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“Probably the biggest negative is that it car-
ries a social burden with regards to isolation
during social events or while traveling,” he
said. “Being on a gluten-free diet imposes a
burden on the patient or on those who are
preparing food for the patient.”

Someone adhering to a gluten-free diet
also should consult with a nutritionist, Dr.
Kelly said. Jettisoning gluten will likely also
mean lower consumption of fiber and some
vitamins, such as the B vitamins, so it’s
important that the patient take a multivit-
amin, he said.

Moreover, patients should be advised
that even though gluten-free eating is
sometimes promoted as a weight-loss
strategy, they might actually gain weight,
Dr. Green said. To compensate for the lost
taste of gluten, manufacturers will some-
times add fat and sugar to gluten-free foods,
he said.

But as a general rule, as long as serious
causes of symptoms, like celiac disease, are
ruled out, Dr. Pietzak doesn’t see any health
downside to allowing patients to restrict or
eliminate gluten. As the condition is better
understood, perhaps one day what now
falls under the umbrella of nonceliac gluten
sensitivity will be isolated into different
diagnoses depending on whether the symp-
toms are primarily gastrointestinal or neu-
rological or otherwise in nature, Dr. Pietzak
said.

Meanwhile, doctors and researchers
are still trying to get a better grasp of the
diagnostic underpinnings. “The problem is
that when you go gluten-free and you feel
better,” Dr. Fasano said, “this is going to be
due either to the placebo effect or because
you’re truly gluten sensitive.”

He’s involved with a multicenter study
that’s taking a double-blind approach to
determine the real-world effect of gluten.
Researchers are randomizing 120 “gluten-
sensitive” adults to either a gluten-rich
diet or a rice-starch placebo alternative
in the hopes of identifying key biomark-
ers. The study, which began in 2011, is
projected to wrap up enrollment by year’s
end. A
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Answer: Anaplasmosis and ehrlichiosis,
both transmitted by ticks, such as the lone
star tick

Ehrlichiosis and anaplasmosis are 2
closely related, tickborne, emerging infec-
tious diseases. In 2010, 1,761 cases of
anaplasmosis and 740 cases of ehrlichiosis
were reported to the Centers for Disease
Control and Prevention. Although both
diseases concentrate east of the Rocky
Mountains, they usually occur in different
areas. Very few cases of ehrlichiosis and no
cases of anaplasmosis were reported from
states west of the Continental Divide.
Ehrlichiosis, or human monocytic ehrli-
chiosis (HME), is transmitted by the lone
star tick and is found mainly in the mid-
Atlantic, southeastern, and south central
states. Anaplasmosis (formerly called
human granulocytic ehrlichiosis, or
HGE) is transmitted by the western black-
legged tick and the deer tick and occurs
more often in the Northeast and upper
Midwest. (Source: National Institute of
Allergy and Infectious Diseases,
w w w.niaid.nih.gov/  topics/ehr l ichios-
isanaplasmosis) A
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may be bringing new respect to primary
care physicians, citing a PCMH program
launched by CareFirst, a plan affiliated with
Blue Cross and Blue Shield and the largest
insurer in the Washington, D.C., metropol-
itan area. The story stated, “Beginning in
2011 CareFirst increased reimbursement for
what would soon be most of its primary care
doctors in Maryland, the District and
Virginia. It began paying even more if they
reduced duplicative, unneeded or overly-
expensive treatment while maintaining or
improving quality. Doctors who scored well
have gotten raises of more than $40,000 on
top of round-the-clock nursing assistance
for their sickest and riskiest patients,
according to physicians and the insurance
company.”

The article notes that “policy experts are
far from agreeing that medical homes cut
costs in the long run. But even though indus-
trywide spending has slowed, CareFirst cred-

its its medical home for helping keep total
patient expense growth at 3.5 percent last
year, the lowest rate in memory.” The CEO
of CareFirst was quoted as saying that the
company had saved “hundreds of millions
of dollars in accumulated, avoided costs.”

Healthcare Finance News reported
(www.healthcarefinancenews.com/news/pcmh-
paying-aetna-and-doctors) that Aetna’s
PCMH contract with a large, multispecialty
practice was so successful that it plans to
expand the program to other practices. The
report stated, “In the first year of the med-
ical home contract, Aetna’s 5,650 members
being treated by WESTMED [group practice]
physicians saw a 35 percent reduction in
hospital admissions and had relatively
fewer ER visits and hospital readmissions.
WESTMED doctors also met almost all of
the 10 goals targeting cancer screenings and
proactive management of diabetes and
heart disease. According to Aetna, those

results earned WESTMED some $300,000 in
incentive payments.”

PCMHs may not be for everyone, and
by themselves they may not reverse the cri-
sis in primary care that has resulted from
decades of indifference, neglect, lack of
respect, and misguided policies from pay-
ers, from the government, and within the
medical profession itself. Their long-term
impact on outcomes, cost, and patient and
physician satisfaction remains an open
question. But it is clear that PCMHs are
coming into their own, backed by billions
of dollars from payers and embraced by
growing numbers of physicians and their
practices. They are beginning to show
results—better pay and better respect for
primary care, better outcomes for patients,
and cost savings for payers. They are show-
ing that when it comes to medical care,
there may be nothing better than “home
sweet home.” A
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within health care, including referrals to
other clinicians, visits that follow an emer-
gency department visit, and visits following
discharge from hospitals and skilled nurs-
ing facilities;

■ coordination with home- and com-
munity-based clinical services; and

■ enhanced opportunities for the
patient to communicate with the clinician,
to include not only the telephone but also
secure messaging, Internet communica-

tion, or other same-time consultation
methods.

Also, clinicians would bill just 1 unit of
chronic care management in a 30-day peri-
od. The billing would not occur prior to the
30th day. (ACP will request that CMS clarify
whether this is to be counted in business
days or calendar days). If a face-to-face visit
were to occur within the 30-day chronic
care management reporting period, it
would be separately billable.

Patients that would like to receive the
benefits of chronic care management
would need to be notified of and consent
to the scope of chronic care management
services before a physician can bill for
them. As evidence that such consent
occurred, the physician would note it in the
patient’s medical record and the patient
would be given a copy (printed or electron-
ic) of the plan. Consent would be reaf-
firmed at least once every 12 months. The

patient would be able to revoke consent at
any time.

Overall, ACP views this proposal as a
positive development for internal medi-
cine; however, staff will provide comments
to CMS to improve upon the value of and
requirements for this code. A

Brian Outland is an associate for regulatory
affairs in ACP’s Department of Health Policy
and Regulatory Affairs.
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