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Figure 18:

Dental Care Survey — 2006

Statewide
HIP: Total # of Respondents: Child=58 [49%], Adult=61 [51%)] HIP Results Results
(n=119) (n=1,816)"
Category Description N % %
Demographic Male gender 114 39.5 38.5
Characteristics High school graduate 112 74.1 72.2
White 111 39.6 33.4
Black 111 48.6 33.1
Hispanic 111 8.1 24.2
Other 111 3.6 9.3
Oral Health Status Health of teeth/gums is excellent, very good, or good 117 58.1 65.9
Had major tooth or gum pain in the past 12 months 118 31.4 33.0
Dental Care Information|Visited a dentist < 1 year ago 118 54.2 63.5
Visited a dentist 1+ times in the past 12 months 119 64.7 75.2
Went to dentist as often as needed within the past 12
mos 117 42.7 50.4
Visited dentist last time for regular check-up / cleaning 106 50.0 57.9
Usually get dental care at private office 109 89.0 ¥ 72.0
Have a dentist to see on a regular basis 111 67.6 67.1
Brush teeth at least 2 times a day 117 78.6 81.3
Visit a dentist at least 2 times a year 119 48.7 55.4
Have teeth professionally cleaned 1+ a year 119 62.2 60.6
Use dental floss regularly 118 41.5 39.9
No major difficulties in seeing a dentist as often as
Barriers/Facilitators to  |needed 116 31.9 38.5
Care My health plan has a dental benefit 112 78.6 83.6
Nothing would help me see the dentist more often 112 18.8 21.7
Access and Availability |How found dentist
of Dental Care Referral from family / friend 72 11.1 34.1
Referral from a PCP / doctor / nurse 72 16.7 18.1
Provider directory from plan 72 61.1 45.1
Other (e.g., Advertisement, In local neighborhood) 72 12.5 10.4
Usually wait < 1 day for an appt. for dental problem 52 32.7 34.6
Usually wait < 1 month for an appt. for regular check-
up 72 77.8 73.9
Very / Somewhat Overall quality of dental care received 73 75.3 74.2
Satisfied with: Dental advice received 73 78.1 74.2
Cleanliness of the office 74 85.1 81.8
Friendliness/helpfulness of staff 73 86.3 80.5
Convenience of location 74 82.4 80.3
Office hours 74 74.3 77.2
Wait to get an appointment 74 63.5 68.5
Health plan’s explanation of dental benefits 107 61.7 55.6
Number of dentists to choose from 109 45.0 46.8

Denominators for each item may differ slightly due to non-responses.
A V represent p < .001 significant difference between the plan's result and the statewide result.
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VI. Deficiencies and Appeals

This section of the report examines deficiencies identified by the NYSDOH in operational and focused
surveys as well as external appeals as part of the EQRQ’s evaluation of the plan’s compliance with
State structure and operation standards.

Compliance with NYS Structure and Operation Standards

To assess the compliance of a health plan with Article 44 of the Public Health Law and part 98 of the
New York Code of Rules and Regulations (NYCRR), NYSDOH conducts a full monitoring review of the
plan’s compliance with structure and operation standards once every two years. These standards are
reflected in the 14 categories in Figure 20. “Deficiencies” represent a failure to comply with these
standards. Each deficiency can result in multiple “citations” to reflect each standard with which the plan
is not in compliance.

The full monitoring review consists of two on-site components: a medical record review and a general
operational survey. The on-site component includes review of the following: executed contracts and
credentialing files of randomly selected providers; adverse determination utilization review files;
complaints and grievances files; meeting minutes and other documentation. Staff interviews are also
conducted. These reviews are conducted using two standardized tools, the “Medicaid Managed Care
Contract Surveillance Tool” and the “Review Tool and Protocol for MCO Operational Surveys.”
NYSDOH retains the option to deem compliance with standards for credentialing/recredentialing,
quality assurance/improvement and medical record review.

The monitoring review report documents any data obtained and deficiencies cited in the survey tools.
Any statements of deficiencies (SODs) are submitted to the plan after the monitoring review and the
plan is required to respond with a plan of corrective action (POC). POCs must be submitted to the
NYSDOH for acceptance. In some cases, revisions may be necessary and plans are required to
resubmit. Ultimately, all plans with SODs must have a POC that is accepted by the NYSDOH. During
the alternate years when the full review is not conducted, NYSDOH reviews any modified
documentation and follows up with the plan to ensure that all deficiencies or issues from the operational
survey have been remedied.

In addition to the full operational survey conducted every two years, NYSDOH also conducts several
focused reviews as part of the monitoring of structure and operation standards. The focused review
types are summarized in Figure 19. Plans are also required to submit POCs in response to
deficiencies identified in any of these reviews.

