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Feature

Next Level Laboratory Audits: Adopt a 
Bidirectional Approach
By Melissa Scott, BS, CHC, CPC

Auditing laboratory testing can be 
challenging, even for the most 

experienced coders and billers. In an 
environment of ever-increasing regulatory 
scrutiny, new acronyms like RAC, CERT, 
and MIC, seem to sprout up like weeds in 
the springtime. A little due diligence on 
your part to avoid negative audit findings 
can have a positive financial impact for 
your organization. 

Laboratory testing is complicated, in 
that many tests are not a one-to-one 
match for CPT codes; rather code 
selection can be influenced by factors 
such as the purpose of the test and 
methodology of test performance. 
Typically laboratorians are not coders 
and coders are not laboratorians, but in 
order to assign correct CPT codes, one 
must have a hybrid of knowledge from 
both parties. The Office of Inspector 
General (OIG) acknowledged this in 
the Model Compliance Plan for Clinical 
Laboratories, where they advised that “to 
ensure code accuracy, laboratories may 
wish to include a requirement that the 
codes be reviewed by individuals with 
technical expertise in laboratory testing 
before such codes are approved for claims 
submissions.” 

Coders need to develop an understanding 
and appreciation for the analytic side 
of testing, as do laboratorians for the 
language of CPT codes. To illustrate this 
point, let’s explore the idiosyncrasies 

of pathology and laboratory coding. 
Adopting a bidirectional approach will 
improve coding and charge capture.

Organ or Disease-Oriented Panels 
(80047–80076)

A laboratory panel, also called a profile, is 
a grouping of tests used to diagnose and/
or treat conditions related to a specific 
organ or disease process. The American 
Medical Association has defined 10 organ 
and disease-oriented panels, which are 
billed via the submission of a single 
CPT code, instead of each individual 
component CPT. Panel use is favored 
because of the ease of physician ordering 
and data entry during the laboratory 
accessioning process. This sounds simple 
enough, but what many fail to realize is 
that panel use also comes with added 
responsibility. 

The Medicare Claims Processing Manual 
states, “The only acceptable definition for 
the component tests included in the CPT 

codes for organ or disease-oriented panels 
is the American Medical Association 
definition of component tests.” What does 
this mean? American Medical Association 
panel names are widely recognized, such 
as: 

• comprehensive metabolic 

• lipid

• hepatic function panel

If a laboratory is going to offer testing 
under any of the American Medical 
Association-defined panel names, the 
component tests must match those 
designated in the CPT Manual. 

Laboratories should exercise caution 
not to bill overlapping test panels. In 
the event multiple panels are ordered 
that include duplicative testing, CPT 
guidelines indicate the laboratory should 
bill the panel incorporating the greatest 
number of tests and bill the remainder 
separately. If a laboratory chooses to offer 
customized test panels, that include any 
test groupings outside the 10 defined by 
the American Medical Association, the 
panel names must be unique. 

The identification of whether or not the 
ordering physician was aware of custom 
panel components, at the time of ordering, 
is a critical step. You need to remember, 
prior knowledge of test constituents is a 
requirement in order to establish medical 
necessity. 

The OIG Compliance Program Guidance 
for Clinical Laboratories states that 
laboratories should provide:

“Annual written notices that: 

(1) Explain the Medicare 
reimbursement paid for each 
component of each such profile. 

(2) Inform physicians that using a 
customized profile may result in 
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the ordering of tests which are not 
covered, reasonable, or necessary and 
that [such] tests will not be billed 

(3) Inform physicians that the OIG 
takes the position that an individual 
who knowingly causes a false claim 
to be submitted may be subject to 
sanctions or remedies available under 
civil, criminal, and administrative 
law.” 

Adherence to the OIG’s recommended 
annual custom panel notification is 
one way a laboratory can demonstrate 
provider awareness. An overt method 
presents on the laboratory requisition, 
whether on paper or electronic, all of the 
individual panel components. 

