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Is CMS about to Create New Lab Winners, Losers?
FROM ITS INCEPTION IN 1966, THE MEDICARE PROGRAM WAS DESIGNED to give
beneficiaries easy access to healthcare services while allowing any qualified
provider to provide those clinical services. That is about to change for the
worse for many patients and the clinical laboratories that serve them in com-
munities throughout the United States. 

That bold statement is based on how the federal Centers for Medicare &
Medicaid Services is moving to implement lab test market price reporting as
mandated under the Protecting Access to Medicare Act (PAMA). Simply said,
CMS has crafted a rule that will produce significant cost savings from the Part B
Clinical Laboratory Fee Schedule, but at the expense of many community labs.

Assuming that the final rule, as issued by CMS on June 17, is implemented
without change, then Medicare officials will have put in place a scheme that will
favor certain types of clinical labs while having a punitive financial effect on
other types of clinical labs. This is inevitable, given the economics of lab testing.
Labs with small volumes of specimens have a higher cost per test than labs with
high volumes of specimens. Yet, these smaller labs serve smaller communities
and rural towns that larger lab companies consider uneconomical. Thus, smaller
labs have an essential role in the American healthcare system by providing both
physicians and Medicare beneficiaries with access that otherwise does not exist
in their towns—at a price that has always been considered reasonable. 

Both the PAMA law itself and the final rule on lab test market price report-
ing issued are examples of that oft-quoted insight by Otto von Bismark, the
Chancellor of Germany from 1862 to 1890. He once said, “Laws are like
sausages, it is better not to see them being made.” His point was that lawmak-
ers and bureaucrats are subject to vested interests and complicated negotia-
tions when lawmaking. 

These factors have been in play, both during the time when Congress was writ-
ing the PAMA law and when CMS was interpreting the statute as it crafted the
rules needed to implement the law. At every step in the process, different vested
interests in the clinical lab industry have attempted to shape the law in ways that
favor their interests. Now, with a final market price reporting rule, the clinical lab
industry is about to journey into an unknown using a flawed process that some
expect to create new lab winners and losers. TDR
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PAMA Final Rule Issued,
CMS to Cut Rates by 5.6%
kNew Medicare rates take effect Jan. 1, 2018, 
after labs report price data from private insurers

kkCEO SUMMARY: CMS issued its final rule for implementing the
laboratory payment reform included in the Protecting Access to
Medicare Act of 2014 (PAMA) on June 17. All labs will see significant
reductions to the Medicare Part B Clinical Laboratory Fee Schedule
that becomes effective on Jan. 1, 2018. That same section of PAMA
requires certain labs that perform clinical lab tests to report to CMS
what private insurers pay them for laboratory tests. CMS will use the
rates from private payers to calculate Medicare payment rates.

THIS PRIVATE PUBLICATION contains restricted and confidential information subject
to the TERMS OF USAGE on envelope seal, breakage of which signifies the
reader’s acceptance thereof.
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IT’S NOW OFFICIAL! Jan. 1, 2017, is the date
that the federal Centers for Medicare &
Medicaid Services will require certain

clinical laboratories to report what private
insurers pay labs for diagnostic tests. Then
CMS will use that market price data to set
prices for the Medicare Part B Clinical
Laboratory Fee Schedule, beginning on
Jan. 1, 2018.

The new rates will be set according to the
final rule to implement a section of the
Protecting Access to Medicare Act of 2014
(PAMA). (See TDR, April 7, 2014.) The CMS
final rule also includes language to address
payment for advanced diagnostic laboratory
tests (ADLTs), as required by PAMA.

However, there is little mystery about the
size of the cuts in clinical laboratory test
prices that Medicare officials expect to
result from market price reporting. During

the first year (2018), savings to CMS of
$390 million are expected. 

That represents significant fee cuts from
the $7 billion that CMS currently pays for
clinical laboratory tests each year. For the
first 10 years, savings from the PAMA pri-
vate payer rebasing are expected to be $3.93
billion, according to CMS. 

From the start, the laboratory test pay-
ment reform section of the PAMA legisla-
tion, which was crafted to generate savings
as an offset for the spending needed to tem-
porarily patch the Medicare physician pay
formula, has been unpopular with the
National Independent Laboratory
Association. 

There are several reasons clinical lab
professionals are concerned with the new
PAMA reimbursement system. Small labo-
ratories, in particular, see implementation
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of this mandate as a financial hammer
blow that will cause them to sell or shut
their doors. This is equally true of those
independent labs that primarily serve
Medicare patients in nursing homes and
similar care settings. 

k

Another criticism is that few labs are
equipped to determine how much each
health insurance plan has paid the lab for
each type of lab test during a calendar year.
Thus, many labs consider the data gather-
ing to be a huge burden on all labs—
whether large or small. The cost and the
staff resources required to produce this
information will be immense. 

The third major criticism of the PAMA
market price reporting requirement, as
originally written, is that it will not give
CMS an accurate picture of the true average
price all insurers—big or little—pay to all
labs, ranging from physician office labs to
independent labs and hospital outreach
labs. Thus, critics said, CMS will base its
pricing decisions on a biased sample of
pricing data, data dominated by the large
national laboratories that perform a sub-
stantial proportion of Medicare Part B lab
test volume. 

The proposed rule excluded many
higher-cost labs from the reporting require-
ment. For example, hospital laboratory out-
reach programs, which are generally paid
more by private insurers for their services,
would have been excluded from submitting
market price data to CMS. 

k

THE DARK REPORT observes that CMS offi-
cials understand this fact about hospital
laboratory outreach programs. Even with-
out specific market price data from differ-
ent sizes and types of medical laboratories,
CMS understands generally which cate-
gories of labs are being paid higher reim-
bursement from private payers. 

For this reason, critics of the agency’s
PAMA rulemaking argue that CMS is gam-

ing the system to generate larger cuts to lab-
oratory payments and greater savings for
Medicare. However, in comments it pub-
lished in the Federal Register, CMS included
statements about the final rule that it
believes rebuts this criticism.

As defined in the final rule issued on
June 17, clinical labs that get at least $12,500
in Medicare revenue from laboratory serv-
ices paid under the clinical laboratory fee
schedule and more than 50% of Medicare
revenue from laboratory or physician serv-
ices will report their private payer rates for
test services performed.

