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Tamworth	  Community	  Nurse	  Association	  Overview	  

Tamworth	  Community	  Nurse	  Association	  (TCNA)	  was	  founded	  in	  Tamworth,	  New	  Hampshire	  in	  
1921	  to	  sustain	  the	  health	  and	  vitality	  of	  the	  community	  and	  its	  residents.	  	  It	  was	  designed	  to	  ensure	  no	  
one	  in	  the	  town	  of	  Tamworth	  would	  go	  without	  healthcare	  due	  to	  financial	  difficulties	  or	  the	  lack	  of	  
access	  to	  the	  medical	  system.	  	  TCNA	  offers	  support	  for	  the	  physical,	  social	  and	  mental	  health	  of	  every	  
citizen	  by	  providing	  free	  skilled	  nursing	  care	  and	  coordination	  of	  available	  services	  to	  all	  ages.	  	  	  

TCNA	  also	  participates	  in	  town	  health	  and	  welfare	  activities,	  has	  a	  durable	  medical	  equipment	  
loan	  program,	  and	  offers	  educational	  workshops	  and	  programming.	  	  The	  organization	  receives	  fiscal	  
support	  from	  its	  endowment,	  the	  town	  budget,	  private	  donors,	  and	  foundations.	  	  TCNA	  is	  seen	  by	  the	  
community	  as	  a	  unique	  and	  strategic	  asset,	  and	  is	  a	  501(c)(3)	  non-‐profit	  organization.	  

NHIHPP	  Overview	  

The	  NHIHPP	  is	  an	  applied	  research	  institute	  located	  within	  the	  College	  of	  Health	  and	  Human	  
Services	  (CHHS)	  at	  UNH.	  	  In	  FY	  2012,	  the	  Institute	  managed	  $4.7	  million	  in	  state,	  federal,	  and	  private	  
foundation	  grants	  and	  contracts.	  	  The	  NHIHPP	  has	  a	  full	  time	  staff	  of	  25	  project	  directors,	  researchers,	  
data	  analysts,	  and	  support	  staff,	  the	  majority	  of	  whom	  are	  trained	  at	  the	  graduate	  level.	  	  The	  NHIHPP	  
staff	  has	  broad	  core	  competencies	  and	  professional	  training	  that	  include	  data	  analysis,	  statistics,	  
epidemiology,	  public	  health,	  mental	  health,	  aging	  and	  disability,	  social	  science,	  and	  program	  evaluation.	  	  

NHIHPP	  was	  created	  in	  2001	  as	  a	  partnership	  with	  the	  NH	  Department	  of	  Health	  and	  Human	  
Services	  (NH	  DHHS)	  to	  provide	  additional	  expertise	  and	  resources	  to	  the	  NH	  DHHS.	  Since	  that	  time,	  
NHIHPP	  has	  maintained	  that	  relationship	  with	  the	  NH	  DHHS,	  but	  has	  also	  greatly	  expanded	  its	  own	  
portfolio	  to	  include	  a	  number	  of	  projects	  related	  to	  health	  analytics,	  health	  policy,	  and	  health	  system	  
reform,	  with	  federal,	  state,	  foundation,	  and	  fee-‐for-‐service	  income	  streams.	  

Acknowledgements	  

This	  report	  was	  produced	  with	  funding	  assistance	  provided	  by	  The	  Tamworth	  Foundation	  
(www.tamworthfoundation.org),	  and	  support	  from	  TCNA.	  	  The	  author	  of	  this	  report	  wishes	  to	  thank	  the	  
staff	  and	  board	  of	  the	  TCNA	  for	  their	  enthusiasm	  and	  support	  during	  the	  project,	  with	  special	  thanks	  to	  
Jo	  Anne	  Rainville,	  Dave	  Deveau,	  and	  the	  entire	  TCNA	  staff.	  	  Finally,	  UNH	  NHIPP	  staff	  members	  Ashley	  



Office of International Students & Scholars

	  

3	  
NEW HAMPSHIRE INSTITUTE FOR HEALTH POLICY AND PRACTICE 

Hewitt Hall, Suite 202 ● 4 Library Way ● Durham, New Hampshire 03824 ● 603-862-5031 ● 
nhhealthpolicyinstitute.unh.edu 

	  
	  

Peters	  and	  Marc	  Flore,	  along	  with	  student	  Timothy	  Mallard,	  were	  instrumental	  in	  the	  data	  entry,	  quality	  
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Executive	  Summary	  

This	  report	  is	  the	  follow	  up	  to	  an	  interim	  report	  release	  in	  June	  2012,	  which	  was	  based	  upon	  
seven	  months	  of	  data.	  	  This	  final	  report	  is	  based	  upon	  twelve	  months	  of	  data	  (August	  2011-‐July	  2012).	  
The	  report	  examines	  services	  directly	  provided	  by	  TCNA,	  as	  well	  as	  services	  avoided	  due	  to	  TCNA	  
intervention,	  and	  assigns	  a	  monetary	  amount	  to	  both	  types	  of	  services.	  	  The	  underlying	  data	  collection	  
regarding	  performed	  services	  was	  conducted	  by	  TCNA	  staff,	  whereas	  UNH	  NHIHPP	  staff	  conducted	  the	  
data	  entry,	  data	  linkage	  to	  the	  NH	  Comprehensive	  Health	  Information	  System	  (NHCHIS)	  and	  Medicare	  
fee	  schedules,	  and	  completed	  the	  data	  analysis.	  

TCNA	  provides	  a	  wide	  array	  of	  services	  from	  direct	  medical	  services	  to	  public	  health,	  advocacy,	  
durable	  medical	  equipment	  loans,	  and	  education.	  	  This	  report	  focused	  solely	  on	  the	  direct	  medical	  
services	  offered	  both	  in	  the	  TCNA	  office	  and	  within	  the	  community/home	  setting.	  

In	  summary,	  the	  services	  provided	  by	  TCNA	  during	  the	  twelve-‐month	  period	  had	  a	  direct	  
financial	  value	  of	  $204,975,	  and	  the	  services	  avoided	  due	  to	  TCNA’s	  intervention	  had	  a	  value	  of	  
$350,450.	  	  These	  figures	  are	  not	  “additive”,	  due	  to	  the	  fact	  that	  they	  are	  the	  result	  of	  two	  different	  
study	  methodologies.	  	  As	  discussed	  in	  more	  detail	  within	  the	  report,	  these	  figures	  are	  based	  upon	  
provider	  allowed	  amounts	  versus	  provider	  charges,	  and	  are	  considered	  to	  be	  conservative.	   	  

This	  study	  has	  many	  numbers	  in	  it.	  	  The	  figures	  clearly	  demonstrate	  the	  pure	  fiscal	  value	  that	  
TCNA	  brings	  to	  the	  community.	  	  However,	  what	  numbers	  cannot	  denote	  is	  the	  value	  to	  the	  residents	  of	  
Tamworth	  when	  a	  nurse	  comes	  to	  someone's	  home	  to	  treat	  them,	  or	  when	  a	  patient	  can	  drop	  into	  the	  
offices	  versus	  driving	  dozens	  of	  miles	  for	  care,	  or	  when	  someone	  needs	  a	  loan	  of	  medical	  equipment,	  or	  
when	  someone	  just	  needs	  someone	  who	  cares	  to	  talk	  to.	  	  This	  is	  what	  makes	  TCNA	  unique,	  and	  an	  
integral	  part	  of	  the	  fabric	  of	  Tamworth.	  

