
kk
Restricted information, see page 3

k Volume XVIII, Number 13 k Monday, September 26, 2011

R. Lewis Dark:
Does Anyone Know the Law in California? .....................Page 2
LabCorp Inks Agreement
To Settle Medi-Cal Pricing Case......................................Page 3
Legal Update: National Group Names
Chris Riedel as “Whistleblower of the Year” .................Page 5
Point-of-Care Testing Plays Role
In Pennsylvania Patient’s Death ......................................Page 6
Using Accurate Data to Grow
Hospital Lab Outreach Programs ....................................Page 10
Lab Briefs: Thermo Fisher, Intrinsic Bioprobes,
Kaiser Permanente, UCSF, CLMA, ASCLS ...................Page 14
ELINCS Specifications
Released in California........................................................Page 15
TriCore Earns Multi-Site
CAP 15189 Accreditation .................................................Page 17
Intelligence: Late-Breaking Lab News.............................Page 19



2 k THE DARK REPORT / September 26, 2011

Founder & Publisher

kk
COMMENTARY
& OPINION by...

Does Anyone Know the Law in California?
WHAT IS THE LAW IN CALIFORNIA THAT DEFINES PROVIDER PRICING and how Medi-
Cal should be billed? You probably think that question would be rather easy to
answer after you read one of the state statutes that governs pricing relative to
Medi-Cal claims. Popularly known among the lab industry as 51501(a), it
requires that “no provider shall charge [Medi-Cal] for any service or any article
more than would have been charged for the same service or article to other pur-
chasers of comparable services or articles under comparable circumstances.”

This law is commonly referred to as a “best price” statute. In force for more
than four decades, it is familiar to lab executives, managers, and lab sales rep-
resentatives in the Golden State. During all this time, to my knowledge, every
hospital in California that operated a laboratory outreach program in compe-
tition with commercial lab companies was careful never to bill Medi-Cal at a
price higher than what it charged any single client. But a number of the larger
independent lab companies in California commonly extended deeply-dis-
counted lab test prices to selected providers while submitting claims to Medi-
Cal at a higher price for these assays.

Then came the whistleblower lawsuit filed back in 2005 by Hunter
Laboratories, Inc., and Chris Riedel. It alleged that the lab test pricing prac-
tices of seven lab companies violated 51501(a) and related state and federal
laws. That was certainly a disruption to the status quo. Now, six years later,
the California Attorney General (AG) has entered into settlement agreements
with two defendants—Quest Diagnostics Incorporated and Laboratory
Corporation of America, and released those agreements to the public.

Together, the two lab companies are paying $290.5 million to resolve the
qui tam case, while explictly denying that their deep discount lab test pricing
practices were in violation of 51501(a) and the related laws. Moreover, each
lab has language in its respective “Settlement Agreement and Release” that
appears to allow it to extend lower prices to some providers than the prices at
which it submits claims to Medi-Cal, at least through February 1, 2014.

Thus, I think it is fair to ask this question: “Does anyone in California
know the law?” Given that all citizens should have equal standing before the
law, will the two blood brothers gain competitive advantage from these settle-
ment agreements during the next few years? If anyone knows the answer to
this question, I’d like to hear from him or her! TDR
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LabCorp Inks Agreement
In Medi-Cal Pricing Case
kAlthough the settlement resolves this qui tam case,
it remains unclear how California interprets 51501(a)

kkCEO SUMMARY: In its “Settlement Agreement and Release”
with the California Attorney General (AG), Laboratory Corporation
of America has negotiated terms that essentially match the agree-
ment that exists between Quest Diagnostics Incorporated and the
California AG. These settlements signal the end of chapter one in
the story about deeply-discounted lab test pricing that is less than
what labs bill Medi-Cal, the state’s Medicaid program. But chapter
two is likely to bring more surprises for labs in the Golden State.
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ON AUGUST 30, THE CALIFORNIA
ATTORNEY GENERAL announced a
final settlement with Laboratory

Corporation of America in a six-year-old
Medi-Cal whistleblower case.

This agreement resolves LabCorp’s
role as one of seven defendant laboratory
companies in the original qui tam action
filed by Hunter Laboratories, Inc., and
Chris Riedel back in 2005. This outcome
was expected because LabCorp had dis-
closed the basic terms of its tentative
agreement with the state earlier this year.

It can be said that the settlement with
LabCorp brings to a close one chapter in
the ongoing story about deeply-dis-
counted laboratory test pricing marketing
practices in the California.

But at the same time, resolution of this
whistleblower case opens a second, new

chapter on this controversial topic. That’s
because the language of each “Settlement
Agreement and Release” inked between
the California Attorney General (AG) and
the nation’s two largest laboratory compa-
nies appears to create a future moment in
time when the state will enforce the state
law known as 51501(a) according to its
interpretation of that statute.

Until that date, the language of the
“Settlement Agreement and Release”
appears to allow both LabCorp and Quest
Diagnostics Incorporated—under the
terms of their respective agreements with
California—to continue offering dis-
counted lab test prices to some providers
that are less than the prices they bill Medi-
Cal for the same lab tests. How this plays
out in California’s intensely competitive
market for laboratory testing services
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remains to be seen.
There were no surprises in the LabCorp

settlement. The nation’s second largest lab
testing company will pay $49.5 million. Of
this amount, $35.1 million will go to the
State of California. Whistleblowers Hunter
Laboratories and Chris Riedel will get $14.4
million. LabCorp will also pay the legal fees
of the whistleblowers.

kSame Settlement Language
Notably, LabCorp has a “Settlement
Agreement and Release” with the
California Attorney General (AG) that, in
all essential respects, is identical to the
agreement that was executed earlier this
year between Quest Diagnostics
Incorporated and the California AG.

In LabCorp’s settlement agreement, it
states that “California and Qui Tam
Plaintiffs allege that the LabCorp
Defendants submitted or caused to be sub-
mitted false claims for payment to the
California Medical Assistance Program,
which is California’s Medicaid Program
(Medi-Cal)... in violation of California Code
of Regulations, title 22, Section 51501(a)...”

The same document further states that
“The LabCorp Defendants specifically
deny any and all liability and wrongdoing.
The LabCorp Defendants contend: (a)
that their billing practices were at all times
in material compliance with Section
51501(a), industry practice, and all other
applicable laws and regulations...”

Thus, neither the State of California nor
LabCorp has prevailed in their respective
interpretations of how to comply with
51501(a). THE DARK REPORT was first to
note this same fact was true of the
“Settlement Agreement and Release” exe-
cuted between the California AG and Quest
Diagnostics earlier this year. (See TDR, June
13, 2011.)

