
The healthcare costs of the chronically ill continue to increase under fee-for-service (FFS) Medicare. As the Congressional Budget 
Office has observed, the current FFS system is reactive, generally waiting for an acute event such as a hospitalization before  
engaging healthcare providers. Medicare managed care plans, or “coordinated care plans,” represent a practical alternative, providing care 
coordination, access to medical homes, and chronic care management services aimed at reducing wasteful spending and improving 
quality of care.

One beneficiary’s story1  

The following profile contrasts the experience of a chronically ill Medicare beneficiary in a Medicare “coordinated care plan” with the  
same member’s likely experience in FFS Medicare. 

Angela Garcia, 75, struggles with the ongoing management of her  
diabetes and heart failure. On a daily basis, she has to keep track  
of over eight medications, and without family members close by  
to provide transportation, she has difficulty keeping her doctor  
appointments. Ms. Garcia has a primary care doctor that has been 
helping to manage her conditions. Last December, Ms. Garcia woke  
up in intense pain due to a wound that had recently developed on 
her left foot which was becoming infected. At the urging of her  
doctor’s office, she took an ambulance to the emergency room 
where she was visited by a Hospitalist Primary Care Physician 
(PCP), diagnosed with an infection, and admitted to have her  
infection treated.  
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1 Based on actual events. Identifying information has been changed to protect privacy.   
(continued next page)

The current FFS  
system is reactive,  

generally waiting for  
an acute event such  
as a hospitalization 

before engaging  
healthcare providers.

“The special needs I have with my health mean that I have to have some help getting the 
services I need. Without my care manager, I would be lost. I’m so glad I have someone to 
talk to who can help me.” 

		                — O. Mercer, South Carolina Care Improvement Plus Member
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Care management: Care management 
services that help to assess beneficiary 
needs and facilitate access to appropriate 
care and follow-up treatment,  
preventing and/or minimizing disease 
and disability progression, and identifying 
high-risk areas where specialized care 
is needed. 

Care coordination: Care coordination  
aligns care providers across multiple 
healthcare settings, ensuring a common 
treatment plan and reducing costs  
associated with medical errors and  
adverse outcomes. 

post discharge Assessments:  
According to a recent New England 
Journal of Medicine report, post  
discharge assessments and other  
transitional care interventions are  
effective strategies to reduce  
approximately $12 billion dollars  
of preventable hospital re-admissions.

transportation services: For the 
frail and elderly, transportation services 
are a critical component of healthcare 
access that can impact health status 
and reduce costs.

home monitoring equipment:  
As a prevention strategy, home  
monitoring equipment can aid in halting 
or delaying certain illnesses and their 
re-occurrence, reducing ER visits and 
preventable hospital re-admissions.  

Addressing social and economic 
challenges: Assessing challenges 
such as identifying programs to assist 
with household costs is an important  
aspect of how coordinated care plans 
seek to integrate care on behalf of  
beneficiaries.

Ms. Garcia is admitted to hospital, visited by Hospitalist PCP, diagnosed with an infection, and admitted to have infection treated

Hospital discharge 
planner visits Ms. 

Garcia, sets up home 
health visits, provides 

prescriptions and  
discharge instructions 

Ms. Garcia is discharged 
from the hospital

Home health provider 
calls to indicate they do 
not serve her location 

Hospital contacts Medicare  
plan for authorization 

Hospital discharge planner  
visits Ms. Garcia, sets  
up home health visits,  

provides prescriptions and 
discharge instructions 

Ms. Garcia’s plan care  
manager speaks with  
discharge planner to  

review her condition and  
discharge needs

Plan care manager  
coordinates care with  
Ms. Garcia’s PCP and  

podiatrist, alerting them  
of hospitalization and  

diagnosis. Podiatrist and  
PCP agree to schedule  

follow-up visits in 1 week

Ms. Garcia is discharged  
from the hospital   

Plan assigned nurse care  
manager is alerted of  

hospitalization 

Home health provider calls  
to indicate they do not  

serve her location

The following table illustrates the likely services and follow-up that Ms. Garcia would experience under the current Medicare FFS  
program, contrasted with her experience as a member of a Medicare coordinated care plan (a Special Needs Plan in this instance):1    

FFS

Medicare Coordinated Care Plan

1 Based on actual events. Identifying information has been changed to protect privacy.   

Plan care manager calls  
Ms. Garcia for post discharge  

assessment, creates plan of care, 
sets up another home health  

provider, and coordinates  
transportation services for  

follow-up PCP and podiatrist visits

Care manager conducts medication 
reconciliation post-hospitalization 

and refers Ms. Garcia to a  
pharmacist for any issues related  

to generic versus brand-name 
drugs, adverse drug reactions,  
and duplication of medications

Health plan arranges for free  
diabetic testing supplies to  
be sent to Ms. Garcia, helps  

enroll her in a discount  
program for electricity costs

Home monitoring device alerts  
Ms. Garcia of a hot spot on her  

left foot, plan care manager  
notifies PCP, schedules a  

follow-up visit with Ms. Garcia

Care manager refers Ms. Garcia  
to a social worker for state- 

sponsored pharmacy assistance  
to address issues related to the  
inability to pay for prescriptions

Plan care manager arranges  
for home monitoring  

equipment to be sent to Ms.  
Garcia, reviews instructions


