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V. Quality Indicators 
 

In order to measure the quality of care provided through the plans, the State prepares and reviews a 
number of reports on a variety of quality indicators.  This section is a summary of findings from these 
reports including HEDIS® 2007/QARR 2006 audit findings, as well as results of quality improvement 
studies, enrollee surveys and plan performance improvement projects. 
 
Validation of Performance Measures Reported by Plans and Performance Measures Calculated 
by NYSDOH 
Performance measures are reported and validated using several methodologies.  Plans submitted 
member- and provider-level data for several measures to NYSDOH.  The NYS EQRO audited all 
member- and provider-level data for internal consistency.  Several performance measures are 
calculated by NYSDOH, with source code validated by the NYS EQRO.  Finally, plans report a subset 
of HEDIS® measures to NYSDOH annually, along with several NYS-specific measures.  Plan-reported 
performance measures were validated as per HEDIS® 2007 Compliance AuditTM specifications 
developed by the National Committee for Quality Assurance (NCQA).  The results of each plan’s 
HEDIS® 2007 Compliance AuditTM are summarized in its Final Audit Report (FAR).    
 
Summary of HEDIS® 2007 Information System Audit™ 
As part of the HEDIS® 2007 Compliance AuditTM, auditors assessed the plan’s compliance with NCQA 
standards in the six designated information system categories, as follows:   

1. Sound Coding Methods for Medical Data  
2. Data Capture, Transfer and Entry – Medical Data  
3. Data Capture, Transfer and Entry – Membership Data 
4. Data Capture, Transfer and Entry – Practitioner Data 
5. Data Integration Required to Meet the Demands of Accurate HEDIS® Reporting 
6. Control Procedures that Support HEDIS® Reporting and Integrity. 

 
In addition, two related HEDIS® documentation categories were assessed:    

1. Documentation 
2. Outsourced or Delegated HEDIS® Reporting Functions. 

 
The NYS EQRO provided technical assistance to plans throughout the performance measure reporting 
process in the following forms: 1) introductory and technical workshops prior to the audit, 2) readiness 
reviews for new plans, 3) serving as a liaison between the plans and NCQA to clarify questions 
regarding measure specifications, 4) preparation of and technical support for the Data Submission 
System (DSS) used to submit data to NYSDOH, and 5) clarifications to plan questions regarding the 
submission of member- and provider-level data as well as general questions regarding the audit 
process. 
 
The Final Audit Report (FAR) of HEDIS® 2007 data prepared for HHP indicates that the plan had no 
significant problems in any area related to reporting.  The plan demonstrated compliance with all areas 
of the Information Systems and all areas of measure determination required for successful 
HEDIS®/QARR reporting. 
 
The plan passed Medical Record Review for both measures validated.  The plan was able to report all 
measures for the Medicaid and CHP product lines.   
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Performance Category Analysis QARR 2006 
  (QARR Effectiveness of Care Measures)   
The QARR Matrix provides a comparative look at QARR rates for two reporting years.  Figure 12 
displays the QARR Matrix, which predominantly summarizes Effectiveness of Care measures, though it 
also contains select Use of Services and Access to/Availability of Care measures reported annually in 
the New York State Managed Care Plan Performance Report.  This matrix diagrams the plan’s 
performance in relation to its previous year’s QARR rates and also compares its rates to the SWA.  The 
performance rates for 2004, 2005, 2006 and the SWAs for 2006 are listed in Figure 12a.  This Figure 
also provides a comparison of the performance rates to the SWAs.  Selected 2006 measures for the 
Medicaid product line in comparison to the SWAs are illustrated in Figure 12b. 
 
 

Figure 12: QARR Matrix – 2006 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 12a: QARR Plan Performance Rates – 2004-2006 
 

Key to Statistical Ratings 
 ▲ Statistically Better than SWA 
 ▼ Statistically Worse than SWA 

Key to the QARR Matrices 
A: Performance is notable. No action required.  Plans may have 

internal goals to improve. 
B: No action required.  Plans may identify continued opportunities for 

improvement. 
C: No action required.  Plans may identify continued opportunities for 

improvement. 
D: Root cause analysis and plan of action required. 
F: Root cause analysis and plan of action required. 
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Figure 12: QARR Matrix – 2006 
 Statewide Statistical Significance 

