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Advocacy and Compliance Issues 
Impacting Dermatology in 2025

Alina G. Bridges, DO; Nicole Werpachowski, DO

We review recent dermatology and dermatopathology advocacy suc-
cesses resulting in the reversal of immunohistochemistry (IHC) stain reim-
bursement denials. We also highlight a new position statement on IHC 
utilization, explain modifications to the Clinical Laboratory Improvement 
Amendments (CLIA) of 1988 and College of American Pathologists (CAP) 
laboratory director requirements, and outline critical legislative initiatives 
including support for federal payment reform for physicians.

T he US health care system presents major adminis-
trative burdens—particularly in coding, billing, and 
reimbursement—that impact clinical efficiency and 

patient access. Dermatologists have experienced dispro-
portionate reimbursement declines. A longitudinal review 
of 20 dermatologic service codes found a 10% average 
decline in Medicare reimbursement between 2000 and 
2020.1 A recent cross-sectional study showed a 4.7% 

average decline in reimbursement rates from 2007 to 2021 
for commonly performed dermatologic procedures, with 
variation across procedure categories.2 These reductions 
threaten practice sustainability and highlight the urgent 
need for comprehensive, long-term payment reform to 
preserve access to high-quality dermatologic care.

In dermatopathology, policy changes to reimburse-
ment and laboratory oversight directly impact practice 
operations. Specialty-specific advocacy remains vital in 
driving policy changes. In this article, we highlight 
a recent advocacy win—the reversal of immunohisto-
chemistry (IHC) stain denials—and provide updates 
on a new position statement on IHC guidance. We also 
outline regulatory changes to the Clinical Laboratory 
Improvement Amendments (CLIA) of 1988 and College of 
American Pathologists (CAP) laboratory director require-
ments  and emphasize the importance of continued  
legislative advocacy.

Reversal of Reimbursement Denials for IHC Stains
EviCore, a medical benefits management company serv-
ing over one-third of insured individuals in the United 
States, is hired by an extensive network of insurance com-
panies to develop clinical and laboratory guidelines and 
utilization and payment integrity programs.3 EviCore’s 
laboratory management guidelines for 2024 denied IHC 
stains (Current Procedural Terminology codes 88341 and 
88342) as not medically necessary when associated with 
specific International Statistical Classification of Diseases, Tenth 
Revision, skin lesion codes (eTable 1).3-5 These policies caused 
major disruption to dermatopathology services nation-
wide, impacting both academic and private laboratories  
(eTable 2).5 The implementation of such blanket deni-
als interferes with clinical decision-making, compromising 
diagnostic quality by restricting medically necessary and 
essential laboratory and pathology services. The American 

PRACTICE POINTS
•  Recent advocacy efforts have led to the reversal of

widespread insurer denials for immunohistochemistry
stains; however, continued vigilance is necessary, as
restrictive coverage policies may re-emerge.

•  Laboratory directors must comply with updated
Clinical Laboratory Improvement Amendments of
1988 and College of American Pathologists personnel
requirements effective December 28, 2024, including
stricter board certification and 2 years of laboratory
training or experience and 20 hours of continuing
education requirements.

•  The American Society of Dermatopathology
Appropriate Use Criteria mobile application provides
physicians with evidence-based guidance for test
selection in dermatopathology.
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Academy of Dermatology Association (AADA) and CAP 
leadership formally objected to the policy, citing how these 
reimbursement denials fail to account for the importance of 
clinical judgment and diagnostic nuance.6

Thanks to broad advocacy efforts, EviCore updated 
its guidelines effective January 1, 2025. The skin-related 
International Statistical Classification of Diseases, Tenth 
Revision, codes were removed from IHC coverage restric-
tions, with automatic payment reinstated retroactive to 
March 15, 2024. EviCore also rescinded language deny-
ing reimbursement if a diagnosis could be made without 
the use of IHC stains.7 While this reversal is a notable 
achievement, ongoing monitoring of emerging trends in 
claim denials remains crucial. Continued advocacy, proper 
documentation, and adherence to American Society of 
Dermatopathology (ASDP) Appropriate Use Criteria is 
essential to protecting clinical autonomy. 

The AADA’s Dermatopathology Committee developed 
a new position statement on IHC utilization supporting the 
advocacy efforts with payers, who recently have tried to imple-
ment restrictive limitations.8 Immunohistochemistry is consid-
ered a valuable tool for dermatopathology diagnosis, and its 
utility aids in the confirmation, exclusion, or change in diagno-
sis.9 By clearly outlining the clinical value of IHC in dermatopa-
thology, this statement reinforces the need to advocate against 
restrictive payer policies to preserve physician autonomy and 
promote appropriate, evidence-based use of IHC stains.8

In addition, the ASDP Standards of Practice Committee 
is working with the Johns Hopkins–Global Appropriateness 
Measures data-powered analytics platform to develop  
physician-led IHC benchmarks. The ASDP Appropriate Use 
Criteria mobile application is a valuable clinical tool for der-
matopathologists, general pathologists, dermatologists, and 
other providers, offering case-based recommendations for 
test utilization grounded in current evidence.9 

Legislative Advocacy: Support for H.R. 879
Physician payment cuts have reached a critical tipping point. 
Since 2001, physicians have experienced a 33% average 
reduction in Medicare reimbursement, unadjusted for infla-
tion or rising overhead.10 In January 2025, the Centers for 
Medicare & Medicaid Services (CMS) imposed a further 
2.83% cut, despite projecting a 3.5% increase in the Medicare 
Economic Index.11,12 Dermatologists and other physician 
groups cannot continue to absorb these reductions, as they 
have several consequences, including the inability to main-
tain practices, forcing some physicians out of business, driving 
health care consolidation, and limiting patient access. 

