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• Introduction

• Administrative Simplification: Affordable Care Act (ACA) Section 1104
• Overview of CAQH CORE Operating Rules

– Operating Rules Support Standards
– CAQH CORE Operating Rules Development
– Voluntary CAQH CORE Certification

• Perspectives from:
– A Health Plan, including an overview of the CORE Phase I and II Rules
– A Clearinghouse
– A Provider View

• Navigating the Transition Collaboratively

• Key References

Session Topics
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• Describe the importance of the Affordable Care Act (ACA) Section 1104 and the role
of national operating rules in simplifying and streamlining administrative processing
for all stakeholders

• Acquire an understanding of the CAQH CORE Phase I and Phase II CORE
Operating Rules for Eligibility for a Health Plan and Health Care Claim Status
transactions

• Provide examples of how healthcare operating rules are working in unison with both
healthcare and industry-neutral standards

• Develop an understanding of how operating rules extend beyond health plans to
secure improved health plan – provider alignment and enhance operational
efficiencies

Today’s Learning Objectives

4

Administrative Simplification:

Patient Protection and Affordable Care Act (ACA)

Section 1104
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Administrative Simplification: ACA Section 1104

Section 1104 of the ACA (H.R.3590)
‘…Establishes new requirements for administrative transactions that will improve the utility
of the existing HIPAA transactions and reduce administrative costs’ [CMS-0032-IFC]*

Highlights
• Updated initial August 2000 HIPAA regulation for transaction standards and code sets

given world has significantly changed and unnecessary healthcare costs/burden must
be removed from the system

• Requires the Department of Health and Human Services (HHS) to appoint a “qualified
non-profit entity” to develop of a set of operating rules for the conduct of electronic
administrative healthcare transactions

• Administrative and financial standards and operating rules must, e.g.
− Enable the determination of eligibility and financial responsibility for specific services prior to or

at the point of care
− Be comprehensive, requiring minimal augmentation
− Provide for timely acknowledgment, response, and status reporting

• HIPAA covered entities, and business associates engaging in HIPAA standard
transactions on behalf of covered entities, must comply

• Health plans must file a statement with HHS confirming compliance; financial penalties
for health plans are significant

* CMS Interim Final Rule (IFR) [CMS-0032-IFC]
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ACA: Mandated Operating Rule Approach

July 2011
Eligibility and
Claim Status

July 2012
Claims payment/

advice and
electronic funds

transfer
(plus health plan ID)

2013

July 2014
Enrollment,

Referral
authorization,
attachments,

etc.

2015 2016

Adoption deadlines to finalize operating rules

Operating rule writing and mandated implementation timeframe per ACA legislation

Notes:
(1) NCVHS is the body designated by HHS to make recommendations regarding the operating rule authors

and the operating rules.
(2) Statute defines relationship between operating rules and standards.
(3) Operating rules apply to HIPAA covered entities but penalties only apply to health plans.
(4) Per statute, documentation of compliance may include completion of end-to-end testing.

January
2013

January
2014

January
2016Effective dates to

implement operating rules
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Section 1104: Current Milestones of Eligibility & Claim Status

Sept. 30, 2010: NCVHS
Recommendation to HHS on

Qualified Nonprofit Entities and
Rules

December 2010: Update to NCVHS
on Phase I and II CORE

Enhancements

Highlights

• Phase I and II CORE Operating Rules plus selected
enhancements were recommended by NCVHS

• CMS Interim Final Rule (IFR) with comment published
in Federal Register on July 8; industry comments
received through Sept 6

• Key concepts include:
– HHS determined “…CAQH CORE is qualified to be the

operating rules authoring entity for non-retail pharmacy...”
– Requires adoption of the CAQH CORE Phase I and II

Operating Rules (updated for v5010) except for
Acknowledgements

– Highlighted CAQH CORE certification is voluntary

For a PowerPoint overview of the CORE Phase I and II
Operating Rules see HERE

For entities seeking a walk through of the CORE Phase I and II
Operating Rules or with questions, email CORE@caqh.org

Sept. 6, 2011: Comment Period Ends

July 2010: NCVHS Hearings on
Qualified Nonprofit Entities for

Mandated Operating Rule
Development; CAQH CORE
application submitted Aug.16

June 30, 2011: CMS releases
Interim Final Rule

CMS to Release Eligibility and Claim
Status Final Rule by Dec. 31, 2011

8

CAQH CORE: Key Substantive IFR Comment Areas

• Commend HHS for recognizing the valuable role of operating rules in achieving
administrative simplification and for adopting the CAQH CORE Phase I and II
Operating Rules (IFR clearly outlines scope of operating rules*)

