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Section I – General Standards 
 

 
Purpose 
The purpose of this policy is to establish standards across all affected functional areas for the 
evaluation, monitoring and resolution of verbal and written complaints and appeals submitted by 
Aetna members and/or their authorized representative. 
 
Policy Statement 
All member complaint and appeal investigation and resolution activities must be conducted in 
accordance with the standards outlined within this policy and as required by any related policies 
and/or procedures. For purposes of these policies and the supporting procedures, Aetna means 
Aetna and any of its affiliates or acquisitions (e.g., Coventry, Innovation Health, etc.) 
 
Responsibility 

Funding Arrangement Group Arrangement: 
 
Fully Insured (includes split funding arrangements) 
• Aetna Fiduciary  
 
ASC (Self Insured) 
• Aetna Fiduciary - Complaints and Appeals 
• Plan Sponsor Fiduciary – Complaints (Note:  Policy is 

not applicable when appeals are handled by the Plan 
Sponsor) 

 
 All 
Employer Group 
Blanket Health 
Individual Conversion 
Exchanges 
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The Complaints, Grievances & Appeals Team is responsible for developing member complaint 
and appeal policies and procedures.  The Resolution Teams are responsible for processing 
cases in accordance with these policies and procedures and any applicable state and/or federal 
law.  The Resolution Teams will consult with Business Unit Subject Matter Experts (SME) as 
appropriate. 

 
Confidentiality 
All complaint and appeal resolution team members are expected to follow the confidentiality 
guidelines in the Aetna Code of Conduct and the Privacy and Information Security Policies.  In 
addition, all complaint and appeal resolution team members are required to take updated training 
versions of these programs in accordance with company directives.   
 
Record Retention 
All documentation related to and created in response to complaints and appeals will be retained 
for a minimum of 10 years or longer as required by state and/or federal law or regulation, or 
current company policy. 

 
Quality Review 
All complaints and appeals are subject to the Quality Audit Program.  A sample of closed files is 
reviewed each month to ensure the case was processed in accordance with this Policy and 
related procedures.  

 
Application of State or Federal Laws and Regulations 
To the extent that this policy, plan documents and/or plan sponsor performance guarantees vary 
from the applicable state or federal laws and/or regulations, the requirements of the law or 
regulation are adopted and supersede Aetna’s written policy for those cases affected by the law. 
Aetna’s law department makes the final determination when there is any question as to the 
applicability of a law.  
 
Application of Plan Documents 
To the extent that this policy varies from the Certificate of Coverage (COC), Summary Plan 
Description (SPD), or the Summary of Coverage (SOC) of an individual, the requirements of the 
COC, SPD or SOC supersede Aetna’s written policy for those affected.  However, if a regulatory 
requirement is more stringent than the COC, SPD or SOC, the regulatory requirement will be 
followed. 
 
Application to Plan Sponsor Performance Guarantees 
To the extent that this process varies from any Plan Sponsor performance guarantees, the 
performance guarantee will be followed.  However, if an applicable regulatory requirement is 
more stringent than the performance guarantee, the regulatory requirement will be followed.  
Performance guarantees are managed through the Standards Management Unit. 
 
Counsel Fees 
Aetna has no responsibility to pay counsel fees or any other fees or costs incurred by a member 
pursuing a complaint or appeal. 
 
Continuation of Coverage 
Post-Service Appeals, where the service has been rendered and the claim was processed by the 
previous carrier, will be handled by the previous carrier. 
 
If a pre-service denial was issued by a previous carrier and the service has not been rendered 
prior to the Aetna effective date, a new pre-certification request should be submitted to Aetna for 
consideration. 
 
Roles 
For complete summary, refer to the Roles and Responsibilities Summary and Resolution Team 
Routing Guide located on the CG&A website.   
 

http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
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Section II – Definitions1 
 

Adverse Benefit 
Determination  

A denial, reduction, or termination of, or a failure to provide or make 
payment (in whole or in part) for, a benefit, including any such denial, 
reduction, termination, or failure to provide or make payment that is 
based on a determination of a participant's or beneficiary's eligibility to 
participate in a plan, and including, with respect to group health plans, a 
denial, reduction, or termination of, or a failure to provide or make 
payment (in whole or in part) for, a benefit resulting from the application 
of any utilization review, as well as a failure to cover an item or service 
for which benefits are otherwise provided because it is determined to be 
experimental or investigational or not medically necessary or 
appropriate.  
This also includes rescissions of coverage for all types of plans and 
declination of coverage for individual plans only.  

