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Is Your Lab Prepared for More Tough Challenges?
There is a new favorite word Wall Street analyst use when they want to 
describe an industry that is going to experience tough times that will make it diffi-
cult for companies to grow and remain profitable. That word is “headwinds” and 
it can aptly be applied to the multiple tough challenges that are about to confront 
the nation’s clinical laboratories and anatomic pathology groups. 

The good news is that the upcoming 24th annual Executive War College on 
Lab and Pathology Management has scheduled sessions and expert speakers 
specifically to help you develop ways to overcome the different headwinds about 
to buffet your laboratory. When you and your team join us in New Orleans on 
April 30-May 1, here are the most important negative market forces that will be 
addressed, along with useful strategies and solutions:
• Declines in lab reimbursement and budgets: effective strategies to generate 

new revenue streams; marketing and sales programs to win new clients and 
expand market share.  

• Ongoing pressure to cut lab costs: ways to use process improvement and 
quality management tools to slash expenses, boost productivity, and sustain 
quality. 

• Demand by payers and physicians for more data: useful middleware products 
that help labs pull together valuable data in forms that physicians in ACOs and 
health insurers find valuable—and for which they will pay your lab!

• New federal law prohibiting paying sales commissions: expert attorneys to 
guide you through the new Eliminating Kickbacks in Recovery Act of 2018 
(EKRA) section of the Support Act and how it conflicts with the long-es-
tablished safe harbors for paying commissions in the federal Anti-Kickback 
Statute.
This is just a partial list. The big news for this Executive War College is that 

we’ve added 25 more sessions, which means you’ll have 80 powerful learning 
sessions, featuring more than 115 experts, speakers, and strategists. 

Today, the message for you is simple. Your laboratory is part of an industry 
that faces multiple headwinds during the next year or two. Some headwinds 
may be of hurricane force. By joining us in New Orleans this spring, you’ll 
acquire the knowledge you need to keep your lab at the forefront of clinical care 
and financial solvency. TDR
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LabCorp to Acquire Iowa’s 
Metropolitan Medical Lab 
k105-year-old laboratory company decides to sell;  
becomes latest example of an independent lab closure

kkCEO SUMMARY: Without making an announcement, LabCorp 
said it would acquire the Metropolitan Medical Laboratory, a pri-
vately-held laboratory founded in 1914 in Davenport, Iowa. The 
local newspaper reported that some 136 employees from Metro 
Medical’s laboratory operations in Moline, Ill., may lose their 
jobs. Last month, LabCorp said Medicare and other cuts in pay-
ment to the nation’s smaller and regional labs could cause some 
of those labs to seek joint ventures or sell out to larger labs.

O ne of the nation’s oldest clin-
ical laboratories will change 
hands on April 1, ending a run of 

105 years in Davenport, Iowa. 
Without an announcement, Laboratory 

Corporation of America confirmed this 
week that it will acquire the Metropolitan 
Medical Laboratory, a privately-held 
laboratory founded in 1914. Some 136 
employees from its laboratory operations 
in Moline may lose their jobs, according to 
reporting by Alma Gaul of the Quad City 
Times, a newspaper in Davenport. 

Last month, LabCorp’s executives told 
Wall Street stock analysts that more of the 
nation’s smaller and regional laboratories 
were becoming aware of the effects that 
reductions in Medicare payments under 
the Protecting Access to Medicare Act 
(PAMA) were having on operations and 
finances. As a result, many of those labs 

may be willing either to be acquired or to 
work more closely with larger labs.

LabCorp’s Chairman and CEO David 
King said, “This presents us with a num-
ber of attractive tuck-in lab acquisition 
opportunities, which typically deliver sig-
nificant synergies and high return on 
invested capital.” 

However, no official from either 
LabCorp or Metro Medical Labs was will-
ing to discuss the reasons why the pathol-
ogists who own Metro Medical Labs chose 
to sell their business at this time. Executives 
and staff from Metro Medical did not 
return multiple messages left last week. 

About the deal, LabCorp’s Donald R. 
von Hagen, Vice President, Corporate 
Communications, said, “With respect 
to Metropolitan Medical Laboratory, I 
can confirm that we still anticipate the 
transaction to close on April 1, and that 
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we do not anticipate making a formal 
announcement about it. Other than that, 
we are not providing information beyond 
what was reported this week in the Quad 
City Times.” The newspaper serves the 
Quad Cities of Moline and Rock Island, 
in Western Illinois and Bettendorf and 
Davenport in Eastern Iowa. 

It’s safe to assume the deep cuts to 
Medicare Part B clinical lab test prices 
that resulted from the PAMA private 
payer market price study were a factor in 
the decision by the owners of Metro Med 
Labs to sell. What’s unknown is whether 
those Medicare price cuts were the decid-
ing factor in the timing of the sale. 

Interviews with clinical laboratory 
executives familiar with the recent history 
of Metro Medical explained that the lab 
has lost lab testing volume over the past 
six years while continuing to retain a large 
and far-flung operation.

kSale of Lab Assets in 2013
In 2013, The Dark Report reported 
that Metro Medical sold the labora-
tory assets it owned at two hospitals in 
Davenport to Genesis Health System, 
also of Davenport.

At the time, The Dark Report 
reported that Genesis Health was a 
five-hospital system that served patients in 
12 counties in Eastern Iowa and Western 
Illinois. (See “Hospital System Acquires 
Labs in ACO Strategy,” TDR, July 8, 2013.)

Before the sale, Metro Medical Labs 
ran the laboratory operations in two dif-
ferent hospitals known as the Genesis 
Medical Center in Davenport. One hos-
pital had 252 beds and the other had 174 
beds, TDR reported. At that time, Genesis 
hired all 90 lab employees employed in 
the two Metro Medical Lab facilities. 

However, Metro Med Labs remained 
a large clinical laboratory company. Quad 
City Times said that, in 2015, Metro Med 
Labs employed more than 400 people, 
according to its human resources officer. 
The Times also noted that, in 2015, the 

lab company “had 3,500 ordering clients 
with more than 5.4 million test results for 
230,000 patients seen per year.”

Metro Med Labs lost more business in 
April, 2017, when UnityPoint Health, a 
health system in the Quad Cities, acquired 
the lab testing services from about 30 phy-
sician clinics that had been sending their 
clinical lab and pathology tests to Metro 
Medical Labs, said a lab executive familiar 
with the history of lab testing in the area. 

kLoss of Physician Referrals
“When Metro Medical lost the lab testing 
work of those 30 or so physician clin-
ics, that’s about the time when I believe 
Metro really started to struggle,” the lab 
executive said. He asked not to be named. 
“At the time, Metro Medical probably was 
left collecting lab testing work from only 
about two sizeable independent groups. 

