APPENDIX E

Claims Processing Process

The Contractor must provide claims processing, and will do so in partnership with their subcontractor Aetna. 

Following is an overview of the Aetna Claims Processing System, as well as Aetna Claims Accuracy and Performance. 

Aetna Claims Process 

Claim Submission

The Aetna system allows all provider claims, including Coordination of Benefits claims, to be submitted electronically.  Claims can be transmitted directly to us through an Aetna-approved vendor; the Aetna secure provider website; the Aetna direct-connect website, www.aetnaedi.com; or via any number of clearinghouses.

When providers submit claims electronically, the Aetna claim processors receive system generated edit alerts letting them know there are electronic claims in the system that need to be processed.  Paper claims addressed to Aetna claim P.O. boxes are routed to one of the Aetna imaging suppliers, which perform the functions to open, date stamp, sort, and prep incoming mail.  

Claims System and Workflow

Aetna uses a customized version of the Dun & Bradstreet system ClaimFacts®, which Aetna calls Automatic Claim Adjudication System (ACAS).  ACAS is a rules-based system that allows for improved online availability, increased automatic adjudication, and scalability to handle projected claim volume increases.

ACAS is an online, real-time system.  It supports both automated and manual claims processing and contains components for electronic claim intake, workflow management and imaging systems; as well as our plan, member, provider, quality management and utilization management databases.  

In accordance with Aetna’s First Claim Resolution Proactive Call program, processors will attempt to contact the provider for any missing information (e.g., accident details, diagnosis, etc.).  The First Claim Resolution initiative substantially reduces the need to pend claims and avoids the paperwork and delays associated with resubmission.  

Ensuring Prompt Payment

In 2008 (as of 3/31/08), 90% of all claims received in Aetna’s New Albany, OH service center were processed within 5.2 days of receipt.  Provider EOBs and checks are aged and bulked in a schedule allowing delivery within 24 days of the claim received date.  The majority are sent on either a weekly or biweekly schedule, and on a consistent day of the week determined by state location of the provider.  

Physicians

Aetna’s standard physician contract states that payment for services will be made within 30 days (or less if required by applicable law or regulation) of actual receipt by Aetna of a clean claim.

Hospitals

Aetna’s standard hospital contract states that payment for services will be made within 45 days (or less if required by applicable law or regulation) of actual receipt by Aetna of a clean claim.

First Claim Resolution

Aetna has instituted a strategic initiative, First Claim Resolution.  First Claim Resolution means that wherever possible, Aetna rapidly resolves a claim from the first time it is submitted, avoiding the rework, delays, and customer dissatisfaction associated with multiple submissions.  First Claim Resolution objectives are to process claims accurately the first time, improve customer satisfaction through improved service delivery, and focus resources on regional and national capabilities to support First Claim Resolution.

In support of the First Claim Resolution Program, Aetna implemented the Proactive Calls process.  For claims that are missing information (e.g., accident details, diagnosis, other coverage information, etc.) processors will make proactive calls (attempt to contact the provider) for the additional information.  

To identify and resolve aged claims, Aetna’s claims system automatically produces a daily report of internally pended claims.  Supervisors use this report to monitor the progress of pending situations.

Claim Accuracy Measures and Performance

Aetna uses the following categories to measure claim accuracy:

· Financial accuracy is measured by the dollar amount of claims paid accurately divided by the total dollars paid.  Aetna considers each underpayment and overpayment an error; Aetna does not offset one by the other.

· Payment incidence accuracy is measured by the number of correct payments divided by the total number of payments audited.

· Overall accuracy is defined as the number of claims with no errors (financial and non-financial) divided by the total number of claims audited.

· Coding accuracy is defined as any error in coding claim data, which does not necessarily generate a payment error but adversely impacts data management reports.  Coding accuracy is determined by dividing the number of correct coding entries by the total number of coding entries audited.  Each coding entry represents a correct or incorrect entry as compared with the total number of coding entries included within the claim being audited.

· Procedural accuracy measures the quality of overall claim handling procedures.  Aetna calculates procedural accuracy by taking the total number of procedures audited minus the procedural errors, divided by the total number of procedures audited.

The following table represents Aetna claim accuracy goals and performance for their New Albany Service Center, as of 3/31/08.

	Measure
	Goal
	Actual Performance

	Financial Accuracy
	99%
	99.74%

	Overall Accuracy
	95%
	99.36%

	Payment Incidence Accuracy
	96%
	99.84%

	Procedural Accuracy
	Not applicable.
	99.98%

	Coding Accuracy
	Not applicable.
	99.99%


Claim Cost Control Measures

Aetna uses the following automatic system controls to judge the appropriateness of treatment and charges, automatic and processor-driven.

· Review of confinements to compare the current claim to the precertification decisions of the nurse and physician consultants.  Discrepancies and noncertified confinements are flagged and electronically referred to patient management staff for evaluation.  The patient management staff will use the same criteria in evaluating these confinements as used in the pre-certification and concurrent review processes.

· Review of services subject to Aetna’s out-patient precertification program.  The system presents a notice to the processor regarding approved authorizations.  Discrepancies and noncertified procedures are electronically referred to the patient management staff for evaluation.  The patient management staff will use the same criteria in evaluating these procedures as that used in the precertification process.

· Identification of providers participating in the Aetna networks with retrieval of negotiated rates for automatic calculation of benefits (when applicable to the plan design).