Project	  Methodology	  Summary	  

The	  detailed	  methodology	  may	  be	  found	  in	  Appendix	  A.	  	  The	  high-‐level	  project	  steps	  are	  depicted	  in	  
the	  following	  graphic.	  
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Findings:	  Introduction	  

It	  is	  important	  to	  understand	  that	  these	  findings	  are	  based	  upon	  a	  single	  year	  of	  data,	  and	  that	  
no	  statistical	  projections	  based	  upon	  historical	  trends	  were	  calculated.	  	  With	  additional	  data	  collected	  in	  
future	  years,	  this	  would	  likely	  be	  possible.	  	  This	  report	  should	  be	  viewed	  as	  a	  snapshot	  of	  a	  particular	  
population	  during	  a	  particular	  time	  period	  (August	  2011	  to	  July	  2012).	  

Findings:	  Monthly	  Visit	  Distribution	  

Figure	  1	  shows	  the	  total	  patient	  visits	  by	  month	  between	  August	  2011	  and	  July	  2012.	  	  The	  
variation	  in	  visits	  ranges	  from	  a	  low	  of	  90	  in	  December	  to	  a	  high	  of	  245	  in	  August,	  with	  a	  mean	  of	  159.	  	  
The	  visits	  include	  both	  office	  visits	  at	  the	  TCNA	  facility,	  as	  well	  as	  non-‐office	  (primarily	  home)	  visits.	  	  The	  
numbers	  do	  not	  reflect	  telephonic	  visits.	  

	  

	  

	  

	   	   {Remainder	  of	  this	  page	  intentionally	  left	  blank.}	  
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Figure	  1:	  Total	  Patient	  Visits	  by	  Month	  

	  

	  

Findings:	  Patient	  and	  Visit	  Types	  

Figure	  2	  indicates	  the	  total	  number	  of	  patient	  visits	  (1,908)	  occurring	  during	  the	  study	  period,	  
broken	  out	  between	  new	  and	  established	  patients.	  	  If	  the	  patient	  had	  been	  seen	  prior	  by	  TCNA,	  the	  visit	  
was	  considered	  to	  be	  for	  an	  established	  patient.	  	  If	  the	  patient	  had	  either	  a	  date	  prior	  to	  an	  established	  
visit	  or	  no	  other	  date,	  then	  the	  visit	  was	  considered	  to	  be	  for	  a	  new	  patient.	  	  94%	  of	  the	  patients	  during	  
the	  study	  period	  were	  considered	  established.	  	  With	  only	  6%	  of	  the	  patient	  visits	  being	  classified	  as	  new,	  
it	  would	  support	  the	  data	  in	  the	  study	  demonstrating	  the	  large	  Medicare	  population	  served	  by	  TCNA,	  
and	  would	  suggest	  that	  TCNA	  primarily	  serves	  an	  established	  base	  of	  patients.	  	  	  
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Figure	  2:	  Established	  vs.	  New	  Patient	  Visits	  

	  

TCNA	  sees	  patients	  both	  in	  their	  main	  office	  location	  as	  well	  as	  in	  the	  community.	  	  Figure	  3	  
shows	  the	  total	  number	  of	  home	  and	  office	  visits.	  	  Of	  the	  total	  1,908	  visits,	  1,116	  (58%)	  were	  office	  visits	  
and	  792	  (42%)	  were	  home	  visits.	  

	  

	  

	  

	   	   {Remainder	  of	  this	  page	  intentionally	  left	  blank.}	  
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Figure	  3:	  Office	  vs.	  Home	  Visits	  

	  

	  

Findings:	  Insurance	  Types,	  Demographics,	  and	  Diagnostic	  Categories	  

For	  privacy	  reasons,	  no	  patient	  demographic	  information	  (such	  as	  gender	  or	  date	  of	  birth)	  was	  
collected	  in	  this	  study	  that	  could	  identify	  a	  patient	  directly,	  thus	  detailed	  demographic	  information	  
about	  the	  population	  served	  is	  not	  available.	  	  However,	  based	  upon	  procedure	  codes	  recorded	  that	  
reference	  age	  bands	  (not	  specific	  ages),	  and	  a	  TCNA	  indicator	  referencing	  the	  type	  of	  insurance	  held	  by	  
the	  patient,	  some	  descriptive	  information	  about	  the	  population	  served	  is	  available.	  	  Additionally,	  TCNA	  
created	  a	  blinded,	  unique	  patient	  identifier	  which	  allows	  for	  reporting	  on	  the	  number	  of	  visits	  per	  
patient,	  and	  will	  allow	  for	  the	  possibility	  of	  future	  analysis	  that	  is	  more	  detailed	  regarding	  the	  number	  of	  
repeat	  visits	  and	  for	  what	  services.	  

In	  summary,	  TCNA	  saw	  a	  total	  of	  441	  patients	  via	  1,908	  patient	  visits	  from	  August	  2011-‐July	  
2012.	  	  That	  is	  the	  equivalent	  of	  4.3	  visits	  per	  patient.	  	  In	  Figure	  4,	  78%	  of	  the	  patient	  visits	  were	  for	  
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Medicare	  recipients,	  12%	  were	  for	  those	  with	  commercial	  insurance,	  3%	  had	  Medicaid1	  coverage,	  and	  
7%	  had	  no	  insurance	  or	  were	  self-‐pay.	  	  Additionally,	  929	  (63)	  %	  of	  the	  Medicare	  patient	  visits	  had	  a	  
secondary	  insurance	  payer.	  	  Of	  these	  secondary	  payers,	  Anthem,	  United,	  and	  AARP	  were	  the	  three	  
largest.	  

The	  total	  population	  in	  20102	  in	  Tamworth	  was	  2,856	  comprised	  of	  49%	  males	  and	  51%	  females.	  	  
This	  number	  does	  not	  reflect	  the	  seasonal	  increase	  in	  population	  seen	  in	  the	  summer,	  nor	  any	  “snow	  
birds”	  that	  might	  leave	  Tamworth	  in	  the	  winter	  months.	  	  	  The	  census	  population	  in	  Tamworth	  of	  those	  
residents	  over	  age	  65	  comprised	  521	  people	  or	  18%	  of	  the	  total	  population	  in	  2010.	  	  During	  the	  study	  
period,	  there	  were	  a	  total	  of	  441	  unique	  patients	  seen,	  and	  while	  only	  216	  (49%)	  unique	  patients	  were	  
Medicare,	  78%	  of	  the	  total	  visits	  were	  for	  those	  over	  age	  65.	  	  

	  

	  

	  

	  

	  

{Remainder	  of	  this	  page	  intentionally	  left	  blank.}	  

	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1	  	  (The	  Medicaid	  category	  also	  includes	  for	  purposes	  of	  this	  analysis	  the	  VA	  and	  TRICARE	  insurance	  
types).	  
2	  2010	  U.S.	  Census	  Bureau	  Figures	  
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Figure	  4:	  Unique	  Patient	  Visits	  by	  Insurance	  Type	  	  

	  

Figure	  5	  shows	  the	  age	  bands	  of	  the	  population	  served	  by	  TCNA.	  	  75%	  were	  65	  or	  older,	  18%	  were	  40-‐
64,	  4%	  were	  18-‐39,	  and	  3%	  were	  under	  age	  18.	  