As was the case in the settlement with
Quest Diagnostics, LabCorp is to submit
quarterly reports to the state that identify
specific instances where it has extended a
lab test price to a provider that is lower
than the price for that test which it billed

the Medi-Cal program. Like Quest,
LabCorp can opt for a “transitional rate”
when it files claims with Medi-Cal. The
reporting requirement ends on February
1, 2014.

One way to read the language of the
settlement agreements signed by LabCorp
and Quest Diagnostics is that each com-
pany has negotiated a period of time that
ends on February 1, 2014, during which
they can offer substantially lower prices to
providers in California while continuing
to submit claims to Medi-Cal at a higher
price. What happens after that date is left
undefined. Lab lawyers must read
between the lines to understand the true
nature of the settlement agreement.

Further, does this aspect of these set-
tlement agreements give the two national
lab companies a competitive pricing
advantage over other labs in California for
the next 29 months? Will the California
Department of Health Care Services
(DHCS) now proceed to enforce its inter-
pretation of 51501(a) against other
California laboratories? Or, will DHCS
allow labs now competing against the two
blood brothers to match those low
prices—at least until February 1, 2014?

Assume that the settlement of this
whistleblower lawsuit closes chapter one
in the story of the interpretation of
51501(a) and that chapter two is how
California’s lab testing marketplace oper-
ates between now and February 1, 2014.

kDiscounted Lab Test Prices
It could be that chapter three in this story
is how similar lab test pricing qui tam law-
suits known to be active in the states of
Florida, Georgia, Massachusetts, Nevada,
and Virginia are resolved.

This is a story with significant conse-
quences for the entire laboratory testing
industry, since one outcome could be the
end of deeply-discounted lab test prices
that are not also offered to the Medicaid
programs in certain states. TDR
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WHISTLEBLOWING HAS ITS REWARDS.
During 2011, one laboratory
whistleblower not only harvested

tens of millions of dollars in settlement
awards, but he was recently honored by a
national group for these same efforts.

Chris Riedel, President of Hunter
Laboratories, Inc., in Campbell,
California, was recognized last month for
his actions associated with the whistle-
blower lawsuit he filed in California that
resulted in sizeable settlements with the
defendant laboratory companies. Earlier
this month, at a dinner in Washington,
D.C., the Taxpayers Against Fraud
Education Fund (TAF) gave Riedel its
Whistleblower of the Year Award.

The case began in November 2005,
when Reidel and Hunter Laboratories filed
a qui tam action (or whistleblower suit) in
San Mateo County Superior Court. The law
suit alleged that seven California labs,
includingQuestDiagnostics Incorporated
and Laboratory Corporation of America,
had charged the state’s Medi-Cal program
more for laboratory tests than they charged
other purchasers of comparable services in
violation of state laws. Three years later, the
state of California intervened in the case.

kDiscounted Lab Test Prices
In its lawsuit, Hunter Laboratories stated
that it could not compete in a market in
which major medical laboratories offered
doctors, hospitals, and clinics far lower
rates than they were charging Medi-Cal. It
also alleged that such discounted prices
for clinical lab tests given to certain
providers, when not also extended to
Medi-Cal, violated state law.

At the award ceremony, the fund’s
previous whistleblower of the year, Harry
Markopolos, introduced Riedel. An
accountant and financial fraud investiga-
tor in Boston, Markopolos worked for
more than 10 years to bring the $60 bil-
lion Bernie Madoff fraud to the SEC’s
attention. Markopolos also co-authored
the best seller, No One Would Listen: A
True Financial Thriller, published by
Wiley & Sons. It is the basis for a film,
Chasing Madoff.

k‘Unique and Inspirational’
“Mr. Riedel’s story is unique and inspira-
tional, not just on a human level, but also
from the perspective of all of us who want
to see a new ethical center develop in cor-
porate America,” Markopolos said.

After starting Hunter Labs, “what
Chris Riedel found, when he looked at the
laboratory testing market in California,
was nothing less than profiteering by the
greedy at the expense of the needy,” con-
tinued Markopolos. “When Chris Riedel
and Hunter Labs tried to enter this mar-
ket, they had two obvious choices: suit up
and join the kickback and price-gouging
operation that had already been in full
swing for 15 years—or go home.

“What’s unique about Chris Riedel and
why he is TAF’s Whistleblower of the Year
for 2011, is that he did not do the obvious
thing. Instead, he chose a third way. He
chose integrity,” Markopolos said.

THE DARK REPORT notes that the suc-
cessful outcomes in the whistleblower law-
suit filed by Riedel andHunter Laboratories
are likely to encourage other lab industry
whistleblowers to step forward. TDR

Legal Updatekk

National Group Names Riedel
“Whistleblower of the Year”
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POC Testing Plays Role
In Penna. Patient’s Death
kClinicians ignored central lab tests showing
patient’s dangerously low blood glucose levels

kkCEO SUMMARY: In the report by the Pennsylvania
Department of Health on the death of a patient at Lehigh Valley
Hospital, it was noted that the clinical staff failed to notice dis-
crepancies between results from point-of-care (POC) tests at
the bedside and lab test results from blood serum run in the
hospital’s central laboratory. Experts point out that this case is
an example of a failure to notice these discrepancies, a failure
to report on the discrepancies, and a failure in communication.

FOLLOWING THE DEATH OF A PATIENT in
a Pennsylvania hospital earlier this
year, state investigators determined

that errors in protocols were a contribut-
ing factor. The state report on this case
indicated the clinical staff failed to notice
discrepancies between test results from
point-of-care (POC) tests at the bedside
and results from blood serum tests run in
the hospital’s central laboratory.

For more than two decades, patholo-
gists and clinical laboratory professionals
have debated the accuracy and reliability
of lab tests performed on point-of-care
devices as compared to laboratory tests
performed in central laboratories. This
case provides a window on how and why
differences in test results produced by the
two methodologies have the potential to
negatively affect patient care.

Using sources in the public record, the
basic facts of this case appear to be that the
patient was administered insulin to lower
blood glucose levels, based on high blood
glucose readings from tests performed with
a point-of-care testing device. At the same
time, in the patient’s medical record, there
were blood glucose results that showed a

lower number from lab tests performed in
the hospital’s central laboratory.

In their report, state investigators
determined that some members of the care
team had noticed the discrepancies in the
blood glucose results from the central lab
and the POC tests, but that no effective
steps to reconcile the differing blood glu-
cose results were taken. (See sidebar on
page 9 for a summary of the report produced
by the Pennsylvania Department of Health.)

kPatient Died In January
The patient was Sister Maria Angelita
Soliman Quito, age 51, a native of the
Philippines, who was a teacher at
Immaculate Conception Catholic School
in Pen Argyl, Pennsylvania. She was
treated at Lehigh Valley Hospital Cedar
Crest, in Allentown, Pennsylvania, and
died on January 6, 2011.

