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For example, a 55 year old Caucasian man weighing 70 kg with a
serum creatinine of 1.1 mg/dL would have an MDRD-calculated
GFR of 74 mL/min. If the creatinine were only 0.2mg/dL higher (i.e.
1.3 mg/dL - a not unusual variance in the measurement itself), the
calculated GFR would be 61 mL/min, "diagnostic" of chronic renal
disease. Interestingly, the CG formula for the same patient gives
estimated creatinine clearances of 75 and 63 mL/min respectively
. The point of this illustration is that creatinine values near decision
points are critical determinants of these equations' results. There
are, at present, no published reports of the use of the MDRD
equation to detect renal disease in a population without known
renal disease using the criteria of the National Kidney Foundation.

The Practical, Everyday Calculation

Fortunately for most of us who had trouble with exponents in high
school, there are tools available both on the Web and for hand-
held devices that make using the MDRD and other formulae painless.
These tools may differ in the particular equation used and, therefore,
may provide different answers. For example, Epocrates Essentials
(available for $149.95/year at www.Epocrates.com) has MedTools
which includes MedMath. The MedMath MDRD calculator uses the
full formula, requiring both the BUN and the albumin. In general,
it gives a higher GFR than the abbreviated equation given above.

Skyscape's Archimedes (available free from www.Skyscape.com)
uses the abbreviated MDRD formula.

Summary

Accurate measurement of glomerular filtration rate requires a
reference method for the clearance of a material that is neither
absorbed nor secreted by tubules. 125l-iodothalamate is one such
method. Far less cumbersome are calculations of GFR using equations
developed from carefully selected populations. While overall these
equations offer clinically "acceptable” estimates of GFR, they are
subject to known bias and a critical dependence on the accuracy
and precision of creatinine measurements. The MSDS equation
should be used with caution in classifying patients as having chronic
renal disease when calculated GFR values are near the cut-off of
60 mL/min/1.73m2 recommended by the National Kidney Foundation.
Physicians using the equation should know the precision of their
laboratories' creatinine measurements in order to estimate the risk
of patient misclassification. The NKF recommended definition of
chronic renal disease should be followed in the clinical setting.

Prepared by:

Henry Travers, M.D., FA.C.P.

Chairman, Department of Pathology

Avera McKennan Hospital and University Health Center

National Medical Laboratory Professionals Week (NMLPW) will be held April 23-29, 2006. The theme
this year is Laboratory Professionals: Providing Answers. Guiding Cures. It is not too early to start your plans to celebrate the week and
educate others about the role you play in the healthcare team. To view and purchase promaotional products for the event, visit the official
ASCLS NMLPW online store at www.labprofessionalsweek.co m/ascls/. You may order online or print a product guide.

NEW this year - many items can be personalized with your institution's name! Be sure to place your order by March 24 to insure delivery
by NMLPW. To download this year's logo or the 2006 NMLPW Promotion and Planning Guide, visit this ASCLS webpage -
www.ascls.org/conferences/2006NMLW/index.asp
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INVESTIGATION OF DOCTORATE OF CLINICAL LABORATORY SCIENCE

For the better part of 20 years, the idea of creating
an advanced doctoral degree in clinical laboratory
science has been theorized and debated, but has
failed to materialize. Several reasons have been cited
for creating an advanced clinical laboratory degree.
Perhaps the most compelling reason is that the
Doctorate in Clinical Laboratory Science (DCLS)
would provide an alternative career path in laboratory
science. The current career options include CLT's,
CLS’s, etc., but any graduate degree beyond the
current professions steer us only into research and
education. This lack of opportunities for those who
want advancement in clinical practice contributes to
the loss of valuable professionals.

