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Important provider alerts 

Provider revalidation reminder
Have you revalidated? We have received notification from the Department of 
Human Services (DHS) that a number of Medical Assistance (MA) providers have 
not revalidated their PROMISe ID and service locations with DHS. 

All MA providers must comply with the state-mandated requirements to 
revalidate their PROMISe ID and all active and current service locations 
every five years. Providers who do not complete the revalidation process every 
five years may have their MA provider record disenrolled and their claims denied.

If you have not completed revalidation  
•  Providers may be disenrolled from Medical Assistance and claims may be 

denied 
•  Providers should immediately access the enrollment application and 

revalidation requirements on the DHS website at provider.enrollment.dpw.
state.pa.us.

Questions?
We’re here to help. Just contact our provider relations department at 
1-866-638-1232, option 3. 

Table of Contents

https://provider.enrollment.dpw.state.pa.us
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Long-acting reversible contraception (LARC) and family planning 
services reimbursement changes 
What has changed?
On November 26, 2016, the Pennsylvania Department of 
Human Services (DHS) issued a Medical Assistance (MA) 
Program bulletin notifying providers of positive reimbursement 
changes for certain family planning and family planning-
related services, effective with dates of service on and after 
December 1, 2016.

In accordance with these new MA Program fee schedule 
changes, Aetna Better Health of Pennsylvania (ABH) will: 
•  Reimburse hospitals separately for the cost of the device 

when inserting a LARC intrauterine device (IUD) or 
contraceptive implant at the time of an obstetrical delivery in 
addition to the All Patient Refined-Diagnosis Related Group 
(APR-DRG) payment that hospitals receive for the delivery, 
for dates of service on or after December 1, 2016.

•  Reimburse the professional component fee for insertion of a 
LARC or contraceptive implant at the time of an obstetrical 
delivery. 

•  Reimburse providers according to MA reimbursement 
guidelines for certain family planning and family-planning 
related services rendered for dates of service on or after 
December 1, 2016.

Who this affects
These changes affect MA enrolled acute care general hospitals 
and providers who render family planning services to Medical 
Assistance beneficiaries, which include ABH members. These 
changes apply retroactively to covered services rendered for 
dates of service on or after December 1, 2016.

What providers should do
•  Continue to provide family planning options to your 

members, incorporate LARC counseling, and support access 
to LARC in all clinically appropriate circumstances.

•  Facilities should bill for services on the same inpatient1 
admission claim form. The claim should include the 
appropriate procedure code(s) as a separate line item(s) on 
UB-04 form(s).  
•   Bill Type 11X 

•  Practitioners must bill appropriate procedure code(s) and 
modifier(s) as a separate line item(s) on CMS-1500 forms. 
•   Place of Service 21

MA Program guidelines: http://dhs.pa.gov/cs/groups/
webcontent/documents/document/c_251790.pdf

We’re here to help
If you have any questions, call our provider relations 
department at 1-866-638-1232, option 3.

Register with PA’s Prescription 
Drug Monitoring Program 
Heroin and opioid overdose are now the leading cause of 
accidental death in Pennsylvania. 

To help prevent prescription drug abuse and protect the health 
and safety of our community, Pennsylvania’s Prescription Drug 
Monitoring Program (PA PDMP) collects information on all filled 
prescriptions for controlled substances. This information helps 
health care providers safely prescribe controlled substances and 
helps patients get the treatment they need.

As of January 1, 2017, all licensed prescribers who are lawfully 
authorized to distribute, dispense, or administer a controlled 
substance in the Commonwealth of Pennsylvania are required to 
register with the program.

Aetna Better Health encourages prescribers and dispensers to 
register with the PDMP today. Help patients get the treatment 
they need.

Prescriber Q&A

1  Note: Aetna Better Health facility and professional billing requirements differ from MA billing guidelines for LARC services 
provided in an inpatient setting.

Is your office contact 
information current with Aetna 
Better Health?
Make sure your contact information is current with us. Just 
fill out the practitioner information change form and fax 
it to 1-860-754-5435. Or, email it to 
ABHProviderRelationsMailbox@AETNA.com.

