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Care management & disease  
management services 
You can refer your Aetna Better Health patients for care management or disease 
management services by calling 1-866-638-1232. You can also contact the 
Aetna Better Health inpatient concurrent review nurse for patients residing in an 
inpatient facility. 

How we identify members for care management  
and disease management
Aetna Better Health uses the following sources to identify members for care 
management and disease management: 
• Enrollment data from the state 
• Predictive modeling tools 
• Claim/ encounter information including pharmacy data if available 
• Data collected through the utilization management processes 
• Laboratory results 
• Hospital or facility admissions and discharges 
• Health risk appraisal tools 
• Data from health management, wellness, or health coaching programs

We may also use referrals from our health information or special needs lines, 
members, caregivers, providers, or practitioners to identify members 
appropriate for care management and stratification levels for case-managed 
members. 
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Disease management & automatic enrollment
We offer disease management programs to members with 
specific medical conditions: 
• Asthma 
• Chronic obstructive pulmonary disease (COPD) 
• Heart failure (HF) 
• Diabetes

Members don’t have to enroll. We automatically enroll them 
when we identify them as having one of the above conditions. 

We’ll inform you of their participation and make sure that we 
work with you to reinforce their treatment plan. Our goal is to 
educate, support and prevent the disease from getting worse. 
We want to reduce hospitalization and high usage of 
healthcare resources by giving members the tools and 
resources they need to better manage their health. 

For more information about our care management  
and disease management programs, visit our website at  
www.aetnabetterhealth.com/pennsylvania/providers/
special-needs.

Aetna Better Health practice guidelines 
Aetna Medicaid adopts nationally accepted evidence-based 
clinical practice, preventive care and behavioral healthcare 
guidelines from the U.S. Preventive Services Task Force 
(USPSTF) and the Centers for Disease Control (CDC) and 
Prevention. Where there is lack of sufficient evidence to 
recommend for or against a service by these sources, or 
conflicting interpretation of evidence, we may adopt 
recommendations from other nationally recognized sources. 

Evidence-based practice guidelines are based on information 
available at a specific point in time and during review and 
adoption by the Quality Management/Utilization Management 
Committee (QM/UM). The most current guidelines are 
published and made available through a variety of professional 
organizations such as the American Academy of Pediatrics, the 
American Academy of Family Physicians, the National Institute 
for Health, the American Psychiatric Association and the 
American College of Obstetrics and Gynecology. The guideline 
review and update process is implemented for each guideline at 
least every two years. Reviews are more frequent if national 
guidelines change within the two-year period.

Guidelines are adopted to facilitate improved health care and 
appropriateness in the delivery of healthcare. They are not 
intended to direct coverage or benefits determinations, or 
treatment decisions.

You can find the following current clinical, preventive  
and behavioral healthcare guidelines on our website at 
  

www.aetnabetterhealth.com/pennsylvania/providers/
guidelines, including:

• Preventive health guidelines 
	 −	 Routine	preventive	services	guidelines,	including	perinatal
	 −	 Vaccine	recommendations	for	pregnant	women
	 −	 Tobacco	use	in	children	and	adolescents
	 −	 Domestic	violence	screening
	 −	 Human	immunodeficiency	virus	(HIV)	infection	screening
	 −	 Hepatitis	C	screening
• Clinical practice guidelines
	 −	 Asthma
	 −	 Chronic	heart	failure	(HF)
	 −	 Coronary	artery	disease	(CAD)
	 −	 Chronic	obstructive	pulmonary	disease	(COPD)	
	 −	 Diabetes
• Behavioral health guidelines
	 −	 Alcohol	abuse	
	 −	 Adult	attention	deficit	hyperactive	disorder	(ADHD)	
	 −	 	Child	&	adolescent	attention	deficit	hyperactive	disorder	

(ADHD) 
	 −	 Use	of	atypical	antipsychotics	in	children	and	adolescents
	 −	 Adult	depression
	 −	 Major	depressive	disorder
	 −	 Opioid	use	disorders

Providers can request hard copy(s) by contacting their Provider 
Relations Representative. Disclosure of clinical guidelines is not 
a guarantee of coverage.