“And Metro Medical still had a 
big freestanding patient service cen-
ter (PSC) presence because people had 
used those draw stations for years, and 
Metro Medical’s patients remained loyal 
to Medical Metro and Metro Medical 
remained loyal to those patients,” he said. 
“Looking back on it, though, it might have 
been better if Metro Medical closed some 
of those PSCs after selling parts of its 
hospital testing business and then losing a 
part of its physician outreach testing. 

kDid Not Cut Large Overhead
“It could be that the reason Metro Medical 
struggled financially was because it just 
didn’t have the volume to support large 
lab operations anymore,” he commented. 
“For example, the lab maintained its big 
reference testing menu and microbiology 
lab because it had done the reference lab 
work for two large hospital systems and all 
the providers in the area. Metro Med Labs 
didn’t downsize those operations.” 

Given these facts, it’s reasonable to 
assume the Medicare lab fee cuts of 2017 
and 2018 were the financial setbacks that 
led the lab’s owners to decide to sell. TDR

  —Joseph Burns
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COLA: GAO Should Address 
PAMA’s Effect on Patients
kGAO’s report last fall did not discuss how PAMA 
changes Medicare and other patients’ access to tests

kkCEO SUMMARY: In a recent statement, COLA, an organiza-
tion that accredits clinical labs, expressed strong concern about 
how a report from the Government Accountability Office did not 
address how the Protecting Access to Medicare Act of 2014 
(PAMA) affects patients’ access to testing, especially in rural 
areas. COLA said its surveys of providers across the nation pro-
vides evidence that Medicare patients already have less access 
to lab tests compared with access before Medicare cut lab fees.

In its report issued in November 
about how the Protecting Access to 
Medicare Act of 2014 (PAMA) would 

affect clinical labs, the Government 
Accountability Office (GAO) left out sig-
nificant information about how the law 
would affect patients, said John Daly, MD, 
COLA’s Chief Medical Officer.

Instead of focusing on patient care, the 
GAO report, “Medicare Laboratory Tests: 
Implementation of New Rates May Lead 
to Billions in Excess Payments,” addressed 
how the federal Centers for Medicare 
and Medicaid Services (CMS) could end 
up overpaying for clinical lab tests. Those 
overpayments would result in billions 
more in Medicare spending, the GAO 
estimated.

“What really concerns COLA about 
the GAO report is that it does not include 
any discussion about how PAMA affects 
patient’s access to testing, especially in 
rural areas,” stated Daly. “And, these 
[Medicare fee] cuts reduce access to lab-
oratory testing to more than Medicare 
patients because the closure of community 
laboratories will affect all patients—includ-
ing pediatric patients.”

In addition to failing to address how 
PAMA affects patients, Daly also was 
concerned that the GAO report focused 
attention on a hypothetical problem. (See 
sidebar, page 6.)

Under PAMA, CMS has cut payments 
to clinical laboratories by 10% last year, 
10% this year, and will cut payments by 
10% next year. Then, CMS can cut pay-
ments by a maximum of 15% a year from 
2021 through 2023. The cuts are already 
taking a toll on patient care, Daly said. But 
the GAO report did not include an analysis 
of how these new payments have affected 
Medicare beneficiaries’ access to clinical 
laboratory services, he added.

kCOLA’s National Lab Survey
A nonprofit organization that accredits 
some 7,000 medical laboratories, COLA 
collected data over the past two years on 
the availability of clinical laboratory test-
ing in rural and urban areas nationwide. 
More than a third of the laboratories that 
responded to a survey COLA did said that 
they were referring more patients to other 
labs, making changes in their test menus to 
control costs, and were not updating their 
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equipment, stated Daly. “That shows that 
many of these medical laboratories may be 
getting ready to close the doors,” he added. 

“A lesser number of labs have laid off 
staff and didn’t renew service contracts,” 
Daly added. “And, again, this means that 
they may close. Other surveys have shown 
that some labs have already closed because 
of the financial erosion from PAMA [and 
cuts to Medicare Part B clinical lab fees]. 
Labs serving nursing homes and nursing 
home administrators themselves are very 
concerned.”

kIs Patient Access Reduced?
Despite the effects of lower payments on 
clinical labs, there has been little reporting 
on PAMA’s effects on patient care, noted 
Daly. 

“We are all in agreement that there 
needs to be a more constructive dialog with 
GAO and others in government about how 
PAMA is affecting Medicare, particularly 
in rural America and how it’s affecting 
infirm adults in urban areas,” Daly com-
mented. “In nursing homes and long-term 
care facilities, there are very vulnerable 
patients.”

Those patients need what COLA calls 
near-patient testing. “We’ve taken a critical 
look at the value of near-patient testing,” 
Daly explained. A survey COLA did in 2017 
and 2018 showed that 90% of physicians in 
all regions of the country—particularly 
those in areas with fewer than 20,000 peo-
ple—believed that elderly patients would 
be exposed to more serious healthcare risks 
if they lose access to near-patient testing.

“For most patients, near-patient testing 
gives recipients better outcomes,” empha-
sized Daly. “And, the cuts in payment under 
PAMA could have adverse effects on health-
care quality and patient outcomes. But GAO 
did not evaluate this aspect of how PAMA 
affects testing.” For more information, see 
COLA’s site on near-patient testing at www.
NearPatientTestingMatters.org. TDR

—Joseph Burns
Contact Matthew Spenny at 800-981-9883 
or mspenny@cola.org.

GAO: Findings Do Not 
Reflect Industry Practice

In its report to Congress in november, 
the Government Accountability Office 

(GAO) said that spending for Medicare 
could rise by $10.3 billion from 2018 
through 2020 if the federal Centers 
for Medicare and Medicaid Services 
(CMS) stopped paying bundled payment 
rates for certain panel tests. 

The problem with this part of the 
report is that the estimates of how CMS 
pays for panel tests are hypothetical, said 
John Daly, MD, COLA’s Chief Medical 
Officer. These hypothetical effects in the 
report led U.S. Senator Chuck Grassley 
(R-Iowa), Chairman of the Senate Finance 
Committee, to ask officials from the fed-
eral Department of Health and Human 
Services and from CMS to explain “the 
potential for a striking increase in costs to 
Medicare for laboratory services.”

In response to the GAO report, clini-
cal lab associations criticized the agency. 
In recent communications between 
the American Clinical Laboratory 
Association (ACLA) and GAO officials, the 
congressional watchdog agency admitted 
that the report does not reflect actual 
industry payment practices. 

ACLA said the GAO’s role is to exam-
ine how taxpayers’ dollars are spent and 
provide Congress with objective, reliable 
information to save money and work 
efficiently. “And yet, following growing 
pushback to a recent report on laboratory 
billing practices in the Medicare program, 
James Cosgrove, GAO health care director 
and author of the report, shared that the 
GAO’s findings are not actually reflective 
of current industry practice—but rather 
are based on a hypothetical scenario,” the 
ACLA said.