Appeal A verbal or written request by a member or a member’s authorized 
representative, requesting a change in the Initial Determination decision.  
This includes but is not limited to requests related to the following:  
(1) Certification of health care services; (e.g., pre-certification, 

concurrent review, retrospective services) 
(2) Claim payment 
(3) Plan interpretation 
(4) Benefit determinations 
(5) Eligibility (including issues where termination of coverage precludes 

the member from having services) 
 

Disputes regarding the member liability related to discount programs are 
not eligible for appeal. 
 
Aetna has three categories of appeals, each defined herein, that are 
addressed by the Member Complaint and Appeal Policy as follows: 
(1) Expedited; 
(2) Pre-Service; and 
(3) Post-Service 

 
Appeal - Level One An oral or written request by a member or a member’s authorized 

representative requesting a change in the initial determination decision. 
Appeal - Level Two An oral or written request by a member or a member’s authorized 

representative requesting a change in the Level I appeal decision. 
Claim for Benefits A benefit request which includes:  

• Bills submitted for services rendered,  
• Requests for pre-certification of services where the plan requires 

such pre-certification.   
 
An inquiry regarding eligibility of a member or whether a particular 
service is covered under the plan of benefits is not a claim for benefits 
unless  

• the service to be rendered requires approval of the benefit in 
advance of obtaining medical care (pre-certification) and  

• the inquiry names the specific claimant, specific medical 
condition or treatment, and the service or product for which a 
precertification is requested.   

Complaint Any oral or written expression of dissatisfaction/concern, other than an 

 
1 Patient Management related definitions are summaries of the definition from the PM policy 
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appeal, by a member or a member’s authorized representative regarding 
services provided by Aetna, a health care professional or a vendor, 
including but not limited to: 
 
• Potential quality of care by a participating health care professional 
• Quality of administrative service provided by a participating health 

care professional 
• Quality of administrative service provided by Aetna  
• Use of his/her protected health information 
• A plan benefit, billing, eligibility or contract provision that does not 

involve a request to review a denied claim 
• Issues regarding premiums excluding eligibility related issues. 

Concurrent Care An ongoing course of treatment to be provided over a period of time or 
number of treatments.  Concurrent care includes services provided both 
inpatient and outpatient.   

Concurrent Review Concurrent review encompasses those aspects of Patient Management 
that take place during the provision of services at an inpatient level of 
care or during an ongoing outpatient course of treatment. 

• Provider requests for extension of coverage2 for a course of 
clinically urgent inpatient or outpatient treatment received prior to 
the expiration of the current certified number of 
days/visits/treatments are handled expeditiously as an urgent 
concurrent review request. 

• Provider requests for routine extension of an ongoing outpatient 
course of treatment are handled as a new precertification 
request. 

 
Note:  Aetna is required to continue previously approved concurrent 
services during the course of an appeal review until the determination is 
made. If this is an extension of services not previously approved, we are 
not required to continue services  

Date of Receipt Date of receipt is defined as the first date Aetna receives the request, 
either electronically, verbally or on paper. 

Date of written 
notification 

The date on the written letter is considered the date of written notification 
in response to a member’s request for complaint or appeal.   

Executive Appeal An appeal related to Aetna business sent to Aetna's or CVS’ President, 
CEO or Chairman or Chief Medical Officer, one of their direct reports, to 
a Board of Director member, to a Segment Head or to the Head of 
Service Operations.  
 

Executive Complaint A complaint related to Aetna business sent to Aetna's or CVS’ President, 
CEO or Chairman or Chief Medical Officer, one of their direct reports, to 
a Board of Director member, to a Segment Head or to the Head of 
Service Operations.  
 

Expedited Appeal An oral or written appeal of a decision involving urgent care.  Post service 
issues are not eligible for an expedited process. 

Expedited Complaint Any oral or written expression of dissatisfaction/concern by a member or 
a member’s authorized representative, regarding an urgent matter, (i.e. 
member complains about inability to get a timely appointment when they 
feel their health could be jeopardized). 

External Review  Independent, third party external review of coverage denials based upon 
Aetna’s determination that the proposed or rendered service or supply is 
not medically necessary or is experimental/investigational in nature.   