(Continued from page 1)

Screening young children for developmental delays & autism
We want to remind you about a Department of Human Services 
(DHS) requirement for children with suspected developmental 
problems. DHS requires all Medicaid and CHIP providers to 
screen for developmental delays and autism spectrum  
disorders (ASDs).  
•  Structured developmental screening is required at  

9-11 months, 18 months and 30 months of age.  
•  Autism screening is required at ages 18 months  

and 24 months.  
 
 

• Use of the following CPT code(s) on your claims,  
 as applicable, will ensure accurate processing:
	 −	 Developmental	screening	code	96110	
	 −	 Autism	screening	code	96110	U1	

Remember: Children under five years of age with any diagnosis 
indicating a developmental delay or problem should be referred 
through Pennsylvania CONNECT for further evaluation and a 
referral for early intervention services. You can call the CONNECT 
helpline at 1-800-692-7288 to initiate the evaluation.

http://www.aetnabetterhealth.com/pennsylvania/providers/special-needs
http://www.aetnabetterhealth.com/pennsylvania/providers/special-needs
http://www.aetnabetterhealth.com/pennsylvania/providers/guidelines
http://www.aetnabetterhealth.com/pennsylvania/providers/guidelines
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Access & availability standards
We work with providers to outreach members concerning 
appointments for medically necessary care, preventive care 
and scheduled screenings and examinations. Contracted Aetna 
Better Health providers are responsible to:

•  Adhere to the appointment availability standards  
listed on page 4.

• Monitor the adequacy of their appointment processes. 
•   Reduce unnecessary emergency room visits.

We monitor network provider access and availability to ensure 
that the sufficiency of network meets the health care needs of 
our members for both primary care physicians (PCPs) and 
specialists, as appropriate. To monitor Access and Availability 
Standards compliance, we:

•  Complete Geo-mapping reports using industry-standard 
software and review at least annually the results of 

Geo-mapping reports to monitor compliance with the 
Access and Availability standards.

•  Review the annual results of the Consumer Assessment of 
Health Plans Study (CAHPS), a member satisfaction survey, 
to monitor compliance with our accessibility standards.

• Routinely monitor member complaints.
•  Routinely monitor after-hour telephone accessibility 

through member complaints and member and/or provider 
surveys, or after hours phone audits to ensure that the 
physician or an associate is available 24 hours per day,  
7 days per week.

 
Our appointment availability standards reflect minimum 
requirements. We routinely monitor providers for compliance 
with these standards. Noncompliance may result in the 
initiation of a corrective action plan or further corrective 
actions.

Changes to narcotic medication coverage
As of February 1, 2017, there will be changes to the way we 
cover opiate-containing medications. We’ll cover Schedule II 
and III short-acting opiate containing medications (with and 
without acetaminophen, aspirin, ibuprofen), pentazocine and 
tramadol for up to a 15-day supply without prior authorization. 
The member will be allowed a second 15-day supply within 30 
days of the date the pharmacy filled the original prescription.  

This change will not impact members currently filling 
short-acting agents chronically. Those members will be 
temporarily grandfathered. However, future changes will 
ultimately require they receive prior authorizations as well. We 
will notify you, as well as the impacted member, at least 30 days 
in advance when this time comes. 

All Schedule II and III long-acting opiate containing medications 
will continue to require prior authorization before the original fill.  

You’ll need to request prior authorization in the following 
scenarios:*

•  If the member requires more prescriptions for a short-acting 
opiate-containing medication within six months from the 
date the pharmacy filled the original prescription. In these 
cases we will be looking for the following information to 
determine the medical necessity of long term use of 
short-acting opioid: 
 
Criteria for ALL formulary agents that exceed the 
permitted 30 days of treatment without an 
authorization:

	 −	 Patient	is	at	least	18	years	old.
	 −	 	Patient	has	a	treatment	plan	that	includes	the	diagnosis	

and goals of therapy.  For example, treatment plans 
should ideally include the following:

  o  Documentation to support the medical necessity 
receiving a short acting opiate narcotic for a quantity 
and/or duration that exceeds the limits outlined above.

  o  Documentation that member tried and was unable to 
achieve relief with non-pharmacologic pain 
management modalities, or is using these treatments 
along with opioid therapy. 

  o  Documentation a member tried and was unable to 
achieve relief (or has a contraindication) to non-opioid 
analgesics.

