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In recent years, there has been diminishing financial support for psychological and neuropsychological assessment on the part of managed care organizations (MCOs) operating in Virginia.  As a case in point, the VACP Health Care Benefits Committee conducted a survey of clinical psychologists in the Hampton Roads region during the spring of 2003, revealing clinical psychologists’ concerns regarding authorization and reimbursement for psychological and neuropsychological services.  Specific concerns, particularly with Sentara Health and Mental Health Management, were denials of testing requests, difficulty obtaining authorization for sufficient testing hours, and difficulty obtaining payments for services.  Psychologists and neuropsychologists in our region have begun to resign from managed care provider panels or restrict the amount of testing they offer expressly because of these problems, leaving insurance beneficiaries with fewer providers from which to access assessment services.  Seeking to protect patients from a further erosion of the benefits of formal psychological and neuropsychological assessment methods, clinical psychologists within the Virginia Academy of Clinical Psychologists (VACP), through its Health Care Benefits Committee, have prepared this position paper as a limited review of some of the relevant professional literature showing the value and cost effectiveness of these formal assessment methods.  


The shrinking support for objective psychological/neuropsychological assessment is a national problem, and it has been addressed previously.  In 1998, the American Psychological Association commissioned a work group, the Psychological Assessment Work Group (PAWG), to perform a purpose similar to the stated objective for this paper.  Members of PAWG produced a two-part publication in which these issues were reviewed in greater depth than will be covered here.  The present paper draws very heavily from the writings of the PAWG members.1   Since many managed care concerns become local and regional, rather than national, there is now a need within the Commonwealth of Virginia to disseminate this information in a condensed form among the membership of VACP, managed care executives, and prospective mental health care consumers in our region.

1Elena J. Eisman, Ed.D., Robert R. Dies, Ph.D., Stephen E. Finn, Ph.D., Lorraine D. Eyde, Ph.D., Gary G. Kay, Ph.D., Tom W. Kubiszyn, Ph.D., Gregory J. Meyer, Ph.D., and Kevin L. Moreland, Ph.D. 

Statement of the Problem

Beneficiaries of modern health care insurance plans often have more limited 

access to mental health services, and especially assessment services, than they realize.  While many clinical psychologists consider objective assessment to be among their most valuable clinical skills (Groth-Marnat, 2003; Kinder, 1994; Watkins, et al., 1995), it has become increasingly difficulty for practitioners to afford to provide this service.  Limitations in the mental health coverage of many healthcare plans include barriers to patient access to formal psychological and neuropsychological testing.  Initially, managed care oversight in this area consisted of reasonable peer review efforts to ascertain that testing was needed.  More recently, however, this oversight process has become more onerous in that eligibility is defined more narrowly, the authorization process has become more cumbersome, the number of hours of testing authorized in individual cases has been so restricted as to restrain clinicians from best practice methods, and the rates of reimbursement even for authorized testing have fallen faster than rates for other mental health services, even while the costs associated with conducting formal assessment are higher (Ball, Archer, & Imhof, 1994).  
The Policy and Planning Committee of the National Academy of Neuropsychologists (NAN) has issued an official position, available on the web site at htt;://nanonline.org/paio/precert.shtm,  stating that MCO judgments about precertification of neuropsychology services should be made by an appropriately credentialed clinical neuropsychologist who meets the NAN definition of a clinical neuropsychologist (Barth et al., 2003).  Yet, in one the most striking examples of cumbersome and questionable authorization procedures, a Virginia MCO has sometimes required neuropsychologists to (1) submit initial authorization requests to a psychiatrist, (2) appeal initial denials to the same psychiatrist, and, when necessary, (3) make a second appeal (third request) to a second psychiatrist.  Thus, the final denial is allowed to stand without ever having the perceived need for neuropsychological assessment overseen by a neuropsychologist or clinical psychologist expert.  It is in this context that clinical psychologists find the practice of assessment to be too difficult to fund (Piotrowski, 1999).  Moreover, as neuropsychologists’ incomes have typically remained flat or have declined between 1993 and 2000, neuropsychologists are unable to maintain the 30-50% ratio of pro bono services that recent surveys have shown to be commonplace for this discipline (Sweet, Peck, Abramowitz, & Etzweiler, 2002; 2003).  Accordingly, patients are increasingly apt to go without services or to pay out of pocket for valuable psychological and neuropsychological assessment that is capable of refining the accuracy of diagnosis and, ironically, stands to save patients and managed care organizations (MCO’s) heavy costs in the provision of other psychiatric and medical care.  