Trend Below Average Average 
 

Above Average 

 

C 
 

B 
Adolescent Tobacco Risks (CHP) 
Diabetes LDL-C Control <100 mg/dL (M) 
Frequency of Ongoing Prenatal Visits (M) 
 
 

A 
Adolescent Tobacco Risks (M) 
 

No Change 

D 
Chlamydia Screening (16 – 25) (M) 
Control High Blood Pressure(18 – 85) (M) 

C  
Cholesterol Management <100 mg/dL (M) 
Diabetes Blood Pressure <130/80 (M) 
Postpartum Care (M) 
 
 

B 
Diabetes HbA1c Good Control <7.0% (M) 
 

 
F 
Appropriate Testing for Pharyngitis (M) 
 

D 
Appropriate Testing for Pharyngitis (CHP) 
 
 
 
 

C 
 

M = Medicaid and Family Health Plus   CHP = Child Health Plus  
 
No trending for Cholesterol Management <100mg/dL, Control High Blood Pressure (18 – 85), Diabetes Good Control, Diabetes Blood Pressure <130/80, as 
previous comparable data are not available.   
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Figure 12a: QARR Plan Performance Rates – 2004-2006 
Medicaid/FHP Child Health Plus 

Measure 2004 2005 2006 
SWA 
2006 2004 2005 2006 

SWA 
2006 

Adolescent Care – BMI ---   29   37   39 ---   27   36   41 
Adolescent Care – Nutrition ---   ---   68   61 ---   ---   76 ▲ 62 
Adolescent Care – Exercise ---   ---   67 ▲ 49 ---   ---   75 ▲ 54 
Adolescent Care – Sexual Activity ---   49   69   61 ---   46   65   62 
Adolescent Care – Depression ---   31   51 ▲ 40 ---   28   49 ▲ 37 
Adolescent Care – Tobacco ---   57   74 ▲ 63 ---   50   70   65 
Adolescent Care – Substance Use ---   56   67   64 ---   47 ▼ 66   66 
Appropriate Testing For Pharyngitis 76 ▲ 78 ▲ 60 ▼ 64 76 ▲ 84 ▲ 72   73 
Appropriate Treatment for URI 94 ▲ 96 ▲ 83 ▼ 86 98 ▲ 95 ▲ 81   82 
Avoidance of Antibiotics Adult Bronchitis  ---   73 ▲ 21 ▼ 28 ---   ---   ---   --- 
Chlamydia Screening (16 – 25)  45   42 ▼ 45 ▼ 48 ---   ---   ---   --- 
Control High Blood Pressure (18 – 85) ---   ---   54 ▼ 60 ---   ---   ---   --- 
      Control High Blood Pressure (18 – 45) ---   ---   44 ▼ 59 ---   ---   ---   --- 
      Control High Blood Pressure (46 – 85) ---   ---   58   61 ---   ---   ---   --- 
Cholesterol Screening for CVD ---   ---   89   89 ---   ---   ---   --- 
Cholesterol Management (LDL<100mg/dL) ---   ---   40   46 ---   ---   ---   --- 
Persistence of Beta Blocker Treatment ---   ---   ---   --- ---   ---   ---   --- 
Diabetes Hemoglobin A1c testing  84   R   86   86 ---   ---   ---   --- 
Diabetes HbA1c Good Control <7.0% ---   ---   44 ▲ 35 ---   ---   ---   --- 
Diabetes HbA1c Poor Control >9.0% 35   R   18 ▲ 35 ---   ---   ---   --- 
Diabetes Eye Exam  57   R   57   57 ---   ---   ---   --- 
Diabetes LDL-C Screening  85 ▼ R   85   85 ---   ---   ---   --- 
Diabetes LDL-C Control <100 mg/dL 32 ▼ R   43   39 ---   ---   ---   --- 
Diabetes Nephropathy  55   R   91 ▲ 80 ---   ---   ---   --- 
Diabetes BP Control <130/80 ---   ---   27   30 ---   ---   ---   --- 
Postpartum Care  72   R   72   70 ---   ---   ---   --- 
Frequency of Ongoing Prenatal Visits  56 ▼ R   70   69 ---   ---   ---   --- 
Control High Blood Pressure (18 – 85) is used in the matrix.  Results for each age cohort are presented here for plan information. 
R = Rotated measure 
--- indicates data not available for that time frame 
Measures requiring responses are highlighted with shading.
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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 ▲) or whether the plan’s rate was lower than 90% of plans for that measure (indicated by ▼). 
 