	 −	 	Prescriber	has	completed	an	addiction	risk	assessment.
	 −	 	Prescriber	has	recently	reviewed	the	state	Prescription	

Monitoring Program (PMP) database.
	 −	 	Patient	has	a	pain	management	agreement	that	

addresses the following:
  o  Consequences of lost medication or taking more than 

prescribed.
  o  Consequences of obtaining controlled substances 

from other prescribers.
  o Member agreement to only use one pharmacy. 

•  All long-acting opiate-containing medications will continue 
to require prior authorization before the original fill.

If a member doesn’t have a prior authorization when they 
present their prescription to the pharmacy and the prescriber 
isn’t available, the pharmacist may dispense a 5-day supply of 
the medication using the temporary coverage override (TCO) 
process. This allows enough time for the prescriber to submit a 
prior authorization request. Remember, pharmacists must 
dispense the remaining quantity of a partial fill of Schedule II 
medications within 72 hours.

*Members with a documented diagnosis of cancer and sickle 
cell anemia are exempt from these requirements.

Request prior authorization 
Call us to submit a request for a prior authorization at 
1-866-638-1232 (option 3, then press 2).
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Physician Type Appointment Type Availability Standard

Primary Care 
Physician 
(PCP)

Emergency Members must be seen immediately, or referred to an 
emergency facility.

Urgent Appointments must be scheduled within 24 hours. 

Routine Appointments must be scheduled within 10 business days.

Health assessment Appointments must be scheduled within three (3) weeks of 
enrollment.

General physical examination Appointments must be scheduled within three (3) weeks of 
enrollment.

First physical examination Appointments must be scheduled within three (3) weeks of 
enrollment.

EPSDT screens (under age 21) Appointments must be scheduled within 45 days of enrollment 
unless the child is already under the care of a PCP and current 
with screens. 

Specialist Emergency Appointment immediately upon referral.

Urgent Appointment within 24 hours of referral.

Routine 
Specialty type: 
−	 Dentist 
	−	 Dermatology 
−	 Orthopedic	surgery 
−	 Otolaryngology 
−	 Pediatric	allergy	&	immunology 
−	 Pediatric	endocrinology 
−	 Pediatric	gastroenterology 
−	 Pediatric	general	surgery 
−	 Pediatric	hematology 
−	 Pediatric	infectious	disease 
−	 Pediatric	neurology 
−	 Pediatric	oncology 
−	 Pediatric	pulmonology 
−	 Pediatric	rehab	medicine 
−	 Pediatric	rheumatology 
−	 Pediatric	urology

Appointments must be made within 15 business days.

Routine 
−	 All	other	specialties

Appointments must be scheduled within 10 business days.

Specific 
Condition or 
Category

Appointment Type Availability Standard

HIV/AIDS Initial appointment  - PCP or specialist Must be scheduled within 7 days of enrollment unless the 
member is already in active care with a PCP or specialist.

SSI Appointment - PCP or specialist Must be scheduled within 45 days of enrollment unless the 
member is already in active care with a PCP or specialist.

Pregnancy Initial prenatal care appointment  
- OB/GYN or Certified Nurse Midwife

– First trimester Must be scheduled within 10 business days of the member being 
identified as pregnant.

– Second trimester Within 5 business days of member being identified.

– Third trimester Within 4 business days of being identified.

– High risk pregnancy Within 24 hours of identification or immediately if an 
emergency exists.

– Emergency condition Immediately upon identification.
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Member rights & responsibilities
Aetna Better Health of Pennsylvania and Aetna Better Health 
Kids maintain policies and procedures that formally address a 
member’s rights and responsibilities. The policies reflect 
federal and state laws as well as regulatory agency 
requirements. 

We annually inform our members of their rights and 
responsibilities in the member handbook, member newsletter 
and other mailings. They are also posted within the For 
Members section on our website at www.aetnabetterhealth.
com/pennsylvania/members.

We ensure that members can exercise their rights without 
adversely affecting treatment by participating providers. 
Members’ rights and responsibilities are monitored through our 
quality management process for tracking grievances and 
appeals as well as through member surveys. Issues are 
reviewed by our Service Improvement Committee and reported 
to the Quality Management Oversight Committee. 

For additional information regarding member rights and 
responsibilities, visit our website or call your Provider Relations 
Representative at 1-866-638-1232.

