
PRSRT STD
US POSTAGE

PAID
Smith Hartley

Publishing, LLC

Healthcare Journal of Baton Rouge
17732 Highland Road, Suite G-137
Baton Rouge, Louisiana 70810-3813







Smith W. Hartley
Editor-in-Chief

shartley@healthcarejournalbr.com

Karen Stassi
Managing Editor/Writer

kstassi@healthcarejournalbr.com

Philip Gatto
Editor/Writer

pgatto@healthcarejournalbr.com

Michael Bertaut
Contributing Writer

Bill Cassidy, MD
Legislative Correspondent

Cindy Munn
Quality Correspondent

Bruce Greenstein
Secretarys Corner

Carla Moll
Art Director

Dianne Hartley
Sponsorship Director 

dhartley@healthcarejournalbr.com

Leah Guidry
Assistant

225.302.7500
17732 Highland Road, Suite G-137, Baton Rouge, LA  70810

To subscribe:
www.healthcarejournalbr.com 

http://www.bjcbr.com


Features

Letter from the Editor 6

What’s in a Name? 10
Patient Advocacy in Baton Rouge

Strength in Numbers 22
Coalition Forms in
Defense of Healthcare

One on One with Gary L. Curtis           28
President, CEO, eQHealth Solutions

Departments

Op-Ed 20
The Future of Provider Compensation:

No Easy Answers
Coding 38
ICD Code Revisited

Healthcare Briefs 42

Correspondents
Quality 51
Primary Care and Benefits
of the Medical Home

Secretary’s Corner 54
Transforming Our Health Care
System Has Become an Imperative

Hospital Rounds 56

Resource Guide 64

CONTENTS
March / April 2011

March / April 2011 Issue | Healthcare Journal of Baton Rouge 5



What I dream of is an art of balance. 
-Henri Matisse (1869-1954)

Greetings,

Perhaps the most significant test of The Patient Protection and Affordable Care Act of 2010 will be its abil-
ity to manage the cost curve. Well, at least this was the original goal. Weve discovered the insurance reform
aspect of this plan is the primary conceptual structure to manage costs. 

The challenge in healthcare has always been to deliver high quality care in a cost effective manner. This
reforms challenge is to incentivize these objectives from a global structure. It is widely estimated that
bundling medical services into larger payment groups, coordination of care, and pay-for-performance will
likely lead to lower-than-expected medical spending in the long term. Broad estimates can range in the tril-
lions of dollars in savings from these types of initiatives.

I think one of the greatest challenges to managing the cost curve will be the always present outlier scenar-
ios coupled with 24-hour news networks. You can imagine the plethora of possible scenarios. A teenager
bullied at school because of crooked teeth would certainly be a case to include orthodontic care as a man-
dated coverage. A man wants to fulfill his dream to be an Olympian, but his insurance coverage will not pro-
vide for a total knee replacement. A sick person doesnt have a ride to a doctors appointment unless trans-
portation can be provided. Do you see where we are going with this?

We will no doubt want to meet the many, and unique, needs of the citizens of this country. Now that we are
moving towards insurance companies operating as public utilities, the federal government will have more
control over the types of services that will be mandated. 

Its not my position to say what should and should not be mandated in healthcare plans. However, my pro-
jection is much of what will be mandated as healthcare coverage will be decided in the court of public opin-
ion. Like it or not, tough decisions will have to be made. We may feel good now that we will be insuring
everyone. I completely understand the intent. But, the tougher decisions stand before us. 

Somewhere, someway, and somehow, somebody will deny services. The media will jump on it. And then,
here we go. Goodbye cost curve. It was a nice idea.

Letter from the

EDITOR
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f a patient walked into your office with their patient activist in
tow, would you know what that persons role was? What if
they called themselves a patient advocate, navigator, representative,
or coach? Would you welcome this new member to the healthcare
team or would you put up your guard and eye them with suspicion? Those
questions might be difficult to answer as the terms seem to be frustratingly inter-
changeable, overlapping, and yes, at times even mutually exclusive. However, all

of them are growing increasingly familiar as patient advocacy seems to be the latest buzzword in the
quest for solutions to an unwieldy and fragmented healthcare system. 

Though its tempting to toss aside the term “activist” as unnecessarily contentious, that stronger description of what
most would call an advocate was born from the frustration and anger of those who experienced or witnessed health-
care at its worst—an avoidable death or a breakdown in communication with disastrous results. Thus true patient
activists are often on the policy side of advocacy, hoping to change the way patients interact with their healthcare
providers and vice versa. They stress patient empowerment and education, open communication, and documentation
before and during doctors appointments and hospital visits. While most providers would agree there is nothing wrong
with any of those things, the ways they are implemented and presented could affect their efficacy. Putting clinicians on
the defensive seems a misstep and the term “activist” might have that effect, intentional or not. “Its almost inflamma-
tory,” said Dr. Harold Brandt, Medical Director at the Baton Rouge Clinic. “The job of an advocate is to activate to the
greatest potential the care received or to encourage the patient to be engaged in their own care, so I dont know if the
word “activist” is wrong.” However, stressed Brandt, for him it brings up images of protesters in the street.

“Advocate” is a more commonly used term, but it can be overly broad, encompassing a wide range of functions in
diverse settings. And even that word can have negative connotations, pointed out Melanie Meeks, RN, one of the
states few independent patient advocates. “I think sometimes people sense a threat and I think thats just the nature
of the beast,” said Meeks. “I kind of like the idea of representative because I feel like if you look at the word advocate
its kind of like activist and has a legal connotation, and I think that makes hair prickle on the back of the neck just a
little bit.” Uncertainty over terms meant that Meeks and partner Susie Paulovich, RN, tasked with describing their func-
tion while avoiding duplication of terms and any implication they were trying to point fingers or pick out flaws, struggled
to name their advocacy service. “Coaching is a good word, but there are also life coaches and other kinds of coach-
es—we tried to think of something that wasnt already out there,” said Meeks.

Even without unintended connotations, the term patient advocacy can describe positions ranging from what many of
us would call a patient relations role, where day- to-day questions and minor issues are resolved, to an independent
provider who accompanies a patient to the doctor, answers their questions, and fights their battles. In Baton Rouge,
patient advocacy most often takes the first form and can readily be found in area hospitals and clinics. Sometimes, as
in the LSU Healthcare Services Division and at Baton Rouge General, there is actually a person called the Patient
Advocate. At other facilities, such as Lane Regional, the same position might be called Patient Representative. At still
others, the functions of the advocate might fall under the case manager or social workers job description. One thing is
clear—patient advocacy in this form is nothing new. Most hospitals will tell you they have had a patient advocate or rep-
resentative for many years. In some cases the title may have changed and in most instances the role has expanded,
but it can generally be described as helping the patient have the best experience possible. 

“The patient advocate role at Baton Rouge General is a significant one,” said Anna Cazes, DNS, RN, Vice President
of Patient Care Service. Baton Rouge Generals Patient Advocate, Helen Stepter-Collins, rounds on patients in both
campuses every day to address their needs and discuss their level of satisfaction with hospital services. In addition,
she serves as the organizations liaison between patients and caregivers in the hospital, addressing patient concerns
in “real time.” Collins also visits patients that are readmitted, encourages patients to call her (with positive or negative
issues), and spends a lot of time talking with patients and families. “She is an extension of the management team and
brings up the issues without blaming anybody,” said Cazes. Baton Rouge General created the advocate position in
2005.

Back in 1997, when LSU took over the management of the charity hospital system, Act 3 of the Louisiana Legislature
mandated that LSU implement customer service policies and programs. At that point, LSU created an advocate posi-
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tion at each of its hospitals. However, Diane Angelico, RN,
Director of Patient Relations for the health system, pointed out
that prior to that, many of the advocates roles were carried
out by a social worker whose job was to handle patients and
walk them through the processes. It just wasnt an official
position until 1997. At each of the hospitals, the advocate role
is similar to Baton Rouge Generals. “Its not so much a case
worker,” said Angelico. “Basically we are problem solvers—we
take complaints and resolve them. We help patients navigate
the system, with getting appointments and resolving issues.”
Most of the advocates have a social work background,
although the one in Bogalusa is actually a former teacher. “A
patient advocate is an integral part of the hospital administra-
tion,” said Angelico. “They are the eyes and ears and are usu-
ally involved in other things across the hospitals.” Often the
advocate is also the one involved in outreach, representing
the hospital in the community. At the Leonard J. Chabert
Medical Center in Houma, however, LSU is piloting a more
expanded advocate role that includes more involvement with
navigating patients through the system. At the other hospitals
the case management and social services departments cur-
rently handle those duties, but Angelico acknowledges that
every now and again one of the advocates needs to accom-
pany a patient to a visit to make sure the patient gets the right
information and understands. “But thats not really what we
do; we are basically problem solvers and facilitators within our
hospital.” 

Some Ochsner hospitals have a patient advocate and others,
a patient relations representative. Katherine Shepherd, who
handles patient relations for Ochsner in Baton Rouge, says
the position is interchangeable and primarily involves investi-
gating and handling any complaints, grievances, compliments
or comments from patients or their family members. While
part of her job is to help patients navigate the system or get to
the next step, she is not normally called to stay with a patient.
Instead many of the issues she handles are after the fact. “I
think case management has taken on that role in a lot of
cases,” said Shepherd. “CMS guidelines require that you have
a process for resolving a complaint so thats really more of
what my role is.”

At Lane Regional Medical Center, Carolyn Beard has been a
patient advocate for twelve years, but her title is Patient
Representative. She spends her day visiting patients and fam-
ily members making sure they are satisfied and addressing
any issues or complaints they might have. She also assists
with patient education for those with chronic conditions and
handles calls to the ICU, keeping family members updated on

patients status. She attends every code in order to keep fam-
ily informed and calm. It is also her job to log any complaints
received and direct them to the appropriate unit directors.
Beard admits that her role has expanded over the years and
that she is involved with everything thats going on around the
hospital. While she generally does not perform a navigation
role, occasionally she will spend more time with a patient that
needs more TLC or has multiple concerns. Patients are free
to call her even after they have been discharged and she feels
she provides a friendly face to those who return. 

Some hospitals are realizing that certain patients, particularly
those with chronic conditions, truly need an advocate to guide
them through their treatment. Often called navigators, these
professionals represent the closest thing to an independent
advocate due to the extensive hands-on, one-on-one nature
of their work. At Womans Hospital, breast cancer patients are
often referred to a patient navigator upon diagnosis. The nav-
igator helps that patient travel through the entire process from
diagnosis all the way through treatment and then beyond
treatment into survivorship. They help them to identify and
elude any barriers or obstacles to treatment that they may
have, whether those might be emotional, psychological, eco-
nomic, or religious. “They form the glue between all the differ-
ent providers: the physical therapist, the surgeon, the plastic
surgeon, the medical oncologist, the radiation oncologist,”
said Dr. Michael Hailey, a breast surgeon and avid proponent
of the navigation program. “A lot of times in the old days we
would kind of have fragmented care, where the patient would
only see the surgeon first, then have their surgery, then after-
wards all the decisions about radiation and chemotherapy
would be made.” Now, said Hailey, cancer treatment is multi-
disciplinary, which means introducing the patient to all of
those different providers up front to help guide and put togeth-
er a treatment plan that will work for that specific patient. “For
any cancer patient there are a lot of different providers and a
lot going on, so having that one kind of stable person there
that will talk to you about anything thats going on really has
seemed to help our patients,” said Hailey, who refers all of his
patients to Womans Hospital navigator Tracy Johnson. “I
think it can benefit every person even if its just introducing
someone to the navigator and them knowing theres always
someone there whether they use them or not.” 

Johnson, a social worker employed as a navigator in the
breast cancer program, says that not every surgeon refers
every patient to her and not every patient uses her as a
resource, but she is available to them before, during, and after
treatment. It can be a long-term commitment as the navigator
is tasked with following the patient into survivorship. “For
some patients its really just being a listening ear and support-
ive person knowing this has been a life changing event for
them,” said Johnson. For many patients, navigation consists
of touching base with them, referring them to some local
resources, checking in after surgery, and again once they start
treatment. Follow-up checks continue on a semi-annual basis
to make sure they are still doing preventive care and to mon-
itor anything that may resurface. However, for some patients
the navigator is truly a lifeline. “I have some patients that I
might get a call every day for a few weeks just because every

I think sometimes people
sense a threat and I think
thats just the nature of the
beast. –Melanie Meeks, RN



step of the way they want to make sure, Is this what I was
supposed to be doing? or I forgot what he said, or Who
am I supposed to call next?” said Johnson. Others may
have no family nearby and literally need someone to hold
their hand during a procedure. “Its different hats for many
things, but primarily its to ensure that nothing stands in
the way of this patient obtaining treatment and then, once
they finish treatment, that they know that we are here for
them to make sure nothing resurfaces,” explained
Johnson. “Most doctors will tell you the first three to five
years are when you are at highest risk for recurrence so
we definitely want to make sure patients are still connect-
ed during that period, but its Womans philosophy that we
want to stay connected forever.” Hailey agrees the naviga-
tor/patient role has no real restrictions or end date. “What
weve told the patient is if you think you have a need you
can always call the navigator. If shes not the one that
could facilitate resolution of that, shell know who to get
you in touch with. Shes the first step in the process of you
getting resolution of any issue you may have.” 

Hailey believes the advocate/navigator program has
caught on in cancer programs across the country,
because of the emotional nature of the diagnosis and the
complexity of the terminology and treatment plans.
Similarly, there are other patients with chronic illnesses
that can benefit from a little targeted coaching. That ben-
efit may be a dual one…not just ensuring a better out-
come, but also saving hospitals money. That concept is
currently being piloted locally by eQHealth Solutions, the
Medicare QIO for Louisiana, in an attempt to address the
alarming rate of hospital readmissions for those with
chronic disease. Laurie Robinson, Quality Improvement
Director for eQHealth Solutions, indicated that CMS has
identified the reduction of readmissions as a priority.
Nationally, potentially avoidable readmissions affect over
17% of Medicare beneficiaries at a cost of $12 billion.
According to eQHealth Solutions, the 2007
Commonwealth Fund State Scorecard reported Louisiana
as having the highest 30-day readmission rate in the
country for Medicare patients at 23.8%. CMS will soon
provide a disincentive in the form of a significant reduction
in reimbursement for hospitals who readmit patients for
the same condition within 30 days. 

Care Transitions, a three-year study being piloted by
eQHealth Solutions in response to those statistics, indi-
cates that coaching certain high risk patients can actually
have a significant impact on whether or not the discharge
is successful and the patient stays out of the hospital.
“Hospitals are taking this on,” said Robinson. “They see
the future for this. They also see that it (readmission) is
not good for the patient. Every time we go into the hospi-
tal there is a risk. We also know the patient is not satisfied
when they have to go back to the hospital. So patient sat-
isfaction suffers, patient safety suffers, and its not very
cost effective for the hospital for a patient to be readmit-
ted.” The program focuses on patients discharged after
having pneumonia, a heart attack, congestive heart fail-
ure, or COPD. 
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Robinson indicated that there were already best practices
that showed that patients can activate for themselves and
activate early and keep themselves from being readmit-
ted. The project was designed to use evidence-based
coaching to help patients do that. The hope was that hos-
pitals would see the benefit of coaching and want to
employ a coach for high risk discharges, however there
were economic factors involved. The hospitals were not
sure they had the resources to employ a coach and cer-
tainly not one that did home visits, which were part of the
orginal model. So eQHealth hired and trained the coach-
es and designed the program to offer an in-hospital visit
prior to discharge and a series of phone calls at specified
intervals to ensure the patients stuck to the treatment
plan, followed up with their doctors, and felt empowered
to ask questions and watch for warning signs. Early
results with this targeted group of high risk patients
showed a readmission rate of just 11.2%, significantly
lower than the state average. Robinson estimates that
avoiding one readmission for congestive heart failure
could pay the salary of a coach for one year. Some of the
hospitals have since hired coaches trained by eQHealth.

Robinson stressed that in the coaching relationship the
patient is truly the “doer.” If a patient needs a follow-up
appointment or recognizes a warning sign, the coach
would not be the advocate for the patient with the doctor.
Instead, the coach would role play with the patient and
the patient would call the doctor. “Its almost like the old
Teach a man to fish adage,” said Robinson. “If we dont
teach patients how to navigate for themselves, this is not
going to work. Weve fragmented care so much over the
course of the last decade. Its not like calling your primary
care physician and you get the nurse and you get your
answer and move on. Its not that simple anymore.” 