This provision requires laboratories per-
forming clinical laboratory tests to report
what each private insurer pays them for
each type of lab test, along with the volume
of tests the insurer covered. Medicare will
use the rates from private insurers to calcu-
late Medicare payment rates for laboratory
tests paid under the clinical laboratory fee
schedule (CLFS) beginning Jan. 1, 2018. 

k

As noted earlier, the rule is expected to save
$390 million in 2018 and $3.93 billion over
10 years. Writing for clients of William
Blair & Co., Analyst Amanda Murphy said
CMS’ savings estimates are based on the
broad assumption that Medicare pays 20%
more than private payers pay. 

This 20% figure came from a 2013 study
by the federal Department of Health and
Human Services (HHS) Office of Inspector
General that published an analysis of what
Medicare spent in 2010 on clinical lab tests.
The OIG analysis showed that CMS could
have saved about 20% if it paid the lowest
price for 20 tests that the state Medicaid
programs and Federal Employee Health
Benefits Plans (FEHBPs) paid for in 2010.
(See TDR, June 17, 2013.)

Highly efficient labs will likely benefit
from the final rule, Murphy reported. Labs
with the lowest cost structure will be best
positioned to succeed under PAMA and
may benefit by acquiring smaller labs that
could struggle financially, she wrote. In
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addition, Murphy believes the final rule will
be favorable for smaller labs that offer pro-
prietary assays because private payers pay
more for these tests. 

Alan Mertz, president of the American
Clinical Laboratory Association, said that
ACLA applauded the change in the imple-
mentation date from Jan. 1, 2017, to Jan. 1,
2018. He said ACLA and others had
requested the delay.

NILA, however, had requested a two-
year delay to allow for activities that sup-
port laboratory compliance with a new
reporting system.

Continuing with his comments, Mertz
said, “While none of us in the lab commu-
nity want to see cuts, the establishment of a
market-based system for determining
Medicare reimbursement for laboratory
services was clearly preferable to the alter-

Final PAMA Rule Defines which Labs Must Report,
Provides Basic Timeline, But Lacks Specifics

BY PUBLISHING THE FINAL RULE for imple-
menting laboratory payment reform that

is part of the PAMA law in the Federal
Register, CMS has initiated a process that
will have profound effect on the entire clini-
cal laboratory industry. 

The final rule describes the laboratories
that must report their market price data for
lab tests and provides some, but not all,
details about the reporting process. Here are
some key elements of the final rule:

• “Applicable laboratory” will bill
Medicare Part B under its own National
Provider Identifier (NPI); in a data collec-
tion period, it receives more than 50% of
its Medicare revenue, which includes
fee-for-service payments under
Medicare Parts A and B, Medicare
Advantage payments under Medicare
Part C, prescription drug payments
under Medicare Part D, and any associ-
ated Medicare beneficiary deductible or
coinsurance for services furnished dur-
ing the data collection period from one
or a combination of several sources.

• “Applicable information” to be reported
is the payment rate that was paid to the
laboratory by each private payer for
each CDLT and the volume of such
tests for each such payer for the data
collection period.

• Payment rate reported by a laboratory
must reflect all discounts, rebates,
coupons, and other price concessions.

Per the PAMA statute, tests reimbursed
by capitated pricing are excluded from
reporting.

• Where an applicable laboratory has
more than one payment rate for the
same payer for the same test, or more
than one payment rate for different
payers for the same test, each such
payment rate and the volume for the
test at each such rate must be
reported.

• “Private payer” is defined as a health
insurance issuer and a group health
plan (as such terms are defined in sec-
tion 2791 of the Public Health Service
Act), a Medicare Advantage plan under
Medicare Part C, or a Medicaid man-
aged care organization.

• In cases where the Secretary deter-
mines that an applicable laboratory has
failed to report, or made a misrepre-
sentation or omission in reporting,
applicable information under section
1834A(a) of the Act for a CDLT… The
Secretary may apply a CMP in an
amount of up to $10,000 per day for
each failure to report or each such mis-
representation or omission.
CMS stated that this final rule incorpo-

rated public input, “We received approximately
1,300 public comments from individuals,
healthcare providers, corporations, govern-
ment agencies, trade associations, and major
laboratory organizations,” it said.
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natives we faced in 2014—immediate
unlimited cuts to payment rates by CMS
through its technological changes author-
ity and immediate across-the-board
reductions to the CLFS by Congress.” 

k

ACLA also commented on how CMS
defines labs that will report private insur-
ance payment data in the final rule. “On
the issue of which labs this rule affects,
this is an area that CMS made some
improvement over what was in the pro-
posed rule,” he said. 

“In the proposed rule CMS suggested
the labs that would need to report market
price data would be determined by their
tax ID numbers,” added Mertz. “That
meant very few hospital labs would report
because it’s the rare hospital lab that has
its own tax ID number.

“ACLA asked CMS to change from the
taxpayer ID number to the CLIA number
so that the lab would look at just Medicare
revenue,” continued Mertz. “That would
have included virtually all hospital labs
that met the volume threshold.

“Instead, CMS moved from taxpayer 
ID numbers to the National Provider
Identifier (NPI),” he noted. “That means
more outreach hospital labs will report
than in the proposed rule. However, 
we don’t know how many more at this
time.” 

k

Not all labs will be required to report what
private insurers pay them because the
final rule sets the minimum level of
Medicare lab revenue at $12,500. CMS
estimates that about 95% of all physician
office laboratories and about half of inde-
pendent laboratories will not need to
report private payer prices. 

Under the rule, laboratories required to
report will collect private payer data from
Jan. 1, 2016, through June 30, 2016. These
labs must submit that data to CMS in the
first three months of 2017. 

“The problem with this timeline is there
are still too many unknowns,” stated Julie
Scott Allen, vice president of the District
Policy Group and representing the
National Indepen dent Laboratory
Association.

Using the data labs report, CMS will
calculate new Medicare rates based on
the weighted median of private payer
rates for each test by early November
2017 and the new rates will be effective
on Jan. 1, 2018. Again, Allen cautioned,
CMS has not explained how it will calcu-
late the weighted median private payer
rates.

The final rule differs from the proposed
rule that CMS issued last fall in that CMS
moved the implementation date from Jan.
1, 2017, to Jan. 1, 2018. CMS said this
move allows labs time to develop the data
systems needed to collect, review, and ver-
ify payment data from private payers.  

k

“However, the new implementation date
simply reflects the agency’s delinquency
in issuing a final rule one year beyond the
statutory deadline,” Allen said. “It is not
the delay requested by laboratories for
additional time to implement the new
payment collection and reporting
requirements.”

Moving the implementation date
allows CMS to validate the data and test
the systems it will use for labs to report the
data. The added time also gives CMS a
chance to do end-to-end testing of its
data-collection systems, CMS said.