Psychological and neuropsychological testing requires extensive training and are supported by extensive scientific data.  For licensure within the Commonwealth of Virginia, clinical psychologists acquire this training through a minimum of three years of graduate course work in an accredited doctoral clinical psychology program (including some 1500 hours of practicum training), a one-year, 40-hour per week, clinical psychology internship in a mental health treatment setting with clinical supervision from licensed practitioners, a post-doctoral supervised residency year, and a satisfactory review of this training and expertise from Virginia’s Board of Psychology.  Clinical psychologists regularly acquire further continuing education in the science of psychometrics, knowledge of mental illness and neurological disorders, awareness of personality theory, extensive knowledge and experience with intervention procedures, and ongoing attention to professional ethics.  Post-doctoral training in institutions of higher education, beyond the minimum requirements of the residency training described above and often two years in duration, are also commonplace for many practitioners and are the norm for all practicing neuropsychologists. 

Clinician expertise and effort in the interpretation process for conceptualizing multiple sources of testing data is a critical component of formal assessment and an aspect of complex cognitive work that requires extensive training to conduct (Finn, 1996; Ganellen, 1996; Meyer, 1997; Miller, 1987).  The tools employed by licensed clinical psychologists who engage in formal assessment practices have been subjected to empirical, scientific research scrutiny over a period of decades.  This literature is the subject of a variety of graduate courses and is far too extensive to list here.  Some tests in common use today are supported by thousands of clinical research studies conducted over a time span of 50-75 years.  New tests are subjected to very rapid and intense scientific scrutiny, especially as they are frequently relied upon in hotly contested courtroom disputes involving both civil and criminal cases.  There are dozens of scientific journals in which this literature regularly appears.

Of course, there is a cost to making this expertise available to consumers of modern mental health care.  In addition to the training and expertise of modern clinical psychologist test users, there are substantial costs to the psychologist for acquiring new and improved proprietary test materials.  For example, several commonly used tests – Wechsler Intelligence Scales and Wechsler Memory Scale – cost providers about $1,000 each.  A neuropsychology practice may require several dozen such instruments, a cost not born by other mental health specialists.  Additionally, relative to interviews and psychotherapy, formal testing requires greater time and effort in test administration, scoring, interpretation and report writing (Ball, Archer, & Imhof, 1994).  Yet, as this paper will detail, there are important healthcare and cost saving gains associated with the utilization of these techniques.  Meanwhile, a great many managed care plans reimburse clinical psychologists less per hour to provide these sophisticated services than to provide psychotherapy.  As this reimbursement differential makes the provision of testing services financially punitive to clinical psychology practitioners, fewer practitioners are offering objective psychological testing services (Lachar, 1993; Stout, 1997; Acklin, 1996; Griffith, 1997).  Accordingly, in an insidious fashion, consumers are unknowingly losing access to an entire scientific discipline.  In 1998, the Psychological Assessment Work Group from APA reported that it had “… heard from over 400 psychologists across the country about severe restrictions on their ability to administer and be reimbursed for psychological assessment in healthcare settings.” (Eisman et al., 1998).     

In recent national surveys, clinical psychologists have reported changes in practice patterns such that managed care restrictions have led practitioners to restrict the use of some test instruments they valued most (Archer & Newsom, 2000).  In a text on psychological testing within a managed care environment, Stout (1997) suggested that clinicians may not have time or financial support to use longer, well-researched, broad spectrum clinical assessment tools that have been the mainstay of objective assessment and should consider turning, instead, to a wide variety of brief, symptom specific, self-report checklists for which psychometric research data regarding test reliability (consistency) and validity is often lacking.  This shift away from an empirically based approach to practice toward new managed-care-friendly tools that are symptom-specific, subjective in nature, and for which there are few if any supporting research studies, is illogical and regressive.  It is a trend that has been forced on health care practitioners and recipients by poorly informed MCOs who are engaged in excessive cost management procedures that, ironically, stand to diminish quality of care even while simultaneously increasing long term costs.

Who Seeks Psychological/Neuropsychological Assessment and Why?


Psychological and neuropsychological testing procedures are requested directly by patients or family members and often by a variety of referring mental health and medical providers (e.g., psychiatrists, neurologists, internists, family medicine physicians, pediatricians, rehabilitation specialists, etc.).  These individuals seek objective psychological and neuropsychological testing in order to better understand the nature and degree of clinically significant mental health symptoms and/or brain dysfunction.  Testing may assist treatment planning for the complete spectrum of mental health problems as well as for neurological conditions that may be associated with diminished memory and cognitive ability (e.g., traumatic brain injury, dementia, stroke, epilepsy, sickle cell anemia, and many others) and for a very wide range of medical problems for which psychological well-being has been shown to be relevant to recovery (e.g., asthma, cancer, obesity, organ transplants, sleep disturbances, chronic pain, diabetes, infertility, heart disease, etc.).  While formal psychological or neuropsychological assessment is not always necessary in these situations, it can often be helpful; and, for patients who present with complex problems, uncertain diagnosis, stymied treatment, secondary physical illness, or poorly understood underlying brain dysfunction, formal assessment is often needed to help redirect or jump start therapeutic interventions.  