In July 2005, ASCLS published a position paper titled
“Advanced Practice: Doctorate In Clinical Laboratory
Science”. The ASCLS states that the function of the
DCLS would be to work with physicians and other
healthcare providers in the diagnosis and treatment
of patients by ordering, performing, correlating, and
interpreting laboratory tests as well as monitoring
patient outcomes. Proponents of the plan feel that
a DCLS would have a positive impact on patient
outcomes. Laboratory testing would be provided in
a more effective, cost-efficient manner by having a
“specialist” in laboratory medicine guiding the testing.
It is also believed that it would increase access to
accurate and timely information, resulting in quicker
diagnosis and more effective treatment. Patient safety
would improve because fewer laboratory errors
would occur. The practitioner can serve as a liason
between nursing units, health care providers, and
the laboratory to ensure quality. Advocates state
that other roles could be filled by a DCLS such as
being involved in patient education and to serve as
consultants to patients utilizing direct access testing.

By providing an additional career path for those
interested in clinical lab science, more people may
enter the field if they know an advanced practice
degree is available. Also, the rapidly expanding body
of content that needs to be taught may benefit from
additional educational time and an
advanced degree may be necessary to

B Y B ensure proper presentation of all relevant
topics.
Av- em ﬁ Opponents feel that the creation of a
DCLS is unnecessary and that the lab

Laborator)FNetwork profession in general suffers from

underrepresentation and a flawed career

www.averalabnet.com  |adder. They say that the focus should

be on emphasizing the value of clinical
laboratory scientists and that a more distinct
separation needs to be made between CLT and

CLS. In many facilities the CLT and CLS job
responsibilities overlap causing CLT's to feel underpaid
for doing the same work, and for the CLS’s to feel
underutilized. Both of these scenarios lead to job
dissatisfaction and the loss of laboratory professionals.

Resistance to the formation of a DCLS program is
expected such as resentment from other physicians.
Pathologists may resist, feeling that it is their job to
consult, but many only do it at the request of a
physician and not on a routine basis. A DCLS may
even be seen as in direct competition with
pathologists.

Some point out that it may actually have a negative
impact on clinical laboratory science programs. The
added time and expense may discourage some
students from entering the field. Some programs
will not be able to provide the curriculum for DCLS
and will be forced to close.

Managers may not utilize the employees with
advanced degrees any differently than those
possessing baccalaureate degrees, or pay any
differently. Many current managers do not hold
advanced degrees and may not appreciate the value
of one.

Several other allied health fields have advanced
degrees: pharmacy, physical therapy, physical assistants,
and nurse practitioners. A proposed graduate level
of curriculum has been developed using these models
as a guide. The entry-level clinical laboratory doctorate
is a three-year post-baccalaureate degree with the
knowledge and skills gained from a CLS degree to
serve as prerequisites.

Opponents feel that “creating” a niche for a DCLS
is useless because there is no demand for it. But
consider this... isn't, say, a radiologist similar? Doesn't
their job description include performing and
interpreting radiology procedures to assist physicians?
Do they not help “guide” the physician with patient
diagnosis and treatment? Up to 70% of the data a
physician uses to diagnose, treat, and monitor patients
is generated from the clinical laboratory. Maybe it is
not so hard to imagine a place in the healthcare field
for a Doctorate in Clinical Laboratory Science.. H

Sources:

American Society for Clinical Laboratory Science
Position Paper. Advanced Practice: Doctorate in
Clinical Laboratory Science, July 2005

Clinical Laboratory Science 2005; 18(3):132
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Nichols Announces

Hold on Reagents

ALN was recently notified of an internal quality assurance issue that Nichols Institute Diagnostics is having,
and that they will not ship any reagents until this is resolved. This is, unfortunately, a nationwide hold on
products and will affect many hospitals and reference laboratories, including ALN. A total of 9 assays performed
by ARUP labs will be impacted by this hold. Five of the assays will be discontinued as soon as the Nichols
supply is exhausted. The search for replacement vendors or new assays to validate is underway. The remaining
4 assays will be moved to another platform.

We recognize this is a great inconvenience to our clients. We hope to make these transitions as problem free
as possible.

