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Introduction 

The Delaware Academy of Family Physicians (DAFP) is the predominant organization 

representing primary care physicians in the state of Delaware.  While we are a member 

organization, we are focused on improving the health of our patients, i.e., all Delawareans.  In 

fact, our mission is “to promote excellence in health care and the betterment of the health of the 

people of Delaware.”  Therefore, we very excited to work with the State of Delaware and other 

stakeholders on Delaware’s State Health Care Innovation Plan. This paper is intended to provide 

some of our thoughts and responses to Delaware’s State Health Care Innovation Plan, including 

the State Innovation Model (SIM) proposal.  This paper is intended to be a starting point for an 

ongoing dialogue with the leaders of the Plan, including the Board and committees of the 

Delaware Center for Health Innovation (DCHI).  We hope this facilitates the process of 

collaboration between the DAFP and the DCHI and look forward to that ongoing dialogue. 

Background and Principles 

Triple vs. Quadruple Aim: The primary goal as stated in the plan and in the SIM proposal is to 

achieve the triple aim of enhancing patient experience, improving population health, and reducing 

costs.  We agree with this but would propose to expand that to the “quadruple” aim, which adds 

“improving the work life of health care providers, including physicians and staff”, as an 

important goal. (1) This fourth leg is critical because of the widespread burnout and 

dissatisfaction among physicians and other health care providers.  This is particularly true in 

primary care.  Unless this is adequately addressed, we feel the triple aim cannot be achieved.  

That is why the quadruple aim is now what is being most recently advocated in health reform, 

especially by provider organizations.  Given the importance of collaboration with physicians and 

other providers, this would seem to be an important component of success in Delaware. 

Importance of Primary Care:  It is widely agreed upon that enhanced primary care is essential to 

achieving the triple aim (or the quadruple aim).  One of the problems with the US Health Care 

system is that it does not focus on primary care but rather focuses on high-tech specialty and 

tertiary care.  Countries that focus more on primary care and less on high-tech specialty and 

tertiary care have better health outcomes with lower costs. (2)  In the US only about 5 percent of 

health care spending goes to primary care.  In these other countries with better outcomes and 

lower cost, that number is usually 10-12 percent.  Because primary care in the US is under-

funded, primary care practices have little ability to enhance their services so as to improve 

quality.  So a key component of the Delaware State Health Care Innovation Plan should be to 

expand, enhance and support primary care in Delaware, including increasing funding for primary 



care.  This focus on primary care already seems to be included in Delaware’s State Health Care 

Innovation Plan and is something we strongly support. 

Importance of Care Coordination: Another focus of the Innovation Plan that we support is care 

coordination.  This is particularly important for patients with chronic diseases.  Care 

coordination for chronic diseases requires managing these conditions both during visits and in-

between visits, and includes tracking disease control across populations as well as working with 

individual patients to optimize control of their chronic disease.  We feel strongly that care 

coordination is best done by adding care coordinators within the context of the primary care 

practice.  This requires additional payment to primary care practices to hire these care 

coordinators and support this work.  While payers have not traditionally paid for care 

coordination outside of office visits, Medicare is just beginning to do this.  Starting in January 

2015, Medicare has been paying practices approximately $42 per patient per month to coordinate 

care for patients with two or more chronic conditions. (3) This payment can serve as a model by 

which other payers in Delaware can support primary care practices in care coordination. 

Efficiency of small independent practices:  Delaware is somewhat unusual when compared to 

other US States in that more than half of physicians (including primary care physicians) practice 

in small independent practices.  This is a major strength of the health care system in Delaware, 

since studies have shown that there are generally higher costs associated with hospital-owned 

practices relative to smaller independent practices. (4)  While these small independent practices 

are more efficient, they often do not have the staffing, the expertise or the funding to make 

transformative changes. So one way to maintain the advantage of small independent practice but 

improve their ability for transformative change is to create collaborative arrangements where 

independent practices can work together on practice transformation.  Organizations such as 

independent practice associations (IPAs) or other management organizations can help to 

accomplish this.   

We believe the recent RFIs from the State regarding Care Coordination Services and Practice 

Transformation Services are an important step towards engaging and supporting independent 

practices. This potential contribution of small independent practices to a high quality health 

system also follows the model used in most other countries where costs are lower and outcomes 

are better, in a setting of integrated care, aligned payer mechanisms, and strong public health 

programs.     

 

Main Recommendations 

Based on these general principles, the DAFP has six major recommendations.  Again, these 

recommendations are intended as a starting point in our dialogue and collaboration with the 

Delaware Center for Health Innovation. 



1.  Enhance funding for primary care by adding to current fee-for-service structure:  While it 

may be desirable in the long run to move toward a system that pays for value rather than volume, 

changing from the current fee-for-service model to a “pay for value” model will take time.  

Trying to do that quickly will destabilize primary care practices and damage their ability to make 

transformative change.  So in accordance with recommendations from physician organizations 

such as the American Academy of Family Physicians (AAFP), we would recommend that for at 

least the next 2-3 years, payers continue the current fee-for-service payments for primary care 

practices services.  In fact, we would recommend that all payers in Delaware be required to pay 

at least 100% of Medicare rates for primary care services.  What we would recommend 

immediately as first step toward moving to “pay for value” is to add payment for “value added” 

services to these fee-for-service payments.  Estimates from the AAFP and other organizations are 

that these added payments should result in funding for primary care that is at least 60 percent 

higher than current levels of funding.  Once overall funding levels for primary care are increased 

by this amount, it may be reasonable to begin reducing fee-for-service payments and increasing 

“value” payments proportionately so as to maintain this same level of funding. We would 

recommend that this transition begin 2-3 years after additional “pay for value added” payments 

have been added to the current fee-for-service system. 