 
2 For these purposes, “coverage” means either the determination of (i) whether or not the particular service or treatment is 
a covered benefit pursuant to the terms of the particular member’s benefit plan, or (ii) where a provider is required to 
comply with Aetna’s Patient Management programs, whether or not the particular service or treatment is payable under 
the terms of the provider agreement.  
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Note:  Under current Federal Regulation in effect until notification of 
change, denials based on medical judgment are included in this 
definition.  

Health Care 
Professional 

A physician or other health care professional licensed, accredited, or 
certified to perform specified health services consistent with state or 
federal law.  Examples include physicians, dentists, podiatrists, 
independent nurse practitioners, and institutional providers and suppliers 
of healthcare services including behavioral health care organizations. 

Initial Determination The first decision made for prospective or post-service care or services. 
Medical Judgment Issues related to medical necessity, experimental and investigational, 

cosmetic and level of care. It can also include the type of clinical review 
that helps determine if something is subject to a contractual denial (e.g., 
speech therapy). 

Member’s Authorized 
Representative 

An individual representing the member in the appeal or complaint 
process.  For appeals an individual must satisfy at least one of the 
following requirements.  For complaints, an individual must satisfy 
requirement (a) or (b)  

(a) The member has given express written or verbal consent for the 
individual to represent the member’s interests.   

(b) The individual is authorized by law to provide substituted consent 
for a member (e.g., parent of a minor, legal guardian, foster 
parent, someone holding a power of attorney).  

(c) For pre-service, urgent care or concurrent care claims only, the 
individual is an immediate family member of the plan member 
(e.g., spouse, parent, child, sibling). 

(d) For pre-service, urgent care or concurrent care claims only, the 
individual is a primary caregiver of the member. 

(e) For pre-service, urgent care or urgent concurrent care claims 
only, the individual is a health care professional with knowledge 
of the member’s medical condition (e.g., the treating physician). 

 
Exceptions to this process require approval of Regional Counsel. 

One Step Resolution When a Complaint or Appeal is entered into the Complaint and Appeal 
Tracking System (CATS) and all information needed to handle and close 
the case is available, the case can be completed using the One Step 
Resolution process.   

Overturn A reversal of the initial determination or subsequent appeal 
determination.  This may or may not result in the release of additional 
benefits. 

Partial Overturn – 
aka Partial Uphold 

A reversal of a portion of the initial determination or subsequent appeal 
determination.  This may or may not result in the release of additional 
benefits. 

Post-Service Any claim for benefits that are not pre-service. Post service issues are 
not eligible for an expedited process.  This includes:  

• Pharmacy appeals where the service doesn’t require 
preauthorization or prior approval are considered post service 
appeals. Preauthorization for pharmacy includes step therapy, 
formulary exception and prior authorization requirements.  There 
are specific lists for the drugs included in these requirements. 

•  Post service appeals also include rescissions of coverage for all 
plan types and declinations of coverage for individual plans only. 

 
For Pre-Service requests, when the service is rendered during the course 
of the appeal process, the appeal is still completed within the timeframe 
for resolution of a pre-service appeal. 
 
For pre-Service requests that have services rendered prior to subsequent 
appeal requests, the next level of review is handled as a new post 
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service level 1 appeal. 
 
If there is an adverse determination and the service has been rendered 
but we have not received a claim, this is considered a post service 
appeal.  The claim denial is not necessary for an appeal to be a post 
service appeal.   

Potential Quality of 
Care Concern 

A concern raised by anyone internal or external to the health or dental 
plan that requires investigation as to whether the competence3 or 
professional conduct of an individual Aetna network practitioner, 
organizational provider, or vendor adversely affects, or could adversely 
affect, the health or welfare of a member. 

Pre-Certification The prospective process of collecting information prior to inpatient 
admissions and performance of selected ambulatory (i.e., outpatient) 
procedures and services that appear on Aetna’s pre-certification list, plan 
sponsor specific precertification list or SPD and the making of an initial 
determination of benefits for those care or services. 
 
Services on the precert list that require notification only are not denied on 
initial precertification and therefore, generally do not qualify as preservice 
denials. 

Pre-Determination A benefit request made prior to the services being rendered for coverage 
of care or services that are not listed on the national pre-certification list. 
 
 
Note: Pre-determinations are not considered claims for benefits under 
the DOL regulations.  
 
