
  
 
 
 
 
December 15, 2022 
 
Submitted Electronically to: NCVHSmail@cdc.gov   
 
Richard Landen and Denise Love, Co-Chairs 
National Committee on Vital and Health Statistics (NCVHS) 
Subcommittee on Standards 
CDC/National Center for Health Statistics 
3311 Toledo Road 
Hyattsville, MD 20782-2002 
 
RE: RFC on X12 and CAQH CORE Proposals 

Dear Mr. Landen and Ms. Love: 

Patients deserve high-quality, equitable, and affordable care, with everyone working together. 
This requires safe, efficient sharing of data that patients, their care teams, and their health 
insurance providers need to make informed health care decisions.  AHIP1 appreciates the 
opportunity to provide input to the Subcommittee as you discuss recommendations to the 
Department of Health and Human Services (HHS) on adopting proposed updated standards from 
X12 and proposed updated and new operating rules from the Committee on Operating Rules for 
Information Exchange (CAQH CORE).  
Our member health insurance providers are committed to offering coverage for consumer-centric 
care that helps maintain wellness and improve health outcomes. Data and technology are integral 
to our members’ offerings, allowing them to furnish patients and their doctors with the 
information they need to make informed health care decisions. Health Information Technology 
(HIT) is rapidly evolving, and we appreciate the need to ensure a lack of or outdated standards 
do not hamper efforts to improve the flow of data and reduce the burden of current processes on 
all stakeholders.  However, we must also balance innovation with the value of standardization 
and the effort required to implement updated standards and rules. We urge the Subcommittee to 
preserve what is working in the current standards while allowing stakeholders the flexibility 
needed to innovate and meet the transparency and interoperability requirements outlined by the 
Centers for Medicare and Medicaid Services (CMS) and the Office of the National Coordinator 
for Health Information Technology (ONC). With that perspective in mind, we are pleased to 
share the following feedback on the potential updates.  