2.  Pay primary care practices for care coordination:  One major component of paying for value 

in primary care would be to pay primary care practices for care coordination.  We would 

recommend one of two options for this.  The preferred option would be for all insurers in 

Delaware (including both Medicaid and commercial insurers) to pay a monthly care coordination 

fee in addition to the usual fee-for-service.  The key issue here is that that payment needs to be 

adequate.  The best evidence is that this needs to be an average of $7-12 per patient per month, 

(5) which would be adjusted based on the mix of patients a physician has.  This assumes that all 

insurers participate and that payment is provided for all patients in a physician’s panel (i.e., not 

just patients with chronic diseases).  If all payers do not participate or payment is not provided 

for some patients, then the amount would need to be higher per patient.  

We understand that the state cannot dictate care coordination payment for Medicare patients.  

However, Medicare already has a program to pay for care coordination for patients with chronic 

diseases.  So a second option would be that all insurers in Delaware follow the Medicare model 

for chronic care management.  That is to pay approximately $42 per patient per month to primary 

care physicians for care management/coordination for patients with two or more chronic 

diseases.  We would also recommend that all insurers follow the Medicare model for transition 

of care (TOC) payment, which is designed for care coordination after hospitalization.   

When implemented, it would be important that the administrative requirements for practices to 

receive these care management fees are not overly burdensome. For example, if quality 

scorecards are used in the process of approving care management fees, these scorecards should 

be simple and must accurately represent the processes of care that are best linked to patient 

outcomes.  Also, documentation for these scorecards should not require significant additional 



work on the part of primary care practices.  To the extent that they do require additional work, 

that work should be reimbursed over and above the care coordination fee.   

3.  Integration between primary care and mental health: A key component of care coordination is 

integration with other components of the health care system.  One of the most important areas for 

primary care to integrate is mental health.  Most medical treatment for mental health occurs in 

primary care practices.  When this occurs it is important for these primary care clinicians to work 

closely with other mental health practitioners such as therapists and social workers.  There are 

several models for this integrated care.  One is when therapists and social workers are located in 

the primary care practice and work with the primary care clinicians to provide collaborative care 

for their patients.  Another model is “virtual” collaboration, where the ancillary mental health 

providers are located outside of the primary care office but integrate their work with the primary 

care clinicians.  Also, while most mental health treatment does not require a psychiatrist, having 

a psychiatrist to consult with the primary care clinician or be available for referral is very 

important to the collaborative care model.  Given is the importance of integrating mental health 

with primary care, we would recommend that Delaware’s State Health Care Innovation Plan 

includes an initiative for collaborative mental health care, including both co-location of mental 

health providers in primary care offices, and having consulting psychiatrists who are available 

for primary care clinicians.  Also, this model of integration could be expanded to other areas of 

health care, such as maternity care, cancer care, and care of other chronic diseases.  

4. Provide social services:  Another area that would enhance care coordination is the availability 

of social services.  Many times chronic care management is more dependent on solving social 

problems (such as poverty, homelessness, lack of social support or transportation) than on the 

medical issues.  Having social workers that could assist primary care practices with these issues 

can dramatically enhance care coordination for their patients.  While large organizations such as 

hospitals and FQHCs often have social workers on site, smaller practices usually do not.  We 

would recommend that the Innovation Plan include funding for social workers and other experts 

that can consult with care coordinators in these practices to help them find appropriate social 

services for their patients. 

5.  Funding of IPA or other management organization: In order to assist and enhance 

independent primary care practices, we would recommend that the Innovation Plan include 

funding, development and implementation of a primary care IPA or other management 

organization.  This organization would assist primary care practices in making transformative 

changes, including implementation of care coordination. This could be done by expanding what 

is already being done by current organizations in Delaware such as the Physician Organizations 

that are affiliated with the Medical Society of Delaware, or it could involve creating new 

organizations.  The key would be that these organizations are directed and/or operated by the 

practices that they serve.  Such an organization could also help to facilitate coordination among 

health care providers, which is an important component of optimal care coordination.       



6. Centralize interactions between payers and practices:  Currently, many payers offer programs 

or incentives for practices that achieve quality benchmarks or transform their practices along the 

PCMH model.  But currently these programs are disjointed, resulting in confusion among 

practices as well as unnecessary duplication.  In order to facilitate practice transformation, it is 

important to centralize and standardize these programs, and have one organization to speak for 

its member practices and physicians.  An IPA or other management organization as described 

above could fill this function.  Alternatively, physician organizations such as the DAFP could 

speak for its physician members.  The bottom line is that physicians and practices likely do not 

want individual payers coming to their door asking if they want to sign on to an incentive plan.  

This should be done in a standardized and centralized fashion.   

 

Summary 

 

We as family physicians are strong proponents of a high quality, high functioning health care 

system to benefit all residents of Delaware.  We strongly support the concept of family 

physicians being the cornerstone of the work in health innovation coordinated by the State of 

Delaware.  The above recommendations should serve as a guide to the enhanced role that family 

physicians can play in health reform and in partnership with statewide and national efforts to 

deliver better health, lower cost, and improve the patient and physician experience.  We look 

forward to an ongoing dialogue and collaboration between the DAFP and the DCHI and we hope 

that this paper provides a starting point to facilitate that process. 
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