If you have to make changes to 10+ providers, use our 
provider roster worksheet. Remember to fill out the 
entire worksheet. This will allow us to timely update your 
provider records along with meeting state and NCQA 
requirements. Once you’ve updated the spreadsheet, email 
it to ABHProviderRelationsMailbox@AETNA.com.

http://dhs.pa.gov/cs/groups/webcontent/documents/document/c_251790.pdf
http://dhs.pa.gov/cs/groups/webcontent/documents/document/c_251790.pdf
http://www.health.pa.gov/Your-Department-of-Health/Offices and Bureaus/PaPrescriptionDrugMonitoringProgram/Pages/home.aspx#.WHO_WKQo638
http://www.health.pa.gov/Your-Department-of-Health/Offices and Bureaus/PaPrescriptionDrugMonitoringProgram/Pages/home.aspx#.WHO_WKQo638
http://www.health.pa.gov/Your-Department-of-Health/Offices and Bureaus/PaPrescriptionDrugMonitoringProgram/Pages/Register.aspx
http://www.health.pa.gov/Your-Department-of-Health/Offices and Bureaus/PaPrescriptionDrugMonitoringProgram/Pages/GeneralInfo.aspx#prescribers
https://www.aetnabetterhealth.com/pennsylvania/assets/pdf/provider/provider-forms/practitioner-information-change-form-PA.pdf
mailto:ABHProviderRelationsMailbox%40AETNA.com?subject=
https://www.aetnabetterhealth.com/pennsylvania/assets/pdf/provider/provider-forms/provider-roster-worksheet-template.xls
mailto:ABHProviderRelationsMailbox@AETNA.com


3

Keeping provider 
directory information  
up-to-date
The Centers for Medicare & Medicaid Services 
(CMS) requires us to contact you at least quarterly 
to confirm that the information in our provider 
directory is accurate. This includes: 
• Accuracy of office locations and phone numbers
• Accuracy of hospital affiliations
• Accuracy of accepting new patients
•  Awareness of physician office staff of 

physician’s participation in the organization’s 
networks

•  Any other changes that affect availability to 
patients

We are in the process of making outreach calls to 
providers to verify provider directory information. 
However, you can verify the information above by 
calling us at 1-866-638-1232, option 3, then 
option 5.

CMS requires health plans to update online 
directories within 30 days of the notice of 
change(s). 

The Council for Affordable Quality 
Healthcare® (CAQH) also helps with 
directory accuracy 
CAQH has a unique solution to ensure that 
directory information is accurate. They developed 
it with our help and that of other health plans. 
CAQH’s directory confirmation process uses data 
from your CAQH ProView ™ profile. You simply 
review, update and confirm your information in 
ProView. Then, CAQH does the rest. They’ll share 
it with all participating health plans that you 
authorize to receive it. This eliminates the need 
for every plan in which you participate to contact 
you for the same directory information. 

CAQH will send you a CAQH provider directory 
validation invitation e-mail, which has 
instructions on how to update your profile. CAQH 
will call you if you don’t reply, so respond 
promptly. 

For more information, please refer to this  
CMS fact sheet.  

Check out updates to our provider 
secure web portal
We’re dedicated to providing great service to our providers and our members. 
That’s why our secure HIPAA-compliant web portal is available 24 hours a 
day. This secure portal supports the functions and access to information that 
you need to take care of your patients, including:
•  Member eligibility search – Verify current eligibility of one or more 

member.
•  Panel roster – View the list of members currently assigned to the provider 

as the PCP.
•  Claims status search – Search for provider claims by member, provider, 

claim number, or service dates. Only claims associated with the user’s 
account provider ID will be displayed.

•  Remittance advice search – Search for provider claim payment 
information by check number, provider, claim number, or check issue/
service dates. Only remits associated with the user’s account provider ID 
will be displayed.

•   Provider prior authorization look up tool – Search for provider 
authorizations by member, provider, authorization data, or submission/
service dates. Only authorizations associated with the user’s account 
provider ID will be displayed. 

	 −	 The tool will also allow providers to:  
  •  Search prior authorization requirements by individual or multiple 

Current Procedural Terminology/ Healthcare Common Procedure 
Coding System (CPT/HCPCS) codes simultaneously.

  •  Review prior authorization requirement by specific procedures or 
service groups.