Drug Testing (80100–80103)

Tests reported under CPTs 80100–80103 
are for screening and confirmation 
purposes only. Screening tests are 
qualitative, meaning the result indicates 
whether a substance is present or absent. 
Drug screens are reported using the 
following CPTs:

80100 Drug screen, qualitative; 
multiple drug classes chromato-
graphic method, each procedure

80101 Drug screen, qualitative; single 
drug class method (e.g., im-
munoassay, enzyme assay), each 
drug class

The test methodology, meaning how the 
test is performed, determines which code 
is appropriate. CPT 80100 is reported when 

the test is performed by chromatographic 
methods. In simple terms, chromatography 
separates drug molecules in the patient’s 
specimen, based upon a chemical property 
known as the partition coefficient. The 
partition coefficient allows the laboratory 
to identify specific substances through 
partitioning of stationary and mobile 
phases. 

Quantity often becomes confusing when 
using CPT 80100. Each combination of 
mobile and stationary phase is to be 
counted as one procedure. If multiple 
drugs are identified using a single 
stationary and mobile phase, the quantity 
is one. However, if multiple drug 
detection requires a single stationary 
phase with five mobile phases, the 
quantity reported is five. 

CPT 80101 is reported for non-
chromatographic methods, such as 
immunoassay and enzyme assay. 
Quantity is driven by drug class, which 
alleviates the need to go into detail about 
the methodology. If the test is for five 
drug classes, the quantity reported is five. 

Confirmation testing is typically 
requested after a screening test has 
yielded a positive result. Laboratories can 
set testing up as an automatic reflex for 
positive screens when permitted by the 
ordering physician, but should only be 
billed when the confirmation is actually 
performed. CPT 80102 is reported for each 
confirmation procedure. 

Even though the information 
presented above (particularly related to 
chromatography) has been simplified, you 
may feel your head is spinning. You should 
not feel inept in any way, it is perfectly 
normal. The lessons learned concern the 
distinct technical differences between CPT 
80100 and 80101 and that correct coding 
cannot be determined by drug class or 
quantity of drugs screened alone. The 
important thing is that you understand the 
CPT code descriptions. Your laboratorian 
counterpart can explain the methodology, 
and through your combined knowledge, 
appropriate coding can be determined.

Therapeutic Drug Assays (80150–80299)

Therapeutic drug assays, also referred 
to as levels, are reported under CPTs 
80150–80299. Drug levels may be 
derived from any source (e.g. blood, 
urine) and are quantitative. Quantitative 
testing provides the numeric level of 
how much drug is present, which is 
not to be confused with qualitative 
screening reported under CPTs 80100–
80103 which indicate whether or not a 
drug is present. 

Coding for quantitation of a drug 
not listed individually under CPTs 
80150–80202 is typically reported using 
CPT 80299 “Quantitation of drug, not 
elsewhere specified.” However, you 
will find certain rule exceptions and 
this is often an area of lost revenue. 
Quantitative chromatography or 
spectrometry for analytes not specified 
under the therapeutic drug assay or 
chemistry sections may be reported, 
using the appropriate methodology-
specific codes:

82491 Chromatography, 
quantitative, column (e.g., 
gas liquid or HPLC); single 
analyte not elsewhere 
specified, single stationary 
and mobile phase

82492 Chromatography, 
quantitative, column 
(e.g., gas liquid or HPLC); 
multiple analytes, single 
stationary and mobile 
phase

82542 Column chromatography/
mass spectrometry (e.g., 
GC/MS, or HPLC/MS), 
analyte not elsewhere 
specified; quantitative, 
single stationary and mobile 
phase

82543 Column chromatography/
mass spectrometry (e.g., 
GC/MS, or HPLC/MS), 
analyte not elsewhere 
specified; stable isotope 
dilution, single analyte, 
quantitative, single 
stationary and mobile phase

82544 Column chromatography/
mass spectrometry (e.g., 
GC/MS, or HPLC/MS), 
analyte not elsewhere 
specified; stable isotope 
dilution, multiple analytes, 
quantitative, single 
stationary and mobile phase

Drugs or Classes of Drugs 
commonly requested for 
screening

Alcohols

Amphetamines

Barbiturates

Benzodiazepines

Cocaine & Metabolites

Methadones

Methaqualones

Opiates

Phencyclidines

Phenothiazines

Propoxyphenes

Tetrahydrocannabinoids

Tricyclic Antidepressants

The important thing is 
that you understand 

the CPT code 
descriptions.
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83789 Mass spectrometry and 
tandem mass spectrometry 
(MS, MS/MS), analyte 
not elsewhere specified; 
quantitative, each specimen

Reimbursement can increase upwards of 
25% when reporting the methodology-
specific codes listed above, as compared 
to CPT 80299. The difference is tied to 
the additional expense incurred by these 
more costly methodologies. 