“We weren’t analyzing what labs are 
or aren’t doing,” Cosgrove told ACLA. 
“We were analyzing what the exposure to 
Medicare would be.”
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LIS-EHR Fees Increasing, 
Say Hospital Lab Execs
kJust when clinical labs most need to control costs, 
some EHR vendors are charging more for interfaces

kkCEO SUMMARY: Hospital and health system lab managers 
say some vendors of electronic health record systems for inde-
pendent physicians are aggressively raising the fees they charge 
labs. Labs serving outreach physicians now pay more in two 
ways, they say. First, they pay the price the vendor charges to 
implement an LIS-to-EHR interface. Second, they pay per-order 
fees each time a physician orders a lab test using the lab inter-
face. These price increases are an unwelcome development.

At one time, it typically cost only 
about $2,000 to create an electronic 
interface between a clinical labora-

tory’s information system (LIS) and the 
electronic medical record (EMR) or elec-
tronic health record (EHR) system of a 
client’s medical group or physician office. 

That was in the early days after 
Congress passed the Health Information 
Technology for Economic and Clinical 
Health Act (the HITECH act) as part of 
the American Recovery and Reinvestment 
Act of 2009. The HITECH act was written 
to encourage what federal lawmakers call 
“the adoption and meaningful use” of 
health information technology. 

One goal of meaningful use was to 
replace the paper documents and fax 
transmissions doctors were then using 
to share patients’ records with hospitals 
and other providers. Another goal was to 
enable electronic ordering and reporting 
among physicians, clinical labs, pharma-
cies, and other ancillary providers.

The days of the $2,000 LIS-to-
physician-EHR interface are gone now, 
however, according to some clinical lab 
directors. The cost of connecting phy-

sicians using hospital lab outreach pro-
grams is rising to exorbitant levels, they 
say. One lab director characterized the 
fees some EHR vendors charge as “price 
gouging.”

To be clear, the issue of high fees 
relates to connecting physicians who are 
not part of the hospital or health system 
and are sending outreach testing to the 
hospital or health system lab. On the 
other hand, physicians who are affiliated 
or employed within the hospital or health 
system typically do not need an interface 
because they’re already on the system. 

kLabs Pay Higher EHR Fees 
The steady increase in the fees EHR ven-
dors charge labs for these interfaces is a 
problem for two reasons. First, it increases 
the operational costs of a clinical lab when 
Medicare has been cutting what it pays for 
1,300 tests on the Clinical Laboratory Fee 
Schedule, thus reducing lab revenue. 

Second, as clinical labs grow their busi-
nesses and add new client physicians, the 
increased interface fees some EHR vendors 
charge substantially raises what it costs labs 
to serve these new client physicians. 
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This trend is not a new development. 
Year after year, some labs have seen some 
EHR vendors raise their interface fees 
significantly. What makes this trend par-
ticularly troubling today is that labs need 
to cut costs to offset declining revenue 
from the Medicare lab price cuts under 
the Protecting Access to Medicare Act of 
2014 (PAMA). 

In covering these developments, The 
Dark Report encountered lab manag-
ers who named three EHR vendors the 
managers considered to be aggressive at 
increasing the cost of their LIS-to-EHR 
interfaces. These lab managers asked not 
to be identified because they don’t want 
the EHR vendors to take punitive actions 
against their laboratories. The Dark 
Report is honoring those requests in 
order to help readers understand how 
certain EHR vendors are raising prices. 

“Most hospitals or health systems like 
mine already have electronic bidirectional 
orders and results for the physicians they 
employ,” stated one laboratory adminis-
trator. “Therefore, each time the hospital 
lab wants to boost revenue by adding 
outreach volume, it needs to pay these 
high fees to some EHR firms, which adds 
to the cost of serving these new client 
physicians.” 

kEHR Vendors Raising Prices
In interviews with three hospital or health 
system lab managers, the managers iden-
tified three EHR vendors charging what 
they said were high prices. 

“For example, athenahealth wants $1 
per order for lab orders flowing through 
their system,” another lab director said in 
an email. “Our lab currently has one pro-
vider group with 230 providers. Even one 
lab test order for each of these physicians 
for 21 work days is $4,830 in fees for the 
month and many of them have 10 to 20 
lab test orders each day!” 

“Practice Fusion charges $10,000 for 
a hub, plus a transaction fee for every lab 
test order,” stated another lab director. 
“Greenway charges $18,500 for a bidirec-

tional interface.” Athenahealth, Greenway, 
and Practice Fusion did not respond to 
multiple requests for comment.

This lab director has had no luck in his 
efforts to negotiate lower rates with each 
of these vendors, he said in an interview 
with The Dark Report. 

kSimiliar Problems
Many hospitals and health systems face 
similar problems, said Michelle Del 
Guercio, Vice President, Marketing, 
at Sunquest Information Systems, in 
Tucson, Ariz. Over the past 10 years, 
Sunquest has seen this trend develop 
nationwide. 

“For the past decade, hospitals and 
health systems have acquired physician 
group practices,” explained Del Guercio. 
“This often makes it costly for hospital 
outreach labs to set up and serve new 
physician groups.

“Each individual EHR vendor needs 
to establish a bidirectional interface to the 
hospital’s LIS for each doctor,” she noted. 
“Each connection requires an investment 
of time and money to make it function 
effectively.”

Some hospitals find the cost so high 
that they don’t require EHR vendors to 
make the connections in both directions, 
Del Guercio said. Instead, they connect 
electronically so that the lab can send test 
results back to physicians’ EHRs but not 
so the physicians can order tests electron-
ically, she said. 

“What these labs often don’t realize 
is that with the right technology in place, 
there is huge benefit in capturing orders 
electronically, such as to help reduce 
duplicate testing, ensure medical neces-
sity validation, and even help routing test 
orders to other labs,” Del Guercio com-
mented. “Labs need to weigh the benefit 
over the long-term versus the initial cost 
of the interface.”

To Del Guercio’s point, not receiving 
orders electronically is the opposite of 
what Congress intended when it passed 
the HITECH act.
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“It’s not unusual that the cost of these 
LIS-EHR interfaces are higher than they 
were 10 years ago,” observed one lab 
director. “But these interfaces and per-or-
der fees are happening when our lab is 
experiencing decreased reimbursement 
for two straight years. It’s like a perfect 
storm for health system labs running out-
reach programs. 

“As cost keeps going up, our lab has 
less to work with, which means we can 
justify making these connections for fewer 
customers,” he added. This lab director is 
responsible for deciding which physician 
practices get bidirectional interfaces.

“When I was getting quotes for this 
work, I came across athenahealth’s fees and 
found they want a dollar for each requisi-
tion. That’s just outrageous,” he stated.

“The economics are obvious,” he 
added. “We serve a group of 150 physi-
cians. If we have to pay a dollar to the 
EHR vendor for every requisition, that 
group alone will cost us many thousands 
of dollars a month. Our outreach lab can-
not justify spending that amount.

kFalling Reimbursement
“Such a big bill seems ridiculous in a time 
when reimbursement is going down but 
when EHR vendors want more,” he added.