• Adopt CAQH CORE Phase I and II Operating Rules for Acknowledgements to
improve workflow and fully achieve ROI

• State the strong support of your organization for all of the included CAQH
CORE Phase I and II Operating Rules (as the operating rules only achieve full
ROI when used together)

• Encourage prompt issuance of a slightly modified Final Rule

• Support the concept of national operating rules and best practice sharing

• Formally name CAQH CORE as an operating rule authoring entity
• Recommend that CMS consider naming CAQH CORE as the single operating

rule authoring entity for medical transactions

• Voice support for the voluntary CAQH CORE Certification process

*Federal Register, July 8, 2011: page 40495, Section 162.103 Definitions
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Section 1104: Milestones for Electronic Funds Transfer
(EFT) & Electronic Remittance Advice (ERA) Rules

December 2010: NCVHS
Subcommittee on Standards held

Hearings
on EFT and ERA; Authoring entity

applications due Jan. 31, 2011

July 2012: ERA and EFT Rule
Adoption Deadline

Highlights
• In December 2010, three organizations proposed to be

authors for the ACA EFT and ERA operating rules including
CAQH CORE; ten organizations provided testimony regarding
next steps for EFT and ERA operating rules

• CAQH CORE and NACHA - The Electronic Payments
Association proposed to work in collaboration to meet the
needs of the ACA for EFT and ERA
– Healthcare and financial industry operating rules would complement

one another
• February 17, 2011: NCVHS recommended NACHA as

healthcare EFT SDO and its ACH CCD+ standard format
– Data and dollars flow separately

• March 23, 2011: NCVHS recommended CAQH CORE be the
authoring entity in collaboration with NACHA
– Vetted rules submitted to NCVHS on August 1, 2011
– CAQH CORE to establish mechanisms for greater direct

engagement of SDOs, and broader provider participation
– Clarify the scope, focus and limitations between operating rules and

standards

• April – Fall 2011: CAQH CORE EFT & ERA Operating Rule
development via the EFT & ERA Subgroup and Rules Work
Group

2011: CMS may move forward
with IFR informed by NCVHS

2011: NCVHS hearings to review
draft rules and policy issues

Feb. 9 & 10, 2011: NCVHS Meeting
to discuss applications and Issuance

of NCVHS recommendations to
HHS in February and March

10

CAQH CORE will maintain voluntary
CORE Certification and
contribute to ACA dialog

Compliance and ACA Section 1104

ACA Administrative Simplification Requirements

Background: Applies to all HIPAA covered entities.
Requires health plans to demonstrate compliance
with applicable HIPAA standards and associated
operating rules, references concepts of certification
and testing, and notes penalties only apply to health
plans not all covered entities.

Status: HHS has not issued specific guidance on
how plans will demonstrate compliance with the
CMS. CMS Interim Final Rule (IFR) with comment
for eligibility and claim status transactions
emphasized that the current CORE Certification
process is voluntary and noted that HHS will
develop a process to verify health plan compliance
with the mandated rules.

CORE Certification:

• Provides all organizations across the trading
partner network (e.g., health plans, vendors,
clearinghouses, providers) useful, accessible,
and relevant guidance in meeting obligations
under the CORE rules

• Encourages trading partners to work together
on data flow and content needs

• Offers vendors practical means for informing
potential and current clients of what health
plans are offering operating rules

• Achieves maximum ROI because all entities in
data exchange follow the rules; once CORE-
certified, need to follow rules to all trading
partners
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CORE Operating Rule Development

12

Committee on Operating Rules for Information Exchange

• CAQH CORE is a multi-stakeholder collaboration developing industry-wide
operating rules, built on existing standards, to streamline administrative
transactions
– Integrated model: Rule writing, certification and testing and outreach/education

• Mission: To build consensus among healthcare industry stakeholders on a set of
operating rules that facilitate administrative interoperability between health plans
and providers
– Enable providers to submit transactions from the system of their choice (vendor

agnostic) and quickly receive a standardized response from any participating
stakeholder

– Enable stakeholders to implement in phases that encourage feasible progress in
resolving industry business needs while minimizing barriers to adoption

– Facilitate stakeholder commitment to, and compliance with, CORE’s long-term vision
– Facilitate administrative and clinical data integration

• CAQH CORE is not:
– Replicating the work being done by standard-setting bodies, e.g., ASC X12, HL7,

OASIS, W3C
– Developing software or building a database
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What are Operating Rules?