· Reasonable and customary (R&C) controls for non-network providers (when applicable to the plan design).  Aetna’s R&C program covers surgery, surgical assistance, general anesthesia, medical services (e.g., exams), X-rays, laboratory procedures, chiropractic services, psychiatric or psychological services and vision care.

· ClaimCheck software to detect unbundled, upcoded, and fragmented provider bills.  Aetna uses ClaimCheck to address claims in a broad range of services:  surgical, surgical assistance, medical (e.g., office care) and diagnostic services (e.g., X-ray, lab).

· ClaimCheck software evaluates a claim containing multiple procedure codes (CPT and HCPCS) on one date and alerts the processor to potential unbundling.  ClaimCheck further evaluates the claim and recommends the correct procedure coding and multiple surgery percentages.  ClaimCheck also recognizes potential cosmetic procedures, gender and age discrepancies, obsolete codes and possible duplicates.

· Treatment guides reviewing procedures to signal validity conflicts (e.g., gynecological services for a male patient) and necessary treatment reviews (e.g., rhytidectomy which may be cosmetic).

· Duplicate bill edits comparing the types of service and service dates of new expenses to the service codes and dates of previously processed expenses.

Also included in the Aetna automatic system controls is Aetna Standard Table, a claim system tool that supports the Aetna Clinical Policy Bulletins (CPBs) across all products, claim processing platforms, and can include any customer, benefit plan and state exceptions.  Based on the CPT/HCPCS and ICD-9 codes presented on a claim, the tool will automatically allow, deny or pend for review by the Aetna Clinical Claim Review staff.

Aetna also utilize procedural, processor driven controls.  While these are manual controls, providers exhibiting a pattern contrary to the following guidelines may automatically be flagged in the claims system for special handling.

Fraud and Abuse Program

Aetna subscribes to a zero tolerance policy on health care fraud.  As a founding member of the National Health Care Antifraud Association (NICAA), Aetna has been an industry leader in the fight against health care fraud for many years.

Our Special Investigations Unit (SIU), comprised of 100 full-time employees, is responsible for the Aetna health care fraud and abuse program.

The Aetna fraud program consists of:

· Identification – The Aetna SIU provides a national training program for our claim processors.  Most personnel in the Aetna customer service centers are trained to identify potential fraudulent claims activity, and will refer suspect claims to the Special Investigations unit for further investigation.  The SIU maintains staff (fraud analysts) attached to each claim processing service center throughout the country.

· Investigation – The Aetna investigators use various techniques for performing comprehensive reviews; including a complete review of present and prior billing practices and the use of provider profiling computer systems.

· Prosecution – Aetna refers suspected cases to law enforcement agencies and State Insurance Fraud Bureaus (as required by law) for investigation and possible prosecution.  Aetna aggressively pursue full recovery of money lost due to fraud.  Aetna addresses the issue directly with the suspect provider, and will file civil action using outside counsel, if necessary.

Provider

SIU uses the Fraud and Abuse Management System (FAMS) tool, which examines provider treatment and billing behavior to identify potential fraud.  Providers are profiled by peer group, specialty, product, geography, etc.  Profiles are typically based on 12 months of detail claims.  FAMS has identified approximately 300 cases per year.  FAMS is the primary proactive detection tool used by Aetna’s SIU and Aetna is recognized as the industry leader in the use of FAMS by IBM (the creator and owner of FAMS).

The claims system also employs automated claim review software to identify and adjust for unbundling of services and duplicate claim billings.  Additional software, known as the Aetna Standard Table (AST) is also used to identify diagnoses and procedures designated as inappropriate according to Aetna clinical policy.

The Aetna SIU is also made aware of cases of potential fraud through industry and law enforcement contacts, state departments of insurance, medical review boards, the Aetna toll-free fraud hotline, referrals from claim processors, e-mail from the Aetna public Internet mailbox and from members responding to the toll-free number printed on the Aetna EOBs.

When fraud is suspected, a case is created and assigned to an SIU investigator.  When the investigator has substantiated an allegation of fraud, a flag is placed on the provider’s file which triggers an edit informing claim processors that the provider is under investigation or review for a specific billing impropriety.  

Customer/Employee/Member

Aetna has a strong rapport with various law enforcement groups and receive frequent referrals from them.  Aetna also has a toll-free hotline that can be used by anyone.  Aetna provides that telephone number on business envelopes, health care spending account updates and EOBs.

Claims Personnel

Processors and other claim personnel are well informed about our fraud program.  Continued fraud education is a critical deterrent.  Aetna claim personnel are aware of the sophistication of the program and the extreme penalties for such activity.

Aetna internal controls include the following:

· Password and procedural limitations within the claims system

· Security edits built into the claims system

· A daily review of randomly selected claim files of every processor and individual with access to the processing system

· A toll-free compliance alert line which provides employees 7 day, 24 hour access to report known or suspected acts of employee misconduct

· Confirmation letters to randomly selected payees

· An automated check auditing system for each bank-cleared check

Internal investigations involving employees, agents or vendors are the responsibility of the Investigative Services Unit, located in Hartford, CT.

Provider Appeals Process

To initiate an appeal, providers may call the Provider Service Center where a provider service representative begins the review process, or the provider may send a written appeal to Aetna.

Practitioners/providers have 180 days from receiving an initial benefit decision to submit a request for review of a claim determination (unless state regulations or the provider contract allow for more time).

A Claims Performance Guarantee from Aetna for the Contractor and the MDOC has been included in Appendix G.