In the final rule that CMS published, it
also addressed Advanced Diagnostic
Laboratory Tests (ADLTs). This section
of the rule will be analyzed in an upcom-
ing issue of THE DARK REPORT. TDR

—Joseph Burns
Contact Amanda Murphy 312-364-8951
or amurphy@williamblair.com; Alan
Mertz at 202-637-9466 or
amertz@acla.org; Julie S. Allen at 202-
230-5126 or Julie.Allen@dbr.com. 
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PAMA Final Rule a Threat
To Community Lab Survival
kExcluding small lab payments means CMS
may set lower rates that favor only larger labs

kkCEO SUMMARY: Will implementation of the final PAMA pri-
vate payment rate reporting rule for labs put smaller, commu-
nity labs at financial risk? Yes, says the National Independent
Laboratory Association (NILA). By deliberately setting a stan-
dard to exclude private payer payment data from hospital out-
patient and outreach labs that receive payments off the CLFS,
CMS will base its new fee schedule primarily on the data the
biggest labs provide, a NILA representative said.

MANY COMMUNITY CLINICAL laborato-
ries may be forced to close or sell to
other larger clinical labs under the

final rule for market price reporting that
the federal Centers for Medicare &
Medicaid Services issued June 17. CMS
will use the rule to set new, lower payment
rates for clinical laboratory tests. 

“The rule’s approach supports the
interests of the largest publicly traded lab
companies,” stated Julie S. Allen, who rep-
resents the National Inde pendent
Laboratory Association (NILA) and is
Vice President of the District Policy
Group. “It does so because CMS will col-
lect data from the commercial discounted
rates paid to the largest publicly-traded
labs. This data will dominate since those
labs generate the biggest volume of
Medicare Part B lab testing.

“The rule will result in the exclusion of
most of the higher private payment rates
currently paid to hospital laboratories,”
added Allen. “By excluding private pay-
ment data from hospital labs, CMS will set
the new Medicare Part B rates at levels
that do not reflect the costs of providing
testing in the community laboratory set-

ting that often are the only local laborato-
ries serving Medi care patients in their
coverage areas.

“From NILA’s perspective, we see very
little improvement from what CMS out-
lined in the PAMA proposed rule,” she
says. “That is why we view the final rule as
being significantly damaging.

k

“How is this final rule any better than pro-
posing to cut lab test payments on an arbi-
trary basis based on technology, which
CMS proposed in 2013?” Allen asked.
“For those who espouse support for the
PAMA rule, I’d love an explanation on
how PAMA is any different than what
labs would have faced under a competitive
bidding model? 

“This final rule is just as bad as these
other approaches to cutting Medicare Part
B lab test payments,” she continued. “It’s
just a slower death for community labora-
tories instead of an immediate death.
What is unfortunate is that Medicare ben-
eficiaries in many communities are at risk
of losing access to the local lab testing
services they have relied on for years.
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“For these and other reasons, NILA is
considering a legal challenge to the rule
under federal administrative law and will
press members of Congress to require
CMS to change the final rule,” she said. 

Organizations that represent large clin-
ical laboratory companies have praised
CMS’ decision to delay the implementa-
tion of the new clinical lab rates as a vic-
tory for laboratories. That’s in part
because laboratories complained last fall
that they would not have time to collect
the data CMS needs to set the rates nor
would they have time to implement the
new rates. 

“But a delay in implementation was
inevitable anyway, and the one-year delay
CMS provided is still insufficient,”
explained Allen. “Under the terms of the
regulation, labs actually have less than six
months to collect and report the data.

k

“The delay is secondary to the more
important fact that CMS did not address
the concerns that NILA presented after
CMS issued the proposed PAMA rule last
fall,” Allen said. “The primary issue for
NILA is that CMS is not proposing to
conduct a fair market evaluation.

“Instead CMS is establishing a biased
and deliberately-skewed market evalua-
tion that is based on the portion of the lab
test market with the lowest payment
rates,” she said.

“CMS opted to define what it calls
‘applicable labs’—meaning those that
have to report what private payers pay for
labs tests—in such a way that the data
from the largest publicly-traded laborato-
ries will dominate the calculations, and
data from the highest-paying sector of the
market will be excluded,” she explains.

“If the key to doing a fair market exam-
ination is to ensure that all segments of
the laboratory market are represented in a
statistically relevant way, then it doesn’t
make sense to exclude hospital laborato-
ries,” she argued. “Yet, CMS has suc-

ceeded in ensuring that the majority of
hospital laboratories will be exempt from
reporting by setting a definition for
‘applicable laboratories’ that CMS knows
will not capture hospital laboratories.

k

“CMS defines ‘applicable laboratories’ as
those that have an NPI number and that
receive 50% or more of their Medicare rev-
enue from either the CLFS or the PFS,”
Allen explained. “In the proposed rule,
CMS said it would use the tax identifica-
tion number (TIN) as the standard to iden-
tify laboratories that would not participate.
At that time, CMS argued that different
entities may own many laboratories, so
CMS should examine that 50% threshold
across an entity’s Medicare revenue.

“But the PAMA statute is clear that the
standard for the 50% threshold is 50% in
laboratory revenue, not 50% of the entity’s
revenue,” she said. “Therefore, it’s inap-
propriate and in violation of the statute to
examine the 50% threshold based on com-
paring laboratory Medicare revenue
against all of an entity’s other sources of
Medicare revenue.

k

“Doing it that way deliberately minimizes
the laboratory’s revenue,” Allen added.
“The statute is clear: CMS should examine
the 50% threshold for laboratory revenue,
not the entity’s (meaning the hospital’s)
revenue.

“The point is that if you use the NPI as
the applicable factor, you have to deter-
mine if each laboratory has its own NPI,”
Allen commented. “CMS has no idea how
many hospital outreach laboratories have
their own NPI, nevermind whether a sta-
tistically relevant number of hospitals do. 

“In all of the documentation from
CMS, including fact sheets, press releases,
and the rule itself, CMS officials clearly
outline statistics in terms of the percent-
age of physician-owned and independent
laboratories they expect to capture based
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By Failing to Analyze All Segments of Lab Market,
Test Price Reporting Results Will Skew in CMS’ Favor

FOR THE FEDERAL CENTERS FOR MEDICARE &
MEDICAID SERVICES, the fairest way to ana-

lyze the clinical laboratory testing market-
place is to include all segments of the market.

Doing so is difficult, however, because
some segments are too small to provide
meaningful data and others are difficult to
analyze because of the way CMS bundles
payments for tests in those segments.