 
Figure 13: QARR Access to/Availability of Care Measures – 2004-2006 

Medicaid/FHP Child Health Plus 

Measure 2004 2005 2006 
SWA 
2006 2004 2005 2006 

SWA 
2006 

Children’s Access to PCPs 
12–24 mths 95%  96%  94%  93% 98%  98%  90%  96% 
25 mths–6 yrs 89%  89%  87%  89% 91%  90%  76% ▼ 93% 
7–11 yrs 77% ▼ 79% ▼ 85% ▼ 91% 83% ▼ 84% ▼ 88% ▼ 95% 
12–19 yrs 68% ▼ 68% ▼ 80%  87% 75% ▼ 74% ▼ 82% ▼ 92% 

Adult Access to Preventive/Ambulatory Services 
20–44 yrs 80%  81%  83%  79% 
45–64 yrs 86%  87%  88%  86% 
65+ yrs 91%  89%  87%  89%  

Access to Other Services 
Timeliness of Prenatal 
Care 90% ▲ R  86%  86% 
Postpartum Care 72%  R  72%  70%  
Annual Dental Visits 53% ▲ 53% ▲ 52% ▲ 44% 62% ▲ 62% ▲ 62% ▲ 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 ▲) or whether the plan’s rate was significantly worse than the average (indicated by ▼). 

 
Figure 14: QARR Prenatal Care Measures Calculated by the NYSDOH – 2004-2005 
  ROS 
 2004 2005 
 
Measure 

  
HHP 

ROS 
Average 

  
HHP 

ROS 
Average 

Medicaid/FHP 
Risk-Adjusted Low Birth 
Weight 7%  4% 10%  8% 
Prenatal Care in the First 
Trimester 60%  65% 67%  68% 
% of Low Birth Weights at 
Facilities for High-Risk 
Deliveries SS  72% 79%  80% 
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 ▲) or whether the plan’s rate was significantly worse than the SWA (indicated by ▼). 
 
Figure 15: CAHPS® – 2005  
 Medicaid CHP 

Satisfaction1 HHP SWA HHP SWA 
Getting Care Needed 73   70 79   77 
Satisfaction with Provider 
Communication  86   88 90   91 
Called or Written Plan Complaints2 8   7 8   9 
Complaints Resolved to Satisfaction SS   80 SS   82 
Customer Service 77   75 81   78 
Getting Care Quickly 74   74 77 ▼ 80 
Rating of Healthcare  81   77 88   85 
Rating of Health Plan – High Users  85 ▲ 75 90 ▲ 83 
Overall Rating of Health Plan 81 ▲ 75 88 ▲ 83 
Rating of Personal Doctor 81   79 84   84 
Rating of Specialist 76   74 83   79 
Helpful and Courteous Office Staff 87   88 89 ▼ 91 
Recommend Plan to Family/ Friends 94 ▲ 90 99 ▲ 95 

SS: Small sample 
1 These indicators are composite measures. 
2 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 HHP 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 HHP 
 

SWA HHP 
 

SWA HHP 
 

SWA 
Total Points 110 66 110 82 112 86 
   Satisfaction Points 30 23 30 23 30 27 
   Quality Points 80 43 80 59 82 60 
Percent of Financial 
Incentive Earned 100%   75%   75%   

 
 
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 
quarterly 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.  
Beginning in 2004, the NYSDOH, in conjunction with the Center for Health Care Strategies, Inc. 
(CHCS), invited the plans to participate in a two-year Best Clinical and Administrative Practices 
Collaborative (BCAP) to improve asthma care in NYS.  The goals of this collaborative were to utilize the 
NYS Asthma Care Guidelines to establish practices that improve asthma clinical care quality, while 
maximizing resources through the coordination of interventions and information sharing across multiple 
stakeholders.  To participate in the collaborative, plans were required to use the BCAP methodology to 
structure quality improvement activities either individually or jointly.  The collaborative was an iterative 
process, in which interventions were created and adapted over time. Twelve plans, including HHP, 
chose to participate in the collaborative, which fulfilled the plans’ contractual obligations for a PIP 
project for 2005 and 2006.   
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HHP implemented the following interventions during the BCAP project: 
• Stratified members into four groups to assess whether case management and/or customized 

packets of information to physicians would be helpful in managing asthma care 
 
Figure 17 presents a summary of HHP’s 2005-2006 PIP.  The plan maintained its performance level for 
two of the selected indicators, while performance for the third indicator varied depending on 
specifications used. 
 