• The Patient Protection and Affordable Care Act (ACA) defines operating rules as “the
necessary business rules and guidelines for the electronic exchange of information that
are not defined by a standard or its implementation specifications”

– Operating rules address gaps in the standards, help refine the infrastructure that supports data
exchange and recognize interdependencies among transactions and the range of standards

• Prior to CORE, national operating rules for medical transactions did not exist in
healthcare outside of individual trading relationships

– Current healthcare operating rules build upon a range of standards – healthcare specific and
industry neutral – and support national HIT agenda

• Operating rules encourage an interoperable network and, thereby, can allow providers to
use the system of their choosing – they are used by many other industries

• CORE Operating Rules are a floor, not a ceiling; entities can go beyond the CORE
Operating Rules, e.g., faster real time response; more data

Operating Rules:
Key

Components

Transmission
standards and

formats

Response timing
standards

Error resolutionException
processing

Rights and
responsibilities of

all parties

Security Liabilities

14

Operating Rules and Standards Work in Unison:
Both are Essential

• Operating rules should always support standards – they already are being adopted
together in today’s market

• Benefits of operating rules co-existing and complementing standards are evidenced in
other industries
– Various sectors of banking (e.g., credit cards & financial institutions)
– Different modes of transportation (e.g., highway & railroad systems)

• Current healthcare operating rules build upon a range of standards
– Healthcare-specific standards, e.g., require non-mandated aspects of v4010/v5010 ASC X12

given data such as in/out of network patient responsibility is critical to administrative
simplification

– Industry neutral standards, e.g., SOAP, WSDL, ACH CCD+

• Scope between rules and standards will be iterative as already demonstrated:
– New rules may be issued using the same version of a standard; benefits are already realized,

e.g., Two phases of CORE rules (CORE Phase I and II) were adopted during v4010 – and
thus drove greater market benefit from v4010, informed v5010 needs and were designed with
v5010 in mind so v5010 update to rules not extensive

– Items required by the CORE rules will, in some instances, be moved into the next version of a
standard and removed from rules, e.g., In January 2012 CORE v5010 rules will no longer
require content that is now required by v5010
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Operating Rules: Improving ROI for Standards Adoption

GOAL: Reduce administrative burden and improve value of transactions

• Example 1: Eligibility Request & Response (v5010 270/271) Data Content
– HIPAA mandated response components require a generic response, e.g., status of eligibility,

dates of eligibility and base contract financials
– CAQH CORE Operating Rules further support standard to further drive ROI, e.g., require name of

health plan, patient financials for key services and benefits

• Example 2: Normalizing Patient Last Name
– HIPAA standards were not created to address use of name suffixes, special characters and

punctuation in text data elements for names of organizations and individuals, yet these issues add
to patient identification challenges

– CAQH CORE Operating Rules specifies requirements for the health plan / information source to
normalize last name validation resulting in improved patient matching and better information on
why a match did not occur in an eligibility request, i.e., Prefix, suffix, credentials

– Example 3: ACH CCD+ (standard for EFT used by the ACH Network)
– Some providers are unaware they must request from their banks the information necessary to

reassociate remittance data in v5010 835 to payment data in the ACH CCD+

– Draft CAQH CORE EFT Operating Rules requires health plans to notify their providers that they
must request this information from their bank, thus enabling providers to more quickly address
denials or appeal adjustments to claim amount

16

CAQH CORE Rules Development/Adoption Timeline

• CAQH CORE Phases are designed around a set of transaction-based data content rules
coupled with infrastructure rules; the rules complement each other

• Phases establish milestones that encourage feasible progress in resolving industry
business needs while minimizing barriers to adoption

REMINDER:CORE Operating Rules are a baseline; Entities are encouraged to go beyond the minimum CORE requirements.

