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Figure 12b: QARR Medicaid/FHP Rates for Selected Measures — 2006
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QARR Access to/Availability of Care Measures

The QARR Access to/Availability of Care Measures examine the percentages of children and adults who access certain services, including
PCPs or preventive services, prenatal and postpartum care and dental services for selected product lines. Figure 13 displays the Access
to/Availability of Care Measures for QARR 2004 through 2006. The Figure indicates whether the plan’s rate was higher than 90% of all
plans for that measure (indicated by A) or whether the plan’s rate was lower than 90% of plans for that measure (indicated by V).

Figure 13: QARR Access to/Availability of Care Measures — 2004-2006
Medicaid/FHP Child Health Plus
SWA SWA
Measure 2004 2005 2006 2006 2004 2005 2006 2006
Children’s Access to PCPs
12-24 mths 91% 92% 91% 93% 87% 94% 91% 96%
25 mths—6 yrs 88% 88% 88% 89% 86% 91% 91% 93%
7-11 yrs 91% 90% 90% 91% 94% 93% 95% 95%
88% 86% 86% 87% 88% 88% 90% 92%
Adult Access to Preventive/Ambulatory Services
20-44 yrs 74% 75% 78% 79%
45-64 yrs 82% 83% 85% 86%
65+ yrs 87% 87% 87% 89%
Access to Other Services
Timeliness of Prenatal
Care 87% R 92% A 86%
Postpartum Care 69% R 73% 70%
Annual Dental Visits 42% V| 39% V| 42% V|  44%| 47% VY| 49% V| 53% | 54%

R: Rotated measure
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QARR Prenatal Care Measures Calculated by the NYSDOH

Certain QARR prenatal care measures are calculated by the NYSDOH using birth data submitted by the plans as well as from NYSDOH's Vital
Statistics Birth File. Since some health events such as low birth weight births and cesarean deliveries do not occur randomly across all plans,
risk adjustment is used because it removes or reduces the effects of confounding factors that may influence a plan’s rate. Figure 14 presents
prenatal care rates calculated by the NYSDOH for QARR 2004 and 2005. This Figure indicates whether the plan’s rate was significantly better
than the average (indicated by A) or whether the plan’s rate was significantly worse than the average (indicated by V).

Figure 14: QARR Prenatal Care Measures Calculated by the NYSDOH — 2004-2005
NYC ROS
2004 2005 2004 2005
NYC NYC ROS ROS
Measure HealthFirst | Average | HealthFirst | Average |HealthFirst| Average | HealthFirst | Average
Medicaid/FHP
Risk-Adjusted Low Birth
Weight 7% 7% 7% 8% 3% 4% 10% 8%
Prenatal Care in the First
Trimester 73% A 71% 74% 72%) 58% 65% 75% A 68%
% of Low Birth Weights at
Facilities for High-Risk
Deliveries 94% 92% 98% 99% SS 72%) SS 80%
NYC: New York City

ROS: Rest of State

SS: Sample size too small to report but included in average.
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Consumer Satisfaction

In 2005, the CAHPS® survey of Medicaid and CHP managed care plan enrollees was conducted on behalf of the NYSDOH by an NCQA-certified
survey vendor. Each category is compared to the respective SWA. Plans with a Commercial product line also collected these data from their
Commercial members, using an NCQA-certified survey vendor. Figure 15 gives the question category, the plan’s rate and statistical rating, as
well as the SWA for selected product lines for measurement year 2005. The Figure indicates whether the plan’s rate was significantly better than
the SWA (indicated by A) or whether the plan’s rate was significantly worse than the SWA (indicated by V).