Evocative/Suppression Testing 
(80400–80440)

Evocative/suppression test panels are 
designed to be used in conjunction 
with the administration of an evocative 
or suppressive agent to measure the 
baseline and the subsequent measure 
of their effects. You should remember 
that CPTs 80400–80440 are for the 
laboratory testing associated with these 
tests only. Physician oversight, drug 
administration, supplies, and the drugs 
themselves should be coded separately. 
Like organ and disease-oriented panels, 
evocative/suppression test panel 
components should be a one-to-one 
match with the constituents described in 
the CPT Manual, as should the quantities 
reflected. 

Consultations (Clinical Pathology) 
(80500–80502)

Clinical pathology consultation services, 
reported under CPTs 80500–80502, 
must be provided by a pathologist (not 
a CLS, MT, or MLT). The consultative 
services need to be a written request 
from the ordering physician. Similar to 
an E/M consultation, a clinical pathology 
consultation must result in a written 
report that is returned to the ordering 
physician. These codes are not to be 
reported for routine interpretations or 
those derived by algorithm. 

Urinalysis (81000–81099)

Most urinalysis tests are performed 
by dipstick or tablet reagent method, 
reported under CPTs 81000–81003. 
Automated tests are performed on an 
instrument, whereas a person runs 
those that are non-automated manually. 
Microscopic examination may be added 
to the initial urinalysis or requested by 
itself. While CPT 81015 is reported for 
microscopic analysis, this is not the code 
reported when microscopy is performed 

with a urinalysis. The table below will 
assist in accurate code assignment.

You should note that CPTs 81000–81003 
are reportable when any number 
of constituents–bilirubin, glucose, 
hemoglobin, ketones, leukocytes, 
nitrite, pH, protein, specific gravity, or 
urobilinogen–are performed via dip 
stick or tablet reagent. Caution should 
be taken to ensure single analytes are not 
inappropriately coded to urine specific 
codes in the chemistry section (i.e. 82945 
Glucose, body fluid, other than blood) 
when performed via the methodology 
listed above. 

Failure to bill CPT 81050 “Volume 
measurement for timed collection, 
each” with 24-hour or other timed urine 
specimens is a common area for missed 
charged capture.

Chemistry (82000–84999)

Unless otherwise specified, specimens 
examined under Chemistry codes 
82000–84999 may be from any source and 
represent quantitative analysis. Again, 
quantitative analysis means the results 
will be numeric. Calculated values are not 
billable, but the results of tests performed 
to derive the calculated values may be 
billed.

When reviewing chemistry testing, you 
want to be aware that test description 
adjectives such as free, total, and 
fractionated will often affect CPT 
code selection. In these instances, it is 
essential to remember that the orderable 
should match the performable and the 
billable. 

For example, a laboratory receives 
an order for a PSA (prostate-specific 
antigen). Does this order support 
performance and billing of a total 
or free PSA? The answer is neither. 
With multiple choices, how can the 
laboratory determine the intent behind 
the physician’s order without further 
clarification? The OIG Compliance 

Guidance for Clinical Laboratories 
specifies that ambiguous test orders must 
be clarified with the ordering physician 
to prevent erroneous billing. 

The CPT descriptions for 82962 “Glucose, 
blood by glucose monitoring device(s) 
cleared by the FDA specifically for 
home use,” and 83037 “Hemoglobin; 
glycosylated (A1C) by device cleared by 
FDA for home use” can be misleading. 
These codes are not intended to report 
test results obtained offsite by the patient 
or family. Rather, CMS guidelines indicate 
they should be used to report testing and 
interpretation of results during a patient 
encounter using a device cleared by the 
FDA for home use. 