Attorney Wayne Schaible of McCann,
Schaible & Wall, LLC, in Philadelphia,
represents Sister Angelita’s estate. “One of
the issues in the case is whether the POC
test strips for blood glucose testing were
defective, but there are more important
issues in this case,” Schaible said.
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Pennsylvania State Department of Health

A N INVESTIGATIVE REPORT ISSUED BY THE

PENNSYLVANIA DEPARTMENT OF HEALTH

explains the steps clinicians took when caring
for the patient who died in January as a result
of a number of errors related to point-of-care
testing at Lehigh Valley Hospital in
Allentown, Pennsylvania.

“Review of point-of-care (POC) glucose
monitoring testing and nursing documenta-
tion for MR1 [the patient’s medical record]
dated January 3, 2011, revealed that patient
blood glucose was elevated between 253-
480 mg/dl (milligrams per deciliter),” the
report said. “Further review of nursing and
laboratory documentation revealed that the
patient’s blood serum glucose was between
1-3 mg/dl at the same time. There was a dis-
crepancy between the high results of the
patient’s POC blood glucose tests and the
low laboratory serum glucose results.

“Review of Intensive Care Unit (ICU) nurs-
ing documentation and Advanced Intensive
Care Unit (AICU-telemedicine) nursing docu-
mentation for MR1 dated January 3, 2011, at
4:00 a.m. revealed that the AICU nurse was
aware of the discrepancies between the labo-
ratory blood serum and point-of-care glucose
tests results,” the report said. “Review of MR1
revealed no documented evidence that the ICU
or the AICU nurse communicated to the physi-
cian the discrepancies between the high POC

testing versus the low laboratory blood glu-
cose results.

“Review of the AICU telemedicine physi-
cian orders for MR1 dated January 3, 2011, at
6:06 a.m. revealed that an order was entered
for Lantus (medication to lower blood glucose)
20 units, subcutaneous in the morning in addi-
tion to the insulin drip,” the report said.

“Review of physician documentation for
MR1 revealed no documented evidence on
January 3, 2011, from 7:00 p.m. to 7:00 a.m.
of the patient’s progress notes from the AICU
telemedicine physician who provided serv-
ices to the patient… concerning the discrep-
ancies between glucose testing results,” the
report said.

“Review of physician documentation for
MR1 dated January 3, 2011, revealed no
documented evidence that the patient's
attending physician was notified of the
patient’s condition by the AICU telemedicine
physician,” the report said.

“Review of physician documentation in a
neurology consultation for MR1 dated January
5, 2011, revealed that the patient was found in
the morning of January 3, 2011, by the surgical
team with fixed dilated pupils and was in an
unresponsive coma,” the report said. “The neu-
rologist's impression for the patient in MR1was
documented as coma secondary to prolonged
hypoglycemia that met brain death criteria.”

“We have not yet been given access to
the POC strips or to the meter, but from
our perspective, whether the strips or the
meter were defective is irrelevant because,
before you start pumping insulin into
someone who has no history of diabetes,
you should do a lab test,” he commented.
“We were shocked to find that they did
laboratory tests but they ignored the
results of these tests.

“The patient had a kidney removed a
number of days earlier but she was read-

mitted when she developed flu-like symp-
toms,” he continued. “They decided to use
a point-of-care test for a blood glucose
level and when they saw it was high, they
put her on intravenous insulin.

kPOC Vs. Core Lab Testing
“They should have looked at the central
lab test results before they gave her
insulin,” he noted. “The POC strips could
be wrong for a number of reasons. They
could be outdated or subject to storage
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issues. And the POC glucose meters could
be wrong. They have to be calibrated regu-
larly. But the larger point is that apparently
they just ignored the central lab test.”

kDepartment of Health Report
A report from the Pennsylvania
Department of Health showed the
patient’s blood sugar levels from blood
serum tests done in the central laboratory
were between 1 and 3 milligrams per
deciliter (mg/dl).

THE DARK REPORT asked a recognized
national expert in point-of-care testing to
review the public information and com-
ment on what lessons might be drawn
from this case that would be useful to
pathologists and clinical laboratory man-
agers. Because of the ever-expanding use
of POCT, the accuracy of POC test
devices versus tests performed in central
laboratories is a topic of high interest.

Further, because of pending litigation
and because the public record about this
case is not complete, THE DARK REPORT
chose not to identify the expert. The views
presented here represent the expert’s
assessment of how protocols involving
laboratory testing may not have been fully
followed by the patient’s care team.

Articles published by the Allentown
newspaper, The Morning Call, were one
source of information about this case.
After reviewing this information, the lab
expert stated, “From the press coverage of
this case, it appears that many issues were
involved.

kLow Glucose Levels
“The staff was relying on POC testing and
it’s clear from the newspaper that the
patient had low glucose levels according
to the tests coming from the central labo-
ratory,” commented the expert. “Keep in
mind that central laboratories have criti-
cal-value call-back policies that are part of
the required follow-through steps defined
under recommendations of The Joint
Commission (TJC).

“It appears that this patient had a crit-
ical value, meaning the main lab would
have called a clinician on the patient’s
floor, either a nurse or a physician,”
explained the expert. “The central labora-
tory would have alerted the floor that
there was a low level of blood glucose in
this patient.

“The floor should have alerted the cli-
nicians treating the patient,” he contin-
ued. “So, it’s not just that someone didn’t
remember to pick up the note that the glu-
cose test performed in the central labora-
tory showed low values. They might have
been notified about the low values and not
acted on that information. Alternatively,
that information was not passed to the
staff at the bedside.

kCommunication Issues
“It appears there could have been a prob-
lem with the POC testing and with the
lack of communication as well,” he added.
“It’s impossible to know where the failure
in communication occurred.

“There is one other important ques-
tion about this case and that is whether
there were lab values of 1 to 3 mg/dl,” he
commented. “It’s almost physiologically
impossible to get a lab value that low from
a living patient.

“Such a critically low glucose value
would have been called immediately to
the floor by the staff in the central labora-
tory,” observed the expert. “That’s why
this case shows that there was a break-
down in many areas and that the staff in
all hospitals and care settings can, and
should, do a better job of communicating.