Claim inquiries & 
reconsiderations
Our claims staff accepts telephonic and written inquiries 
from providers concerning claims issues. Please ensure 
that the following information is included with the inquiry:  
• Member’s identification number  
• Date of service  
• Procedure code  
• Provider’s name  
• Provider’s NPI  
• Provider’s PROMISe Medicaid ID  
• Claim number (if known) 

Phone inquiries should be directed to our claims staff  
by calling 1-866-638-1232 (option 3, then press 3)  
Monday through Friday 8:00 a.m. to 5:00 p.m. EST.

Written inquiries should be directed to: 
  Aetna Better Health  

Attention: Reconsideration Department 
PO	Box	62198	 
Phoenix, AZ 85082-2198

Provider appeal process
Providers may file an appeal with Aetna Better Health if the 
provider disputes the resolution of a claim denial or 
adjudication,	or	services	were	provided	without	the	proper	
authorization. Note: When submitting the initial prior 
authorization request, it’s important to submit all clinical 
information with the initial request. Providing all clinical 
information up front will reduce denials related to prior 
authorization. 

Tips for timely review of provider appeals:
•  Use the Provider Appeal Form located on our website.  

Go to www.aetnabetterhealth.com/pennsylvania/
providers/forms to download and print the form.

 - Include the claim number on the appeal.
 -  State exactly what is being disputed and why the claim 

should be paid.
 -  Send the appeal to the address or fax number on the  

appeal form.

Diabetes self-management education (DSME)  
programs improve patient outcomes
Aetna Better Health is dedicated to improving health outcomes 
for our members with type 2 diabetes. For people living with 
type 2 diabetes, referrals to diabetes self-management 
education (DSME) programs is one way to accomplish this goal. 
Programs are available throughout Pennsylvania.

DSME programs are a critical component of diabetes care. 
These programs offer structure, expertise, medical knowledge 
and evidence-driven education that diabetics need which is not 
offered through less formal types of diabetes education and 
support groups.

The Medicaid MCO Provider Education Materials Resource 
Toolkit was developed through a partnership with the Health 
Promotion Council, Pennsylvania Department of Health and 

managed care organizations in the state, as part of the 
Pennsylvania Community-Clinical Integration Initiative (PA CCI).

This comprehensive toolkit offers a wealth of diabetes 
self-management education and support including: 
• What is DSME   
• Patient barriers and talking points 
• How to locate DSME programs by county in Pennsylvania 
• Educational resources and links, including articles and 
patient infographic

Click here for the full toolkit with helpful links and resources. 
You can find specific doctor and patient communications tips, 
talking points and resources on pages 12-15.

http://www.aetnabetterhealth.com/pennsylvania/members
http://www.aetnabetterhealth.com/pennsylvania/members
http://www.aetnabetterhealth.com/pennsylvania/providers/forms
http://www.aetnabetterhealth.com/pennsylvania/providers/forms
http://www.aetnabetterhealth.com/pennsylvania/assets/pdf/provider/DSME-provider-education-resource-toolkit.pdf
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Know the signs of fraud, waste & abuse – and how to report it
Please remember that it is your responsibility as a HealthChoices program provider (a 
requirement	which	can	be	subject	to	federal	or	state	sanctions)	to	report	suspected	
fraud, waste and abuse. 

Health care fraud means getting benefits or services that are not approved. Fraud 
can be committed by a provider, member, or employee. An example of provider fraud 
is billing for services, procedures and/or supplies that were not provided. Suspected 
use of altered or stolen prescription pads is an example of member fraud.

Abuse is doing something that results in needless costs. Abuse is treatment or 
services that do not agree with the diagnosis. Hostile or abusive behavior in a doctor’s 
office or hospital is also abuse. An example of abuse would be a member asking the 
transportation driver to take him or her to an unapproved location.

Waste goes beyond fraud and abuse. Most waste does not involve a violation of law. It 
relates primarily to mismanagement, inappropriate actions and inadequate oversight. 
Some examples are inefficient claims processing and health care administration, 
preventable hospital readmissions, unnecessary emergency room (ER) visits and 
hospital-acquired infections/conditions.

Report fraud, waste, or abuse in any of these ways:
•  Call the Aetna Better Health of Pennsylvania compliance hotline toll-free at 

1-800-333-0119.
•  Call the Medical Assistance provider compliance hotline at 1-866-379-8477.
•  Use the fraud and abuse reporting form on our website and submit online.  