  •  Receive immediate details as to whether the codes are valid, expired, 
are a covered benefit, have prior authorization requirements, and any 
noted prior authorization exception information.

  • Export CPT/HCPS code results and information to Excel.
  •  Make certain staff works from the most up-to-date information on 

current prior authorization requirements.
•  Submit authorizations – Submit an authorization request online. Three 

types of authorization are available:  
	 −	 Medical	Inpatient
	 −	 Outpatient
	 −	 Durable	Medical	Equipment	–	Rental
•  Healthcare Effectiveness Data and Information Set (HEDIS®) – Check 

the status of the member’s compliance with any of the HEDIS measures. A 
“Yes” means the member has measures that they are not compliant with; a 
“No” means that the member has met the requirements.

•  Provider Report Management Tool - You can now access year to date 
Quality Measurement Reports through the Provider Reports Management 
Tool, including:

	 −	 HEDIS	Gaps	in	Care	Reports
	 −	 Pay-for-Quality	Profile	Reports
•  NEW:  Providers can now enter a claim resubmission form within the 

secure web portal and attach required documentation to support the claim  
 resubmission. 

  Note: this new functionality is for claim resubmissions that include 
required documentation, not claim corrections or provider appeals. 

 
We’re always here to help. To get started or to sign up over the phone, just 
call our provider relations department at 1-866-638-1232, option 3.

https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2015-Fact-sheets-items/2015-04-06.html
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Billing and claims essentials 

Timely filing with correct codes ensures timely payment
Aetna Better Health requires providers to submit claims within 180 days from the date of service unless otherwise specified within 
the provider contract. 

•  We must receive claim resubmissions no later than 365 days from the date of the Provider Remittance Advice or Explanation of 
Benefits if the initial submission was within the 180 day time period, whether or not the claim was denied on the first submission.

•  You must submit provider appeals within 60 days from the date of notification of claim denial, unless otherwise specified within the 
provider contract.

• Please note: An inquiry does not extend or suspend the timely filing requirement.
•  Questions about a claim? Please contact our claims inquiry/claims research (CICR) department at 1-866-638-1232, option 3, 

then option 5 with any questions regarding claims processing. 

Claims inquiry/claims research team
Our claims inquiry/claims research team (CICR) will assist you with all claims issues, 
including:
• Appeals/Reconsiderations
• Billing and coding clarification
• Check tracers
•  Coordination of benefits (COB) 

concerns
• Data entry errors
• Claim denials
• Eligibility issues
 

• Incorrect claim payment
• Pay-to issues
• Prior authorization
• Remittance Advice/Negative Remits
• Claim status
• System issues
• Voided claim issues
 

If you ever have concerns about your service experience, you can contact one of our 
highly trained representatives between 8 a.m. and 5 p.m. Monday through Friday at 
1-866-638-1232, option 3, then option 5. For CHIP claims issues, please call 
1-800-822-2447. We want to make sure that your experience with CICR exceeds your 
expectations. If resolution is not reached with a representative, please ask for the 
assistance of a supervisor.

Provider appeals
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
•  Appeals must be submitted in writing to Aetna Better Health by fax or mail  

within 60 days of the provider remittance date
	 −	 Appeals	Fax	Number:	1-860-754-1757
	 −	 Appeals	Mailing	Address:					Aetna	Better	Health	of	Pennsylvania 

Complaints Grievance and Appeals 
252 Chapman Road, Suite 250  
Newark, DE 19702

Where to send claim 
payment returns or 
refunds
If you would like to return or refund 
payment of a claim, please mail to:

Aetna Better Health of Pennsylvania 
Attn: Finance Department 
2000 Market St, Suite 850 
Philadelphia, PA 19103

http://www.aetnabetterhealth.com/pennsylvania/providers/forms
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Quality Corner 

Early Periodic Screening, 
Diagnosis, and Treatment 
(EPSDT)
Early Periodic Screening, Diagnosis, and Treatment (EPSDT) 
services are federally-mandated services intended to provide 
preventive health care to children and young adults (under 
the age of 21 years) at periodic intervals.

All PCPs who provide services to recipients under age 21 must 
provide comprehensive health care, screening, preventive 
services and immunizations as outlined in the Provider 
Manual.