“In addition, there is an aspect of this
case that laboratory professionals need to
recognize regarding POC technology,”
stated the expert. “POC glucose meters
can do only what they are designed to do
and that is provide estimates of the
patient’s glucose. They give only a ball-
park estimate of whether the patient’s glu-
cose is high, low, or in the middle of the
normal range.
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It Is Important to Understand the Limits
Of Point-of-Care Testing Technologies

“POINT-OF-CARE TESTING is not a means
that anyone—physicians, laborato-

rians, or nursing staff—should use when
looking for accuracy of precise glucose
levels,” stated one laboratory professional
who is considered an expert in point-of-
care (POC) tests and devices. “These
devices are not high-precision laboratory
instruments. They are just disposable
technology to give a rough estimate of glu-
cose or trends over time.

“Individual hospitals spend hundreds
of thousands of dollars on precision lab
instrumentation in the central laboratory
to produce very precise traceable levels of
glucose,” stated the expert. “Those
results cannot be compared to a dispos-
able point-of-care test performed on the

patient floor.
“Having said that, millions of these

POC tests are used each year without inci-
dent because people understand their lim-
itations,” he continued. “Caregivers
understand that they can use them as a
guide. Then, if they see low values, they
can rely on different technology, meaning
the central lab blood serum test results, as
a fall back.

“There are limitations to all lab testing
methodologies, and it’s our job as labora-
torians to educate the people ordering the
tests and interpreting the results so that
they understand those limitations,” con-
cluded the POCT expert. “Sometimes the
POCT results can be compromised by
drugs, hemolysis of the sample, and

“The death of this patient is a very
unfortunate situation, and it is a lesson for
every organization that uses POC testing,”
noted the expert. “Whether test results
come from a POCT device or the central
laboratory, there is a need to be cautious.
Laboratory professionals understand the
limitations and capabilities of different
test methodologies. If there’s anything we
can learn from this case, it’s the need for
better communication.”

kHospital Issues Statement
Most pathologists and lab administrators
are familiar with the challenges of per-
forming point-of-care testing in hospitals
and health systems. One issue is the capa-
bilities of the technology incorporated in
the POC assay. It is often not as robust as
an assay that is performed on a calibrated
analyzer in the central laboratory.

The second issue is the knowledge,
training, and operation of hospital

staff who may perform point-of-care
tests. It is not uncommon for these oper-
ators to overlook important steps in per-
forming a point-of-care test. Such
omissions can affect the quality and reli-
ability of the POC test results in such
instances.

After this incident in January, the
hospital issued a statement which stated
that, because of expected legal action, it
would be inappropriate to comment
except to say the following: “We were
extremely saddened by our patient’s pass-
ing. All of our physicians, nurses, and
staff are dedicated to carrying out our
mission of healing, comforting, and car-
ing for each patient. At the time it
occurred, we reported the incident to the
appropriate authorities and took immedi-
ate action to improve our processes and
procedures.” TDR

Contact Wayne Schaible at 215-569-8488
or wschaible@mswattorneys.com.
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Using Accurate Data
To Grow Lab Outreach
k Lab at Robert Wood Johnson Univ. Hospital
uses real-time financial dashboard to lift revenue

kkCEO SUMMARY: In recent years, the laboratory outreach pro-
gram at the Robert Wood Johnson University Hospital in New
Brunswick, New Jersey, has achieved impressive rates of growth
in specimen volume and net revenue. One reason for this suc-
cess is that the lab outreach program monitors key data in real
time and responds nimbly to the service requests of office-based
physicians. It uses Lean to create operational efficiencies and
closely monitors its cost of testing versus actual reimbursement.

HOW DOES A HOSPITAL MEASURE the suc-
cess of an outreach program? Many
hospitals evaluate success in terms of

lab test volume. But for laboratory man-
agers at the Robert Wood Johnson
University Hospital (RWJUH) in New
Brunswick, New Jersey, the key success fac-
tors for their laboratory outreach program
include test accuracy, client satisfaction,
and net revenue.

“Everyone recognizes how a successful
laboratory outreach program can benefit its
parent hospital,” noted Charles V. Wilson,
MHA, MT (ASCP), who is the Administra-
tive Laboratory Director for the RWJUH.
“But too often, managers of hospital labo-
ratory outreach programs are guilty of fail-
ing to use the right mix of financial and
productivity measures to guide their strate-
gies and decisions.”

kReal Time Data Collection
That has not been the case at RWJUH.
Since ramping up the laboratory outreach
program in 2009, the RWJUH lab manage-
ment team has been diligent in collecting
accurate data in real time, then using that
information to guide decision-making.

“In the first years of our outreach pro-
gram, we moved at a deliberate pace so we
could understand this business,” explained
Wilson. “We were determined to establish
the right infrastructure to support prof-
itable growth in specimen volume, client
satisfaction, and net revenue.”

Wilson made these comments during a
session at the Executive War College on Lab
and Pathology Management that took place
last spring in New Orleans. It was 2008
when Wilson arrived at the 630-bed acute-
care facility. During 2010, net revenue from
the laboratory outreach program increased
on a monthly basis.

Wilson credits this growth to the close
monitoring of a wide array of data. “We use
a financial dashboard program that pro-
vides information on the volume of tests at
any given time, including clean claims, and
other revenue data,” he said. “An equally
important factor in the success of the lab
outreach program is our team of experi-
enced and motivated staff.

“It is common to assess a lab’s activity
by talking about how many lab tests it per-
forms,” he commented. “But there is no
value in performing lab tests if you are not
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getting paid for the work. Your laboratory’s
value to your hospital is strongly associated
with its ability to contribute to the bottom
line. The laboratory must establish itself as
a revenue producing center, as opposed to a
cost center.

“It is much easier for a hospital labora-
tory outreach program to achieve a high
revenue contribution when it pays atten-
tion to several key indicators,” commented
Wilson. “Along with high throughput, it is
important to receive clean test orders,
which, in turn, helps the lab submit a very
high ratio of clean claims to payers.

“When I arrived at Robert Wood
Johnson in November 2008, the laboratory
was not involved in outreach,” he said. “To
get started and to achieve a high rate of
growth, we identified three things that we
would need.

kUsing Outside Vendors
“First, we needed a dedicated IT system that
would allow us to provide advanced infor-
matics solutions to our office-based physi-
cian clients,” he stated. “Second, we wanted
a dedicated billing system that was inde-
pendent of the hospital’s internal billing
and collections department.

“The third essential need was a dedi-
cated staff,” added Wilson. “We wanted a
top-notch lab outreach manager, a business
development liaison, and a field service
coordinator.” Before joining RWJUH, the
outreach manager and field service coordi-
nator had worked with Wilson and so they
could “hit the ground running,” he said.

