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I. Dr. Winsauer calls meeting to order and then introduces Dr. Charles Hilton to the Assembly so that he can provide the Assembly with an annual report of residency programs.
II. Dr. Hilton:
- We are required by the ACGME to present an annual report on the status of the residency programs to the organized medical staff of the LSUHSC.
- The last presentation of this sort was prior to hurricane Katrina.
- Dr. Hilton then spends a few minutes reflecting on the day that followed Katrina where he was asked by Dr. Hollier to re-start the medical school within two weeks and to recirculate 650 residents in 90 GME programs.
- the accreditors express concern was the viability of residency training and medical student training (specifically the L3s) in LA

- 100 residents were lost almost immediately (120 was eventual total attrition rate)

- we reconstituted 480 residents at already existing sites

- we closed 12 residency programs: 6 radiology, medicine subspecialty, pathology subspecialty

- Radiology is on the verge of re-applying

- Current status of our residencies:

- 111 residents’ slots were lost last year (mandated by ACGME)


- Now approximately:

- 500 total residents (620-650 before the storm)


- 390-400 of total residents located in metro-NO area



- 196 of total (47%) in public hospitals within entire state system



- 241 of total in private hospitals (not tremendous increase)

- Children’s Hospital has taken double the number of resident slots versus its pre-Katrina numbers

- Total number of training sites: 19 (18 before storm)

- What’s new?
- Learning center is coming back (construction January)

- Center for Advanced Practice on 5th floor with demonstration labs for minimally invasive procedures on Cadavers and pigs

- More competency-based training and simulation training will be necessary in the future (partnering with Industry for equipment and simulation modules)

- new emphasis on translational research programs

- Accreditation:
- Institutional programs currently ‘short-cycled’ (some Tulane programs even shorter)

- we have already had 26 site visits since Hurricane

- Internal reviews also being conducted at midpoint and between external reviews


- Actual number of citations given at site visits has not increased 

- number of programs with repeat citations has not increased (though still higher than preferred)


- number of citations relative to clinical experience and volume have decreased

With no questions being raised, Dr. Hilton then thanks the Assembly for its time. 
III. Drs. English, Cormier, and Collins give a brief update on the Faculty survey:
- Goal to give accurate representation of faculty comments
- Currently, they organized the analysis around some common themes and are working with Dr. Chauvin to generate a more detailed analysis. 
IV. Dr. Stephen Spann: Candidate for Dean of the Medical School

- Commends faculty for persistence and resilience in its post-Katrina efforts 

- He then reflects on his own involvement in the care of Katrina evacuees at the Houston Astrodome as a moving experience.
-Brief self-biography


- native Texan


- 10 yrs as a child in Latin American in a bilingual, bicultural missionary family

- He has had considerable involvement in the development of Latin American family practice residency programs.

- his first 4 years of practice was in rural areas: Arkansas, NC


- the last 25 years of his career has been as a academic clinician


- Univ. of OK for 8 years


- 1990 U of TX at Galveston

- In 1997, he was recruited back to Baylor (alma mater) to unite family medicine and community medicine; departments that serve >350,000 patients per year.
- He then addresses the universal question about ‘why he is looking at this Dean’s job’:


- needs some variety in life (he has been a chairman for 17 years)


- something different, a new challenge

- he is passionate about leading and leading change

- his life’s mission statement: to improve the world by improving health and healthcare


- he believes that the Dean’s position offers ability to do so

- Dr. Spann then invites questions from the Assembly:
-Dr. Lo: As the outside candidate, without direct knowledge of the current situation at LSU, how will you be able to first identify the necessary changes and then implement them?
-Dr. Spann:

- The “fix” will not occur overnight.
- The key challenge is the apparently dysfunctional and dispersed clinical practice.
- ‘Clinical practice should be the cornerstone of any academic institution’ without which you cannot teach or conduct clinical or translational research.
- Shoring up the clinical practice will have to be the #1 task of the incoming Dean

- Solution is linked to: 1) solid corporate commitment to develop an integrated service oriented group practice and 2) identifying a place where the group practice can take place which may be possible by establishing relationships with several local private hospitals in the area

- Key challenge is the lack of office space, which needs to be high priority for incoming Dean.
- The solution may be to lease office space and retrofit it for faculty needs.
- a new University Hospital (UH) is at least 5 years away 

Dr. Porter: How do you view communication between faculty and the Dean? Is it a democracy? 
Dr. Spann:

- My leadership style is to participate, listen, get input, and proceed along a two-way street.

- However, [a Dean] cannot run an institution of this size as a total democracy.
- Paralysis can occur in the decision making process if you wait for a total consensus, which never happens.
- Overall, as Dean, you need to listen, gather the information and then make the necessary decision without a fear of taking risk.
Dr. Mize: With your experience at Baylor (a private institution) and its collaborative relationship with a public institution (UT), do you anticipate coming here and linking more closely with Ochsner and E. and W. Jeff hospitals?
Dr. Spann:

- I have had much experience with collaborative work and have worked both at public and private institutions

- Baylor now also jointly staffs the local public hospital system

- I believe collaboration between institutions is the best model so long as a win-win strategy is created for both parties

- The key is figuring out what we can do here to collaboratively work with the local private hospitals to enhance both institutional groups.  

Dr. Lucchesi: Can you give us an example of a time when you needed to overcome administrative obstacles and then share with us the resulting outcome?