Advocacy in the form of coaching is one of the primary
functions and initial goals of HealthGuide, LLC, perhaps
the only independent patient advocacy agency in the
state. Founded just a year ago in Shreveport by two
emergency room nurses, Melanie Meeks and Susie
Paulovich, HealthGuide, LLC is the closest fit to the
model that is causing a buzz nationally. Through the
course of their practice the nurses noticed the patients
didnt seem to be getting the information they needed to
make good choices and often didnt take the lead role in
their own care, seldom questioning their treatment or pre-
scriptions. “It was kind of a frustration born out of a day-
to-day practice issue and we wanted to be able to offer
people an opportunity  to have the best possible experi-
ence, whether they have a really bad medical crisis and
they need help sorting through the information or whether
they just want to maintain health,” said Meeks. 

The pair had several goals in mind, but the primary one
was to arm patients with the information they need, based
on current research and treatment options available, to
communicate with their providers, ask the right questions,
and make the decisions that can be complicated, chal-
lenging, and intimidating. The service also helps patients
organize their medications and health history, interpret

Tracy Johnson

Harold Brandt, MD

Carolyn Beard



their bills, and navigate through the health system. “We
also want to mentor them and support them and provide
guidance so that they might set goals for themselves that
they can achieve, whether its having a better relationship
with their physician, getting their blood sugars within a
target range, whatever goal a person would want to set
as far as their health and wellness is concerned,” said
Meeks.  

At the moment HealthGuide, LLC offers an initial consul-
tation for about $150. That includes creating a binder with
all of the patients medical information organized in one
place and about two hours of patient education. At the
moment, they do not accompany patients to doctors vis-
its, but are open to doing that in a crisis situation. Instead,
they are coaching patients on how to approach and nav-
igate those visits. The biggest challenge to starting this
type of business, explained Meeks, is that nobody really
knows what it is as there are only a handful of independ-
ent groups doing it. “I think its a pretty broad category
and I think it means different things to different providers,”
said Meeks. “Getting people to understand and to see us
within the healthcare dynamic is one of the big chal-
lenges. Oftentimes youll find that physicians, surgeons,
private practice providers are sometimes a little off put by
new things, so letting them see that we are not trying to
compete in any way, that we are trying to be an adjunct
to the treatment and care they give in the office and the
hospital is important.” 

The other challenge has been economic. Starting up any
company in a struggling economy is a challenge, espe-
cially when you are trying to sell something that is still
loosely defined. While some insurers offer some level of
advocacy, none of them reimburse for independent
providers, so it is an out-of-pocket expense for the
patient. Yet, argued Meeks, people pay similar money for
someone to come in and organize their homes. “I hope
the market bears it out. I certainly think that its a valuable
service.”

Whatever it is called and whatever form it takes, it seems
there is a place for advocacy in the increasingly complex
and often confusing realm of todays healthcare. Until

If we dont teach patients
how to navigate for 
themselves, this is not
going to work. Weve
fragmented care so much
over the course of the
last decade. 
—Laurie Robinson
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healthcare becomes the seamless continuum we talk about
and patient education improves there is certainly a role for a
navigator or advocate to help patients through the system
suggested Robinson. “I think its going to evolve into identify-
ing patients that are high risk and matching them with the right
level of navigation,” she said. “Knowledge is the key and the
navigator is the one that sort of holds all of that together,”
agreed Dr. Hailey. “Its absolutely a benefit to have someone
listening along and asking questions.” Both he and Dr. Brandt
recognize that patients sometimes are hesitant to ask the doc-
tor questions or to share concerns. A navigator or advocate
may seem more approachable and thus facilitate better com-
munication. “Thats my favorite part of the job—teaching the
patients, seeing the spark go off, seeing them understand and
not be afraid,” said Meeks. “I think thats everybodys goal in
healthcare, but I think a lot of times in hospitals and doctors
offices they dont have the time to provide that.”

Despite the obvious support for advocacy, the trend towards

having independent advocates, i.e. ones that are not
employed by a hospital, clinic, or insurance company has
been slow to catch on. One of the obvious issues is payment.
“Not everybody, especially here in Louisiana, can afford to pay
somebody to do that,” pointed out Angelico. For that reason,
Dr. Hailey believes the patient would come out better using a
navigator or advocate provided by the hospital. A hospital-
employed advocate would also presumably have greater
access to all aspects of the facility, which would be useful for
both navigation and conflict resolution. However, is the hospi-
tal-employed or insurance company-employed advocate truly
the patients advocate? If something goes wrong or a dispute
escalates, whose side would the advocate ultimately fall on?
Each of the hospital-based advocates we spoke to felt that
they could go to bat for the patient without concern for their
employment, but the arrangement does have some obvious
limitations. Despite their best intentions, those employees are
bound by the facilitys guidelines and could be influenced by
the hospitals need to look at the bottom line because of

eQ Health Solutions Care Transitions Coaching Plan



Medicaid restrictions, pointed out Meeks. They are also like-
ly to guide patients to physicians, specialists, and facilities
with whom the facility is affiliated. Meeks feels that an inde-
pendent advocate is not influenced by those loyalties
because “the only person we are working for is our client.” 

Another concern with independent advocates, pointed out
Dr. Brandt, is that they have the knowledge base to effective-
ly communicate and counsel the patient. For that reason,
many independent advocates tend to be nurses. In fact,
there is much discussion on whether all advocates should be
nurses. The argument for clinician advocates is, of course,
that they do have that knowledge base and expertise to pro-
vide sound guidance. They may also have more leverage
within the health system if a conflict arises. However, many
advocacy programs have been more successful using advo-
cates with a social work background. The most obvious
advantage is price, with nurses generally commanding high-
er salaries. Another is approachability and knowledge of
external community resources that might benefit patients.
Robinson pointed out that in the Care Transitions project,
social workers made better coaches than clinicians. “If you
look at the coach as simply needing as much knowledge as
the patient needs to have, they can empower the patient to
be an advocate for themselves,” she said. She noted it was
much harder to deprogram clinicians from “doing for” the
patients than to train non-clinicians to coach patients to do
for themselves. Hailey agreed. “We can train almost any-
body in the sequence of events that will affect the patient
with breast cancer. Theres very little clinical input that the
navigator will have anyway. Its more a facilitator,” said
Hailey. “Weve been really happy with our social workers run-
ning the program.” Of course, in those hospital-based situa-
tions, there is clinical oversight, noted Robinson. For inde-
pendent advocates, it might be necessary to have a medical
background to provide sound guidance and to gain credibili-
ty with providers. 

Gaining credibility is one of the bigger challenges of being an
independent advocate. As is putting them at ease with the
role of the advocate. As Meeks commented previously, there
is a natural suspicion of new things and a potential uneasi-
ness when a third party that is not a family member becomes
involved. “At first they are defensive because a lot of times
theres somebody coming in and interrupting daily work
activities and theyve got lots to do, but if the patient wants
this they are not going to be able to say no,” said Robinson.
“Ill allow anyone to come in with a patient as long as the
patient wants them there,” agreed Hailey, who admitted that
sometimes having an extra person listening and asking
questions can be helpful. “Now that doesnt mean Ill allow
the person to interrupt me or contradict what Im telling the
patient although, I guess they have every right to do that if
the patient wants them there. But I would think if its some-
one being paid by the patient it would be in their best inter-
est to get along with all of the providers.” Meeks understands
the hesitation as she currently works in a healthcare prac-
tice. “Being that healthcare is the litigious beast that it is,
providers are almost a little reluctant to have a third party. Its
almost like you are being policed. I have felt it myself when I
have had patients with family members with notebooks and
taking notes, but you have to look at it more as if they are try-



ing to work with you.” Brandt indicated that if it assists in
adherence to care and reduces complications in terms of
improved outcomes he doesnt see where there is necessar-
ily an issue.

He pointed out however, that “the original patient advocate is
still alive and kicking,” and thats the patient himself or a fam-
ily member. He feels that there would not be such a need for
third party advocates if we were doing a better job of patient
education and providing tools for patients to arrive armed with
the information necessary for a successful visit. He noted that
theres been a lot of empowerment of individuals as a prod-
uct of the Internet, but that it can also be the source of a lot
of misinformation. However a patient that has done their
research from credible sources may have a better grasp of
whats going on. He also urges patients to organize their
medications, list their symptoms, and write down their ques-
tions in advance, a practice urged by many healthcare advo-
cates. For that reason, he finds his second visit is always
more productive, because patients know what questions they
will be asked and are prepared. 

Robinson also thinks the advocacy trend has grown because
weve missed the boat on patient education. “I think when you
go to the doctors office and they are so rushed and they hand
you a booklet they dont make sure you understand whats
wrong. If you dont understand, how can you possibly ask the
right questions?” she said. The issue is even worse when
patients have multiple issues and are seeing several
providers. Hailey always has a second consultation with his
breast cancer patients after theyve met the other providers
and have had a chance to learn a little bit about the treatment
plan. “I get them back to find out what they learned and if they
still have any questions. Because if they hear it more and
more they start to understand it more,” Hailey said. Brandt
agreed. “I think that (better patient education) is really the
answer here because really there are going to be very few
people who can afford an advocate. There will be a lot more
people learning to do it for themselves.” Unfortunately for
many patients the time spent with the provider has been
growing increasingly short and despite best intentions there is

I think that (better patient
education) is really the
answer here because really
there are going to be very
few people who can afford
an advocate. There will be a
lot more people learning to
do it for themselves.
–Harold Brandt, MD

18 Healthcare Journal of Baton Rouge | March / April 2011 Issue

Michael Hailey, MD

Diane Angelico, RN

Laurie Robinson



March / April 2011 Issue | Healthcare Journal of Baton Rouge 19March / April 2011 Issue | Healthcare Journal of Baton Rouge 19

often not time to ensure the patient has grasped everything.
For that reason Meeks thinks the advocate can play a cru-
cial role in patient education and organization.

So is the advocate trend just an old phenomenon with a new
name, the latest novelty, or a real and necessary change in
the way we deliver healthcare? “I think that it is definitely a
buzz out there. I think payers are looking at it,” said
Robinson. “Everybody is trying to figure out how it fits in with
what they do. But the key is that its not insurance-based, not
physician-based, not hospital-based, it has to be patient-
based. We keep trying to mold it to fit into a particular setting
but unless its patient-oriented its still not going to work.”
Brandt noted that medicine today has to be a partnership.
“Its a collaborative partnership between the physician, the
patient, and the family, and family is a big one. To me the
advocacy program is just another form of collaboration. Just
another branch of understanding between that person and
what they have to do in their care plan.” Johnson believes
that advocacy has been happening at most facilities for a
long time and that we are just seeing a change in language.
“Most hospitals and most programs have somebody thats
doing it regardless of whether its an ER case manager, or a
regular social worker—I think we all end up navigating,” she
said. “I think that now navigation is becoming such a buzz
word, especially in the cancer field, that facilities are saying
they are going to hire a navigator when usually for years
somebody has been wearing that hat and its just been
called something else.” 

Sources: Advoconnection.com; “CMS Funded Care Transitions Health
Care Quality Improvement Project Cuts Hospital Readmission Rate In
Coached Population,” Laurie Robinson, RN, Quality Improvement
Director, eQHealth Solutions, And Lisa Stansbury, Director Of
Communications, eQHealth Solutions, The Remington Report, Jul/Aug,
2010; National Association of Healthcare Advocacy Consultants;
Alderman, Lesley, “After a Diagnosis, Someone to Help Point the Way,”
Patient Money, New York Times online, Sept. 11, 2009,
www.nytimes.com/2009/09/12/health/12patient.html; HealthCare
Advocates.com; WIHI - The Patient Activist, Institute for Healthcare
Improvement, December 16, 2010.

For any  cancer patient
there are a lot of different
providers and a lot going
on, so having that one kind
of stable person there that
will talk to you about
anything thats going on
really has seemed to help
our patients. –Michael Hailey, MD

Katherine Shepherd

Susie Paulovich, RN

Melanie Meeks, RN
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ow that the Patient Protection and Affordable Care
Act (PPACA) is the law of the land and state govern-
ments are increasingly stressed financially, opinions
dealing with the compensation of health care

providers have moved to the fore.  The notion that privately
insured patients pay higher premiums to compensate for gov-
ernment underpayments for Medicare or Medicaid patients is
receiving new scrutiny.  

In 2008 Representative Pete Stark (D-CA), then Chairman of
the House Ways and Means Subcommittee on Health, said,
“Private insurance plans are overpaying the doctors and hos-
pitals…and Medicare is paying the right amount.” 1 In 2009,
MEDPAC Chairman Glenn Hackbarth said, “Our concern is
that overly generous private payments drive up costs and that
flows through and affects the Medicare system….we think
(Medicare rates) are consistent with the efficient delivery of
services.” 2

Both Chairman Hackbarth and Representative Stark were try-
ing very hard to wish away a boots-on-the-ground reality that
all medical payors and providers are forced to deal with every
day:  The government insured patient is, on average, a
money-loser for healthcare providers.  

The Healthcare Management Councils John Whittlesey put it
more directly, “Our research shows 87% of hospitals lose
money or break even treating Medicare patients.” 3 Blue
Cross and Blue Shield Association data shows the average
hospital loses about 8 cents for every dollar of care they deliv-
er to a Medicare patient, and over 12 cents for every dollar of
care they deliver to Medicaid patients.4 We have all heard
similar stories of frustration from physicians about their inabil-
ity to break even on the government-insured patient.

Medical providers with the market power to do so have com-
pensated for these losses by increasing their prices to private
health insurance companies. Health insurance carriers hungry
to keep the highest profile providers in their networks have
often paid the bill and raised premiums to compensate.  After
more than a decade of this sort of shift, Milliman Consulting
says $1,800 of the average family premium each year (over
13% of the average Louisiana family premium) is being used

to subsidize government patients.   By way of comparison, the
cost shift due to the uninsured runs about 9% of premiums.5

This cannot continue.  The financing of the PPACA requires
the Centers for Medicare and Medicaid Services (CMS) to
remove an average of $50 Billion a year from the expected
growth of Medicare through 2019 and use this money to fund
an expansion of Medicaid and federal subsidies for Exchange
Customers.6 The Act also puts about 8% of hospitals current
Medicare reimbursements at risk. 

Government insured pools are growing.  We have estimated
that the number of Louisianans drawing health insurance from
a government program (Medicare and Medicaid) will increase
from 39% today to more than 50% by the end of 2014.7

Simultaneously, new restrictions and taxes on insurance car-
riers in the PPACA will make it very difficult (some say impos-
sible) for them to help providers compensate for all these low-
paying patients.  

Carriers no longer have complete discretion over their alloca-
tions of premiums, medical expenses, and profits due to new
Federal guidelines that require rebates if they dont spend
enough on medical care.  PPACA rating rules in 2014 require
carriers to raise rates on the healthy and lower rates on the
sick, which tends to drive the best risk out of insurance pools.
Even the smallest non-profit health insurance carriers will be
contributing millions of dollars to new federal taxes on health
insurance companies totaling $8 Billion/year in 2014 and
growing to $14.3 Billion for calendar year 2017.8 These three
parts of the Act will severely restrict carriers ability to help
healthcare providers compensate for the money they will lose
treating the government-insured patient.

Why not raise rates to compensate?
If you pay much attention to the media youve seen the violent
political reactions to large rate increases in places like
California and Massachusetts.  These reactions will soon
have statutory authority, as the Federal Department of Health
and Human Services has issued new guidelines, as required
by the Act, on what constitutes an “unreasonable” rate
increase.  Federal pressure is being applied to State
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Insurance Departments and State Legislatures to grant local
insurance regulators the authority to deny rate increases that
exceed a Federal guideline, or at the very least call public
attention and give much scrutiny to any increase in excess of
10% per year.9

The Kaiser Family Foundation reports that medical trend (unit
costs of medicine plus increases in actual services used)
between 1998 and 2009 was 119%, pretty close to 10% per
year.10 There is likely to be little space in future rate filings to
cover new cost shifting especially if you consider the reactions
of Chairman Hackbarth and Representative Stark, who have
jointly concluded such cost shifting doesnt exist.  

Clear solutions to this problem remain elusive.  The Act puts
much stock in Accountable Care Organizations, which have
the potential to coordinate care and create real savings, but at
the cost of medical providers getting into the risk business
(again) which many are loath to do.  I posed this exact ques-
tion to Chip Kahn, President of the American Federation of
Hospitals, and he said “My constituents are not ready to get
back into the risk business.  Were not very good at it and
failed in the past.” 

At the heart of this issue it is clear that Congress and CMS are
unhappy competing with private insurance carriers who com-
pensate providers more than they do.  The Act and subse-

quent regulatory utterances try to curtail, or at least make it
very difficult, for carriers to continue to increase compensation
to providers.  As a result, medical providers should not expect
much cost-shifting assistance going forward in the form of
higher compensation from the private health insurance indus-
try.  Providers watchword going forward will have to shift even
further away from “negotiate” and much closer to “innovate” in
payment methods.