- Go to www.aetnabetterhealth.com/pennsylvania.  
-	 Click	on	“Fraud	&	Abuse”	located	in	the	upper	right	corner.

Please provide enough information 
to help us investigate, including:
•  Name of the member or provider you 

suspect of fraud
• Member’s ID number
•  Name of doctor, hospital, or other 

health care provider
• Date of service
•  Description of the acts you suspect 

involve fraud or abuse

A note about ICD-10-CM coding 
Remember: Proper outpatient 
diagnosis coding requires using the 
ICD-10-CM	Volumes	I	and	II	to	choose	
appropriate codes. The provider of 
services is the only person who has 
authority to formulate and determine 
a diagnosis. Non-clinical staff should 
not choose a diagnosis for a patient, 
but may accurately convert a narrative 
description to a diagnosis code, ideally 
after they’ve been trained on the 
proper use of the ICD-10-CM Manual.

PROMISe ID requirements  
& revalidation reminder
Don’t forget to report your 13 digit PROMISe ID when 
submitting claims electronically or by paper. You must 
have a PROMISe ID prior to seeing an Aetna Better Health 
member.  If you don’t have a PROMISe ID at the time of 
claim	submission,	your	claim	could	be	rejected.

Reminder: If you are not enrolled as a PROMISe provider 
with the Pennsylvania Department of Human Services 
(DHS) or you have not submitted a revalidation application 
by	July	30,	2016,	you	are	at	risk	to	not	be	paid.	

You can access application and revalidation  
requirements on the DHS website at www.provider.
enrollment.dpw.state.pa.us.

Please contact Aetna Better Health provider relations with 
any questions at 1-866-638-1232.

http://www.aetnabetterhealth.com/pennsylvania
http://provider.enrollment.dpw.state.pa.us
http://provider.enrollment.dpw.state.pa.us
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ICD-10 coding persistency
What is outpatient ICD-10-CM (diagnosis) coding 
persistency? 
Persistency in coding refers to the ongoing identification of 
members with chronic medical or behavioral health conditions 
on a CMS-1500 form through the use of coding from one year 
to	the	next.	The	“persistence	rate”	is	the	percentage	of	
members coded with the chronic condition in year one, who are 
also coded for the chronic condition in year two. 

Who does persistency of correct outpatient 
ICD-10-CM coding affect & how? 
Provider 
•  Accurate diagnosis in the chart accomplishes quality and 

continuity of care goals. 
• Improve quality of care standards. 
•  Improve risk stratification of patients – higher risk scores for 

members with more comorbidities. 
•  Avoids office interruptions for clarification of claims 

information. 
•  Improves office administrative efficiencies by decreasing 

unnecessary payer requests for additional information 
during the prior authorization or clarification of claims 
information. 

Patient 
•  Better and earlier identification of patients with chronic 

conditions allow us to employ quality targeted interventions 
and education with the patient. 

Why is it important to code the care that is 
documented? 
•  Specificity in diagnosis documentation results in accurate 

ICD-10-CM coding. 
•  Documentation that supports the diagnosis has always been 

important from a quality of care perspective. Funding from 
the State and Federal governments is dependent upon 
documented morbidity of the population. 

•  Persistency in risk scores from year to year potentially results 
in more dollars being available to purchase services for 
Medicaid patients. 

Where are ICD-10-CM codes entered on the 
CMS-1500 form? 
• Paper Claim – Box 21  
•  Electronic Claim – Loop 2300, Segment HI01-2; 

HI02-2;HI03-2; HI04-2 

When will Aetna Better Health outreach to 
providers identify gaps in diagnosis coding 
persistency? 
•  Collaborative outreach from Providers Relations, Medical 

Management	&	Quality	Management	to	provider	offices	will	
occur on a regular basis to discuss best practices for specific 
chronic conditions, i.e., chronic renal failure, asthma, GERD 
and certain behavioral health and substance abuse 
diagnoses. This collaboration provides valuable input and 
feedback from providers on needed education, resources, 
and/or potential challenges to coding persistency. 