 
1 AHIP is the national association whose members provide health care coverage, services, and solutions to hundreds 
of millions of Americans every day. We are committed to market-based solutions and public-private partnerships 
that make health care better and coverage more affordable and accessible for everyone. 
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Updated X12 Transaction Standards 
Costs  
If organizations have conducted analyses of the cost impact to implement the updated X12 
version 8020, NCVHS requests their input on the relative potential costs and if updated 
transaction implementation guides provide a net positive value.  
Comments:  
AHIP member health insurance providers report that they have not conducted analyses of the 
updated X12 version 8020 transactions as there are too many unknown variables at this stage, 
thereby impeding any efforts to conduct accurate cost impact estimates. Our members indicate 
that cost impacts are dependent on the actual changes proposed through a notice of proposed 
rulemaking (NPRM) and that they will conduct cost assessments once that is published. For 
example, the NPRM will recommend the most recently published version, which may be 
different from the version currently being analyzed; systems may change between now and the 
rulemaking stage; and costs will hinge on whether there is more than one allowable version. 
We recommend that NCVHS provide additional time to learn from anticipated pilot testing and 
implementation plans before submitting cost and value estimates. 
Operational Impacts 
NCVHS seeks comment on whether organizations have conducted an operational assessment or 
workflow analysis of the impact of transitioning to the updated X12 8020 claims and remittance 
advice transactions. If so, it requests comment on what process improvements organizations have 
identified would result from implementation of the updated versions of any of the updated 
transactions. 
Comments:  
We have heard from a few AHIP member plans that they intend to conduct operational 
assessments once the NPRM is published. However, at this time, we do not have any operational 
assessment or workflow analysis to provide.  
XML Schema 
X12 has indicated that each of the X12 implementation guides included in their recommendation 
has a corresponding XML schema definition (XSD) that supports the direct representation of the 
transaction using XML syntax. In its letter to NCVHS, X12 noted that it mechanically produces 
these representations from the same metadata used to produce the implementation guide. X12 
recommends that HHS permit both the 8020 EDI Standard representation (the implementation 
guide) and the XML representation, and that both be named in regulation as permissible 
syntaxes. It requests comment on the proposal to adopt the 8020 EDI and the XML 
representation as permitted syntaxes.  
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Comments: 
Standards should not be limited to XML. X12 FHIR crosswalks assist with newer technology so 
that these tables may be included within HL7 FHIR implementation guidance (i.e., Prior 
Authorization Support, Clinical Data Exchange). Any alternate format should consider FHIR, 
which allows representation in multiple formats natively. HL7 FHIR includes other syntax that 
entities would like to include (i.e., JSON). If there are multiple syntax allowed, they should be 
semantically interoperable. 
FHIR Crosswalks 
X12 indicated that it intends to provide FHIR crosswalks for the proposed X12 version 8020 
transactions (claims and remittance advice) submitted for consideration in time for inclusion in 
the rulemaking process. NCVHS solicits comment on how FHIR crosswalks would apply to the 
implementation of the HIPAA claims and remittance advice transaction standards. 
Comments: 
Dependable mapping would be helpful for implementing entities, may decrease the costs 
incurred by stakeholders, and ideally would enable more rapid, efficient development.  
We note that everything must be fully built and tested. FHIR transactions are under rapid 
development and change, including many changes as entities transition from R4 to 5. Thus, it is 
imperative the X12 and HL7 work together to ensure accurate and robust mapping.  
Unique Device Identifier (UDI) 
NCVHS request input on the additional value, if any, that the device identifier (DI) and UDI 
provide as data elements in the updated version of the X12 claim transaction. 
Comments:  
Inclusion of specific device information on claims provides opportunities for additional data 
analysis. This allows stakeholders to uniquely identify a device and tie it to specific members to 
track patient outcomes, device defects, and recalls, ideally improving member experience. 
However, we note, primary responsibility for device recall activity should remain with 
manufacturers. 
Alternative Payment Models (APMs) 
NCVHS request input on whether the X12 version 8020 supports APM and value-based 
purchasing (VBP) claims. 
Comments: 
VBP claims use the same set of data as non-VBP claims, thus the 8020 version would inherently 
support VBP. APM support is provided by use of existing claim data elements, e.g., diagnosis 
codes, procedure code, provider identifiers, etc. 
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Implementation Timeframe  
NCVHS request comment on the ideal time frame for the adoption and implementation of new 
versions of standards, and of their implementation, e. g. does the window need to be longer than 
two years from the publication date of a final rule? Past practice generally stipulated a January 1 
implementation date; previous testimony to NCVHS indicated going live on January 1 could be 
problematic to some implementing organizations. What date (i.e., month/day) might be better for 
as the implementation date, (i.e., the close of the implementation window)? 
Comments:  
AHIP strongly encourages an implementation window of at least two years (three years for small 
plans) after publication of the final rule. We recommend inclusion of a safe harbor in case testing 
issues arise.  
We appreciate that NCVHS is seeking feedback on operational details, such as what 
implementation start date should be used and whether January 1 or an alternative date is ideal. 
Our members report that an alternative date, rather than January 1, may be preferrable due to the 
number of program and other changes that go live at the first of the year. If an alternative date is 
selected (e.g., April 1), AHIP recommends that the two-year implementation window be 
maintained and not truncated due to any staggered start date.  
AHIP recommend that Recommend entities have the option, as a voluntary practice to adopt 
concurrent standards. Mandating use of both version 8020 and version 5010 would require 
additional maintenance, resulting in unnecessary burden for health insurance providers.  
Simultaneity 
NCVHS requests input on what, if any, are the data impacts, limitations or barriers of using the 
version 8020 of a claims or remittance advance standard transaction while using version 5010 of 
any of the other mandatory transactions, e.g., claim status, eligibility, coordination of benefits, 
enrollment and disenrollment, authorizations and referrals and premium payment? 
Comments: 
Newer X12 versions tend to address unique claim scenarios and data needs. Plans may not be 
able to fully support the return of needed information on response transactions in a compliant 
manner. For example, the 837 8020 supports additional business scenarios that would benefit 
from use of the 8020 277CA that supports return of additional information beyond standard code 
set values. Plans would lose that opportunity early in the implementation of 8020 837 if forced to 
use an older version of a transaction.  
Transactions that are closely aligned should use a similar implementation schedule to ensure data 
elements that can be “discussed” are consistent. For instance, following X12’s paired 
transactions at the same version would be required (e.g., Claims, Remittance and COB would 
need to be in the same version).  
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Specifically, if the provider and the first payer are operating at the elevated version level and the 
processed claim information needs to be sent to a third organization that is operating on the 
previous (non-backwards compatible) version, it is unknown the ramifications to the ecosystem. 

