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Special points of interest:

e Accountable Care Organizations
represent a new physician pay-
ment model focused on cost
reduction and improvements in
the quality of delivered health-
care.

e “We are not given incentives for
providing care that is both cost
effective and provides for better
patient outcomes.”
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Where Caring Is Our Specialty

One of the
greatest
threats we as
healthcare
providers
face in provid-
ing care to
our patients
is the current unsustainable
increase in the costs of health
care delivery. The third party
payers who contract with us,
including Medicare, Blue Cross,
United Health Care, and others,
increasingly are demanding
objective measures of improve-
ment in the health of our pa-
tients. Currently we as physi-
cians are only compensated

Introduction To The New BIMA Medical Secretaries

By: Elisabeth Bottom, RN
Practice Administrator

BIMA truly values our patients
and their satisfaction with work-
ing with our office. We under-
stand our phone system has
been a source of frustration
and because of this, we have
made some changes. The real-
ity is that it would be impossible
to have enough employees to
answer the hundreds of patient
calls that we receive each day.
But our first change is that we
have dramatically shortened
the options on our phone mes-
saging tree. Now when you call
you will only be presented with
4 options: Option 1: Outside
Physicians Line, Option 2: Ap-
pointment scheduling, Option 3:
Interact with a nurse (including
refill requests), Option 4: Busi-
ness Office (including Billing,
Medical Records, Medical Con-
cierge, and Administration)

when we do something for our
patients. We are paid only if
we have a face-to-face office
visit with our patients or if we
do a procedure or injection in
our office. We receive no com-
pensation when we refill or call
in prescriptions over the phone,
fill out pages of paperwork for
patients, or work on prior au-
thorizations of non formulary
drugs. We are not given incen-
tives for providing care that is
both cost effective and pro-
vides for better patient out-
comes. We are simply compen-
sated when we have an office
visit or perform a procedure. In
primary care, so much of our

The second most recent change
is the addition of Medical Secre-
taries. In the past our individ-
ual Medical Assistants have
been tasked with running their
busy clinic schedules, answer-
ing phone calls, and making
referrals and obtaining prior
authorizations. In an effort to
improve our phone communica-
tions, we have added the posi-
tion of Medical Secretary,
whose responsibility is taking
and distributing all incoming
phone messages to the appro-
priate staff. These additional
medical secretaries should help
to answer the nurse line and
retrieve messages in a more
timely manner. Our goal is for
the secretary to answer your
call live but in the event you are
asked to leave a message
please know that these mes-

Birmingham Internal
Medicine Newsletter

Accountable Care Organizations And The BIMA Medical Home
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energy is focused on having
enough patient visits to cover
our ever increasing office and
staff costs. Our patients may
not think of us as a small busi-
ness, but we have the same
concerns of meeting payroll and
covering our supply and leasing
costs just like any other small
business. As the payment for
each patient visit either re-
mains flat or increases less
than the rate of our actual
costs, an ever increasing num-
ber of patients must be seen to
keep ourselves solvent. This
volume of patient visits means
that there is little time left over
for evaluating whether in fact

See Page 2

sages are checked hourly.
Please also understand mes-
sages are worked in order of
urgency. Unless it is an urgent
issue, please allow 24 hours
before making a follow up call
as this will result in an added
work load for the secretary.
Medication refills are generally
worked within 24 hours so
please give us sufficient notice
for refill requests. We at BIMA
are working hard to increase
our response time and increase
your satisfaction with our prac-
tice. Our physicians want to
offer the best care possible and
our office will continue to strive
to meet your expectations. We
appreciate working in partner-
ship with you to improve all
aspects of your medical care.
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“In a sense, BIMA has
already been putting in
place the elements of what
define a patient centered
Medical Home.”

“Ask any primary care
physician what their greatest
datly concern is and you are
likely to hear them say it is

not having enongh time with
their patients.”
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we are delivering better health-
care for our patients. Ask any
primary care physician what
their greatest daily concern is
and you are likely to hear them
say it is not having enough time
with their patients. So much of
the actual time spent when see-
ing a patient is focused on creat-
ing excessive documentation,
pleading for prior authorizations
required by insurance compa-
nies for needed tests and medi-
cations, and coordination of care
with outside facilities and spe-
cialist physicians. In the greater
context of spiraling health care
costs, this inability to give our
patient’s the face-to-face time
they deserve is one of our great-
est daily regrets. What is
needed, and what we hope will
be a much needed answer for
this erosion of patient focus, is
the coming implementation of
what are known as Accountable
Care Organizations. This organ-
izational framework, built upon
the concept of a patient cen-
tered Medical Home, will hope-
fully allow us to provide the coor-
dinated, personal, and compre-
hensively compassionate care
that we have always strived to
give.