Finally, it’s also important that you bill us appropriately for the 
services rendered. The Aetna Better Health EPSDT Coding 
Tool Kit will assist you in properly billing for EPSDT services. 

Lead Risk Assessment and Screening
In Pennsylvania, a Medicaid-eligible child must have two blood lead screenings. The first can be scheduled at the 9 to 11 month 
or the 12 month visit and the second at the 24 month visit.  Blood lead level test code 83655 must be entered into the EPSDT claim 
in order to be recognized as having been completed.

Lead risk assessments are also an important tool to determine 
a child’s risk of lead toxicity.  These assessments are performed 
using a questionnaire. The questions asked should be tailored 
to the likely sources of exposure in the community.  Below is an 
example of questions to assess risk from the PA Code, Chapter 
1241 Appendix E: 

1.  Does your child live in or regularly visit a house, a day-care 
center or a nursery school that was built before 1960 and has 
peeling or chipping paint? 

2.  Does your child live in a home built before 1960 that is being 
remodeled or renovated?  

3.  Does your child live near a heavily traveled major highway 
where soil and dust may be contaminated with lead? 

4.  Have any of your children or their playmates had lead 
poisoning? 

5.  Do you give your child any home or folk remedies which may 
contain lead? 

6.  Does your child often come in contact with an adult who 
works with lead—in construction, welding, plumbing, 
pottery or other trades? 

7.  Does your child live near a lead smelter, a battery-recycling 
plant or other industrial sites likely to release lead? 

8.  Does your home plumbing have lead pipes or copper with 
lead solder joints?

Starting at 6 months of age and at each regular office visit 
thereafter the PCP should assess the child’s risk for high-dose 
exposure.

•  If parent answers “no” to all of the questions, the child is at 
low risk for high-dose lead exposure and should be screened 
between 9 and 12 months of age and again at 24 months of 
age.

•  If parent answers “yes” to the any questions, the child is at 
risk for high-dose lead exposure and should be screened 
starting at 6 months of age.

•  For children previously at low risk, any history suggesting 
that exposure to lead has increased should be followed up 
with a blood lead test.

For more information please refer to the Centers for Disease 
Control website for the publication titled “Preventing Lead 
Poisoning in Young Children” listed below.

www.cdc.gov/nceh/lead/publications/books/plpyc/
chapter6.htm#Guidance%20and%20risk

Developmental Delay Screening
Developmental Delay and Autism Screenings are required 
components of an Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) exam. Structured developmental 
screening is required at 9 to 11 months, 18 months, and 30 
months of age.  Autism screening is required at ages 18 
months and 24 months.  Developmental screening code 
96110 and/or autism screening code 96110 U1 must be 
entered into the CMS 1500 claim form in order to be 
recognized as having been completed.  

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 referral to 
early intervention services. You can call the CONNECT 
helpline at 1-800-692-7288 to initiate the evaluation.

For more information on Validated Screening Tools for 
Developmental Delay and Autism, please refer to the 
Department of Human Services document linked below.

www.aetnabetterhealth.com/pennsylvania/assets/pdf/
epsdt/DevelopmentalDelaysAndAutism-PA.pdf

https://www.aetnabetterhealth.com/pennsylvania/providers/manual
https://www.aetnabetterhealth.com/pennsylvania/providers/manual
https://www.aetnabetterhealth.com/pennsylvania/assets/pdf/provider/epsdt/EPSDT-periodicity-schedule-and-coding-matrix-tool-kit.pdf
https://www.aetnabetterhealth.com/pennsylvania/assets/pdf/provider/epsdt/EPSDT-periodicity-schedule-and-coding-matrix-tool-kit.pdf
https://www.cdc.gov/nceh/lead/publications/books/plpyc/chapter6.htm
https://www.cdc.gov/nceh/lead/publications/books/plpyc/chapter6.htm
http://www.aetnabetterhealth.com/pennsylvania/assets/pdf/epsdt/DevelopmentalDelaysAndAutism-PA.pdf
http://www.aetnabetterhealth.com/pennsylvania/assets/pdf/epsdt/DevelopmentalDelaysAndAutism-PA.pdf
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Annual Medical Records Review
On an annual basis, Aetna Better Health randomly selects 
medical records of its members to review against the Medical 
Record Keeping Standards that at listed in the Provider 
Manual. Overall, records are found to have complete 
documentation of the care provided by practitioners, 
identification on each page, and follow-up needs, including 
appointment scheduling if needed.

