
prove turnaround time and 
decrease contamination risk 
while allowing viral titer deter-
mination and maintaining su-
perior sensitivity. 

Serologic tests are generally 
recommended for patients 
with atypical symptoms and 
negative culture or for part-
ners of patients with genital 
herpes.  Both type-specific 
and non-type-specific antibod-
ies to HSV develop during the 
first several weeks after infec-
tion and persist indefinitely.  
Type-specific HSV serologic 
assays detect the HSV- 
specific glycoprotein G2 
(HSV-2) and glycoprotein G1 
(HSV-1) and are more accu-
rate than older non-type-
specific serologic assays. The 
detection of HSV-2 antibodies 
suggests anogenital infection. 
In the majority of patients, the 
presence of HSV-1 antibodies 
alone would implicate oral 
HSV infection, but HSV-1 spe-
cific antibodies are also de-
tected in an ever-increasing 
number of genital herpes 
cases. HSV screening of the 
general population is currently 
not justified.    

Zsolt Jobbagy, MD, PhD, 
FCAP. Past Member of CAP/
ACMG Biochemical & Molecu-
lar Genetics Res Committee  
 
Genital infections caused by 
herpes simplex viruses (HSV-
1 and HSV-2) have the high-
est prevalence and the third 
highest incidence rate among 
all sexually transmitted dis-
eases in the USA.  When 
symptomatic, primary genital 
herpes can present with 
grouped vesicles at the site of 
infection that are painful and 
associated with a regional 
lymphadenopathy. In most 
cases, however, both primary 
infection and recurrences are 
asymptomatic. In fact, 70% of 
transmission occurs during 
periods of asymptomatic HSV 
shedding.  Because effective 
antiviral therapy is available, 
identifying individuals with 
genital herpes infections may 
help decrease HSV transmis-
sion. The Centers for Disease 
Control recommends the per-
formance of laboratory tests to 
confirm all clinical diagnoses 
of genital herpes because 
routine history and physical 
examination are neither sensi-
tive nor specific enough to 
reliably diagnose HSV infec-
tions. 
Viral identification tests are 
generally used to establish a 
diagnosis of genital herpes in 
patients presenting with le-
sions. These tests include 
viral culture, polymerase chain 
reaction (PCR) and im-
munofluorescent assays. The 
viral culture system is consid-

ered the gold standard for 
diagnosis, and is positive in 
70% of patients with active 
lesions. This method docu-
ments the presence of HSV in 
one to 10 days, so it is not 
useful for rapid clinical diagno-
sis.  Moreover, its sensitivity is 
not optimal, especially for re-
current HSV infections. The 
commercial enzyme linked 
viral inducible system (ELVIS) 
is a cell culture-based method 
that utilizes baby hamster 
kidney cells transfected with a 
LacZ reporter gene driven by 
an HSV promoter, allowing for 
the overnight detection of 
HSV.  There are several 
method comparison studies 
reporting similar sensitivities 
and specificities for the ELVIS 

system when compared to 
traditional viral culture,  shell 
vial culture methods and spin-
amplified tube cell culture 
methodology. Traditional 
PCR-based diagnostic meth-
ods have been shown to sur-
pass traditional viral culture 
and direct HSV enzyme immu-
noassay (EIA) in sensitivity, 
typing and turnaround time.  
Furthermore, real-time PCR-
based assays can further im-
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C.  The histology and clinical departments will be relocating as remodeling progresses. 
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that has its calibration traceable to 
IDMS. IDMS traceable methods will 
have lower values for creatinine and the 
IDMS traceable version of the MDRD 
equation must be used. 
 
Please consult the NKDEP web site for 
more information on the correct version 
of the MDRD equation. Contact the ven-
dor of your creatinine method if you 
need assistance to determine its calibra-
tion traceability. 
 
It is also critical to inform the pharmacy 
and persons who prescribe drugs when 
introducing a creatinine method 
that has calibration traceable to IDMS. 
Drug dose adjustments are made based 
on kidney function that is usually 
evaluated based on the serum creatinine. 
Because methods with calibration trace-
able to IDMS will have lower 
creatinine values, a drug prescriber may 
get an incorrect assessment of kidney 
function.   
 
GFR calculators are available on 
NKDEP's website at 
www.nkdep.nih.gov/professionals/
gfr_calculators.  Refer to the NKDEP/ 
Laboratory Professionals web site for 
more complete information: http://
nkdep.nih.gov. 
 

EARLY DETECTION OF BREAST &  
CERVICAL CANCER SAVES LIVES 
 
In 1995, KDHE established a breast and 
cervical cancer screening program to 
address the disparities in cancer burden 
among women living in the state.  Peter-
son Laboratory Services has partnered 
with the Early Detection Works as a 
contracted provider since its inception.   
 