	  

	  

	  

{Remainder	  of	  this	  page	  intentionally	  left	  blank.}	  
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Figure	  5:	  Unique	  Patient	  Visits	  by	  Age	  Band	  

	  

TCNA	  sees	  many	  patients	  for	  a	  multitude	  of	  procedures	  and	  diagnoses.	  	  This	  report	  provides	  
summary	  information	  on	  the	  medical	  conditions	  of	  the	  patients	  seen	  by	  using	  the	  associated	  procedure	  
and	  diagnosis	  codes	  to	  describe	  the	  patient	  population.	  	  	  

7,527	  diagnosis	  codes	  (ICD-‐9	  codes)	  were	  recorded	  on	  the	  total	  1,908	  patient	  visits.	  	  This	  is	  an	  
average	  of	  3.9	  diagnosis	  codes	  per	  patient	  visit.	  	  Of	  the	  7,527	  total	  codes	  reported,	  there	  were	  397	  
unique	  diagnosis	  codes	  that	  had	  a	  matching	  description.	  	  The	  table	  below	  provides	  the	  percentage	  of	  
total	  diagnosis	  codes	  by	  major	  diagnostic	  category.	  	  

Consistent	  with	  a	  primarily	  over	  65	  population,	  the	  major	  diagnostic	  categories	  include	  diseases	  
of	  the	  circulatory	  system,	  general	  health	  conditions	  (signs	  and	  symptoms	  category),	  behavioral,	  
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musculoskeletal,	  and	  endocrine	  and	  metabolic	  disorders.	  	  The	  majority	  of	  these	  indicate	  a	  population	  
with	  chronic	  conditions.	  

Figure	  6:	  Percentage	  of	  Total	  Diagnosis	  Codes	  by	  Major	  Diagnostic	  Category	  

	  

In	  order	  to	  better	  classify	  diagnosis	  codes	  in	  the	  future,	  the	  TCNA	  data	  collection	  system	  should	  
be	  designed	  to	  record	  the	  primary,	  secondary,	  and	  tertiary	  diagnosis	  codes.	  	  There	  is	  currently	  no	  way	  to	  
discern	  the	  primary	  diagnosis.	  

	  

Findings:	  Office	  Visit	  Code	  Summary	  

Evaluation	  and	  management	  (office	  visit)	  codes	  were	  collected	  on	  all	  of	  the	  data	  collection	  
forms.	  	  Visits	  that	  occurred	  in	  the	  main	  office	  location	  as	  well	  as	  in	  the	  home	  were	  included.	  	  For	  
purposes	  of	  this	  study,	  the	  assumption	  was	  made	  that	  all	  evaluation	  and	  management	  (E&M)	  codes	  
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would	  be	  paid	  by	  the	  given	  payer.	  	  Figure	  7	  summarizes	  the	  frequency	  of	  the	  E&M	  visit	  codes	  by	  payer	  
type.	  	  	  

Figure	  7:	  Office	  Visit	  Code	  Summary	  by	  Payer	  Type	  

Office	  Visit	  Code	  Frequency	  by	  Payer	  Type,	  August	  2011-‐July	  2012	  

Office	  
Visit	  
Code	  

Code	  Description	   Commercial	   Medicaid	   Medicare	   Self-‐Pay	   TOTAL	  

99201	   Office	  Outpatient	  New	  10	  Min	   3	   1	   3	   2	   9	  

99202	   Office	  Outpatient	  New	  20	  Min	   5	   3	   4	   2	   14	  

99203	   Office	  Outpatient	  New	  30	  Min	   18	   8	   8	   6	   40	  

99204	   Office	  Outpatient	  New	  45	  Min	   13	   2	   8	   10	   33	  

99205	   Office	  Outpatient	  New	  60	  Min	   2	    8	   1	   11	  

99211	   Office	  Outpatient	  Established	  5	  
Min	  

9	   5	   49	   8	   71	  

99212	   Office	  Outpatient	  Established	  10	  
Min	  

63	   12	   308	   29	   412	  

99213	   Office	  Outpatient	  Established	  15	  
Min	  

82	   29	   688	   60	   859	  

99214	   Office	  Outpatient	  Established	  25	  
Min	  

25	   5	   361	   16	   407	  

99215	   Office	  Outpatient	  Established	  40	  
Min	  

2	   2	   42	   6	   52	  

TOTAL	   	   222	   67	   1,479	   140	   1,908	  

	  

In	  addition	  to	  E&M	  office	  visit	  procedure	  codes,	  1,959	  non-‐E&M	  procedure	  codes	  were	  collected	  
on	  the	  data	  collection	  forms	  as	  visits	  were	  performed.	  	  If	  submitted	  to	  an	  insurance	  carrier,	  it	  is	  unclear	  
whether	  or	  not	  all	  codes	  would	  necessarily	  be	  reimbursed	  depending	  on	  their	  payment	  rules,	  provider	  
contracts,	  meeting	  deductibles,	  etc.	  	  For	  purposes	  of	  this	  study,	  the	  assumption	  was	  made	  that	  all	  codes	  
would	  be	  paid,	  in	  addition	  to	  the	  E&M	  codes	  indicated	  in	  the	  prior	  table.	  	  These	  additional	  procedure	  
codes	  included	  such	  items	  as	  injections,	  dressing	  changes,	  lab	  work,	  suture	  removal,	  abscess	  drainages,	  
and	  vaccines.	  
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Findings:	  Insurance	  Payment	  Background	  

Figure	  8	  provides	  an	  example	  of	  the	  way	  payments	  are	  made	  within	  the	  health	  care	  system.	  	  A	  
bill	  from	  a	  physician	  would	  have	  a	  charge	  associated	  with	  a	  particular	  office	  visit	  code	  or	  procedure.	  	  In	  
this	  case,	  a	  15	  minute	  office	  visit	  code	  for	  an	  established	  patient	  has	  a	  charge	  of	  $125.37	  (statewide	  
mean	  using	  the	  commercial	  insurance	  database).	  	  The	  statewide	  mean	  for	  a	  commercial	  insurance	  
allowed	  amount	  would	  be	  $84.48	  –	  a	  difference	  of	  $40.49	  or	  48%	  less	  than	  the	  charge	  amount.	  	  The	  
New	  Hampshire	  2012	  Medicare	  Part	  B	  allowed	  amount	  would	  be	  $71.67	  –	  a	  difference	  of	  $53.70	  or	  75%	  
less	  than	  the	  charge	  amount.	  	  Finally,	  the	  New	  Hampshire	  Medicaid	  allowed	  amount	  would	  be	  $45.05	  –	  
a	  difference	  of	  $80.32	  or	  178%	  less	  than	  the	  charge	  amount.	  	  This	  is	  important	  because	  the	  total	  value	  
of	  the	  services	  provided	  and	  avoided	  by	  TCNA	  will	  vary	  depending	  on	  the	  types	  of	  patients	  TCNA	  is	  
seeing.	  	  	  

There	  is	  a	  significant	  difference	  between	  the	  charges	  and	  the	  allowed	  amounts.	  	  Charges	  in	  
healthcare	  have	  become	  nearly	  irrelevant	  due	  to	  the	  fact	  that	  hardly	  any	  payer	  (Medicare,	  Medicaid,	  
Commercial,	  etc.),	  actually	  pays	  the	  charge,	  or	  list	  price.	  	  Each	  payer	  negotiates	  a	  discount	  with	  each	  
medical	  provider,	  with	  Medicaid	  typically	  receiving	  the	  steepest	  discount,	  followed	  by	  Medicare,	  and	  
then	  Commercial	  payers.	  	  The	  uninsured	  and	  self-‐pay	  populations	  typically	  either	  pay	  the	  charge	  
amount,	  negotiate	  their	  own	  discount,	  or	  the	  charges	  become	  non-‐collectable	  bad	  debt.	  	  	  