Figure 20 reflects the total number of citations for the most current operational survey of the plan, which
ended in 2006, as well as from the focused reviews conducted in 2006. This figure reflects the findings
from reviews of the plan as a whole and deficiencies are not differentiated by product line. 1t is
important to note that the number of deficiencies and the number of citations may differ, since each
deficiency can have multiple citations.

HIP was in compliance with 8 of 14 categories. The categories with which HIP was not in compliance
were Complaints and Grievances (4 citations), Disclosure (4 citations), Medicaid Contract (3 citations),
Organization and Management (2 citations), Service Delivery Network (5 citations) and Utilization
Review (1 citation).
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Figure 19:

Focused Review Types

Review Name

Review Description

Access and Availability

Provider telephone survey of all MMC plans performed by
the NYSDOH EQRO to examine appointment availability,
after-hours accessibility and ability to schedule urgent care;
re-audits are performed when results are below 75%. See
Figure 9 for a more detailed description.

Behavioral Health

One-time survey to review the behavioral health benefits
pre-authorization procedures of a plan and its
subcontractors.

Complaints

Investigations of complaints that result in an SOD being
issued to the plan.

Emergency Room Claims
Adjudication Process (ER Survey)

Survey of Medicaid MCO policies and procedures, UR
denials and claims data to determine compliance with
statutes and regulations regarding claims and triage fee
payments for emergency services.

Member Services Phone Calls

Telephone calls are placed to Member Services by AO staff
to determine telephone accessibility and to ensure correct
information is being provided to callers.

Other

Used for issues that do not correspond with the available
focused review types.

Provider Directory Information

Provider directories are reviewed to ensure that they contain
the required information.

Provider Network

Quarterly review of HPN submissions for adequacy and
accessibility of primary and specialty care for enrolled
population.

Provider Participation — Directory
(Behavioral Health)

Telephone calls are made to a sample of providers included
in the provider directory to determine if they are
participating, if panels are open, and if they are taking new
Medicaid patients. At times, this survey may be limited to
one type of provider.

Utilization Review

Any focused review relating to Utilization Review that is not
covered by another focused review type.

AO: Area Office
SOD: Statement of Deficiency
UR: Utilization Review
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Figure 20: Summary of Citations

Review Type/Name
(aindicates Citations

Category focused review)
Complaints and Grievances 4
a. The revised provider manual does not adequately describe the information request process required by 10 NYCRR
98-2.9 (b) for standard appeals. This is a repeat deficiency. Operational
b. Issue related to Regulation 98-1.12 Quality Management Program (unspecified in NYSDOH deficiency report). a ﬁ\(i/(;eilzlsbi?i?f
c. Plan failed to provide timely notice to a member that the member’s local pharmacy would no longer be available to
the member in violation of PHL 44084, despite the Plan’s prior knowledge that the member was accessing these a
services through claims data. Complaints
d. Plan illegitimately issued denials for payment of ER services by non-participating providers for not obtaining prior
approval, a standard for which there is no contract to bind non-participating providers. Further, ER services are not a
subject to prior authorization. ER Survey
Credentialing
Disclosure 4
e. Plan failed to appropriately disclose the requirements and limitations relating to obtaining certain specialty a
medications to all members and potential members in a written statement (2 citations). Complaints

Provider Directory
f. Plan failed to ensure that its web-based provider directory is strictly factual in nature, as evidenced by inaccuracies Information
found in 33 of 100 providers sampled. Provider Participation
— Directory

Family Planning
HIV
Management Information Systems
Medicaid Contract 3
g. See d., above. a ER Survey
h. In the event that an inpatient hospitalization of an enrollee who was admitted via the ER is denied in its entirety, there
is no automatic payment of the ER charges to which the hospital is rightfully entitled or outreach requesting a new claim | &
for ER charges only, as required (2 citations). ER Survey
Medical Records
Member Services
Organization and Management 2
i. Plan failed to implement its February 2006 POC in response to the January 2006 SOD as evidenced by failing to
secure an approved agreement with a hospital and continuing to operate without an approved agreement. Operational
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Figure 20: Summary of Citations (continued)

Review Type/Name
(aindicates Citations
Category focused review)
j- The DOH was not notified of changes to the Plan’s Board of Directors or provided with biographical information for
new members as required by NYCRR 98-1.5 (2) (ii) and (3). Operational
Prenatal Care
Quality Assurance
Service Delivery Network 5
k. Plan failed to submit a contract to the DOH for review/approval at least 30 days prior to implementation (3 citations). a Complaints
Provider Directory
a .
Information
I. See f., above. - —
a Provider Participation
— Directory
Utilization Review 1
m. See h., above. a| ER Survey
Total 19
HIP
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External Appeals Summary Report
Figure 21 displays external appeals for 2003 to 2005 for selected product lines. This Figure reflects
absolute numbers, and is not weighted by plan enroliment.