Also confused with CPT 82962 is code 
82948 “Glucose; blood, reagent strip.” The 
reagent strip method differs from a home 
glucometer device in that a drop of blood 
is placed on a glucose oxidase test strip. 
The strip is processed manually and after 
reacting with the blood, the color of the 
strip is visually compared to a color chart 
to determine results.

Molecular diagnostic procedures are 
typically performed when testing for 
oncologic, hematologic, neurologic, and 
other genetic conditions. These services, 
reported under CPTs 83890–83914, are 
coded significantly different from other 
laboratory testing. The CPTs reported 
are not test specific, rather they represent 
procedure steps in a process to obtain 
a result. One molecular diagnostic test 
will have multiple CPT codes reported. 
For example, a genetic test for hereditary 
melanoma may be reported with the 
following codes:

83891 Molecular diagnostics; isolation 
or extraction of highly purified 
nucleic acid, each nucleic acid 
type (i.e., DNA or RNA)

83898 Molecular diagnostics; amplifi-
cation, target, each nucleic acid 
sequence

CPT 
Code

Urinalysis by Dip Stick 
or Tablet Reagent,  
Non-Automated

Urinalysis by Dip Stick 
or Tablet Reagent,  

Automated

Microscopic  
Examination

81000  

81001  
81002 
81003 
81015 
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83904 Molecular diagnostics; muta-
tion identification by sequenc-
ing, single segment, each 
segment

83909 Molecular diagnostics; separa-
tion and identification by high 
resolution technique (e.g., 
capillary electrophoresis), each 
nucleic acid preparation

83912 Molecular diagnostics; interpre-
tation and report

Five codes are reported, one test is 
resulted. Note that none of the code 
descriptions listed above are test specific, 
meaning there is nothing to indicate 
hereditary melanoma in any of the CPT 
descriptions. 

These same codes could appropriately 
be applied to testing for hereditary 
ovarian cancer or deafness, among other 
things. To add clarity to the “universal” 
nature of these codes, the genetic test 
code modifiers in CPT Appendix I were 
developed. When appended with the 
appropriate genetic modifier, payors can 
determine medical necessity for molecular 
diagnostic services when paired with an 
ICD-9-CM code. 

Without firsthand knowledge of how 
each specific molecular diagnostic test is 
performed, including the individual steps 
involved and the number of times each 
step is repeated, an auditor would not be 
able to assess coding accuracy. 

Hematology and Coagulation 
(85002–85999)

Perhaps one of the biggest challenges in 
coding hematology testing comes from 
one of the most frequently performed 
tests: the complete blood count (CBC). 
A CBC can be run by itself or with a 
differential, and the process can be 
automated or manual. 

Current CMS guidance has indicated 
that an order for a CBC does not fulfill 
the requirement to perform or bill a 
differential, rather the order must clearly 
indicate the differential is also requested. 
To complicate matters further, many 
laboratories consider it standard practice 
to perform a manual differential when 
an automated differential is found to be 
abnormal. However, NCCI edits prohibit 
billing a CBC with automated differential 
and a manual differential–as the two 
differentials are considered duplicate 
services. The table above simplifies CBC 
and differential coding:

Again, paying close attention to test 
descriptions throughout the hematology 
and coagulation sections is important—
key words like free, total, activity, 
antigen, and inhibitor may alter CPT 
assignment. To ensure thorough charge 
capture, also take note of phrases such 
as “each analyte” or “each agent” in CPT 
descriptions, which may indicate multiple 
quantities are billable under certain 
circumstances. 

Immunology (86000–86849)

Antibodies and antigens are often 
evaluated when looking at the immune 
system, and not surprisingly, the terms 
are often confused. The body reacts 
to antigens to form antibodies, which 
then bind to the antigen and attempt to 
neutralize the antigen. A titer measures 
how much antibody has been produced 
by the immune system. Coders frequently 
apply these codes as though they are 
interchangeable, but this is incorrect and 
may result in false claim submission. 
Pay attention to these terms to avoid 
inappropriate code assignment.