Knowing that CMS planned to make 
the second round of steep cuts in pay-
ment under PAMA to start on Jan. 1, this 
lab director began working with EHR 
vendors last year. He asked each one to 
consider reducing its connection fees, and 
was rebuffed each time, he said. 

“They’re very cavalier about these 
fees,” he explained. “These are the fees 
they’ve set, and they expect our clinical 
lab to pay them. The problem is that these 
interfaces for ordering and reporting lab 
tests are the crux of outreach. If you can’t do 
the interfaces, then you can’t do outreach, 
and that means you can’t compete.” TDR

—Joseph Burns
Contact Michelle Del Guercio at 520-570-
2000 or michelle.delguercio@sunquestinfo.
com.

Middleware Vendors 
Offer EHR Solutions

One way to solve the problem of con-
necting multiple physicians in out-

reach programs is to use a middleware 
product, said Michelle Del Guercio, 
Vice President, Marketing, at Sunquest 
Information Systems, in Tucson, Ariz. 
Sunquest offers such products to clin-
ical labs as a result of its acquisition  
in 2015 of Atlas Medical, a provider  
of clinical process and connectivity  
solutions.  

As an example, she referred to a 
case study that Sunquest published last 
year about how when the clinical labo-
ratory at the Henry Ford Health System 
(HFHS) needed to make such connec-
tions to its own physicians and to phy-
sicians outside of the health system, it 
contracted with Sunquest to do so. 

At the time, test results of patients 
seeing physicians outside of the health 
system were not getting into the health 
system’s electronic health record (EHR) 
system, said J. Mark Tuthill, MD, Division 
Head of Pathology Informatics at HFHS. 
When patients who had previously seen 
physicians outside of the health system 
became inpatients, treating physicians had 
no access to their past lab test results. 

“So, when patients came over to the 
inpatient side, we had a blank picture 
of what the patient looked like,” Tuthill 
said. “None of their lab work was going 
to the EHR.” The solution HFHS adopted 
helped to prevent missing lab orders 
and also helped improve revenue and 
turnaround time as a result of producing 
cleaner orders and claims, according to 
the case study. 

“Labs looking at middleware to sup-
port LIS-EHR connectivity should look at 
the long-term benefit, such as more effi-
cient order capture and specimen intake, 
and improved service to physicians,” 
commented Del Guercio.
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Second, lab industry experts tracking 
these developments say that the odds are 
higher this time that CMS will assess pen-
alties against some applicable labs that fail 
to comply with the requirements to report 
price and value data accurately. In that 
first data-collection and reporting period in 
2016 and 2017, CMS did not assess penalties 
against any applicable labs.

kPenalties of $10,000 Per Day
The penalties are substantial. Under PAMA, 
Congress set penalties of as much as $10,000 
per day for any applicable laboratory that 
fails to report or that reports inaccurate or 
incomplete data.

For the second time in three years, 
clinical laboratories defined as “applica-
ble laboratories” under the Protecting 

Access to Medicare Act of 2014 (PAMA) 
are collecting data on what private health 
insurers pay them for lab tests. Once the 
data are compiled, labs will submit the 
data next year to the federal Centers for 
Medicare and Medicaid Services (CMS) 
on what they’re paid and on the volume of 
tests they run. 

During this data-gathering and report-
ing cycle, it is essential that hospital labo-
ratory administrators and pathologists—as 
well as hospital CEOs and CFOs—under-
stand two important features that make 

this reporting cycle different from what 
happened during the first PAMA reporting 
cycle in 2016 and 2017. 

First, CMS expanded the definition of 
applicable laboratories in such a way that 
most of the nation’s hospitals and health 
networks are now required to report their 
private payer lab test price and volume data 
to CMS. While PAMA has been in place 
since 2014 and this is the second reporting 
cycle under the law, it is significant that 
many hospital CEOs, CFOs, and clinical lab-
oratory administrators remain unaware that 
the current PAMA final rule requires their 
organizations to report their labs’ private 
payer test price and volume data to CMS.

kk CEO SUMMARY: All clinical labs required to report their private payer 
lab test price data are now in the midst of collecting that data. One big 
change in PAMA reporting is that the federal Centers for Medicare and 
Medicaid Services now defines most hospital and health system labs as 
“applicable labs” and requires them to report private payer price data. 
However, few hospital CEOs are aware of this federal requirement. In 
2017, Healthline Laboratory Network reported its data to CMS and now 
shares its lessons in how to collect complete and accurate price data. 

Best Ways to Gather, 
Assess, Report PAMA 
Price Data to CMS 

Many Hospital Labs Don’t Know They Must Report!
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Second, lab industry experts tracking 
these developments say that the odds are 
higher this time that CMS will assess pen-
alties against some applicable labs that fail 
to comply with the requirements to report 
price and value data accurately. In that 
first data-collection and reporting period in 
2016 and 2017, CMS did not assess penalties 
against any applicable labs.

kPenalties of $10,000 Per Day
The penalties are substantial. Under PAMA, 
Congress set penalties of as much as $10,000 
per day for any applicable laboratory that 
fails to report or that reports inaccurate or 
incomplete data.

Thus, hospital and health system labora-
tories that now meet the definition of appli-
cable labs—but remain unaware of their 
legal requirement to report their private 
payer lab test price data to CMS—are at risk 
for such penalties. 

kLabs Now Collecting Data
Meanwhile, across the nation, applicable 
laboratories are collecting those data. The 
key requirements of this data-collection 
period are:

• Between Jan. 1 and June 30 of this year, 
applicable labs must collect the data on 
the payments and test-volume amounts 
they get from private (non-public) 
health insurers. 

• Then, the applicable laboratories must 
submit their price and volume data from 
this six-month data collection period 
to CMS in the first quarter of next year 
(2020). 
Clinical laboratories will see a difference 

in this PAMA private payer price reporting 
cycle versus what happened in the first cycle, 
in which applicable labs collected price and 
volume data from Jan. 1 to June 30, 2016, 
and reported that data between Jan. 1, 2017 
and May 30, 2017. 

That difference is how CMS expanded 
the definition of “applicable laboratories” to 
include all hospitals that bill for clinical lab-
oratory tests using the Form CMS-1450 14x 
Type of Bill (TOB) and which bill Medicare 
more than $12,500 in one year for non-pa-
tient laboratory services. 

In addition to these differences, there is 
another issue under PAMA that labs need to 
know: There is a widespread lack of practical 
knowledge about how to comply with the 
PAMA price reporting requirement. 

In December, Quest Diagnostics and 
Modern Healthcare Custom Media reported 
the results of a survey of hospital executives. 
It showed that almost 80% of respondents 
were not at all familiar, or only somewhat 
familiar, with PAMA and its effect on hospi-
tals. In addition, 45% of hospital executives 
responded that they were not at all familiar 

this reporting cycle different from what 
happened during the first PAMA reporting 
cycle in 2016 and 2017. 

