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Effective November 1, 2016
ClaimsCheck® upgrade to ClaimsXten™
Amerigroup Community Care appreciates your participation in our network. Amerigroup uses ClaimCheck
10.2, a comprehensive nationally recognized code auditing system, to ensure consistent physician and
facility reimbursement by automatically evaluating provider claims in accordance with accepted industry
coding standards. The purpose of this update is to notify you that we are upgrading ClaimCheck 10.2 to
ClaimsXten, McKesson’s next generation code auditing system. As with ClaimCheck 10.2, ClaimsXten uses
rules derived from a combination of CMS coding guidelines, AMA/CPT, Specialty Society guidelines and
Amerigroup policy. The upgrade will become effective November 1, 2016.
What is ClaimsXten?
ClaimsXten is an auditing software product from McKesson that in combination with claims processing
systems:
 Reinforces compliance with standard code edits and rules
 Ensures correct coding and billing practices are being followed
 Determines the appropriate relationship between thousands of medical, surgical, radiology, laboratory,
pathology and anesthesia codes
 Processes those services according to industry standards
Why are we upgrading from ClaimCheck 10.2 to ClaimsXten?
We periodically update our claims logic to:
 Conform to changes in coding standards
 Include new procedure and diagnosis codes
How will the upgrade to ClaimsXten affect you?
Providers will continue to see similar edits as under ClaimCheck 10.2. ClaimsXten has enhanced audit logic
and the ability to analyze claims submission history. Outpatient services will be analyzed for such issues as:

Rebundled or unbundled services
Incorrect use of CPT codes

Multi-channel services

Fragmented billing of pre- and postoperative care

Mutually exclusive services

Diagnosis to procedure mismatch

Incidental procedures

Upcoded services
Other procedures and categories that are reviewed include:

Cosmetic procedures

Investigational or experimental procedures

Obsolete or unlisted procedures
Procedures being billed with inappropriate modifiers

Age/sex mismatch procedures
What type of edits appear on my explanation of payment (EOP) when an edit is applied by ClaimsXten to
a service I submitted?
The following list, which is not all inclusive, contains edits that may appear on your EOP when rule is
triggered in ClaimsXten:
Rule

Provider type

TNPEC-1430-16

Description

1590234

May 2016

Inappropriate age
Deleted code
Invalid diagnosis code
Inappropriate gender
Invalid modifierprocedure
Multiple radiology
reduction
Assistant surgeon
Base code quantity
Bundled services
Multiple surgery
reduction
Global surgical edits

Professional/
facility
Professional/
facility
Professional/
facility
Professional/
facility
Professional/
facility
Facility
Professional
Professional
Professional
Professional
Professional

Maximum units
Global component

Professional
Professional/
facility

Anesthesia not eligible

Professional

Outpatient
consultations

Professional

Inpatient consultations

Professional

New patient code for
established patient

Professional

Duplicate line items

Professional

Procedure code is either inappropriate for the member’s age or an agespecific CPT code does not match the member’s age.
Procedure code has been deleted from CPT.
Procedure submitted with an invalid diagnosis code.
Procedure code is either inappropriate for the member’s gender or a
gender-specific CPT code does not match the member’s gender.
Modifier used is invalid with the submitted procedure code .
Reduction applied to multiple contiguous radiology procedures using
the same modality on the same date of service (DOS).
Assistant surgeon not eligible for procedure.
Base code with units >1, where add-on code would be appropriate.
Services incidental to the primary procedure.
Reduction applies to multiple procedures on the same DOS. Procedure
with highest reimbursement paid as primary.
Pre-op visit, post-op visit, procedure or other service considered part of
the global surgical period.
Medically unlikely number of units on the same DOS.
Audits across multiple providers to ensure that professional and
technical components are not reimbursed more than once for the same
member, procedure and date of service.
Audits claim lines containing nonanesthesia services submitted by an
anesthesiologist as described by the American Society of
Anesthesiologists.
Audits for claim lines containing an outpatient consultation when
another outpatient consultation was billed for the same member by the
same provider with at least one matching diagnosis within a six-month
period.
Audits for claim lines containing an inpatient consultation when
another inpatient consultation was billed by the same provider for the
same member with at least one matching diagnosis within a five-day
period.
Audits for claim lines containing a new patient E&M code when another
claim line containing any E&M code was billed within a three-year
period.
Audits for claim lines that match a previously submitted claim line on a
different claim for the same member, provider, procedure, modifier,
date of service, quantity and billed amount.

If you have questions regarding ClaimsXten edits that you receive on your explanation of payment, please call the
Provider Services at 1-800-454-3730 and select the appropriate prompt.
Thank you for your support.
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