ICD-10-CM Coding Facts 
•  Diagnosis codes submitted on claim forms establish the 

necessity for services performed. 
•  The codes submitted on the claims are used by outside 

agencies and organizations to forecast health care trends 
and needs. 

•  The provider of services is the only person who has authority 
to formulate and determine a diagnosis. Non-clinical staff 
should not choose a diagnosis for a patient, but may 
accurately convert a narrative description to a diagnosis 
code, ideally after they’ve been trained on the proper use of 
the ICD-10-CM Manual. 

•  Proper outpatient diagnosis coding requires using the 
ICD-10-CM	Volumes	I	and	II	to	choose	appropriate	codes.	

Use valid 5+4 ZIP code on electronic & paper claims
Please be aware that the Department of Human Services (DHS) 
issued Provider Quick Tip #200 with an effective date of 
December 1, 2016. This notice notifies providers to submit all 
claims and encounters with a valid 5+4 digit ZIP code for the 
billing provider and facility (as applicable).

Who this affects
This change affects all entities submitting professional, 
institutional and dental claims and encounters. 

Why this is important
•  The 5+4 ZIP is used to determine the correct provider 

location. 
•  Use of inappropriate, random digits in the ZIP code field 

could	lead	to	encounter	rejections	for	Aetna	Better	Health.	
•  The 5+4 ZIP code is a HIPAA 5010 requirement; therefore, 

this modification should be transparent unless your 
organization is currently omitting this data. 

What providers should do
Help Aetna Better Health submit your encounters successfully 
by complying with the DHS claims encounter data 9 digit ZIP 
code reporting requirement.

You can find more information about the 9 digit ZIP 
requirement, including where to find 5+4 ZIP code locations on 
the PA Provider Quick Tips page at: dhs.pa.gov/
publications/forproviders/QuickTips/index.htm.

Questions? 
Contact Provider Relations at 1-866-638-1232 (option 3, then 
press 5). We’re here to help.

http://dhs.pa.gov/publications/forproviders/QuickTips/index.htm
http://dhs.pa.gov/publications/forproviders/QuickTips/index.htm
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Physician Representative Counties Facility Representative

Kelly Dudas
Office: 412-553-7525
Cell: 412-328-8883
KGDudas@aetna.com

Allegheny, Beaver, Blair, Butler, Cambria, 
Cameron, Clarion, Clearfield, Elk, Forest, 
Indiana, Jefferson, McKean, Potter, 
Venango,	Warren,	Washington,	
Westmoreland

Teresa Sabol
Office:	412-553-7369
Cell:	412-526-1165
TSabol@aetna.com

Malinda Rose
Office: 412-553-7370
Cell: 412-215-3435
mrose@aetna.com

Allegheny, Armstrong, Bedford, Crawford, 
Erie, Fayette, Greene, Lawrence, Mercer, 
Somerset, Westmoreland

Teresa Sabol 
Office:	412-553-7369
Cell:	412-526-1165
TSabol@aetna.com

Deb Forney
Office: 717-541-2590
Cell: 717-574-8354
DAForney@aetna.com

Adams, Berks, Bradford, Clinton, Columbia, 
Cumberland, Dauphin, Franklin, Fulton, 
Huntington, Lackawanna, Lancaster, 
Lebanon, Luzerne, Lycoming, Montour, 
Northumberland, Perry, Snyder, Sullivan, 
Susquehanna, Tioga, Union, Wayne, 
Wyoming, York

Karen Tillman
Office: 717-541-4487
Cell:	717-461-1050
KTillman@aetna.com

Dawn Choi
Office:	215-282-3561
Cell:	717-268-0979
ChoiD@aetna.com

Carbon, Monroe, Pike, Schuylkill Karen Tillman
Office: 717-541-4487
Cell:	717-461-1050
KTillman@aetna.com

Andrea Thompson
Office:	215-775-0916
Cell:	302-268-0979
aethompson@aetna.com

Chester, Delaware, Philadelphia Kristen Drake
Office:	717-829-2269
Cell: 717-585-7850
kxdrake@aetna.com

Dawn Choi
Office:	215-282-3561
Cell:	717-268-0979
ChoiD@aetna.com

Bucks, Montgomery Kristen Drake
Office:	717-829-2269
Cell: 717-585-7850
kxdrake@aetna.com

Aetna Better Health® of Pennsylvania  
Provider Relations Representatives
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