1
Congressional Testimony on MEDPAC, March 2008, from AP

2
House Ways and Means Subcommittee on Health Testimony, March

2009, reported by Fierce Health.com
3
Quoted in Health Leaders, December 13, 2010: Can Hospitals Break
Even with Medicare?
4
2009, Blue Cross and Blue Shield Association, Cost Trends 2009; Data

verified by American Hospital Association
5
Milliman Consulting: Why Hospital Cost Shifting is No Longer a Viable

Strategy; June 2010
6
CBO Letter to Sen. Harry Reid and Rep Nancy Pelosi, March 20, 2010

7
BCBSLA internal estimates assuming current PPACA goes into effect

1/1/2014 and operates as designed for 12 continuous months
8
PPACA Title IX Section 9010: Imposition of annual fee on health insur-
ance providers
9
Federal Department of Health and Human Services:  Rate Increase
Disclosure and Review—Notice of Proposed Rulemaking 12/23/2010
10
Kaiser Family Foundation: Trends in Healthcare Costs and Spending;

March 2009
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ll for one and one for all. United we stand. Misery loves company. I could go on, but
you get the picture–when the going gets tough, we tend to band together for

strength, protection, and moral support. Sometimes the new relationships are
unlikely and unexpected, yet ultimately make sense. That seems to be the case for the newly birthed and ambitiously
named Coalition to Protect Louisianas Healthcare. While it remains to be seen if the coalition will be able to accom-
plish its goals, the alliance itself is notable in its uniqueness and therefore worth studying. 



The coalition emerged in the face of a healthcare system in
transition, both nationally and locally. Passage and subse-
quent challenges to the Patient Protection and Affordable
Care Act of 2010 leave many guessing as to what shape
healthcare will take in this country. It does seem likely, how-
ever, that Medicaid enrollment will increase. That adds a new
twist to the states efforts to revamp its Medicaid program in
the face of ever-deeper budget cuts. One thing that has
become painfully clear is that many providers in the state are
not happy with the direction the state is moving and want
more of a say in the process. Finding themselves on common
ground, last October the Louisiana Hospital Association
teamed up with MedicineLouisiana, the Louisiana State
Medical Society, the Louisiana Ambulance Alliance, and the
Metropolitan Hospital Council of New Orleans. Soon they
were joined by the Louisiana Chapter of the American
Academy of Pediatrics and the Louisiana Academy of Family
Physicians, creating a group that clearly represents the
majority of healthcare providers in the state. 

Impressive in sheer numbers, the coalition is even more
remarkable because, as coalition Chairman Stewart Gordon,
MD, admits, physicians and hospitals have often found them-
selves on opposing sides of many healthcare arguments.
However, as Dr. Steven Spedale, who chairs Medicine
Louisiana, points out, the coalition also represents the bulk of
physicians providing primary care to the population at stake.

It made sense therefore that they should have a voice in what
the states Medicaid program would look like. “We felt that
together we would have a better voice than individual organi-
zations,” said Spedale. That voice has been raised against
the plan currently being proposed by the Louisiana
Department of Health and Hospitals (DHH) to revamp
Medicaid. 

The states plan to reform the Medicaid program has been in
the works for a few years now, largely pushed by former DHH
Secretary Alan Levine. Under the original timeline, the plan
might already have been in place, but a change in administra-
tion in Washington, a changing of the guard at DHH, budget
woes, and now, more vocal opposition from providers have
worked to slow implementation. The departments goal is to
move the Medicaid program to a managed care approach fea-
turing coordinated care networks. The aim is to provide better
access, quality, and outcomes for the Medicaid population in
our state. The networks would provide medical homes with
greater case management and would offer incentives (and
disincentives) for patients and providers alike. In addition, the
state anticipates greater budget stability and cost savings
from a more managed approach to Medicaid. According to the
most recently issued Notice of Intent, the plan includes two
types of network:

A fee-for-service with shared savings model (CCN-S). A CCN-
S is an entity that serves as a primary care case manager by
providing enhanced primary care case management in addi-
tion to contracting with primary care providers (PCPs) for pri-
mary care management. Features of the CCN-S include:
• Provides primary care and coordinates other services
• CCN receives monthly care management fee 
• $3 PMPM PCP will go through the CCN 
• Limited risk–(return up to 50% of management fee if no
savings)
• Shared savings contingent on quality
• May provide 24/7 nurse hotline or use Medicaid line

A prepaid risk-bearing managed care organization (MCO)
model (CCN-P). A CCN-P is a risk-bearing, MCO health care
delivery system that is responsible for the provision of speci-
fied Medicaid State Plan services. Features include:
• Provides all included services
• Monthly risk adjusted PMPM
• Required to spend a minimum of 85% of PMPM on health
care services and quality initiatives—keep profit
• Full risk
• Responsible for claims adjudication with prompt pay require-
ments
• Must provide 24/7 nurse hotline
• Return of a portion of PMPM for not meeting quality expec-
tations

Although they recognize the benefits of increased care coor-
dination, the plan as proposed causes the coalition grave con-
cerns, primarily they say, because it brings insurance compa-
nies into the Medicaid mix. “For me, the move to commercial
managed care is more of a fiscal solution, than it is a care
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Common Elements
of Coordinated Care
• Evidence-based policies, guidelines

and protocols
• Increased access
• Provider choice
• Primary care provider constant
• Enhanced case management
• Chronic disease management
• Prevention and wellness planning

and incentives
• Enhanced communication

between patients, providers, specialists
• Quality measures for providers
• Electronic health records
• Consistency between networks



solution,” said Spedale. Gordon agreed that he would
rather not see the state experiment with an insurance-
based model, citing the failure of similar plans in other
states. However, he said if they have to participate in the
proposed model, the physicians would be likely to put
together a shared plan if it was financially feasible. “There
is less risk in a shared model, but the money is in the pre-
paid model,” said Gordon. He said the state plans to weigh
the two models against each other, to see which companies
are doing the best and probably retain those. “It basically
gives the whole Medicaid budget to an experiment, which
we think is a little risky,” said Gordon. 

Coalition members would have liked to have seen instead
further enhancement of the current Community Care net-
works which they say were working despite claims to the
contrary. While the program, which was initiated back in the
1980s was gaining steam and producing outcomes, it had
been allowed to sit stagnant for the last few years, said
Gordon. Many providers see the program as worthy of con-
tinuation and further enhancement, at the very least as a
stopgap measure, while a more long-term Medicaid solu-
tion is developed. 

Spedale and Gordon feel the coalition has been successful
in incorporating some changes in the states coordinated
care network design, concerning things like network ade-
quacy and payment floors, but they still object to the basic
design. “Its one of those things where if you dont agree
with the basic premise, which is what we dont agree with,
and then you make changes to whats being proposed,

Stewart Gordon, MD



then people interpret that as you are going along with it,” said
Spedale. “But, no, we are still very much opposed to the insur-
ance model. Were just trying to make sure that whichever way
it goes that the things we really think are the best for Louisiana
are incorporated.” 

Despite some minor concessions, the coalition remains philo-
sophically opposed to the administrations current approach
and is frustrated that they have not really changed course
despite more involvement from providers. “We just thought as
providers, the ones directly delivering the medical care, that
our opinion would matter more than it does.” Spedale conced-
ed that things have improved somewhat since Bruce
Greenstein took over as DHH Secretary. He believes that
Greenstein was unaware of providers strong opposition to the
proposed plan and has tried to take their concerns into consid-
eration. “Weve had a lot more communication with the depart-
ment within the last three month than weve ever had,” agreed
Gordon. “There are lots of invitations to meetings, lots of
phone calls going back and forth, and there seems to be more
transparency in the discussions.” However, he said there is
obviously an agenda being pushed regardless of provider
input, and in the Notice of Intent issued in January, the basic
premise remained intact. The department also appears to be
progressing on a fairly aggressive timeline, putting the onus
on the coalition to propose a viable alternative in time. Despite
that frustration, Gordon feels the coalitions involvement brings
accountability to the process and brings the issue into the pub-
lic eye so the best decision can be made. 

One of the worst things that could happen if DHH forces
through an unpopular plan is that providers are lost from the

Medicaid program. Spedale said the state already does not
have many of the best providers working with the Medicaid
population because of reimbursement and paperwork issues
and he fears it could lose some current ones. “The collateral
damage that they are causing is that they are losing some of
their providers and in the long run thats not a good idea,” said
Spedale. “There is a risk, as with anything, that providers
wont participate if they dont like the way its set up,” said
Gordon. “And thats really concerning. Thats why I think the
model thats chosen should have a lot of provider input,
because in 2014 , theres going to be another 600,000 lives
insured in Louisiana by Medicaid.” However Gordon also
noted that for many providers, even if they do not like how the
new Medicaid plan is structured they will be forced to partici-
pate because Medicaid patients make up such a large propor-
tion of their patient base. Both Spedale and Gordon were
careful to note that not all Louisiana physicians are opposed
to DHHs plan and some have testified in favor of the managed
care plan.

The coalition is working on its own model, but their progress
has been delayed somewhat by waiting for requested fiscal
data from the department. Until all the data are in, it is difficult
to see how well the coalitions ideas would work, but they are
definitely looking at a model that includes the state as fiscal
partner and not the insurance companies. Spedale said there
are models across the country that do it both ways and he
acknowledged that each has its pros and cons, however, “We
just felt that in Louisiana, based on what weve seen in other
states, a model where we were in partnership with the state in
the long term would be the better way to go,” he said. Both he
and Gordon emphasize the fact that they have nothing against
insurance companies and work with them every day. However,
the coalition objects to a portion of the already stretched
Medicaid dollar going to outside insurance companies who will
not be directly involved in patient care. According to Gordon,
currently 97 cents of each Medicaid dollar trickles down to the
patient. In the managed care model, only about 85 cents
would go directly to patient care. “Instantly you are giving a fair
amount of the Medicaid budget to an entity that doesnt partic-
ipate in Medicaid right now and we just think thats not a real
good idea,” said Gordon. He also says that several states that
have gone that route have not seen the promised cost sav-
ings. Worse, the insurance companies may not have a vested
interest in the patients or the state and may cut and run when
rates drop due to the state having a rough financial year. “You
decrease your state infrastructure to shift that responsibility to
an insurance company and when the going gets tough, the
states left holding the bag, potentially without the employees
to manage the system,” said Gordon. 

The coalition is also working with DHH to address cuts to the
states Medicaid budget and to explore solutions to the pro-
grams funding issues. In November the coalition released
recommendations for short, medium, and long-term budget
relief so that healthcare providers could continue to provide
access to quality care to Medicaid patients. Specifically, the
Coalition recommended:

• Using the extended Federal Medical Assistance Percentage,

Steven Spedale, MD
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also known as FMAP, this state fiscal year to maximize
enhanced federal matching funds
• Accelerating the use of financial mechanisms, such as the
Upper Payment Limit program and Certified Public
Expenditures
• Exploring alternative funding sources currently being utilized
and expanded in other states.

While neither doctor anticipates a quick resolution to the cur-
rent debate, they both hope the coalition members will stay
together and meet on other healthcare issues in the future.
“There are always going to be things that we are going to have
different opinions on, either as individual organizations or as a
coalition,” said Spedale. While he insisted they arent going
away, he ruefully pointed out, “The coalition is only as strong
as the people who are willing to listen to it and if the advice
you are offering is falling on deaf ears, then I dont know in the
long term how good it will be.” Gordon admitted the coalition
is unusual, “But were the ones taking care of patients every
day so why not get together and do our best to do it and share
that information with our partner the state so that we are all
expending our dollars the best way and taking care of our
patients the best way.”

Although the disagreements have at times been strongly
voiced, Spedale is sure that both the state and the coalition
have the patients interests at heart and are all too aware of

the economic atmosphere within which they must accomplish
quality care. “I dont doubt their intentions at all,” said Spedale.
“We just think with this particular population the state partner-
ing with the providers long term makes more sense for
Louisiana than having a bunch of different companies come in
and run the program.” Gordon said that the coalition acknowl-
edges the fiscal crisis brewing, that the state has limited
resources, and that we need to have a better system that
rewards patients for good behavior and rewards providers for
keeping patients out of the hospital or another doctors office.
“But at the same time we just think theres a more responsible
way of proceeding with state dollars,” he said. “Policymakers
are important,” said Spedale, “But at some point you get tired
of somebody who has never taken care of patients and is not
there at 3 oclock in the morning when you are taking care of
patients, telling you how to do it.” Gordon said the coalition
does not think Medicaid managed care is all bad, and they
agree the management of the Medicaid population needs to
be improved, they would just like to see all the dollars stay in
the state and the program be driven by the providers with the
state as their partner. He also believes it is important that the
plan be sustainable and hold up through changes in adminis-
tration. “It cant change every so many years and expect to be
successful,” Gordon said. 
Source: Rodney Wise, MD, FACOG Louisiana Medicaid Medical Director, “Reshaping Louisiana
Medicaids Service Delivery Systems –Coordinated Care Networks” Louisiana Primary Care
Association 2010 Annual Continuing Education Conference Shreveport, LA June 29, 2010.
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ary L. Curtis co-founded the company that is now
eQHealth Solutions, Inc. in 1986. As its president and chief
executive officer, he has led the growth of the company
into arguably one of the most effective health care man-
agement and quality improvement organizations in the
country. Today, the company has multiple contracts
with the Centers for Medicare and Medicaid (CMS)
and with state Medicaid agencies in Illinois,
Mississippi, and Florida.

Curtis has over 25 years of experience in executive
and senior management positions in health care. He
has worked directly with the CMS work groups focused
on evaluating quality improvement nationwide and
developing the wide area network that currently sup-
ports the national Medicare quality improvement
program and its infrastructure. 

Curtis earned a Bachelor of
Science degree in eco-
nomics from Louisiana
Tech University and a
Master of Social Work
degree from Louisiana
State University. He
also has completed
postgraduate work in
quantitative methods,
COBOL, multiple pro-
gramming lan-
guages, and struc-
tured data system
design.
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Smith W. Hartley:  Can you describe for us the origins
of this company, how you began and subsequently
grew to where you are today?

Gary Curtis: In 1986 a fellow by the name of Leo Stanley
and I were working for the predecessor of this organization. It
wasnt optimally organized or governed and the Feds took
away their contract. I was building software systems for a
number of companies at that point. One I had hoped to use
here in Louisiana with the company that failed, but also for
Tennessee and Wisconsin. When the Louisiana company
went out of business I had hard decisions to make. I had
excellent software to support quality improvement and
Medicare and I didnt have a local company. So after talking
back and forth, a number of QIOs (Quality Improvement
Organizations) had offered to hire me; they wanted to set up
an operation in Louisiana and I thought, you know, if I would
be willing to work for them and if I am going to do it I ought to
just do it myself. 

So we started that way. I talked to Leo, he had been one of
our administrative officers in the prior organization, and he
was hesitant because the prior organization had worked so
poorly, but after going back and forth for a while he agreed at
least to help me write the cost proposal and I wrote the tech-
nical proposal. We started with about three of us and over
about six months of going back and forth with the Feds we
were finally selected as the contractor. So in December of
1986, with a total of less than $10,000 and a lot of hopes and
dreams and aspirations, we took the federal contract, hired
105 people in about six months, and it was just as crazy as
that sounds. 

Because they didnt have an organization for a while we inher-
ited a backlog of work for about six months that took the bet-
ter part of three years to burn off—the new work and the old
work. The Feds didnt give us any advance funding so we
were building up equity as we went. It was a “Nightmare on
Elm Street.”

After about three years we got back to an even keel. By 1995
we were ready to work on other business. In 1997 we won our
first out-of-state contract as the quality control agent for
Medicaid in Mississippi. And that doubled the size of the com-
pany. Weve always been rather slow growth—internal fund-
ing. We ran that for about five years before we were ready to
grow again. Illinois was attractive to us because they really
wanted somebody to work with them that had the data system
capacity and infrastructure that we did. We went to Illinois in
2002 and that doubled the size of the company. Two years

ago we started working with Florida and they have awarded
us contracts twice now, but weve never actually gotten to do
the work because the incumbent has taken the state to court
each time. The first time the state kind of wilted and reissued
the proposal and we all did the dance again and we won
again. This time theyve gone to court, but the court ruled in
favor of the state this time. We should be picking that contract
up probably within the next six weeks. And thats going to be
our largest contract and its pretty much going to double the
size of the company again. 

SWH:  So youll be the QIO for the state of Florida?

Gary Curtis: The QIO for Medicaid. There are separate func-
tions, but they are all governed by the Centers for Medicare
and Medicaid Services. The state has control over Medicaid.
The Feds have control over Medicare. We are the Medicare
quality control agent for Louisiana, but not for Medicaid. In
every other state we do Medicaid, but not Medicare. 

SWH:  We know about your Care Transitions project. Can
you talk about some of the other quality initiatives you
are working on now?