ARUP Test Name Test Code Reference Interval Change

Parathyroid Hormone-Related Peptide 0070174 Less than 12.1 pg/mL Platform Change
IGF-1 (Insulin-Like Growth Factor ) 0070125 No Change Platform Change
Thyroglobulin* 0070421 - Platform Change
Osteocalcin (Bone gla Protein) 0099248 11 - 50 ng/mL Platform Change

Thyroglobulin testing in the Avera McKennan region is being routed to Mayo Medical Laboratories

Test Deletions

ARUP Test Name Transition Date  Change Recommended Alternate Tests

Thyroxine, Free by January 5 Deletion T4, Free, Direct Dialysis (0092408)

Direct Equilibrium Dialysis

Aldosterone/Renin January 26 Deletion Aldosterone/Renin Activity (0070073)

Direct Ratio

Renin, Direct January 26 Deletion Renin Activity (0070105)*

Parathyroid Hormone, Bio-Intact January 26 Deletion Parathyroid Hormone, Intact
(0070346)* or Referral test Parathyroid
Hormone, CAP performed by
Scantibodies Laboratory. (0095611)

Parathyroid Hormone, January 26 Deletion Parathyroid Hormone, Intact with

Bio-Intact with Calcium

Calcium (0070172)*

*No referral exists, listed tests may be ordered as alternative assays.

CMS Publishes Final "Inherent Reasonableness Rule"

On December 13, 2005, the Centers for Medicare
and Medicaid Services (CMS) published a final rule
in the Federal Register (pages 73623-73634) outlining
its "inherent reasonableness" authority, authorized
by the Balanced Budget Act of 1997. It permits the
agency and its contractors to increase or decrease
reimbursement for Medicare Part B services, including
laboratory tests, by 15 percent annually if it
determines that a payment level is "grossly excessive
or deficient."

But before adjusting payments, the rule requires
CMS to notify providers (such as clinical laboratories)
to allow them input on the recommendation.
Specifically, the agency must publish a proposed rule
with comment in the Federal Register detailing the
factors and data that contribute to a decision. Only
after CMS reviews the comments and responds to
them in a final rule, can the payment amount be
changed. The agency lists a number of factors it will
consider when making such determinations, including:

u Price markup;

u Differences in charges to Medicare and non-
Medicare patients,

u Costs required to provide a service,

u Unit costs based on efficient use; and

u Payment amounts in differing localities.

The rule also permits Medicare carriers and
intermediaries to invoke this authority, but they must
follow a similar public disclosure and fact-gathering
process at the local level and obtain CMS approval
before implementing any payment changes. Whereas
CMS payment determinations are binding on all
Medicare contractors, local decisions only affect the
specific carriers or intermediaries involved. This rule
takes effect February 13, 2006 .

If you would like a copy of the final rule, please go
to the Federal Register \Web site at
http://lwww.gpoaccess.gov/fr/ .

National Medical Laboratory Professionals Week April 23-29th
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First, A Little Physiology

The initial step in the formation of urine is filtration through the
glomerulus. The physiologic (Starling) forces involved in this step
include hydrostatic pressure within capillaries, hydrostatic pressure
in Bowman's space, and the oncotic pressure of plasma. Other
physiologic processes influencing glomerular filtration are the
permeability of the capillary wall, the total surface area of the
capillaries and the rate of plasma flow. The clinical measure

of glomerular filtration is the glomerular filtration rate (GFR)

or the total glomerular filtrate formed by all glomeruli per unit
time. The typical "normal" value given for the GFR is 125
mL/min/1.73m2.

Measurement of Glomerular Filtration Rate
Clearance methods are the "gold standard" for measuring GFR.
They require a substance that is filtered by the glomerular
capillary and neither secreted nor absorbed by the renal tubules.
Some clearance methods directly measure GFR (e.g. 125I-
iodothalamate clearance) while others are nearly-direct (e.g.
inulin clearance). Test results are reported as clearance (mL/min).
When methods such as 125I-iodothalamate or inulin are used,
it is generally accepted that the reported result is the GFR.