Figure 15: CAHPS® — 2005
Medicaid CHP
Satisfaction® HealthFirst SWA HealthFirst SWA
Getting Care Needed 70 70 70 77
Satisfaction with Provider
Communication 87 88 90 91
Called or Written Plan Complaints® 6 7 11 9
Complaints Resolved to Satisfaction SS 80 SS 82
Customer Service 76 75 78 78
Getting Care Quickly 68 V 74 77 80
Rating of Healthcare 78 77 79 85
Rating of Health Plan — High Users 77 75 74 83
Overall Rating of Health Plan 77 75 80 83
Rating of Personal Doctor 83 79 82 84
Rating of Specialist 77 74 78 79
Helpful and Courteous Office Staff 83 88 90 91
Recommend Plan to Family/ Friends 90 90 92 95
SS: Small sample
! These indicators are composite measures.
% Lower rate is desirable.
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Quality/Satisfaction Points and Incentive

The percentage of the potential financial incentive that a plan receives is based on both quality of care
and consumer satisfaction. The total satisfaction and quality points earned are derived from an
algorithm that considers CAHPS® scores and selected QARR rates in comparison to statewide
percentiles. The total score, based out of 150 possible points, determines what percent of the 3%
available premium increase the plan qualifies for. Figure 16 displays the points HealthFirst earned from
2004 to 2006 as well as the percent of the financial incentive that these points generated based on the
previous measurement year’s data.

Figure 16: Quality/Satisfaction Points and Incentive — 2004-2006
2004 2005 2006
Category HealthFirst SWA HealthFirst SWA HealthFirst SWA
Total Points 60 66 90 82 80 86
Satisfaction Points 20 23 20 23 20 27
Quality Points 40 43 70 59 60 60
Percent of Financial
Incentive Earned 25% 50% 25%

Performance Improvement Project

Each plan is required by the Medicaid Health Maintenance Organization contract to conduct at least
one Performance Improvement Project (PIP) each year. A PIP is a methodology for facilitating plan
and provider-based improvements in quality of care. PIPs place emphasis on evaluating the success of
interventions to improve quality of care. Through these projects, plans and providers determine what
processes need to be improved and how they should be improved.

The NYS EQRO provided technical assistance to plans throughout the conduct of their 2006 PIPs in
the following forms: 1) review of the plan’s Project Proposal prior to the start of the PIP, 2) quarterly
teleconferences with the plan for progress updates and problem-solving, 3) feedback on methodology,
data collection tools and implementation of interventions, and 4) feedback on drafts of the plan’s final
report.

In addition, the NYS EQRO validates the plan’s PIPs by reviewing the project topic, aim statement,
performance indicators, identified study population, sampling methods (if sampling was used), data
collection procedures, data analysis and interpretation of project results, as well as by assessing the
plan’s improvement strategies, the likelihood that reported improvement is “real” improvement and
whether the plan is likely to be able to sustain its documented improvement. Validation teams meet
guarterly to review any issues that can potentially impact the credibility of PIP results, thus ensuring
consistency among validation teams. The validation process concludes with a summary of the
strengths and opportunities for improvement in the conduct of the PIP, including any validation findings
that indicate the credibility of the PIP results was at risk.

The topic of the 2006 PIP conducted by HealthFirst was “Improving the Process of Identification,
Diagnosis and Management of Depression in a Medicaid Population.” The following interventions were
implemented during the conduct of this PIP:
- Conducted provider Interventions: provider mailing, telephone outreach and onsite visits
Published article about Depression Study in provider newsletter and on website
Conducted member interventions: outreach by phone, mailings, case management and publications
in member newsletter and on website
Utilized a registry to track members diagnosed with depression and prescribed antidepressant
medication
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Figure 17 presents a summary of HealthFirst's 2006 PIP. Improvement was demonstrated for three of
the selected indicators, while performance was maintained for two indicators and performance declined
for the remaining selected indicator.

Key strengths of this PIP include targeting both providers and members for interventions, use of
HEDIS®/QARR methodology for measurement and use of multiple antidepression indicators. Key
areas for improvement include confirming the large denominator in the 2006-2007 period and
explaining the pattern of increase and decrease of rates from 2002-2003 to 2006-2007 for three
antidepressant indicators. There were no validation findings that indicate that the credibility of the PIP
results is at risk.