Antibody codes 86602–86804 are often 
misinterpreted as being applicable 
to all methodologies, qualitative or 
quantitative. CPT notes state that these 

codes represent only qualitative or semi-
quantitative multiple step immunoassays. 
Immunoassays by single step method 
(e.g., reagent strips) are reported under 
86318. Unless more specific coding exists, 
86602–86804 can be applied to IgG, IgA, 
and IgM antibody testing. The quantity 
reported should reflect the number of 
antibodies tested and multiple virus 
species may be reported separately. For 
example, bordetella IgG & IgA would be 
reported with a quantity of two, as would 
poliovirus 1 & 2 IgG. 

Transfusion Medicine (86850–86999)

Laboratory testing related to blood 
transfusion services is separately billable 
under the codes 86850–86999. Often an 
area of missed revenue, laboratories fail to 
bill multiple quantities for these services 
when appropriate, as specified by CPT 
descriptions. Look for key words followed 
by “each” —each serum technique, each 
elution, each antiserum, each unit–and 
you will likely identify additional revenue 
potential.

Microbiology (87001–87999)

There is no shortage of coding anomalies 
in microbiology, which encompasses 
bacteriology, mycology, parasitology, 

Test 85007 85025 85027

Automated CBC, No Differential 
Automated CBC w/ Automated Differential 
Automated CBC w/Automated & Manual Differential  
Manual Differential 
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and virology. Charge capture can be 
tedious for microbiology procedures, 
because the original order may specify 
a chain of testing dependent upon 
various algorithms. For example, a 
culture is ordered. If the culture grows, 
a gram stain may be performed, which 
may result in presumptive identification of 
microorganisms. A culture typing may then 
be performed, followed by a susceptibility 
test. In this example, each italicized item 
is potentially billable, based upon the 
result of the preceding test. Since only 
services that are performed are billable, a 
laboratory cannot hard code the charges 
in this scenario based upon the order. 
Charging individual patients may vary, 
based on how many steps are actually 
performed; herein lays the microbiology 
challenge.

Two types of culture identifications 
can be done in microbiology testing, 
presumptive ID and definitive ID. CPT 
has provided the following definitions:

Presumptive 
ID

Identification by colony mor-
phology, growth on selective 
media, gram stains, or up 
to three tests (e.g. catalase, 
oxidase, indole, urease)

Definitive ID Identification to the genus or 
species level that requires ad-
ditional tests (e.g. biochemi-
cal panels, slide cultures)

When multiple specimens from different 
sources are submitted for culture that are 
reported under the same CPT code, then 
modifier-59 should be appended to the 
additional quantities to prevent denial 
for duplicate services. When submitting 
multiple specimens from the same source, 
modifier-91 should be reported in lieu of 
modifier-59. 

CPT 87081 “culture, presumptive, 
pathogenic organisms, screening only” 
is often misapplied. CPT 87081 is not 
reported for routine broad based cultures, 
but rather for single pathogen isolation 
screening. Examples of pathogen-specific 
cultures include beta streptococcus 
culture, campylobacter culture, and 
gonorrhoeae culture. 

Anatomic Pathology (88000–88099)

Anatomic Pathology codes are reported 
for postmortem procedures and 
represent physician services. Coding of 
postmortem examination on a stillborn 
fetus varies based on local/state laws 
governing fetus viability. A viable fetus 
examination is coded to the appropriate 

anatomic pathology code. Those that 
are non-viable are considered a surgical 
specimen, derived from the mother and 
coded under surgical pathology CPT 
88309.

Cytopathology (88104–88199)

Pap screen collections and reporting 
systems can vary. Conventional smears 
are submitted on slides, whereas the 
newer technology liquid-based specimens 
are submitted in a liquid preservative 
vial. Reporting of Pap screen results 
can be done via the Bethesda system or 
non-Bethesda methods. The following 
table will assist you in determining 
codes applicable for Pap screening under 
various scenarios.

Subsequent manual review of slides, 
screened by automated methods for 
quality control purposes, is not billable. 
Codes specific for manual screening 
and rescreening, under physician 
supervision, are reserved for use 
when the ordering physician requests 
additional review. 

Charge capture for flow cytometry 
quantities can be difficult, because the 
number of markers may vary by patient. 
Hard coding quantities for these services 
are often not an option.

