All Payer Claims Databases
and Health Care Affordability

March 2021 | ©2021 National Coalition on Health Care. All Rights Reserved.

All Payer Claims Databases
and Health Care Affordability
INTRODUCTION
The National Coalition on Health Care convened a group of leading
stakeholders in February of 2021 to discuss the role that all payer claims
databases (APCDs) can play in advancing health care affordability. Specifically,
we wanted to understand the role that APCDs could play in driving purchaser
leverage to reduce health care costs. Purchasers and policymakers need data
that provide insights into cost drivers, and those associated with relatively
better value and outcomes. Our discussion followed new short-term federal
grant funding passed by Congress at the end of 2020 for state APCDs in
Section 115 of the No Surprises Act, included in the Consolidated Omnibus
Act, 2021.
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NCHC’S MISSION IS TO ADVANCE
AFFORDABILITY, VALUE,
TRANSPARENCY

In our recent letter to the Biden Administration,
the National Coalition laid out five high-level
priorities for responding to COVID-19 and
improving health care affordability in 2021:
1. Address key health care priorities for the
COVID-19 crisis
2. Lower prescription drug costs
3. Improve price and quality transparency
4. Promote integrated and value-based care
models
5. Prioritize social determinants of health
The Coalition believes that APCDs can be
a powerful tool to promote health care
transparency, one of our top priorities for
policy advocacy in 2021.

WHO WE CONVENED

We brought together technical, legal,
and stakeholder experts, including state
APCD leaders, advocates for ERISA plans,
payers, health data experts, and faculty from
Johns Hopkins University and Georgetown
University’s Center for Health Insurance
Reforms. The APCD Council, a program
of the National Association of Health Data

Organizations in partnership with the Institute
for Health Policy and Practice at the University
of New Hampshire, produced background
materials for and joined the group.

KEY TAKEAWAYS

1. Data accuracy, completeness, timeliness,
and comparability are key to generating
actionable insights for purchasers and
policymakers (state and federal).
2. Data output and technical assistance
to support rigorous analytics for a wide
range of stakeholders, including smaller
employers, is resource and time intensive,
but is a public good that can enhance
public and private decision making.
3. Purchasers and policymakers would
benefit from within state and between state
analyses of spending and use, to better
understand market and policy dynamics.
Between state analysis requires some level
standardization for input and reporting.
4. APCDs currently function through a
patchwork of funding sources. The
new temporary federal grants included
in 2021 omnibus are an opportunity
to build more robust sustainability by
encouraging more interstate learning and
harmonizing data input, reporting, and
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methodology. The federal government
could play a role in coordinating across
states to socialize and improve the utility
of these data in health care policymaking
and purchasers.

BACKGROUND

All payer claims databases (APCDs) vary
notably in their structure, data access,
operations, and financing. Generally however,
APCDs are databases often created by state
mandate and typically include data derived
from medical, pharmacy, and dental claims,
with eligibility and provider files from both
private and public payers:
• Insurance carriers (medical, dental,
TPAs, PBMs)
• Public payers (Medicaid, Medicare)
Many APCDs are relatively new non-profit
entities, with varied organizational structures
and business models. These entities
generate data and analytics useful to health
care stakeholders and decision makers in
the public and private sectors.
APCDs use data to generate insights into
commercial market prices and utilization,
which can be helpful for benchmark
comparisons. Other sources of commercial
claims data are proprietary, and often
expensive to access. Claims-level data on
price and quality outside APCDs is “almost
completely inaccessible” otherwise.
The role of the APCD in cost containment
and health care transparency continues
to grow. For example, Section 320B of the
Consolidated Appropriations Act, 2021 (H.R.
133) established one-time federal grants in
the aggregate of $125 million available over
a three-year award period to support state
APCDs. The grants can be used to 1) establish
a new APCD or 2) improve an existing APCD.
Grantees will be expected to meet certain
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requirements for protecting data and giving
preferential access to “authorized users” and
employers. Selected states are to receive $1
million in each of first two years, $500,000 in
year three. Federal financial support has been
crucial to states, which typically face significant
budget constraints.
APCDs are certified by the state to collect
these data, but not all of them receive
substantial general fund support – instead,
most APCDs sustain their operations
through a combination of general fund
support matched by federal sources, fee

Use Cases for
All Payer Claims
Databases
ཟ Identifying price variation
among providers, system
transparency

ཟ Measuring low-value care (such
as unnecessary screenings)
within and between states
ཟ Benchmarking use and
spending over years

ཟ Comparing commercial
spending against Medicare
prices and claims

ཟ Assigning costs to capitated
models

ཟ Supporting legislative efforts
around health care policy, like
telehealth regulations

structures, grants, and other contract-based,
entrepreneurial efforts to provide analytic
support to state agencies, researchers, and
other data users.
In general, APCDs and increased transparency
represent a movement towards greater
value in health care. APCDs have been
used in creative ways to inform policy and
private decision making. While APCDs are
actively sharing methods and best practices
among themselves, there is further need
for standardizing certain practices, such
as common data submission formats and
definitions and procedures for accessing data.