Figure 17: Performance Improvement Project — 2006
Indicators Results
Provider Use of PHQ-9 Screener Demonstrated improvement’
PHQ-9 Screener-Members Performance level was maintained
Case Management Demonstrated improvement
QARR Antidepressant Medication Management: Optimal
Practitioner Contacts for Medication Management Performance declined
QARR Antidepressant Medication Management: Effective
Acute Phase Treatment Demonstrated improvement
QARR Antidepressant Medication Management: Effective
Continuation Phase Treatment Performance level was maintained

! Despite plan’s claims of “dramatic” improvement in use of PHQ-9 screener, the absolute increase is still well
below optimal adherence leaving much room for improvement.

HealthFirst Page 21 of 35
Reporting Year 2006



Clinical Studies
A dental care survey project was conducted in 2006 by the NYS EQRO.

Dental Care Survey — 2006

The Dental Care Survey project was designed to 1) assess the dental care that NYS MCOs provide to
their Medicaid enrollees; 2) identify barriers to accessing care; and 3) assess the satisfaction of
recipients regarding dental care. The study targeted both members who receive dental benefits
through their health plan and members whose dental care is paid via FFS Medicaid. Key survey
indicators that were examined by the survey included dental care visits, ability to make timely
appointments, satisfaction with dentist, and barriers to the receipt of care.

The total number of surveys mailed was 9,600 surveys for the MMC group and 2,400 surveys for the
FFS Medicaid group. Adults and children were equally represented. The survey was distributed to
members in March 2006, and re-sent to non-respondents in May 2006. Both English and Spanish
versions were mailed to each member. Of the 12,000 surveys that were mailed, 22.3% responded.

The results of the survey are displayed in Figure 18. The 16 MCOs that offered Medicaid managed
care dental benefits at the time of the survey were included in the study and analyzed separately by
plan. The remaining plans were included as part of Medicaid FFS, and plan-specific results were not
recorded. As HealthFirst offered a dental benefit, Figure 18 compares its results to the statewide
averages. Significant differences at the p<.001 level are denoted byA and V.

Using multivariate regressions, the study revealed that members with a regular dentist were more likely
to report they visited a dentist in the past 12 months. Those with a regular dentist and those with
positive oral health were more likely to report no difficulties seeing a dentist. Members who were black,
those who resided in NYC, and those whose usual place of care is at a private dental office were more
likely to report they receive a routine appointment within one month. Those with positive oral health
were more likely to be satisfied with the quality of care received. Members who were black, those with
a regular dentist, and those with positive oral health were more likely to be satisfied with the number of
dentists to choose from.

Recommendations to facilitate care included educating Medicaid families on accessing the dental care
system and providing reminders to visit the dentist. It was recommended that plans develop
interventions to ensure that members are aware of dental benefits, covered services and how to access
benefits and participating providers, and to ensure that culturally diverse populations are reached.
Increasing the number of members with regular dentists was suggested as a way to improve access to
ongoing guidance. It was further recommended that additional analysis of lack of coverage for needed
services should be conducted to determine if there is true unmet need or lack of knowledge about
covered services.
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Figure 18:

Dental Care Survey — 2006

Statewide
HealthFirst: Total # of Respondents: Child=53 [55%], Adult=43 [45%] HealthFirst Results Results
(n = 96) (n=1,816)"
Category Description N % %
Demographic Male gender 93 34.4 38.5
Characteristics High school graduate 89 75.3 72.2
White 82 28.0 33.4
Black 82 48.8 33.1
Hispanic 82 22.0 24.2
Other 82 12 v 9.3
Oral Health Status Health of teeth/gums is excellent, very good, or good 94 54.3 65.9
Had major tooth or gum pain in the past 12 months 95 30.5 33.0
Dental Care Information|Visited a dentist < 1 year ago 96 63.5 63.5
Visited a dentist 1+ times in the past 12 months 96 75.0 75.2
Went to dentist as often as needed within the past 12
mos 94 54.3 50.4
Visited dentist last time for regular check-up / cleaning 81 61.7 57.9
Usually get dental care at private office 87 83.9 72.0
Have a dentist to see on a regular basis 93 76.3 67.1
Brush teeth at least 2 times a day 91 76.9 81.3
Visit a dentist at least 2 times a year 20 57.8 55.4
Have teeth professionally cleaned 1+ a year 92 67.4 60.6
Use dental floss regularly 90 34.4 39.9
No major difficulties in seeing a dentist as often as
Barriers/Facilitators to  |needed 90 45.6 38.5
Care My health plan has a dental benefit 87 86.2 83.6
Nothing would help me see the dentist more often 89 29.2 21.7
Access and Availability |How found dentist
of Dental Care Referral from family / friend 68 26.5 34.1
Referral from a PCP / doctor / nurse 68 19.1 18.1
Provider directory from plan 68 48.5 45.1
Other (e.g., Advertisement, In local neighborhood) 68 14.7 10.4
Usually wait < 1 day for an appt. for dental problem 51 45.1 34.6
Usually wait < 1 month for an appt. for regular check-
up 67 71.6 73.9
Very | Somewhat Overall quality of dental care received 63 77.8 74.2
Satisfied with: Dental advice received 61 77.0 74.2
Cleanliness of the office 66 83.3 81.8
Friendliness/helpfulness of staff 67 85.1 80.5
Convenience of location 63 88.9 80.3
Office hours 61 83.6 77.2
Wait to get an appointment 62 77.4 68.5
Health plan’s explanation of dental benefits 83 62.7 55.6
Number of dentists to choose from 82 53.7 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 EQRO’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. It is
important to note that the number of deficiencies and the number of citations may differ, since each
deficiency can have multiple citations.

HealthFirst was in compliance with 12 of 14 categories. The categories with which HealthFirst was not
in compliance were Disclosure (1 citation) and Service Delivery Network (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

Category

Review Type/Name
(& indicates
focused review)

Citations

Complaints and Grievances

Credentialing

Disclosure

a. Plan failed to ensure that its Fall 2006 Provider Directory is strictly factual in nature, as evidenced by inaccuracies
found in 22 of 36 providers sampled.

Provider Participation
— Directory

Family Planning

HIV

Management Information Systems

Medicaid Contract

Medical Records

Member Services

Organization and Management

Prenatal Care

Quality Assurance

Service Delivery Network

b. See a., above.

Provider Participation
— Directory

Utilization Review

Total
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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 enrollment.

Figure 21: External Appeals — 2003-2005
| 2003 | 2004 | 2005
Medicaid

Overturned 0 0 2

Overturned in Part 0 0 0

Upheld 0 0 2

Medicaid Total 0 0 4
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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 2004 2005

HealthFirst SWA HealthFirst SWA HealthFirst SWA
PROFITABILITY
Assets To Net Worth = (Total Assets - Intangibles)/
(Net Worth - Intangibles) 2.9 2.2 2.0 2.1 2.4 2.1
Premium Surplus Ratio = Premium Income/Premium
Revenue -0.2% 4.2% -0.2% 0.7% -0.8% -1.6%
Medical Cost Ratio = Medical Exp/Prem Revenue 82.5% 80.1% 87.4% 84.2% 87.7% 87.0%
Administrative Ratio = Admin Exp/Prem Revenue 17.7% 15.7% 12.8% 15.1% 13.1% 14.6%
LIQUIDITY
Current Ratio = Current Assets/Current Liabilities 1.1 1.3 1.2 1.3 1.2 1.2