Because of its relative simplicity, the endogenous clearance of
creatinine (CrCl) became a commonly used measurement of
GFR. This test is - at best - only an estimate of GFR. Because
between 5 and 10% of urinary creatinine is secreted by tubules,
creatinine clearance typically overestimates GFR. This is especially
true with increasing renal failure, where tubular secretion of creatinine
increases substantially. Moreover, creatinine clearance is imprecise:
the coefficient of variation (a measure of precision) is 10-20%.

Calculations of Creatinine Clearance and GFR

In the 1970s there were attempts to more accurately predict GFR
based on calculations and measured serum creatinine. Formulae
derived from defined study populations differed from one another
based upon analytical methods for creatinine, the "gold standard”
method of GFR measurement and the characteristics of the study
populations themselves. The most widely used has been the equation
of Cockroft and Gault (CG equation). This equation takes sex, age
and weight as variables and is normalized to a body surface areas
of 1.73m2:

Creatinine Clearance (CrCl) = [(140-Age) x Weight in kg]
SCr x 0.792

This is the formula used for males; the formula for females is the
same except that the above result is multiplied by 0.85. Notice that
the result is a calculation of the creatinine clearance, the "gold
standard" measure against which the formula was validated. In
people with renal disease, the CG will underestimate the creatinine
clearance while in patients without renal disease, the CG equation
will overestimate creatinine clearance. Regardless of this bias, the
absolute magnitude of which is approximately 30 mL/min, the
equation is a better predictor of a significantly low GFR than either
a serum creatinine or a measured creatinine clearance.

Recently, the Modification of Diet in Renal Disease Study (MDRD)
data was used to develop a formula to calculate GFR. The "gold
standard" GFR measure was 125l-iodothalamate. Although the
equations (one complex and the other simplified) were derived
from a population with renal disease, their fundamental utility
appears to extend to populations without renal disease as well.
The simplified MDRD equation has come into broad use as a result
of recommendations from the National Kidney Foundation and
takes into consideration age, sex and race (Black and non-Black)
and is normalized to 1.73 m2:

GFR = 186 x SCr-1.154 x Age-0.203 x 0.742 (if patient is Female)
x 1.212 (if patient is Black)

This equation will underestimate GFR in health individuals and
overestimate the GFR in individuals with renal disease, the reverse
of the CG prediction equation. A comparison of these and other
equations is shown in the illustration belows5.

In the figure, equation 7 is the simplified MDRD equation. Although
this illustration looks at absolute difference in GFR measurement,
the CG equation is, in fact, standardized to CrCl rather than GFR.
In spite of its currency, the MDRD equation is problematic. First of
all, it was validated using the same data set from which it was
developed. Second, like other equations, it is highly sensitive to
creatinine measurement particularly at decision points (e.g. 60
mL/min). Some have sought to ameliorate this problem by “calibrating”
their laboratories' creatinine measurements against the laboratory
where the original MDRD measurements were done. This has not
proved to be a universal practice. Finally, for patients not in a steady
state with respect to creatinine metabolism, the MDRD equation
will be inaccurate.

Clinical Use of the MDRD and Other Equations

The most common use of the MDRD equation is to follow patients
with known renal disease for evidence of changing renal function.
It is in the range of 10 to 60 mL/min that the equation is best
predictive of GFR.

Since laboratory information systems' calculations of a GFR based
on the MDRD formula do not include normalization to 1.73m2,
physicians must themselves correct values derived from the formula
for body surface area. Some clinicians will "estimate" this for decision
making purposes; others will ignore the normalization because serial
measurements in the same individual are the critical element of
decision making rather than the absolute accuracy of the calculation.
Fox et al. reported using the MDRD calculation of GFR as a defining
measure of developing renal disease in a cohort of healthy patients
. In their report, a calculated GFR <64.25 mL/min/1.73m2 (men)
and GFR <59.25 mL/min/1.73m2 (women) was used as the
determinant of renal disease. We do not recommend adoption of
the approach reported in this paper for two important reasons:

First, the study based the diagnosis of renal disease on a single
creatinine measurement. The National Kidney Foundation
definition of chronic renal disease requires structural, functional
or laboratory measures of renal impairment to be present for
3 months or more. Thus, the classification of patients as diseased
did not meet a consensus standard.