While neuropsychologists would recommend an even longer list of appropriate uses for neuropsychological testing, the American Academy of Neurology (1996) listed seven reasons for neuropsychological consultation:

1. When mental status examination reveals mild or questionable cognitive deficits.

2. When a cognitive disorder is either in recovery or decline.

3. When cognitive strengths or weaknesses are considered for the return to school, work, etc.

4. In the context of providing specific rehabilitation or therapeutic services.

5. When a comprehensive profile together with clinical, laboratory, and imaging data may assist diagnosis.

6. When considering epilepsy surgery.

7. When litigation is centered around cognitive status.

The aforementioned workgroup of the American Psychological Association (APA) – PAWG - (Meyer, Finn, Eyde, Kay, Kubiszyn, Moreland, Eisman, & Dies, 1998) provided another list of purposes for which psychological and neuropsychological testing methods have proven to be helpful:


1.  Determining current functioning (including disability determinations), 


2.  Confirming or refuting clinical impressions, 


3.  Aiding differential diagnosis, 


4.  Identifying treatment needs, 


5.  Assigning appropriate treatments, 


6.  Predicting treatment outcome, 

7. Monitoring treatment over time, 

8. Assessing treatment outcome,


9.  Reducing legal liabilities involved in providing healthcare services, and 

10.  Providing direct treatment through testing feedback about patient well being. 

In many instances, the information provided from formal assessment helps a patient or a patient’s family reframe a problem in a way that makes it understandable and allows for improved self-esteem, reduced anxiety, or more constructive family relationships (Finn & Tonsager, 1992; Haase & Ivey, 1970; Newman & Greenway, 1997). Thus, there are instances when this type of assessment can represent a powerful psychotherapeutic intervention in its own right.  

Strengths of Formal Psychological/Neuropsychological Assessment

While clinical interviews are a necessary, critically important means of assessment (e.g., Groth-Marnat, 2003), they are not always sufficient.  Meyer et al. (2001), in a lengthy article on this subject, cite extensive research that illustrates the liabilities of the clinical interview as a primary means of assessment.  Meyer et al. note that clinical interviews, if unstructured, may focus too heavily on presenting complaints, and, if too heavily structured, may miss contextual information.  Patients can be poor historians (Moffit et al., 1997; Widom & Morris, 1997).  Patients with brain dysfunction may lack awareness of their own deficits (Prigatano, 1991).  In addition, Meyer et al. (2001) point out that defensive patients tend to be seen as more healthy while those who exaggerate distress are seen as more impaired.  Clinical judgment has been shown to be flawed by a failure to consider the base rate of a diagnosis in a given population such that information obtained earlier in data collection is frequently given more importance than information obtained later – “confirmatory bias.”  Studies have often shown that mental health expertise fails to insulate clinicians from these errors, as lay persons have sometimes drawn more accurate conclusions when both clinicians and lay persons have been limited to face-to-face interactions (Groth-Marnat, 2003; Wedding & Faust, 1989).   In fact, Leli and Filskov (1981) found that formal testing correctly identified 83% of new patients with intellectual deficits due to brain damage while experienced clinicians with interviews only correctly identified 58% of such new patients.

Paul Meehl’s (1954) classic review paper of 50 years ago attested to the inaccuracy of clinical judgement compared to statistical formulas.  Meehl demonstrated that empirically derived formulas using single and multiple cutoffs and regression equations to come to client decisions in a large number of different settings consistently outperformed clinical judgments.  Meehl’s conclusions have been supported by follow-up research from a great many researchers and are now widely accepted truths in clinical psychology assessment literature (Dawes & Corrigan, 1974; Garb, 1994; Grove, Zald, Lebow, Snitz, & Nelson, 2000; Kleinmuntz, 1990).   Modern assessment experts now advocate that clinicians become aware of empirically derived actuarial data and, whenever possible, combine clinical judgment with it, as clinical interviews alone have been shown to have poor validity (Garb, 1998; Wood et al., 2002).  