Figure 21: External Appeals — 2003-2005
| 2003 | 2004 | 2005
Medicaid
Overturned 1 3 3
Overturned in Part 0 0 1
Upheld 0 1 1
Medicaid Total 1 4 5
Commercial
Overturned 9 13 7
Overturned in Part 1 4 4
Upheld 19 17 15
Commercial Total 29 34 26
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VII. Financial Data

The financial summary is based on data reported in each plan’s 2003, 2004 and 2005 Medicaid
Managed Care Operating Report (MMCOR). The data contained in the MMCOR reflect the plan’s
Medicaid line of business only. The data are not audited and are reported on an accrual basis; thus
total expenses are impacted by a plan’s estimate of services that have been incurred by plan members
but have not been billed to the plan. The following is a list of the ratios displayed in Figure 22 and their
definitions.

Assets to Net Worth: Reflects the relationship of assets to net worth. For example, a plan
with an asset to net worth ratio of 3.0 indicates the plan has $3 of assets for every $1 of net
worth. The formula is total assets divided by net worth. Assets and net worth are net of
intangible assets.

Premium Surplus Ratio: Indicates what percentage of premium dollars goes towards
surplus. This ratio is calculated by dividing premium income by total premium revenue. It
indicates whether a plan is generating sufficient revenue from its premiums to cover medical
and administrative expenses.

Medical Cost Ratio: Indicates what percentage of premium dollars is spent on medical
costs. This ratio is calculated by dividing total medical costs by total premium revenue.

Administrative Loss Ratio: Indicates what percentage of premium dollars is spent on
administrative costs. This ratio is calculated by dividing total administrative costs by total
premium revenue.

Current Ratio: Reflects to what degree current assets cover current liabilities. The formula
is current assets divided by current liabilities.

Figure 22a graphically trends selected measures from Figure 22.
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Figure 22: Selected Financial Ratios — 2003-2005
2003 2005
HIP SWA HIP SWA HIP SWA
PROFITABILITY
Assets To Net Worth = (Total Assets - Intangibles)/
(Net Worth - Intangibles) 1.9 2.2 1.9 2.1 1.9 2.1
Premium Surplus Ratio = Premium Income/Premium
Revenue -0.6% 4.2% -3.8% 0.7% -4.5% -1.6%
Medical Cost Ratio = Medical Exp/Prem Revenue 83.5% 80.1% 86.1% 84.2% 87.7% 87.0%
Administrative Ratio = Admin Exp/Prem Revenue 17.1% 15.7% 17.7% 15.1% 16.8% 14.6%
LIQUIDITY
Current Ratio = Current Assets/Current Liabilities 1.9 1.3 2.1 1.3 2.0 1.2
Figure 22a:  Trends for Selected Financial Ratios — 2003-2005
100% 10.0
90% - — e
80% 8.0 -
70% -
60% - 6.0 -
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VIIl.  Strengths and Opportunities for Improvement*

This section of the report summarizes the accessibility, timeliness, and quality of services provided by
HIP to Medicaid recipients based on the data presented in previous sections. The plan’s strengths in
each of these areas are noted as well as opportunities for improvement. Recommendations for
enhancing the quality of healthcare are also provided based on the opportunities for improvement
noted. @ An assessment of the degree to which the MCO has addressed effectively the
recommendations for quality improvement made by the NYS EQRO in the previous year's EQR report
is also included in this section. The MCOQO'’s response to the previous year's recommendations, wherein
the plan was given the opportunity to describe current and proposed interventions that address areas of
concern, as well as an opportunity to explain areas that the MCO did not feel were within its ability to
improve, is appended to this section of the report.

Strengths
The plan received an NCQA Accreditation Status of “Commendable” for its Medicaid product
line.
The HEDIS® 2007 Audit revealed no significant problems, and the plan was able to report all
required rates for HEDIS® and QARR.
The plan’'s Performance Improvement Project to improve mammography screening rates
included clearly delineated, sustainable interventions that target both members and providers
with reasonable potential to improve health outcomes, which included timeframes and barriers
addressed.
The plan received quality and satisfaction scores that qualified it for 25% of the available
financial incentive as well as for auto-assignment of new members. This is a demonstrated
improvement over the previous year, when the plan did not receive an incentive or auto-
assignment qualifying score.
The plan demonstrated strong performance on several measures of chronic care, including
cholesterol management LDL <100 mg/dL and three components of comprehensive diabetes
care: HbAlc poor control >9.0%, LDL-C screening and nephropathy screening. The diabetes
care measures were consistently strong, performing better than the statewide average in the
previous reporting year, as well.
Despite most indicators of prenatal care demonstrating below average performance, as
described below, a single measure showed strong performance: the plan had an above average
rate of prenatal care in the first trimester in the ‘rest of state’ region in two consecutive years.