Figure 22a:  Trends for Selected Financial Ratios — 2003-2005
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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
HealthFirst 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 HEDIS® 2007 Audit revealed no significant problems and the plan was able to report all
rates for HEDIS® and QARR.
The plan’s Performance Improvement Project to improve the process of identification, diagnosis
and management of depression included multiple antidepression indicators and interventions
that targeted both members and providers.
The plan demonstrated compliance in all 14 categories during the overall structure and
operation standards review and compliance in 12 of 14 categories for the provider directory
focused survey conducted.
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. It is noted, however, that
the plan declined since the previous reporting year, where the plan received 50% of the
available financial incentive.
In regard to OB/GYN services provided, the plan demonstrated strength by achieving rates
higher than 90% of plans for the timeliness of prenatal care and significantly above average
rates for prenatal care in the first trimester in the ‘rest of state’ region. Additionally, the plan
achieved above average rates of Chlamydia screening in two consecutive years.
Two measures of chronic care and a single measure of acute care also demonstrated above
average performance: controlling high blood pressure, LDL-C control in diabetics, and
appropriate testing for pharyngitis. The pharyngitis measure demonstrated consistently strong
performance, exceeding the statewide average in three consecutive years.
The plan achieved a compliance rate of 100% for urgent dental appointments in one region of
the dental access and availability survey conducted by the NYS EQRO.

Opportunltles for Improvement
The plan’s Performance Improvement Project to improve the process of identification, diagnosis
and management of depression could have been improved by confirming the validity of the
denominator and by providing explanations for the increase and decrease in the antidepressant
indicators compared to previous years.
A measure of member satisfaction also shows opportunity for improvement, as demonstrated by
CAHPS®: the plan had lower satisfaction with getting care quickly. (Note: as this survey was
conducted in 2005, this is a repeat opportunity for improvement from the previous year’s Plan-
Specific Report).
In regard to the plan’s provider network, OB/GYNs and pediatric physician specialists had below
average rates of board certification.

! 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 had an opportunity for improvement in regard to adolescent preventive services, as the
plan was below average on all components of adolescent screening and counseling: BMI,
nutrition, exercise, sexual activity, depression, tobacco and substance use.

An additional opportunity for improvement is demonstrated in three measures of chronic care:
cholesterol screening for CVD and cholesterol management (LDL <100 mg/dL) were both below
average, as well as blood pressure control for diabetics.

Despite the plan meeting the required access and availability threshold for routine and urgent
dental care, the plan reported below average rates of annual dental visits in all three years
displayed in this report.

Recommendations
To ensure the success of future Performance Improvement Projects, the plan should thoroughly
explore and evaluate factors that may have caused changes in the selected indicator’'s rates
from previous years.
While not reflected in the plan's access and availability rates, the plan should investigate
member satisfaction with getting care quickly, including identifying barriers, to ensure that the
plan’s membership is able to gain timely access to care. (Note: as the CAHPS® survey was
conducted in 2005, this is a repeat recommendation was encompassed in the previous year’s
Plan-Specific Report).
The plan should likewise monitor its provider network to ensure that members have access to
quality providers, particularly for OB/GYNs and pediatric physician specialists.
The plan should monitor its below average QARR rates and develop improvement initiatives as
appropriate to ensure that members are receiving access to quality, timely care, including
adolescent screening and counseling, cholesterol screening for CVD, cholesterol management
(LDL <100 mg/dL), blood pressure control for diabetics and annual dental visits.

Response to Previous Year's Recommendations
2005 Recommendation: The plan should monitor its provider network to ensure adequate
access to primary care providers, as well as to ensure the quality of its network.

Plan Response:
What has the plan done/planned to do to address the recommendation?
0 Healthfirst ensures that members have adequate access to Primary Care Providers
by periodic review (quarterly) of its Network.

When and how will this be accomplished?

0 The quarterly review of the Network was implemented in January 2006. The review
includes an analysis of the Network by Provider Type, Provider Specialty, and
Geographical accessibility (30 minutes or 30 miles) for Primary Care Providers per
member to allow for choice.

What is the expected outcome or goals of the actions to be taken?