Gary Curtis: If you look at CMS and what Berwick (Donald
Berwick, CMS Administrator) is saying, and weve been a
partner with Berwick over the years so hes not new to the
QIO program, he has taken his Triple Aim program that he
had at IHI (Institute for Health Improvement) and is repackag-
ing it for CMS. CMS has a new Center for Innovations.
Medicare has always been a bellwether for what is going to
happen in healthcare. It being the largest single payer. With
the expansion of Medicaid its possible for the first time that
the federal government will be paying for more than 50 per-
cent of all healthcare in this country because Medicaid is
going to grow by about 30 percent. 

So if you want to know what the future of healthcare is you
want to look at your largest payer and see what your largest
payer is doing. The largest payer has three goals for that inno-
vation center and they are fairly simple, but the middle one is
care coordination. Care transitions and coaching is the begin-
ning step to care coordination, but it is just the first step. In
Illinois we are using it to track moms. Because really when
you talk about care coordination what you are doing is you are
trying to span settings from the hospital to the physician office
to home health because none of those people talk to each
other. The gains we make in one setting are very often lost by
the time you get to the next one. So we pay twice or three
times and sometimes people die because there is no manag-

So if you want to know what the future of healthcare is you
want to look at your largest payer and see what your largest
payer is doing.



ing of the care across settings. Theres also no managing
of care across intervals of time. If you have consumed
health services, you know you have to coordinate and
organize your own healthcare. Theres nobody necessar-
ily reminding you that you need to have your blood tests,
you need to check your blood pressure, you need to get
your flu shot. Most likely, unless you are in unusual cir-
cumstances, theres not anybody thats going to go home
with you and help you reconcile your meds, to make sure
you throw away the old ones and dont get them confused
with the new ones. Elderly patients and fragile patients
have that problem all of the time. We in America are pay-
ing outrageous amounts of money because we are simply
not fixing it. 

I have a blog and Im listing about 20 of those things.
Those are the reasons we are paying so much for health-
care. They generally all have a resolution, they are well
known, and the interventions to fix them are well known,
its just that we arent very good at providing leadership
across populations or across governments to get a hold of
those drivers. Some of them are as simple as the Care
Transitions project, but care transitions is the first baby
step—it needs to be propped up to where everybody has
care coordination going on. Whether you are in a man-
aged care outfit or whether you are being paid fee for
service it just makes sense to do preventive care, patient
safety, and care coordination. And those are the three
innovative things that Berwick is asking his Innovation
Center to do. 

SWH:  Do you think the state of Louisianas
Medicaid initiative is the right thing to do? Are they
missing something? As somebody who studies
policy what do you think the state is doing right or
wrong with this move toward care coordination?

Gary Curtis: Thats a difficult question because were a
political environment and everybody doesnt always say
exactly what they are doing or exactly what they mean.
And I dont think all of the cards have been dealt yet.
There are people who are looking to managed care and a
prepaid health plan as the single answer. That, in my
experience hasnt worked in a lot of states. Ill just recount
my personal experience without trying to bias it one way
or another. We play dual roles; if theres a fee for service
environment we are the pre-authorization agent and we
do quality review. If they are a managed care entity we are
the external review agent for the state to make sure that
the managed care companies are doing their job. When
we went into Mississippi there were four managed care
Medicaid companies and there were going to be five.
Instead it went the other way. It went from four to three
and three to two and for the last ten years there have
been none. 

Managed care companies are usually for-profit entities
and they are set up to make money. When you are a for-
profit entity and you are set up to make money the first



principle has to be a return on investment on your equity.
If you are not going to take that pledge and hold true to it
then you should stay out of the capital markets and
become a non-profit or some other entity. But if you say
you are a for-profit then thats the first thing on your shin-
gle. In healthcare, the first thing on your shingle has to be
“first do no harm.” So you have competing agendas at the
very top of it and its hard to reconcile those. Im not say-
ing that it doesnt ever work because it does. We have
examples of it. But my first example was Mississippi
where Ive been. My second example is Illinois. Illinois is
talking again about going down a managed care route,
but when I went to Illinois it had a managed care penetra-
tion rate of about 30 to 32 percent. We were the EQO con-
tractor overseeing about six to seven health plans, includ-
ing most of the big ones. They were trying to take pene-
tration rates from about 30 percent to 60 percent and
claimed they were going to do it within three years.
Instead it went the other way and went to 25 percent.
Then it went to 18 percent and right now its 8 percent. So
if you are going to pull out a silver bullet and say prepaid,
commercial health plans are going to be the answer to the
Medicaid population, I am going to have to tell you that we
need to talk more about it because that does not fit my
experience. 

SWH:  Could we say that being capitated and being
for-profit just fundamentally wouldnt work?

Gary Curtis: No, because I believe there are ways to
reconcile “first do no harm” and return on investment. Im
just saying it is hard to do. 

SWH:  Theres just a natural suspicion built in to
the model?

Gary Curtis: Not any more so than how many painters
do you interview before you hire someone to paint your
whole house? And how many times have you had a
painter come out that you were disappointed in? Or
bought a car where they didnt expose all the weakness-

If we dont do it and we
dont start now, then the
price we will pay in our
economy will be catastroph-
ic because we will move
from 25% to 35%. All the
cost drivers are faced the
wrong way.



es? Its buyer beware and healthcare is a very complex sit-
uation. You cant apply the free market to it because theres
not enough information available to the purchaser and with-
out that information they cant make wise decisions. So you
have a very warped market where you really need some
protections built in. 

I would say the thing that Louisiana needs to do, that every
state needs to do, is to have more than one bullet. Asking
pre-paid managed care to be the silver bullet I think is a
mistake because you need multiple forms to deliver coordi-
nated managed care. The new Healthcare Act allows for
accountable care organizations. They dont really define
what those are, but an accountable care coordination enti-
ty could be anybody that cobbles together an arrangement
of physicians, home health, acute care hospitals, maybe
even long term care and goes about the business of taking
care of populations of patients over intervals of time and
across sites of care. My humble opinion is that every state
would be well placed to try every different application of that
they could find. New Orleans isnt at all like Lake Charles,
which isnt at all like Alexandria, so to find that you would
need different infrastructures in those three places wouldnt
surprise me. I dont think it would surprise you. So why say
one size fits all? Why not let the organizations in those
communities form these accountable care organizations in

the ways that best fit their community and let them all go to
the dance and well see which one we like better?
Successful models over time will be replicated and failures
will morph into something more successful or be replaced.
Thats the way our market works. The faster we can do that
the sooner we would get to a place where, as a population
in Louisiana, we have choices about the types of ways we
want care delivered. 

I think the thing that isnt
talked about is patient safe-
ty. Hospitals are very dan-
gerous places and people
die in hospitals every day
from avoidable conditions.
Thats not a subject every-
body wants to read.



SWH:  What is your opinion on the national health
bill and how do you think it will play with
Louisiana?

Gary Curtis: Thats a dicey situation, but Im not going
to avoid it. You would have to say that the bill is not what
anybody really wanted. Its not healthcare reform; for the
most part its insurance reform. Im not the first person to
say that. Its got a number of things that people really like
that I personally like, that probably you all like if you have
kids. Because my kids are now back on my insurance
policy and Im not having to pay $500 a month for both
my son and my daughter. I thought I was being a pretty
good parent and part of corporate America even though
a non-profit part, but Ive started for-profits also, so I
understand the system and the way it works and I partic-
ipated in the insurance policies all my life. Then I find,
just because my kids have aged out, but not enough to
be on their own, we are all paying big prices. So thats I
think a very welcome feature that Middle America, along
with me, really supports. The feature about pre-existing
conditions–in my conscience I cant say that if you hap-
pen to have a history of cancer or breast cancer in your
family that because you change jobs you will never have
health coverage again. My conscience wont let me do
that and I dont think I am very far from the center. So I
think there are things about this bill that are very com-
pelling that at least move us in the right direction,
although in total, theres a lot of stuff hanging off of it that
make a lot of people uncomfortable that we need to look
at. But Im glad to see us taking one step forward rather
than nothing, because thats whats been happening up
until now. 

SWH:  Theres always been talk about tying
provider compensation to quality care. Is that
really feasible and how do we do that?

Gary Curtis: Yes. Lets take readmissions for example.
Our project, which was written up in the New York
papers and won an award from CMS, out of the thirteen
or so projects were the poster child for success. It is that
way because the hospitals in the Baton Rouge area
have made it so. The hospitals in the Baton Rouge area
have recognized that CMS, the Feds, are going to come
along and bundle payments. In other words if you go into
the hospital with pneumonia, right now if you get dis-
charged and readmitted they get a whole new DRG
(Diagnosis Related Group) payment every time you
cycle back through. The Feds have said to Baton Rouge
General, to the Lake, to all the five hospitals in our area,
“Were going to move to a payment where were going to
bundle the payment. Were going to pay you maybe 1.3
or 1.7 of a DRG and then its your business to keep that
person out of your hospital.” Now to a hospital that knew
they had very frequent readmissions for a specific diag-
nosis theyre looking at that and saying “Ive been getting
paid every time and now Im getting paid 1.3, 1.5, or 1.7
so Im going to have to take steps here that I havent



taken before.” To do that you have to coordinate care and
Care Transitions is the beginning of that. 

But Care Transitions and readmissions is an outcome. It is
a very specific item we can count. Its not hard to do it, but
it is an outcome of care. Its not just per anything. If you can
keep your pneumonia patients healthier and keep them out
of the hospital then you are going to do well under bundled
payment. And we will have taken one step towards that
goal. Another one they are taking is in the way we pay
physicians. Right now, in the way that physicians are being
reimbursed to use EHRs, youll get your first incentive pay-
ment for just going to get an EHR system and setting it up.
Theres another step up increase where youll get another
participation because you are actually using it for e-pre-
scribing and things like that. The highest level of participa-
tion is called meaningful use. Meaningful use is actually
going to be where that physician is showing hes using his
EHR information to make sure the care for that patient is
coordinated in some fashion. We dont know how that final
payment is going to work out. There are a lot of ends to tie
up on how that will actually be done. But all of those type
things, even if they are just process measures, will prove
the physician is counting the number of HbA1c tests youve

had, hes actually maintaining a file for you on lipid profiles,
diabetic eye exams, prevention, immunizations, well-per-
son checks. So we will be moving from paying a physician
from simply another click because a patient walked through
to an outcome. Not totally, but part of his reimbursement
will be tied to those outcome steps.

Its a logical thing to do. Its very reasonable. Its possible
for us to do it and Im quite certain that we are going to do
it. Its a matter of how soon can we get there? But the prob-
lem is really extremely urgent. A lot of people dont agree,
but I remember when people were complaining when
healthcare costs were about 13% of the GDP. Now its up
around 17% to 19% and its going to go to 25% percent
before we can ever do anything about it because EHR
adoption is not going to be a reality in three years and
meaningful use is going to lag probably another three years
behind that. Truth be known, we are going to go through
the next ten years without the infrastructure that we really
need to coordinate care. From this point there is nothing we
can do about it. But if we do everything we need to right
now, in ten years we can have a handle on coordinating
care for patients across settings and across intervals of
time. If we dont do it and we dont start now, then the price



we will pay in our economy will be catastrophic because we
will move from 25% to 35%. All the cost drivers are faced
the wrong way. Physicians are being paid to do more and
more procedures and more and more surgeries and the
less time spent with the patient means more money in their
pocket. Those are all very focused, very specific incentives
that we are applying right now and they are all wrong. We
have to reverse the incentives that we have in place that
are driving the costs of healthcare in very specific ways and
we have to do so with a sense of urgency in my opinion. 

SWH:  Is there anything out of the box thats not
being discussed? What are we missing?

Gary Curtis: I think the thing that isnt talked about is
patient safety. Hospitals are very dangerous places and
people die in hospitals every day from avoidable condi-
tions. Thats not a subject everybody wants to read. And its
not a topic where you are going to get a group of physi-
cians and some hospital administrators, CFOs, and even
QIOs and very often have a discussion. But Don Berwick is
all about that. He is going to take this country and he is
going to take CMS and were going to have more and more
discussions about unnecessary deaths coming while we
are trying to deliver care. And the message there is a criti-
cal one. Its not the fault of the caregivers; the doctors, the
nurses, the administrators are all doing what they can. But
our systems and infrastructures that those people have to
operate in are broken. Just as in the same way as we had
Katrina after the disaster in New York with the Twin
Towers—nobody could talk on the same radio frequencies.
Simple enough to fix. Dont you think after the Twin Towers
crashed that in Katrina they would have been able to talk to
each other? But we know that didnt happen and that they
couldnt. The Feds couldnt talk to the State and the State
couldn't talk to the Feds and the sheriffs were going, “Well
were throwing everybody out.” In other words we had a
mess. Thats not because of bad intentions. Its because
the systems that we set up werent adequate to do the job.
Thats what we have in healthcare. We have an inadequate
patient safety infrastructure and commitment to keep need-
less deaths from happening. I think Berwick will lead us
through it, but if theres something hidden thats not being
discussed, I think thats probably it. 

SWH:  Can you tell us about the contract for health
information technology you were awarded in
Mississippi?

Gary Curtis: We were awarded the contract to be the
regional extension center for health information technology
in Mississippi. It was a competitive process that we went
through with the Feds to get this. Theyve made the com-
mitment that electronic health records are what they want.
They saw the model that they are using with agricultural
extension centers as the way to go about it so they set up
a process where companies could become regional exten-
sion centers for health information technology for different

Health Care Cost Drivers
Gary Curtis identifies the major cost drivers con-
tained in five primary areas within the health
care system:

1. Medical Services
• ER utilization
• Overutilization of diagnostic services
• Brand name vs. generic drugs
• Lack of adoption of best clinical practices
• Overuse of institutional care and end-of-life
care, among others

2. Care Coordination
• Lack of coordinated and/or integrated care
• Overuse of specialists
• Lack of integration of behavioral health issues
• Large variation in practice patterns

3. Community Issues
• Lack of patient engagement in their care
• Increasing chronic conditions
• Obesity
• Lack of family planning
• Aging population
• High unemployment rate

4. Health Care Administration
• Rampant fraud and abuse
• Low rate of health information technology
adoption

5. Quality of Care
• Patient safety
• Drug safety 
• Medical errors

Source: Curtis, Gary, “Accelerating Change in Health Care: It
Starts with Changing the Conversation and Continues with
the Next Right Step,” http://www.eqhssmarterhealthcare.org
/health-care-cost-drivers/.
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geographies, in most cases a full state. So we bid on that
contract and we were selected. What that means is we now
have staff that is working daily in Mississippi with physician
offices and small hospitals to help them establish EHR in
their practices. 

We did get a CMS/ ONC (Office of the National Coordinator
for Health Information Technology) recognition for our work
there. As far as we can tell, Mississippi, because of our
work, is leading the nation. Weve got about 1600 physician
practices at last count that have taken at least a step and
have committed that they are going to do it. They may be
in the beginning stages of it or all the way through up to the
end stages, but by and large most everybody is at the
beginning. That is huge, but the beginning to that work,
although that work is in Mississippi, began over two years
ago in Louisiana. And we have, out of our own nickel
because our board is largely physicians and were a 2000
physician member organization, weve put up to $.25 mil-
lion a year into providing staff to Louisiana physicians and
in some form or fashion have worked with about 700 over
the last 24 months. We were shooting competitively for the
contract for Louisiana and we didnt get that. The Quality
Forum was awarded it. So theyve got their own progress
report Im sure, but we are proud that we were able to use
that experience and transfer it over to Mississippi. Because
physicians having the infrastructure to be able to talk to
people is the beginning step. Its hugely important. 

SWH:  You have a summit in April. Can you tell us a
little bit about that? Why do you do that and what
should we expect?

Gary Curtis: The “why” question is a very good one. We
had started on a smaller scale where every contract cycle,
every three years, we were taking major objectives from
the federal government to work on prevention of hospital
acquired infections, or transitions, or care coordination, or

patient safety issues and prevention. We have had some
providers that originally wanted blinded results, but after
they got together and talked, they said, “Okay take the cov-
ers off, we want to see what each other is doing.” So we did
and it produced some camaraderie, I think, between the
various providers and they started trading information
about how they did this, that, and the other. So it was pret-
ty much their idea to have an awards ceremony for those
of us that are doing best. Lets crow a little bit about these
achievements because to be truthful, all of these people
work very hard day in and day out and they dont get recog-
nition from the public. Nobody knows that theyre doing it.
They themselves know they are doing it. So this awards
function annually is to sit down and say thank you to all of
the providers that are working. They are doing this volun-
tarily and theres no money attached to these awards, but
they can take it back to their communities and tell their
communities, “We just got recognized by a federal entity
that we are doing the things that we are supposed to be
doing in our community.” Thats the why of it. Its just a
chance to say thank you. 