DISCUSSION

The NCHC conversation focused on three
conceptual areas – data input, data output,
and sustainability of APCDs. There was
a strong focus on the right balance of
standardization and increase collaboration
between stakeholders, without creating new
mandates or costs for multi-state employers.
The group emphasized that there are
numerous barriers to collaboration and
standardization, including entities not
required to report to APCDs. For example,
states cannot require certain types of selfinsured employers governed by ERISA to
contribute their claims data to state-based
APCDs (Gobeille v. Liberty Mutual Insurance
Co.) nor do they receive complete data from
Veteran’s Affairs (VA) claims, all Medicare
claims, or non-claims based spending (i.e.,
bundled payments). To this end, the group
shared possible strategies to incentivize
input from voluntary submitters, without
unnecessary burden on national employers
or forcing administrative costs to increase
premiums on workers.
Specifically, the National Coalition posed the
following questions to the group of experts

and key stakeholders:
1. How can we encourage or reduce
barriers to voluntary data contributions?
2. How can we improve the output?
Is it actionable for purchasers and
policymakers?
3. How can we create sustainability for statebased ACPDs?
4. What regulations can be improved upon
to tackle these barriers?

DATA COMPLETENESS

Not all health care spending is currently
represented in APCD data. Some self-insured
employers cannot be mandated to contribute
to APCDs by states, per federal law. In a
2015 Supreme Court decision (Gobeille), the
Court ruled that Vermont’s APCD submission
requirements conflicted with the intent of ERISA
to create a national regulatory scheme for
ERISA plans, and federal law superseded state
submission requirements across the country.
While ERISA protects national purchasers
from unnecessary administrative costs of
contributing data to any number of different
APCDs (an activity some employers may not
find valuable), it also creates a barrier for
APCDs to have complete claims data. The
completeness of claims data is important to
make the information produced by APCDs to
be actionable for policymakers and purchasers.
Employer interests and incentives vary
significantly, based in part on size and
geographic reach. Small and mid-sized
employers (e.g., under 3,000 employees)
tend to operate in a single state and are
not able to effectively negotiate prices with
provider networks in the same way that
jumbo employers might. These employers
may be the ones most ready to benefit from
more APCD infrastructure, but are sensitive to
excessive prices to submit and access data. In
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this regard, employers that do submit data to
the APCD should have as much as access to
the data and analytic support from the APCD
as possible without additional charges.
One reason for larger employers not
contributing may be concerns about costs
for submission of the data by a TPA being
passed down to the employer or other
contractual barriers between the employer
and their third-party administrators. For
multi-state employers that are self-insured
and administered, additional costs would
be particularly relevant. There are therefore
some large employers that cannot be
mandated to contribute their claims, but they
do, and there are other employers contained
within a state (and therefore would likely
benefit from contributing) that do not.
In general, the benefits for self-insured
employers to have their data submitted
(through their TPAs or directly) are not well
described or understood, which limits the
incentive for these employers to do so without
a mandate. Representatives of ERISA plans
emphasized their hesitancy to have the
solution to data completeness be forcing
employers to contribute to any state APCD
that asks, because of the administrative costs
that this may create. Additional costs could
translate to burdensome premium increases,
many of whom would not receive any benefit
from contributions to all state APCDs. Further,
ERISA employers are concerned that paying
to contribute their data or paying to use the
APCD output would increase costs on their
employees. Purchasers already face significant
pressure to contain premiums and feel that a
mandate would be counter-productive to the
overall goal of improving affordability.

STANDARDIZATION

The independent nature of state APCDs
create barriers to common data input from
all sources. ERISA employers are concerned
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about contributing to numerous different
state repositories with different reporting
requirements, which could create concerns
about costs (as described above). State
APCDs are actively sharing information and
collaborating, however, on a Common Data
Layout (the APCD-CDL™) that would help
standardize the data input (and thus the
potential output and use of APCD data). This
layout is relatively new and not universally
used. The Consolidated Appropriations Act,
2021, will prioritize states that incorporate
some kind of standardized approach to data
format, which will likely incent APCDs to
adopt these practices.
Importantly, the No Surprise Act legislation
from 2020 indicates that a state will have
to describe in the grant application how
it will ensure “uniform data collection and
privacy and security of data.” This legislation
represents a noteworthy step towards federal
involvement in APCDs. The Secretary may
prioritize applications from state APCDs that
adopt a simplified application process for
certain users who seek data from multiple
state APCDs, and a new standardized data
reporting format for ERISA plans (i.e., large
self-insured employers). The reporting format
will be defined in consultation with an advisory
committee. The rules and grant notice
promulgated as a result of this legislation will
impact numerous critical details.
In order to reduce burden on reporting
entities, including voluntary submitters like
ERISA plans, APCDs are working together
to develop a common data layout (CDL).
A CDL also benefits public and private
decisionmakers (i.e., the target users of APCD
analytics) because it helps standardize output
for comparison. The APCD Council’s work
on Version 2.0 of the Common Data Layout
released in February, 2021, with input from
an advisory committee made up of states,
payers, and vendors. APCDs noted, however,

the potential risk of over-standardizing; the
goal should be to make sure that the data
available to purchasers and policymakers
is high value. Were a federal repository
or standardization effort to limit the most
valuable data fields or create barriers to
customizing fields for state-specific priorities,
federal efforts could actually diminish the
value of APCDs and undermine purchaser
incentive to submit data.