If the service is rendered during the timeframe of the receipt of the pre-
determination request, the request for care or services is no longer 
considered a pre-determination. 
 
Predeterminations are not eligible for appeal. However, once the 
service is rendered; the decision can be appealed but it is no longer 
considered a pre-determination. It follows the post service claim denial 
path.   
For exceptions, see e.policies. 

Pre-Service A benefit request of coverage for care or services where: 
• The terms of the plan state that Aetna must approve in whole or 

part the benefit in advance of the member obtaining the service 
(i.e., services require pre-certification), and 

• The services have not been rendered 
  
Appeals of pre-service are categorized and managed through the Aetna 
pre-service appeal process. 
 
If the service is rendered during the course of the appeal process, the 
appeal is still completed within the timeframe for resolution of a pre-
service appeal. 
 
If the service is rendered prior to subsequent appeal requests, the next 
level of review is handled as a new post service level 1 appeal.  
 
If there is an adverse determination and the service has been rendered 
but we have not received a claim, this is considered a post service 
appeal.  The claim denial is not necessary for an appeal to be a post 
service appeal.   

Prospective Care or services not yet rendered. Prospective services are categorized 
 

3 For purposes of this policy, the term “competence” includes an assessment of clinical management skills. 
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as either a Pre-Determination or Pre-Service (Pre-certification). 
Protected Health 
Information (PHI) 

Information created or reviewed by Aetna that relates to the past, present 
or future physical or mental condition of a member; or to the provision of 
or payment for his/her health care.  PHI is information that either 
identifies, or there is reason to believe that it could be used to identity a 
member 

Quality of Service 
Complaint 

A concern raised by anyone internal or external to the health or dental 
plan indicating that the service the member received was not to the 
member’s satisfaction.  Examples include, but are not limited to rude 
office staff, unsanitary office, long travel distances or an issue with 
services provided by Aetna (e.g. Customer Service and Aetna Specialty 
Pharmacy). 

Regulatory 
Complaint 

A complaint that originates from any state or federal agency concerning 
Aetna’s products and services. 

Relevant Documents A document, record, or other information shall be considered “relevant'' to 
a claimant's claim if such document, record, or other information 
(i) Was relied upon in making the benefit determination; or 
(ii) Was submitted, considered, or generated in the course of making 

the benefit determination, without regard to whether such document, 
record, or other information was relied upon in making the benefit 
determination; or 

(iii) Demonstrates compliance with the administrative processes and 
safeguards required in making the benefit determination; or 

(iv) In the case of a group health plan or a plan providing disability 
benefits, constitutes a statement of policy or guidance with respect 
to the plan concerning the denied treatment option or benefit for the 
claimant's diagnosis, without regard to whether such advice or 
statement was relied upon in making the benefit determination. 

Reporting - 
Complaint and 
Appeal Tracking 
System (CATS) 

Reporting plays a critical role in Aetna’s delivery of best-in-class service 
for handling and responding to member and provider complaints, 
grievances, and appeals. The Reporting Team delivers reports which 
support the data needs of both internal and external constituents, 
including regulatory entities, plan sponsors, and CG&A operational units. 
Reports can be generated using most of the data input into CATS, 
including but not limited to state, appeal category, plan type, who is the 
request on behalf of, provider of service, etc.  Certain data is captured 
systemically and certain data is entered manually.  Data that is entered is 
manually into the system, the system will capture what is manually 
entered and not interface with other systems.  
 

Rescission of 
Coverage 

A rescission of medical coverage means that the member's coverage has 
been terminated back to their original effective date, as if they never had 
coverage with Aetna. A rescission is done only after a lengthy internal 
investigation which involves medical record review, communication with 
the member, establishment of treatment and medical history timelines, 
etc., the outcome of which demonstrates that the member knowingly 
committed fraud or intentionally misrepresented his/her health status 
which materially affected our evaluation of the risk.   

Retrospective 
Review 

Retrospective review is the process of reviewing coverage4 requests for 
initial certification:  

• After the service has been provided or; 
• When the member is no longer inpatient or receiving the service. 

 
4 For these purposes, "coverage" means either the determination of (i) whether or not the particular service or 
treatment is a covered benefit pursuant to the terms of the particular member's benefit plan, or (ii) where a provider is 
required to comply with Aetna's patient management programs, whether or not the particular service or treatment is 
payable under the terms of the provider agreement.  
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o A review initiated while a member is hospitalized is 
considered a concurrent review. 

o A review as the result of a precertification adverse coverage 
determination or claim denial is considered an appeal. 