Key strengths of this PIP include clearly stated rationale, objectives, and limitations, as well as an 
extensive review and analysis of the results.  The plan addressed initial comments regarding areas of 
improvement.  The validation findings generally indicate that the credibility of the PIP results is not at 
risk.  Results must be interpreted with some caution due to the fact that the four study arms differed on 
potentially confounding factors such as city of residence, lack of analysis of treatment by specialists 
and problems with implementing the case management system. 
 
Figure 17: Performance Improvement Project – 2005-2006 
Indicators Results 

Rate of asthmatic members on controller 
medications 

Performance significantly declined when using 
2005 HEDIS® criteria; however, when using 2007 
HEDIS® criteria, performance level was maintained 

Rate of “bad days” i.e., ER visits and 
inpatient stays, for members Performance level was maintained 
Rate of members with 2 or more PCP visits 
per year Performance level was maintained 
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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 HHP offered a dental benefit, Figure 18 compares its results to the statewide averages.  
The plan’s rates were analyzed for significant differences at the p<.001 level, and no significant 
differences were found between this plan and the statewide rates. 
 
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 
HHP: Total # of Respondents: Child=42 [44%], 
Adult=53 [56%] HHP Results                         

(n = 95) 

Statewide 
Results 

(n=1,816)1 
Category Description N % % 
Demographic Male gender 91 24.2   38.5 
Characteristics High school graduate 87 69.0   72.2 
  White 89 38.2   33.4 
  Black  89 40.4   33.1 
  Hispanic  89 18.0   24.2 
  Other 89 3.4   9.3 
Oral Health Status Health of teeth/gums is excellent, very good, or good 93 60.2   65.9 
  Had major tooth or gum pain in the past 12 months  95 32.6   33.0 
Dental Care Information Visited a dentist < 1 year ago 94 56.4   63.5 
  Visited a dentist 1+ times in the past 12 months  95 65.3   75.2 

  
Went to dentist as often as needed within the past 12 
mos  95 43.2   50.4 

  Visited dentist last time for regular check-up / cleaning 82 53.7   57.9 
  Usually get dental care at private office 83 67.5   72.0 
  Have a dentist to see on a regular basis  93 71.0   67.1 
  Brush teeth at least 2 times a day  91 81.3   81.3 
  Visit a dentist at least 2 times a year  89 55.1   55.4 
  Have teeth professionally cleaned 1+ a year  89 62.9   60.6 
  Use dental floss regularly  90 43.3   39.9 

No major difficulties in seeing a dentist as often as 
needed  89 36.0   38.5 Barriers/Facilitators to 

Care My health plan has a dental benefit  87 81.6   83.6 
  Nothing would help me see the dentist more often 86 24.4   21.7 

How found dentist         Access and Availability 
of Dental Care      Referral from family / friend 63 27.0   34.1 
       Referral from a PCP / doctor / nurse 63 17.5   18.1 
       Provider directory from plan 63 47.6   45.1 
       Other (e.g., Advertisement, In local neighborhood) 63 14.3   10.4 
  Usually wait < 1 day for an appt. for dental problem 46 32.6   34.6 

  
Usually wait < 1 month for an appt. for regular check-
up  63 60.3   73.9 
Overall quality of dental care received 66 75.8   74.2 Very / Somewhat 

Satisfied with: Dental advice received  66 77.3   74.2 
  Cleanliness of the office  65 87.7   81.8 
  Friendliness/helpfulness of staff  66 81.8   80.5 
  Convenience of location  66 80.3   80.3 
  Office hours  65 73.8   77.2 
  Wait to get an appointment  65 58.5   68.5 
  Health plan’s explanation of dental benefits 87 59.8   55.6 
  Number of dentists to choose from  82 46.3   46.8 

1 Denominators for each item may differ slightly due to non-responses. 
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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.   
 