Figure	  8:	  Payment	  Example	  

Payment	  Example	  
99213	  Office	  Visit	  Code	  –	  15	  Minutes	  

CHARGES	   COMMERCIAL	  
ALLLOWED	  

MEDICARE	  
ALLOWED	  

MEDICAID	  
ALLOWED	  

UNINSURED	  
“ALLOWED”	  

$125.37*	   $84.48*	   $71.67	   $45.05**	   Charges	  

	   $40.49	  or	  48%	  less	  
than	  charge	  

$53.70	  or	  75%	  less	  
than	  charge	  

$80.32	  or	  178%	  
less	  than	  charge	  

	  

*	  	  	  Statewide	  Mean	  
**	  Statewide	  Mean	  less	  Federally	  Qualified	  Health	  Center	  claims	  

	  

Findings:	  Direct	  Services	  Value	  

Figure	  9	  is	  a	  summary	  of	  the	  services	  provided	  by	  TCNA	  during	  the	  study	  period,	  and	  the	  
associated	  fiscal	  value,	  for	  both	  office	  and	  non-‐office	  visit	  codes.	  	  A	  total	  of	  3,867	  office	  visit	  and	  non-‐
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office	  visit	  procedure	  codes	  were	  performed	  by	  TCNA.	  	  Using	  the	  Medicare,	  Medicaid,	  and	  Commercial	  
payer	  reimbursement	  rates3,	  the	  total	  value	  of	  these	  services	  during	  the	  study	  period	  was	  $190,572.96.	  

The	  office	  visit	  total	  amount	  is	  equal	  to	  $145,949.89	  or	  77%	  of	  the	  total	  $190,572.96.	  	  This	  is	  
because	  every	  service	  had	  an	  office	  visit,	  and	  also	  because	  these	  codes	  are	  typically	  reimbursed	  at	  a	  
higher	  rate	  than	  some	  of	  the	  ancillary	  services	  such	  as	  suture	  removal,	  injections,	  dressing	  changes,	  etc.	  

In	  addition	  to	  the	  office	  and	  non-‐office	  visits	  services	  indicated	  in	  Figure	  9,	  at	  attempt	  was	  made	  to	  
quantify	  the	  value	  of	  secondary	  payers	  to	  Medicare	  policies.	  	  The	  interim	  report	  did	  not	  attempt	  to	  
assign	  a	  fiscal	  value	  to	  the	  patients	  with	  Medicare	  that	  have	  a	  supplemental	  insurance	  carrier.	  	  The	  
secondary	  insurer	  for	  Medicare	  is	  often	  a	  New	  Hampshire	  based	  carrier,	  with	  the	  largest	  being	  Anthem.	  	  
In	  this	  report,	  $14,402.43	  is	  the	  estimated	  Medigap	  Part	  B	  Excess	  Charge	  payments	  that	  would	  have	  
been	  paid.	  	  This	  number	  cannot	  account	  for	  deductibles,	  bundled	  services,	  or	  the	  large	  variety	  of	  
“Medigap”	  policies	  sold	  covering	  various	  services.	  	  

Figure	  9:	  Service	  Count	  Summary	  and	  Reimbursement	  by	  Payer	  

Summary	  of	  All	  Service	  Counts	  and	  Associated	  Reimbursement	  by	  Payer	  
August	  2011-‐July	  2012	  

	   Medicare	   Medicaid	   Commercial	   Self-‐Pay	   Total	  
Total	  Office	  Visits	   1,479	   67	   222	   149	   1,908	  
Total	  Non-‐Office	  
Visit	  Services	  

1,571	   52	   221	   115	   1,959	  

Total	   3,050	   119	   443	   255	   3,867	  
Total	  Office	  Visit	  
Reimbursement	  

$112,064.56	  
	  

$2,967.39	   $18,624.02	   $12,293.92	   $145,949.89	  

Total	  Non-‐Office	  
Visit	  
Reimbursement	  

$28,553.81	   $990.68	   $6,182.54	   $8,896.04	   $44,623.07	  

Medigap	  Part	  B	  
Estimate	  

$14,402.43	   	   $14,402.43	  

Total	   $155,020.80	   $3,958.07	   $24,806.56	   $21,189.96	   $204,975.39	  
	  
Findings:	  Avoided	  Services	  Value	  

In	  addition	  to	  the	  services	  rendered	  directly	  by	  TCNA	  and	  quantified	  fiscally	  in	  Figure	  9,	  TCNA	  
staff	  indicated	  for	  each	  visit	  whether	  or	  not	  certain	  services	  were	  avoided	  due	  to	  TCNA	  providing	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
3	  See	  Appendix	  A	  for	  payment	  calculation	  methodology.	  



Office of International Students & Scholars

	  

15	  
NEW HAMPSHIRE INSTITUTE FOR HEALTH POLICY AND PRACTICE 

Hewitt Hall, Suite 202 ● 4 Library Way ● Durham, New Hampshire 03824 ● 603-862-5031 ● 
nhhealthpolicyinstitute.unh.edu 

	  
	  

another	  service.	  	  As	  shown	  in	  Figure	  10,	  a	  total	  of	  1,518	  patient	  visits	  (79.6%)	  were	  identified	  as	  visits	  
that	  would	  have	  required	  a	  primary	  care	  physician	  (PCP)	  visit	  if	  TCNA	  staff	  had	  not	  seen	  the	  patient.	  	  Not	  
all	  direct	  care	  visits	  in	  Figure	  9	  (1,908)	  indicate	  that	  there	  was	  an	  avoided	  PCP	  visit	  for	  several	  reasons.	  	  
First,	  the	  patient	  might	  have	  had	  a	  minor	  issue	  that	  did	  not	  require	  a	  PCP	  visit.	  	  Second,	  the	  patient	  
might	  have	  been	  seen	  by	  TCNA	  as	  a	  follow	  up	  visit	  to	  another	  appointment,	  and	  no	  further	  visits	  were	  
warranted.	  	  Finally,	  many	  patients	  go	  to	  TCNA	  due	  to	  chronic	  conditions	  and	  TCNA	  is	  managing	  their	  
blood	  pressure,	  weight,	  glucose,	  or	  other	  biometric	  measurements	  without	  the	  need	  of	  a	  physician.	  	  	  

Likewise,	  151	  (7.9%)	  patient	  visits	  would	  have	  required	  a	  trip	  to	  an	  emergency	  room	  (ER)	  for	  
treatment	  had	  TCNA	  staff	  not	  seen	  the	  patient.	  	  Both	  PCP	  and	  ER	  visits	  require	  the	  patient	  to	  travel,	  and	  
would	  have	  cost	  more	  money	  than	  if	  TCNA	  had	  treated	  the	  patients	  within	  the	  Tamworth	  community.	  	  
Additionally,	  13	  (0.7%)	  of	  the	  patient	  visits	  had	  an	  avoided	  ambulance	  transport	  reported.	  	  The	  total	  
amount	  of	  these	  avoided	  services	  (PCP,	  ER,	  and	  ambulance)	  totaled	  $295,363.	  