In addition, Wilson was careful to
choose vendors he believed could support
the rapid growth of the RWJUH laboratory
outreach program. This included a com-
pany that provides connectivity to office-
based physicians and another company
that provides a sophisticated laboratory
billing and accounts receivable system.

“This billing and A/R system features a
detailed, real-time financial dashboard that
continuously monitors our financial per-
formance,” he said. (See sidebar on page 13.)

Wilson believes that a solid business
plan is essential for overall guidance and
support of the outreach program. He rec-
ommends that the business plan be for
five years and contain a detailed financial
pro forma.

“This business plan should include a
core planning team for patient registra-
tion, IT, finance, and other essential
departments,” he noted. “To gain full sup-
port and commitment, these departments
must be sold on the fact that the lab out-
reach program is a hospital program. It is
important for everyone to understand
that all the outreach work coming into the
laboratory helps contribute to the finan-
cial success of the hospital.

kMaking Lab More Efficient
“After getting off to a good start financially,
our next strategy was to focus on labora-
tory operations,” noted Wilson. “The lab
operated well and we introduced Lean to
create the efficiencies required to deliver
exceptional value to patients and referring
physicians.

Using Clean Claims to Bolster
Success of Lab Outreach

CLEAN CLAIMS MAY BE THE SINGLE BEST WAY to
insure the success of a hospital labo-

ratory outreach program. That’s the opin-
ion of Charles V. Wilson, MHA, MT (ASCP),
who is Administrative Laboratory Director
for the Robert Wood Johnson University
Hospital (RWJUH).

“Clean test orders are absolutely the
key,” declared Wilson. “And the secret to
increasing the ratio of clean claims is to do
a better job of getting lab test requests
which are accurate and complete at the
time the tests are ordered.

“The cleaner the test request forms,
the faster they will go through your lab’s
revenue cycle,” he continued. “Having
accurate patient insurance and test infor-
mation is critical to success.”



12 k THE DARK REPORT / September 26, 2011

“Office-based physicians are often
difficult to please due to the high degree of
customization required,” Wilson added.
“If your lab outreach program doesn’t
consistently deliver customized value-
added service, it will be difficult to retain
your clients.

kDoing More Than Other Labs
“Service differentiation is the key to suc-
cess with any lab outreach program,” he
continued. “We do what other competing
labs can’t or won’t do to meet the needs of
client physicians.

“The truth is, most labs could do it.
But many labs are stuck doing what
they’ve always done,” noted Wilson. “The
number one cause of failure of lab out-
reach programs is ‘hospital-centric think-
ing.’ The lab outreach program must be
run as a nimble and savvy business entity.

“In order to be successful, your lab
outreach program must consistently meet
the expectations of your clients,” Wilson
added. “That means staff have to be will-
ing to flex in order to do whatever is
needed to support how these physicians
practice medicine and serve their patients.

“In addition, you and your staff need a
firm understanding of your lab costs,” he
added. “This is essential to success. If the
cost of providing the testing services is
more than your reimbursement, then the
more work your lab does, the more
money your laboratory will lose.

“You must assess your reimbursement
against accurate costs and accurate
charges,” Wilson said. “Your entire lab
staff needs to understand the relationship
between costs, charges, and the actual
amount reimbursed by payers.

“Inaccuracies with regard to costs and
charges result in net losses even when lab
test volume increases,” he explained.
“Therefore, all laboratorians must develop
an understanding of the terms and met-
rics that drive reimbursement.

“There are practical benefits when the
lab staff understands lab finances,” he

said. “They may be uncomfortable in this
role at first, but you must find a way to get
them on board.

“An effective financial dashboard is
absolutely essential when managing costs
and lab test volume,” he continued.
“We’ve built such a dashboard and it
allows us to see our entire revenue cycle at
a glance—everything including unbilled
charges, accounts receivable, and collec-
tions. These are key performance indica-
tors. We look at them frequently to see
how we can improve our lab outreach rev-
enue from one cycle to the next.

“Our goal is to quickly spot trends so
we can immediately address problems or
pursue opportunities,” Wilson said. “An
extremely valuable metric to monitor is
the days sales outstanding or DSO.

“DSO is essentially a measure of your
revenue cycle or how quickly you process
your claims,” he commented. “Our DSO is
consistently less than 30 days. Most labora-
tories would be pleased to be under 40 days.”

Based on the steady increase in speci-
men volume and net revenue, Wilson’s lab-
oratory has been given capital to support
ongoing growth. “Reinvestment in the
infrastructure of the laboratory is essential,”
he continued. “Our sizable laboratory capi-
tal budget for this year allowed us to add a
new chemistry line, hematology analyzers,
flow cytometers, and do complete renova-
tions to several areas of the department.
“We are also doing a Lean analysis of our
pre-analytic operations and looking to
upgrade our client service center,” he
explained. “Our lab outreach program
continues to gain momentum which
brings more support from administration
and other departments in the hospital.

“We see a bright future for our lab out-
reach program,” concluded Wilson. “It also
positions us to support efforts to more
effectively integrate patient care.” TDR

Contact Charles Wilson at 732-937-8732
or Charles.Wilson@rwjuh.edu; Larry Siedlick
at lsiedlick@thearxgroup.com or 631-963-
7900 x1522.
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Smaller Labs Should Do as National Labs Do:
Jettison Unprofitable Physician Client Accounts

NATIONAL LABS are profitable because they
have the size and volume to generate bil-

lions in revenue every year. But the nation’s
largest labs also manage their accounts
according to certain protocols that are effec-
tive at maintaining profitability.

“With regard to billing and collections,
national labs do two things very well,”
stated Larry Siedlick, CEO of the ARx
Group, in Hauppauge, New York, which
provides laboratory billing and revenue
management services. ARx provides these
services to the lab outreach program at
Robert Wood Johnson University Hospital
and other lab clients.

“First, they use accurate information to
recognize that not all clients are ‘good’
clients,” noted Siedlick. “This leads to the
second thing they do well, which is to get
rid of clients who don’t pay their bills or
don’t pay quickly. These lab companies are
very disciplined about that.

“For smaller labs, this means you
should be wary about clients who have left
the national lab firms,” he added. “If your
lab is taking this marginal business after
the client was dropped by one of the
national lab firms, it could cost your organ-
ization a small fortune.

“The national labs use good information
to assess the profitability of individual client
accounts and that’s what your lab should
also do,” Siedlick noted.“The minimum infor-
mation you need to assess each client is the
volume, the gross charge, the cash collected
for that client, the cash per accession or per
requisition, and whether that client is prof-
itable for your lab or not.

“It is also essential to know if the client
pays its claims in a timely manner,” he said.
“This information is required to make good
decisions quickly.