 
CORE Operating Rules 

CAQH CORE Eligibility & Benefits (270/271) Single Patient Attribution Data Content 
Rule vEB.1.0 
The CAQH CORE Eligibility and Benefits Single Patient Attribution Data Rule was approved in 
December 2020 to enable provider notification of an attributed patient under a value-based care 
contract within the eligibility workflow. Specifically, the rule requirements:  

• Build upon the existing CAQH CORE Eligibility & Benefits (270/271) Operating Rule 
Set,  

• Establish a foundation for exchange of explicit attribution status and effective dates of 
attribution for each of the CORE service type codes required when an X12 270 Request 
is submitted,  

• Require the development of specific written instructions and guidance for providers 
regarding implementation of the operating rule,  

• Specify the data extracted from an X12 271 Response must be displayed to the end user 
using human-readable text (i.e., Attribution Status: Yes; Attribution Status: No, etc.) to 
ensure clarity.  

Comments:  
Attribution rules may vary by model and some of this information may not be contained in 
current eligibility systems. The majority of value-based care arrangements currently use 
retrospective attribution methods to assign patients to providers based on claims data, thus the 
status is not known until after the year in which the services were provided closes.  Other 
arrangements may prospectively identify the provider responsible for care (this could be based 
on purchase of a certain product, asking patients to choose, and other analytic methods), in which 
case a population level list of patients is furnished to the providers at the start of the period.  
Payers already have established methods to communicate to providers which patients are 
attributed to them, and a patient-by-patient check is not useful in either of these cases.  
While some programs use tentatively attributed patient lists that are later reconciled, they are 
only refreshed semi-annually or quarterly. The resulting patient panels do not change with 
enough frequency to require re-running the analytics behind these files on a daily basis. Thus, 
implementation of individual enrollee status checks like envisioned in these operating rules 
would only refer back to the last run file that could be almost a quarter old. Moreover, 
implementation will likely require more cost and burden than benefit.  
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Additionally, under the new rule, payers will all be impacted by the requirement to return 
maximum and remaining benefit for 10 service types.  These requirements would require 
changes to payer, provider, EMRs, clearinghouses systems that capture the information and 
create and receive the response. Furthermore, the support of procedure code inquiries and the 
evaluation of the procedure code to a service type would require significant changes to payer 
systems to respond at a procedure code level and map procedure codes to service types or vis 
versa. As such, AHIP asks NCVHS to recommend against adoption of this rule and permit 
payers to rely on existing systems customized to the specification of their contracts with 
providers.   
Companion Guides 
Comments:  
Currently the CORE companion guides are burdensome to create and may be of limited value.  
AHIP recommends NCVHS work with CAQH CORE to simplify and streamline the companion 
guides.   
CAQH CORE Connectivity Rule vC4.0.0  
The CAQH CORE Connectivity Rule vC4.0.0 was updated in December 2020 to establish a 
method to facilitate exchange between administrative and clinical data systems, with the goal of 
fostering greater interoperability. Specifically, the updates to the rule:  

• Add support for the exchange of Attachments transactions. 

• Specify TLS 1.2 or higher for security and add OAuth 2.0 as an authorization standard to 
modernize the security requirements.  

• Provide support for REST for X12 and non-X12 exchanges using JSON to exchange 
REST messages. 

• Establish support for specific HTTP Methods, HTTP Error/Status Codes, and 
specifications for REST error handling.  