Design
CORE

2005 2006 2007 2008 2009

Rule
Development

Market
Adoption

(CORE Certification)

Phase I
Rules

Phase II
Rules

Phase III
Rules

Phase I Certifications

Phase II Certifications
*Oct 05 - HHS launches national IT efforts

Future
Phases

2010

ARRA HITECH Stimulus and ACA Health Care Reform

2011
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CORE Operating Rules: Phased Approach

Phase I CORE
Approved
Implemented
Certification

Available

Eligibility Benefit Request and Response
• *Confirm patient benefit coverage and co-pay, in/out of network variances, co-

insurance and base deductible information
• Provide timely and consistent access to this information in real-time (e.g.,

response times, connectivity, companion guide, *acknowledgements)

Phase II CORE
 Approved
 Implemented
 Certification

Available

Expanded Eligibility and Health Care Claim Status Response
• *More patient financials, e.g., YTD patient accumulators, for more services
• Rules to help improve patient matching
• Claim status “infrastructure” requirements (e.g., response time,

*acknowledgements)
• More prescriptive connectivity requirements aligned with ONC efforts, e.g.,

SOAP/WSDL, digital certificates

Phase III
CORE

 Drafted; initial
voting

 Drafted and in
voting process

Expanded Eligibility and Claim Status, Prior Authorization and ID cards
• *Additional eligibility and claim status data content requirements
• Prior Authorization/Referral infrastructure
• *277 Claim Acknowledgement for Health Care Claims (837)
• Standard Health Benefit/Insurance ID Card
• More prescriptive connectivity requirements

Electronic Funds Transfer and Electronic Remittance Advice
• EFT enrollment elements, ERA enrollment elements, *CARC/RARC business

scenarios with code combinations, re-association timing, and infrastructure
such as *acknowledgements and connectivity

*Data not required by HIPAA v5010; operating rules support further use of v5010.
**All CORE Operating Rules, Policies, and Test Suites are developed and approved by CORE Participants.

Driving
iterative
industry-

wide
content

and
assured
data flow

Operating Rules complement each other: The real value is in the package
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Voluntary CORE Certification: Overview & Process

• CAQH CORE certifies four types of entities that create, transmit or use eligibility and
claim status data: health plans, providers, vendors and clearinghouses (includes HIEs)
– CORE certification is voluntary and achieved by organizations that can demonstrate their

systems operate in accordance with CORE Operating Rules

– Phase I and Phase II CORE certification may be conducted sequentially or concurrently

– Cost of testing and certification is extremely low or free

• Certification and testing are separate activities
– Testing is completed by CORE-authorized testing entities and occurs on-line based on

stakeholder-specific test scripts
– Certification is completed by CAQH CORE and occurs after testing is complete

• CORE Certification is a 4-step process:
1. Pre-certification Planning and Systems Evaluation:

– Understand requirements of the CORE Operating Rules and scope your internal efforts to adopt rules

2. Sign and Submit the CORE Pledge:
– Formally communicate your intent to pursue CORE Certification for a given CORE Phase

3. CORE Certification Testing:
– Comprised of three phases: Pre-testing, Testing and Post-testing
– Each Phase of CORE has its own set of test criteria; testing is by stakeholder-specific test scripts by rule

4. Apply For the CORE Certification Seal:
– Entities successfully achieving CORE Certification will receive a CORE “Seal” from CAQH that

corresponds with the CORE Phase and stakeholder -type
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Voluntary CORE Certification:
End-to-End Certification and ROI

STREAMLINED ADMINISTRATIVE DATA EXCHANGE

CORE-
Required
Data &

Infrastructure

V e n d o r - A g n o s t i c R u l e s

Providers
Vendors and

Clearinghouses
(includes TPAs)

CORE -
Required
Data &

Infrastructure

Health
Plans

• Industry adoption of the CAQH CORE Operating Rules is critical to enabling end-to-end
interoperability across a trading partner network

– Streamlines access to key administrative information and creates significant operational efficiencies
– Improves data flow consistently in varied settings that use various vendors

• CORE Certification informs the industry that a given health plan, provider, clearinghouse
or vendor product operates in accordance with the CORE Operating Rules

– To date, nearly 60 healthcare organizations are CORE-certified, e.g. UnitedHealthcare (Phases I & II), Montefiore
Medical Center (Phase II), Passport Health Communications (Phase II)

• CORE-certified organizations participating in in an IBM measurement study realized the
following measures of success

– Providers noted an average decrease in claims denials of 10-12% and a reduction in account receivables
– Health Plans reported payback of less than one year plus marked progress toward verification of all visits

20

A Health Plan’s Perspective
Peter Walker & Merri-Lee Stine

Provider eSolutions
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Collaboration on Technology Solutions

• Aetna is one of the nation’s leading diversified health care benefits companies,
serving approximately 36.5 million people with information and resources to help
them make better informed decisions about their health care