Figure	  10:	  PCP,	  ER,	  and	  Ambulance	  Service	  Avoidance	  Counts	  and	  Costs	  

Service	  Avoidance	  Counts	  and	  Costs	  for	  PCP	  Visits,	  ER	  Visits,	  and	  Ambulance	  Transports	  
August	  2011-‐July	  2012,	  n=1,908	  Total	  Visits	  

Measure	   Avoided	  PCP	  
Visits	  

Avoided	  ER	  
Visits	  

Avoided	  Ambulance	  
Transports	  

Total	  Avoided	  Costs	  

Count	   1,518	   151	   13	   	  

Percent	  Total	   79.6%	   7.9%	   0.7%	  

Allowed/Visit	   $115.31	   $703.12	   $1,088.51	  

Total	  Avoided	  Allowed	  
Amounts	  

$175,041	   $106,171	   $14,151	   $295,363	  

	  
To	  understand	  the	  calculation	  of	  the	  cost	  per	  visit	  for	  each	  of	  the	  three	  categories	  in	  Figure	  10,	  

see	  Appendix	  A	  for	  the	  methodology.	  

What	  is	  difficult	  to	  quantify	  in	  this	  current	  study	  is	  what	  would	  have	  happened	  to	  a	  patient	  if	  
TCNA	  had	  not	  been	  there	  at	  all.	  	  Would	  the	  patient	  have	  waited	  longer	  to	  seek	  treatment?	  	  Would	  this	  
treatment	  have	  been	  more	  expensive	  due	  to	  the	  delay	  in	  being	  seen?	  	  There	  are	  many	  examples	  of	  how	  
TCNA	  treats	  patients	  early	  or	  proactively.	  	  Examples	  range	  from	  treating	  infections	  early,	  thus	  preventing	  
an	  emergency	  room	  visit	  to	  drain	  an	  abscess,	  followed	  by	  antibiotics.	  	  Cost	  of	  such	  treatment	  in	  the	  
hospital	  could	  equate	  to	  several	  thousand	  dollars.	  	  Another	  example	  is	  the	  monitoring	  of	  medication	  
adherence	  thus	  preventing	  hospitalization	  for	  congestive	  heart	  failure	  or	  hypoglycemia.	  	  Finally,	  by	  
attending	  to	  a	  patient	  on	  a	  snowy	  day	  and	  simply	  shoveling	  their	  steps,	  TCNA	  has	  likely	  avoided	  falls	  that	  
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could	  require	  an	  ambulance	  ride	  and	  hospitalization.	  	  All	  of	  these	  examples	  are	  items	  that	  show	  the	  
value	  of	  TCNA.	  	  	  

One	  of	  the	  primary	  takeaways	  from	  the	  avoided	  services	  analysis	  should	  be	  an	  understanding	  
that	  TCNA’s	  services	  are	  directly	  avoiding	  more	  complicated	  and	  expensive	  services	  delivered	  in	  other	  
health	  care	  settings.	  	  	  Given	  the	  geographic	  isolation	  of	  Tamworth,	  the	  overwhelming	  proportion	  of	  
people	  over	  the	  age	  of	  65	  that	  TCNA	  sees,	  and	  the	  numbers	  of	  people	  with	  chronic	  health	  care	  needs,	  
TCNA’s	  services	  provide	  high	  value.	  	  The	  NH	  Hospital	  Association’s	  PricePoint	  website4	  was	  used	  to	  
create	  the	  following	  table	  of	  a	  sample	  of	  hospital	  services	  that	  TCNA	  has	  successfully	  helped	  to	  avoid.	  	  	  

Examples	  of	  Hospital	  Services	  That	  TCNA	  Helped	  Avoid	  
Average	  Charge,	  Average	  Length	  of	  Stay,	  Median	  Age	  (2009)	  

(Source:	  NH	  Hospital	  Association	  PricePoint	  Website)	  
Hospital	  Service	   2009	  Average	  

Charge	  
Average	  Length	  

of	  Stay	  
Median	  Age	  

Simple	  Pneumonia	   $14,538	   4	  Days	   70	  Years	  

Diabetes	  with	  Complications	  and	  Comorbidities	   $12,774	   3.3	  Days	   54	  Years	  

Hypertension	  Without	  Major	  Complications	   $11,881	   2.5	  Days	   62	  Years	  

Fracture	  of	  the	  Hip	  Without	  Major	  Complications	   $9,953	   3.1	  Days	   81	  Years	  

	  
	  

An	  additional	  component	  of	  the	  service	  avoidance	  analysis	  is	  the	  cost	  related	  to	  “avoided	  
miles”.	  	  Avoided	  miles	  are	  estimates	  of	  travel	  not	  required	  due	  to	  the	  fact	  that	  TCNA	  was	  able	  to	  treat	  a	  
patient	  in	  their	  home	  or	  in	  the	  TCNA	  offices	  versus	  sending	  the	  patient	  elsewhere	  for	  services.	  	  An	  
Internal	  Revenue	  Service	  mileage	  rate	  of	  $.555	  was	  use	  for	  this	  analysis.	  	  TCNA	  staff	  recorded	  a	  total	  of	  
46,552	  avoided	  miles.	  	  Figure	  11	  shows	  the	  findings	  in	  more	  detail,	  by	  carrier	  classification.	  

	  

	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
4	  http://www.nhpricepoint.org	  
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Figure	  11:	  Avoided	  Miles	  and	  Costs	  by	  Carrier	  

TCNA	  Travel	  Miles	  Avoided	  by	  Carrier	  and	  Associated	  Costs	  
August	  2011-‐July	  2012	  

Carrier	   Total	  Miles	   Min	   Max	   Average	   Standard	  Deviation	   Total	  Avoided	  Travel	  
Costs	  @	  $.555/Mile	  

Medicare	   77,772	   8	   240	   57	   44	   	  $	  	  	  	  	  	  	  43,163	  	  

Commercial	   11,274	   5	   240	   54	   35	   	  $	  	  	  	  	  	  	  	  	  	  6,257	  	  

Self-‐Pay	   5,755	   10	   200	   48	   28	   	  $	  	  	  	  	  	  	  	  	  	  3,194	  	  

Medicaid	   4,454	   10	   500	   78	   80	   	  $	  	  	  	  	  	  	  	  	  	  2,472	  	  

Total	   99,255	   	   	  $	  	  	  	  	  	  	  55,087	  	  

	  
The	  $55,087	  described	  in	  the	  table	  above	  could	  be	  considered	  “hard	  costs”	  associated	  with	  the	  

miles	  averted.	  	  There	  are	  also	  additional	  costs	  associated	  with	  travel	  beyond	  mileage	  including	  
ambulance	  transport,	  family	  member	  time,	  etc.	  	  	  

Other	  avoided	  costs	  included	  reducing	  the	  amount	  of	  carbon	  dioxide	  (CO2)	  released	  into	  the	  
atmosphere.	  	  A	  basic	  calculation	  of	  CO2	  savings	  was	  performed	  due	  to	  Tamworth’s	  focus	  on	  
environmental	  sustainability.	  	  There	  are	  19.643	  pounds	  of	  CO2	  per	  gallon	  of	  gasoline	  according	  to	  the	  US	  
Department	  of	  Energy.	  	  Assuming	  that	  the	  average	  personal	  vehicle	  (cars,	  trucks,	  SUVs)	  in	  Tamworth	  
achieves	  24	  miles	  per	  gallon	  (MPG),	  with	  99,255	  miles	  avoided,	  TCNA	  saved	  40.6	  tons	  of	  CO2	  released	  
into	  the	  atmosphere	  during	  the	  yearlong	  study	  period.	  