Opportunltles for Improvement
The plan’s Performance Improvement Project to improve mammography screening rates could
have been improved if the plan was able to achieve a higher telephonic contact rate during their
barrier analysis outreach and if baseline and remeasurement rates used a comparable
methodology.
In regard to compliance with NYS structure and operation standards, the plan received 19 total
citations, including 3 Article 44 review citations and 16 citations on access and availability,
complaints, ER and provider directory focused surveys. The review categories with which the
plan was not compliant were: complaints and grievances, disclosure, Medicaid contract,
organization and management, service delivery network and utilization review.
The plan reported a below average primary care board certification rate. This is notable because
the plan’s rate declined from previous years, when the rate was above average.

! This section of the report emphasizes the maintenance of current good practices and the development of
additional practices resulting in improved processes and outcomes, and thus refers to “Strengths” and
“Opportunities for Improvement” rather than “Strengths” and “Weaknesses” as indicated in federal regulations.
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The plan demonstrated an opportunity for improvement in regard to perinatal care, as shown by
performance rates below 90% of health plans for timeliness of prenatal care and below average
frequency of ongoing prenatal care over two consecutive reporting years, as well as a below
average rate for postpartum care in the current year. It is noted, however, that the frequency of
ongoing prenatal care has demonstrated improvement from the previous reporting period. An
additional OB/GYN service, Chlamydia screening, also demonstrated below average
performance, as shown by below average rates for three consecutive years.

An additional effectiveness of care measure also demonstrated consistently below average
performance: appropriate treatment for URI was below average for three consecutive reporting
years.

The plan’s rate of annual dental visits has demonstrated below average performance, falling
below the statewide average in three consecutive years. In contrast, it is noted that the plan met
the access threshold for routine and urgent dental appointments in all regions surveyed, and
reported access difficulties to dental care did not significantly differ from the statewide average in
the 2006 Dental Care Survey.

Recommendations
The plan should work to improve areas identified in the Article 44 survey and focused reviews, in
order to ensure compliance with NYS structure and operation standards, possibly by devoting
more staff to implementing corrective actions.
The plan should investigate its primary care board certification rates to prevent further decline
and to ensure that members have access to a quality provider network.
The plan should focus on its OB/GYN services, particularly measures of perinatal care, to ensure
that members have timely access to these important services. This may include developing
initiatives, as appropriate, and the continuation and expansion of any initiatives that may have
contributed to the increase in the frequency of ongoing prenatal care.
Likewise, the plan should work to improve other below average QARR rates, including
appropriate treatment for URI.
The plan should examine its annual dental visit rate to determine the causes of below average
performance, particularly since the access and availability survey conducted by the NYS EQRO
did not indicate a problem with access to dental care.

Response to Previous Year's Recommendations

Plan Comment: HIP Health Plan of NY has worked to initiate improvements and changes to
address quality improvements in areas outlined in the 2005 Plan Technical Report. Since the
2005 findings and SDOH Article 44 Audit, the Plan has been reviewed and worked with the
SDOH during subsequent Article 44 audits and has demonstrated resolution of issues and
concerns.

2005 Recommendation: The plan should work to improve areas identified in the Article 44
review in order to assure compliance with NYS structure and operation standards, with a
particular focus on the large number of prenatal care deficiencies.

Plan Response: Regarding Organization and Management concerns, the Plan reviewed its
Operational processes to assure compliance with NYS structure and operations standards.

Plan failure to obtain the Commissioner’s approval as required before renewing management
services agreements with 5 management entities.

HIP reviewed its processes to ensure compliance with appropriate protocols for contract
approvals. By cover letter dated February 2, 2006, the five management services agreements
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at issue were amended and re-submitted to the Department for renewal, authorization and
approval. Please note that all the agreements referenced were entered on or before 2000; the
SDOH included these in a statement of deficiency only because the agreements were not
resubmitted for approval after the initial five year term that was approved. The Plan has
submitted required and appropriate information since 2006 and is awaiting SDOH approval.

Plan did not ensure that its network of providers maintained a complete medical record, as
evidenced by 5 of 50 cases reviewed lacking evidence of PCP follow up for ER visits.