0 The outcome or goals of the periodic review (quarterly) of the Network ensures that
an adequate Network is provided to its Members of each provider type, the network
is geographically distributed and ensures that Members have a choice of Primary
and Specialty Care Providers.

What is the MCOQO's process for monitoring the action to determine its effectiveness?
o0 The monitoring of the adequacy of the Network is conducted through the submission
of the Health Provider Network and the analysis of the Network. If Network gaps
arise as a result of these monitoring actions, Network Management is notified and
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contracting plans are implemented to ensure Network adequacy as a result of the
‘gap analysis’.

The monitoring of the quality of care rendered by Providers is the responsibility of the
Credentialing Committee. This is accomplished by the Credentialing Department
weekly review of provider sanctions by the Office of Professional Misconduct, the
New York State Education Department of Professions, the Health Provider Network
(HPN), the Office of Inspector General (OIG), the National Practitioner Data Bank,
New York State Medicaid Sanction Report and the Medicare Opt-out Report. When
it has been determined that a Provider is sanctioned in by the aforementioned, the
Credentialing Committee reviews the report(s) in detail and determines if the
Provider should be allowed to continue participation in the Network or be terminated
from Network Participation. A Provider may be terminated on an expedited basis
(“Expedited Termination”) for reasons involving imminent harm to patient care, a
determination of fraud, or a final disciplinary action by a State licensing board or
other governmental agency that impairs the practitioner’s ability to practice.

2005 Recommendation: The plan should work to improve access and availability to dental
providers, including the development of quality improvement initiatives, if applicable.

Plan Response:
What has the plan done/planned to do to address the recommendation?

(0]

Healthfirst continues to work closely with Doral Dental to improve access and
availability through various approaches. Through continuous compliance monitoring
of the dental network, strategic network development, educational seminars, annual
hospital dental clinic meetings, and development of quality improvement member
incentives, Healthfirst and Doral anticipates an improvement in access and
availability for members seeking dental care.

When and how will this be accomplished?

(0]

(0]

Doral shall contact dentists periodically to ensure compliance with access and
availability standards.

Healthfirst continues to monitor and manage the dental network closely to ensure
members have access to all dental specialties throughout the service area. Doral
reports the dental network on a monthly basis and contacts Healthfirst should there
be any gap of a particular specialty.

Healthfirst continues to review dental participation requests and has strategically
increased participation for those dental sites specifically associated with PCP
practice sites in the same location to improve access and availability to members.
Doral scheduled three Educational seminars in 3 Quarter 2007 (October 11-12)
which was available to the entire dental network and Plan representatives to review
Doral Policies and Procedures, including access and availability.

Doral shall run an outreach program targeting members that have not had their
annual dental visit by sending reminder postcards followed up by a rigorous
outbound calling campaign. For 2007, Doral plans to run a promotion offering
Medicaid members (children only) an incentive ($XX gift card) for visiting their
dentist.

Doral continues to work closely with all affiliated hospitals through annual meetings
to reinforce Doral policies and procedures, including access and availability
standards. In addition, Doral continues to work closely with our hospitals to ensure
that they are providing accurate and complete encounter data.

What is the expected outcome or goals of the actions to be taken?
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0 The goal for Healthfirst and Doral is to improve the overall quality of the dental
program through improved access and availability to quality dentists. By increasing
access and availability to quality dental care, as well as directly reaching out to
members, Healthfirst, through close partnership with Doral, anticipates progression
towards this ultimate goal.

What is the MCOQO's process for monitoring the action to determine its effectiveness?

0 Healthfirst monitors access and availability through feedback from various
operational and regulatory bodies: network, sales, member services and regulatory
feedback shall alert Healthfirst and Doral regarding the adequacy and compliance of
the dental network.

Healthfirst oversees Doral in their outreach initiatives to members by doing quality
checks on all mailed material, scripts for member calls.

Quality Improvement shall continue to review encounters reported by Doral to
monitor whether encounter reporting is improving or not.