• Aetna is a CAQH member and a CORE participating organization and was an
industry leader in obtaining CORE Phase I and Phase II certification, and
tracking outcomes

• Aetna connects with 67 vendors for HIPAA transactions and offers a direct
connect solution for providers who want to exchange transactions directly with us

• Provider eSolutions actively participates in industry administrative simplification
efforts including those of:

– WEDI
– CAQH CORE
– AHIP
– ASC X12

21
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Aetna Provider eSolutions

Provider
eSolutions

Financial

Admin

Clinical

Electronic Remittance Advice
Electronic Funds Transfer
Provider Payment Estimator

(Over 298K Payment
Estimator transactions YTD)

 Care Considerations
Personal Health Records

 Lab orders, results and trending
e-Prescribing
Telemedicine

 Over 228 million real-time eligibility transactions per year
 Over 94% referrals submitted electronically

 Over 88% of medical claims received electronically
 Over 69% of claims payments electronically sent to provider’s account

Aetna is Delivering Solutions that Reduce Administrative Costs,
Increase Transparency and Improve Access to Quality, Affordable Care
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Scope of CORE Phase I and II Operating Rules

Examples of Topics that CORE Phase I and II Rules Address:
All are within ACA-defined scope of operating rules and build on standards where appropriate

Data Content:
Eligibility

Addresses Need to
Drive Further Industry
Value in Transaction

Processing

Infrastructure:
Eligibility and
Claim Status

Addresses Industry
Needs for
Common/
Accessible

Documentation

Addresses Industry -
wide Goals for
Architecture/
Performance/
Connectivity

More Robust Eligibility
Verification Plus

Financials

Enhanced Error Reporting
and Patient Identification

System
Availability

Response Times Acknowledgements*

Companion
Guides

Connectivity and Security

*Please Note: In the Interim Final Rule for Administrative Simplification: Adoption of Operating Rules for Eligibility for a Health Plan and Health
Care Claim Status Transaction, CORE 150 and CORE 151 are not included for adoption. Although HHS is not requiring compliance with any
operating rules related to acknowledgement, the Interim Final Rule does say “we are addressing the important role acknowledgemen ts play in
EDI by strongly encouraging the industry to implement the acknowledgement requirements in the CAQH CORE rules we are adopting herein”.

24

CAQH CORE Rules 154 and 260
require that health plans and
information sources that create a
271 response to a generic 270
inquiry must include:

• The name of the health plan
covering the individual (if
available)

• Provide patient financials for
the static financials of co-
insurance, co-payment, and
deductible, and return the
remaining deductible amount;
include in-network and out-of -
network coverage and
financials for 48 required
service types(benefits)

For more detail, see CORE Rules 154
and260

Improve Eligibility
Verification Plus

Financials

CAQH CORE Rule 258 requires
health plans to normalize
submitted and stored last
name before using the submitted
and stored last names:

• If normalized name validated,
return 271 with CORE-
required content

• If normalized name validated
but un-normalized names do
not match, return last name as
stored by health plan and
specified INS segment

• If normalized name not
validated, return specified AAA
code

For more detail, see CORE Rule 258

Enhanced Error Reporting and Patient Identification

CAQH CORE Rule 259 requires
health plans to return a unique
combination of one or more
AAA segments along with one
or more of the submitted
patient identifying data
elements in order to
communicate the specific errors
to the submitter

The receiver of the 271 response
is required to detect all error
conditions reported and display
to the end user text that uniquely
describes the specific error
conditions and data elements
determined to be missing or
invalid

For more detail, see CORE Rule 259

Eligibility v5010 270/271:Transactional Data Content
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*Adapted from the CAQH/WEDI Best Practices Companion Guide Template originally published January 1, 2003

CAQH CORE Rules 152 and 250 require that
Companion Guides covering 270/271 and
276/277 transactions follow the format and
flow of the CORE v5010 Master Companion
Guide Template. The Companion Guide
Template*: Organizes information into distinct
sections

• General Information
• Connectivity with the payer
• Transaction-Specific Information
• Key contact information
• Testing with the payer
• Control segment details
• Payer specific business rules
• Allows health plans (information sources)

to tailor the document to meet their
particular needs while still maintaining a
standard template/common structure