First, CMS expanded the definition of 
applicable laboratories in such a way that 
most of the nation’s hospitals and health 
networks are now required to report their 
private payer lab test price and volume data 
to CMS. While PAMA has been in place 
since 2014 and this is the second reporting 
cycle under the law, it is significant that 
many hospital CEOs, CFOs, and clinical lab-
oratory administrators remain unaware that 
the current PAMA final rule requires their 
organizations to report their labs’ private 
payer test price and volume data to CMS.

kk CEO SUMMARY: All clinical labs required to report their private payer 
lab test price data are now in the midst of collecting that data. One big 
change in PAMA reporting is that the federal Centers for Medicare and 
Medicaid Services now defines most hospital and health system labs as 
“applicable labs” and requires them to report private payer price data. 
However, few hospital CEOs are aware of this federal requirement. In 
2017, Healthline Laboratory Network reported its data to CMS and now 
shares its lessons in how to collect complete and accurate price data. 

Best Ways to Gather, 
Assess, Report PAMA 
Price Data to CMS 

Many Hospital Labs Don’t Know They Must Report!
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with PAMA and 33% said they were only 
somewhat familiar with the law.

To help clinical laboratories understand 
their requirements under the law, officials 
at CMS have issued documents, guidance, 
and information to explain PAMA price 
reporting and how labs must comply. 

But government guidance and com-
mentary are carefully crafted to be neu-
tral about how clinical laboratories are 
to respond to the various requirements 
in the PAMA final rule. Also, govern-
ment guidance generally avoids going into 
detail on those key issues that might be 
subject to regulatory challenge or litiga-
tion in federal courts.

kGuidance from CMS
Consequently, applicable labs have many 
questions about what steps to take to 
gather private payer lab test price data, 
then properly analyze and verify the data, 
package the numbers correctly, and sub-
mit these data to CMS. Applicable labs 
need to know how to comply confidently 
with the PAMA statute and the final rule 
of private payer lab price reporting and 
thus avoid federal penalties. 

To understand how one clinical lab 
faced the challenges of collecting and 
reporting private payer data under 
PAMA, The Dark Report interviewed 
Dean Hoppes, MBA, Chief Financial 
and Administrative Officer for Health 
Network Laboratories, in Allentown, Pa. 
His lab reported its data to CMS during 
the first PAMA reporting cycle in 2017 
and is collecting data now in this second 
data-collection cycle.

kIndependent, Regional Lab
Founded in 1983, Health Network 
Laboratories (HNL) is an independent 
regional laboratory that does more than 
eight million billable tests each year, 
99% of which it performs in-house. The 
seven-hospital Lehigh Valley Health 
Network is one of its chief sources of 
volume.

HNL has some 1,000 employees 
throughout the lab system, including 35 
board-certified pathologists and scientific 
directors and more than 400 certified lab 
scientists and phlebotomists. It operates 
multiple labs. One is a 100,000 square foot 
facility in Allentown. 

Also, HNL has 60 patient service cen-
ters and draw sites in Pennsylvania and 
in New Jersey. The lab’s clients include 
physician offices, hospitals, long-term 
care facilities, employers, and industrial 
accounts.

“The Lehigh Valley Health Network 
(LVHN) represents about 50% of our 
work and the other 50% comes from our 
outreach program,” Hoppes said. “We’re 
the exclusive laboratory for LVHN.

“In addition to serving the Lehigh 
Valley area, we also go out to Central 
Pennsylvania as far west as Chambersburg,” 
he noted. “We have one patient service 
center in New Jersey, along with quite a 
few clients, including physicians’ offices, 
hospitals, nursing homes, and long-term 
care facilities.”
kLessons from 2017 Reports
When HNL submitted its data under 
PAMA in 2017 during the first report-
ing cycle, its management team learned 
important lessons—some painfully. “Just 
the sheer volume of the data we needed 
to report made this a major challenge,” 
admitted Hoppes. 

“At the same time, we did have the 
proper systems in place and a high-
ly-skilled billing staff,” he noted. “These 
resources helped us work through all the 
serious issues of collecting the data and 
reporting those numbers accurately.

“Also, throughout this entire reporting 
cycle, our clinical laboratory team was 
aware of the steep federal fines that could 
result,” he added. “We understood the 
need to submit complete, accurate data 
that was documented in the event that 
officials from CMS might do a detailed 
review or audit of our data.”
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HNL did the job so well in 2017 that 
Hoppes and the billing staff were fully 
confident the numbers were accurate and 
thorough for three reasons:

1. HNL worked with XIFIN, a company 
in San Diego that helps clinical labs 
improve their billing and collection 
processes and has assisted its lab cli-
ents in complying with PAMA.

2. HNL uses electronic billing and pay-
ment systems that speed the payment 
process and improve the accuracy of 
both claims submitted and payments 
received from payers.

3. HNL has dedicated billing special-
ists who find and correct errors in 
payments and ensure that the data 
are accurate. This team pays close 
attention to how allowed amounts are 
reported. 
In 2017, HNL’s lab team recognized 

that a key to collecting and reporting 
PAMA data smoothly and accurately was  
its relationship with and use of a third-
party billing system, Hoppes said.

“We use the XIFIN billing system, 
and XIFIN was proactive in recommend-
ing ways for us to develop an effective, 
systematic method to collect the data we 
needed to report to CMS,” he added. 

kTwo Years of Experience
“Therefore, during the reporting year of 
2017, HNL had the experience of working 
with XIFIN for almost two years,” stated 
Hoppes. “This meant that our lab had a 
history with the XIFIN team, and they had 
a good understanding of our operation.” 

Most of HNL’s private-payer data were 
collected electronically, but not all. “There 
were many exclusions that we had to 
go through, and most of these needed a 
manual review,” explained Hoppes. “For 
example, we had to exclude accounts that 
the payer did not fully adjudicate with a 
denial or in an appeal. Also, of course, 
we had to exclude all payments from 
government sources, such as those from 
Medicare and Medicaid.

“In addition, our billing team had to 
exclude all of the payments HNL gets 
through capitation,” he added. “That’s 
because those contracts reimburse our 
lab on a per-member-per-month basis 
and not with a fee-for-service payment for 
each individual test. 

“All of this work took time in our bill-
ing department, where we have about 37 
full-time employees,” commented Hoppes. 
“HNL has a skilled billing team that fully 
understands all of our insurance contracts 
down to the individual plan level. That 
helps when identifying which numbers 
need to be reported and which do not.

“For example: HNL has a contract 
with one particular insurance plan in 
which our lab gets a capitated payment,” 
he said. “For those payments, we have a 

HNL’s Bank Lends a 
Hand with Payments 

One effeCtive method that health 
network laboratories uses to speed 

up the management of payments is by 
working closely with its bank to handle 
patients’ payments.

When a patient sends a check to 
cover a deductible, HNL’s bank will 
create an electronic remittance for the 
lab, explained Dean Hoppes, MBA, the 
lab’s Chief Financial and Administrative 
Officer. 