“Along with information about problem
clients, you need to get the right informa-
tion to bill and get paid,” Siedlick continued.

“That’s another thing the national labs do
well: They get the right patient and insur-
ance information at the time of service.
Your lab needs the correct policy numbers,
the correct subscriber relationship, the cor-
rect date of birth, and other relevant
details.”

How a laboratory manages its claims and
denials is another opportunity to boost col-
lected revenue. “Better management of
unbilled lab claims is a key part of laboratory
billing and collection because the dollars
associated with these claims can add up
quickly,” Siedlick said.

kWorking Denied Claims
“Similarly, better management of denied
claims can generate substantial amounts of
revenue,” he commented. “Claims submis-
sions is the main issue here and it is impor-
tant to recognize that, no matter how much
your lab’s billing and collections team
improves the claims it submits, most man-
aged care organizations find a way to deny
some percentage of claims.

“It’s no surprise, then, that to manage
denials well, it is necessary to have informa-
tion on which claims were denied and why,”
continued Siedlick.“Your lab should follow up
on each claim that is denied.

“This task is harder if the payer uses
paper to send back the explanation of bene-
fits (EOBs),” he added. “It means someone in
your lab’s billing department must manually
go through each denial line by line. It is easy
to miss essential information in this situation.

“This job is easier with payers that sup-
ply electronic remittance advices (ERAs),” he
said. “Digital ERAs are easier to analyze and
adjust. Plus, this digital format makes it pos-
sible to use software to review these lab
claims and find the problem areas. The faster
a lab can find the problem and fix that claim,
the faster it will be paid by the managed care
company.”
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kkTHERMO FISHER BUYS
INTRINSIC BIOPROBES,
CONTINUES BUYING SPREE
IT’S ANOTHER ACQUISITION FOR Thermo
Fisher Scientific, Inc., of Waltham,
Massachusetts. It purchased Intrinsic
Bioprobes, Inc., of Rochester, New York,
earlier this month.

A manufacturer of immuno-enrich-
ment and sample-preparation tools for
quantitative mass spectrometry, Intrinsic
Bioprobes’ products will allow Thermo
Fisher to offer improved quantitative pro-
tein biomarker detection, the companies
said. The Intrinsic Bioprobes portfolio
includes Mass Spectrometric Immuno-
assay (MSIA), a patented sample-prep
technique for enrichment of low-abun-
dance proteins in biological samples.
Terms were not disclosed.

In July, Thermo Fisher acquired TREK
Diagnostic Systems, a company in Basing-
stoke, England, that provides systems for
microbiology, blood culture, microorgan-
ism identification, and antibiotic suscepti-
bility testing. In May, Thermo Fisher
acquired Phadia, in Uppsala, Sweden, for
US $3.5 billion. Phadia specializes in allergy
and autoimmune diagnostics.

kkKAISER AND UCSF
COMPLETE GENETIC
ANALYSIS OF 100,000
KAISER BENEFICIARIES
DNA FROM MORE THAN 100,000 KAISER
MEMBERS has been analyzed by scientists
from Kaiser Permanente and the
University of California, San Francisco
(UCSF). The members volunteered to
participate in this large genomics project.

Called the Kaiser Permanente Research
Program on Genes, Environment and
Health (RPGEH), the project will produce
data about drug metabolism and drug
response to help researchers discover

genetic factors that explain differences in
the way patients respond to medications.
The genotyping research is being con-
ducted with funding from a two-year, $24.8
million grant that was issued in 2009 by the
National Institutes of Health (NIH).

kkASCLS AND CLMA
ANNOUNCE NEXT STEPS
IN PROPOSED MERGER
FINAL DUE DILIGENCE IS UNDERWAY as the
Clinical Laboratory Management
Association (CLMA) and the American
Society for Clinical Laboratory Science
(ASCLS) move forward on a plan to
merge the two lab organizations.

There will be a detailed review of the
financials of the organizations and a
review of a legal opinion on the best way
to merge. If both groups decide to merge
after completing these final steps, the
respective boards are expected to vote on
combining the two organizations in about
three or four months, according to a joint
statement issued on August 17.

In March, both organizations notified
their members that the boards of directors
had formed a taskforce to study how to
combine the two groups. Called the
CLMA/ASCLS Strategic Alliance (CASA),
the board had five representatives from
each organization. CASA is studying how
the combined organization could operate
in terms of programs, services, gover-
nance, culture, and mission.

Founded in 1976, CLMA has a mem-
bership of 3,000 clinical laboratory pro-
fessionals. CLMA provides leadership in
the clinical laboratory industry support-
ing laboratory professionals at any stage
of their career. Formed in 1933 as the
American Society of Clinical Laboratory
Technicians, the ASCLS is based in
Washington, D.C., and works to support
excellence in the practice of laboratory
medicine. TDR

Lab Briefskk
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ELINCS Specifications
Released in California
kLabs will face big challenges when data and
coding standards proliferate in 2012 and beyond

kkCEO SUMMARY: Clinical laboratories and pathology groups
have a new tool to use for interfacing their LIS (laboratory infor-
mation systems) with the electronic health record (EHR) systems
of their office-based physician clients. It is ELINCS, an IT standard
designed to support electronic lab test orders and lab test report-
ing. The California HealthCare Foundation sponsored the creation
of ELINCS and it was accepted by HL7 in 2008. In California, there
are already more than 200 provider sites using ELINCS.

L AST MONTH, THE COMPLETION of the
ELINCS Orders specification was
announced by the California

HealthCare Foundation (CHCF). This is
a key step to facilitate the transmission of
lab orders and lab results between physi-
cians and clinical labs.

Lab administrators and pathologists
will want to learn more about ELINCS,
which stands for (EHR-Lab Interoperabil-
ity and Connectivity Specification). It is
designed to standardize the formatting
and coding of messages exchanged
between laboratories and electronic
health record (EHR) systems.

The ELINCS Orders specification is
specifically designed to allow physicians
to electronically send orders from EHRs
to laboratories and for labs to electroni-
cally transmit electronic test results back
to EHRs in a readable format.

The development of ELINCS was spon-
sored by the California HealthCare
Foundation with the primary goal of
improving the way laboratory test data
move between laboratories and all classes of
providers. CHCF sees this as a necessary
step on the path to the tighter integration of

clinical care, as well as the further integra-
tion of the healthcare informatics required
to support integrated clinical care.

Development of ELINCS began in 2005.
CHCF brought together EHR vendors,
commercial lab companies, professional
associations, nonprofit associations, and
government agencies. By early 2011, more
than 56 organizations in California had
either implemented an ELINCS interface or
were in the process of implementation.
These organizations represent more than
200 healthcare provider locations.

