban Sushi   

5741 Essen Ln.               

Baton Rouge, LA 70810               

225.767.2288   

www.ichibanbr.com 

La Mestiza Mexican Bistro

17424 Airline Hwy. Ste. 10

Prairieville, LA 70769

225.313.4191

www.mestizorestaurant.com

Mestizo

2323 S. Acadian Thrwy.

Baton Rouge, LA 70806

225.387.2699

www.mestizorestaurant.com

Security & Alarm

Shield Security & Monitoring  

14241 Airline Hwy., Ste. 108    

Baton Rouge, LA 70817

225.246.2332

www.shieldsecurityla.com

Skilled nursing facility  

CommCare Corporation

5550 Thomas Rd., Baton Rouge, LA 70811               

877.277.3859 

www.commcare.com               

Storage Units   

StorSafe  

9242 Barringer Foreman Rd.               

Baton Rouge, LA 70817               

225.753.1176  

www.storsafebr.com       

transcription

Medical Administrative Associates, LLC 

P.O. Box 82110               

Baton Rouge, LA 70884               

225.326.5071 

www.medicaladministrativeassociates.com               

vascular clinic 

Total Vein Care

8595 Picardy Ave. Ste. 320               

Baton Rouge, LA 70809               

225.761.8119 

www.TotalVeinCareLouisiana.com               

wines and Spirits 

Calandro's Select Cellars 

4142 Government St.,

Baton Rouge, LA 70806              

225.383.7815 

12732 Perkins Rd.,

Baton Rouge, LA 70810               

225.767.6659 

www.calandros.com
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