“Prior to establishing the process, 
it was a nightmare when the team had 
to manually post every single patient 
payment that arrived,” he said. “But 
now, when a patient sends a check to 
our lockbox, the bank converts each 
patient’s remittance statement into an 
electronic file so that it posts automat-
ically and generates an electronic sum-
mary report for our lab.”

This one bank service eliminates 
almost all of the manual processing of 
patients’ payments that HLN’s billing 
staff previously did manually.
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specific payer identification number in 
our billing system. That allows us to iso-
late any capitated payments based on that 
ID number.”

Another challenge that all labs face 
when reporting private-payer data under 
PAMA is understanding the allowed 
amounts. “The allowed amount is what 
health insurers will pay for a test under 
the contracted arrangement,” said Hoppes. 
“The payment amount is not used since 
many patients are responsible for the 
allowed amounts.”

Most labs know well that many patients 
today have high-deductible health plans 
(HDHPs) and thus are responsible for 
most or all of their medical costs until 
the annual deductible is met. While these 
patients are responsible for such pay-
ments, many labs have found that patients 
with HDHPs often pay nothing or a small 
percentage of their patient portion of the 
allowed amount.

kPayer’s Allowed Amount
Determining the allowed amount can 
be difficult for any provider, but Health 
Network Laboratories collects most of 
its payments electronically—a factor that 
simplifies the process. 

“When a health insurer pays HNL, 
we get paid with an electronic remittance 
advice called an EDI 835,” he noted. “This 
explains what our lab was paid and why.

“One advantage we had in collecting 
our private payer price data is that we 
have electronic data interfaces with about 
99% of our payers,” commented Hoppes. 
“Thus, all claims go out electronically. We 
only send paper claims for a small propor-
tion of our test volume. 

“Plus, when the remittance comes 
back, about 90% of our claims are posted 
electronically,” he noted. “Those amounts 
automatically post into our system, based 
on the explanation of benefits (EOBs). We 
get the allowed amount from these EOBs. 

“If part of the allowed amount is 
related to a deductible, that amount gets 

flipped over to be the patient’s responsi-
bility,” he explained. 

“Of course, often that patient-respon-
sibility amount becomes bad debt because 
patients simply default on what they owe 
our laboratory. In about 10% to 15% 
of our cases, patients default and so we 
know we won’t be paid for the full allowed 
amount the payer showed on the EOB.

kIncluded in PAMA Report
In the PAMA data we submit to CMS, 
we report the allowed amount,” stated 
Hoppes. “But we don’t report any amounts 
if a claim is denied.” 

Another key lesson HNL learned 
during the first data-collection and 
reporting period is that getting paid elec-
tronically improves accuracy significantly.
“Because 90% or more of our payers use 
electronic remittances, we don’t have to 
post payments manually from a paper 
EOB,” Hoppes explained. “That’s a signif-
icant advantage because when your lab 
must do manual interventions, it reduces 
quality and accuracy.

“If one of our team members posts 
payments manually, there’s a chance that 
we could make errors in terms of the 
allowed amount,” he added. “If the allowed 
amounts are wrong, that would obviously 
affect the amounts we report to CMS as 
being paid.

“As we did in 2017, in this reporting 
cycle we are using a team approach to 
gather and validate the data,” he said. “For 
example, we have a billing analyst in our 
billing department who helps extract all 
the data and make sure those numbers are 
accurate. Our billing analyst works with the 
cash posters because they see any anoma-
lies that need to be included or excluded. 

“Another lesson we learned during the 
2017 PAMA reporting period is that not 
all payers are alike,” emphasized Hoppes. 
“Each one adjudicates claims differently. 

“Some payers will actually allow an 
amount based on a quantity of tests. But 

43134 TDR VOL26_4 14 3_20_2019



The Dark reporT / www.darkreport.com  k 15

other payers don’t seem to care about 
quantity,” he noted. “Payers in this second 
group will assign a quantity of, say, one  
to a number of tests. When they do  
that, it drastically changes the allowed 
amount.

“In these cases, we must be extremely 
careful because one payment in this man-
ner for a large number of tests could skew 
the data,” Hoppes advised. “During the 
2016-2017 data collection period, our 
billing analyst was validating payments.

“However, in this current PAMA 
reporting cycle, we’ll have him work more 
closely with our cash posters because 
they’re familiar with the idiosyncrasies of 
our individual payers and how each one 
adjudicates claims,” he continued. “The 
cash posters in our billing department 
recognize which health plans are tricky in 
that way and which ones are usually fine.”

kValidating the Data
In 2017, before HNL reported the data 
it collected, the billing analyst and other 
staff validated the data. “Once we had all 
the payment data together, we reviewed 
the allowed amounts based on the quan-
tities the payers used and found discrep-
ancies,” Hoppes explained. “That meant 
we had to reconcile the payment against 
the allowed amounts. We know what we 
billed for each test, and we had to match 
the billed amount to the quantity and 
the allowed amount as remitted by each 
payer.” 

During its analysis of the collected 
data, the billing staff did what any auditor 
would do—it reviewed a sample of data. 
“Because we process more than one mil-
lion claims a year, it would be impossible 
to validate all those claims,” observed 
Hoppes. “Instead, we take a sample and 
then look for anomalies. 

“That’s where the cash posters play a 
valuable role because they know how to 
spot errors in the EOBs,” he added. “Plus, 
they know which payers typically code 
the quantities wrong every time.” 

Once the validation was complete 
during the first PAMA reporting cycle, 
Hoppes met with the billing staff to assess 
their comfort level with the accuracy and 
completeness of the numbers before send-
ing the data to CMS. 

“Before we submitted the data, we cir-
cled back with the team to ask everybody 
how comfortable they were with the data,” 
commented Hoppes. “All the team mem-
bers said they were confident that the data 
was as accurate as we could possibly get it. 

“Moreover, CMS did not get back to 
us to ask any questions,” he recalled. “This 
is why I didn’t have any concerns about 
the first data reporting and I don’t have 
concerns for this current PAMA price 
reporting period either.” TDR

—Joseph Burns 
Contact Dean Hoppes at 484-425-8151 or 
dean.hoppes@healthnetworklabs.com.

Workshop Teaches How 
To Report PAMA Data 

During this pama private payer priCe 
reporting CyCle, thousands of hos-

pital and health system laboratories are 
required to report their price data to 
the federal Centers for Medicare and 
Medicaid Services. Failure to report can 
result in penalties of $10,000 per day. 

To help hospital CFOs and lab admin-
istrators meet this federal reporting 
requirement, on May 2 there will be a 
special one-day workshop on PAMA lab 
price reporting at the Executive War 
College in New Orleans. 

This comprehensive workshop 
features presentations by CFOs who 
reported their data in 2017, attorneys 
knowledgeable about the requirements 
of PAMA, three billing companies and 
consultants, and a web session with 
CMS officials. 