Findings:	  Study	  Financial	  Summary	  

In	  summary,	  Figure	  12	  outlines	  the	  breakdown	  of	  the	  components	  of	  both	  the	  direct	  services	  
and	  avoided	  services	  figures.	  

Figure	  12:	  Financial	  Summary	  of	  Direct	  and	  Avoided	  Services	  

Financial	  Summary	  of	  Direct	  and	  Avoided	  Services,	  August	  2011-‐July	  2012	  

Direct	  Services	   Amount	   	   Avoided	  Services	   Amount	  

Total	  Office	  Visit	  Reimbursement	   $145,950	   Avoided	  PCP	  Visits	   $175,041	  

Total	  Non-‐Office	  Visit	  Reimbursement	   $	  44,623	   Avoided	  ER	  Visits	   $106,171	  

Medigap	  Part	  B	  Estimate	   $14,402	   Avoided	  Ambulance	  Transports	   $	  14,151	  

	   Avoided	  Travel	  Miles	   $	  55,087	  

Total	   $204,975	   	   $350,450	  
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Findings:	  Benefits	  of	  TCNA	  to	  Health	  Care	  “System”	  

In	  summary,	  there	  are	  multiple	  benefits	  that	  TCNA	  provides	  to	  the	  overall	  health	  care	  “system”:	  

• TCNA	  eliminates	  administrative	  fees	  related	  to	  billing	  insurance	  companies	  
• TCNA	  eliminates	  payer	  expenses	  
• TCNA	  services	  help	  avoid	  physician	  visits,	  ER	  visits,	  and	  ambulance	  trips	  
• TCNA	  saves	  residents	  the	  travel	  costs	  to	  out-‐of-‐town	  providers	  
• TCNA	  saves	  residents	  the	  payment	  of	  co-‐payments	  to	  out-‐of-‐town	  providers.	  

	  

Recommendations	  

1. One	  of	  the	  original	  hypotheses	  for	  conducting	  this	  project	  was	  that	  there	  would	  likely	  be	  a	  
significant	  number	  of	  patients	  who	  had	  commercial	  insurance.	  	  If	  this	  had	  proven	  true,	  then	  the	  
expectation	  was	  that	  those	  commercial	  carriers	  could	  be	  directly	  approached	  regarding	  TCNA’s	  
fund	  development	  strategy.	  	  This	  did	  not	  prove	  to	  be	  the	  case,	  with	  the	  majority	  of	  the	  patient	  
visits	  having	  Medicare	  as	  the	  insurance	  of	  record.	  	  However,	  the	  secondary	  insurer	  for	  Medicare	  
is	  often	  a	  New	  Hampshire	  based	  carrier,	  with	  the	  largest	  being	  Anthem.	  	  It	  is	  recommended	  that	  
the	  major	  New	  Hampshire	  carriers	  (Anthem,	  Harvard	  Pilgrim,	  Cigna,	  and	  MVP	  Health)	  be	  
approached,	  via	  their	  foundations,	  to	  support	  TCNA.	  

2. Because	  it	  does	  not	  bill	  insurers,	  TCNA	  does	  not	  have	  automated	  patient	  medical	  record	  
software,	  or	  billing	  software.	  	  For	  this	  project,	  a	  paper-‐based	  form	  (Appendix	  C)	  was	  used	  for	  
data	  collection,	  and	  then	  converted	  into	  a	  standalone	  data	  entry	  database.	  	  Two	  of	  the	  primary	  
limitations	  of	  this	  approach	  included	  a	  lack	  of	  automated	  data	  quality	  edits	  during	  data	  entry,	  as	  
well	  as	  an	  understanding	  of	  each	  carrier’s	  billing	  practices	  based	  upon	  diagnoses	  and	  procedure	  
codes	  billed.	  	  In	  order	  to	  better	  classify	  diagnosis	  codes	  in	  the	  future,	  the	  TCNA	  data	  collection	  
system	  should	  be	  designed	  to	  record	  the	  primary,	  secondary,	  and	  tertiary	  diagnosis	  codes	  at	  a	  
minimum.	  	  It	  is	  recommended	  that	  TCNA	  explore	  options	  for	  ongoing	  data	  collection	  once	  the	  
study	  period	  ends.	  	  The	  existing	  database	  will	  be	  modified	  for	  TCNA’s	  use	  in	  the	  fall	  of	  2012.	  

3. This	  phase	  of	  the	  project	  identified	  additional	  fields	  that	  need	  to	  be	  recorded	  (i.e.,	  telephonic	  
visits,	  durable	  medical	  equipment	  loans,	  etc.)	  which	  would	  enable	  further	  analysis	  of	  TCNA	  
services	  and	  benefits	  in	  future	  studies.	  	  This	  could	  be	  done	  by	  modifying	  both	  the	  current	  data	  
collection	  forms,	  as	  well	  as	  developing	  additional	  data	  collection.	  	  It	  is	  recommended	  that	  TCNA	  
update	  this	  fiscal	  analysis	  in	  future	  years	  to	  establish	  trend-‐base	  information.	  
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4. Multiple	  communities	  surrounding	  Tamworth	  have	  expressed	  an	  interest	  in	  replicating	  the	  TCNA	  
model.	  	  There	  is	  an	  opportunity	  for	  TCNA	  to	  use	  its	  experience	  to	  help	  other	  communities	  
launch	  similar	  programs.	  	  To	  do	  this,	  TCNA	  could	  consider	  working	  with	  the	  UNH	  Cooperative	  
Extension,	  or	  developing	  a	  replication	  model	  based	  upon	  other	  successful	  programs	  such	  as	  the	  
Frontier	  Nursing	  Service	  or	  the	  New	  Hampshire	  Public	  Health	  Network.	  	  There	  may	  also	  be	  
programs,	  outside	  of	  healthcare,	  such	  as	  the	  Plymouth	  (NH)	  Renewable	  Energy	  Initiative	  that	  
could	  provide	  opportunities	  to	  learn	  how	  communities	  can	  transfer	  knowledge	  to	  other	  
communities.	  	  	  	  

5. Finally,	  the	  Patient	  Protection	  and	  Affordable	  Care	  Act	  (PPACA)	  has	  many	  programs	  for	  reducing	  
costs	  and	  improving	  both	  public	  health	  and	  patient	  quality.	  	  One	  of	  which	  is	  the	  concept	  of	  an	  
accountable	  care	  organization	  (ACO).	  	  ACOs	  are	  employed	  by	  Medicare	  within	  or	  across	  
communities	  to	  lower	  the	  cost	  of	  healthcare	  and	  improve	  quality	  through	  considerable	  re-‐
design	  of	  the	  healthcare	  delivery	  system	  under	  a	  patient-‐focused,	  population	  health-‐based	  
model.	  	  The	  TCNA	  model	  of	  care	  delivery	  could	  potentially	  serve	  as	  a	  key	  component	  of	  an	  ACO	  
delivery	  system.	  	  To	  date,	  the	  federal	  Centers	  for	  Medicare	  and	  Medicaid	  Services	  (CMS)	  has	  
approved	  one	  “Advanced	  Payment	  ACO	  Model”5	  in	  New	  Hampshire:	  the	  North	  Country	  ACO	  
comprised	  of	  Ammonoosuc	  Community	  Health	  Services,	  Coos	  County	  Family	  Health	  Services,	  
Indian	  Stream	  Health	  Center	  and	  Mid-‐State	  Health	  Center.	  	  Discussions	  with	  this	  group	  of	  
providers	  regarding	  the	  TCNA	  model	  of	  care	  are	  recommended.	  