Through testing, it is possible to objectively compare an individual’s performance to data from large groups of individuals of similar age, education, and ethnic background. Formal testing procedures are standardized across patients so that clinician behavior and samples of patient behavior are the same in each instance.  This allows for direct comparisons of one patient to others.  Scoring procedures are standardized, and conclusions drawn from these procedures are made more objective through extensive efforts to make the testing and the scoring reliable across examiners and from one testing session to the next.  Interpretation processes are then further supported empirically by extensive validity research in which test findings have been correlated with behavior outside of the testing situation and with symptoms observed by others.  In the case of the MMPI-2, a widely-used personality instrument, intellectual test measures, and many neuropsychological instruments, these findings have been subjected, through scientific review, to repeated research scrutiny until there has developed a very large body of scientific literature upon which modern clinicians can rely when drawing inferences about their patients.  In comparison to clinicians who rely on this extensive scientific enterprise, clinicians who rely only on personal training and experience and a single method of assessment are more apt to err (e.g., Fennig, Craig, Tanenberg-Karant, & Bromet, 1994; Perry, 1992).   

Clinical Examples

Some clinical examples may help illustrate these principles.  When neuropsychologists are interested in determining whether a patient has suffered a change in motor strength or motor speed as a result of a stroke, brain tumor, head injury or some other insult to the brain, the neuropsychologist administers established tests of grip strength with a hand dynamometer, finger tapping speed on a finger tapping device, or motor speed and dexterity through a standardized test in which the patient will be asked to place grooved pegs within holes on a pegboard as rapidly as possible.  The patient’s level of performance can be compared to thousands of other adults of like age and sex, and to those with and without brain dysfunction.  The neuropsychologist will be able to measure precisely any change over time so as to chart recovery or further decline and to advise treatment accordingly.  These methods can be contrasted with an office exam in which a physician grasps a patient’s hand and asks the patient to squeeze or pull away so that the physician might feel whether or not the patient as adequate strength.  The office exam has an important place in initial diagnosis and in first deciding whether a more complete assessment is needed, but it cannot provide the level of precision that objective neuropsychological assessment provides when it is necessary to advise a patient regarding decisions about work, rehabilitation, etc.  In the event of an initial complaint of a very subtle brain dysfunction such as multiple sclerosis, the office exam may not be sufficiently sensitive to detect change.  

Traumatic Brain Injury.  Recognizing the value of this precision for many patients, neurologists, neurosurgeons, and physical medicine and rehabilitation specialists are among the most frequent medical providers to refer their patients for neuropsychological services.  The Chair of the Department of Neurology in one of Virginia’s medical schools has instructed his own residents in the necessity to measure function, and he has highlighted the value of neuropsychological testing in that process, noting, “You can not discern a live patient from a dead patient with a CT scan alone.”  At the University of Virginia, early collaboration between neurosurgery, neurology, and neuropsychology has led to some of the earliest and most seminal research findings regarding TBI (Rimel et al., 1981; Barth et al., 1983).  After more than two decades of further research on this subject by neuropsychologists throughout the United States, several recent publications in the American Medical Association Guides Newsletter (a supplement to Guides for Evaluation of Permanent Impairment (GEPL, 5th Ed.) have recently cited neuropsychological assessment as the “gold standard” for the assessment of cognitive dysfunction after Mild Traumatic Brain Injury and Traumatic Brain Injury (Zasler & Martelli, 1998; Zasler, Martelli & Bender, 2003).
Dementia.  Among older adults, one of the most difficult and important clinical questions of our time is the early detection of dementia, since the answer can have profound implications for a patient and his or her family members, regarding decisions about personal responsibilities, retirement, family finances, long term health insurance, the provision of daily living assistance, and even decisions regarding peripheral healthcare options such as whether to pursue optional surgeries, etc.  In 2001, the Quality Standards Subcommittee of the American Academy of Neurology produced a position paper authorized by some of our country’s leading geriatric experts drawing the conclusion, “Neuropsychological batteries should be considered useful in identifying patients with dementia, particularly when administered to a population at increased risk of cognitive impairment (Guideline).”  (Petersen et al., 2001, p. 1140).