Visit www.executivewarcollege.
com to register.
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Fla. Blue Cross Contract 
May Be Next Battleground
kNational lab firms expected to contest for one  
of the biggest remaining exclusive payer contracts

kkCEO SUMMARY: In Florida, the Blue Cross Blue Shield con-
tract is coming up for renewal and the question is whether it will 
renew as exclusive to one national lab company. But Florida is 
not the only state where BCBS plans are planning to issue new 
contracts. Among the Blues plans that may ask for proposals 
for new clinical lab-testing contracts in the coming months are 
plans in California, New York, and Texas. These three state 
plans insure an estimated 110 million members.

Will an upcoming managed care 
contract award in Florida 
be the next battleground for the 

nation’s two largest public lab companies?
In the coming months, Blue Cross 

Blue Shield of Florida will renew its 
exclusive lab-testing contract. The ques-
tion now is which of the nation’s largest 
labs will win this coveted prize? Will this 
new pact again be exclusive? Or might 
contracts be granted to both Laboratory 
Corporation of America and Quest 
Diagnostics?

Moreover, Florida may be just one 
of several Blues plans that could offer 
new lab-testing contracts in the coming 
months. Blue Cross Blue Shield plans in 
California, New York, and Texas also will 
be renewed. Those plans in California, 
New York, and Texas insure an estimated 
110 million members, according to Steven 
Rusckowski, CEO of Quest Diagnostics.

In separate conference calls with Wall 
Street analysts last month, Rusckowski 
and David King, CEO of LabCorp, dis-
cussed the Florida contract and their 
respective companies’ prospects for being 
named the in-network lab for Florida 

Blue’s four million members. Florida Blue 
also serves some 15.5 million people in 
16 states through its affiliated companies, 
according to America’s Health Insurance 
Plans (AHIP), a trade association for 
health insurers.

kHopeful about Contract
Given that Florida Blue extended its con-
tract with Quest in 2018, Rusckowksi was 
hopeful about signing when the contract 
renews. “We feel good about our presence 
in Florida,” he said. “We have a strong 
working relationship with Florida Blue 
Cross Blue Shield and we feel we’re in 
a nice position to deliver on picking up 
[marketshare] … because of that rela-
tionship and the great access we have in 
Florida.” 

He added that Quest may be able to 
add lives from Blues plans in California, 
New York, and Texas. 

It’s not known when the clinical labo-
ratory test contract will renew. Quest did 
not want to provide any details about the 
contract other than to say that the com-
pany has a policy of not commenting on 
client contracts. Florida Blue declined to 
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comment, saying it considers its vendor 
relationships and contracts to be propri-
etary and confidential.

Compared with Quest, LabCorp was 
less hopeful about the contract, but not 
totally out of the picture. “Well, I think 
it’s pretty well known that the major 
remaining exclusive is the Florida Blue 
contract and we do not participate in 
that agreement,” King commented. “We 
have been engaged in conversations with 
Florida Blue on a number of fronts. We 
have Walgreens-located patient service 
centers in the Florida market. 

kWilling to Engage
“So, we’re hopeful that we’re going to see 
some progress there, but I can’t give you 
a firm prediction about how it’s going 
to turn out,” King added. “We’ve been 
pleased with the fact that they’ve been 
willing to engage with us because we’ve 
been out of that contract for a good num-
ber of years.” 

One lab executive who asked not to 
be named said the big lab executives’ 
comments are telling. “We can proba-
bly read between the lines of what both 
Rusckowski and King said in their com-
ments,” the lab executive said. “Those 
comments lead me to believe that an 
RFP is potentially forthcoming. That may 
mean the term of the Quest contract is up 
for renewal, possibly sometime next year. 

“While King suggests there’s been dia-
logue in some capacity, we should make 
no mistake about Quest’s intentions,” the 
executive added. “Quest definitely does 
not want to lose its exclusive grip on 
Florida.

kControlling Leakage 
“Quest Diagnostics knows that it’s much 
easier to manage an estimated four million 
members operationally on a peninsula—
and to control leakage and redirection—
than it is to do that nationally for Aetna, 
even with an estimated 20 million mem-
bers,” the executive explained.

“For all these reasons, Quest has had 
the exclusive ‘death grip’ on the Florida 
Blue contract going back many years,” 
he added. “And for much of that time, 
LabCorp was on the outside looking in.” 

Other sources added that they believed 
the contract changed hands over the years 
and that both Quest and LabCorp each 
had it for some time. 

But now, Quest has a firm grip on it, 
the lab executive added. “The relationship 
between Quest and the Florida Blue has 

Quest, LabCorp, BRLI
In Horizon Network

In november, horizon blue Cross blue 
shield of new Jersey announced that 

it would add Quest Diagnostics as an 
in-network lab while also retaining 
Laboratory Corporation of America and 
BioReference Laboratories.  

The addition of Quest while retaining 
LabCorp and BRLI is significant because 
it may be another sign that health plans 
are moving away from exclusive con-
tracts involving clinical laboratory test-
ing services.

In its announcement, Horizon char-
acterized the deal as “a new preferred 
national lab expansion strategy” for 
its members. As of Jan. 1, all 3.8 
million Horizon members could use 
LabCorp for in-network lab services, 
Horizon said. Quest is in-network for 
Horizon BCBSNJ members (excuding 
BCBSNJ Medicaid members), the health 
plan added. BioReference Laboratories 
remains as an in-network option for 
Horizon BCBSNJ members with PPO 
and traditional plans.

Allen Karp, Horizon’s Executive 
Vice President for Healthcare and 
Transformation Management, said the 
increased access for members will 
reduce the number of out-of-network 
claims, thus lowering the health plan’s 
costs. 
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been air tight,” he commented. “A contact 
at Florida Blue once said that if they allowed 
any other labs in-network that offered test-
ing comparable to what Quest was pro-
viding, then the plan had to pay financial 
penalties to Quest. In addition, Quest had 
the right to refuse to allow any new lab pro-
viders into the Florida Blue network.”

kExclusive Network Contracts
While Quest’s contract with Florida Blue 
is exclusive, and LabCorp also has an 
exclusive contract with Independence 
Blue Cross in Pennsylvania, other health 
insurers are moving away from exclusive 
deals, the executive noted. “The fact that 
UnitedHealthcare and Aetna both have 
unlocked their former exclusive relation-
ships and let both LabCorp and Quest into 
their national networks, that’s good news 
for all labs going forward. This shows 
that the pendulum is moving toward 
less exclusivity and more open contracts 
among most major health insurers.”

One example of less exclusivity comes 
from Horizon Blue Cross Blue Shield of 
New Jersey, which in November added 
Quest as an in-network provider for 2.8 
million members of Horizon BCBSNJ 
while retaining LabCorp and BioReference 
Laboratories. (See sidebar, page 17.)

“That said, these big contracts also 
mean that both LabCorp and Quest have 
incentives to cannibalize the smaller 
regional, independent, and outreach labs 
that offer comparable test menus,” the lab 
executive concluded.

kLow Price Still Important
As in many negotiations involving health 
plans making exclusive deals for clinical 
lab services, low price is an important fac-
tor, said another lab executive who asked 
not to be named. “The primary driver for 
the relationship is low prices and cost sav-
ings to the insurer,” the executive added. 