The philosophy is if you are seeing a behavior you want
repeated then reward it and youll get more of it. That has
been true and a function throughout the objectives regard-
less of which one. It has propelled providers to take
stronger and stronger positions and going and talking to
their chief operating officer or their chief of staff or their
CEO saying, “We want to do this, we believe its good for
patients, its good for the community and we can use these
awards and well put it in the paper and well make this
facility look good.” So thats the why and thats how it
works. Each year has gotten better so were very proud of
it. The awards are based on key metrics established by the
Feds for quality improvement. You are not going to get rec-
ognized unless you have made significant improvements in
this particular indicator. When you start looking at the care
and looking at the key measures of quality that CMS
believes need to be improved upon, those are the ones that
they pay us to work with the providers, and those are the
metrics that the providers are in turn improving on. 

SWH:  So personally whats next for you? 

Gary Curtis: I read your article with Greenstein (HJBR
Jan/Feb 2011) and I have met with him a couple of times.
And I asked him the same question that I will pose now.
What Im looking for is the conversation that we need to
have. I have been here for 25 years and I know John
Matessino of the Louisiana Hospital Association, and I
know Mike Reitz over at Blue Cross and Ive known them
for a long time, and weve had conversations over the
years, but the conversations that weve had have resulted
in a system thats not sustainable. Its costing too much
money to do it. Even if the results were better than they are
and they arent great. I mean when you take a look at read-
missions and say that readmissions are at a level of 20%,

I want a different discus-
sion where we can look for-
ward to something moving.
I think its worth probing
each other until we find the
conversation that produces
that.



that means that your industry has a failure rate of 20%.
There is no other industry in America that could exist with
a 20% failure rate, yet we put up with it in healthcare all
day long and dont think anything about it. The truth of the
matter is thats just one example; hospital acquired infec-
tions could be considered another, where were not only
destroying families and individuals, but its costing us a
Georgia fortune to do it. I want to find the conversation
that we could have, whether its me and John Matessino,
me and you, me and Greenstein, that would lead to a dif-
ferent result than we are looking at right now. Because I
want us to have that conversation and I want us to have
that conversation now. I think we need to ask each other
questions that we havent asked each other yet. And
maybe one of those questions will lead to a new scenario,
somebody saying, “What if? If you can do this I can do
that and if we put them both together wed have maybe an
answer.” Ill put up with anything besides the status quo or
the conversations weve had in the past. I dont want to
hear somebody talk about, “Well theyre never going to do
managed care in my state.” Or “Fee for service is all there
is.” Or “Its my bottom-line and nothing else.” I want a dif-
ferent discussion where we can look forward to some-
thing moving. I think its worth probing each other until we

find the conversation that produces that. Im willing to
have 25 of them and junk them all one by one until we get
to the proper conversation that we need. Thats the first
thing in the “what now?” category. 

The second thing is Im going to keep hammering on
these cost drivers because I know they are fixable.
Addressing all of them seems improbable and impossible,
so whether its insurance companies, whether its big
business, entrepreneurs, the state, Im saying lets just
take two or three of them. There are probably 20 of them,
but there are two or three that we could work on this year.
Because if we did that, in about seven or eight years we
could have hit and made progress on nearly everything
on that list. That seems to me preferable than doing what
we are doing now, which is kind of marginal working
around the edges with very little commitment to a focused
goal in this state and not just this state, in any state Im
working in. 

So I think we look for changing the conversation, I think
we look for commitment, and I think we look to get some
focus, some leadership, and some energy around about
20 items we just cant afford to do any more. 
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CODING
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oding. It is a word capable of sending shivers down the back of
any who have been tasked with the job or burned by its com-

plexity. So it is no wonder that upcoming major changes to the International
Classification of Diseases (ICD) code have caused a flurry of concern.
Created by the World Health Organization (WHO), the ICD is designed to pro-



mote international comparability in the collection, processing,
classification, and presentation of mortality statistics. It is used
to classify diseases and other health problems recorded on
health records and death certificates. In addition to enabling
the storage and retrieval of diagnostic information for clinical,
epidemiological, and quality purposes, these records also pro-
vide the basis for the compilation of national mortality and
morbidity statistics by WHO Member States.

Periodically the code is revised and updated to incorporate
new developments or changes in medicine. The latest revi-
sion, ICD-10, was actually created in 1993 and has already
been incorporated by most countries throughout the world, but
is not slated to take effect in the United States until October 1,
2013. The changes are significant and will require software
changes and additional training for those involved in coding.
In addition, on January 1, 2012, standards for electronic
health care transactions change from Version 4010/4010A1 to
Version 5010. These electronic health care transactions
include functions like claims, eligibility inquiries, and remit-
tance advices. Unlike the current Version 4010/4010A1,
Version 5010 accommodates the ICD-10 codes, and must be
in place before the changeover to ICD-10.

In the United States, ICD-10 usually refers to the U.S. clinical
modification of ICD-10: ICD-10-CM. This code set will replace
ICD-9-CM, our current U.S. diagnostic code set. ICD-10 dif-
fers from ICD-9 in several ways:
• ICD-10 is printed in a three-volume set. ICD-9 is a two-vol-
ume set. 
• ICD-10 has alphanumeric categories rather than numeric

categories. 
• Chapters have been rearranged, titles have changed, and
conditions have been regrouped. 
• ICD-10 has almost twice as many categories as ICD-9. 
• Coding rules for mortality have changed slightly.

Another designation, ICD-10-PCS, for “procedural coding sys-
tem,” will also be adopted in the United States. ICD-10-PCS
will replace Volume 3 of ICD-9-CM as the inpatient procedur-
al coding system used by hospitals and by payers. ICD-10-
PCS is significantly different from Volume 3 and from CPT®
codes and will require significant training for users. ICD-10-
PCS has nearly 71,000 seven-digit alpha-numeric codes.
Codes are selected from complex grids, based on the type of
procedure performed, approach, body part, and other charac-
teristics.

ICD-10-PCS will not affect coding of physician services in
their offices. Current plans allow CPT to remain the coding
system for physician services; however, physicians should be
aware that documentation requirements under ICD-CM-PCS
are quite different, so their inpatient medical record documen-
tation will be affected by this change. 

Although the move to ICD-10-CM will cause some hardship,
the change is overdue. Not only is the United States far
behind the rest of the world in implementing it, but ICD-9-CM
also has several problems according to the AAPC, which pro-
vides professional credentialing to medical coders. The pri-
mary issue is that ICD-9 does not have the room to keep up
with medical science. Organized scientifically, each three-digit

http://www.aapc.com/ICD-10faq.aspx



category can have only 10 subcategories and most numbers
in most categories have been assigned diagnoses. There are
no numbers open to assign to new diagnoses as they are
identified. Computer science, combined with new, more
detailed codes of ICD-10-CM, will allow for better analysis of
disease patterns and treatment outcomes. These same
details will streamline claims submissions, since they will
make the initial claim much easier for payers to understand,
said the AAPC.

Some are alarmed that the switch from ICD-9-CM to ICD-10-
CM will mean a growth from approximately 13,600 codes to
69,000 codes, but many of these will be as a result of new
detail rather than new diagnoses. ICD-10-CM codes will carry
much more detailed information. For example, a single code
can be found to report a disease and its current manifestation
(i.e., type II diabetes with diabetic retinopathy). In fracture
care, the code differentiates an encounter for an initial frac-
ture; follow-up of fracture healing normally; follow-up with
fracture in malunion or nonunion; or follow-up for late effects
of a fracture. Likewise, the trimester is designated in obstetri-
cal codes. While an ICD-9-CM code may identify a condition
of, for example, the ovary, the parallel ICD-10-CM code iden-
tifies four codes: unspecified ovary, right ovary, left ovary, or
bilateral condition of the ovaries.

The switch to ICD-10 will require significant education and
training for physicians, coders, and other healthcare person-
nel. Some of that training is already available, however the
AAPC recommends that comprehensive code-set training
should take place closer to the October 1, 2013 implementa-
tion date for three reasons: 
• It is difficult to remember codes that are not being currently
used for a lengthy period of time.
• The ICD-10 codes are still changing and will not be frozen
until October 1, 2011 (2012 codes). 
• Your money will be better spent later.

The good news is that despite the changes, the organization,
guidelines, conventions, and rules are very similar between
the two coding systems. Although additional training and
qualification will be required, those who are qualified to code
ICD-9-CM should be able to easily make the transition to cod-
ing ICD-10-CM. Once the codes are set, AAPC will require its
members to pass an open book ICD-10 proficiency test with-
in two years, beginning October 1, 2012 and ending
September 30, 2014. 

The Centers for Medicare & Medicaid Services (CMS) ICD-10
Web site includes links to CMS Version 5010 information as
well as resources to help prepare for the U.S. healthcare
industry's change from ICD-9 to ICD-10 for medical diagnosis
and inpatient procedure coding. AAPCs ICD-10 site also pro-
vides useful links and FAQ.

Sources: AAPC, ICD-10 FAQ, http://www.aapc.com/ICD-10/faq.aspx;
Centers for Disease Control, International Classification of Diseases,
Tenth Revision (ICD-10), http://www.cdc.gov/nchs/icd/icd10.htm; World
Health Organization, International Classification of Diseases (ICD),
http://www.who.int/classifications/icd/en/
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STATE
Blue Cross Seeks Angel Nominations
Blue Cross and Blue Shield of Louisiana has issued its
yearly call for nominations for the Angel Award® with a dead-
line of May 13. The Angel Award, presented by the Blue
Cross and Blue Shield of Louisiana Foundation, annually
recognizes eight Louisianians who do extraordinary volunteer
work to improve the lives of our states at-risk children.
Because making a difference in Louisianas communities
requires time and money, the Angel Award includes a $20,000
grant from the Foundation for each honorees charity.

Angel Award honorees have come from all walks of life and
have ranged in age from 17 to 93. What they all have in com-
mon is going far beyond the call of duty to improve the lives of
Louisiana children–the future of our state. The Blue Cross
Foundation encourages anyone who knows an angel for kids
to nominate him or her for the 2011 Angel Award. 

The deadline for nominations is May 13, 2011. To nominate
someone or learn more about the Angel Award, visit www.bcb-
sla.com and click on About Blue, then Company, then The
Angel Award. Angel Award honorees are selected by a panel
of past recipients based on their efforts to enhance a childs
life physically, mentally, emotionally or spiritually. The volun-
teer work may be done individually or through churches,
schools or civic organizations. 

Marusak Joins LSMS Legislative Team 
The Louisiana State Medical Society (LSMS) has
announced the addition of Jennifer Marusak to its legislative
team. Effective immediately, Marusak is the new associate
director of Governmental Affairs for LSMS. Marusak is a
local public relations consultant and lobbyist who owns the
online news clipping service, On Track With Marusak. The
Natchitoches native and University of Louisiana-Monroe
graduate formerly served as confidential assistant to
Secretary of State Al Ater, executive director of the
Louisiana River Pilots Association, legislative affairs direc-
tor and communications director for former Governor Mike
Foster, and served as government and infrastructure vice
president and communications director for the Monroe
Chamber of Commerce. Marusak had recently worked on
special projects with the LSMS and the group felt it needed
her talents to better navigate the political waters in the upcom-
ing legislative session, said executive vice president Jeff
Williams.

Greenstein Freezes Rate Reductions  
Department of Health and Hospitals Secretary Bruce D.
Greenstein announced a freeze on Medicaid provider rate
reductions for the remainder of the 2011 fiscal year and elim-
inated an original reduction in the hospital “outlier” program.
Greenstein also announced the withdrawal of emergency
rules that would have implemented rate reductions in the
Medicaid budget effective Dec.1, 2010. DHH indicated that
the move was taken to ensure clarity for providers over a sec-
ond set of cost-saving and efficiency-generating rules DHH

submitted that took effect Jan. 1, 2011 and remain in effect.
Secretary Greenstein also withdrew the emergency rule for
the hospital outlier program, which provides funding for the
care of premature, low-birth weight babies. 

DHH is also working with the hospital industry to provide crit-
ical services by accelerating a new Upper Payment Limit
(UPL) program. Under this program, UPL agreements transfer
health programs for the poor and needy from public institu-
tions to private hospitals, freeing up state general funds.
These funds can then be used to draw down additional
Medicaid dollars for the private hospitals in exchange for the
provision of these health services. Already, since early
December, sixteen hospitals that have entered into such
agreements have received $27 million in supplemental pay-
ments. 

Kliebert Replaces Keck
Kathy Kliebert has been appointed as deputy secretary of
the Louisiana Department of Health and Hospitals. She
will take over from Anthony Keck who is leaving to head South
Carolinas health department. As deputy secretary, Kliebert
will be responsible for overseeing all of the department's
major program offices, including behavioral health, aging and
adult services, citizens for developmental disabilities and pub-
lic health, as well as the Louisiana Commission for the
Deaf, human services districts, and the state's Birth
Outcomes Initiative. She will also work across agencies to
continue development of the Coordinated System of Care,
an initiative to better coordinate services for children in crisis.
The deputy secretary also plays a critical role in development
of the budget for each program office and the agency as a
whole.

Previously Kliebert served as assistant secretary of the newly-
formed Office of Behavioral Health where she has overseen
the transition of combining the offices of mental health and
addictive disorders. Prior to that appointment last year,
Kliebert served as assistant secretary for the Office for
Citizens with Developmental Disabilities (OCDD) since
2004 where she successfully led a multi-year transition to
move individuals out of institutions into more effective and
appropriate community-based services, reducing the institu-
tion population by more than 26 percent.

Prior to taking her role as assistant secretary of OCDD,
Kliebert served as diversification director of the
Metropolitan/Peltier-Lawless Development Centers in
New Orleans and Thibodaux where she led the expansion of
community-based options for people with developmental dis-
abilities. She has 17 years of experience as a licensed clinical
social worker and has a master's degree in social work. She
serves on the Children's Cabinet Advisory Board and with
the American Association on Intellectual and
Developmental Disabilities.

Blue Cross Praises LSU Providers
LSU Health reports that it has received major recognition for
provider excellence from the Blue Cross and Blue Shield of
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Louisiana (BCBSLA) Quality Blue Program. The new pro-
gram dramatically shifts the model of payment to doctors and
hospitals from quantity-based payments (higher reimburse-
ments for volume of patients seen and served) to quality-
based payments (higher payments for the quality of care
delivered to patients).

Of the 80 doctors inducted into the program in Louisiana, 40
were LSU doctors. The doctors were inducted into the Quality
Blue Physician Recognition Program after demonstrating the
effective use of health information technology solutions to
promote the delivery of high-quality care. Specifically, these
physicians met national benchmarks for excellence associat-
ed with evidence-based medicine and care management of
patients with chronic conditions.

The LSU physicians were recognized for achieving excel-
lence in the “Physician Office System” category, which
gauges efficiency in general office practices and the integra-
tion of technology, such as electronic health records. BCB-
SLA awarded to these LSU doctors Bridges to Excellence
(BTE) Physician Office Systems recognition at Level 1, with
the exception of the Outpatient Clinic at Lallie Kemp
Regional Medical Center (LKRMC) in Independence, which
received Level 3, the highest level.

The following physicians in the LKRMC Outpatient Clinic
received Physician Office Systems recognition:
Mamatha Ananth, MD 
Carl Lamprecht, MD
Abbey Lewis-Gallien, MD 
Catherine McCormick, MD
Tashawn Mustiful, MD
Matloob Rehman, MD 
M. Asif Sheikh, MD

At the Earl K. Long Medical Center Family Practice Clinic,
in Baton Rouge, the following physicians received Physician
Office Systems recognition:
Marta Fechete, MD
John Taylor Howe, MD
Yihong Zheng, MD

At the University Medical Center Pediatric Clinic, in
Lafayette, the following physicians received Physician Office
Systems recognition:
Stephen Clifford Barnes, MD 
Richard Franklin Howes MD 
Theodore Edward Kretschmer, MD 
Mary Kay Thomas, MD 
Donna Jean Wilson, MD

At the Interim LSU Public Hospital Medicine Clinic, in New
Orleans, the following physician received Physician Office
Systems recognition:
Angela McLean, MD

At the LSU Bogalusa Medical Center Family Medicine
Clinic, Memphis Street Outpatient Clinic, Pediatric Clinic

and Thomas Clinic, all in Bogalusa, the following physicians
received Physician Office Systems recognition:
William Pryor Crooks, MD
Richard Davis Friend, MD
John Joseph LaMartina, MD
Richard Hortman, MD
Anthony Pham, MD
Katherine Knighten Beatty, MD
Elizabeth M. Caine, MD
Jerry A. Thomas, MD

At South Louisiana Medical Associates at the Leonard J.
Chabert Medical Center, in Houma, the following physicians
received Physician Office Systems recognition:
Richard L. Brook, MD
Terry J Delord, MD
Adela P Dupont, MD
Mary L. Eschete, MD 
Therryll L Johnson, MD
Jimmy O. Lao, MD
William A. Marmande, MD 
Ronald C. Marts, MD 
Carlos C. Perez, MD 
Rhonesia Simmons, MD

At the W. O. Moss Regional Medical Center Primary Care
Clinic, in Lake Charles, the following physicians received
Physician Office Systems recognition:
Harpal Benipal, MD
Tariq Khan, MD
Ping Kok Lie, MD
Muhammad Shaikh, MD
Mohammed Sarwar, MD

Though the NO/AIDS Task Force Clinic, in New Orleans, is
not an LSU clinic, it is staffed by LSU physician Mary
Josephine Murphy, MD, who also received Physician Office
Systems recognition.