	  

	  

	  

 	  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
5	  http://innovations.cms.gov/initiatives/aco/advance-‐payment/index.html	  
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Appendix	  A:	  	  Methodology	  

The	  project	  had	  five	  primary	  components	  to	  its	  methodology	  as	  summarized	  below:	  

1. Data	  Collection.	  	  Between	  August	  2011	  and	  July	  2012,	  the	  TCNA	  nursing	  staff	  completed	  a	  form	  
(Appendix	  B)	  for	  each	  patient	  visit,	  indicating	  place	  of	  service,	  procedure	  codes,	  diagnosis	  codes,	  and	  
additional	  information	  regarding	  avoided	  services.	  	  Patients	  were	  de-‐identified	  on	  the	  forms	  sent	  to	  
UNH,	  in	  order	  to	  protect	  the	  patient	  identities.	  	  A	  waiver	  from	  the	  UNH	  Institutional	  Review	  Board	  
was	  received	  January	  3,	  2012,	  due	  to	  the	  fact	  that	  this	  research	  is	  generalizable	  and	  not	  considered	  
human	  subjects	  research.	  
	  

2. Data	  Entry.	  	  The	  forms	  were	  transferred	  to	  UNH	  for	  data	  entry	  into	  a	  database.	  	  There	  were	  a	  total	  
of	  1,908	  visit	  forms	  analyzed.	  	  They	  represented	  a	  total	  of	  441	  unique	  patients.	  
	  

3. Data	  Cleansing.	  	  Once	  the	  forms	  were	  entered,	  quality	  assurance	  checks	  were	  performed.	  	  These	  
procedures	  ensured	  that	  the	  data	  were	  complete,	  and	  the	  TCNA	  nursing	  and	  administrative	  staff	  
played	  a	  key	  role	  in	  assisting	  UNH	  in	  this	  process.	  	  Additionally,	  the	  database	  was	  augmented	  with	  
additional	  fields	  that	  allowed	  for	  summary	  analyses	  to	  be	  performed.	  	  

	  
4. Fiscal	  Linkage.	  	  Each	  of	  the	  procedure	  codes	  recorded	  was	  linked	  to	  an	  allowed	  amount	  (price)	  from	  

the	  carrier	  (i.e.,	  Medicare,	  Anthem,	  Medicaid,	  etc.).	  	  Given	  the	  small	  number	  of	  services	  attributed	  
to	  some	  of	  the	  carriers,	  proxies	  for	  those	  carriers	  were	  used	  as	  described	  below.	  	  Overall,	  the	  most	  
conservative	  fiscal	  approach	  was	  taken	  in	  each	  of	  these	  calculations.	  	  	  

a. Medicare.	  	  The	  allowed	  amount	  was	  calculated	  using	  the	  Centers	  for	  Medicare	  and	  
Medicaid	  Services	  (CMS)	  website’s	  March	  2012	  fee	  schedule	  information.	  	  The	  non-‐facility	  
allowed	  amount	  under	  the	  physician	  fee	  scheduled	  with	  a	  geographic	  locality	  equal	  to	  New	  
Hampshire	  was	  used.	  http://www.cms.hhs.gov/apps/physician-‐fee-‐schedule/license-‐
agreement.aspx	  	  

b. Medicaid.	  	  The	  allowed	  amount	  was	  acquired	  from	  the	  NH	  Comprehensive	  Health	  
Information	  System	  2010	  data	  set.	  	  http://www.nhchis.org/	  	  The	  Federally	  Qualified	  Health	  
Centers	  (FQHCs)	  were	  excluded	  from	  this	  analysis	  as	  they	  have	  higher	  reimbursement	  rates	  
than	  fee	  for	  service	  providers.	  

c. Commercial.	  	  For	  all	  commercial	  insurance	  carriers,	  the	  allowed	  amount	  was	  acquired	  from	  
the	  NH	  Comprehensive	  Health	  Information	  System	  2011	  data	  set.	  	  http://www.nhchis.org/	  	  
A	  blended	  allowed	  amount	  was	  calculated	  using	  the	  four	  carriers	  with	  the	  largest	  number	  of	  
patient	  visits	  statewide:	  Anthem,	  Cigna,	  Harvard	  Pilgrim,	  and	  MVP	  Healthcare.	  

d. Other.	  	  For	  Veterans	  Administration,	  Workers	  Comp,	  and	  TRICARE	  military	  benefits	  
programs,	  the	  New	  Hampshire	  Medicaid	  rates	  were	  used.	  	  

e. Self-‐pay/uninsured.	  	  For	  self-‐pay/uninsured,	  the	  same	  blended	  allow	  amount	  using	  Anthem,	  
Cigna,	  Harvard	  Pilgrim,	  and	  MVP	  Healthcare	  was	  calculated.	  	  Typically,	  self-‐pay/uninsured	  
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patients	  often	  pay	  charges,	  but	  there	  are	  also	  discount	  programs	  offered	  on	  a	  sliding	  scale	  
by	  many	  providers.	  	  
	  

5. Data	  Analysis.	  	  The	  data	  analysis	  was	  conducted	  after	  the	  linkage	  was	  created.	  	  Descriptive	  statistics	  
regarding	  the	  demographics	  were	  performed	  first.	  	  The	  current	  service	  analysis	  was	  then	  completed.	  	  
Finally,	  the	  avoided	  services	  analysis	  was	  completed.	  

a. Commercial	  and	  Self-‐Pay	  Notes.	  	  2,966,086	  claim	  lines	  were	  examined	  for	  the	  procedure	  
codes	  using	  four	  payers:	  	  Anthem,	  Cigna,	  Harvard	  Pilgrim,	  and	  MVP.	  	  Statewide-‐allowed	  
mean	  rates	  used.	  	  The	  Commercial	  allowed	  means	  were	  calculated	  by	  first	  removing	  any	  
claims	  lines	  with	  negative	  amounts	  (indicating	  a	  claim	  reversal),	  as	  well	  as	  any	  claim	  lines	  
with	  a	  $0.00	  allowed	  amount	  (indicating	  capitation).	  

b. Medicaid	  Notes.	  573,293	  claim	  lines	  were	  examined	  for	  the	  procedure	  codes	  for	  Medicaid.	  	  
Statewide-‐allowed	  mean	  rates	  used.	  	  The	  Medicaid	  allowed	  means	  were	  calculated	  by	  first	  
removing	  any	  claims	  lines	  with	  negative	  amounts	  (indicating	  a	  claim	  reversal),	  as	  well	  as	  any	  
claim	  lines	  with	  a	  $0.00	  allowed	  amount	  (indicating	  capitation).	  

c. Medicare	  Notes.	  
i. Medicare	  does	  not	  reimburse	  for	  all	  services	  rendered.	  	  Examples	  include:	  	  glucose	  

monitoring,	  routine	  venipunctures,	  urinalysis,	  flu	  vaccines,	  and	  colorectal	  
screenings.	  	  For	  services	  where	  Medicare	  did	  not	  provide	  reimbursement,	  the	  
Commercial	  mean	  allowed	  was	  used.	  