ADHD.  Perhaps the most common diagnostic conundrum faced by pediatric healthcare providers is the determination of whether or not a child’s struggles at home and school might be related to Attention-Deficit/Hyperactivity Disorder (ADHD).  If the answer is yes, psychopharmacological interventions, particularly when paired with school adjustments, and educational efforts with the child and his/her parents, has a strong treatment efficacy of about 80% and is the treatment of choice (Barkley, 1998).  However, if the answer is no, a child may be placed on daily stimulant medications for years without substantial benefit and with such well known side effects as appetite suppression, sleep disturbance, increased tension, and nervous tics or, possibly, Tourette’s Disorder.  Many mental health experts now believe that stimulant medication exacerbates the symptoms of undiagnosed Bipolar Disorder, also associated in children with ADHD-like symptoms of strong emotional outbursts and quick, volatile mood shifts.  All are agreed that interviewing children and their parents, taking a thorough personal and family educational and medical history, and observing the child in a number of settings is critical to diagnosis.  While the American Pediatric Association has not deemed psychological testing to be critical to the assessment process, there is a clear and significant national concern that ADHD may be over-diagnosed and that it is as important to rule out other disorders when diagnosing ADHD as to confirm ADHD.  Competing explanations for ADHD symptoms may include a great number of problems that have been found to be comorbid with ADHD or, in some cases to represent alternative diagnoses (e.g,, mood disorders with depression or anxiety, Obsessive Compulsive Disorder, Oppositional Defiant Disorder, Conduct Disorder and Bipolar Disorder) (Barkley, 1998).  A particularly important and too often under-examined question, largely because medical insurance providers have defined it as outside of their domain or responsibility, is a neurologically based learning disability (LD).   It is well known among clinicians with expertise in ADHD that it is easier to identify symptoms of ADHD than to be certain that those symptoms are attributable to ADHD.   Indeed, Lefever, Arcona, and Antonuccio (2203) have argued eloquently and with substantial data to support the overdiagnosis of ADHD:  “Before any kind of treatment is offered, a suspected case of ADHD requires a thorough diagnostic evaluation applying the full DSM-IV criteria (including the need to establish that the symptoms in question cannot be better accounted for by another condition and are inconsistent with developmental level.”
The reduced availability and more limited time authorizations for objective psychological/neuropsychological testing for ADHD has left families increasingly dependent upon diagnoses that are based instead on short office visits to primary care physicians, perhaps supplemented by behavioral checklists completed by parent and teacher respondents who may carry a bias for or against this disorder (Hennigen, 1997).   In recent dissertation research in the Hampton Roads area of Virginia, Stief (2003) found that 81% of parents surveyed desired psychological testing for children suspected of ADHD, but only 48% of actually received it.   With regard to their perceptions of the amount of professional time spent on behalf of their child’s diagnosis, most (55%) reported that a diagnosis was given with less than two hours time expended in the effort.  Dr. Gretchen Lefever, a clinical psychologist in Hampton Roads, has shown through large epidemiological research in our area that an extraordinarily large percentage of school aged children are taking medication for ADHD (Lefever et al., 1999).  The prevalence in Hampton Roads was more than twice the incidence rate for ADHD estimated by the American Psychiatric Association in the Diagnostic and Statistical Manual-IV (American Psychiatric Association, 1998).  Lefever, Arcona, and Antonnucio (2003) remind of us of a 700% increase in the use of medications for this disorder in the 1990’s and present voluminous data to show that many children have been misdiagnosed.  Together, these studies suggest that assessment may be too cursory.  
Meanwhile, a growing body of research attests to the utility of psychological and neuropsychological assessment and even direct measures of motor movement, for identifying ADHD and for ruling out completing alternative diagnoses (Lovejoy, et al., 1999; Lovejoy, et al., 2000; Nevin, 2003; Woods, et al., 2002; Woods, Lovejoy & Ball, 2002).   Ironically, the same local researchers who have produced scientific evidence of the utility of testing for this diagnosis and evidence of the over-diagnosis ADHD in our region are regularly contesting managed care decisions to limit test authorizations for this disorder and are routinely forced either to give fewer of these test instruments than their own research suggests to be wise or to give longer test batteries at their own expense.  

Medical Offset Savings from Mental Health Services

It is penny wise and pound foolish to over manage assessment services and rush instead to spend money on treatment.  The managed care industry has already learned a lesson in this area, having initially over managed outpatient psychotherapy treatment only to realize, belatedly, that more money was spent unnecessarily managing this initial care than was saved by allowing it to go forward.  Business managers have found that hiring, training, and closely overseeing care managers and designing, implementing, and maintaining elaborate bureaucratic paper streams to scrutinize relatively inexpensive early outpatient treatment efforts were needlessly costly, alienated patients from managed care, and, perhaps still unrealized by many MCO’s, often led patients to bring the same psychosocial or emotional adjustment problems to more expensive medical providers in the form of a host of associated medical or physical complaints (e.g., headaches, vague gastrointestinal problems and other somatic discomforts).