The next best method is to include all the
relevant segments of the market, suggested
Julie S. Allen, a Vice President with the District
Policy Group who represents the National
Independent Laboratory Association (NILA).

“The Protecting Access to Medicare Act
requires that laboratories report what private
insurers pay for their laboratory tests in the
volume associated for each of those rates,”
she explained. “In a pie chart of the laboratory
market examining Medicare test volume, you
could eliminate the segments of the pie that
represent hospitals and physicians. But then
you’d be left with only that piece of pie that
represents the independent laboratory test
market.

“Within that piece of the pie, we know
that two companies dominate the test volume
in the independent laboratory marketplace,”
Allen noted. “Those two companies are
Laboratory Corpor a tion of America and
Quest Diagnostics Incorporated. To geth er,
they provide over 52% of Medicare’s inde-
pendent laboratory test market. 

“We know that LabCorp and Quest
arrange for sole-source contracts with private
payers by grossly discounting rates for tradi-
tional testing,” she explained. “That discount-
ing is used to capture market share by
excluding competitors. 

“In CMS’ market analysis, these dis-
counted rates for Clinical Diagnostic
Laboratory Tests (CDLTs) will be reported to
CMS at high volume,” she says. “That’s the
biggest factor driving what prices CMS will
set for most CDLTs. By eliminating most of the

hospital laboratory data, CMS has taken
higher-priced private payer rates out of the
equation, thus allowing the lowest reimburse-
ment rates to dominate the data and, there-
fore, also dominate the new Medicare price
calculation.

“That skews the data results to the low-
est levels,” Allen continued. “And because
CMS significantly favors lowering the clinical
laboratory fee schedule (CLFS), many have
asked if CMS’ market analysis was designed
deliberately to skew the results in this way.
And many believe the answer is, ‘yes,’ to
achieve the goal of securing savings in
Medicare by paying labs much less than now.

“The end result is that CMS officials are
describing the market analysis as if they were
painting a picture of the whole market,” she
explained. “But it’s not the whole market. It’s
only part of the market—the part with the
lowest private payer rates.

k

“For these reasons, NILA is examining every
angle to address this regulation,” she says.
“There are potential legal challenges and leg-
islative angles to pursue. Among the legal
areas we are investigating is whether CMS’
market analysis deliberately violates the
statute.

“Also it’s set up so that laboratories can-
not possibly comply by Jan. 1, 2017, to report
the data from private health insurers,” she
added. “CMS’ rule is absent any details on
which codes laboratories will report on, and
laboratories don’t know where or how they
will report their data. 

“Also the final PAMA rule doesn’t provide
any information on what data collection and
reporting systems laboratories must comply
with,” Allen concluded. “In addition, we don’t
have a timetable from CMS on when to
expect the subregulatory guidance that lab-
oratories will need to collect and report this
information.”
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on the formula they’ve set forward,” she
explained. “But nowhere do they give a
percentage of hospital laboratories cap-
tured from this formula.

“Another issue CMS officials make
clear in the final rule is they believe it was
not Congress’ intent to include private
payer data from hospital laboratories, but
they received many comments from
Congress and others to the contrary,”
Allen said.

“CMS focuses the bulk of its discussion
in the rule about hospital laboratories on
the point that they do not believe the
statute meant to include hospital inpatient
or outpatient laboratories,” she added.
“CMS officials agree that hospital out-
reach laboratory data will be included,
and if an outreach laboratory does not
currently have an NPI, it can request one. 

k

“So that begs the question: If CMS is rush-
ing to put a data gathering and reporting
system into place, can a hospital outreach
laboratory request an NPI in time for the
first reporting period, which begins Jan. 1,
2017?” Allen asked. “And, if a hospital
outreach laboratory requests an NPI,
could that laboratory have the NPI
applied retroactively to the 2016 data the
laboratory is required to report? 

“How does a laboratory get an NPI after
July 1, 2016, but somehow link that NPI to
the payment data it already collected from
Jan. 1 to June 30, 2016? The answer
is—and CMS officials know this—hospi-
tals that would like to get a separate NPI
for the purposes of reporting data to CMS
for the first reporting cycle are unable to
do so, and if they did, it wouldn’t matter
because the NPI cannot be applied
retroactively to the claims data.

“Hospital inpatient laboratories are
excluded under the PAMA statute
because inpatient laboratory tests are paid
under a DRG model, not under the Part B
Clinical Laboratory Fee Schedule or the
Physician Fee Schedule,” Allen con-

cluded. “Out patient tests are paid prima-
rily under a bundle, but sometimes not.
But hospital outreach tests are paid under
the CLFS or PFS as non-hospital patient
tests.” TDR

—Joseph Burns
Contact Julie S. Allen at 202-230-5126 or
Julie.Allen@dbr.com.

PAMA Law Itself Has
Issues that Divide Labs

ACROSS THE NATION, clinical lab executives
and pathologists must now pay atten-

tion to the final PAMA private payment 
rate reporting rule that CMS published on
June 17. 

For some, their lab will be required to
report market price data to CMS. And other
labs must prepare for the negative finan-
cial consequences of lower Medicare Part
B clinical laboratory test prices, beginning
on Jan. 1, 2018, just 18 months from now.

The PAMA law has the potential to
bring about the greatest realignment in the
clinical laboratory testing market seen
since the emergence of big, multi-regional
public lab companies in the 1970s. PAMA
will do this in several ways. One way is
how the law defines the ground rules for
CMS to establish new Part B clinical labo-
ratory test fees. 

For example, what is not being dis-
cussed about the final rule CMS published
is the fact that lab tests paid under capita-
tion are excluded. That exclusion is written
into the PAMA law. Thus, CMS will not 
collect the highly-discounted capitated
pricing data the private payers enjoy from
larger national lab companies. 

Therefore, if the original goal of
Congress was to conduct a fair and 
accurate survey of what private payers
pay for lab tests (and use that data to reset
Part B CLFS fees), then why was this lan-
guage excluding capitated pricing put in
the PAMA law? Which class of labs bene-
fits from this price reporting exemption?
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ACROSS THE NATION, the hundreds of
pathology groups and clinical labs
that use McKesson Technology

Solutions for their billing and collections,
along with labs that use the Advanced
Diagnostics Solutions group, should pay
attention to a major corporate deal
announced June 28. 

On June 28, McKesson Corporation of
New York and Change Healthcare (for-
merly Emdeon) of Nashville, announced
a deal whereby a new company will be
formed by merging nearly all of
McKesson’s businesses in its Health
Technology Solutions group with Change
Healthcare. The company is expected to
have annual revenue of $3.4 billion.