ii. 1,479	  visits	  indicated	  Medicare	  as	  the	  primary	  insurance.	  	  Of	  these,	  929	  (63%)	  had	  a	  
secondary	  insurance	  payer.	  	  	  

d. Avoided	  PCP	  Visit	  Notes.	  	  As	  the	  majority	  of	  the	  office	  visits	  were	  for	  Medicare	  patients,	  
therefore	  the	  average	  Medicare	  office	  visit	  rate	  of	  $115.31	  (versus	  Commercial	  or	  Medicaid)	  
was	  used	  for	  this	  analysis.	  	  The	  rate	  is	  comprised	  of	  office	  visit	  codes	  99201-‐99205	  and	  
99211-‐999215.	  	  A	  weighted	  average	  based	  upon	  TCNA	  actual	  services	  during	  the	  study	  
period	  was	  used	  to	  calculate	  the	  $115.31.	  

e. Avoided	  ER	  Visit	  Notes.	  	  All	  emergency	  room	  visits	  provided	  in	  Carroll	  and	  Belknap	  counties	  
were	  examined	  for	  Tamworth	  residents.	  	  The	  cost	  information	  was	  broken	  into	  quartiles	  and	  
deciles	  to	  examine	  the	  range	  of	  services.	  	  For	  the	  151	  avoided	  ER	  visits,	  the	  conditions	  listed	  
by	  TCNA	  were	  primarily	  for	  less	  complex,	  and	  thus	  lower	  cost,	  ER	  visits.	  	  Wounds,	  burns,	  
pulmonary,	  and	  fractures	  made	  up	  the	  majority	  of	  these	  visits.	  	  The	  $703.12	  is	  the	  
statewide,	  commercially	  insured	  mean	  of	  the	  allowed	  amount.	  

f. Avoided	  Ambulance	  Transport	  Notes.	  	  All	  ambulance	  transports	  provided	  in	  Carroll	  and	  
Belknap	  counties	  were	  examined	  for	  Tamworth	  residents.	  	  The	  cost	  information	  was	  broken	  
into	  quartiles	  and	  deciles	  to	  examine	  the	  range	  of	  services.	  	  	  

	  
6. Report	  Development.	  	  UNH	  created	  a	  draft	  report	  of	  findings	  that	  was	  initially	  shared	  with	  the	  TCNA	  

Board	  of	  Directors	  on	  May	  16,	  2012.	  	  This	  interim	  report	  was	  published	  for	  the	  TCNA	  Board	  of	  
Directors	  and	  their	  project	  funder	  on	  June	  4,	  2012,	  along	  with	  an	  accompanying	  PowerPoint	  
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presentation.	  	  The	  final	  report	  was	  published	  on	  August	  22,	  2012,	  in	  concert	  with	  a	  PowerPoint	  
presentation	  and	  report	  summary	  in	  concert	  with	  the	  TCNA	  Annual	  meeting.	  

	  

	  

	  

	  

	  

	  

	  

	  

{Remainder	  of	  this	  page	  intentionally	  left	  blank.}	  
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Appendix	  B:	  	  Patrick	  Miller	  Biographical	  Sketch	  	  	  

Patrick	  Miller,	  MPH	  serves	  as	  a	  Research	  Associate	  Professor	  at	  the	  New	  Hampshire	  Institute	  for	  
Health	  Policy	  and	  Practice	  and	  as	  Senior	  Staff	  for	  the	  NH	  Citizens	  Health	  Initiative.	  He	  joined	  UNH	  in	  
September	  2006.	  He	  has	  worked	  on	  information	  technology	  projects	  for	  the	  NH	  Citizens	  Health	  
Initiative,	  including	  the	  statewide	  NH	  ePrescribing	  project	  and	  the	  development	  of	  a	  statewide	  strategic	  
plan	  for	  health	  information	  technology	  and	  exchange	  to	  support	  Governor	  Lynch’s	  Executive	  Order.	  He	  
has	  led	  the	  Initiative's	  transparency	  reporting	  efforts	  focused	  on	  cost,	  quality,	  and	  patient	  safety.	  He	  
founded	  the	  national	  All-‐Payer	  Claims	  Database	  Council	  (APCD	  Council)	  as	  well	  as	  an	  employer	  coalition,	  
the	  NH	  Purchasers	  Group	  on	  Health	  (NHPGH).	  Additionally	  he	  supports	  health	  policy	  initiatives	  for	  the	  
NH	  Department	  of	  Health	  and	  Human	  Services,	  and	  teaches	  in	  the	  UNH	  Master	  of	  Public	  Health	  
program.	  He	  served	  as	  a	  member	  of	  the	  National	  Governor's	  Association's	  State	  Alliance	  for	  e-‐Health	  
Privacy	  and	  Security	  Task	  Force	  in	  2008,	  and	  served	  in	  2008	  and	  2009	  as	  New	  Hampshire’s	  Project	  
Director	  for	  the	  Federally	  funded	  Healthcare	  Information	  Security	  and	  Privacy	  Collaborative	  (HISPC).	  He	  
has	  delivered	  conference	  presentations	  on	  e-‐Health	  issues	  to	  the	  National	  Governors	  Association,	  
Centers	  for	  Medicaid	  and	  Medicare	  Services,	  National	  Association	  for	  Health	  Data	  Organizations,	  
EuroREACH,	  provider	  groups,	  states,	  and	  other	  organizations.	  

Patrick	  has	  spent	  the	  past	  twenty-‐one	  years	  working	  primarily	  in	  the	  fields	  of	  health	  care	  
operations,	  technology,	  public	  health,	  and	  policy.	  Prior	  to	  UNH,	  he	  was	  most	  recently	  the	  Executive	  
Director	  of	  The	  Jordan	  Institute	  where	  he	  was	  responsible	  for	  program	  development	  and	  operational	  
oversight.	  Patrick	  started	  his	  own	  healthcare	  consulting	  company	  in	  1999,	  and	  previously	  held	  positions	  
as	  Chief	  Information	  Officer	  and	  co-‐founder	  for	  the	  technology	  company	  Choicelinx	  Corporation,	  as	  well	  
as	  senior	  management	  positions	  with	  Healthsource/CIGNA.	  

Patrick	  has	  a	  Master	  of	  Public	  Health	  with	  a	  focus	  on	  ecology	  and	  a	  B.S.	  in	  Health	  Management	  
and	  Policy,	  both	  from	  the	  University	  of	  New	  Hampshire.	  He	  currently	  serves	  on	  the	  boards	  of	  the	  NH	  
Fiscal	  Policy	  Institute	  and	  the	  National	  Association	  for	  Health	  Data	  Organizations.	  He	  volunteers	  as	  a	  
speaker	  for	  The	  Climate	  Reality	  Project.	  He	  is	  a	  past	  board	  member	  of	  the	  NH	  Public	  Health	  Association,	  
the	  United	  Way	  of	  Merrimack	  County,	  the	  Chocorua	  Lake	  Conservation	  Foundation,	  the	  Chocorua	  Lake	  
Association,	  and	  a	  steering	  committee	  member	  of	  the	  NH	  Carbon	  Challenge	  program.	  
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Appendix	  C:	  	  Blank	  Data	  Collection	  Form	  
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