The physicians and clinics inducted into Quality Blue will
receive additional compensation from Blue Cross for main-
taining the high quality standards of the Quality Blue program.

DHH Goes Gourmet
Acclaimed Louisiana Chef John Besh joined DHH's New Media
Initiative as a guest on the Department's blog,
www.myhealthla.org, where he shared healthy Louisiana-
inspired recipes. Besh is a southern Louisiana entrepreneur
known for his dedication to fresh, high-quality ingredients and use
of distinctive culinary techniques. He owns six praised restau-
rants, August, Besh Steak, Lüke, La Provence, American
Sector, and Domenica, where he exemplifies the culinary treas-
ures Louisiana offers. DHH's blog was created to share important
health information and news with Louisianians, and features
timely health topics relevant to residents. 

North Oaks Opens Livingston
Parish Medical Complex 
The new North Oaks-Livingston Parish Medical Complex,
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located at 17199 Spring Ranch Road in Livingston is now
open for business. The 47,000-square-foot facility has been
designed with a focus on patient privacy, comfort, and con-
venience to meet community needs and strengthen the
foundation of health are in Livingston Parish. 

The complex will offer a full complement of outpatient and
diagnostic treatment services including: cardiology, radiolo-
gy and rehabilitation services, as well as a lab for blood
work and specimen collection. Three clinics and meeting
facilities for health education also will be located within the
complex. North Oaks Multispecialty Group will support
the primary care network of physicians in Livingston Parish
by offering specialized care in cardiology, ear, nose and
throat, internal medicine, neurosurgery and orthopedics,
while North Oaks Walk-In Clinic will provide care for most
illnesses and minor injuries in infants (age 3 months and
older) to adults without an appointment. In addition, the
Walker location of North Oaks Family Medicine Clinic will
relocate to the facility.

DHH DSH Appeal Rejected
Despite an appeal, Louisiana will have to repay $239.5 mil-
lion to the federal government for overpayments the agency
made to fund LSU hospitals between 1996 and 2007. The
Departmental Appeals Board within the U.S. Department of
Health and Human Services ruled in favor of the Centers
for Medicare and Medicaid, which had claimed that the
state owed $362 million for billing for costs not allowed
under Medicaid rules in the Disproportionate Share Hospital
program. DHH had identified $122.6 million in offsetting
funds, but maintained its appeal of the remaining $239.5
million, hoping for a favorable ruling.

DHH Secretary Bruce D. Greenstein expressed disap-
pointment in the decision and concern over the loss of near-
ly $240 million in the Medicaid program during already tense
times. However, he said the department had been preparing
for the worst-case scenario and had avoided spending
funds set aside for the disallowance. DHH has already set
aside $90 million in this fiscal year to cover a portion of the
disallowance payment and has included the additional
money as DHH officials work with the Division of
Administration to develop the budget for fiscal 
year 2011-12. 

The disallowance was originally issued by CMS on
September 15, 2009. CMS asserted that in 1997 the state
did not appropriately recoup DSH dollars that were overpaid
to the nine state-run LSU-HCSD hospitals. The state has
maintained in its appeals that CMS expressly approved a
state policy that struck recoupment language in 1997 and
should only be liable for about $7 million overpaid in the first
three quarters of that year before CMS approval. Even so,
the department took immediate steps when the disal-
lowance was first issued to aggressively review all
LSU uncompensated care payments to ensure
only allowable costs are now included in those
payments. 

Humana Names Bagby Commercial Market President
Humana Inc. (NYSE: HUM) has named Rhonda Bagby
president of its Louisiana commercial operations. As
Humanas senior commercial executive for Louisiana,
based in New Orleans, Bagby is responsible for the states
overall commercial operations, including medical and spe-
cialty benefits. She reports to Humanas southeast commer-
cial operations CEO Craig Drablos.

Bagby has been with Humana since 2005, most recently as
the companys interim commercial president for Louisiana,
and prior to that as the companys southeast region chief
financial officer, responsible for commercial plan oversight
for Florida, Georgia, Louisiana, Mississippi, and Tennessee.

Prior to joining Humana, Bagby held various positions with
UnitedHealthcare, including a national role in medical eco-
nomics in 2004-2005 and as chief financial officer of the Gulf
States Region from 1999-2004. Bagby is a Certified Public
Accountant, Certified Internal Auditor and a Certified
Financial Examiner in insurance. She received her bache-
lors degree in accounting and a masters degree in busi-
ness administration from Delta State University in
Cleveland, Miss.

Providers Recognized for EHR implementation
Louisiana Department of Health and Hospitals Incoming
Deputy Secretary Kathy Kliebert was recently joined by
leaders from Louisiana State University Health Sciences
Center in Shreveport and CHRISTUS Health Louisiana to
support the Louisiana Medicaid Electronic Health
Records (EHR) Incentive Program and recognize Winn
Community Health Center, the first federally qualified
health center (FQHC) in the nation to receive an incentive
payment. 

Through the Louisiana Medicaid EHR Incentive Program,
which began Jan. 3, 2011, eligible Medicaid providers or
hospitals can receive payments for demonstrating they have
adopted, implemented or upgraded EHR in their practices.
As of Jan. 11, five eligible hospitals and 55 eligible providers
in Louisiana had enrolled. 

Louisiana Medicaid received federal funding for this pro-
gram through the Health Information Technology for
Economic and Clinical Health, or HITECH, Act, which estab-
lished programs under Medicare and Medicaid encouraging
health care providers to adopt and effectively use EHR and
health information technology. Louisiana is among the first
states, along with Iowa, Oklahoma, and Kentucky, encour-
aging EHR use through Medicaid. 

Under the federal guidelines for this program, FQHCs,
which treat people in traditionally medically underserved
communities, are one type of eligible facility. Louisiana is the
first state to have an FQHC enroll and receive payment for
using this technology effectively. Louisiana Primary Care
Association (LPCA), the statewide trade Association of the
FQHCs, is partnering with the Louisiana Health Care



Quality Forum Regional Extension Center to proac-
tively execute a plan assisting its members in enrolling
in the program and achieving meaningful use. 

Through the program, eligible providers receive an ini-
tial payment for adopting electronic health records, and
can receive continued payments for five more years if
they demonstrate meaningful use of certified EHR tech-
nology in ways that can be measured significantly in
both quality and in quantity. Providers can earn more
than $60,000 throughout a six-year participation period.
Eligible providers include physicians (primarily doctors
of medicine or osteopathy), nurse practitioners, certified
nurse-midwives, dentists, and physician assistants
practicing in FQHC or rural health clinics led by a physi-
cian assistant. 

The Louisiana Health Care Quality Forum (LHCQF)
Resource Center serves as the states hub for technical
assistance, guidance, and information to support health
care providers in adopting and meaningfully using EHRs.

Through the program, childrens hospitals and acute
care hospitals that treat Medicaid patients are also eli-
gible for incentive payments. Incentive payments to
participating hospitals are based on many factors, but
each will receive at least $2 million as a base payment.
The hospitals participating in todays event are among
the first five in the state to register. 

Interested participants should visit DHHs EHR
Incentive Payment Program page at
www.MakingMedicaidBetter.com, call 225-342-4810, or
e-mail ehrincentives@la.gov to learn more about how
they can enroll for the program and receive payments. 

North Oaks Names 2010 Physician of the Year 
Cardiologist Jherie D. Ducombs, MD, has been select-
ed as North Oaks Health Systems Physician of the
Year for 2010 based on exceptional dedication to peo-
ple, service, leadership, continuous improvement in
patient care and community involvement. The Medical
Executive Committees for North Oaks Medical Center
and North Oaks Rehabilitation Hospital accept
Physician of the Year nominations annually from North
Oaks employees, volunteers and physicians.
Nominations described Dr. Ducombs as a physician
who spends time with her patients and considers her
patients feelings in their care plans. Other comments
commended her professional, personable demeanor
with both patients and staff.

A member of the North Oaks Medical Staff since July
2004, Dr. Ducombs practices at North Oaks
Cardiology in Hammond. She earned her medical
degree at Louisiana State University Health
Sciences Center in Shreveport. She completed an
internship and residency in Internal Medicine at the
Medical University of South Carolina in Charleston,
and a fellowship in Cardiology from the University of



Texas Medical Branch in Galveston. Dr. Ducombs is certi-
fied by the American Board of Internal Medicine in
Internal Medicine and Cardiovascular Disease. 

Louisianas Breastfeeding Rates Rise 
More of Louisianas low-income, at-risk new mothers partic-
ipating in the states Nurse-Family Partnership Program
(NFP) are choosing to breastfeed their babies. Over the past
five years, the initiation rate of breastfeeding among NFP
moms has improved from 33 percent to 47 percent. The NFP
successes are part of Louisianas effort to dramatically
increase breastfeeding rates to reach the National Healthy
People 2020 goal of 81.9 percent over the next 10 years. 

The NFP program is an evidence-based, preventive inter-
vention which partners low-income, first-time pregnant
women with registered nurses. The nurses provide support,
education, and counseling on health issues, including the
importance of breastfeeding. NFP clients are among those
least likely to breastfeed: 62 percent are African American,
more than half are younger than 19 at enrollment, and all
have incomes at or below 200 percent of the Federal
Poverty Level. These women often have little family or com-
munity role models or support for breastfeeding. Since 1999,
DHH has served more than 6,600 young mothers participat-
ing in the NFP program, and nurse home visitors have con-
ducted more than 128,000 home visits across the state.
Independent analyses have shown that communities benefit

socially and financially when they invest in NFP, and the
partnership has been shown to have a favorable economic
return to communities of $5.70 for every public dollar spent
on the program. 

As a whole, Louisianas breastfeeding rate in 2007 was 56
percent, a 16 percent increase over five years. Despite
these improvements, Louisiana ranks 48th nationally in
breastfeeding initiation. National disparities exist, with non-
Hispanic black women and socioeconomically disadvan-
taged groups having lower breastfeeding rates. These dis-
parities are even greater among women in Louisiana with
only 36 percent of African-American women having ever
breastfed, compared to 64 percent of white women. To
improve breastfeeding rates and support for all mothers in
Louisiana, several important initiatives are underway includ-
ing the Guided Infant Feeding Techniques (GIFT), a
breastfeeding certification program, and the Louisiana
Women, Infants, and Children Program (WIC), which pro-
vides breastfeeding education and support to its participants
and the community through different channels. 

LOCAL
PBRC Scientists Find Inflammation Trigger 
Researchers at the Pennington Biomedical Research
Center (PBRC) have discovered a mechanism that leads to
an inflammatory response in obesity. This is an important
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finding because inflammation compromises insulin sensitivi-
ty, a key trigger leading to type 2 diabetes. Inflammation can
also increase the risk of cancers, heart disease, and demen-
tia in obese individuals. The researchers results were pub-
lished in Nature Medicine. 

Lead investigator Vishwa Deep Dixit, DVM, PhD, and his
colleagues identified that “NLRP3 inflammasome complex” –
a “molecular machine” within specialized immune cells that
senses the obesity-related danger signals such as toxic lipids
– triggers chronic inflammation. The new findings show that
by blocking the activity of this “NLRP3 inflammasome-com-
plex” in obesity, the run-away inflammation and abnormal
immune cell activation can be reduced, leading to improved
insulin action in obese individuals.

Based on these findings, it is possible that future drugs could
be developed to block the activation of the “inflammasome
complex,” improving the current treatment strategies for type
2 diabetic patients, said Dr. Dixit. However, he cautions fur-
ther research is needed before these new findings can be
translated to safe medications.

For many years scientists have known that the human
immune system is activated by external, foreign pathogens.
This immune response, including inflammation, is a helpful
mechanism which allows humans to respond to infections
and heal wounds. Once the infection or injury is healed, the
immune system is deactivated and inflammation subsides. In
obesity, there is no overt infection, however immune cells are
activated. 

This study shows that the “inflammasome complex” is like
molecular “glue” which is assembled when immune cells
come across specific danger signals like toxic lipids that are
overproduced during obesity. “Once this inflammasome
complex, which contains three unique proteins, combines in
tissues during obesity, it causes the cytokines like Interleukin-

1B and Interleukin-18 to be activated and cause inflamma-
tion,” said Dr. Dixit.

While these basic science discoveries await further study and
the possibility of future drug development, Dr. Dixit and his
colleagues found that losing weight through exercise and
calorie restriction is an effective means of blocking the activa-
tion of the “inflammasome complex”, thereby improving type
2 diabetes in obese individuals.

The findings, published in the January 9, 2011, advanced
online edition of Nature Medicine, were co-authored by
Bolormaa Vandanmagsar, PhD. The other study authors
include: Yun-Hee Youm, PhD; Anthony Ravussin, BS;
Jose E. Galgani, PhD; Krisztian Stadler, PhD; Randall L.
Mynatt, PhD; Eric Ravussin, PhD; and Jacqueline M.
Stephens, PhD. The research was funded by the National
Institutes of Health, the Coypu Foundation and the
Pennington Biomedical Research Foundation. 

OLOL Physician Group Welcomes New Specialists
Our Lady of the Lake Physician Group recently welcomed
three new specialists to the Physician Group. Tina L.
Creekmore, MD specializes in pediatric orthopedics. She
earned her medical degree from the University of South
Alabama College of Medicine in Mobile, AL. She completed
her surgical internship at the University of South Alabama
Medical Center and her orthopedic residency with
Louisiana State University Health Sciences Center in
Shreveport. Dr. Creekmore completed her fellowship at the
Baylor College of Medicine in Houston. 

Rafael Cilloniz, MD is a pediatric pulmonologist practicing at
the OLOL Childrens Respiratory and Sleep Center. He is
a fellowship trained pediatric pulmonologist and a board cer-
tified pediatrician. He completed his medical school training
at Universidad Peruana Cayetano Heredia in Lima Peru.
Dr. Cilloniz completed his pediatric residency at University

Neel Shah, MD Jherie Ducombs, MD Ian Kang, MD



of Florida College of Medicine in Gainesville, FL where
he also completed his fellowship. 

Ian Kang, MD is a pediatric gastroenterologist. He
earned his medical degree from the University of
Wisconsin Medical School and completed his residen-
cy at the University of Illinois College of Medicine. Dr.
Kang completed his fellowship in pediatric gastroenterol-
ogy at the University of Florida. Dr. Kang is board certi-
fied in pediatrics and board eligible in pediatric gastroen-
terology.

Shah Joins Baton Rouge General Physicians
Neel Shah, MD, has joined the staff of pediatric hospital-
ists, part of Baton Rouge General Physicians, that
serve Baton Rouge General Medical Center. Dr. Shah
is a graduate of Saint Georges University School of
Medicine in Grenada, West Indies. He completed his
residency in pediatrics at Childrens Hospital in New
Orleans. He is a member of the American Academy of
Pediatrics.

Dr. Shah joins Drs. Dawn Marcelle and Mikah
Thompson. Baton Rouge Generals Pediatric Center
is located at 8585 Picardy Avenue, Baton Rouge. The
phone number is (225) 763-4670. 

Ochsner Health Center-Prairieville
Offers New Services
Ochsner is now offering cardiology and gastroenterolo-
gy services at the new Ochsner Health Center -
Prairieville at 16220 Airline Highway. Cardiologist Doug
Mendoza, MD sees patients every other Wednesday
and Gastroenterologist Aldo Russo, MD sees patients
one Wednesday a month. 

Doctors Mendoza and Russo join Family Medicine
physicians Dr. Melissa Love and Dr. Joseph Turner,
Pediatrician Dr. Kendra Michael, Internist Dr. William
Baird, Internist/Pediatrician Dr. Robert Hart, and
Physician's Assistant Allison LeBlanc at Ochsner
Health Center - Prairieville.

Ochsner opened the new 10,200 square foot Prairieville
location in 2010. The facility features 18 exam rooms
and laboratory and imaging services. 