Two of the McKesson business units in
the MTS group serve pathology groups and
clinical laboratories and are believed to be
included in this transaction. One is the
McKesson Revenue Management Solutions
division that provides billing and collection
services to hundreds of pathology groups
and clinical laboratories nationwide. 

The second is McKesson’s Advanced
Diagnostics Solutions group, familiar to
labs doing molecular and genetic testing
as the business unit that manages the
McKesson Diagnostics Exchange that
provides the database labs use to obtain
Z-codes when registering proprietary
molecular and genetic tests for coverage
decisions by government and private
health plans. 

Change Healthcare is best-known as
one of the nation’s biggest transaction

clearinghouses that connects payers,
providers, and patients. It also offers rev-
enue and payment cycle management and
clinical information exchange solutions. 

Many labs know that Change
Healthcare has a laboratory interface built
into more than 40 EHR systems to sup-
port electronic lab test ordering/report-
ing. This is one more way that the
proposed transaction could trigger
changes that affect labs that use Change’s
EHR interface to connect with their client
physicians.  

k

Clinical lab and pathology group cus-
tomers of the two McKesson service and
product lines that are involved in this
deal will want to stay informed about how
the changes in ownership affect the man-
agement of these business divisions.
McKesson, Change Healthcare, and the
Blackstone Group (a private equity
group that holds a majority interest in
Change) plan a two-step process for this
transaction. 

In step one, a new company will be cre-
ated that is comprised of McKesson’s HTS
group and Change Healthcare. Once that
is accomplished during the first half of
2017, McKesson will own 70% and
Change will own the remaining 30%. 

Step two comes after the merger and
integration of the different businesses is
completed. The owners of the new com-
pany, subject to market conditions, intend
to go public by conducting an initial 

McKesson, Change Healthcare
Decide to Create New Company

McKesson’s units for pathology billing/collections,
advanced diagnostics management are involved

Lab IT Updatekk
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public offering (IPO). Once the IPO is
done, McKesson has stated that it
“expects to exit its investment in the new
company in a tax-efficient manner.”

A name for the new business was not
announced. The deal is expected to close
in the first half of 2017 and is subject to
antitrust clearance and an audit of finan-
cial statements from the MTS businesses. 

Big dollars are involved in this transac-
tion. The new company has commitments
of $6.1 billion in funded debt. The new
company will use those funds to retire
approximately $2.7 billion of Change
Healthcare debt; pay $1.25 billion to
McKesson in cash; and pay $1.75 billion
to Change Healthcare’s stockholders, also
in cash. The remaining $400 million will
cover expenses related to the transaction,
the companies said.

k

At a press conference discussing the
transaction, McKesson executives identi-
fied these businesses within McKesson
Technology Solutions as moving to the
new company:

• McKesson Health Solutions 
• Connected Care and Analytics

(excluding RelayHealth Pharmacy
Imaging and Workflow Solutions)

• Business Performance Services (BPS)
Although the RelayHealth Pharmacy

and the Enterprise Information Solutions
(EIS) division of MTS will stay with
McKesson, in a separate press release also
issued on June 28, the company said it is
“exploring strategic alternatives for its
Enterprise Information Solutions (EIS)
business, a division of McKesson that pro-
vides core hospital information systems.”

This division includes McKesson Lab,
the laboratory information system (LIS)
that is used by several hundred hospitals
and labs throughout the United States.
Thus, McKesson is signaling its interest to
divest those service lines if it can find the
right buyers or venture partners. 

What do these developments mean for
clinical laboratories and pathology
groups—whether they are a McKesson
customer or not? 

k

First, it shows that consolidation is ongo-
ing in healthcare. In the proposed transac-
tion, Change Healthcare is becoming
significantly bigger as it takes on the busi-
ness units from McKesson. 

Second, pathology groups and clinical
labs that use McKesson Revenue
Management Solutions for billing and
collections may see some interesting 
synergies once Change Healthcare has full
operating control of that business.
Among other things, Change Healthcare’s
clearinghouse service may help labs col-
lect more claims faster. Also, its EHR
interface service may make it easier for
client labs to bring on new physician
clients and support electronic test order-
ing and reporting. 

Three, McKesson disclosed its interest
in “exploring strategic options” for the
Enterprise Information Solutions busi-
ness and this may have two consequences
for McKesson Lab, its LIS product. On
one hand, it will probably become more
difficult for the McKesson sales team to
win new LIS clients in coming months.
On the other hand, LIS competitors will
emphasize to McKesson Lab customers
that, given the uncertainty about the
future of that business division and the
LIS product, their clinical laboratory
would be best served by switching to
another LIS. 

k

For these reasons, lab executives and
pathologists using the McKesson services
involved in this transaction will want to
monitor developments. This is particu-
larly true because it may involve the
McKesson team that handles their labs’
billing and collections. TDR

—Joseph Burns
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FL Path Group Lost Volume
After BeaconLBS Started
kGroup saw specimen volume decline 20%
and that work has yet to return 15 months later

kkCEO SUMMARY: A 22-physician pathology group in 
Tampa has complied with rules for lab test ordering that
UnitedHealthcare and BeaconLBS established, yet has experi-
enced a steep decline in the volume of specimens it receives.
Physicians told the pathologists that other labs were not using
the BeaconLBS system or were not asking their clients to use
it. Clients also told the Tampa pathology group that it was the
only laboratory asking that their medical group use the deci-
sion support system, the lab director said.

IN THE SPRING AND SUMMER OF 2015,
Reliance Pathology Partners lost 20%
of its business from referring physi-

cians in Florida as the result of a new and
onerous laboratory benefit management
service that UnitedHealthcare intro-
duced in the Sunshine State.

Since then, the 22 pathologists at
Reliance have not seen that volume
return, said Joseph Raiano, Director of
Operations for the physician-owned,
CAP-accredited practice in Tampa and
the Interim Lab Director for Ruffolo
Hooper & Associates, a pathology group. 

UnitedHealthcare partnered with
Beacon Laboratory Benefit Solutions, a
division of Laboratory Corporation of
America, to launch the lab benefit man-
agement service. Some physicians say it is
onerous and time-consuming, causing
many to refuse to use it to obtain pre-
authorization or pre-notification when
ordering certain medical lab tests. Other
physicians have stopped taking UHC
patients to avoid having to use the labora-
tory benefit management system. (See
TDRs, July 21, 2014, and Feb. 17, 2015.)