For more detail, see CORE Rules 152and 250

Companion Guides

CAQH CORE Rules 157 and 250 establish
guidelines for system availability and provider
support for health plan eligibility and claim
status transactions including:
•Minimum of 86 percent system availability
(per calendar week)
•Publish regularly scheduled downtime
•Provide one week advance notice on non-
routine downtime
•Provide information within one hour of
emergency downtime

For more detail, see CORE Rules 157 and250

System Availability

Eligibility v5010 270/271 & Claim Status v276/277:
Uniform Operational Documentation

26

Eligibility v5010 270/271 & Claim Status v276/277:
Infrastructure

*Note: In the Interim Final Rule for Administrative Simplification: Adoption of Operating Rules for Eligibility for a Health Plan and Health Care Claim
Status Transaction, CORE 150 and CORE 151 are not included for adoption. Although HHS is not requiring compliance with any operating rules
related to acknowledgement, the Interim Final Rule does say “we are addressing the important role acknowledgements play in EDI by strongly
encouraging the industry to implement the acknowledgement requirements in the CAQH CORE rules we are adopting herein”.

CORE Phase I & II Rules include
maximum response processing
guidelines:
•Real-time Response of Maximum:
20-second round trip
•Batch (if offered) Response Receipt
by 9 pm ET requires response by 7
am ET the next business day
•Conformance with this rule will be
considered achieved if entities meet
these measures 90 percent of the
time within a calendar month

For more detail, see CORE Rules 155, 156
and 250

Response Time
(v5010 270/271 & v5010 276/277)

CORE Phase I & II Rules include
assurances that sent transactions
are accurately received and to
facilitate health plan correction of
errors in outbound messages.

For Real-time transactions, submitter
will always receive a response (i.e., a
271 or 999), only one response;
Batch Receivers include Plans,
intermediaries and providers will
always return a 999 to acknowledge
receipt for Rejections and Acceptance

For more detail, see CORE Rules 150 ,151
and 250

Acknowledgements*
(v5010 270/271 & v5010 276/277)
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Eligibility v5010 270/271 & Claim Status v276/277:
Infrastructure (continued)

CORE-certified entities must support
HTTP/S 1.1 over the public Internet as a
transport method for both batch and real-
time eligibility inquiry and response
transaction, and claims status; they must
follow:
•Real-time and/or batch request submission
and response pickup guidelines
•Security and authentication requirements
•Response message options and error
notification

•Response time, time out parameters and re-
transmission guidelines
•Supports prescriptive submitter
authentication, envelope specifications, etc.
•Payload-agnostic, can use to send any type
of data

For more detail, see CORE Rules 153, 250 and
270

Connectivity*
(v5010 270/271 & v5010 276/277)

CORE Phase I & II Connectivity Rules
are a “Safe Harbor” rule which
provides for a uniform method of
exchanging administrative transaction
data between health plan and provider –
but other methods can be used:

• Applies to information sources performing
the role of an HTTP/S server and
information receivers performing the role
of an HTTP/S client

• Applies to real time transactions (and
batch, if offered; batch NOT required)

• Does not require trading partners to
remove existing connections that do not
match the rule

• Prescriptive submitter authentication,
envelope specifications, etc., (SOAP and
WSDL, Name/Password or X.509
Certificate)

Safe Harbor
(v5010 270/271 & v5010 276/277)

*Specifically designed to align with key Federal efforts, e.g. NHIN

28

Clearinghouse Perspective
Denise Oviatt

Payer Industry and Regulatory Analyst
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About RelayHealth

• McKesson Corporation created RelayHealth in 2006 to simplify how the
business of healthcare is managed while making the delivery of care
safer and more efficient.

• RelayHealth is McKesson’s connectivity business
– A national organization connecting healthcare constituents across

government and private sectors.
– Offers connectivity services and integration among all stakeholder

organizations, systems, and solutions; operating as a neutral partner in an
open network environment

– Securely processes more than 12.8 billion financial and clinical transactions
annually

• Bringing together / aligning health plans and providers
– Connects >2,000 Hospital and Health Systems

• Small community. Large independent. Networks.