In a sense, BIMA has already
been putting in place the ele-
ments of what define a patient
centered Medical Home. The
essence of a “Medical Home” is
the ability of an organization to
deliver acute, chronic, and pre-
ventive services to its patients
on an ongoing basis. This would
be in contrast to the frag-
mented, uncoordinated, and non
evidence-based care that is fre-
quently found in the “Doc-In-A-
Box” model of healthcare deliv-
ery. In 2007, several of the
largest primary care organiza-

tions in the United States
came together to help define
the principles of the Patient-
Centered Medical Home.
These principles include:

1) Personal Physician: Each
patient is expected to have an
ongoing relationship with a
personal physician who di-
rects and coordinates their
entire healthcare needs

2) Physician Directed Medical
Practice: The physician is the
leader of a team of individuals
who are focused on all as-
pects of the medical, social,
and spiritual needs of an indi-
vidual patient.

3) Whole Person Orientation:
The physician is to take re-
sponsibility for all of a pa-
tient’s health care needs in-
cluding coordination and man-
agement with outside special-
ist physicians.

4) Care Coordination: The
physician is to coordinate the
patient’s care in all healthcare
settings including the home,
hospital, nursing home, or
rehabilitation facilities.

5) Quality & Safety: The pa-
tient will have access to high
quality healthcare derived
from evidence-based medical
guidelines that promote active
participation of patients in the
decision-making process.

6) Enhanced Access: The pa-
tient, whenever possible, will
have access to same day ap-
pointments and new options
for communication with the
practice (for BIMA this in-
cludes our Patient Portal, Lab
Calls website, and direct pa-
tient email notifications).

7) Payment: The physician is to
be compensated for “work that
falls outside of the face-to-face
visit” and “support(s) adoption
and use of information technol-
ogy for quality improve-

ment.” [Currently, there is NO
mechanism in place from Medi-
care and private insurance com-
panies to adequately finance
these directives outside of the
current fee-for-service direct
patient encounter.]

There have been some concerns
that the Medical Home is similar
to the “gatekeeper” model popu-
lar amongst HMOs in the ‘80s
and ‘90s. There are several
distinctions with one being that
the patient in a Medical Home
will always have open access to
the physician of their choosing
and there is to be no outside
permission needed for specialist
referral. The primary care physi-
cian in the HMO model would
frequently be penalized finan-
cially for referring patients to
specialists. The Medical Home
model rewards physicians for
quality, patient-centered care
that most certainly necessitates
the consultation and manage-
ment by specialist physicians.
While the idea and implementa-
tion of a Medical Home is to be
celebrated, the current payment
model is almost university based
on the fee-for-service model.
The primary care physician has
been given the roadmap to bet-
ter patient care but none of the
financial support to implement
this vision. The Accountable
Care Organization (ACO) is a new
concept for improving the quality
and costs of patient care. An
ACO is a legally protected part-
nership between primary care
physicians, specialist physicians,
and an integrated hospital sys-
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tem that agrees to be responsi-
ble for the quality and costs
associated with a group of pa-
tients. The incentive for form-
ing an ACO is that any cost sav-
ings and quality improvements
are split with the insurance
company or in the initial phase,
Medicare. If there are no im-
provements in
patient costs or in
objective quality
measures then
the ACO recoups
no additional com-
pensation. lItis
these potential
incentives that we
believe makes the
Accountable Care Organization
(ACO) the vehicle for imple-
menting, and financial support-
ing, the changes we hope to
bring to your healthcare.

The Patient Protection and Af-
fordable Care Act, pejoratively
labeled as “ObamaCare” in the
popular vernacular, provides
amongst many things for the
implementation of these Ac-
countable Care Organizations.
While the political and personal
merits of the healthcare law
can rightly be debated, there is
no debate that the spiraling
costs of healthcare are consum-
ing a greater portion of this
nation’s wealth. The lack of any
significant increase in personal
wages, and actual loss when
adjusted for inflation since the
1970’s, can to some extent be
traced to the increasing health-
care costs paid by private em-
ployers. One could also point to
the decreased healthcare costs
associated with workers abroad
who’s socialized, and arguably
rationed, healthcare costs are
significantly less than here in
the United States. It is obvious
that a truly socialized health-

care model would never be
adopted in the United States
but we nonetheless have costs
that continue to keep increas-
ing. The Accountable Care Or-
ganization model allows for the
cost savings and quality im-
provements that are so desper-
ately needed to come from the
only source that can
positively affect
them, the physicians
themselves.