 
The process of reviewing coverage requests for care or services 
requiring precertification after the care or service has been provided (i.e., 
when the member is no longer inpatient or receiving the care / services). 
Retrospective review includes making coverage determinations for the 
appropriate level of service consistent with the member’s needs at the 
time of service prior to the claim payment process.  

Same / Similar 
Specialty 

A review performed by a board-certified physician with a current, active, 
unrestricted license to practice medicine or a health professional in the 
same or similar specialty who typically treats the medical condition, 
performs the procedure or provides the treatment under review. 
 
The same specialty refers to a practitioner with similar credentials and 
licensure as those who typically treat the condition or health problem in 
question in the appeal. A similar specialty refers to a practitioner who 
has experience treating the same problems as those in question in the 
appeal, in addition to experience treating similar complications of those 
problems. 
 

Uphold To maintain the initial determination or subsequent appeal determination.   
Urgent Care A case involving medical or dental care or treatment where a delay in 

decision-making might seriously jeopardize the life or health of the 
member or jeopardize the member’s ability to regain maximum function; 
or in the opinion of a healthcare professional with knowledge of the 
member’s medical or dental condition, would subject the member to 
severe pain that cannot be adequately managed without the care or 
treatment that is the subject of the appeal 
 

Utilization Review A formal evaluation (preservice, concurrent or postservice) of the medical 
necessity, efficiency or appropriateness of health care services and 
treatment plans. 

 
 

Section III – Complaint Standards 
 

 
 
 

A. Resolution Timeframes 
 
Category Timeframe  
Expedited Complaints5 5 calendar days 
Standard Complaints 30 calendar days 
Executive Complaints 30 calendar days or as outlined in the 

Executive, Legislative and Better Business 
Bureau Complaint Procedure 

Regulatory Complaints Within the state or federal specific timeframe 
or the timeframe indicated by the requestor. 

 
For follow up requests, resolve within the 
timeframe the regulator indicates or 10 

calendar days.  For urgent follow up issues, 

 
5 Expedited complaints will be resolved sooner than stated if required due to a member’s medical or dental condition. 

http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
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contact the requestor for resolution 
turnaround time.   

 
B.  Case Processing  
 

Complaints must be handled in accordance with the standards outlined in the Policy and 
Procedure related to: 

 
1. Acknowledgement letters, if requested or required by state or federal law or regulation  
2. Full and fair review (as described in “C” below) 
3. Resolution time frames (as described in “A” above) 
4. Resolution letter requirements (as described in “D” below) 
5. Record of the complaint and its resolution    
6. Offering of translation of complaint correspondence in the appropriate language 
following federal guidelines. 

 
C.  Full and Fair Review  
 

Complaints must be handled in accordance with the Full and Fair Review standards outlined 
in the Policy and Procedure: 
 

1. Accept complaints from a member or their authorized representative regardless of 
the length of time until the complaint submission. 

2. Evaluate and coordinate investigations with the appropriate Aetna personnel, Subject 
Matter Experts (SME), as necessary including any aspects related to clinical care. 

3.   Allow extensions, as appropriate, when there is a delay in receiving requested 
information which is necessary for the resolution of the issue. 

 
D.  Resolution Letter Requirements 
 

Resolution letters will be sent to the complainant or their authorized representative.   
The required letter components are as follows: 
 
1. A statement of the reviewer’s understanding of the complaint  
2. Notification to the member of the disposition of the complaint 
3. The right of appeal, where required by law or regulation or as applicable. 
4. Content should be limited to the minimum necessary to provide a complete response 

while protecting the privacy of the individuals involved and meeting regulatory 
requirements.  
 

 
 

Section IV – Appeal Standards 
 

A.  General 
 

Levels of Appeal  
Standard 
Aetna’s standard is to offer a two-level appeal process for all Aetna plans except individual 
medical plans.  Individual medical plans only receive one level of appeal for all types of appeals 
based on federal law.  
 
The below appeal process is superseded by any appeal process required by law or regulation, or 
as described in the governing Certificate of Coverage or Summary Plan Description. 

 
B.  Timeframes 
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The appeal resolution timeframes are shown below and are calculated from the date / time the 
appeal is received by Aetna or their designee. 
 