Areas that are found to be below the 85% threshold for 
compliance include:

•  Personal/biographical data
	 −	 	Personal	data	that	includes:	age,	sex,	and	address,	

employer, home and work telephone numbers, and 
marital status. If the patient is a minor, the applicable 
parent/guardian information must be present.  

• Advance Directives 
	 −	 	Members	18	years	and	older	should	have	documentation	

in the medical record related to whether or not the 
individual has executed an advance directive. This can be 
the actual completed form or documentation of 
discussion and member response in the progress notes. 
Additional information on Advance Directives can be 
found in the Provider Manual.

• Lead Screening 
	 −	 	For	Pediatric	Members	(6	months	to	6	years),	there	should	

be documentation in the medical record that the 
practitioner completed a lead screening questionnaire or 
have documentation that a venous blood lead level was 
performed. 

	 −	 	Lead	screening	questionnaires	should	assess	if	the	
member lives in or regularly visits a house with peeling or 
chipping paint that was built before 1960 or if that house 
(built before 1960) has recent, ongoing or planned 
renovation. 

	 −	 	Lead	screening	questionnaires	should	assess	if	the	
member lives with someone whose job or hobby involves 
any exposure to lead.     

• Assessment of member cultural and linguistic needs 
	 −	 	All	members	should	have	documentation	in	their	medical	

records that providers have assessed the linguistic and/or 
cultural needs and provide if needed, such as translation 
services (available through Aetna Better Health) and 
religious needs. 

	 −	 	Patient	satisfaction	and	positive	health	outcomes	are	
directly related to good communication between a 
member and his or her provider. A culturally competent 
provider effectively communicates with patients and 
understands their individual concerns. It is incumbent on 
providers to make sure patients understand their care 
regimen. 

	 −	 	As	part	of	our	cultural	competency	program	we	
encourage providers to access information on the Office 
of Minority Health’s website. You can also access tools 
and materials for professional development and easy 
administration provided by Aetna here.

Oral Health in the Primary Care 
Physician office
Each PCP visit is an opportunity to screen for tooth decay, 
gum inflammation and oral abnormalities. Per the 
Pennsylvania Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) periodicity schedule:

•  An oral health risk assessment should be performed at a 
well child visit at 6 to 8 months of age and again between 
9 to 11 months of age.  

•  Beginning at 12 months of age, a child can receive an oral 
health risk assessment at the PCP office or be referred to 
a dental home.  

•  Beginning at 36 months of age, the PCP should ask at 
each EPSDT visit if the child has a dental home, and when 
necessary refer the child to a dentist. The YD modifier 
must be entered into the CMS 1500 claim form in box 10d 
indicating the child was assisted with finding a dental 
home.

The American Academy of Pediatrics provides an Oral 
Health Risk Assessment tool for PCPs, linked here:  
www2.aap.org/oralhealth/docs/riskassessmenttool.pdf. 

Aetna Better Health and Aetna Better Health Kids 
members have dental benefits through DentaQuest. For 
questions about dental benefits or to find a network provider, 
call DentaQuest Member Services at:
1-888-307-6548, TTY 1-800-466-7566 (Medical Assistance)  
1-800-536-4970, TTY PA Relay 7-1-1 (CHIP)

Remember: Topical fluoride varnish can be done by a PCP 
or CRNP in the office up to four times a year up to five years 
of age. If performed, the fluoride varnish application code in 
the PCP office setting 99188 must be entered in the EPSDT 
claim. You can contact the Healthy Teeth, Healthy Children 
program at 484-446-3059 or hthc@paaap.org for 
additional guidance on oral health recommendations.

https://www.aetnabetterhealth.com/pennsylvania/providers/manual
https://www.aetnabetterhealth.com/pennsylvania/providers/manual
http://https://www.aetnabetterhealth.com/pennsylvania/providers/manual
https://minorityhealth.hhs.gov/Default.aspx
https://minorityhealth.hhs.gov/Default.aspx
https://www.aetna.com/health-care-professionals/provider-education-manuals.html
http://www2.aap.org/oralhealth/docs/riskassessmenttool.pdf
mailto:hthc@paaap.org
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Help stop fraud  
Please remember that it is your responsibility as a Medicaid 
program provider (a requirement which can be subject to 
federal or state sanctions) to report suspected fraud and 
abuse.