To educate HIP physicians on the importance of supervising and coordinating the health care of
HIP enrollees, continual process improvement for medical record review and provider
documentation occurs within the Plan and with the provider network.

In 2006, provider newsletter articles stressed the importance of providing follow-up care to
enrollees who visit an emergency room or an urgent care center. In addition, medical record
review audit tools were revised to include a review component of continuity and coordination of
health care review. Physicians that are not compliant with prescribed practices are notified and
given an opportunity to present corrective action and follow- up.

In 2007, the Plan continued to provide education, practice management and auditing and
documentation tips to the provider network and office management staff. In 2008, the passing
medical record review score for PCPs has increased from 75% to 90% in conjunction with
Industry accepted standards. Providers are updated to the medical record review changes
through the use of the website, Provider Manual updates and Provider and Office Manager
Newsletters. Monitoring and evaluation of medical record review is reported within the Plan’s
Quiality Improvement Structure on at least a quarterly basis or more frequently as needed.

In a review of 15 hospital contracts, Plan does not have an approved agreement with 1 hospital.

A new hospital contract template was submitted to the Department for review/approval on
February 3, 2006 and good faith negotiations were ongoing between the Plan and hospital. An
agreement was finalized with the University Medical Center at Stony Brook and approved by the
DOH on May 1, 2007.

Plan did not ensure that its contracted radiological services vendor identified a participating
provider, denying member’s in need of that provider’s services.

HIP consistently and adequately provides appropriate access and availability to members in
need of services. The Plan works closely with the vendor, CareCore, through monthly
delegation oversight and periodic auditing processes. Monthly oversight meetings with
CareCore review all major operational processes including, but not limited to: Ultilization
Management, Quality of Care/risk management and review operations, Claims, Customer
service, Management Information Systems, Contract implementation and evaluation, Financial
due diligence, Network coverage and credentialing.

CareCore receives directly a daily Provider upload file of all HIP physicians from the Plan and
downloads that into their systems daily. A membership file is also received and downloaded
daily by the vendor to provide the highest quality of service. This exchange of real time
information allows for adequate identification of participating providers. CareCore also is able to
list and view all of the Plan’s participating providers and can search for the member or
requesting physician a participating provider by proximity to the member's home or where the
member wants to have services performed by zip code, in the event that the member has no
preference to using a particular radiologist. CareCore not only approves prior approval requests;
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they also call the physician who is to perform the service and teleconferences the member into
the call to assist in scheduling an appointment for the participating provider and member.

Successful annual audits of the Information Systems and Utilization Management departments
also ensure that systems at HIP and CareCore have the same totals and individual look up to
identify active, term, and non-members. These audits include test scenarios for identification of
Plan member requests for review/approval or denials.

HIP and their associated vendors strive to provide the most appropriate and quality care to
members and support of their providers.

Plan failed to coordinate prenatal services appropriately, as evidenced by the present case
management program systems each focusing on different components of care.

HIP initiated changes and redesigned its comprehensive prenatal program. Oversight became
centralized under the leadership of one practice team in Quality Management to ensure
seamless delivery of quality care to pregnant and post partum members.

HIP has centralized its database information that enables prenatal case managers and
appropriate staff access to all relevant information. Communication with members is
documented in the member file ensuring a complete medical record on each member’s status.

Through HIP’s Prenatal Clinical Guidelines, all participating providers are advised about the
importance of and need to conduct comprehensive risk assessments during the initial prenatal
visit to determine health status and at each subsequent prenatal visit to determine if there has
been any change in risk status.

In addition, HIP offers a comprehensive maternity management program called Mom-To-Be.
Mom-To-Be is an opt-out, free program that is available to HIP Medicaid, Family Health Plus,
Commercial and EPO populations. The program is designed to supplement the prenatal care
and education members receive from their doctors. HIP has partnered with Matriad to provide
risk assessments and HIP approved educational materials to pregnant members that participate
in this program. Member risk assessments and case management POC are mailed to PCPs as
well as the member’'s OB to assist in coordination and continuity of care. Matriad also offers a
24 hour nurse manned question line and access to web based maternity information and
newsletters. Members can enroll in the program through 37 weeks gestation. Pregnant
members are identified via claims, lab and encounter data, anticipatory care and antepartum
admission data. Members and care providers can also refer through our HIP Mom-To-Be
phone line. The goals of the program include encouraging early access and continuation of
care throughout the pregnancy and postpartum period. Matriad risk assessments identify
members with pregnancy risks and HIP offers these members case management services. The
high risk maternity case managers work with members, obstetrical care providers and PCPs to
optimize the health potential of both mother and baby. Case Managers also assist members
with coordination of care, educational and community resources and investigation of health
promotion strategies throughout the antepartum, intrapartum and postpartum periods.
Participation in childbirth and parenting education classes is encouraged. WIC, HIV counseling
and testing and smoking cessation are encouraged during assessment, in member literature
and during case management contacts.