Cytogenetic Studies (88230-88299)

Cytogenetic study codes are similar to 
molecular diagnostic codes. Cytogenetic 
study codes that are generic to the disease 
or condition being evaluated should be 
appended with a genetic modifier from 
CPT Appendix I. 

Like flow cytometry, chromosome 
analysis quantities can vary, depending 
upon the patient and condition 
evaluated. 

Surgical Pathology (88300–88399)

There are eight levels of surgical 
pathology examination, in ascending 

order by physician work. Code selection 
is based upon specimen types. Unlisted 
specimens should be coded at a level 
which most closely represents the 
physician work involved based upon 
comparison to the other specimens in that 
category.

Quantity reported for 88300–88309 is 
the specimen. If a single tissue vial is 
submitted for examination, but requires 
review of multiple slides to make a 
definitive diagnosis, the unit of service 
is still one. You can only bill multiple 
quantities, when the ordering physician 
submits the tissues separately for 
individual review, and the pathologist 
issues separate findings for each specimen 
in the final report(s).

Special stains are often performed to 
aid the pathologist in determining 
definitive diagnoses of surgical pathology 
specimens. The pathology report should 
designate the specific stains performed, 
antibodies tested where applicable, 
and the results of each stain. Stains 
are not billable in the absence of this 
documentation. 

In Vivo Laboratory Procedures 
(88720–88741)

The blood tests covered thus far are 
considered in vitro, meaning the blood 
has been removed from the patient 
prior to testing. In contrast, in vivo or 
transcutaneous testing is performed 
without removing blood from a patient. 
A common form of in vivo testing is 
transcutaneous neonatal billirubin 
evaluation, where measurements 
are obtained using non-invasive, 
multiwavelength, spectral reflectance 
from the skin surface. 

Other Procedures (89049–89240)

Other procedures are those that did 
not fit into any of the other predefined 
pathology and laboratory sections. You 
will find a limited number of codes in this 

Screening Description Applicable CPTs

Cervical or vaginal screening by various methods and physician 
interpretation services

88141–88155, 88164–
88167, 88174–88175

Conventional Pap smears using non-Bethesda reporting 88150–88154

Conventional Pap smears using Bethesda reporting 88164–88167

Liquid-based specimens processed as thin-layer preparations exam-
ined using Bethesda or non-Bethesda reporting

88142–88143

Automated screening of liquid-based specimens examined using 
Bethesda or non-Bethesda reporting

88174–88175
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section, and these procedures are typically 
low volume services. 

Reproductive Medicine Procedures 
(89250–89398) 

Reproductive medicine codes represent 
highly specialized procedures used 
for fertility related services. Use of 
these codes is not widespread in the 
general laboratory population, and 
will typically be reserved for specialty 
settings.

Conclusion

Having completed our journey through 
the peculiarities of pathology and 
laboratory testing, I hope that you have 
developed an appreciation for the need 
to audit laboratory services through a 
bidirectional approach. Linkage of a 
procedure to a CPT code, based solely 
upon the analyte description, is not 
sufficient; the specimen source and 
methodology must be taken into account 
as well. In many instances a laboratory 

report alone will not provide enough 
detail to validate code selection. 

Conducting an audit with the added benefit 
of technical laboratory expertise is not 
only the best way to ensure a laboratory 
is submitting clean claims, but it is an 
unsurpassed method of identifying areas 
where charge capture can be improved. 
Bringing together the unique knowledge 
and experience of a coder and laboratorian 
will take your laboratory audit findings to 
the next level. The outcome: bulletproof 
coding, maximized charge capture, and 
increased regulatory compliance. NP

Glossary

AMA American Medical Association

CBC Complete Blood Count

CERT Comprehensive Error Rate 
Testing

CLS Clinical Laboratory Scientist

CMS Centers for Medicare and Med-
icaid Services

CPT Current Procedural Terminol-
ogy

FDA Food and Drug Administration

ICD-9 CM International Classification of 
Diseases, 9th Edition, Clinical 
Modification

MIC Medicaid Integrity Contractor

MLT Medical Laboratory Technician

MT Medical Technologist

NCCI National Correct Coding Initia-
tive

OIG Office of Inspector General

RAC Recovery Audit Contractor
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