In Kansas as in the US, cancer is the 
second leading cause of death.  In 2006, 
cancer accounted for 21.7% of all deaths 
in Kansas.  On average, 5,300 people die 
of cancer each year in the state.  Men are 

NATIONAL KIDNEY DISEASE EDU-
CATION PROGRAM RECOMMENDA-
TIONS FOR REPORTING EGFR 
 

The National Kidney 
Disease Education 
Program (NKDEP) 
recommends report-
ing estimated 
glomerular filtration 
rate (eGFR) with all 

serum/plasma creatinine results. The 
reason for this recommendation is be-
cause creatinine is not well correlated 
with kidney disease in the early stages, 
and an eGFR value is more easily re-
lated to a patient’s kidney disease condi-
tion. In addition, the NKDEP wants to 
make it easier to identify patients with 
stage 3 chronic kidney disease (GFR 
<60 mL/min/1.73m2) so they can be put 
on effective treatment to slow progres-
sion of the disease. 
 
There are clinical conditions when an 
eGFR is not recommended. The NKDEP 
web site advises that the MDRD Study 
equation should only be used in indi-
viduals age 18 and older, has not been 
validated for use with the elderly (over 
70 years of age), pregnant women, pa-
tients with serious comorbid conditions, 
or persons with extremes of body size, 
muscle mass, or nutritional status. Ap-
plication of the equation to these patient 
groups may lead to errors in GFR esti-
mation. GFR estimating equations have 
poorer agreement with measured GFR 
for ill hospitalized patients and for peo-
ple with near normal kidney function 
than for the subjects in the MDRD 
Study. 
 
However, if a computer reporting system 
cannot identify patients for whom re-
porting eGFR is most appropriate, it is 
suggested that laboratories report eGFR 
for all patients and allow the clinician to 
determine the suitability of a result for a 
patient's condition. 
 
It is very important that a laboratory use 
the correct version of the MDRD 
equation when using a creatinine method  

slightly more likely to die of cancer than 
women (224,000/100,000 vs 
184,000/100,000 on a 5-yr average).  
Nonetheless, the burden of cancer for 
women remains substantial and risk fac-
tors for developing cancer are not evenly 
distributed among women. 
 
According to the latest Kansas Behav-
ioral Risk Factor Surveillance System, 
among women 40 to 64 years of age, 
those who were Hispanic, those with 
less than a HS education, those having 
household incomes less than $15,000, 
those living in frontier counties, and 
those who were uninsured were more at 
risk of lacking a mammogram in the 
preceding two years.  Breast cancer is 
the second most common cause of can-
cer death for women, after lung cancer. 
 
Through contracted providers like Peter-
son Laboratory Services, the program to 
date has screened more than 26,000 indi-
vidual women.  From 1996 to 2007, 305 
breast cancers and 644 cervical cancers 
were diagnosed through EDW. 
 
Breast Cancers—During the past five 
years, an average of 36 cases were diag-
nosed each year.  Most of the final diag-
nosis (71.8%) were invasive breast can-
cers.  Based on data from the past 5 
years, a breast cancer was diagnosed for 
every 165 women screened by EDW.  
The average age at diagnosis for breast 
cancer was 52 years. 
Cervical Cancer—Over the past five 
years, an average of 62 cases of cervical 
cancer were diagnosed through EDW.  
One cervical cancer is diagnosed for 
every 94 women screened.  The average 
age at diagnosis for cervical cancer was 
32 years. 
 
Both cervical and breast cancer cases 
were concentrated in areas with a high 
population density.  However, the South 
Central region (Wichita), does not seem 
to follow this pattern for cervical cancer.  
Further investigation is warranted. 
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NEW ABN FORM 
 
The Centers for Medicare and Medicaid 
Services (CMS) has implemented use of 
the revised Advanced Beneficiary No-
tice of Noncoverage (ABN).  A six-
month transition period was allowed.  
All providers must begin using the new 
ABN no later than September 1, 2008. 
We wanted to let you know that we are 
aware of the revised format and have 
forms on order. 

The revised ABN incorporates sugges-
tions for changes made by notifiers over 
the past 3 years of use, refinements 
made to similar liability notices in the 
same period based on consumer testing 
and other means, as well as related 
Medicare policy changes and clarifica-
tions occurring in the same interval. 
 