HHP was in compliance with 13 of 14 categories.  The category with which HHP was not in compliance 
was Disclosure (3 citations). 
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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 

(a indicates  
focused review) 

 
 

Citations1 

Complaints and Grievances   0 
Credentialing   0 
Disclosure   3 

Plan failed to send clinical review criteria when requested, as required.  This is a repeat deficiency. a 
Member Services 

Phone Calls (4/14/06)  

Plan failed to send a member handbook when requested, as required (2 citations: this deficiency occurred in both 
surveys).   a 

Member Services 
Phone Calls 

(10/30/06, 1/17/06) 
 

Family Planning   0 
HIV   0 
Management Information Systems   0 
Medicaid Contract   0 
Medical Records   0 
Member Services   0 
Organization and Management   0 
Prenatal Care   0 
Quality Assurance   0 
Service Delivery Network   0 
Utilization Review   0 
Total   3 

1 Following the Operational Survey, the plan was issued a “Statement of Findings” for areas in which the plan was out of compliance with the Medicaid 
contract.  However, these findings did not result in reported operational deficiencies.  
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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 1 
Overturned in Part 0 0 0 
Upheld 0 0 0 
Medicaid Total  0 0 1 
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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  

HHP SWA HHP SWA HHP SWA 
PROFITABILITY             
Assets To Net Worth = (Total Assets - Intangibles)/ 
(Net Worth - Intangibles) 2.1 2.2 2.4 2.1 2.3 2.1 
Premium Surplus Ratio = Premium Income/Premium 
Revenue -8.2% 4.2% -7.7% 0.7% -6.3% -1.6% 
Medical Cost Ratio = Medical Exp/Prem Revenue 88.6% 80.1% 89.1% 84.2% 88.5% 87.0% 
Administrative Ratio = Admin Exp/Prem Revenue 19.6% 15.7% 18.6% 15.1% 17.9% 14.6% 
LIQUIDITY             
Current Ratio = Current Assets/Current Liabilities 1.5 1.3 1.3 1.3 1.3 1.2 

 
Figure 22a: Trends for Selected Financial Ratios – 2003-2005 
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VIII. Strengths and Opportunities for Improvement1 
 
This section of the report summarizes the accessibility, timeliness, and quality of services provided by 
HHP 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 MCO’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 as part of the asthma BCAP collaborative 
included clearly stated rationale, objectives and limitations, as well as extensive review and 
analysis of the results. 

• In regard to compliance with structure and operation standards, the plan was fully compliant 
with its Article 44 review, and received only three citations on a member services phone calls 
survey in the disclosure category. 

• The plan received quality and satisfaction scores that qualified it for 75% of the available 
financial incentive as well as for auto-assignment of new members.  The plan has been 
consistently strong in this area, receiving 100% the available financial incentive in 2004 and 
75% in 2005. 

• The plan demonstrated solid performance on several CAHPS® measures of member 
satisfaction: the rating of health plan by high users, overall rating of health plan and members 
who would recommend the plan to family/friends. (Note: as this survey was conducted in 2005, 
this is a repeat strength from the previous year’s Plan-Specific Report). 

• The plan reported above average rates of health screenings for new members in two 
consecutive years.  These initial health screenings are important because they are a key 
opportunity for early identification of members with special healthcare needs, such as diabetic or 
pregnant members.   

• The plan reported above average rates for three components of adolescent screening and 
counseling: exercise, depression and tobacco use. 

• The plan demonstrated strong performance on three components of comprehensive diabetes 
care:  the plan had better than average rates of HbA1c good control <7.0%, HbA1c poor control 
>9.0% and nephropathy screening. 

• The plan also performed well in regard to dental care: the plan had above average rates of 
annual dental visits in three consecutive years.  This was supported by the access and 
availability survey conducted by the NYS EQRO, wherein the plan exceeded the access 
threshold for routine and urgent dental care appointments, achieving 100% access to urgent 
care. 

 

                                                
1 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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Opportunities for Improvement 
• In regard to the provider network, the plan reported below average primary care board 

certification for all three years. 
• A particularly important opportunity for improvement is in regard to acute care and appropriate 

use of antibiotics: the plan reported below average rates of appropriate testing for pharyngitis, 
appropriate treatment for URI and avoidance of antibiotics in adult bronchitis.  Moreover, these 
HEDIS® 2007/QARR 2006 rates for these measures represent marked declines from the 
previous reporting period. 