For pathologists and laboratory direc-
tors, the design and operation of
BeaconLBS raises troubling issues. They
ask: How can a lab benefit management
service—BeaconLBS—be allowed to steer
specimens to clinical labs its parent com-
pany (LabCorp) owns?

k

UHC launched the program in October
2014, but did not require physicians to use
the system until April 15, 2015. On that
date, BeaconLBS started to use the system
to adjudicate claims for some 89 clinical
laboratory tests and anatomic pathology
specimens for UHC’s commercial HMO
patients in Florida. For Reliance
Pathology Partners, that was the date the
pathologists started to lose some of
UHC’s referral business, Raiano told THE
DARK REPORT.

Founded in 2004, Reliance is an inde-
pendent lab that contracts with Ruffolo
Hooper & Associates to read its cases. A
19-physician pathology and laboratory
medicine practice in Tampa, Ruffolo
Hooper was founded in 1965.
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“We went live when the UHC mandate
happened in April 2015 and we went to all
of our clients to make sure they were regis-
tered to use BeaconLBS,” Raiano explained.
“We got a lot of pushback because many of
our client physicians weren’t aware of it
and some outright refused to use it.

k

“Other clients were open to it, not because
they felt it was relevant to their practice or
that it would benefit them in any way,”
added Raiano, “but because we had a rela-
tionship with them and if they did not use
the BeaconLBS system for their UHC
patients, we explained that we would not
be reimbursed.

“The feedback we got from many client
physicians was that other labs either were
not using the Beacon system or were not
required to use the Beacon system,” he
explained. “It seemed like we were the only
lab in the market actually trying to use the
BeaconLBS system and abide by the rules
that UnitedHealthcare established. 

“That’s why we lost business. Our
clients got tired of having us contact them
regarding the BeaconLBS system,” Raiano
recounted. “I would say we lost about 20%
of our business as a result of the
BeaconLBS system. It was a huge number. 

“Since then, we’ve been working to get
a lot of business back,” he added. “It’s just
that Florida is saturated with independent
labs. It’s almost like running a pizzeria in
New York City: You know there’s always
another one down the street.

“Plus, we constantly compete with
LabCorp and Quest Diagnostics. They
dominate the market because they have
most of the insurance contracts,” stated
Raiano. “That level of dominance is bad
because a lot of providers don’t want to
use the big lab companies. They’d rather
use small, independent labs where they
get better quality and faster service.

“I’ve talked to some practitioners who
have stopped taking UnitedHealthcare
patients altogether,” Raiano explained.

“Recently, one group practice I know said
that they were no longer accepting
patients with UHC health plans.

“But it’s hard to blame the physicians
because we were saying they had to use this
lab test ordering system while other labs
were saying, ‘Don’t bother with
BeaconLBS. We’ll handle it for you.’ Why
would clinicians use the Beacon system
then?” he asked. “These physicians want to
make their office staff happy and they don’t
get penalized by UHC or BeaconLBS if
they don’t use it. So, in reality, they could-
n’t care less about using the Beacon system.

“From our perspective, BeaconLBS is
kind of a broken system because in their
own marketing literature they say biopsies
should be taken for certain patients,”
noted Raiano. “But if that’s the case, then
why is the clinician not penalized if that
physician does not use this system that
they claim is so terrific?

“If this program is supposed to benefit
the patient and help United monitor over-
utilization, then the clinician should get
penalized and not the laboratory,” he rea-
soned. “It makes no sense to penalize the
laboratory when we have no control over
what the physician does when ordering
lab tests for UHC patients.

k

“To me, the BeaconLBS system is a com-
pliance issue because an independent lab-
oratory company owns BeaconLBS and
the whole point of the software is to dic-
tate when and where a biopsy should be
sent once it’s collected,” declared Raiano. 

“In addition to the burden that doctors
face when using the BeaconLBS lab order-
ing system, the pathologists in my group
have questions about possible legal and
ethical aspects of this arrangement,” he
continued. “Essentially, LabCorp, the
owner of BeaconLBS, benefits when any of
its lab businesses receive a biopsy from 
a referring physician. So how is this
national lab company able to create 
a business that manages the lab test 
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Why Did BeaconLBS Design Its Web Ordering Portal
In Ways that Make It Difficult for Physicians to Use?

DEVELOPERS OF ANY SOFTWARE OR WEBSITE,
always emphasize the need for ease of

use. Therefore, when a program or website
is difficult to use, it leads to questions
about why. 

Joseph Raiano, the Director of
Operations for Reliance Pathology Partners
in Tampa, found the BeaconLBS site partic-
ularly difficult to use, especially for any
client physician who wanted to order lab
tests from Reliance, he said. 

“When you look at the software on
their web portal, it’s very difficult for clini-
cians to use,” stated Raiano. “For instance,
when entering the BeaconLBS site, there
are two areas: one for preferred lab
providers and the other for participating
lab providers who are not preferred.

“The preferred providers get listed on
this nice long list of laboratories, most of
which are LabCorp locations,” he noted.
“Further, for preferred lab providers,
BeaconLBS pays a reimbursement rate
that is not the same as the
UnitedHealthcare fee schedule,” he said. 

k

“If you are a participating lab provider—but
not a preferred provider [a lab of choice]—
you are in some back-end area of the
BeaconLBS website that is difficult for the
client to find,” continued Raiano, “Actually,
the physician must know where to look in
order to find this list of labs, then he or she
must click through a number of different
links to get to the list of participating lab
providers, where our lab is listed.

“When we saw that, we went to our
clients to explain how to find our lab on the
BeaconLBS site,” he added. “We told them
we were not on the first page. Otherwise
they would never find us on the correct list
and wouldn’t know we are a participating
provider.

“Plus, we couldn’t send them a link
because, for each type of lab test, BeaconLBS
shows the physician a different list of labs at
the time he/she orders that test,” stated
Raiano. “That’s why we went out to our physi-
cian clients to show them how it works and
how to find our lab on the list.

“Another problem for some of our client
physicians was the difficulty in implement-
ing the BeaconLBS system into their work-
flow,” stated Raiano. “Some practices had
to answer only one or two questions to
order certain tests. For others it would take
many questions and a long time. Each
practice had to find its own method of
implementing the BeaconLBS ordering
processes into their workflow.

“What’s strange is that, if the goal is to
reduce costs, this BeaconLBS system is not
helping to do that—at least for some physi-
cian practices,” Raiano explained. “It actually
increases the cost because some practices
had to hire additional staff just to use the
BeaconLBS system to order lab tests. 

“We talked about this issue with repre-
sentatives from BeaconLBS,” he said.
“They told us that physicians are required
to justify the need for labs to get paid for
each test. But we said that, in pathology
the justification for getting paid is based on
our report. If our pathologists document
everything they do and explain why it was
done and include the clinical history of the
patient, there should be no ambiguity over
why everything was done. 