The managed care industry has still not properly heeded or capitalized upon clinical psychology research that was produced before many current MCO executives were born.  The value of psychological interventions for reducing the utilization of medical benefits was established over 40 years ago in a series of research investigations involving over 10,000 patients within the Kaiser Permanente Medical Center in San Francisco, an early Health Maintenance Organization (HMO) (Cummings, Kahn, & Sparkman, 1964).  In a series of studies from Kaiser Permanente, patients in psychotherapy showed a decline in medical utilization for five years following an initial mental health intervention, while patients who were not in psychotherapy showed an increased medical utilization in the same period.  Subsequent research showed that emotionally disturbed patients who were not provided mental health interventions were more likely to become hospitalized for a variety of baffling medical problems.  Nicholas Cummings wrote:



“A decade and a half of clinical experience and research at



Kaiser Permanente has demonstrated that not only can 



psychotherapy be economically provided in a comprehensive



prepaid health system, but failure to do so places a cost



burden on medical facilities by the 60% of the physician



visits made by patients who demonstrate emotional rather



than organic symptoms.  Reduction in medical utilization



by such patients correlates with effective therapy, rendering



a quantifiable measure of therapeutic outcome.” (Thomas &



Cummings, 2000, p. 76)


The general public – consumers of medical and mental health care services – can no longer afford to sacrifice precious health care dollars to uninformed managed care administrators who have a track record of wasting billions of dollars while they learn for themselves, through trial and error, the lessons that clinical psychology researchers demonstrated conclusively decades ago.  Modern managed care organizations continue to carve out mental health problems from other healthcare so that the finances of these separate arms of healthcare are separated and independent from one another.  The effect has been to keep modern MCOs blind to the medical care offset savings the Kaiser Permanente research studies demonstrated.  These savings remain undocumented, unrealized, and too often ignored.  MCOs have had little incentive to capture these potential cost savings, because the cost of this resultant waste has been born by patients through their health insurance premiums and by providers who offer non-reimbursed services out of concern for patient welfare.  The health insurance industry, with its closely watched actuarial tables, like “the house” in modern casinos, has carefully calculated the odds of losing money and always sets health care premiums to first insure its own profit.  


Mental health divisions of modern MCOs have continued to impose cumbersome gate keeping barriers on formal assessment services that promise even greater efficiency in medical care offsets.   In this area too, clinical psychology has produced relevant research that goes unheeded.  Tessler, Mechanic and Dimond (1976) found that psychological distress identified by psychological testing could predict the frequency of physician visits, even after controlling for physical health variables.  In another study, Allison et al. (1995) showed that baseline psychological distress in cardiac rehabilitation patients successfully predicted re-hospitalization rates so effectively that psychological testing determined in advance which patients would average about $2,100 in healthcare needs and which would average $9,500.  While studies like these should make MCO administrators interested in procuring more, rather than less, psychological testing for their beneficiaries, under most modern managed care plans, the provision of psychological testing for patients in cardiac rehabilitation units would be considered “not medically necessary.”  Even those sophisticated patients who knew enough to request it would likely be denied access to formal psychological testing.  

Definitions of  “Medical Necessity”


When marketing their insurance plans, MCOs routinely inform beneficiaries about available coverage for mental health services, including psychological and neuropsychological assessment.  However, another key barrier in accessing neuropsychological evaluations is how an insurance plan defines the “medical necessity” of those services.  Once a reviewer deems the service to be medically unnecessary, a beneficiary is not entitled to it.  To gain a further appreciation for the differences between the federal standard of “medical necessity” for neuropsychological assessment and an MCO standard, we had intended to insert a side-by-side comparison of Medicare and Sentara Health Management guidelines.  However, Sentara relies for its guidance on principles (“Mihalik criteria”) developed by a national MCO consultant, and, as these criteria are proprietary, our provider contracts with Sentara prohibit us from making them public.  Suffice it to say that from a careful reading of these two standards, Medicare intends neuropsychological testing to be used to (1) inform patients and/or other care providers of the neurobehavioral effects of a central nervous system condition, (2) assist differential diagnosis, (3) delineate neurocognitive consequences of CNS disorders, (4) monitor the progress of recovery after brain dysfunction, and/or  (3) aid rehabilitation planning and the development of life management strategies after CNS dysfunction.  In contrast, Sentara Health Management requires that the neuropsychological assessment must result not just in helping to better understand the effects of brain impairment but must lead directly to an alteration of the medical treatment non-mental health providers might offer.  A chief medical reviewer of these requests has articulated to one more of the authors of this paper that “… for neuropsychological testing to be necessary, the treating physician must do something differently as a result of it.”  