The 2010 health
care law directs the
Centers for Medicare
& Medicaid Services
(CMS) to experiment
with new payment
models for covered services.
Currently this ACO model only
applies to patients enrolled in
Medicare and Medicaid but it is
thought this payment model will
eventually be adopted by pri-
vate insurance companies
seeking improved patient
health outcomes. The Account-
able Care Organization seeks to
tie a physician’s reimbursement
to the reductions in the cost of
care and to various quality indi-
cators related to better patient
outcomes. This ACO at its core
requires a strong primary care
base of at least 5000 patients
coupled with an engaged spe-
cialist network tied to a high
quality hospital system working
together to improve patient
outcomes and decreasing the
inflation in healthcare costs. It
is somewhat of a carrot and
stick model whereby physicians
must prove to CMS that they
provide not only needed care,
but better care. Again the in-
centive to the physicians is that
they are allowed to keep a por-
tion of the savings (compared
to a matched group of patients
of similar race, age, and medi-

cal complexity) if they meet the
rigorous quality measures set
forth in the healthcare law. This
additional reimbursement is
what will provide for the added
nurses, physician assistants,
and other care coordinators
who will be able to actively work
with patients on an ongoing
basis with their healthcare
needs. The sickest patients,
typically older and with multiple
chronic and complicated condi-
tions, are the ones who benefit
the most. These are the pa-
tients with diabetes, heart fail-
ure, cancer, and advanced
heart disease that can be
worked with aggressively at
home to prevent future costly,
and potentially complicated
hospital admissions. This sick-
est group represents 1% of the
American population but con-
sumes 22% of all healthcare
costs with an average cost of
$36,000 on an annual basis.
But in contrast the benefits of
this model are not reserved for
the sickest patients. For pa-
tients with less demanding
healthcare needs, the added
staff and support will allow phy-
sicians to better coordinate that
care without always requiring a
face to face visit to manage
each individual aspect of that
care. The Accountable Care
Organization is designed to do
just that —- to make an organiza-
tion of medical professionals
accountable for all the health-
care costs and outcomes of a
select group of patients.

To be honest this thought and
focus on quality is something
physicians intuitively strive to
achieve. Up until now we sim-
ply have not be given the tools
to prove to ourselves, much
less to those who are paying
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“The positive effects
of regular exercise
have been shown to
impact on most

every area of
health.”
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the bills, that we are giving
quality care to our patients. For
years we advised women to
take hormone replacement
therapy because some observa-
tional studies suggested there
were benefits for bone mass
and cardiovascular disease.

We later found out that there
was an increased risk of breast
cancer, stroke, blood clots, and
heart disease when these medi-
cations were taken for an ex-
tended period of time. We
used to believe that nearly
every patient with a significant
heart blockage would have a
better outcome if they had inva-

sive (and expensive) heart
catheterizations and placement
of heart stents. It was only later
that we showed that for most
patients a combination of medi-
cations costing no more than
$12 a month would provide for
essentially identical medical
outcomes. What is important,
and unintuitive to us as human
beings, is that more is not al-
ways better. More, can simply
be more for the needs of physi-
cians to support their ever in-
creasing costs of running a
practice. More can be the natu-
ral human (and erroneous) in-
tuition that every stone must be

A Prescription For Exercise

By: Edward Alderson, MD

-

1 Most of us
i associate

| exercise

1

| with wanting
«. to lose

| weight or
trying to
keep weight off. We don't al-
ways think of exercise in terms
of fitness. Weight can easily be
quantified by looking at the
scales but 'fitness' is a much
more difficult end point to real-
ize. The positive effects of regu-
lar exercise have been shown
to impact on most every area of
health. A patient's particular
medical and physical condition,
work schedule, medications or
other circumstances however
may require a more specific
prescription for exercise. Many
studies have demonstrated the
well-known benefit of exercise
for cardiovascular health. It is
one of the most important ele-

ments in the primary preven-
tion of cardiovascular disease.
Some of the other benefits of
both aerobic and resistance
training are a positive impact
on blood pressure, heart rate,
and decreases in the risk of
cardiovascular events like
heart attacks, strokes. A com-
bination of aerobic and resis-
tance exercise will significantly
improve diabetic control mainly
through increased insulin sen-
sitivity and weight loss. Regu-
lar, supervised exercise in sen-
ior citizens has demonstrated
improved balance and agility
therefore decreasing the risk of
falls.