Extensive work was performed during 2006 and 2007 to redesign and launch the Mom To Be
program. It is anticipated that the combined efforts of providers, program staff and member
education about the availability of the Mom-To-Be program will continue to increase the rate of
early identification of high risk pregnancies and afford us the opportunity to implement
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alternative care plans to extend the gestational age of the pregnancy. Monthly and quarterly
reports are generated for review of enrollment and completion of program efforts. Additional
metrics include review of referrals to Matria program, active case load, total deliveries,
gestational age and weight at time of delivery and NICU admits. Vendor delegation oversight is
also provided via monthly meetings. HIP also ensures adherence with all aspects of
programming with the institution of quarterly audits for 2007, followed by annual audits
thereafter. Audit results are reported to the QI Committee structure.

2005 Recommendation: Despite no reported below average CAHPS® scores, the plan should
focus on improving member satisfaction since a low satisfaction score appears to be the primary
factor that precluded the plan from receiving the financial incentive and a qualifying score for
auto-assignment.

Plan Response: HIP is committed to providing excellence in member and customer
satisfaction.  Through the Customer Satisfaction Improvement Committee (CSIC), HIP
continues to create and implement interventions to improve member and customer satisfaction.
Numerous large scale projects were initiated or continued during 2006 and 2007 to assist in
improving member satisfaction by tracking and trending information and data sources from call
trend data, Grievance and Appeals, surveys, a Call Center Enhancement project, Satisfaction,
Loyalty and HEDIS/CAHPS improvements. Major policies and or operational changes,
corrective actions are monitored on a monthly and quarterly basis.

The Plan has moved to reduce barriers to care and member’s perception of barriers to care and
initiated work to assist members in Getting Care Needed. In 2006 and 2007, the Plan worked to
eliminate the need for referrals for services where payment is less than $100 as well as
eliminate the need for referrals for routine behavioral health care and services. Continual
process improvement in referral and authorization systems maintenance and enhancements
assisted the Plan with reducing inappropriate denials. Members, providers and office staff were
notified on changes to the referral process. The Plan also implemented a web- based referral
system, Provider Electronic Project (PEP), to decrease delays in obtaining referrals for care and
scheduling.

In addition, all member and provider materials are continuously reviewed and updated prior to
distribution to provide members with real time appropriate health education and Plan information
to assist members in receiving the best care possible.

The Plan continues to provide attention to improvement in member satisfaction across all facets
of the Health Plan delivery system.

2005 Recommendation: The plan should work to improve access and availability of dental care
by examining its dental provider network, with particular attention to the high rate of dental
turnover, in order to improve access to regular dental visits as well as urgent care.

Plan Response: The Plan has worked to improve the access and availability of dental care
through a variety of settings. HIP has worked with IPRO to address survey procedures and
processes for provider review and compliance with survey methods, including defining urgent
care conditions and specifications. HIP continues to actively work with our dental care vendor to
assist providers in providing appropriate access and availability and compliance with scheduling
of appointments. Since 2005, HIP has provided focused oversight of the dental care network for
access and availability and has reviewed monthly metrics and analysis of providers with low
utilization and those that have increased utilization. The provider to member ratio increased
from 1:1207 in 2003 to 1:212 in 2007. The network also expanded from 159 providers in 2003
to 1,162 providers in 2007. No gaps have been noted in GeoAccess mapping.
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HIP showed substantial improvement in the preliminary survey of the 2006 appointment
availability survey performed by IPRO as compared to the 2005 results. A resurvey conducted
in January 2007 exceeded the minimum level of 75% for an overall score of 82%. Offices that
failed to offer a timely appointment are re-tested over a three month period to ensure that
standards are being met. HIP has also partnered with our vendor to establish and continue a
provider incentive plan to compensate providers for each percentage point for increase in
utilization for annual dental exam visits.

Providers are given educational resources and best practices to help with practice
management. Members are also provided education, including telephonic reminders for those
members non compliant with an annual dental visit. Members who received outreach showed
an 8% compliance rate increase with the use of the reminder message system.

Access and availability is measured through monthly, quarterly and annual review of data. HIP
continues to review process improvement opportunities and is working to continue programming
efforts to increase compliance with dental visits and appropriate care.

2005 Recommendation: The plan should investigate its behavioral health care provider

network in order to determine the causes of and to prevent further decline in the follow-up
measures. Appropriate initiatives should be developed to promote improvement in these
measures.