– Connects >200,000 Mid-sized to large provider group practices, health care
delivery systems

– Connects >1,800 Health Plans

30

• RelayHealth’s intelligent network is designed to streamline clinical,
financial and administrative communication between patients, providers,
payers, pharmacies, pharmaceutical manufacturers, and financial
institutions

• RelayHealth is a CORE participating organization
• “Relay Clearance” (formerly known as RevRunner) products are CORE-

certified Phase I products with efforts underway to complete CORE
Phase II certification
– Eligibility Services Include

• 270/271 Patient ID Validation
• 270/271 Eligibility Validation and Eligibility Status Monitoring
• 270/271 Real Time Eligibility

RelayHealth: Connecting Health Plans and Providers
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RelayHealth: Connecting Health Plans and Providers

• RelayHealth “Payer Connectivity Services” (PCS) product
– Supports health plans’ efforts to collaborate with providers for administrative

simplification, and to manage the transition to HIPAA 5010
– CORE-certified Phase I and Phase II product

• 270/271 Eligibility
• 276/277 Claims Status

– Enhances claims workflow and reduces operational complexity
– Provides health plans the flexibility to deploy industry standard and payer

specific business rules to reduce manual intervention.

32

• Connecting major health systems, large multi-specialty groups, i.e.
Geisinger and Mayo Clinic

• Accelerating the availability of eligibility information

• CORE Operating Rules and interoperable connectivity offers
– Pre-visit financial clearance
– Delivery of quick on-line confirmation of patient insurance and benefit coverage

directly from the payer's database
– Immediate improvement in the number of denied claims and write-offs for

uncovered services
– Speeds up registration and enhanced patient services
– Significant reduction in Accounts Receivables
– Extended Payer Connectivity

Operating Rules, Interoperability and the Results of
Voluntary Adoption
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• Operating Rules are more than the Electronic Data Exchange (EDI) itself; it’s
what is returned within the data

– Both general inquiry and explicit service types
– Patient Financials

• Business needs addressed
– Predetermination of patient eligibility and financials
– Accessibility
– Response Time
– Meaningful Data
– Eliminate eligibility related billing errors
– Standard Best Practice for data exchange

• Rationale for Operating Rules: why they are important to providers, vendors
and clearinghouses…not just health plans

– Assured ability to obtain patient information when needed
– Define Business scenarios and expected responses
– Performance and system availability requirements
– Standardize Connectivity and transport requirements
– Provide Security and authentication requirements

Operating Rules Facilitate Interoperability

34

George Arges
Senior Director

Health Data Management Group

Provider Perspective
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About American Hospital Association (AHA)

• A national organization that represents and serves all types of hospitals,
health care networks, and their patients and communities

• Close to 5,000 hospitals, health care systems, networks, other providers
of care and 40,000 individual members come together to form the AHA

• Our advocacy efforts include the legislative and executive branches and
include the legislative and regulatory arenas.

• Founded in 1898, the AHA provides education for health care leaders and
is a source of information on health care issues and trends.

• Reliance on Member Advisory Task Force to frame issues and the
direction AHA should undertake

36

• The Needs
– Proliferation of health plan companion guides
– Section 1104 (b) (2) of the Affordable Care Act (ACA) calls for adoption of operating rules for

each HIPAA transaction standard
– AHA pushed for inclusion of operating rules within ACA
– AHA Insurance Reform task force wanted improvements in the use of the HIPAA standards

• Our Position
– AHA supports IFR calling for adoption of operating rules for eligibility and claim status
– AHA recommended that CAQH CORE be selected to create the operating rules for all of the

remaining HIPAA transaction standards
– AHA recognizes the importance of engaging in the development of operating rules and

encourages greater hospital participation

• Rationale for Operating Rules:
– To support the HIPAA standards and allow greater interoperability in the approach taken by

provider and health plan to exchange data
– To become an integral part of the HIPAA transaction standards, reduce the complexity, and

to improve the efficiency of using the standards

AHA Viewpoint: Operating Rules in Healthcare
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Provider Implementation: Getting Started

• Engage senior management responsible for patient accounting and financial
services as well as IT support

• Identify areas in your operations that can take advantage of better eligibility
and claim status information

• Understand each of the Phase I and Phase II CAQH CORE Operating
Rules; located here

• Partnership assessment – focus on existing trading partner relationships
– Contact your health plans, and ask them about readiness to incorporate these

operating rules

– There are over 130 million patients for which all the CAQH CORE information is
available; current CAQH CORE-certified organizations

– Understand which vendor products/systems should be CAQH CORE-certified

• Conduct a technical assessment

• Outline budgetary needs for implementation

38

Provider Implementation: Determining Your Path

• Scenario 1: Providers who rely on practice management system vendors
– When you submit an electronic eligibility request to health plans and they

respond with ‘yes/no’ then ask them to:
• Adopt the CAQH CORE Operating Rules
• Complete voluntary CAQH CORE Certification