Second, the bias of the MDRD (and other) equations and the
variations in creatinine determination inherent in testing methods
make reliance on a single measurement likely to result in frequent
patient misclassification. Contd on back



Things Every Provider Should Know About
Medicare Coverage Policies

by: Gregory Root, Esq. (gbroot@codemap.com)

Introduction

In 1965, the Social Security Act established the Medicare program.
Section 1862(a)(1)(A) of the Act specifically states,

"no payment will be made under part A or part B (of Medicare) for
any expenses incurred for items and services which are not reasonable
and necessary for the diagnosis or treatment of illness or injury or to
improve the functioning of a malformed body member."

Medicare is required by law to deny payment for any tests or services
that are not considered medically reasonable and necessary. Medicare
and its contractors have developed numerous coverage policies,
concerning particular tests and procedures, that define medically
reasonable and necessary. The following are three key concepts all
providers should know about these coverage policies.

1. Types of Medicare Coverage Policies

NCDs: Medicare regulations allow the Center for Medicare and Medicaid
Services (CMS) to develop coverage policies for Medicare-covered
tests and procedures. These coverage policies, called National Coverage
Determinations (NCDs) provide definitive guidance to providers
concerning the medical necessity requirements of a particular test or
procedure. Numerous NCDs are in effect for a wide array of tests and
services including procedures performed by diagnostic service providers,
such as radiologists and clinical laboratories.

The Balanced Budget Act of 1997 required CMS to develop NCDs for
the most commonly performed clinical laboratory tests. Using a process
called negotiated rulemaking, CMS and other interested parties and
organizations developed 23 NCDs concerning lab tests. These policies
became effective November 23, 2001 and apply to tests and procedures
such as CBCs, glucose, lipid panels, and prothrombin time.

LCDs: Part A Fiscal Intermediary and Part B Carrier Medicare contractors
also have the regulatory authority to develop coverage policies known
as Local Coverage Determinations (LCDs). Unlike NCDs, these policies
only apply to a single jurisdiction, typically a single state. In the past,
local policies were referred to as Local Medical Review Policies (LMRPSs).
As of 12/31/2005, Medicare Carriers and Fiscal Intermediaries are
required to publish all local policies in a consistent format and label
these policies as LCDs. Medicare Carriers and Fiscal Intermediaries do
not have the authority to develop and publish LCDs that contradict
NCDs.

2. Updates to Medicare Coverage Policies

NCD Updates: CMS updates NCDs on a quarterly basis. Since 2001,
CMS has made numerous revisions to the laboratory NCDs by updating
new and deleted CPT and ICD-9 codes and their descriptors and
amending general coverage criteria. Most revisions concern the list of
covered ICD-9 codes associated with a particular CPT code. CMS
typically announces the changes well in advance of the effective date
via a program transmittal each quarter.

LCD Updates: Medicare contractors (Medicare Carriers and Fiscal
Intermediaries) control revisions to LCDs. In most cases, these contractors
announce changes through either monthly or quarterly newsletters or
notices posted on their websites. Because of the many different ways
contractors administer and update LCDs, these changes are not as easy
to track as changes to NCDs. Unfortunately some carriers do not even
give advance notice of changes. Worse yet, occasionally a contractor
will amend or retire a LCD and not give notice until after the fact.

3. Which Policies Apply to My Provider Organization

NCDs apply to all providers nationwide regardless of their geographic
location or Medicare contractor.