Note: The timeframes noted below are not applicable for Federal Employees Health 
Benefit Plan [FEHBP].  Refer to the FEHB Workflow on the CG&A website for the FEHBP 
timeframes. 

 
 Standard Process (two levels) 

 
Category Level One  Level Two  
Expedited Appeals6 36 hours 36 hours 
Pre-Service Appeals 15 calendar days 15 calendar days 
Post-Service Appeals  30 calendar days 30 calendar days 

 
Individual and One Level Process  

 
 
Category Level One  
Expedited Appeals6 72 hours 
Pre-Service Appeals 30 calendar days 
Post-Service Appeals 60 calendar days7 

 
 
C.  Case Processing 
 

Appeals must be handled in accordance with the following standards: 
 

1.  Timeframes to submit appeals 
2.  Acknowledgement notification as required by state or federal law or regulation or plan 

document  
3.  Full and fair review (as described in “D” below) 
4.  Case investigation / decision timeframes 
5.  Resolution letter timeframes 
6.  Resolution letter contents (as described in “E” below) 
7.  Record of the appeal and its resolution 
8. Offering of translation of appeal correspondence in the appropriate language following 

Federal regulation. 
 
 

D.  Full and Fair Review  
 

Appeals must be handled in accordance with the Full and Fair Review standards outlined in 
the Policy and Procedure: 
 
1. Allow a member or a member’s authorized representative 180 calendar days to submit a 

level one appeal after receipt of the notification of an initial adverse determination.   
2. Allow a member or a member’s authorized representative 60 calendar days to submit a 

level two appeal after receipt of the level one appeal resolution letter, when applicable. 
3. Allow any active member to submit an appeal on behalf of their covered spouse or 

dependent child. 
a. If the requestor does not meet the definition of an authorized representative 

process the appeal; however, provide a response only to the member who is the 
subject of the appeal. 

 
6 Expedited appeals will be resolved sooner than stated if required due to a member’s medical 
condition. 
 

http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/workflows/pp_workflows.htm
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4. Provide members or their authorized representatives the opportunity to submit written 
comments, documents records, and any other information relevant to the member’s 
appeal. 

5. Take into account the substance of the appeal and all comments, documents, records 
and other information submitted by the appealing party without regard to whether such 
information was submitted or considered in the initial benefit determination. 

6. Ensure that all documentation necessary to complete a review has been requested and 
taken into account including anything received after the appeal request but prior to 
resolution of the appeal.   

7. Complete reviews that do not afford deference to the initial adverse benefit determination 
or subsequent adverse determinations and that are conducted by individuals not involved 
in the initial determination process or subsequent adverse determinations (– handling – 
prep, etc,) or a subordinate of that person who rendered the initial determination or 
subsequent adverse determination. 

8. Coordinate appropriate expertise of the appeal decision maker(s): 
a. Coordinate case investigations with the appropriate Aetna Subject Matter Experts 

(SME) as necessary to assure issues are properly evaluated, including any 
aspects related to clinical care. 

b. Consult with health care professionals (board certified as necessary) who have 
appropriate training and experience in the field of medicine (Same/Similar 
Specialty) for review of appeals of any adverse determination that is based in 
whole or in part on medical judgment, including determinations with regard to 
whether a particular treatment, drug or other item is experimental, investigational, 
or not medically necessary or appropriate. This consultation is performed during 
the final level of appeal (if there is only one level of appeal available, it would be 
done at that level, otherwise it is done at the second level of appeal), with the 
exception of Behavioral Health (which will continue to be performed during the 
first level of appeal).  

c. Convene committee/panel reviews, as required by regulation or plan documents. 
d. Allow extensions upon member request if they are unable to meet the panel 

review timeframe.  
9. Expedite appeal investigations and resolution notices for urgent care, including urgent 

concurrent care and/or services. 
10. Allow extensions, as allowed by federal regulations, when the appellant voluntarily 

agrees to the extension. 
11. Continue coverage of previously approved services pending the outcome of the appeal. 
12. On the final level of appeal, allow the appellant the opportunity to review any new 

information reviewed prior to making the final adverse determination.  
13. Provide members or their authorized representatives, upon request and free of charge, 

reasonable access to, and copies of, all documents, records and other information 
relevant to the member’s claim for benefits.  