2005 Recommendation: The plan should monitor its future QARR reporting for adolescent
screening and counseling. Appropriate initiatives should be developed, if necessary, to improve
performance in this area.

Plan Response:
What has the plan done/planned to do to address the recommendation?

o Promotion on the use of HF Adolescent Preventive Screening Form/Tool to providers
especially if they do not have a form/tool addressing all the components of this
measure (i.e. — only anticipatory guidance or notation of health education is stated on
the form)

o Providers provided with a list of acceptable/not acceptable forms of documentation
for each component

o0 Publication of articles in the newsletter and websites on the importance of detailed
documentation/addressing each of the components of this measure

o Provider incentive

When and how will this be accomplished?
o Started July and will be ongoing
o Provider outreach via telephone and on-site visits
o0 Article write-up in the provider newsletter and provider webportal

What is the expected outcome or goals of the actions to be taken?
o Improvement of the Plan’'s QARR rate on Adolescent Screening and Counseling
Measure

What is the MCO'’s process for monitoring the action to determine its effectiveness?
o Random chart review during provider on-site visits to check if:
all components of Adolescent screening/counseling are properly documented
providers are using the HF Adolescent Preventive Screening Form/Tool or any
other tool with all the components
0 Metrics submitted by staff monthly on # of provider outreach / records Reviewed /
non-compliant providers
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IX. Appendix

References
A. Corporate Profile
- Updated Corporate Profile information provided by the NYSDOH
- NYSDOH OMC DataLink Reports
- Managed Care Plan Directory, June 05, 2007
- NCQA Accreditation website, http://hprc.ncqa.org/index.asp, Accessed June 2007
B. Enrollment/Provider Network

1) Enrollment/Disenroliment
- NYSDOH OMC Membership Data, 2004, 2005 and 2006
- Enrollment by Age and Sex Report as of December 2006
- Enrollment Status by Aid Category and County as of December 2006
- Auto Assignment Data, 2004, 2005 and 2006
- Auto Assignment Quality Algorithm Scores, 2004, 2005 and 2006
- Enrollment Status Report, 2006
2) Provider Network
- Providers Statewide by Specialty, Medicaid Managed Care in New York State Provider
Network File Summary, As Of December 31, 2006
- Total Number of FTE by Managed Care Plans, As Of December 31, 2006
- NYSDOH OMC Primary Care Providers Open and Closed Panels by Plans, Provider
Network Data As Of December 31, 2006
- QARR Measurement Year 2004, 2005 and 2006 Data
- NYS Provider Access and Availability Survey- 2006

C. Utilization
1) Encounter Data
- MMC Encounter Data System, 2004, 2005 and 2006
2) Health Screening Data
- Medicaid and Family Health Plus Managed Care Enrollee Health Screening, 2005 and
2006
3) QARR Use of Services
- QARR Measurement Year 2004, 2005 and 2006 Data
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D. Quality Indicators
1) Summary of HEDIS® Information Systems Audit™ Findings
- 2007 Final Audit Report prepared by the MCQO’s Certified HEDIS® Auditors
2) QARR Data
- Performance Category Analysis, QARR Matrix (2006 Measurement Year)
- QARR Measurement Year 2004, 2005 and 2006 Data
3) CAHPS® 2005 Data
- QARR Measurement Year 2005 Data
4) Quality/Satisfaction Points and Incentive
- Quality/Satisfaction Points and Incentive, 2004, 2005 and 2006
5) Performance Improvement Project
- 2006 PIP Final Report
- 2006 PIP Summary Report
6) Clinical Studies and Related Surveys
- 2006 Dental Care Survey

tTM

E. Deficiencies and Appeals
1) Summary of Deficiencies
- MMC Operational Deficiencies by Plan/Category, 2006
- Focus Deficiencies by Plan/Survey Type/Category, 2006
2) Appeals
- MMC External Appeals Data, 2003, 2004 and 2005

F. Financial Data
- Medicaid Managed Care Operations Report, 2003-2005
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