“To me, it seems UHC is trying to save
as much as possible because if a client
physician doesn’t submit the claim for our
test within 10 days, we don’t get paid,” he
concluded. “Even if the physician submits
that information on day 11, our lab still
cannot get paid. Moreover, our lab has no
recourse because, if the physician submits
it late, it is rejected and we can’t resubmit
the claim or appeal.”
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ordering process for a health insurer—in
this case, UnitedHealthcare—that includes
a system that determines which lab is to get
the specimen that the ordering physician
wants to be tested? Wouldn’t an arrange-
ment like this border on inducement?

“When it comes to inducements and
kickbacks, Florida is a strict state with a
lot of laboratory guidelines they use to
enforce laws governing kickbacks,
inducements, and similar schemes,” noted
Raiano. “Well, then, how can this system
for determining which lab will get the
specimen referral be legal under Florida
law when other areas of lab rules are not?
I have no idea.

“Isn’t it true that it’s illegal for a pathol-
ogist to have a vested interest in a medical

practice? So how is it not illegal for a lab-
oratory—via a third-party company it
owns—to dictate to a clinician about the
specific laboratory where that clinician
should send a specimen?” asked Raiano.

In preparing this story, THE DARK
REPORT asked UnitedHealthcare for com-
ment on the question of whether it’s legal
for a laboratory company to establish a
business subsidiary  that has a benefit man-
agement system that requires clinicians—
when ordering lab tests—to send
specimens to laboratories that the lab com-
pany owns. To date, UnitedHealthcare has
not responded. TDR

—Joseph Burns
Contact Joseph Raiano at 813-490-7206 or
Raianoj@pims-inc.com. 

Tampa Path Lab, when Listed as Preferred Provider,
Finds BeaconLBS Payment Rates to Be Quite Low

FOR RELIANCE PATHOLOGY PARTNERS in Tampa,
becoming a preferred laboratory provider

[a laboratory of choice] in the UnitedHealthcare
laboratory benefit management program was
unattractive, in part because of its low pay-
ment per specimen, said Joseph Raiano,
Reliance’s Director of Operations.

“The terms they offered to become a pre-
ferred provider would have forced us to take
a huge hit on what our pathology lab would
be paid per specimen compared to our nor-
mal charges for UnitedHealthcare patients,”
explained Raiano.

“If your lab wants to become a preferred
provider and get onto the list of what
BeaconLBS calls Laboratories of Choice, you
must agree to take a lower percentage of
what UnitedHealthcare would normally pay,”
he continued. “The statement BeaconLBS
made to us was that our lab would be paid ‘a
little bit less but you would be on the pre-
ferred provider list!’ But compared to what
our pathology lab is paid under our current
UHC contract, the BeaconLBS payment range
was substantially lower than what we would
normally get under our current
UnitedHealthcare contract. 

“It’s almost like they’ve put a gun to your
head if you want to get your lab onto the lab-
oratory of choice provider list and potentially
not lose any business,” Raiano commented.

“To be a preferred lab provider, you’d get
the BeaconLBS rate that was a significant
reduction off the prevailing UHC rate and your
lab wouldn’t send claims to United Health care
anymore,” he said. “Instead, your lab would
send claims to BeaconLBS. Given that dispar-
ity in payment rates, it would be easy for a lab
to decide it would be better off financially by
being out of network rather than being a pre-
ferred provider on the BeaconLBS lab panel.

“The only advantage to being a preferred
provider is your lab would be listed on that
main list on the first ordering page and then
you could hope that clinicians don’t pass you
by during the ordering process,” added
Raiano. “This is why we are simply a partici-
pating provider because it was beneficial for
us not to take that financial hit in terms of
payment. This decision also required us to do
a work-around by educating our clients about
how to find our lab in their system when they
were obtaining pre-notification or pre-autho-
rization for a laboratory test.”
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ONE BY ONE, A HANDFUL OF PROGRES-
SIVE LAB COMPANIES is finding finan-
cial success with a strategy of pricing

genetic tests at levels that are affordable
and attractive to the general public. These
labs report an added benefit: they find it
easier to get health insurers to pay their
genetic test claims.

This reflects one new reality in health-
care. Under the old model of care deliv-
ery, a clinical lab could set a high price on
its assays. It would then negotiate man-
aged care contracts, knowing that insurers
would pay only a percentage of the lab’s
bills. Under the new model, high-
deductible health plans (HDHPs) make
that process obsolete and financially
unsustainable for clinical labs. 

k

In the new healthcare model, clinical labs
focus on meeting each patient’s needs
while setting test prices at consumer-
friendly levels. Keeping prices high no
longer works, for two reasons. First, pay-
ers are rebelling against the high prices
many genetic testing labs charge. Second,
tens of millions of patients must now
meet high deductibles and they become
angry or frustrated or both at having to
pay what they consider to be exorbitant
prices for genetic tests and other health-
care services. 

Another common patient complaint
related to these points is the lack of trans-
parency around pricing. It is difficult for a
patient to get the simple answer to this
question: “How much will this test cost?”

Recognizing these new dynamics, one
lab company has adopted a consumer-
centric approach to meet and exceed

patient’s expectations. It is Color
Genomics, a startup lab in Milbrae, Calif.

The company was founded last year by
tech entrepreneurs Elad Gil, PhD, and
Othman Laraki, along with Taylor Sittler,
MD, and Nish Bhat. The initial goal was
to offer affordable genetic breast and
ovarian cancer screening to women. 

Previously, Gil and Laraki built some of
the top products at Google. They next
created and sold a company called Mixer
Labs to Twitter, then worked at Twitter
as the social media company grew rapidly.
Their work in consumer products and
social media is visible in Color’s approach
to consumer-friendly payment.

The privately-held, venture-capital-
backed genetic test company has not sought
reimbursement from health insurance
companies, though it may in the future.

Last year, Color Genomics launched a
physician-ordered breast and ovarian
cancer risk test analyzing 19-genes,
including BRCA1 and BRCA2, for $249.
In April, Color Genomics expanded the
number of genes it analyzed by offering a
30-gene panel for testing men and women
for risk of developing eight of the most
common hereditary cancers and kept the
price at $249. 

“From day one, we have adopted a sim-
ple, direct-pay model,” Laraki said in an
interview with THE DARK REPORT. “We
did not put a lot of effort into pursuing
insurance payment because our focus has
always been on improving patient access
to these genetic tests.