The new form: 
 
• Has a new official title, “Advanced 

Beneficiary Notice of Noncoverage 

(ABN) in order to more clearly con-
vey the purpose of the notice 
 

• May also be used for voluntary noti-
fications, in place of the Notice of 
Exclusion from Medicare Benefits 
(NEMB) 
 

• Has a mandatory field for cost esti-
mates of the items/services at issue 

•  
• Includes a new beneficiary option, 

under which an individual may 
choose to receive an item/service, 
and pay for it out-of-pocket, rather 
than have a claim submitted to 
Medicare. 

 
The only test performed by Peterson 
Laboratory Services that requires an 
ABN is a Pap Smear.  For your conven-
ience, we are pre-printing “Pap Smear” 
in the appropriate field so you will not 
need to enter the name of the test each 
time. 

VIEW PATIENT RESULTS ONLINE 
 
 
 
 
 
 
 
 
Did you know your patients’ lab results 
are also available to you online?  Result 
are transmitted electronically to a secure 
(256 bit encrypted) website.  Being able 
to access your results online does not 
replace or in any way change your cur-
rent method of receiving results.   
 
Features clients already using this ser-
vice report enjoying are: 
 
• May be saved to hard drive or other 

media storage 

• May be “cut/pasted” into electronic 
medical records 

• Is an “archived” source of result 
reports in the event original is mis-
placed 

• Can be sent via email to consulting 
physicians 

• Is accessible 24/7 anywhere there is 
an Internet connection—hospital, 
clinic, home or hotel. 

• Offers fastest turnaround—results 
are uploaded hourly 

• Having diagnosis code sooner al-
lows fastest claim submission for 
related reimbursement 

• Quick and easy way for multiple 
authorized staff to access a  patient 
record 

Simply call 800-876-5522, Mike 
(extension 179) or Maureen (extension 
152) and request a user name and pass-
word.  Results from that moment on will 
upload to your private directory.  Use 
your user name and password to login at  
www.petersonlab.com/results. 
 
 
 
 
 
 
 

PAP Smear 

Conventional Pap   $24 
or 

Liquid Based Pap   $42 

PAP Smear Frequency 



PUTTING A FACE WITH A NAME IN THE BILLING OFFICE 
Linda Long 
Business Office Superviso 

 
Peterson Laboratory Services is proud to introduce the personnel of the billing office 
in this newsletter.   The billing office has a combined knowledge of 35 years in the 
medical billing and insurance areas with the lab.  Linda Long, business office supervi-
sor, has been with Petersons for 13 years.  Suzy Werner, accounts receivable, pathol-
ogy billing and collections has been with Petersons for   8 years.  Mary Lou Glende, 
client billing and cytology billing, has been with Petersons for   4   years.   Our newest 
addition Lavon Smith, patient set-up and accounts receivable has been with Petersons 
for 10 years, 9 years part time as an evening transcriptionist and 1 year in the billing 
office. 
 
There have been many changes in our billing office this year.  We have gone to Gate-
way, a clearinghouse for electronic filing of insurance claims and electronic posting of 
payments.  It has been an interesting and enlightening change for us.  Peterson Lab 
files claims with all insurance companies and are providers for over 25 different net-
works.  This is why the most up to date patient demographics including a copy of the 
insurance cards are needed from our clients.  It saves all of us time when we can file 
insurance correctly and don’t have to call for current information. 
 
It is a great pleasure to serve you and your patients and answer any questions.   If we 
can help you in any way, please give us a call. We are here from 8AM- 5PM Monday 
thru Friday. 
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CERT ALERT 
 
Medicare has identified a recent increase 
in the number of errors attributed to lack 
of clinician orders for diagnostic labora-
tory services billed. 
 
ORDER:  An “order” is defined as a 
communication from the treating clini-
cian requesting that a diagnostic test be 
performed for a beneficiary.   The order 
may conditionally request an additional 
diagnostic test for a particular benefici-
ary if the result of the initial diagnostic 
test ordered yields to a certain value 
determined by the treating clinician 
(e.g., if test X is negative, then performs 
test Y).  An order may be delivered via 
the following forms of communication: 
• A written document signed by the 

treating clinician, which is hand-
delivered, mailed or faxed to the 
testing facility 

• A telephone call by the treating cli-
nician or his/her office to the testing 
facility, and 

• An electronic mail by the treating 
clinician or his/her office to the test-
ing facility 

If the order is communicated via tele-
phone, both the treating clinician or her/
his office and the testing facility must 
document the telephone call in their re-
spective copies of the beneficiary’s 
medical records. 
 
If you receive a request for medical re-
cords from the CERT contractor or your 
Medicare contractor, it is critical  that 
the clinician orders for all laboratory 
services be included.  Without the or-
ders, the services will be determined to 
be medically unnecessary and payment 
for these services will be rescinded. 
www.cms.hhs.gov/Transmittals/
Downloads/R80BP.pdf 
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