Dr. Spann:

- My experience in uniting two clinical departments probably qualifies as one of these situations because we had to undergo a substantial cultural change

- My methods in approaching this scenario include (first) creating awareness that a change is needed, in essence creating the ‘burning platform’ so that if we don’t change, bad things are going to happen.  Then (second), you have to select the ‘leading coalition’ of people who will come on board with the leader.  Finally (third), you have to develop a vision that is shared by not just the Dean, but also the faculty.
- What is important in leading any change is the development of early wins.  Early wins help to lower cynicism and raise enthusiasm for change.  You then build on the wins, find ways to measure successes and then “incentivize” to continue achieving goals.  Some examples of my own early wins include: faculty raises at Baylor, putting faculty on call with residents and installing an electronic medical record system.
- I prefer to incentivize rather than punish, but you have to be prepared to eliminate the people who sabotage the plans for future change

Dr. Collins: How do you feel about screening programs in our institution when there may be an insufficient safety net to catch the people we screen?  What are your ideas on how to handle such a system?

Dr. Spann: 

- Based on published definitions of a screening program, we have to be capable of doing something for those who screen positive.

- Also, I believe that we need to exercise caution when we decide what to screen for and we need solid evidence that we can change the patient’s outcome.  We are not quite there, for example, with prostrate cancer.
Dr. Reed: How much do you know about LSUHSC as it existed before the storm, because we had problems that pre-date the storm?  Is it right [fair] to bring in an outsider who may not be familiar with our facilities?

Dr. Spann:

- I don’t know a lot about LSUHSC pre-storm.
- There are advantages and disadvantages to both an external, as well as an internal candidate, for Dean.  The internal candidate will know the problems, but may lack the fresh perspective needed.  The external candidate has a steeper learning curve, but may bring perspectives from the outside.  I have been a faculty member at 4 medical schools, so I have varied perspectives.  Those are the tradeoffs.
Dr. Lo: Some of our institutional problems include general complacency, lack of change, and status quo in leadership including department heads, poor recruitment ability and financial dysfunction. [How would you address these problems?]
Dr. Spann:

- There is a clear need for a change at the LSU Health Care Network (HCN), a probable need for change in some of your leadership, and a necessary change in clinical practices.
- If I am offered the position, I will negotiate for the power to make the necessary changes, and before any contract is signed, there needs to be a clear understanding with the Chancellor that this relegation of power will take place.  

- Service responsibilities need to be sacrosanct.  Clinic and patient care needs to be paramount in importance.  

- People who stand in the way as you embark on change may need to be removed from the vision.
Dr. Brierre: Some of our institutional problems include a limited number of faculty and an inability to recruit, and there is the usual struggle between competing responsibilities that may include service work and teaching time.  How could you rectify that situation?
Dr. Spann: 

- The education flag cannot be the excuse for inadequacies in patient care. You cannot use the excuse that you have to teach, and thus, have no time to see patients.  Service commitments are paramount.

- My approach would be to not put every faculty member into the group practice.  Some should do mostly patient care (the anchor clinicians) and some should do the bulk of teaching.
Dr. English: What are your thoughts on the role of public relations in improving the image of LSUHSC as well as New Orleans?
Dr. Spann:

- If you want to build a reputation, you must provide great patient care and great service to your patients.  The answer is not just in the rebuilding of a University Hospital, it is in improving the health of our public.
- Nationally, if you want to improve the image, you give papers and abstracts at specialty meetings about your experiences here at LSU since the storm.  

- Additionally, you need publishing experience, better residency recruitment brochures and an updated website.
Dr. Sturtevant: What about basic science and basic scientists, who may be perceived as being at the bottom level of the potential decision making tree?
Dr. Spann:

- It seems that you already have a good core of basic scientists here.
- You can’t teach medicine without basic science and you can’t provide patient care without [the information provided by] basic science.
- I have an interest in translational research and also T2 research, which is translational research with the added application from the bedside to the community. 

Dr. Estrada: Many are tired here of the litany of problems and a cumbersome administration.  How will you anticipate being able to handle the administration?

Dr. Spann:

- I will not take this job, if offered to me, if the expectation for change is not met.  Negotiating power for the incoming Dean is highest prior to the signing of the contract.  

Dr. Cormier: What are your thoughts on improving the generally low morale here?

Dr. Spann:

- Steps to improving morale involve (first) listening, and then (second) understanding the crux of the issues. 

- You must first solve the solvable and not fight the losing battles.
- And, in the end, you have to hold out hope.
- There is no magic formula for solving problems.  You need to listen, and keep open a two-way communication path and create a shared vision.  This will require removing obstacles and being tenacious

Dr. Bagby: What are your thoughts on scholarship and its role in the promotion of our faculty?

Dr. Spann:

- First, the definition of scholarship needs to be a broad one.

- There is an expectation for research, but to accomplish that your faculty needs protected time.  Time needs to be bought for the young clinicians.  We need mentors and K awards, but also research incentives such as some of those already in place at LSUHSC.

- There also needs to be teaching incentives and a way for teaching to be recognized for promotional purposes.
Dr. Mize: How is your current contractual relationship with the Chancellor and how do you plan to handle the perception that the Chancellor ‘runs the show’?
Dr. Spann:

- I feel already that he and I could work together well.
- I have not interacted with him enough to comment on the perceived notion of him ‘running the show’

Dr. Collins: In relation to a timeline, how long do you plan to commit to us and leading the change?

Dr. Spann:

- It will take 5 years.  But if after 2 years, no progress has been made at all, I may call it a day.

To give feedback or make comments, feel free to contact Dr. Robin McGoey: rmcgoe@lsuhsc.edu