14. Appeal reviewers do not receive incentives for their reviews / decisions and do not 
discriminate against anyone when making determinations. 

15. Notify the appellant of all appeal information in a culturally and linguistically appropriate 
manner as required by regulations to ensure meaningful access to notifications.  

16. Allow appellant to request an explanation in writing why Aetna determined that it met the 
criteria of strict adherence to the Affordable Care Act.  Aetna will respond to that request 
within 10 days.  

  
Committee Review  
Aetna provides committee reviews for appeals when required by a state or federal law or 
regulation or when a committee review process is included in the governing certificate of 
coverage/summary plan description.   

 
Committee Composition 
The committee composition will be based on the state or federal mandate or requirement or as 
outlined in the governing certificate of coverage/summary plan description.  In the absence of 
such requirements, it will be comprised of a minimum of three plan representatives.  If the 
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determination, in whole or part, involves medical judgment, there will be at least one plan Medical 
Director.  
 
Member Rights for Committee Review 
During a committee review, a member is entitled to: 

• Participate in the review 
• Present their case in writing or directly to the committee 
• Submit supporting material both before and during the review meeting 
• Choose someone to assist them, this person may be an attorney 

 
E.  Resolution Letter Requirements 
 
Resolution letters will be sent to the appealing party and the provider and the facility (when 
applicable).  The required letter components are as follows: 
 
1) Approvals (overturns) 

a) A statement of the reviewer’s understanding of the pertinent facts of the appeal 
(description of the health/dental care service/claim). 

b) An explanation of the decision, including any instructions and/or payment information in 
easy-to-understand language that a layperson would understand and which does not 
include abbreviations or acronyms that are not defined or health care procedure codes 
that are not explained. 

 
 
2) Denials (full and partial)  

a) A statement of the reviewer’s understanding of the pertinent facts raised / submitted by 
the appellant (description of the health or dental care service / claim). 

b) Date of service, provider of service, amount of the claim and denial codes and their 
descriptions, when applicable to the case.  Disclaimer that the ICD9/ICD10 or procedure 
code information is available upon request.  

c) Evidence or documentation used for the basis of the decision.  
d) The decision in clear terms in easy-to-understand language, including a complete 

explanation of the grounds for the denial written in plain language that a layperson would 
understand and which does not include abbreviations or acronyms that are not defined or 
health care procedure codes that are not explained. 

e) A statement explaining the status of claims that are not eligible for reimbursement and 
have already been processed.   

f) An explanation of the scientific or clinical judgment for the determination, applying the 
terms of the plan to the member’s medical or dental circumstances in easy-to-understand 
language including a complete explanation of the grounds for the denial written in plain 
language that a layperson would understand and which does not include abbreviations or 
acronyms that are not defined or health care procedure codes that are not explained..  

g) The specific rule, guideline, protocol or other similar criterion that was relied upon in 
making an adverse determination 

h) A statement that a copy of the rule, guideline, protocol or other similar criterion will be 
provided free of charge to the member upon request. 

i) The specific plan provisions on which an adverse benefit determination is based. 
j) The body of the letter must include the information noted below.  Note:  the signature line 

of the letter does not meet the intent of the requirement for titles and qualifications.   
k) For a benefit appeal, the title of each reviewer, OR 

i) For medical necessity appeals, the title and qualifications of individuals who 
participated in the decision making process – including the specialty of each clinical 
reviewer 

ii) Specifically state that the individual(s) participated in the appeal review and that 
specific names are available upon request. 

l) A statement that the member is entitled to receive, upon request and free of charge, 
reasonable access to and copies of, all documents, records, and other information 
relevant to the member’s appeal. 

m) A description of further appeal rights, if applicable, including time frames and how to file. 
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n) The following statement: “If you do not agree with the final determination on review, you 
have the right to bring a civil action under Section 502(a) of ERISA.”  
Note:  This does not apply to plans that are not required to follow ERISA guidelines. 

o) The availability of external review and how to request it, if applicable 
i) include the right to obtain additional information related to external review. 
ii) include a statement that the member is not responsible to bear cost of the external 

review. 
p) Offer of assistance by the applicable State Ombudsman program following Federal 

regulation 
q) Content should be limited to the minimum necessary to provide a complete response 

while protecting the privacy of the individuals involved and meeting regulatory 
requirements.  

r) The following statement: 
i) Fully insured  

(a) “You and your plan may have other voluntary alternative dispute resolution 
options, such as mediation.  One way to find out what may be available is to 
contact your local U.S. Department of Labor office and your State insurance 
regulatory agency.” 

ii) ASC (self insured) 
(a) “You and your plan may have other voluntary alternative dispute resolution 

options, such as mediation. One way to find out what may be available is to 
contact your Plan Administrator or your local U.S. Department of Labor 
Office." 