• Additional effectiveness of care measures with below average performance were Chlamydia 
screening (two consecutive years) and controlling high blood pressure. 

• In regard to access and availability, a single age category of children’s access to PCPs 
increased over the past three years but the rate was still lower than 90% of plans: 7 to 11 year 
olds. 

 
Recommendations 

• The plan should monitor its provider network to ensure that the plan has access to a quality 
primary care network.   

• The plan should focus its quality improvement efforts on its acute care: this should include an 
investigation into the precipitous decline in appropriate testing for pharyngitis, appropriate 
treatment for URI and avoidance of antibiotics in adult bronchitis and developing initiatives as 
appropriate to improve care in these areas. 

• The plan should also monitor its other rates with below average performance, including 
Chlamydia screening and controlling high blood pressure. 

• To ensure adequate access and availability to primary care for all age groups, the plan should 
review access for its 7 to 11 year old members.  As the 12 to 19 year old age category had an 
increase in access and availability in this reporting year, the plan could consider applying any 
initiatives that may have contributed to this increase to the younger age category. 

 
Response to Previous Year’s Recommendations 

• 2005 Recommendation: The plan should work to address the problems noted in the provider 
directory focused survey.   

  
Plan Response: RE efforts to ensure that directory entries are accurate: Prior to the 
citations our process for provider directory changes had been to update a word document which 
was forwarded to the printer.  However the same corrections were not consistently submitted to 
the HPN. Subsequently we had a change in staff. We now provide the addendum to the printer 
in an excel spreadsheet instead of a word document which has reduced errors. We also have a 
process for ensuring that updates are made to our data base. We are working on implementing 
demand printing of the Directory so that we don't need to maintain the addendums. 

 
There were two directory reviews in 2006.  The first one took place in April/May 2006, we were 
congratulated on a 87% accuracy rate.  The second one took place September/October 2006, 
we were congratulated on a 85% accuracy rate. 
 

• 2005 Recommendation: The plan should monitor access and availability to PCPs in order to 
ensure continued success with regard to the quality of its pediatric services. 

  
Plan Response: RE efforts to ensure well child care: For several years we have had an 
incentive to encourage complete immunizations for children under two. We have just 
implemented a new incentive beginning in October of 2007 to encourage PCPs to bring all 
children 2-21 in for an annual comprehensive well-child evaluation. We send adolescents an 
annual mailing with an incentive (magazine subscription) for attending a well-care appointment. 
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We have also been implementing a targeted information program called “My Quality Assurance 
Report (MyQar)” which promotes age and gender appropriate preventive health care services.  
We have been sending MyQar to parents of two year olds.  By the beginning of next year we 
plan to be sending it to adolescent enrollees and to the parents of children 3- 11 years old. 
 

• 2005 Recommendation: The plan should monitor its behavioral health network and ensure that 
it has adequate providers to meet the high rate of encounters in this area, to ensure continued 
above average performance in mental health follow-up, and to prevent further decline in the 30-
day measure. 

  
Plan Response: RE Directory listings for mental health providers:  Hudson Health  Plan 
contracts with Beacon Health Strategies for management of the Behavioral health benefit for 
HHP members.  Since 2005, Beacon has contacted all in-network providers to obtain more 
specific information for the provider directory. This includes information about licensed provider 
types available at each location (Psychiatry, Psychology and Social Work) as well as services 
offered (psychopharmacology, mental health counseling and substance abuse counseling.) 

 
RE efforts to ensure follow-up after hospitalization for mental illness: Recently Beacon 
Health Strategies has initiated an After Care Committee that has developed interventions to 
ensure members keep their behavioral health appointments. An After Care Coordinator 
conducts reminder calls for all patients discharged from the hospital. She offers assistance in 
changing or making new appointments if necessary and subsequently calls the behavioral 
health provider to verify that the member kept the appointment. If the member did not keep the 
appointment, additional attempts are made by phone and mailing  to reach and  encourage the 
member to  engage in treatment. 
 

 
 
 



 

HHP Page 33 of 34 
Reporting Year 2006 

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/Disenrollment 
• 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 
 

http://hprc.ncqa.org/index.asp
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D. Quality Indicators 
1) Summary of HEDIS® Information Systems AuditTM Findings 

• 2007 Final Audit Report prepared by the MCO’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 

 
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 
 
 
  
 
 