– Don’t wait for the national mandates; create the ‘Call to Action’ now and
engage

• Scenario 2: Providers who maintain their own custom systems
– Commit to become CAQH CORE-certified

• Acquire a full understanding of CAQH CORE Operating Rules requirements and
how they impact your organization’s IT systems

• Recognize that upfront business/systems planning and analysis is a major
component of the project

• Make sure your vendors are involved early in the planning process; pursue CAQH
CORE certification concurrently with your impacted vendors
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Immediate Action Steps

• Obtain the CAQH CORE Operating Rules from the CORE website CAQH
CORE Operating Rules updated for v5010 and prepare to incorporate
these as part of your HIPAA v5010 updates project

• Familiarize yourself with the Interim Final Rule with Comment
CMS-0032-IFC

• Get engaged in the CAQH CORE Operating Rules development process
by becoming a CAQH CORE participating organization CAQH CORE
participation application

• Get a jumpstart on what’s next, e.g. mandated EFT & ERA Operating
Rules per ACA Section 1104 and familiarize yourself with the draft Phase
III CORE EFT & ERA Rule Set
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Sneak Preview: Draft EFT & ERA Operating Rules

Draft Rule High-Level Requirements

EFT Enrollment Data Rule

 Identifies a maximum set of standard data elements for EFT enrollment
Outlines a straw man template for paper and electronic collection of the data

elements
Requires health plan to offer electronic EFT enrollment

ERA Enrollment Data Rule Similar to EFT Rule

EFT & ERA Reassociation
(CCD+/835) Rule

Addresses provider receipt of the CORE-required Minimum ACH CCD+ Data
Elements required for reassociation

Addresses elapsed time between the sending of the v5010 835 and the CCD+
transactions

Requirements for resolving late/missing EFT and ERA transactions
Recognition of the role of NACHA Operating Rules for financial institutions

Uniform Use of CARCs and
RARCs (835) Rule

 Identifies a minimum set of four CORE-defined Business Scenarios with a
maximum set of CORE-required code combinations that can be applied to
convey details of the claim denial or payment to the provider

ERA Infrastructure (835) Rule

Specifies use of the CORE Master Companion Guide Template for the flow and
format of such guides

Requires entities to support the Phase II CORE Connectivity Rule
 Includes Batch Acknowledgement Requirements
Defines a dual -delivery (paper/electronic) to facilitate provider transition to

electronic remits

The draft CORE EFT & ERA Operating Rule Set is available HERE.
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Navigating the Transition Collaboratively

42

Industry Stakeholder Transition Efforts

• In 2010 the CAQH board made a public commitment to increase industry
participation in operating rules development* and adoption given CORE’s
goal to support the changing environment in which operating rules are
mandatory

• In early 2011, the CORE Transition Committee was launched with charge to
make recommendations regarding multi-stakeholder governance of CORE
and to develop a three-year governance plan that outlines structure and
revenue models for CORE

– Will preserve the CAQH CORE integrated approach to rule-writing, certification,
outreach and education and reinforce CAQH CORE commitment to support ACA
Section 1104 mandate

• It is anticipated that the Committee will complete its recommendations by
the fourth quarter of 2011; CAQH is committed to supporting CORE during
transition
– Note: In the coming months, CORE and non-CORE participant will receive status

updates from the Committee as Committee seeks feedback

* Note: The CAQH Board has never voted on any CORE rule
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Moving Forward

• You are as strong as your weakest link! Get Involved as a CAQH
CORE participating organization!

– Collaboration across stakeholders breeds success
– Each stakeholder is critical to the process

• Implementing health care operating rules on a voluntary basis is
good business practice

– “Best Practices” Standards ensure quality
– CAQH CORE operating rules plan to address mandate, but also other

industry needs that are not mandated
• Those who have already started down the path of implementing

Phase I and Phase II CAQH CORE Operating Rules are ahead of
the curve in aligning with the upcoming national mandates

– Voluntary operating rules provide a cornerstone for mandated rules
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Monica B. Cunningham
CAQH
CORE Consultant, Education & Outreach

For more information, please contact
CORE@caqh.org

This presentation is available at the CORE Education Events page

Key References

Prepare by reading Interim Final Rule with Comment [CMS-0032-IFC]

Upcoming Mandates - Operating Rules

Learn more about CORE Operating Rules updated for v5010

CORE Certification: A Step-by-Step Process
IBM Phase I Measures of Success Study