Plan Response: A thorough analysis revealed that the drop in the 2005 Follow Up HEDIS
measures was due to data collection problems. These data problems stemmed from lack of
timely communication between the newly hired HEDIS vendor and the Behavioral Health
Department. Thus, a corrective action plan was implemented. The action plan called for the
Behavioral Health Case Management team to exchange and verify data with the HEDIS vendor
at least four times a year before final HEDIS scores submission. The successful
implementation of the corrective plan has resulted in a significant increase in the Plan's 2006
Follow Up HEDIS measures.

HIP’s Behavioral Health Services' action plan includes working with hospitals on appropriate
and timely discharge planning and working with outpatient providers to provide timely access. It
is expected that this action will further increase the Plan's compliance rate with the Follow Up
measure. Data is reviewed monthly, quarterly and annually and is part of the oversight of the
Quality Improvement and Mental Health Subcommittee structure.

2005 Recommendation: The plan should monitor its future QARR performance in regard to
appropriate treatment for URI and childhood immunization and should work to resolve any
issues that may hinder performance in these important components of care, including pediatric
provider board certification.

Plan Response: Annually, HIP reviews its programming efforts and provides focused
programming and interventions to address quality improvement activity.

The Plan has worked to provide an awareness and understanding for providers and members
regarding the importance of appropriate antibiotic use and treatment. Provider and member
education through newsletters, website updates, and telephone on hold messaging and focused
utilization reports have assisted in support of appropriate treatment of URI.

HIP continues to work with the provider network in addressing appropriate diagnosis and
partners with the various components of its delivery system to assist providers in addressing
Page 36 of 41

Reporting Year 2006



HIP

barriers to appropriate care. Current work is underway to determine the feasibility of offering
provider incentives to address the URI measure.

Appropriate receipt of childhood immunizations continues to be a Plan priority. The Plan has
utilized a multifaceted approach in delivering health education and reminders to members that
may be non compliant with childhood immunizations. Education includes telephonic reminders,
newsletters, and targeted mailings to both members and providers alerting them to non
compliance as well as incentives for specified portions of the delivery system. HIP also partners
with the NYCDOH to assist in updating the Childhood Immunization Registry according to the
DOH prescribed guidelines.

An increase in HEDIS/QARR rates for both appropriate treatments for URI and childhood
immunizations can be expected as a result of numerous interventions. HIP monitors and
evaluates the Plan interventions and subsequent utilization data on a quarterly and annual
basis.

In 2005, it was noted that Pediatric Board Certification rates were lower for the Plan (at 71%) as
compared to the State wide average (at 76%). Since 2005, HIP has been successful in
recruiting additional board certified pediatricians. By year end 2006, the rate of Board Certified
Pediatricians was 82.84% and as of 9/30/07, the rate was at 82.58%.

Total number of Pediatricians and Board Certified Pediatricians

as of 4 Q 2006 and 3 Q 2007*

Date Pediatricians Board Certified Percentage of Board
Pediatricians Certified Pediatricians

12/31/06 2278 1887 82.84%

09/30/07 2291 1892 82.58%

*Data is based on the Plans participating providers as submitted and include all lines of
business.

While Board Certification is not a requirement for network participation, the Plan continues its
efforts to recruit board certified clinicians and is committed to ensuring members have access to
guality health care providers.

2005 Recommendation: The plan should also investigate its low rates of breast cancer
screening and develop initiatives to improve services, as appropriate.

Plan Response: HIP is committed to Women’s Wellness and improving women’s and family
health. The Plan has initiated a comprehensive program to review and address barriers to
screening for breast cancer, including reminding members that no referral is needed for
mammaography screenings.

In 2006, the Plan implemented a Performance Improvement Project aimed at increasing the
screening rates among Medicaid females, ages 52-69 years. The goal was to identify barriers
faced by non-compliant Medicaid members in obtaining a mammogram in order to put in place
appropriate interventions that would lead to an increase in HIP’s Breast Cancer Screening rates
and consequently expand the number of HIP Medicaid female members who benefit from the
appropriate preventive health services. All eligible members received telephonic reminders,
educational mailings, a listing of participating radiology sites, assistance in scheduling an
appointment, and telephone on hold messaging for both members and providers. Providers
were also notified of noncompliant members for subsequent outreach. HIP's QARR rate
significantly increased for the study period.
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A monthly birthday card reminder, with appropriate screening information, is generated for
women turning 40 and 50 years old. HIP also continued to review opportunities for better data
collection and management and is reviewing the opportunities for differences in screening and
diagnostic mammograms as well as further review of any additional coding issues. HIP also
continues to actively participate in a NYCDOH workgroup to address propagation of the message
to providers that no referral is needed for women to receive mammograms.