CIS Opens Baton Rouge Clinic
Cardiovascular Institute of the South (CIS)
announced the opening of its new Baton Rouge location
in January. The clinic is located at 7941 Picardy Avenue.
CIS indicated that it hopes to have a substantial impact
on the reduction of amputations in Baton Rouge by
advancing non-surgical procedures. According to the
company, about 85 percent of amputations can be pre-
vented with proper care and treatment, but the state of
Louisiana has one of the highest amputation rates in the
United States.

CIS provides a full range of cardiovascular evaluations



and procedures including: opening blocked coronary arter-
ies, stent placement, removal of plaque from arteries,
insertion of pacemakers, and diagnostic cardiac and
peripheral catheterizations.  Cardiologists at the Baton
Rouge practice include Dr. Amit Patel, Dr. Satish Gadi,
Dr. Deepak Thekkoott, and Dr. Charles Thompson.

Matrisciano Joins Louisiana
Internal Medicine Associates
Justin G. Matrisciano, MD, FACE, has joined Louisiana
Internal Medicine Associates, part of Baton Rouge
General Physicians. Dr. Matrisciano is a graduate of
State University of New York at Stony Brook School of
Medicine in Stony Brook, New York. He completed his res-
idency in internal medicine at Browns Rhode Island
Hospital in Providence, Rhode Island. Dr. Matrisciano also
completed a fellowship through Harvard University in clin-
ical diabetes, endocrinology and metabolism at the Lahey
Clinic and Joslin Diabetes Center and Beth Israel
Deaconess Medical Center in Boston, Mass. He is a cur-
rent member of the American Association of Clinical
Endocrinologists, American Diabetes Association
and Fellow of the American College of
Endocrinology. 

In 2001, in order to help patients and other clinicians better
understand the complexities of endocrinology, diabetes
and related conditions, Dr. Matrisciano created
CartoonMD.com. On the site, Dr. Matrisciano actively pro-
vides cartoon strips and animated videos for patients of all
ages, as well as answers frequently asked questions.

Dr. Matrisciano joins Drs. Nicholas Campo, James
Hargroder, Peter Cabiran, Jed Morris, Henry Dixon, and
Joseph Nesheiwat at Louisiana Internal Medicine
Associates. 

Health Centers in Schools 
Names Vicari 2010 Health Hero
At its recent annual meeting Health Centers in Schools

named Dr. Roberta Vicari the 2010 Health Hero. A lifelong
resident of Baton Rouge and a pediatrician, Vicari has ded-
icated her life to improving childrens health. Currently the
Associate Program Director for the new Our Lady of the
Lake Pediatric Residency Program at the local medical
center, Vicari was charged with developing the first Lake-
sponsored residency program and the community relation-
ships to support the endeavor. As part of the community
support, Dr. Vicari chose Health Centers in Schools as one
of the entities to which the medical residents rotate. This
creates a mutually beneficial relationship in which HCS
helps educate the residents while the residents
help treat the children HCS serves in EBR
public schools. 

The HCS Board of Directors also welcomed new members:
Kendra Case from Amedisys and Laurie Kadair
Redman, a local attorney. Adren Wilson, national director
of the Equity and Inclusion Campaign replaced Anne
Marie Zima, vice president of commercial banking for
Capital One Bank, as chairman of the board. Zima served
as chair from 2007 to 2010 and was honored with a gavel
plaque for her service. Also honored for their service to
HCS were Aminthe Broussard, attorney for FMOL Health
Systems, and Genny Nadler Thomas, executive director
of the Louisiana Association of Museums, who are rotat-
ing off the board this year. 

Other current HCS board members are: Sandra Adams,
Rita Baillie, RN of the East Baton Rouge Health Unit,
Kredenna Beverly, DDS of Smile Stars Dentistry, Dr.
Herman Brister of the East Baton Rouge Parish School
System, Rev. Errol Domingue of Elm Grove Baptist
Church, John Paul Funes of OLOL Foundation, Dr.
Jada Armstrong of LSU Health Sciences Center, Wanda
Hughes, RN of Baton Rouge General Medical Center,
Susan Pryor, DNS, RN of SLU School of Nursing, and
Christina Stephens of the Louisiana Recovery
Authority. 
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Primary Care and Benefits
of the Medical Home

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

ouisiana State Universitys
Earl K. Long Medical Center in Baton
Rouge is a state-run, acute care med-
ical facility that serves East Baton
Rouge Parish and the seven sur-
rounding parishes of Ascension, West
Baton Rouge, East and West
Feliciana, Iberville, Livingston, and
Pointe Coupee. Since 1998, Stewart
Gordon, MD, has been the medical
centers Chief of Pediatrics. He also is
serving his fourth year as President of
the Louisiana Chapter of the American
Academy of Pediatrics.

L
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The term medical home was coined by the American
Academy of Pediatrics in 1967. Dr. Gordon says many
physicians know the concept of medical home, “but
there are different levels of medical homeness, and it
depends on how much you can get in the medical
home to meet the needs of patients you are 
serving.”

The Pediatric Clinic at Earl K. Long treats 50-75 chil-
dren, ranging from infancy to age 18, per day. Its chief
calls it, “a great medical home. Over the years we have
made a conscious effort, with no extra monies, to get
more and more services in one place for the patients we
serve to create a one-stop shop.” In addition to primary
care and subspecialists, the Clinic has two full-time
social workers, psychologists, and a care coordinator.
Dr. Gordon calls it an integrated medical behavioral
health home that meets the medical and behavioral
health needs of its patients. Years ago he envisioned the
clinic as it is today in anticipation of reimbursement for
care coordination in the medical home model.

For this physician, a successful medical home has con-
tinuum of care with coordination at all levels. “Its a
model of delivering primary care thats accessible, con-
tinuous, comprehensive, family-centered, coordinated,
compassionate, and culturally effective. It is an
approach to providing that service in a quality and cost
effective manner,” he adds. “There is a big movement
afoot to say that the medical home does provide quality,
and it is cost effective. While many have been doing that
for years in physician offices, we havent necessarily
been measuring it and showing that this model is better
than others. We are moving in that direction and some
of the way the health system is being set up will require
us to demonstrate that we are providing quality and
being cost effective in improving health outcomes for
children and (adult) patients.”

In New Orleans at the Interim LSU Public Hospital, Dr.
Cassandra Youmans, internal medicine and pediatrics,
echoes Dr. Gordons sentiments about continuum of
care. She is Medical Director of Community Medicine
and Disease Management and supports the medical
home model.  “Our responsibilities as primary care
providers are numerous, but at the top of the list, they
are to provide care coordination and to integrate servic-
es as much as possible across the continuum. Effective
communication is key,” she notes and views the medical
home model as the way physicians practiced more than
40 years ago when patients had more access to their
provider, and care was less fragmented.  

“Our patients access to providers is not limited to com-

ing to the clinic or a phone call. Patients will e-mail and
text messages to us, and we respond.”

Consistent care coordination and integration are
deemed by Dr. Youmans as major gaps in the delivery
of health care today. “There is too much work done in
isolation,” she observes.  “Many clinics provide evi-
dence-based care within the clinic, but the same
provider is not a partner during the hospitalization of that
patient. We need bidirectional communication and shar-
ing of health information to make maximum use of our
often limited resources. We are piloting several projects
now that aim to facilitate patient-centered care.
Louisiana spends a lot of money on health care but does
not get tremendous value for the dollar. Our studies, we
hope, will offer some solutions.”

Dr. Youmans is addressing the communications chal-
lenge and ways to reduce duplication of efforts and
costs. In January, rotating as chief medical officer, she
oversaw the launch of a new initiative to improve and
enhance communication between the patients personal
physicians and hospitalists. Medical home physicians
can provide needed health information that is usually not
available when their patients are treated by the
Emergency Room or are admitted to a hospital. Dr.
Youmans has identified contacts at the various commu-
nity clinics that interface with the hospital and has
shared that information with the hospitalist teams. “In
this way, when patients are admitted to the hospital or
directed there for tests, they are released back to their
original medical home provider who has been managing
their care in the community. If they dont have a provider,
we give them options for linkage,” she shares.

As Medical Home Program Manager for the Louisiana
Health Care Quality Forum (Quality Forum), Robin Huet,
RN, serves as a resource for physicians and other
health care providers in the state. She notes that
Louisiana currently has 53 National Committee for
Quality Assurance (NCQA) certified patient-centered
medical homes (PCMHs). She credits the PCMH as
beneficial to physicians and patients alike because it is
designed to facilitate medical management of the whole
person, achieving better health outcomes and more effi-
cient use of resources. 

Huet also cites some of the other challenges that need
to be considered when implementing the PCMH model:
a limited primary care workforce, the current reimburse-
ment model, the integration of specialties, slow return on
investment, and use of health information technology.   

In the United States, no more than 30% of physicians
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are in primary care, and in 2009, less than 20% of the
nations medical school graduates chose careers in pri-
mary care. The current volume-based payment system is
being examined to include ways to reimburse for quality
care and to promote the patient experience. And private
insurers are increasingly expressing interest in the PCMH
model. For example, Blue Cross and Blue Shield of
Louisiana recently launched its Quality Blue recognition
program that incentivizes providers for achieving NCQA
recognition in several clinical areas including the medical
home. 

Approximately 39 states have incorporated medical
homes into their Medicaid and Childrens Health
Insurance Programs. States that have enacted bills
authorizing demonstration projects to implement or
expand medical homes in 2009 and 2010 included
Florida, Nebraska, New Mexico, New York, Maryland,
New Jersey, and Ohio. There are many lessons to be
learned from the diverse range of projects, and the prog-
nosis for PCMH looks promising.  

“The Quality Forum offers several resources for providers
who are interested in adopting the medical home model

within their current practices, including the Louisiana
Health Information Technology (LHIT) Resource Center,”
adds Huet. “The LHIT Resource Center works with physi-
cians in Louisiana to adopt, upgrade, and implement
electronic health records. Implementation teams are able
to assess a practices interest in transforming to a med-
ical home model of care and to integrate workflow
changes into their implementation plans to facilitate and
complement NCQA recognition. We also have peer-to-
peer networking where we connect physicians who have
completed the PCMH process with those who are consid-
ering it. They want to talk to the people who have lived it
and breathed it – they know the barriers and challenges
as well as the rewards. ”

In an effort to provide educational opportunities related to
the PCMH model, the Quality Forum, the Louisiana
Academy of Family Physicians and the Louisiana
Chapter – American Academy of Pediatrics will jointly
sponsor a one-day seminar for physicians in May. If you
would like to receive more information about “Leading the
Way to Better Health Outcomes: The Patient Centered
Medical Home in Louisiana,” please e-mail
info@lhcqf.org. 



t is no great secret that our state is faced with
its share of health challenges. We produce
among the worst birth outcomes, the highest

rates of obesity and cardiovascular disease, and
the highest instances of avoidable hospitaliza-
tions. I have personally witnessed the effects of
these unfortunate statistics as Ive travelled the
state since my arrival six months ago. In that
short time, Ive also discovered that my familys
new home has endless potential for success. No
one Ive met believes we are close to reaching
the limits of what is possible.

We are now on the cusp of one of the most
important and fundamental changes to how we
provide and finance health care for over a quar-
ter of our states population. In January of 2012,
we will go live with the introduction of
Coordinated Care Networks (CCNs) to the state
Medicaid program. CCNs are designed to stem
the downward spiral of perverse incentives that
reward volume over value—sacrificing quality for
the sake of quantity. Our number one objective:
improve health outcomes. But, in order to climb

out of the bottom we must also address the
underlying challenges that are holding us back.
Ive been accused of sounding crass for describ-
ing such a fundamentally human problem in
unfeeling business terms, but Louisiana is suffer-
ing from a supply chain problem. 

Our raw materials (read: people) enter the health
care system already burdened by serious disad-
vantages. Over fifteen percent of babies born in
the state are preterm, more than double the
national average. The Annie E. Casey
Foundation ranks Louisiana 48th and 49th for
infant mortality and low-birthweight babies,
respectively. One-quarter of our children are liv-
ing in poverty, and Louisiana has the second
highest percentage of children in single parent
families in nation.

When the March of Dimes gave Louisiana an “F”
for our birth outcomes, I launched an initiative
focused solely on turning that into a passing
grade by next year. Medicaid pays for over 70
percent of births in our state, giving us the lever-
age to really move the dial. Our Birth Outcomes
Project will increase tobacco screenings of eligi-
ble pregnant women, has already made available
to Medicaid covered women a drug proven to
prevent preterm birth, and has launched an initia-
tive to get hospitals and doctors to sign onto a
policy that prohibits elective inductions before the
39th week of pregnancy. These are great policy
changes that will yield dividends for our next gen-
eration. But when a pregnant woman shows up
at the obstetrician in her fifth month of pregnan-
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TRANSFORMING OUR HEALTHCARE 
SYSTEM HAS BECOME AN IMPERATIVE

SECRETARY'S CORNER

By: Bruce D. Greenstein
Secretary, Louisiana Department of Health and Hospitals

I



cy, overweight and suffering from diabetes, that
doctor is limited in what she can do to ensure a
good birth outcome. Yet, taxpayers are most like-
ly on the hook for the bill. 

My engineering friends tell me that a system is
perfectly designed to produce the outcomes that
it does. The unfortunate mother-to-be I refer-
enced might be a generalization, but its a reality
that is far too common in our state. It is simplis-
tic to say that government has no role in chang-
ing the outcome. It is true that individuals should
be accountable for their own health, but in
todays world it is too often the taxpayer that suf-
fers for her poor decisions. We invest billions of
public dollars every year in a system that finan-
cially rewards poor results.  Its time to stop pay-
ing for services and start paying for outcomes.
We should allow the private sector to do what it
has done in this country for hundreds of years for
millions of Americans: compete.  

Thats exactly what we are doing in our proposed
Medicaid reforms. CCNs will compete for busi-
ness in our health care market, but only those
with the best plans to improve health outcomes
will win it. Plans will be financially rewarded for
delivering good health outcomes, and penalized
for not meeting the standards we set. With the
right incentives in place at every level—provider,
plan, and participant—well create an upward
spiral that results in successively healthier gen-
erations of Louisianians. 

As government, our role is to organize a high
performing, accountable health care system that
will respond effortlessly to the changing land-
scape of health care brought on by both Federal
Reform and the natural evolution of the industry.
I encourage you to learn more about our reforms
at MakingMedicaidBetter.com, and to join us in
building a healthier Louisiana for generations to
come. 





Baton Rouge Generals School of
Nursing Announces Graduating
Class of 2010
Baton Rouge General Medical Centers School
of Nursing recently held its 27th
Commencement Exercises announcing the
graduation of 30 nursing candidates at a ceremo-
ny at Broadmoor United Methodist Church. The
ceremony was emceed by Carol Tingle, PhD, MSN,
RN, Director of the School of Nursing. The commence-
ment address was delivered by Barbara Marley Pitts, MSN-
R, PMHCNS, BC of Pitts Management Associates. Lee Ann
Thomas, MSN, RN, provided the faculty address and Rev. Lusinda
Warren provided the invocation and benediction. A number of
awards and honors were presented during the ceremony, including
Community Service Awards presented to students who demon-
strate the values of Baton Rouge General Medical Center: caring,
excellence, service and integrity.



58 Healthcare Journal of Baton Rouge | March / April 2011 Issue

With the addition of the Class of 2010, Baton Rouge
Generals School of Nursing has graduated a total of 769
nurses. Many of the new graduates will begin their nursing
careers at both Baton Rouge General campuses, in
Medical-Surgical units, ICU, Emergency Department, Birth
Center, Telemetry and the Operating Room. 

Baton Rouge General's School of Nursing operates a two-
year RN program and accepts approximately 40 candi-
dates each year. 

Shadle to Head Baton Rouge Rehabilitation Hospital
Jacque Shadle, MPT, was recently named Chief Executive
Officer for Baton Rouge Rehabilitation Hospital, an affiliate
of General Health System and Baton Rouge Orthopedic
Clinic. In this role, Shadle is responsible for the strategic
vision, long term planning, direction and overall accounta-
bility for Baton Rouge Rehab Hospital.

Shadle joined Baton Rouge Rehab Hospital in 2002 as
Director of Clinical Services. Prior to joining Baton Rouge
Rehab, Shadle worked as Director of Rehabilitation
Services for DeQuincy Memorial Hospital in DeQuincy,
Louisiana, followed by her role as a physical therapist, Site
Coordinator and Supervisor of HealthSouth Rehabilitation
Hospital in Alexandria, Louisiana. 

Shadle completed her Masters degree in Physical
Therapy at Old Dominion University and received a
Bachelor of Science degree in Exercise and Sports
Science from Pennsylvania State University. She is a
member of the American Physical Therapy Association

and is certified in Basic Life Support and Advanced
Cardiac Life Support by the American Heart Association.

