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Coverage & Payment Challenges are Compounded for Medicare
Health plans and labs alike struggle to accurately determine coverage, coding and pricing of
genetic tests and other laboratory services. With differing rules for Medicare Advantage (MA) and
Original Medicare plans, these tasks are even more challenging when serving Medicare
beneficiaries. This paper aims to provide definitive guidance on the coverage and payment rules
for Medicare Advantage plans as it relates to the complex and rapidly evolving world of
laboratory services.

Concert Genetics enlisted leading experts to address areas of industry confusion around
Medicare coverage, pricing and billing. Key conclusions and their supporting regulation
references are summarized below.

Coverage
Medicare Advantage plans must cover the same benefits as Original Medicare.1 Accordingly,
every MA plan:

● Must cover genetic testing and other laboratory services as published in National
Coverage Determinations (NCDs).2

● Must cover genetic testing and other laboratory services as published in Local Coverage
Determinations (LCDs) for labs that performed the tests within the associated Medicare
jurisdiction.3 For laboratory services, jurisdiction (and which LCDs apply) is determined by
the location where the test is performed.4 Labs that perform genetic testing services often
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only have a few locations nationwide. This is different from physician services that are
performed in-person in thousands of locations. So, it is common for the genetic testing
lab’s jurisdiction to be different from the Medicare beneficiary’s residence jurisdiction–and
for it to be more difficult to determine which LCDs apply.

MA plans are allowed to augment Original Medicare in a number of ways, including:

● Covering more services than are required by NCDs and LCDs.5

● Creating additional coverage criteria when Original Medicare’s coverage criteria are not
fully established.6

● Using prior authorization to manage utilization,7providing: it is only used to establish
medical necessity,8 it is consistent with Original Medicare’s coverage requirements, and
its policies are reviewed annually for compliance by a Utilization Management
Committee.9

Pricing
MA plans are allowed to negotiate their own pricing/fee schedules with their contracted
labs/providers. With non-contracted labs/providers, MA plans are expected to pay at least the
Original Medicare rate (per the CLFS).10

Coding
MA plans may create their own coding, billing and payment procedures that apply to both
contracted and non-contracted labs/providers.11

Accordingly, MA plans are not required to adopt or comply with the coding, billing or payment
provisions that are published by CMS (National Correct Coding Initiative) or Medicare
Administrative Contractors (LCDs, Billing & Coding Articles, and other directions).

MA plans may use any tools they wish to help them manage and enforce their coding, billing and
payment rules. For example, they may utilize claim editing, anti-fraud and recovery solutions.
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