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Overview

~ Health Care Reform 

–An historic moment

üLaying the groundwork for payment and delivery 

system change

~ Campaign for Better Care

–What it’s about

–Why you should get involved



Health Care Reform: 

Watching the Drama Unfold
Key Elements:

~ Coverage/Access

–Affordability

–Meaningful benefits

~ Financing

–How we pay for it all

~ Delivery System & Payment Reform
–More focus on primary care and prevention 

–New models of care

–New strategies for payment

–Quality measurement and Improvement

–Greater recognition of family caregivers

–“Consumer Voice”



Health Care Reform: Put the ñCareò 

Back in Health Care

~ The process of transforming the health care 
system is extraordinarily complex.
–A long-range endeavor

~ Reforming health care for the aging population 
means more than expanding access and 
coverage. It requires:
–Changing and improving the way care is paid for, 

delivered and managed in all settings

–Moving from acute care to chronic care

–Linking health care and long-term services and 
supports

–Greater supports for family caregivers



Health Care Reform:

New Models of Care
~ HCR calls for changes in payment and 

delivery that can lead to better care

–Better coordination and integration of 

services

–More patient- and family-centered care 

–Evaluation based on patient-centered 

measures of clinical outcomes, functional 

status and patient/caregiver experience.



Health Care Reform:

New Models of Care

~ Center for Medicare and Medicaid Innovation

~ Specific Payment/Delivery Models:

– Bundled Payments

ü An alternative to paying individual fees for each service 

provided is to “bundle” payment so that all services are 

covered by a flat fee

ü National pilot for integrated care (acute care, physician 

services, outpatient hospital services, post-acute care)

– Patient-Centered Medical Home

– Accountable Care Organizations



Health Care Reform:

Patient-Centered Medical Homes

What is a “Medical Home”?

~ A medical office, health center or clinic that 

assigns a “point person” AND a team of health 

professionals to offer personalized, 

coordinated, comprehensive primary health 

care to each patient.

~ Is paid a fee for each beneficiary who receives 

medical home services over a given period of 

time.



Health Care Reform:

Patient-Centered Medical Homes

~ Two different models of “medical home” will 

likely be tested as pilots under Medicare and 

Medicaid

–Independent PCMH led by primary care physicians 

or NPs and focused on high need Medicare 

beneficiaries

–Community-based medical homes

üNon-profit or state-based orgs. would employ community 

health workers to assist the patient’s primary care providers 

in coordinating care for persons with chronic care needs. 



Health Care Reform:

Accountable Care Organizations

~ ACOs are one way to address the fragmentation in 
the delivery of health care in the U.S.
–Idea is to reshape the way care is delivered and the way 

providers –with shared responsibility for patients –are 
rewarded.

–Focus on the whole person: encouraging providers to 
consider all of the care their patients receive and to 
coordinate and communicate with one another. 

–ACOs may be organized in different ways but, at a 
minimum, will include primary care physicians, 
specialists, and at least one hospital (MedPAC 2009). 



Health Care Reform: 

Family Caregiving

Greater Recognition of Family Members in Their 

Caregiving Roles 

–The word “caregiver” is in many parts of HCR 

üCMS Innovation Center, Medical Home, ACOs, 

Transitional care, CLASS Act

–Goal for advocates: ensure that family caregiver 

support is part of all new payment and delivery 

mechanisms

üAccountability for patient- and family-centered care.





Campaign for Better Care

~ Multi-year, multi-faceted 

consumer advocacy campaign 

focused on the most vulnerable

–Older adults with multiple 

chronic conditions and their 

family caregivers

~ Led by The National Partnership 

for Women & Families

~ Funded by The Atlantic 

Philanthropies



About the National Partnership 

for Women & Families
~ Nonprofit, non-partisan organization with more 

than 35 years experience working on issues 
important to women and families.

~ Our Priorities:
–Ensure that every American has access to quality, 

affordable health care

–Promote fairness and equal opportunity in the 
workplace

–Advance policies that help women & men meet the 
dual demands of work and family
üFamily and Medical Leave Act

–Led 300+ coalition until enactment in 1993



The Problem….



“A health problem facing a loved one may 

be contained in the body of that one 

person, but it affects the entire familyôs 

soul.ò
Former Vice President Al Gore

Family Re-Union Conference

June 26, 1998



Family Caregiving is at a 

Tipping Point

~ For many American 

families in the throws 

of caregiving for an 

older relative or 

friend, there is deep 

worry about quality of 

care and quality of 

life.



The Urgent Need for Better Care

~ The U.S. health system is neither 

organized nor financed to deal with its 

greatest challenge –chronic illness.

–It fails the most vulnerable among us –

especially older adults with multiple chronic 

conditions.

ü20% of Medicare beneficiaries with 5+ chronic 

conditions account for 68% of total Medicare 

spending.