 
Related Materials 
Policies • External Review Policy 

• Privacy Complaints and Sanctions Policy 
• Provider Complaint and Appeal Policy 
• Records Retention and Management Policy 
• Review of Potential Quality of Care Concerns Policy 
• State-Specific External Review Policies  
• State-Specific Member Complaint and Appeal Policy Addenda 

Procedures • Dental Member Complaint Procedure 
• Dental Member Appeal Procedure  
• Member Appeal Procedure When the Plan Sponsor is the Claim Fiduciary 
• Member Complaint Procedure 
• Member Complaint and Appeal - Authorized Representative Procedure 
• Regulatory Complaint Procedure 
 

https://teams.sp16.aetna.com/sites/NCAUToolbox/ero/SitePages/Home.aspx
http://aetnet.aetna.com/hipaa_asp/privacy_policies_list.htm
http://aetnet.aetna.com/hipaa_asp/privacy_policies_list.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_providers.htm
https://aetna.unily.com/sites/record-retention/SitePage/515366/records-retention-schedule
http://aetnet.aetna.com/quality_mgmt/polpro/Table%20of%20Contents.htm
https://teams.sp16.aetna.com/sites/NCAUToolbox/ero/SitePages/State%20Specific%20Legislation.aspx
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_state_policy.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/policies/pp_members.htm
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Related Tools • Addressing Appeal Resolution Letters Guidelines 
• Voiance Language Line 
• Certificates of Coverage (COC) Summary Plan Descriptions (SPD) or Summary of 

Coverage (SOC)  
• State Specific Member Appeal Processing Guide 
• Claim Fiduciary Chart 
• Documentation Guidelines 
• Federal Employees Health Benefit Program (FEHB) Workflow 
• Instructions for Identifying Plan Sponsor Claim Fiduciary Process 
• Lack of Information Workflow 
• Language Translation Workflow 
• Member Electronic Imaging Workflow 
• Plan Sponsor Tool 
• Receiving Calls from Members with Limited English Proficiency 
• Resolution Team Routing Guide  
• Request for Relevant Documents Workflow 
• Roles and Responsibilities Summary 
• Panel Hearing Workflow  
• Member Letter Selection Guides 
• NCM 505-01 Denial of Coverage 

 
 
Approval to Implement: 
 

Review Council/Policy Committee Signature Designee: 
 

Signature on file       Date  
       
Shannon Thomas                    03/03/2020   

http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/guidelines/pp_guidelines.htm
https://www20.aetna.com/nco/claim_call/ePolicies/content/Language_Translation
https://www20.aetna.com/nco/claim_call/ePolicies/content/Language_Translation
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/guidelines/tr_state_guide.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/guidelines/tr_cf_proc_level.htm
http://aetnet.aetna.com/complaint_appeals/quality/quality_tools.htm
http://aetnet.aetna.com/complaint_appeals/quality/quality_tools.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/workflows/pp_workflows.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/docs/instructions_identifying_ps_fid_process.doc
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/workflows/pp_workflows.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/workflows/pp_workflows.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/workflows/pp_workflows.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/docs/electronic_imaging_workflow_current.doc
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/docs/electronic_imaging_workflow_current.doc
https://www20.aetna.com/ps_tool/
https://www20.aetna.com/nco/claim_call/ePolicies/content/Race_Ethnicity_and_Lang_Preference/RaceEthnicityLanguage_POL.html
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/docs/resolution_team_routing_guide_current.xls
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/workflows/pp_workflows.htm
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/docs/roles_and_responsibilities_summary_current.doc
http://aetnet.aetna.com/complaint_appeals/policy_prgm_mgmt/workflows/pp_workflows.htm
http://aetnet.aetna.com/complaint_appeals/letters/letters_main.htm
http://aetnet.aetna.com/complaint_appeals/letters/letters_main.htm
https://quickbase.aetna.com/up/be5raaaev/g/rc8/ek/va/NCM505-01_DenialCoveragePolicy.doc
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