Our Lady of the Lake College
Announces December 2010 Graduates
Our Lady of the Lake College recently held a commence-
ment ceremony for 288 master, bachelor, and associate-
level graduates at the Baton Rouge River Center
Exhibition Hall. Keynote speaker for the event was Mr.
Scott Wester, FACHE, Chief Executive Officer of the Our
Lady of the Lake Regional Medical Center. During his
address, Mr. Wester discussed the future of healthcare.
He pointed out to the graduates that there is a great deal
of uncertainty related to healthcare reform, but the one
thing will never change is that healthcare organizations are
in the business of service. 

The College congratulated the following students who
received academic distinctions at the December 17, 2010
commencement:  
•  Marty Lejeune, a Bachelor of Science in Human
Medicine graduate with a 3.86 GPA, was recognized with
the Board of Trustees Medal awarded to the bachelors
degree recipient with the highest grade point average
•  Nita LeBlanc, a Bachelor of Science in Human Medicine
graduate with a 3.73 GPA, received the Presidents Medal,
awarded to the bachelors degree recipient with the sec-
ond highest grade point average
•  Holly Holmes, an Associate of Science in Nursing grad-
uate who, with a 3.95 GPA, earned the Deans Medal,
awarded to the associate degree recipient with the highest
grade point average.

Margo Abadie, PhD, MSW Bobby Dupre, MD
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Ochsner Physicians Earn Board Certification
Four local Ochsner physicians recently earned board
certification from their respective accreditation boards.
All four practice at Ochsner Health Center–Summa
Avenue.

• Family Medicine physician Kodi Crisp-Coleman, MD
recently received her board certification from the Family
Medicine Board. Dr. Crisp-Coleman joined Ochsner in
September of 2010. 
• Rheumatologist Bobby Dupre, MD earned his board
certification in Rheumatology. Dr. Dupre is also board
certified in internal medicine.
• Gastroenterologist Lincoln Hernandez, MD received
board certification in gastroenterology and is also board
certified in internal medicine.  He has been with Ochsner
since September 2010.
• Oncologist Sreekanth Vasireddy, MD earned board cer-
tification in Medical Oncology. Dr. Vasireddy is also
board certified in internal medicine. He joined Ochsner in
August 2010. In addition to the Summa Ave. facility, Dr.
Vasireddy also practices at Ochsner Health
Center–ONeal and Ochsner Health Center–Hammond.

New Officers Named to Our Lady of 
the Lake College Board of Trustees
Sandra S. Harper, PhD, President of Our Lady of the
Lake College, announced that a new slate of officers will
lead the Colleges Board of Trustees. As of January 1,
2011, the Board will be led by Steve Nathanson, MS,
Chair, Judge Luke A. LaVergne, Vice Chair, and Margo
M. Abadie, PhD, MSW, LCSW, Secretary. A Sister from

the Franciscan Missionaries of Our Lady will be named
at a later date for the position of Member-at-Large.

The new officers, who will be serving for a one year term,
will bring different perspectives to their roles as institu-
tional leaders.  Mr. Nathanson directs Genesis Energy as
its President.  Judge LaVergne is a retired District Judge
of the Baton Rouge Family Court. Dr. Margo Abadie, who
recently retired from her position as Associate Professor
of Clinical Rehabilitation Counseling at the LSU Health
Sciences Center, currently serves as an Associate
Professor of clinical social work at LSU.

St. Elizabeth Hospital is Top Improver
St. Elizabeth Hospital announced that Press Ganey
Associates, Inc. has named it a 2010 Top Improver
Award Winner in two categories – outpatient and inpa-
tient. Both awards were for significant increases in “like-
lihood to recommend.” The Top Improver Award recog-
nizes clients who have shown continuous improvement
in their patient, physician, or employee satisfaction
scores—comparing quarterly scores over two years, with
improved scores in three of the four eligible periods. St.
Elizabeth Hospital is one of just 29 Press Ganey client
facilities to receive this honor in 2010.

St. Elizabeth Hospital maintains a number of systematic
processes that help to keep a focus on improving patient
satisfaction and creating patient loyalty. In addition to
surveying discharged patients through Press Ganey and
utilizing the results to improve processes, the hospital
has also implemented a patient loyalty council consisting

Lincoln Hernandez, MD Jacque Shadle, MPT
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of team members with representation from all hospital
areas and former patients who share their experiences and
ways the hospital can improve.

Press Ganey currently partners with 50% of U.S. hospitals
to measure and improve the quality of their care. With over
100,000 organizations in its databases—the largest in the
industry—Press Ganey allows facilities nationwide to
benchmark their results against peer organizations.

OLOL College Recognized as
Carnegie Community Engaged Campus
The Carnegie Foundation for the Advancement of Teaching
has named Our Lady of the Lake College to an elite list of
2-4 year public/private colleges designated with the
Carnegie Foundation Community Engagement
Classification. This classification recognizes the Colleges
significant commitment to Service-Learning and communi-
ty engagement throughout Louisiana.  

Founded by Andrew Carnegie in 1905 and chartered in
1906 by an Act of Congress, The Carnegie Foundation for
the Advancement of Teaching is an independent policy and
research center. Its current mission is to support needed
transformations in American education through tighter con-
nections between teaching practice, evidence of student
learning, the communication and use of this evidence, and
structured opportunities to build knowledge.

The Foundation describes community engagement as the
collaboration between institutions of higher education and
their larger communities (local, regional/state, national,
global) for the mutually beneficial exchange of knowledge

and resources in a context of partnership and reciprocity.  

In addition to the Carnegie Foundation classification, Our
Lady of the Lake College has been named three times to
the Presidents Higher Education Community Service
Honor Roll in 2006, 2008, and 2009.  This is the highest
federal recognition a college or university can receive for
its commitment to volunteering, service-learning and civic
engagement.

Currently Our Lady of the Lake College enrolls nearly 2000
students in programs such as masters in Nursing, Nurse
Anesthesia, Physician Assistant Studies, and Health
Administration; bachelors in Nursing, Biology, Clinical
Laboratory Sciences, Health Sciences, Health Service
Administration, and Liberal Studies; and associate degrees
in Arts and Sciences, Physical Therapist Assisting,
Radiologic Technology, Respiratory Therapy Surgical
Technology, and Nursing. As an integral part of each of
these programs the College seeks to advance a collegial
environment that promotes individual and collective social
responsibility within the concepts of community, democra-
cy, social justice, and the culture of life.  

Womans Granted ACR Breast MRI Accreditation
Womans Hospital announced that it is the first in Louisiana
to receive American College of Radiologys (ACR) Breast
Magnetic Resonance Imaging Accreditation. ACR accredi-
tation was awarded to Womans for its high practice stan-
dards following a voluntary, rigorous review that meets
nationally-accepted standards; the review included:

• Image quality. Womans submitted clinical images and

Judge Luke A. LaVergne Steve Nathanson
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corresponding data for each magnet performing breast
MRI examinations at their site.
• Personnel qualifications were conducted to ensure that
Womans staff are well qualified, through education and
certification, to perform and interpret medical images and
administer radiation therapy treatments
• Adequacy of Womans facility equipment to conduct accu-
rate tests or treatments
• Quality control procedures to ensure that Womans
exceeds quality assurance and safety guidelines.

The ACR accredits facilities in: Breast ultrasound, comput-
ed tomography (CT), magnetic resonance imaging (MRI),
mammography, nuclear medicine, positron emission
tomography (PET), stereotactic breast biopsy, ultrasound,
and radiation oncology.

OLOL Breaks Ground on Livingston Facility
Our Lady of the Lake Regional Medical Center recently
broke ground on its Our Lady of the Lake Livingston facili-
ty. When complete the medical complex will include a free-
standing emergency department, outpatient services such
as a lab, imaging services such as CT, ultrasound, X-ray
and MRI, and physical therapy. In addition, the facility will
house physician offices, including many specialists. The
facility, located at 13041 Buddy Ellis Road (in the Southern
Heirs Auction Parking Lot), is expected to open in the sum-
mer of 2012. 

Wilkes to Lead Lane Medical Staff
Dr. Greta Monroe Wilkes has been elected chief of staff of
the Lane Regional Medical Center medical staff for 2011.
Joining Dr. Wilkes in leadership roles are Dr. David

Rabalais, who will serve as vice chief of staff; Dr. Reagan
Elkins, who will serve as secretary/treasurer; and Dr. Keith
Elbourne, who will serve as medical staff representative to
the board.

Womans HIV Prevention Program Nominated
Womans Hospitals Mother-to-Child HIV Transmission
Prevention Program has been selected as an official nom-
inee for the national 2010 Hospital Charitable Service
Awards. The Hospital Charitable Service Awards seek to
find, reward, and share stories of hospitals that consistent-
ly push beyond their core mission of providing essential
healthcare services and generously give back to the com-
munities they serve. Hospital programs applied based
upon five criteria areas: community impact, innovation, col-
laboration, transferability, and best practice.

Womans Hospital Mother-to-Child HIV Transmission
Prevention Program is an individualized nursing case man-
agement program for HIV/AIDS-infected pregnant women
and their babies from diagnosis to one year after delivery.
Through the program, participants receive important edu-
cation and resources, and are linked with local community
resources after delivery. According to Womans Hospital it
is the only such program provided by a nonpublic institu-
tion. 

The Hospital Charitable Service Awards honors hospital
programs setting new standards for health and wellness in
their communities through education, access, and delivery.
All hospital-funded community programs are eligible to par-
ticipate regardless of the size, tax or ownership
model.

Sreekanth Vasireddy, MD Kodi Crisp-Coleman, MD
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OLOL Offers Room Service
Our Lady of the Lake Regional Medical Center is now offer-
ing At Your Request Room Service Dining® to patients with
its food service partner Sodexo. This means patients can
order whatever they want, when they want it as long as the
kitchen is open and as long as the requested meal is in line
with the physician ordered diet.

Previously, patients were able to choose their meal, but they
had to make the decision almost 24 hours ahead of time.

With At Your Request Room Service Dining®, patients are
now able to select from an extensive restaurant-style menu
and can order anytime between 6:30 am and 8 pm, seven
days a week. Room service operators ensure patients
dietary restrictions and nutritional needs are followed with
every order. 

Our Lady of the Lake serves between 500 and 600 patients
a day. The hospital is expecting to save around $300,000 per
year by wasting less food. 

Baton Rouge General School of Nursing Class of 2010
(Left to Right) Top Row: Melissa Morris, Candice Miller, Robert LeBlanc, Kyle Davis, Nicholas Boone, Matthew McDonald,
Michelle Morgan, Doretha Reed  Second Row: Phaon Dunbar, April Landry, Jennifer Gillespie, Gabrielle Ladegaillerie,
Michelle Temple, Hamilton Sparks, Shawn Fontenot, Nicole Sibley, Heatherly Hill Third Row: Brandy Reid, Jolie Kowalski,
Kansas Klein, Anthony LaSuzzo, Erin Perkins, Laura Gascon, Jennifer Nickens, Claire Murphy Bottom Row: Mary Nassar,
Lisa Evans, Brittany Schmidt, Amanda Daigrepont, Rhea Blanchard.
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Airport
Baton Rouge Metropolitan Airport
9430 Jackie Cochran Dr.
Baton Rouge, LA 70807
225.778.1567
www.flybtr.com

Arts
The Dancer's Workshop
10745 Linkwood Ct. 
Baton Rouge, LA 70810
225.766.8379
www.batonrougeballet.com

Attorneys
Breazeale Sachse & Wilson 
One American Pl. # 2300
Baton Rouge, LA 70825
225.387.4000
www.bswllp.com

Jones Walker
201 St. Charles Ave.
New Orleans, LA 70170
504.582.8000
www.JonesWalker.com

Kean Miller Law Firm
400 Convention St., Suite 700
Baton Rouge, LA 70802
225.387.0999
www.KeanMiller.com

Automotive (Tire and Care)
Treads & Care
1312 W. Hwy. 30
Gonzales, LA 70737
225.647.9631

Treads & Care
10711 Coursey Blvd.
Baton Rouge, LA 70716
225.368.1234

Behavioral Health
LifeNet Behavioral Health
10626 Timberlake Ave.
Baton Rouge, LA 70810
225.329.2600
www.LifeNetBH.com

Billing
Medical Administrative
Associates, LLC
P.O. Box 82110
Baton Rouge, LA 70884
225.326.5071
www.medicaladministrativeassociates.com

Cardiovascular
Cardiovascular Institute
of the South
7941 Picardy Ave.
Baton Rouge, LA 70809
225.308.0247
www.cardio.com

Cleaners
Sunshine Cleaners
16645-A Highland Rd.
Baton Rouge, LA 70810
225.753.4060
www.sunshinecleaners.net

Consulting
6SigmaTek
1384 Prestbury Rd.
Concord, NC 28027
704.604.9470
www.6sigmatek.com

Financial Services
Campus Federal
6230 Perkins Rd.
Baton Rouge, LA 70808
225.761.0888
www.CampusFederal.com

Florist
Peregrin's Florist & Decorative Services, Inc.
8883 Highland Rd.
Baton Rouge, LA 70808
225.761.0888
www.peregrinsflorist.com

Heating & Air Conditioning
Alan Watts Services
7360 Tom Dr.
Baton Rouge, LA 70806-2312
225.924.0487
alanwattsservice.com

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

Hospitals
Baton Rouge General Medical Center
8585 Picardy Ave.
3600 Florida Blvd.
Baton Rouge, LA
225.387.7000
www.brgeneral.org

Children's Hospital
200 Henry Clay Ave.
New Orleans, LA 70115
225.383.9000
www.chnola.org

Insurance
LAMMICO
1 Galleria Blvd., Ste. 700
Metairie, LA 70001
800.452.2120
www.lammico.com

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

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

Linen Services
Westport Linen Services
510 Kornmeyers Plaza
Baton Rouge, LA 70806
225.218.8878
www.westportlinen.com

RESOURCE GUIDE
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Medical Equipment & Service
Majestic Medical Solutions
207 W. Eastbank St.
Gonzales, LA 70737
225.677.9867/866.580.9729
www.majesticms.com

Neuromedical
The Neuromedical Center
10101 Park Rowe Ave.
Baton Rouge, LA 70810
225.769.2200
www.theneuromedicalcenter.com

Pharmacy
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
La Mestiza 
Mexican Bistro
17424 Airline Hwy. Ste. 10
Prairieville, LA 70769
225.313.4191
www.mestizorestaurant.com

Mansurs on
the Boulevard
5720 Corporate Blvd.
Baton Rouge, LA 70808
225.923.3366
www.mansursontheboulevard.com

Mestizo
2323 S. Acadian Thrwy.
Baton Rouge, LA 70806
225.387.2699
www.mestizorestaurant.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



Business Information for Readers
Subscription Rates:

HJBR is a bi-monthly publication offering a minimum of 6 issues per year. An annual subscription costs $18 and can
be purchased online at www.healthcarejournalbr.com or by mailing a check to Healthcare Journal of Baton Rouge,
17732 Highland Road, Suite G-137, Baton Rouge, LA 70810-3813. Please include your complete address when sub-
scribing. Publication racks for free copies are available at Baton Rouge General Hospital – Bluebonnet, The
Neuromedical Center, St. Elizabeths Hospital, Digestive Health Center, Greater Baton Rouge Specialty Hospital,
Calandros on Perkins.

Enews:

For the latest local healthcare information, you can sign up by simply emailing us at enews@healthcarejournalbr.com.
We normally deliver 3-4 enews updates a month.

Advertising:

For advertising rates and a media kit, please contact Dianne at 225.302.7500 or email 
advertising@healthcarejournalbr.com.

Ordering Back Copies:

Back copies are issues of Healthcare Journal of Baton Rouge published prior to the start date of a new or renewal
subscription. If you are interested in purchasing single copies or a volume, send a prepayment along with instructions
to our office or email at info@healthcarejournalbr.com. The price remains at $3 per issue.

Conflict of Interest Disclosure:

Healthcare Journal of Baton Rouge receives money from explicit advertisers. Many times these advertisers are the
subject of our editorial coverage. It is the position of Healthcare Journal of Baton Rouge that ad revenue will never
obstruct the journalistic nature of our coverage. We understand that many publications offer advertorials (ads dis-
guised to look like articles) and quid pro quo relationships (ads for favorable coverage). We will not allow these pub-
lishing strategies nor do we offer “contests” in which winners are determined in exchange for ads. Also, Healthcare
Journal of Baton Rouge has no business or financial interest other than explicit ads with relation to the companies
it covers.

Copyright:

Material printed in Healthcare Journal of Baton Rouge is covered by copyright. All rights reserved. As provided by
U.S. copyright law, no part of this publication may be reproduced, displayed, or transmitted in any form or any means,
electronic or mechanical, including photocopying or by any information storage or retrieval system, without the prior
written permission from its publisher. Requests can be made to info@healthcarejournalbr.com or to the Publisher at
17732 Highland Road, Suite G-137, Baton Rouge, LA 70810-3813.