The goal of increasing the rate of breast cancer screening is monitored each quarter through
review of administrative data. HIP strongly believes that the data collection methodology for
mammography screening needs to be expanded to the inclusion of diagnostic mammography,
breast MRI and digital mammography to adequately capture mammography screening rates. A
review of 2006 data reveals that 2% of all eligible women for the HEDIS mammography
denominator did in fact receive a diagnostic mammogram. We believe that screening rates may
not be decreasing. However, there appears to be a shift in tests ordered as the new technology
becomes available and coding changes are being made.

2005 Recommendation: The plan should work to improve the timeliness with which new
enrollees receive health screenings, for both its Medicaid and FHP product lines.

Plan Response: HIP follows SDOH Medicaid/FHPIus Contract provisions governing new
member outreach, education and health risk assessment activities. While the Technical report
indicated that the 2005 percentage of members for whom HIP received Health Risk Assessment
(HRA) forms was below the statewide average, it is important to point out that SDOH has not
set a minimum acceptable HRA compliance rate nor has it issued Statements of Deficiency
(SODs) to health plans that have rates below the statewide average. HIP believes that this is
part do to SDOH recognition of the many variable that affect HRA rates, including but not limited
to:

Plan size and average monthly enroliment

Plan model (staff versus non-staff)

Plan service area (upstate versus downstate)

The resources available to dedicate to the activity

The number of HRAs received from Maximus

Members that cannot be contacted because the address and/or telephone number received

on rosters were bad.

Member response

Rather than setting standards and issuing SODs, SDOH has recognized the large variation in
health plan HRA rates and has actively sought to understand the reasons for the variation by:
- Having health plans complete an online survey describing their processes for obtaining HRA
forms from new members and for using the information provided on the forms.
Convening a meeting with plans to discuss HRA issues, the problems health plans face in
obtaining them and to plan an agenda for an SDOH sponsored 1 day forum on HRAs.
Held a one day HRA forum where it presented the HRA survey results, had health plans
present best practices and discussed next steps.

As a result of the HRA Forum SDOH will, at a minimum:
- Revise and simplify the HRA form.
Standardize the methodology for calculating rates.
Disseminate best practices obtained from plans and the survey.
Take other actions designed to improve rates, including having Maximus transmit forms to
health plans electronically.
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HIP will revise its HRA Form, the methodology for calculating its HRA rates and HRA processes
as necessary and practical based on the actions taken and guidance provided by SDOH.

HIP makes every effort practical to our size plan model, service area and available resources to
obtain HRAs from new members. These efforts include:

Processing and counting HRAs received from Maximus.

Mailing an HRA Form to all newly enrolled members.

Mailing letters to new member 30, 60 and 90 days following their effective date of enrollment
encouraging them to select a PCP if they haven't already done so and to make
appointments for all enrolled family members to receive baseline physical examinations
(BPEs). It is important to note here that while BPEs are clearly health risk assessments,
only the number of HRA forms received from members is included in our calculation of our
HRA rate.

We engage a vendor to make welcome calls to all new members. A health risk assessment
is part of the welcome call.

In 2008, we anticipate removing the health risk assessment from the new member welcome call
and engaging a vendor to call new members for the specific purpose of completing an HRA.

Realizing that what you do with forms you receive is more important than expending excessive
resources trying to obtain forms from members that do not want to be reached or have no
interest in completing an HRA form, we:

Forward copies of all HRAs received to the members’ PCP, medical center or full risk
medical management organization for review and appropriate action.

Scan HRA forms received from all sources into a database which identifies specific triggers
that results in members in possible need of disease management (members that smoke,
have asthma, diabetes, Congestive Heart Failure, etc), medical case management and
behavioral health case management services receive correspondence inviting them to
participate in our disease and case management programs.

We will continue to review our HRA process and to work with SDOH along with other plans to
improve the overall rate of HRAs received from new members.
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- NYS Provider Access and Availability Survey- 2006

C. Utilization
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Quality Indicators
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2) QARR Data
- Performance Category Analysis, QARR Matrix (2006 Measurement Year)
- QARR Measurement Year 2004, 2005 and 2006 Data
3) CAHPS® 2005 Data
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4) Quality/Satisfaction Points and Incentive
- Quality/Satisfaction Points and Incentive, 2004, 2005 and 2006
5) Performance Improvement Project
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6) Clinical Studies and Related Surveys
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Deficiencies and Appeals
1) Summary of Deficiencies
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- MMC External Appeals Data, 2003, 2004 and 2005
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