To report fraud or abuse, call the Aetna Better Health 
compliance hotline at 1-800-338-6361. We prefer, but do not 
require, that you leave your name. Please leave enough 
information to help us investigate, including:
• Name of the member or provider you suspect of fraud
• Member’s card number
• Name of doctor, hospital or other health care provider
• Date of service
• Amount of money that was paid for service, if applicable
• Description of the acts you suspect involve fraud or abuse
 
You can also visit our website at www.aetnabetterhealth.
com/pennsylvania. Click on “Fraud & Abuse,” and you can 
email us suspected fraud information. Thank you for your 
continued support.

Have you taken advantage of the Provider Report  
Management Tool?  
Quality Measurement Reports are online on our secure web portal. You may now access year to date reports through the Provider 
Reports Management Tool on our secure web portal at www.aetnabetterhealth.com/pennsylvania/providers/portal.

To access the tool from the secure web portal, follow these 
simple steps:
•  On the home screen after logging in click the  

“My Account” tab
•  On this tab scroll down until you get to the Health Tools 

Menu on the bottom left of the screen
• Click the Provider Report Management Tool Link.  
 
Once in the tool you will only see reports for your group.  There 
is no need to search by name or Tax ID.  Some examples of the 
types of reports you can access for your group include:
•  HEDIS® Gaps in Care Reports:  These reports show which 

patients on your panel are in need of care and preventive 
services.

•  Pay-for-Quality Profile Reports: These reports serve as a 
guide for which Aetna Better Health members need care and 
where your practice stands regarding Pay-for-Quality 
incentives for the care you provide.

 o  Pay-for-Quality is awarded for care captured 
administratively through claims submissions.

If you have provided care that we may not have captured due to 
potential claims or coding issues, please contact Aetna Better 
Health Provider Relations at 1-866-638-1232, option 3. You 
can also directly contact the Quality Translator who sends you 
Gaps in Care Reports. He or she will be happy to assist you. 

As a reminder, you can access up to date panel lists for your 
practices on our secure web portal. You can also upload 
medical records for  HEDIS® Medical Record Review.

Register today 
If your practice is not registered for the secure web portal or the 
Member Care Information portal, just complete and fax the 
registration form to Provider Relations at 1-860-607-7485. 
The registration form can be found at: 

www.aetnabetterhealth.com/pennsylvania/assets/pdf/
provider/provider-portals/secure-web-portal-
registration-form-PA.pdf.

You’ve got questions and we 
have answers – schedule a site 
visit today  
Our provider relations field representatives will come to your 
office to help with questions, review Aetna Better Health 
processes and procedures, provide training on our tools and 
applications, provide helpful information for Quality Improvement 
incentives, and assist you with access to the Special Needs Unit/
Case Management opportunities. Contact us today at 
866-638-1232, option 3 to schedule an appointment.

http://www.aetnabetterhealth.com/pennsylvania
http://www.aetnabetterhealth.com/pennsylvania
http://www.aetnabetterhealth.com/pennsylvania/providers/portal
www.aetnabetterhealth.com/pennsylvania/assets/pdf/provider/provider-portals/secure-web-portal-registration-form-PA.pdf
www.aetnabetterhealth.com/pennsylvania/assets/pdf/provider/provider-portals/secure-web-portal-registration-form-PA.pdf
www.aetnabetterhealth.com/pennsylvania/assets/pdf/provider/provider-portals/secure-web-portal-registration-form-PA.pdf
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The Provider Satisfaction Survey targets providers to measure 
their satisfaction with Aetna Better Health of Pennsylvania and 
Aetna Better Health Kids. The survey is conducted annually to 
monitor provider satisfaction levels and is compared to previous 
results. The Improvement Action Plan enacted by the plan in 
response to the 2015 annual survey results is used to assess the 
effectiveness of interventions targeted to improve provider 
satisfaction with the plan.