“Among all of the Blues plans, Quest 
has been the primary lab provider in some 
states, and LabCorp has been primary in 

other states,” he continued. “Currently, 
Texas BCBS has both LabCorp and Quest 
in-network, but it seems to have a prefer-
ence for Quest.”

Looking back on the history of the 
Florida contract over the years, another 
lab executive recalled that Quest had the 
Florida Blues contract years ago and then 
it went to LabCorp before going back to 
Quest more recently. Again, this executive 
did not want to be named.

“I believe the reason it went back to 
Quest is that Quest learned a lot about 
that market while it was out of the con-
tract,” he added. “Then, it applied what 
it learned to win the contract back again. 

“Keep in mind that in recent years, 
LabCorp had to roll out exclusive con-
tracts with both Florida Blue and Humana 
and both of those roll-outs had to start 
up in a short window of time,” com-
mented the lab executive. “At that time, 
there were issues with both contracts, and 
both Florida Blue and Quest learned from 
those mistakes. 

kPendulum Is Swinging
“These are reasons why I believe the pen-
dulum is indeed swinging toward man-
ager care contracts that are less exclusive, 
and allow more clinical laboratories to be 
network providers,” he explained. “Health 
plans don’t have the bandwidth to man-
age the lab network and so it makes sense 
for them to let LabCorp and Quest duke 
it out over volume. At the same time, the 
plans can provide incentives to both lab 
companies to get them to control costs 
and to redirect the out-of-network work 
that health plans don’t want. 

“And, there’s another reason to move 
away from exclusive contracts,” he added. 
“The employers have been complain-
ing about accessibility to clinical lab test 
providers. Thus, those complaints give 
health plans another incentive to add both 
national lab companies to their provider 
networks to increase the number of access 
points for patients.”  TDR

—Joseph Burns
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That’s all the insider intelligence for this report. 
Look for the next briefing on Monday, April 8, 2019.

Because of a $25 mil-
lion grant from philan-
thropist Denny Sanford, 

the Veterans Administra-
tion and Sanford Health will 
provide free genetic testing 
to 250,000 veterans by 2022. 
These will be pharmacog-
enomic (PGx) tests designed 
to help VA physicians pre-
scribe medication and dos-
ages customized to the unique 
characteristics of individual 
patients. This innovative pro-
gram was announced on Mar. 
15 and plans are to make this 
testing available at 125 VA 

sites throughout the United 
States. 

kk

MORE ON: PGx Tests
Last summer, Sanford Health of 
Sioux Falls, S.D., began offering 
a genetic test panel to primary 
care patients which includes 
markers for 20 diseases and 
20 medications. It is priced at 
$49 for the patient and the bal-
ance of the cost is subsized 
by Sanford Health. Reports are 
that this genetic test program is 
popular with patients. 

kk

$100 GENOME?
It may soon be possible to 
sequence a whole human 
genome for $100. Bloomberg 
reported last month that Illu-
mina CEO Francis deSouza 
predicted that “two things 
need to happen for us to get 
to that price point. One is we 
need to do engineering work. 
The second one, which is 
equally important, is to make 
sure that our customers have 
been thinking about what they 
could do if they had a $100 
genome.”

kk

CORRECTION: For LabCorp’s Q4-2018 Conference Call

This is to correct errors in 
our reporting on the latest 

quarterly conference calls that 
executives from the nation’s 
two largest publicly-traded 
clinical lab companies had 
with Wall Street analysts that 
was published in our issue of 
Feb. 25, 2019. We made three 
errors regarding the effects of 
the federal Protecting Access 
to Medicare Act (PAMA) of 
2014.

First, we should have 
reported that both Lab-
oratory Corporation of 
America’s diagnostic testing 
business and Quest Diag-
nostics reported a decline in 
revenue in the fourth quar-
ter of 2018 but an increase 

in revenue for the full year. 
For LabCorp in 2018, fourth 
quarter revenue for the diag-
nostic-testing segment was 
$1.69 billion, a decrease of 
2.8% from $1.74 billion in the 
year-earlier quarter. For the 
full year, LabCorp reported 
revenue from its lab-testing 
business of $7.03 billion, an 
increase of 2.5% over the 
$6.86 billion it reported in 
2017. For the fourth quarter, 
Quest reported revenue of 
$1.84 billion, down 1.4% from 
the $1.87 billion it reported in 
the year-earlier quarter and 
full-year revenue of $7.53  
billion, an increase of 1.7% 
from the $7.40 billion it 
reported in 2017.

Second, LabCorp execu-
tives did not discuss Medic-
aid denials for certain tests or 
any increase in the application 
of prior-authorization rules. 
The comments about Medic-
aid denials for certain tests, 
and the increase in the use 
of prior authorization, should 
have been attributed to Quest’s 
executives. 

Third, PAMA will reduce 
LabCorp’s lab-testing revenue 
by about 1.6% this year as a 
result of lower direct Medicare 
payments of some $85 million, 
and, LabCorp executives said,  
there will be an indirect effect 
that will lower other payments, 
primarily from Medicaid- 
related plans, by $30 million. 
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kk  Strategies to Offset PAMA Cuts: Delivering Value  
to Payers, Signing New Contracts with SNFs. 

kk  When Hospital CEOs Consider Lab Outreach Sale:  
How Savvy Lab Managers Demonstrate Potential 
Benefits from Keeping the Laboratory.

UPCOMING...

What We’ve Learned, What Comes Next, How 
Patient Outcomes and Cost of Care Improved

Opioid addiction is now a major substance abuse issue in America. 
Clinical laboratories can play a critical role in helping physicians and 
other caregivers diagnose and manage these patients. One way is for 

labs to include pharmacists when collaborating with doctors.
This session will take you inside one of the nation’s earliest and most 

progressive clinical lab initiatives that is designed to deliver added value 
to office-based physicians, patients, and health insurers. You’ll learn from 
TriCore’s three years of experience leveraging lab test data with other clinical 
and demographic data to support primary care physicians as they diagnose, 
treat, and manage patients with opioid abuse problems. 

Most importantly, this session provides you with an actionable road 
map—documented by outcomes and cost savings metrics—that you can 
take back to your lab and health system. It will put your lab on the path to 
delivering value in ways that create new sources of revenue. Register today!

EXECUTIVE WAR COLLEGE
Conference On Laboratory & Pathology Management

April 30-May 1, 2019 • Sheraton Hotel • New Orleans

It’s Our 24th Anniversary!

Lab-Pharmacy Collaborations  
for Opioid and Sepsis Management

Monique Dodd, PharmD
Enterprise Clinical Solutions Specialist 
TriCore Reference Laboratories, Albuquerque, N.M.

For updates and program details, visit www.executivewarcollege.com

SPECIAL SESSION
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