Older Adults with Multiple Health Problems 

Have an Urgent Need for Better Care

~ Because their doctors don’t talk to each other or coordinate 
their care, most older patients receive duplicate 
tests/procedures, different diagnoses, and contradictory info 
on managing their conditions.

And they donôt get better.

~ Because there is no “point person”, they experience 
complications from medications and suffer medical errors, 
and are frequently hospitalized –1 in 5 is back in the 
hospital within 30 days.

Their lives are put at risk and they are getting sicker.

~ They and their families are left on their own to find and 
arrange the non-medical services and supports they need to 
live at home.

They feel abandoned and overwhelmed.



Q. “What is the main piece of advice you 

can give health professionals?”

A. “Listen to what older people are really 

sayingénot only to the words but to 

cries, whispers and silences.  Really 

listen so that they know their concerns 

and feelings are being recognized.ò
~ Elaine Brody (2010). On being very, very old: An Insider’s 

Perspective, The Gerontologist, 50(1), p. 2-10.



Family Caregivers are At-Risk

A 30-year body of research shows family members 
who care for older adults with chronic health 
conditions are themselves vulnerable and at-risk 
population that the health care and LTC system 
neglects
–Health risks

–Financial burdens

–Emotional strain

–Mental health problems

–Workplace issues

–Retirement security

We need to listen to the voices of caregivers 

in a serious way



Campaign for Better Care

Goals
~ Make improvements in the health care system 

so that it delivers high quality, comprehensive 

and coordinated care, especially for vulnerable 

older adults with multiple chronic conditions.

–Those who are at the highest risk of poor care and 

high costs

~ Build a strong, independent and lasting 

consumer voice for better health care, by 

mobilizing consumer advocates, older adults 

and their families.



Campaign for Better Care: 

Raising our Voices

~ Building a sustained movement

~ Need to influence the “demand” for 

meaningful change in the payment and 

delivery of health care

–So that the policy work that needs to be done 

to bring about that change is successful.

~ Long-range effort

–It will not happen overnight!



Campaign for Better Care

Key Elements
Policy/Advocacy

~ Ensuring that principles of patient- and family-centered care are front and 
center in the delivery of health care

~ Policy agenda: getting the right delivery models, changing the payment 
system; effectively using electronic medical records,  bolstering the 
primary care and geriatric workforce 

Partnerships and Alliances

~ Two main partners: Community Catalyst (state-based coalitions/advocacy) 
and NHeLP (legal analysis/advocacy)

~ Key stakeholders and advisors inform policy agenda: physicians, nurses, 
social workers, aging network, policy and clinical researchers

Broad-Based Consumer Coalition

~ Organizations representing caregivers, older adults, women, labor, 
retirees, religious-affiliated, low-income, minorities, or concerned with a 
particular disease

Grassroots Mobilization

Messaging and Communications



Campaign for Better Care

Grassroots Mobilization
~ Target audience:  Baby Boomers

–Those who have been or are now in a caregiving role, and 
those who have caregiving in their future 

–Also engage older adults themselves

~ Key Strategies:

–National Consumer Coalition

–On-line community of activists (website)

–On-the-ground mobilization (Community Catalyst)

ü6 target states:  MA, ME, OH, PA, NC, WI
–Building state coalitions to bring the voices of consumers to key policy 
debates related to the Campaign’s agenda

üTesting new patient/caregiver engagement strategies 
–Advocacy training: caregivers and older adults as activists



Campaign for Better Care

Messaging and Communications

~Putting a human “face” on the problem
ü Health care activism is rooted in people’s experience with the 

health care system

ü Story collection project

~Develop compelling messages in plain language
ü Focus groups and consumer survey: Ways to help define the 

problem and solutions, and to identify motivating messages for 
action

ü Majority of respondents –particularly caregivers and low-income 
persons –are interested in taking actions to improve chronic 
care

~Influence, generate and shape media coverage
ü Create a drumbeat to keep issues in front of public and 

policymakers.



What Would Better Care Look Like?

When the primary care doctor/nurse/care team:

~ Conducts a geriatric and caregiver assessment

~ Develops a care plan with the patient’s care goals

~ Listens and explains information clearly

~ Involves the patient/family in making health care decisions

~ Uses a “team approach” to care and a “point person” to answer 
questions at any time 

~ Communicates with all other health care providers/specialists

~ Uses one electronic medical record

~ Limits duplicative tests

~ Reconciles medications to avoid errors

~ Coordinates care between settings and links to community supports

~ Spends enough time with the patient/family so that they know what to 
do when they get home. 



Going Forward

~ Health insurance reform is just the beginning

~ Need to build a sustained movement…..

ñIt will take a movement to join the 3 corners of 

the care triangle: people who need care, 

families who care for and about their members, 

and people who give care for a living.ò

– D. Stone, The Nation (March, 2008).



There is a better way.

Join us!

To sign up:
www.CampaignforBetterCare.org

http://www.campaignforbettercare.org/