The difference between this position and Medicare guidelines is not subtle or mere semantics.   Under local, but not federal healthcare plans, clinical neuropsychologists have been denied neuropsychological assessment for adult patients with brain injury when the purpose was to assist rehabilitation planning.  The rationale given was that since the healthcare insurance did not cover cognitive or vocational rehabilitation, it would not cover testing to assess the effects of the injury in order to guide a patient’s rehabilitation or vocational adjustment.  Similarly, children with traumatic brain injury, sickle cell disease, brain anoxia, and other acute neurological conditions have been denied neuropsychology services on the basis that as the healthcare plan did not cover educational services, it would not cover an assessment of a serious medical injury if that assessment were to be used to guide the provision of educational services.  Beyond these acute care situations, nearly every major healthcare plan in Virginia denies children with lifelong neurodevelopmental disorders access to objective assessment.  As there is no ongoing coverage for the treatment of these conditions, neither is there coverage for the assessments that would guide the family’s own management of them.  Unless healthcare consumers become aware of and challenge these positions, MCOs will continue to quietly erode insurance benefits and ignore the research that has supported them over the past 50 years.  


As further evidence that the erosion of these benefits is an ongoing concern, on several different occasions within the last decade, several different MCOs in Virginia have sought to eliminate coverage for entire diagnostic categories.  An earlier Blue Cross/Blue Shield plan attempted to eliminate coverage for ADHD but was met with a wide and loud public outcry that led to a reinstatement of this coverage.  Under the Sentara plans, there has been a new curtailment – the elimination of coverage for the neuropsychological assessment of nearly all of the dementia diagnostic codes listed in the American Psychiatric Association’s Diagnostic and Statistical Manual – IV (American Psychiatric Association, 1998).  The elimination of coverage for childhood conduct disorders was recently reinstated.  Lessons to take from this history are that (1) MCOs are always seeking ways to curtail health costs, (2) some cost curtailments jeopardize high quality, cost efficient care, and (3) public opposition to these initiatives matters.  

Other Specific Findings of the Utility of Psychological/Neuropsychological Assessment


A full recounting of all of the research studies that have shown a specific cost-saving utility to formal psychological and neuropsychological assessment is beyond the scope of this paper.  However, it is important to review some salient studies in order for the reader to appreciate the value of these tools.  The PAWG (1990) report referenced a great many articles, some of which were review articles of many other studies, and noted further that several thousand studies produced within the last two decades have addressed the cost-effectiveness of psychotherapy and objective assessment.  Of course, there remains a need for more of this research and improved methodology within it, and the reader can be assured that clinical psychology researchers will continue to fill that need.  Of note, the PAWG report cites a number of writings supporting the position that many well accepted healthcare procedures, including CT, MRI, and ultrasound lack final, conclusive, unequivocal research support. These procedures are under less scrutiny from managed care than objective psychological and neuropsychological assessment, even though our research record is long, and cost of this assessment methods is small by comparison.


In the spirit of providing a sample of relevant research to support psychological and neuropsychological testing, we begin with a mention of research addressing the value of formal neuropsychological assessment in the identification of dementia.  Several research reviews have concluded that neuropsychologists make reliable, accurate judgments when they use data from a battery of tests to make inferences about cognitive impairment (Garb & Schramke, 1996; Russell, 1995) while other studies have demonstrated that, in many instances, this level of accuracy could not be obtained through interviews or informal observation (Roca, Klein & Vogelsang, 1982; Schwartz & Wiedel, 1981).  In one review paper of 77 research studies, Christensen et al. (1991) found that neuropsychological tests were effective in distinguishing normal elderly persons from patients with mild, moderate, or severe dementia.  In another review of 67 studies, Chouinard & Braun (1993), concluded that brief neuropsychological tests consistently showed utility in screening for a wide range of brain dysfunction.   In one recent study, Earnst, Marson, & Harrell (2000) showed that physicians were only able to provide highly accurate judgments about patient competency when patients showed significant deficits in specific areas of cognitive ability.  In research that should be of particular interest to insurance planners, neuropsychological assessment of cognitive impairment has been effective in predicting length of stay and good treatment outcome among substance abusers engaged in inpatient treatment programs (Frietas, 2001).


Neuropsychological assessment has its greatest value in subtle cases and for practical purposes.  For example, research has shown moderate to strong relationships between neuropsychological assessment and everyday functioning such as self-help ability, independent living skills, driving ability, academic success, vocational skills, and employment status (Crepeau & Sherzer, 1993; Dunn, Searight, Grisso, Margolis & Gibbons, 1990; Govier et al., 1989; Heaton & Pendleton, 1981; McSweeney, Grant, Heaton, Progatano, & Adams, 1985; Verive & McDaniel, 1996; Wilson, 1996).  In a very recent publication entitled “Neuropsychological Studies in Geriatric Psychiatry” Ready and Paulsen (2003) provide a comprehensive summary of research on neuropsychological predictors of functioning in geriatric samples, the neuropathology and neuropsychology of geriatric depression, the association between dementia and depression, advancements in the early detection and diagnosis of dementia, data on emotion processing in aging, and neuropsychological tests for severely impaired samples.  As noted earlier, Petersen et al. (2001) reviewed literature in this area and concluded, in speaking for the American Academy of Neurology, that neuropsychological test batteries have utility for the early detection of dementia (Petersen et al., 2001).  Tremont et al. (2002) have shown from surveys of physicians that 97% of those surveyed found neuropsychological testing “mostly” or “very useful” for establishing baseline cognitive functioning or obtaining assistance with establishing/confirming a diagnosis.  Bishop et al. (2003) demonstrated that in physicians’ discharge summaries of patients who received neuropsychological evaluations, there are routine references to neuropsychological evaluations (78%), specific mention of individual test findings (48%), and regular use of neuropsychological recommendations (68%).