The Medicare Patient Access and Practice Stabilization 
Act (H.R. 879)13 is bipartisan legislation that seeks to stop 
the 2.8% Medicare physician payment cut that went into 
effect in January 2025, provide physicians with an additional 
2% inflation-adjusted payment increase for 2025, and help 
stabilize Medicare reimbursement rates.13,14 As the impact of 
continued cuts threatens both patient access and practice via-
bility, member engagement is essential to advancing federal 
physician payment reform. To support sustainable payment 

reform and protect access to care, visit the AADA Advocacy 
Action Center online.14

2025 CLIA and CAP Laboratory Director  
Requirements: What’s Changing?
As of December 28, 2024, updated CLIA regulations took 
effect for all laboratories performing moderate- or high-
complexity testing. These revisions aim to modernize out-
dated requirements and update regulations to incorporate 
technological advancements such as automation and arti-
ficial intelligence.15 New CLIA standards require laboratory 
directors with Doctor of Medicine or Doctor of Osteopathy 
degrees to be certified in anatomic and/or clinical pathol-
ogy by the American Board of Pathology or the American 
Osteopathic Board of Pathology.15 For physicians who do 
not hold these board-certified qualifications, there are alter-
native pathways to becoming a laboratory director based 
on experience and education for physicians licensed to 
practice in the jurisdiction where the laboratory is located. 
For high-complexity laboratories, individuals need at least 2 
years of experience directing or supervising high-complexity 
testing and at least 20 continuing education credit hours in 
laboratory practice that cover director responsibilities. For  
moderate-complexity laboratories, individuals need at least 
1 year of experience supervising nonwaived laboratory test-
ing and at least 20 continuing education credit hours in 
laboratory practice that cover director responsibilities.16

If the current laboratory director is not board certified 
in pathology, the new regulation will permit the grandfa-
thering of current laboratory directors if existing laboratory 
directors have remained continuously employed in their 
current role since December 28, 2024.16 Therefore, individu-
als who were already employed in qualifying positions as 
of December 28, 2024, will be grandfathered in and will 
not need to meet the new educational requirements if 
they remain employed without interruption. All individuals 
qualifying after December 28, 2024, will be required to do 
so under the new provisions stated earlier.

The CMS updated laboratory personnel requirements, 
thereby impacting all CLIA-certified laboratories and 
those seeking CLIA certification. Likewise, laboratories 
seeking accreditation by the CAP must meet the new 
laboratory personnel requirements.17 In some cases, CAP 
requirements are more stringent than the CLIA regula-
tions (CAP accreditation is more stringent in areas of 
quality control, personnel qualifications, proficiency test-
ing, and in oversight of laboratory developed tests.)15-17 If 
more stringent state or local regulations are in place for 
personnel qualifications, including requirements for state 
licensure, they must be followed.

The AADA formed an ad hoc workgroup to address 
the CLIA laboratory director requirements and is actively 
engaging CMS to amend these requirements immedi-
ately. Formal objections have been submitted, and direct 
dialogue with CMS leadership is under way in collabora-
tion with the American Board of Dermatology and lead-
ing dermatology and pathology societies. 
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Final Thoughts
Advocacy remains essential to the future of dermatology. 
From payer policy reversals to laboratory compliance 
reforms and federal payment advocacy, physicians must 
remain engaged. Whether it is safeguarding diagnostic 
autonomy or securing financial sustainability, we must 
continue to put “skin in the game.” 
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eTABLE 1. Denied IHC Reimbursement 
Lesion Codes

ICD-10 code Description

C44.X Other and unspecified malignant 
neoplasm of the skin

D22.X Melanocytic nevi

L57.0 Actinic keratosis

D03.X Melanoma in situ

D23.X Other benign neoplasm of skin

L82.X Seborrheic keratosis

D04.X Carcinoma in situ of skin

D48.5 Neoplasm of uncertain behavior of skin

Abbreviations: ICD-10, International Statistical Classification of 
Diseases, Tenth Revision; IHC, immunohistochemistry.

eTABLE 2. Carriers Impacted by  
Reimbursement Denials for IHC Stains 

BCBS (Arizona, Illinois,a Minnesota, Montana,a North Dakota, 
New Mexico,a Oklahoma,a Texas,a Tennessee)

Blue Cross Complete (Michigan)

Cigna + Oscar

ConnectiCare

Health Alliance Medical Plans

Healthfirst

Highmark

Horizon

Independence Blue Cross

Johns Hopkins HealthCare

Mass General Brigham Health

Meridian, a WellCare Company

Oscar (Arkansas, Illinois, Nebraska)

Priority Health

Prominence Health Plan

Rocky Mountain Health Plans

SummaCare/Apex

Wellcare

Wellmark BCBS (Iowa, South Dakota)

WellSense Health Plan

Abbreviation: BCBS, Blue Cross Blue Shield.
aMedicare/Medicaid plans.
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