Determining which LCDs apply to your organization is more complicated.
First, the provider must determine what type of Medicare contractor
processes the provider's claims. Most fee-for-service providers submit
claims for Medicare services to one of two types of contractors, either
a Medicare Carrier or a Fiscal Intermediary. Hospital laboratories and
outpatient service providers submit claims to Fiscal Intermediaries and
independent laboratories and physicians submit claims to Medicare
Carriers, even though many of these providers are providing the exact
same tests and services. Carriers and Fiscal Intermediaries typically
develop differing sets of LCDs, so each provider must know which
Medicare contractor's policies to follow. For example, in Florida, an
independent lab submitting claims to it's Medicare Carrier needs to
follow the medical necessity requirements of an LCD concerning Hepatic
function panels. A hospital laboratory in the same state, billing to the
Fiscal Intermediary, would not have to follow the same requirements
because the Fiscal Intermediary has not published an LCD concerning
Hepatic function panels.

Once the provider has determined which type of contractor administers
their claims, the provider must look to its geographic location to
determine which particular contractor administers its claims. Typically
Carrier and Fiscal Intermediary jurisdictions follow state lines. In other
words, a hospital in lllinois will submit its claims to the Fiscal Intermediary
responsible for administering claims in lllinois, while a physician office
in Indiana will submit its claims to the Medicare Carrier responsible for
administering claims in Indiana. Unfortunately, sometimes it is more
complicated still. In Missouri, for example, multiple Fiscal Intermediaries
process claims. Depending on the hospital's zip code, its laboratory
may be submitting Medicare claims to either Blue Cross Blue Shield of
Kansas or Trispan Health Services which publish completely different
medical necessity policies.

MACs. There is hope. Over the next few years, this redundant system
will be replaced by the implementation of Medicare Administrative
Contractors (MACs). Each MAC will be responsible for the administration
and payment of all Part A and Part B fee-for-service claims in one of
15 jurisdictions. This reorganization is mandated by the Medicare
Prescription Drug, Improvement and Modernization Act of 2003 (MMA).
Once implemented, the new system should consolidate Medicare
contractor functions in fewer entities allowing for improved efficiencies
and significant benefits for both providers and beneficiaries. The most
significant benefit may be consistent coverage policies. Each MAC will
develop one set of LCDs that all providers in the respective jurisdiction
should follow. No longer will providers in the same state or locality
follow differing sets of LCDs. CMS will begin awarding MAC contracts
this year, however the entire process is expected to take years to
implement.

Conclusion
This briefing demonstrates that complying with Medicare coverage
policies is not an easy process. Providers must know which policies
apply to their particular organization as well as how to stay informed
of the many and constant revisions. CodeMap has developed a tool
that will take the guesswork out of this process. The 2006 Medicare
Medical Necessity Guide for Laboratory/Pathology Procedures contains
all the coverage policy information.

Reproduced with consent from Gregory Root.

ENSURING ACCURATE
BLOOD GLUCOSE TESTING
Blood testing using
glucometers is an easy and
rapid method of determining
glucose levels in patients.
However, there are many
variables involved that can
affect the accuracy of the
result. Following
manufacturers instructions
and your facility’s procedure
will help ensure that your
patient is getting the most
accurate result.

u Keep the meter clean.

u Follow storage
requirements (heat, cold,
and humidity adversely
affect the strips).

u Do not use strips past
expiration date.

u Do not use strips from a
cracked or damaged
bottle.

u Use the correct calibration
code from the bottle.

u Perform QC as scheduled
and when troubleshooting
problems.

u Wash and dry the finger
before testing (sugar or
water on fingers can
cause inaccurate results).

u Wipe off the first drop
of blood (it can contain
tissue juices).

u DON'T SQUEEZE THE
FINGERTIP! Blood should
flow freely from the
puncture site. Gentle
“milking” is acceptable.

u Always completely fill the
test strip with blood. Too
little blood can cause
falsely-decreased OR
falsely-elevated results.