A primary goal in adulthood
should be to maintain bone
mass so weight bearing and
endurance activity such as stair
climbing, jogging, and jumping
have been shown to maintain
or even improve bone mass.

uncovered when it comes to our
personal healthcare. What the
ACO model allows is for us as
physicians to deliver care that is
appropriate, safe, and effective
without having to worry about
the treadmill of patient visits
and procedures needed to keep
us in business. And in the end,
doing what works and is cost
effective is ultimately the only
way we can continue to deliver
quality care, or really, to keep
affording to deliver healthcare
at all.

Aerobic exercise training and
resistance exercise training
have been shown to improve
cognition and functional capac-
ity with reduced risk of cogni-
tive decline and risk for demen-
tia in senior citizens.

Chronic back and neck pain are
both best treated with super-
vised, specific exercises by a
physical therapist which will
lead to decreased pain, in-
creased agility and strength.

Regular exercise has a huge
impact on improving sleep hab-
its and regular exercise has
been proven to have a lasting,
positive impact on one’s sense
of well-being. There is also a
positive effect on anxiety and
depression when regular exer-
cise.

Now just to say "l plan to

See Page 5
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By: Edward Alderson, MD
(Continued from Page 4)

start exercising" or "I'm join-
ing the gym next week" is
too vague. Having a plan we
commit to paper has always
been helpful in obtaining
goals. Having a specific plan
or prescription for exercise
is more helpful and should
include the following:

* Intensity —gradually work-
ing up to achieving your
target heart rate

* Duration- even 10 min-
utes at first is better than no

MD Minute

By: S.Jason Smith, MD

| guess it is always difficult
when writing about your true
thoughts, to be honest when
communicating those thoughts
to your patients. So much of
the relationship between a
patient and physician is based
upon a mutual respect that
forms the core of the doctor-
patient relationship. That re-
spect is essential in maintain-
ing a candid dialog about the
challenges of one’s personal
health and keeping a realistic
outlook on the hopes for im-
provement. It is this sincere
and supportive conversation
that | personally strive to ad-
vance each day although it
sometimes can be very difficult
during these financial times.
During the last several years of
our shared financial worry, |
have personally seen a steady
increase in the self-reported
concerns of anxiety, depres-
sion, and financial and familial
strife. Spousal concerns that
normally could be addressed
with the steady support of a
paycheck are now brought to
our office for discussion. The
improved financial positions of

exercise at all and increas-
ing to 30-60 minutes a day
is ideal

* Frequency- exercise is
best done daily but at least
3-5 days per week.

* Mode (type)- aerobic
(walking, jogging, running,
biking, swimming), resis-
tance (weights)

* Progression- exercise
should consist of gradually
working up to 150 minutes
per week for a low level of
exercise and fewer minutes

certain corporations, coupled
with the increasing demands
for efficiency from upper man-
agement, have provoked an
acidic take-it-or-leave-it envi-
ronment for a great many work-
ers. The mental reserve that is
required of patients to manage
their chronic conditions such
as diabetes, heart failure, and
preexisting mood disorders is
being sapped by an unspoken
fear for their financial security.
Certainly this worry is not
shared by all the patients that |
see on a daily basis. In prac-
tice, however, it is a concern
that is occurring often enough
to make an impact on my abil-
ity to care for the medical
needs of these individuals.

Body language is such an im-
portant and essential tool for
immediately assessing the
concerns of an individual pa-
tient. The slumped shoulders,
the slightly bowed and tilted
head, and the concerned look-
ing eyes focused on you as you
walk in the room never fails to
move me. Granted it is always
hard knowing that you have 25-
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per week for higher level of
intensity.

The next time you come in
for a checkup be sure to go
ahead and ask your physi-
cian what specific exercise
program is right for you.
And nearly all the time a
prescription for fitness is
exactly what the doctor
ordered to help you to-
wards your long time health
goals.

