HHS HIPAA FAQ Analysis as of 08/27/2001 (Version 3.5)


What level of service is required to be provided under HIPAA when an entity implements batch and/or real time submission of a standard transaction? 

[SNIP WP Codes: TPA]


8/27/2000:

45 CFR 162.925 states "a health plan may not delay or reject a transaction, or attempt to adversely affect the other entity or the transaction, because the transaction is a standard transaction." If the standard transaction (e.g., ASC X12N 270/271) is offered in a batch (non-interactive) mode, the health plan has to offer the same or higher level of service as it did for a batch mode of transaction before the standards were implemented by the plan. If a health plan offers the transaction in a real time (interactive) mode, the level of service has to be at least equal to the previously offered level for a real time mode of transaction. If a transaction is offered through Direct Data Entry (DDE), the level of service, again, has to be at least equal to the level offered for the DDE transaction before implementation of the HIPAA standard. 

~ - ~ - ~

If a clearinghouse performs a transaction on behalf of two parties to the same transaction, how must it communicate with each party, and at what point must the transaction be in the standard? 

For example, a provider contracts with a clearinghouse to send transactions to a health plan on its behalf. Health Plan A contacts with that same clearinghouse to receive transmissions from provider on the health plan's behalf. The clearinghouse receives a claim from the provider in non-standard format for submission to Health Plan A. The clearinghouse's agreement with Health Plan A requires the clearinghouse to send claims to Health Plan A in another non-standard format. Must the clearinghouse translate the provider's non-standard transmission to standard format before converting it to the non-standard format required by Health Plan A?

[SNIP WP Codes:  CTC / TPA / TST]


8/27/2000:

Section 162.923(a) requires a covered entity to conduct electronic transactions with other covered entities as standard transactions, and section 162.923(c) allows a covered entity to use a business associate to conduct these transactions. Section 162.923(c)(1) requires that where a covered entity uses a business associate to conduct all or part of a transaction on its behalf, the covered entity must, as relevant here, require the business associate to comply with the applicable requirements of the transactions rule. Also, under section 162.930, a health care clearinghouse may, when acting as a business associate for another covered entity, translate a standard transaction into a non-standard transaction or vice versa. Since a clearinghouse is also a covered entity, this latter provision operates as an exception to the requirement of section 162.923(a) that covered entities conduct transactions for which standards have been adopted as standard transactions. 

The provider in the above scenario is using the clearinghouse as a business associate for the purpose of sending an electronic claim. The communication between the provider and the clearinghouse need not be a standard transaction. However, the covered provider must, under section 162.923(c)(1) require the clearinghouse to send the transaction as a standard transaction. Also, the clearinghouse must produce the transaction as a standard transaction for forwarding to Health Plan A, or it does not come within the exception provided for by section 162.930(b) and is consequently in violation of section 162.923(a). 

In the above scenario, Health Plan A is also using the same clearinghouse as a business associate for the purpose of receiving a standard electronic claim. Health Plan A may contract with the clearinghouse to translate, on Health Plan A's behalf, a standard transaction to Health Plan A's non-standard format and, under section 162.930(a), the clearinghouse may do this on the health plan's behalf. The communication from the clearinghouse to Health Plan A need not be done as a standard transaction, because the communication comes within the exception provided for by section 162.930(a). Thus, the clearinghouse may translate the standard transaction into a non-standard transaction and forward it to Health Plan A. 

The inescapable result of this logic is that a clearinghouse must use a standard transaction as an intermediate stage (even if only for a microsecond) when it serves both a health care provider and a health plan conducting a transaction using non-standard formats. 

~ - ~ - ~

Are covered entities expected to retain in all circumstances the entire content received in a standard transaction? A majority of data elements on the HIPAA transactions have lengths in excess of the field lengths on our local record formats. Are covered entities responsible for preventing truncation of the content received in a standard transaction in all circumstances or does it depend whether the data processed is needed for sending to another entity? 

[SNIP WP Codes: COB / DDE / FEE]


8/27/2001:

Health plans and health care clearinghouses are required to be able to accept the "maximum" data set; this includes maximum fields lengths as well as all of the required and situational data elements possible in a standard transaction. Extraneous data does not have to be processed; however, if a health plan electronically performs coordination of benefits, with another health plan, the health plan must store the coordination of benefits data that is necessary to forward to the other health plan. 

~ - ~ - ~

Under HIPAA, are covered entities expected to expand their legacy systems to accommodate and store the maximum field lengths that could be sent in a transaction?

A majority of data elements on the HIPAA transactions have lengths in excess of the field lengths on our local record formats. An example would be a telephone number: the implementation guides and X12 standards allow for up to 80 alphanumeric bytes for a telephone number. In North America, a telephone number can be stored in 10 numeric bytes. Many legacy systems allow for a middle initial in an individual's name, but the NM1 segment allows for the transmission of an entire middle name. Some organizations may not have a business need for the middle name and can get by on just the middle initial. 

[SNIP WP Codes: COB / DDE / FEE]


8/27/2000:

No. Covered entities are not required by the rules to modify their legacy systems to accommodate and store the maximum field lengths. A health plan must be able to receive the maximum size at their front end and retain certain data required for exchanging coordination of benefits. A health plan may build the outbound X12N 837 for coordination of benefits using the data the health plan used to adjudicate the claim (data on claim history and other reference files). Data that a health plan receives, but doesn't use to process the claim, must be stored to be used later in building the outbound X12N 837 if they exchange coordination of benefits.

~ - ~ - ~
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