Critical Steps in Understanding How
Medicare Pays for Tests and Services

by: Gregory Root, Esq. (gbroot@codemap.com)

STEP 1: Choose the Correct Procedure
Code

The first and often most important step in developing
a claim for a Medicare patient is the selection of
the appropriate procedure code. The procedure
code ultimately determines the exact amount that
Medicare will reimburse for a given test or
procedure. Medicare carriers and fiscal intermediaries
utilize the HCPCS coding system which includes
two types of codes; one, CPT codes which are
published each year by the American Medical
Association (AMA); and two, HCPCS codes which
are maintained and published by the federal
government through the Centers for Medicare and
Medicaid Services (CMS).

Most tests and procedures are reported using a
CPT code. However, providers must also be mindful
of HCPCS codes for procedures that are not
included in the CPT, or for special circumstances
that CMS has decided are not accurately reported
by CPT codes. Examples include screening
procedures and new technologies.

Providers must be careful to pick the CPT or
HCPCS code that most accurately describes the
test or procedure. Failure to do so could result in
coding practices such as upcoding and unbundling
that may result in Civil False Claims Act liabilities.
In addition, if a provider erroneously submits a code
that is not listed in either the CPT or HCPCS, the
claim will automatically be denied.

STEP 2: Determine the Relevant Medicare
Fee Schedule

Once the provider has determined the appropriate
procedure code, he/she must figure out where that
procedure code is listed. Our subscribers typically
must choose between two Medicare fee schedules
to determine the exact Medicare reimbursement
amount. The Medicare Physician Fee Schedule
includes pathology and radiology procedures, and
the Medicare Laboratory Fee Schedule includes
most clinical laboratory tests. However, some
laboratory procedures may be listed on the Medicare
Physician Fee Schedule depending on the level of
input from a pathologist or other physician.

The key difference between the two fee schedules,
apart from the procedures listed with each, is
whether a beneficiary copay applies or not. All tests
and procedures listed in the Medicare Laboratory
Fee Schedule are not subject to a copay. In other
words, the Medicare beneficiary pays nothing.
However, beneficiaries are responsible for a 20%
copay for any services or procedures listed in the
Medicare Physician Fee Schedule. The amount listed
in the Medicare Physician Fee Schedule includes
the 20% copay from the patient.

STEP 3: Look Up the Medicare
Reimbursement Amount

The final step in determining the exact Medicare
reimbursement is looking up the dollar amount
listed for the appropriate procedure code in the
relevant Medicare fee schedule. This task is relatively
straightforward for procedures in the Medicare
Laboratory Fee Schedule.

For procedures included in the Medicare Physician
Fee Schedule, providers must be aware of the fact
that many procedure codes are divided into
professional and technical components. If the
provider performs only the technical component,
the procedure code should be reported with a -
TC modifier. Likewise, if the provider only performs
the professional component, the procedure should
reported with a -26 modifier. If the provider performs
both components, the code should be reported
with no modifier, known as the global code. Logically,
the sum of the reimbursement amounts for the
technical component and the professional
component equal the reimbursement for the global
procedure.

Other coding modifiers apply to tests and

procedures included in both fee schedules. Providers
should be aware of modifiers that apply to separate
and distinct procedures, repeat procedures, CLIA
waived tests, as well as other special circumstances.

Also, providers should be aware of the Medicare
policy that carriers and intermediaries will reimburse
the lesser of the submitted charge or the
corresponding fee schedule amount.

Finally, providers must know that Medicare
reimbursement amounts will vary based upon the
provider's location. Amounts for tests and
procedures included in the Medicare Laboratory
Fee Schedule differ from state to state, while
amounts listed in the Medicare Physician Fee
Schedule may differ from one Medicare locality to
the next. We will discuss Medicare localities more
next week.

Conclusion

This briefing demonstrates that getting paid
appropriately by Medicare involves a thorough
understanding of the coding and reimbursement
systems used by CMS and federal contractors.
Finding appropriate CPT codes, HCPCS codes, and
reimbursement amounts, as well as applying the
myriad of associated rules and regulations involves
significant effort and expertise. CodeMap can help
with the 2006 CodeMap Medicare
Reimbursement Manual.

Reproduced with consent from Gregory Root.