Among the California labs now using
ELINCS are Foundation Laboratory,
Laboratory Corporation of America,
National Health Services, Inc., Pathology
Associates Medical Laboratory (PAML),
Quest Diagnostics Incorporated, and
Sierra View District Hospital.

Release of the ELINCS specifications
is a significant development for the labo-
ratory testing industry. “This is an impor-
tant specification because the federal
Office of the National Coordinator for
Health Information Technology (ONC)
is preparing a fast-track implementation
guide to facilitate the transfer of informa-
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tion from labs to physicians’ EHRs,”
stated Ken Willett. He is President, CEO,
and Chief Technical Officer of Ignis
Systems, Inc., a company in Portland,
Oregon, that links labs with physicians’
electronic health record (EHR) systems.

“The ONC is responsible for the mean-
ingful use criteria used by physicians when
they adopt EHRs,” he noted. “The ONC’s
Standards & Interoperability Framework
references ELINCS as a starting point.”

The ELINCS specification, which was
accepted by HL7 in 2008, may be a chal-
lenge for lab IT departments. “That’s
because many laboratories do not currently
comply with the standards needed to make
ELINCS work seamlessly,” observed
Willett. “That is equally true of the physi-
cian EHR systems to which labs are inter-
facing, as many of these EHR systems are
themselves not up to these standards.

kStepping Up To HL7 v.2.5
“Take the example of HL7 (for Health
Level Seven), which is a standard for
exchanging information among medical
applications,” said Willett. “Although the
current version of HL7 is 2.5, only a small
percentage of laboratory interfaces na-
tionwide are based on HL7 2.5.

“For ELINCS to have maximum utility,
labs and EHR systems will need to move up
from the HL7 version 2.3 or 2.4 they cur-
rently use to HL7 version 2.5 and eventually
to HL7 2.7,” he added. “Another hurdle to
ELINCS adoption is the need for providers
to implement ICD-10 before the October 1,
2013, deadline set by the federal government.

“The ONC is unlikely to require com-
pliance to the ELINCS or HL7 2.5 stan-
dards for labs and EHRs in the second
phase of meaningful use requirements,”
noted Willett. “For the reasons listed
above, if ONC tried to mandate ELINCS
in the meaningful use standards, I would
expect to see a lot of push-back from clin-
ical laboratories.” TDR

Contact Ken Willett at 888-806-0309 or
ken.willett@ignissystems.com.

BEFORE THE ARRIVAL OF ELINCS, laboratories
had the option of either developing a pro-

prietary system or using LOINC—Logical
Observation Identifiers Names and Codes —
as a method for sending and receiving labo-
ratory and clinical data from office-based
physicians and other types of providers.

Some experts and the California
HealthCare Foundation suggest labs use
both ELINCS and LOINC, but doing so could
be problematic. “LOINC is so fine-grained,
that there are generally multiple codes for
the same test,” stated Ken Willett, President,
CEO, and Chief Technical Officer of Ignis
Systems.“Therefore getting consistent map-
pings from different labs is unlikely.

“In fact, the ELINCS specification refer-
ences LOINC and provides a list of basic tests
and the corresponding LOINC codes that labs
should use for results for those tests,”
observed Willett. “This feature emphasizes
LOINC codes for the 100 common laboratory
tests that represent about 80% of the total
volume of all laboratory tests that are ordered.

“But there is an important difference in
the wording between the original ELINCS
specification and the current HL7 2.5.1
Ambulatory Care Lab Result (ELINCS) spec,”
he said. “In the former, about 100 tests were
identified and there were one or more LOINC
codes specified for each. The implication is
that to be ELINCS compliant, one of those
LOINC codes must be used.

“The HL7 specification lists a somewhat
larger set of about 150 tests, which represent
95% of all ordered tests,” Willett explained.
“But the list of tests does not contain the
LOINC codes; it contains the parameters from
which LOINC codes would be defined. Thus,
there is the requirement to use LOINC with a
guide to code selection but the specific codes
for these common tests are missing.

“In my view, this approach by HL7 is more
flexible,” concludedWillett. “But it also makes
conformance testing problematic.”

ELINCS Uses LOINC
For Specific Purposes
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IN ALBUQUERQUE, NEW MEXICO, last
month, TriCore Reference Laboratories
became the latest laboratory to imple-

ment the quality management system
(QMS) of CAP 15189 and earn accredi-
tation to that standard. TriCore says it is the
first multi-site laboratory organization in
the United States to be accredited to this
CAP 15189 standard.

The College of American Pathologists
(CAP) now has 18 laboratory organizations
which have achieved accreditation under its
CAP 15189 program. The American
Association for Laboratory Accreditation
(A2LA) has one laboratory accredited to the
standards of ISO 15189:2007.

TriCore made a major commitment to
the 15189 QMS. In New Mexico, it employs
1,100 people who work in 54 sites. The lab
contracts with 35 pathologists and scientific
directors from two pathology groups.
Among its 54 sites are 26 patient care cen-
ters. “All sites operate under the ISO 15189
quality management system,” stated Jessie
Salk, who is President and CEO of TriCore,
“but only three of the sites are accredited to
CAP 15189.

“Those three sites are the core labora-
tory and the two rapid response labs,” con-
tinued Salk. “One of these labs is located at
the University of New Mexico Hospital
(UH) and the other is located at
PresbyterianHospital. All three of these lab
facilities are in Albuquerque.

kQuality Management
“We decided to implement the 15189 QMS
at the core lab and the two rapid response
labs first, because we can add other hospi-
tals and sites later,” Salk said. “Currently,
the entire TriCore organization operates
under the same QMS system because the
cross-functional teams involved in this
effort represented the various sites.

“One strategy at TriCore is to intro-
duce continuous quality improvement
across the entire organization,” she noted.
“In October 2009, we applied for CAP
15189 accreditation and had a gap assess-
ment in April 2010. It took just over two
years to fully implement the QMS, suc-
cessfully complete our assessment, and
earn accreditation for these three lab test-
ing facilities.

TriCore Earns Multi-Site
CAP 15189 Accreditation
kTriCore’s main lab and two hospital labs
in Albuquerque successfully implement the QMS

kkCEO SUMMARY: To achieve the goals of continuous improve-
ment and standardization across all facilities within its organi-
zation, TriCore Reference Laboratories opted to implement the
CAP 15189 quality management system (QMS). Last month, the
lab announced its accreditation to CAP 15189 and became the
nation’s first laboratory organization to earn a multi-site CAP
15189 accreditation. TriCore’s administration says that its client
physicians have noticed the improved testing services.
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“Implementation of the 15189 QMS
has delivered significant benefits to us,”
stated Salk. “Like many laboratory organ-
izations, we perform the same testing at
multiple sites under the same manage-
ment and technical requirements.

kSeparate But Equal
“Our hospital-based labs run very differ-
ently from thewaywe run the core lab,” Salk
explained. “That creates a dichotomy in
how things work. So our ultimate goal was
to standardize these three organizations.