“For consumers, the $249 price is dra-
matically lower than the $1,000 to $4,000
that many labs ask for similar tests,” noted
Laraki. “This comparison is somewhat

California Lab Company Offers
Genetic Tests with Low Prices

Direct Payment Updatekk
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unfair, of course, because those labs
priced tests at thousands of dollars with
the idea that only a subset of patients
qualify for an insurer to pay that amount.

“We don’t have any aversion to insur-
ance,” Laraki conceded. “From the start, we
thought the most direct route to make our
genetic test accessible to patients through
their physicians was to offer it at a low
price. We thought that was a better business
decision rather than attempting to get
insurance coverage and then going back
into direct pay if insurance payment failed.

“It is also why our strategy was to
design our genetic tests to be a high-qual-
ity and physician-ordered product that is
offered a price point that is not a barrier
for people,” he explained. “That’s how we
started. We intend to continue striving for
simplicity and transparency in pricing.”

So far, Color’s methods have been suc-
cessful. “Much of the attention we get is
organic, in part because of the many chal-
lenges involving access to genetic testing,”
Laraki explained. “Physicians and their
patients have been interested in getting
these tests for a long time. And since we
launched, we’ve had continuing strong
interest from patients and their doctors.

k

“Not only was the cost of genetic testing
an issue, but the payer guidelines around
who could get reimbursed for a test cre-
ated a barrier as well,” he said. “Patients
were required to demonstrate an exten-
sive personal or family history of cancer.
This is despite the fact that a number of
published papers have found that about
50% of carriers of BRCA1 and BRCA2
don’t have enough evidence in their fam-
ily history that would enable them to get
tested.

“And those papers make sense from
this perspective,” noted Laraki. “For
example, half of women with mutations in
BRCA1 or BRCA2 inherit the mutation
from their fathers. For that reason, that
part of the family history doesn’t jump out

as starkly as it does when it comes down
the female line.”

Physicians interested in ordering the
test from Color can do so online and track
their orders through its online provider
platform. Consumers can also purchase a
test online and indicate a physician’s
name who would place the order and
review the results. The test analyzes genes
for the most common hereditary cancers,
including breast, ovarian, colon, and pan-
creatic cancer. The $249 cost includes
genetic counseling to help consumers
understand their results and next steps. 

k

Once Color receives payment, it sends 
a kit to collect a spit sample. The patient
follows the directions and returns the
specimen to Color’s CLIA-certified, CAP-
accredited automated lab in Burlingame.
There, Color uses next-generation
sequencing (NGS) systems, including the
Agilent SureSelect method and Illumina’s
NextSeq 500. 

“Even though Color Genomics works
with consumers in addition to physicians, it
does not consider itself a direct-to-con-
sumer company,” said Laraki. “We are more
of a traditional clinical lab, the difference
being that we use direct pay and include
genetic counseling as part of the test.

“Using the direct pay model has saved
us the substantial cost and effort that
would normally go into billing payers,” he
continued. “Instead, we have a simple
payment funnel that allowed us to launch
and be financially sustainable. 

“As the business grows, we would con-
sider working with insurance companies,”
noted Laraki. “But in our start-up mode,
we found that beginning with direct pay
made our lives and the lives of our
patients much easier. It’s a straightfor-
ward and simple payment model.” TDR

—Joseph Burns
Contact Meghan Hughes at 415-963-2552
or meghan@getcolor.com.
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That’s all the insider intelligence for this report. 
Look for the next briefing on Monday, July 25, 2016.

More developments have
happened at Theranos,

Inc., the beleaguered clini-
cal lab company based in Palo
Alto, California. On June 24,
Brook Buchanan, Vice
President of Communications
at Theranos, resigned, giving
personal reasons for the deci-
sion. Buchanan was hired in
November 2015, just seven
months earlier. Meanwhile,
the press conference that was
scheduled for Elizabeth
Holmes following her scien-
tific presentation at the
American Association of
Clinical Chemistry meeting in
Philadelphia on August 1 has
been cancelled. Press reports
state that Holmes was advised
that it would not be in her best
interests to field questions
from journalists at a time
when the company is under a
criminal investigation by the
Department of Justice, along
with a probe by the Securities
and Exchange Commission. 
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Theranos
After Walgreens terminated its
agreement with Theranos on
June 12, the lab company
announced that it would be
opening its own patient service

centers in order to continue its
lab testing activities in Phoenix.
Theranos says it currently
operates six PSCs. 
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One more physician has pled
guilty in the Medicare fraud
case involving Bio-Diagnostic
Laboratory Services of
Parsippany, New Jersey. Last
Thursday, Juan Espindola,
MD, a pulmonologist in
Clifton, pled guilty to bribery
charges. He becomes the 27th
doctor convicted of accepting
inducements from BDLS in
violation of federal anti-kick-
back laws. Espindola received
about $1,500 per month in
“consulting fee” payments
from BDLS, totaling about
$15,000 in 2011 and 2012. In
exchange, he referred $65,000
in blood tests to BDLS,
according to U.S. Attorney
Paul J. Fishman.

kk

TRANSITIONS
• RainDance Technologies
has appointed Kathy Ordoñez
as CEO. Previously, she held
executive positions at Quest

Diagnostics Incorporated,
Celera, and Hoffman-La-
Roche, including Roche
Molecular Systems. 

• Mario Morken is the new
Director of Business Develop-
ment at Exsome Diagnostics.
Formerly, he worked at Bio-
Rad Laboratories, Thermo-
Fisher Scientific, and Nation-
al Institutes of Health. 

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

Have you caught the latest 
e-briefings from DARK Daily?
If so, then you’d know about...
...how a research study at
Johns Hopkins University
showed that the CDC does
not record medical errors in
its annual mortality report,
despite the fact that such
errors are the third leading
cause of death annually.
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UPCOMING...

Lab Quality Confab
and Process Improvement Institute

kkk

Sign Up for our FREE News Service!
Delivered directly to your desktop, 

is news, analysis, and more.

Make Plans
NOW!

Taking Lean, Six Sigma, & Process Improvement
To Higher Levels of Success in Your Lab!

Join your colleagues and master proven techniques for boosting
quality, cutting costs, and adding clinical value in your laboratory.

Learn from expert speakers, hear case studies from innovative
labs, and master best practices in lab design, workflow, and

use of automation. Whether it’s the core lab, microbiology,
or histology, Lab Quality Confab has sessions designed to

help your lab achieve peak performance!
Join us on October 18-19 to get the latest insights
on successes with lab test utilization, projects 

that cut cost and improve revenue... and more!

October 18-19, 2016 • Sheraton Hotel • New Orleans, LA
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