30 patients scheduled on any
individual day but you really do
try to have that thought leave
your mind when entering a
patient room. A lot of what can
be done in the brief 10-15 min-
ute visit is essentially mental
health care triage. You try and
take the experience you learn
from both your formal medical
training and from your experi-
ence just talking to people to
hopefully give some guidance.
In primary care we have an
accumulated experience with
mental health issues but rarely
do we have the time necessary
to give the most comprehen-
sive care. Sometimes we are
the only option as certain
health plans to do not ade-
quately cover mental health
referrals. There is always the
apprehension and concern that
we may be over prescribing
medications for the stresses of
modern life.  We are definitely
a pill focused society but not
for the reasons one might
think. Pharmaceutical compa-
nies have rightly put forth treat-
ments for a whole range of
medical conditions; what they

See Page 6
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Where Caring Is Our Specialty

WWW.BIMAPC.COM

The physicians at Birmingham Internal Medicine Associates,
P.C., all share a philosophy geared toward a fuller relationship
between doctor and patient and believe that providing gual-
ity and compassionate care means forming a true partnership
with patients. When you visit Birmingham Internal Medicine
Associates, P.C., you will receive the most technologically ad-
vanced care available. The needs of the patient come first in
everything we do, and our goal is to develop lasting relation-
ships through good commmunication. Y ou will also re-

ceve something more - a partnering relationship with your
doctor that will last a lifetime.

Internal Medicine specialists treat the entire patient rather than
a particular organ system. Our miission is to diagnose and treat
illness in adults with emphasis on wellness and illness preven-
tion. Areas of particular interest include heart disease, diabe-
tes, osteogporosis, high blood pressure, high cholesterol, kidney
disease, arthritic disorders, and lung diseases.

In addition to our physicians, we have a highly trained and
conrteous staff of medical and administrative personnel who are
willing to assist you in any way possible. We look _forward to

providing for your medical needs, now and into the future.

MD Minute
By: S. Jason Smith, MD
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haven’t quite come up with is
an anecdote for the stresses,
responsibilities, and the ex-
pected increasing efficiency of
the modern worker. The smug
answer would be Adderall for
one’s focus and Xanax for the
anxiety that proceeds from that
increased production. You can
see this focus on productivity
from many different sources.
One is the worried student
seeking a competitive edge on
their classmates who will ulti-
mately compete with them for
the jobs of the future. Another
is the hurried professional wor-
ried that their lack of focus may
make them the first casualty of
cutbacks if they are not hitting
their numbers. Lastly there is
the manufacturing worker
struggling to keep up with the
constantly rotating shift at the
plant, hoping that he will be
able to outlast his coworkers
who can’t keep up with such a

grueling schedule. Frequently
this constant measurement
against the physical and mental
endurance of one’s peers leads
to a multitude of worrying symp-
toms. There are the sleepless
nights filled with worry, the
snippy interactions with friends
and family, and the new physi-
cal complaints including head-
aches, back pain, and fatigue.

This cycle of anxiety, stress, and
physical symptoms is a recur-
ring theme throughout our pro-
fessional day. As a physician
you certainly wish to be com-
plete in your assessment of a
patient’s concerns and this can
lead to many tests which almost
always turn out to be normal.
You don’t want to miss the rare
diagnosis but it is disheartening
to see what external stress can
do to a person, and what that
stress leads to in terms of re-
sources spent on ruling out

physical disease. We as phy-
sicians have to remember our
limitations and not always feel
expected to give medicines for
stresses that are ultimately
external. When medications
are needed they should be
given without hesitation and
referrals made to mental
health professionals who have
a more accommodating prac-
tice model for an ongoing
patient dialog. We have to
remember that sometimes it
is a patient’s expectation that
someone just listen to their
story and be compassionate
about what life has dealt
them. When no one else will
listen, we are called upon to
be the ones who will both
acknowledge and reflect on
the concerns of that individ-
ual. We are the ones who
must see them as something
more than a series of diagno-

ses and resulting treatments.
Itis my true wish that | had
more time to hear those stories
and to encourage my patients
even when words are not
enough for an unexpected mis-
fortune in their lives. What is
encouraging, and what makes
this job so rewarding, is the
contrasting joy and happiness
that occurs when a patient lets
you know that something you
have done or said made a dif-
ference in their lives. This pro-
fession gives you an amazing
appreciation for the complexity,
diversity, but paradoxically the
commonality we all share in
this thing we call life. | cannot
imagine anything that would
tempt me to give that perspec-
tive away nor the richness that
it has brought to my personal
and professional life.