In consideration of requirements for NCQA Health Plan 
Accreditation, the 2016 Provider Satisfaction Survey supports 
the following standards:
•  NCQA Standard QI4 (Member Experience) currently directs 

managed care organizations, at least annually, to assess the 
practitioners’ experience with the UM Process. Organizations 
are expected to collect and analyze data and provider 
feedback in an effort to drive quality improvements.

•  NCQA Standard QI8 (Continuity and Coordination of Medical 
Care) looks to managed care organizations to gather 
information, at least annually, to assess and identify 
opportunities to improve coordination of medical care across 
its delivery system. This includes conducting quantitative 
analysis of data and feedback.

Methodology:
The survey was conducted by SPH Analytics (SPHA). It was 
conducted using a two-wave mail and Internet with phone 
follow-up survey methodology and administered from 
September to November 2016. Of the 1500 providers targeted 
for survey, a total of 284 surveys were completed (96 mail, 19 
Internet and 169 phone), yielding a response rate of 8.8% for 
the mail/Internet data component and 18.0% for the phone 
data component and an overall response rate of 18.9%.

For comparison purposes, results are presented by Summary 
Rates. The Summary Rate is the sum of the proportion of 
respondents who selected the most positive responses (‘Well 
above average’ or ‘Somewhat above average;’ ‘Yes;’, 
‘Completely satisfied’ or ‘Somewhat satisfied;’ and ‘8’, ‘9’ or 
‘10’) for the attribute. 

Provider Satisfaction Survey - 2016 Summary  
Conclusion:
The 2016 Aetna Better Health Provider Satisfaction Survey 
results demonstrate an almost 14 point improvement in the 
percentage of providers that would recommend the plan to 
other practices and there was improvement in several areas, i.e. 
adequacy and quality of the plan specialists. 

There were also results that indicate the plan’s need for 
improvement in several areas, including the preauthorization 
process, improving access to care managers and advising 
providers of our prevention and wellness programs. In addition, 
education to the member services staff is needed in order to 
improve their ability to assist providers when they contact the 
plan and ensure that providers receive reimbursement at their 
contracted rates.

Aetna Better Health will implement interventions to address 
areas where improvement is needed to address the needs of our 
provider network.

Improvement Actions will include, but are not limited to:
•  Improve the provider orientation experience, to include 

training and documentation
•  Enhance the quality of the written communications, policy 

bulletins and manuals
•  Improve the responsiveness and courtesy of the provider 

relations representatives
•  Improve the time to resolve and/or respond questions or 

problems presented by providers
•  Work with our specialist network providers to improve 

feedback to PCP and other providers
•  Improve the provider call center experience by streamlining 

the process for obtaining member information, the ease of 
which they’re able to reach call center staff, assistance in 
obtaining referrals and overall satisfaction with the call 
center services

•  Improve the accuracy and timeliness of claim processing, 
along with the resolution of claim payment problems or 
disputes

•  Improve the UM and Quality Management experience by 
increasing the access to knowledgeable UM staff, enhancing 
the ease at which UM staff can be reached by phone, 
enhancing procedures and timeliness for obtaining 
pre-certification/authorization, providing clinical care 
support, access to case managers, coverage and 
encouragement of preventative care and wellness

Many of the items above feed into providers’ overall satisfaction 
with the plan. To ensure a comprehensive analysis has been 
completed, an evaluation of individual survey responses along 
with analysis of pulse and provider site visit surveys will be 
conducted to determine if additional items should be added to 
the Improvement Action plan.

The full 2016 Provider Satisfaction Survey Summary can be 
found on our website at www.aetnabetterhealth.com/
pennsylvania/providers/quality.

Survey Results:

Measurement 2015 2016 SPHA

Overall satisfaction with Aetna 
Better Health/Aetna Better 
Health Kids

57.3% 54.7% 70.1%

Percentage of respondents that 
would recommend Aetna Better 
Health/Aetna Better Health Kids 
to other practices

54.7% 68.4% 84.0%

Percentage of respondents 
positively rating Aetna Better 
Health/Aetna Better Health Kids 
when compared to other plans

22.4% 22.4% 35.9%
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