As examples of specific cost relevant medical research with psychological assessment instruments, researchers have shown than an objective self-administered personality inventory (Minnesota Multiphasic Personality Inventory – MMPI) can (1) assist in differential diagnosis within a neurology clinic (Schwartz & Wiedel, 1981), (2) predict rehospitalization with asthma patients (Dirks, 1982), (3) predict survival, treatment noncompliance, and future healthcare utilization for patients with organ transplants (Chacko, Harper, Gotto & Young, 1996; Shapiro et al., 1995) and (4) predict work outcome of patients with back or extremity injuries (Beals & Hickman, 1972).  For patients undergoing surgery for seizures, neuropsychological assessment has been found to predict emotional adjustment, risk for cognitive decline, and extent of postoperative seizure relief (Chelune, Naugle, Leduer, & Awad, 1992; Dodrill, Wilkus, & Ojemann, 1992; Dodrill et al., 1986).


Of importance to mental health treatment, research has demonstrated the utility of personality assessment for predicting (1) psychotherapy outcome (Lewak, Marks, & Nelson, 1990; Maruish, 1999; Meyer & Handler, 1997), (2) suicide (Beck, Brown, Berchick, Stewart, & Steer, 1990; Beck, Steer, Kovacs, & Garrison, 1985), (3) in children – academic problems, school behavior problems, use of mental health services, suicidal thinking, police contacts, and problematic behavioral syndromes (Achenbach, Howell, McConaughy, & Stranger, 1995a, 1995b; Stanger, McConaughy, & Achenbach, 1992), (4) conditions requiring brief versus moderate long term therapy in adults (Kopta, Howard, Lowry & Beutler, 1994; Exner & Andronikof-Sanglade, 1992; Weiner & Exner, 1991) (5) response to anti-depressant therapy in adults (Perry, McDougal, & Viglione, 1995; Perry & Viglione, 1991; Viglione, 1996), (6) length of psychiatric hospitalization in adults (Donat, 1997; Greenberg & Bornstein, 1989), and (7) the match of patient characteristics and treatment that may be optimal (Beutler, et al., 1991; Wickramasekera, 1995).

Conclusions

Patients and therapists who gain a full understanding of personal difficulties and treatment needs (e.g., whether or not they may have dementia, ADHD, depression, etc) from objective testing are apt to more effectively utilize healthcare dollars and may avoid a hunt for these answers in the wrong places and in costly ways (i.e., through other medical tests, repeated office visits to primary care providers, premature withdrawal from the workplace for age related memory problems, and a wide assortment of physical health problems that may be related to psychological distress associated with diagnostic uncertainties).  Unlike psychotherapy services, psychological and neuropsychological assessment procedures are small in number and below the radar to those on guard for subtle cuts in healthcare services.  Practitioners who engage in both psychotherapy and formal testing are increasingly surrendering the loss-leading assessment component of their clinical practice so as to continue to contract with MCOs in the provision of psychotherapy.  Practitioners who rely on economy of scale to specialize more fully in these methods are few in number.  In effect, excessive managed care restrictions are suppressing a large demand for these services and negatively influencing the supply of available providers.  Unless this situation improves, there may be new costs associated with returning these services to the marketplace once this suppressed demand breaks through.  Meanwhile, there are present costs to MCOs and the public at large for failing to capitalize upon the cost saving benefits of thorough and accurate psychological and neuropsychological assessment services. 


The research cited herein is the tip of an iceberg of professional literature within the field of clinical psychology that bears on the utility and cost-effectiveness of psychological and neuropsychological assessment.  Within the next several years, there is apt to be an outpouring of new research in this area.  Yet, even now, there is convincing evidence that formal assessment procedures of this type are critical complements to the clinical interview for making diagnostic and treatment planning decisions.  Psychological and neuropsychological testing refines the treatment efficacy of both mental healthcare and medical/surgical care.  Accordingly, we implore healthcare policy planners, providers, legislators, and, especially, healthcare consumers to better protect this aspect of healthcare benefits.      
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