• Set API Endpoint Naming Conventions. 
Comments:  
The updated connectivity rule references utilizing HL7 Fast Healthcare Interoperability 
Resources® (FHIR®) for exchange.  However, the current FHIR Implementation Guides (IGs) 
also address these aspects.  We recommend NCVHS work with HL7 to crosswalk the FHIR IGs 
and the updated Connectivity rule to ensure consistency.  NCVHS should encourage CAQH 
CORE and HL7 to ensure alignment and harmonization in the connectivity rules and FHIR IGs. 
We also strongly encourage NCVHS to work with CMS on alignment of the updated attachments 
proposed rule, which we anticipate will be released soon. 
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Attachments Prior Authorization Infrastructure and Data Content Rules (vPA.1.0) and 
Attachments Health Care Claims Infrastructure and Data Content Rules (vHC.1.0) 
CAQH CORE has proposed infrastructure and data content operating rules for Prior 
Authorization and health care claims.  
The CAQH CORE Attachments Infrastructure Rules for prior authorization and health care 
claims were approved in February 2022 and apply to the conduct of attachments sent via the X12 
v6020X316 275 and additional documentation sent without using the X12 275 transaction. 
Specifically, the rule requirements:  

• Set a minimum amount of time that systems must be available to receive and send data 
(90 percent per calendar week) and the ability to track and report system downtimes. 

• Allow optional use of an additional 24 hours of quarterly downtime to facilitate larger 
system migrations and updates. 

• Require use of acknowledgements to ensure the transaction has been received and will be 
addressed. 

•  Lay out a common format that entities must use when providing information about their 
proprietary data exchange systems via “companion guides”.  

• Establish minimums for document size and amount of data that must be supported. 

• Provide support for the most recent version of CAQH CORE Connectivity.  

• Establish electronic policy access requirements so services requiring additional 
documentation to adjudicate the claim are easily identifiable (Health Care Claims only). 

The CAQH CORE Attachments Data Content Rules were approved in February 2022 and apply 
to the conduct of attachments sent via the X12 v6020X316 275 and those sent without using the 
X12 275 transaction. The rules address the reassociation or linking the attachment with the 
original prior authorization or claim transaction.  
Specifically, the rule requirements:  

• Require specific codes and reference data including Code EL to streamline the 
reassociation of a prior authorization or claim submission to an attachment, reducing the 
need for manual intervention.  

• Establish the use of common CORE Connectivity Headers and data elements when 
sending additional documentation with the X12 275 transaction and when using nonX12 
payloads. 

•  Require that the appropriate LOINC must be used to request the most specific additional 
information. 
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Comments:  
AHIP has concerns about the potential burden associated with adopting these content rules at this 
time.  AHIP supports of the adoption of attachment standards.  However, it is premature to adopt 
operating rules prior to the adoption of standards.  We recommend NCVHS not recommend 
adoption of the operating rules at this time and instead seek public comment after the relevant 
standards have been proposed.   
We do note that as written the operating rules will be burdensome and costly to implement. For 
vHC.1.0 rule, the requirements for service level 271 responses will be challenging.  We note the 
FHIR version of the 270/271 could allow for more flexibility. Similarly, for the vPA.1.0 rule, 
listing the exact service will require the provider to have sufficient detail.  This will be expensive 
to build into workflows.  Moreover, CMS has recently released the Advancing Interoperability 
and Improving Prior Authorization Processes proposed rule.  CMS has proposed the 
development of a FHIR-based Prior Authorization Requirements, Documentation and Decision 
(PARDD) API that automates the process for providers to determine if prior authorization is 
necessary, what information is required, and facilitates the electronic exchange of both the 
request and the response. While we recognize these requirements would only apply to plans in 
federal program, we caution that we should proceed cautiously for different requirements for 
different insurance product lines.  NCVHS should work with stakeholders to identify when it 
may be most appropriate to use FHIR standards, when X12 standards may be more appropriate, 
and when either could be used.  
Conclusion 
Thank you for the opportunity to provide input on the important issue. If you have any questions, 
please contact me at (202) 778-3246 or at dlloyd@ahip.org.  
 
Sincerely, 
 

 
 
Danielle A. Lloyd 
Senior Vice President, Private Market Innovations & Quality Initiatives  
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