“As a first step, in 2010 we standardized
all the lab equipment in these different labs,”
she recalled. “The next stepwas to standard-
ize the processes, the quality management
system, and the focus on continuous
improvement in each of our facilities. Now
we can look at everything the same way
across the system, regardless of the location.

“The laboratory staff at the UH lab and
in the Presbyterian Hospital lab are our em-
ployees, but they are still part of those hos-
pitals,” Salk added. “We wanted to
encourage more interaction and break
down those silos. This would make it easier
to share best practices, to standardize
processes, to measure nonconformities, and
to conduct root cause analyses.

“Once we got people from each facility
into one room and had them talk about the
process, the silos disappeared rather
quickly,” she said. “The teams identified the
best processes for our clients and for our
patients. Then we set standards for those
processes and developed support systems to
consistently meet those higher standards.
Since we now measure processes across the
system, we are faster and more accurate at
spotting problems as they occur.”

TriCore’s Quality and Process Improve-
ment Manager, Pat Strong, agreed. “Every
member of the staff now has the training
and the knowledge to recognize errors, then
find the cause of these errors so they can be
prevented and eliminated.

“With this training in place, we can now
putmore emphasis on the cost of poor qual-

ity,” explained Strong. “Our staff under-
stands that errors are costly. This is a very
powerful tool to use.”

“Now, if a specimen is misplaced, the
entire staff recognizes that the processes or
systems we had in place may have been the
cause of that lost specimen,” observed Salk.
“The QMS helps us do more than simply
find or replace that lost specimen. Our lab
staff has the knowledge and the tools to
identify and eliminate the constraints or
systemic problems that caused us to lose the
specimen in the first place.

“Our accreditation toCAP 15189means
we all have to dig deeper to find the root
cause of problems,” she added. “Then, once
we identify that root cause, we can fix or
eliminate it.”

Even more powerful is the fact that
TriCore’s lab team has implemented
processes to prevent errors before they
occur. “Much of our continuous improve-
ment activity centers around corrective and
preventive action,” noted Salk. “Corrective
action helps us to prevent problems from
recurring, while preventive action prevents
problems from occurring not just in the
core laboratory, but in all locations across
our organization.

kIncreased Client Satisfaction
“Another benefit of TriCore’s CAP 15189
accreditation is the improved ability to
move staff from one location to another if
needed, since they know the systems at all
locations,” Salk said. “Improving client sat-
isfaction is our next big objective in the
coming months.

“As our lab improves processes and per-
formancemeasures, it’s definitely improving
service to clients,” she added. “Thatmakes us
more competitive in our service market.
Each time we improve our work processes
and service levels, our customers recognize
and comment on those improvements. This
is not the end or our efforts,” she added. “We
have just begun this journey.” TDR

Contact Mark Maner at 505-938-8125 or
mark.maner@tricore.org.
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That’s all the insider intelligence for this report.
Look for the next briefing on Monday, October 17, 2011.

kkINTELLIGENCE
LATE & LATENT

Items too late to print,

too early to report

Here’s a laboratory
with what may be one

of the world’s biggest
accounts receivable prob-
lems. In South Africa, the
National Health Laboratory
Services (NHLS) says it is
owed $1.8 billion Rand
(about US $214 million) from
its client accounts. As
reported by a regional televi-
sion station (eyewitness-
news.co.za) in the country,
SouthAfrica’s various provin-
cial health departments have
not been paying their lab test-
ing bills. NHLS is the exclu-
sive contractor for clinical
laboratory testing that origi-
nates in all government hos-
pitals and clinics in South
Africa.

kk

ADD TO: Big Accounts
Receivable
In a briefing to the South
African parliament’s health
portfolio committee, NHLS’
Chief Executive Officer,
Saggie Pillay, stated that the
two provinces of Gauteng and
KwaZulu-Natal owe his lab a
total of 2 billion Rand. Pillay
said that, because of this huge
unpaid accounts receivable
balance, his laboratory has
been unable to update aging

equipment and infrastructure
at the 260 laboratories his
organization operates across
all of South Africa.

kk

ABBOTT WINS
BIG LAB CONTRACT
IN GLASGOW
It is billed as the “largest labo-
ratory contract in the world”
by the National Health
Services Greater Glasgow
and Clyde Trust. As con-
struction proceeds on a con-
solidated pathology “super
lab” in Glasgow, Abbott
Laboratories, Inc., has been
awarded a seven-year con-
tract worth £100 million (US
$154.6 million). Abbott will
be responsible to provide
what is described as “round-
the-clock lab services across
the west of Scotland giving
rapid testing and results.”
This is the second similar
contract Abbott has won in
Glasgow.

kk

TRANSITIONS
• Kathy Teitzel has been
appointed the new General
Manager for PacLab Network
Laboratories, based in Renton,
Washington. She came to

PacLab fromQuestDiagnostics
Incorporated and served in
management prior to that with
several clinical laboratory com-
panies in the Seattle region.

•HealthNetwork Laboratories
of Allentown, Pennsylvania,
recently selected Sherri Dobis
to be Vice President, Business
Development. Dobis was for-
merly an executive with
Novation.

You can get the free DARK
Daily e-briefings by signing up
at www.darkdaily.com.

DARK DAILY UPDATE
Have you caught the latest
e-briefings from DARK Daily?
If so, then you’d know about...
...the publication of a draft fed-
eral rule that would amend
CLIA and HIPAA require-
ments and mandate that labo-
ratories send lab test data
directly to patients as well as
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Laws Gives Unethical Labs Competitive Advantage.

kkHow National Labs and National Pharmacy Chains
Are Teaming Up to Offer “Free” Lab Tests.

kkWhat’s New on Payers’ Efforts to Pre-Authorize
Expensive Molecular and Genetic Tests.

Caroline Maurer, CAP 15189 Director, on:
Optimize Your Lab’s Accreditation Outcomes With Better
Internal Audits and Root Cause Analysis
Each year, the laboratory accreditation process becomes tighter
and tougher. Now you can better prepare your lab for these
surveys and inspections through more effective use of internal
audits. This powerful session shows you how internal audits
can help your lab achieve a high state of preparedness.
You’ll also learn the right way to conduct root cause
analysis. Get all you need to help your lab sail
through its accreditation and licensure requirements!