OUTPUT

APCDs currently use their output primarily
to support state health policy development
and respond to needs for state agencies.
States also respond to external requests,
often to support sustainability (i.e., analysis
contracts with researchers or other requests),
to supplement public funding commitment
from federal or state sources.
Employers may not find output actionable
or useful for their specific markets. In part,
this could be because a national employer
would not have significant business in a state
that asks for claims data. There are other
market dynamics as well – the basic output
of APCDS (i.e., health care spending and use
transparency) is not actionable in markets
with little to no competition among providers
or health systems. We learned through
this conversation that many barriers and
opportunities for APCDs remain or rely on
the relationships between key stakeholders.
The needs and resources between states and
different employers, for example, are diverse.

RECOMMENDATIONS FOR A NEW
ADMINISTRATION

In the end, a helpful framing could be:
How can the federal government create
an environment such that state and federal
policymakers and voluntary submitters find
more value in the APCD data? Based on the
conversation, the National Coalition could
recommend the following:

How can the federal
government create an
environment such that state
and federal policymakers
and voluntary submitters

find more value
in the APCD data?

1. Direct more federal resource to
coordinating state-based APCDs and the
development of a common approach
to data collection, including core data
elements collected by all APCDs
The federal government could support the
coordination and harmonizing of activities
to improve the value of APCD data for
employers, states, and federal policymakers.
The Departments of Labor and or Health and
Human Services (the Departments) could
create additional grant programs to support
interstate learning collaboratives and to
bolster within-state coalition activity between
employers and states. Part of this effort
should include more standardization of input
would likely increase self-insured employer
contributions. A Common Data Layout, for
example, would be valuable to each APCD,
the research community, and to other health
care stakeholders. A national repository for
ERISA employers may prove challenging for
quality control and timing, but the group
emphasized that national ERISA employers
could agree to more submission with a
common set of rules, format, and timing. The
core purpose of ERISA protections being that
employers nationwide would potentially face
unreasonable costs from complying with a
“complex quilt” of conflicting requirements in
different states.
Additionally, more federal dollars could help
APCDs provide analytic support to smaller
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employers without juggling sustainability
with more profitable contracts. There are
employers that do not have the analytic
capacity to use these data, even if they
submitted and had access to them.
The federal government could also help
to support interstate analyses by directly
supporting activities to harmonize data
submission from voluntary submitters, which
would both reduce abrasion among the
ERISA employer community and increase
the value of these data for multi-state
employers that are less likely to benefit
from any individual state APCD collection.
The Departments could play a key role in
developing rules around new grant programs
to encourage or require APCDs to collect
some level of standardized data for regular
baseline reports or common use cases, to be
compared across states and with employer
coalitions in mind.

2. Identify approaches to minimize
administrative costs to self-insured
employers

Currently, many payers have data from both
fully-insured and self-insured contracts, some
of which are submitted to ACPDs and some
of which are not. Reducing administrative
burden on payers to parse data from different
entities may reduce the costs associated
with acquiring more data from self-insured
employers. Simplifying the process for
TPAs to leverage existing processes may
help increase voluntary submission, without
creating new work for employers otherwise
protected from mandatory submission by
ERISA. For example, TPAs could submit
aggregated claims (not parsed by different
types of employers). The Department of
Labor could conduct a study or Request
for Information to more finely articulate the
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potential costs of more submission of selfinsured employers protected by ERISA. A
more complete picture of these costs could
help design policy to mitigate administrative
costs to employers, including caps on TPA
fees or necessary regulatory change.

3. Support development of a common
approach to data collection, including
core data elements and rules collected
by all APCDs

Standardization of input would likely increase
self-insured employer contributions. A
Common Data Layout, for example, would
be valuable to each APCD, the research
community, and to other health care
stakeholders. A national repository for
ERISA employers may prove challenging for
quality control and timing, but the group
emphasized that national ERISA employers
will hesitate to submit data without a
common set of rules, format, and timing. The
core purpose of ERISA protections being that
employers nationwide would potentially face
unreasonable costs from complying with a
“complex quilt” of conflicting requirements in
different states.

CONCLUSION

There is significant opportunity to increase
health care transparency through APCD.
While other policy options exist, the National
Coalition’s goal is to present an actionable
and multi-stakeholder approach. The federal
government could play a role in minimizing
barriers by providing financial assistance and
opportunities for states to harmonize key
elements of data submission and use. Doing
so will improve the value of these data for
voluntary submission, and with it, a greater
role for state-based APCDs to inform public
and private decision making that will contain
costs and improve the delivery of health care.
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