
 

 

 
 
Alan Muney, MD, MHA 
Cigna Corporate Headquarters  
900 Cottage Grove Road  
Bloomfield, CT 06002 
 
 
April 24, 2014 
 
 
Re:  Cigna Medical Coverage Policy on Neuropsychological Testing 
 
Dear Dr. Muney: 
 
The Inter Organizational Practice Committee (IOPC) is a coalition of the American Academy of Clinical 
Neuropsychology (AACN), the Society for Clinical Neuropsychology/Division 40 of the American 
Psychological Association, the National Academy of Neuropsychology (NAN), the American Board of 
Professional Neuropsychology (ABN), and the American Psychological Association Practice 
Organization (APAPO) tasked with coordinating national neuropsychology advocacy efforts, and 
representing thousands of neuropsychologists in the United States. The IOPC, in conjunction with the 
Brain Injury Association of America and the American Academy of Neurology are writing to express our 
concerns about the draft Cigna Medical Coverage Policy on Neuropsychological Testing. 
 
The IOPC supports efforts to update medical coverage policies in a manner consistent with our practice 
guidelines. Upon review, it is clear that four of the draft policy’s exclusions are not in keeping with state-
of-the-art science and best practice of clinical neuropsychology.  Those exclusions are: 
 

a. Psychiatric conditions 
b. Concussion 
c. Mild-Cognitive Impairment and 
d. Autistic Spectrum Disorders/PDD 

 
 
 



 
Cigna excludes them all under the following rationale: 
 

Cigna does not cover neuropsychological testing for ANY of the following because such testing 
is considered educational in nature and not medically necessary.  Services that are considered 
primarily educational or training in nature or related to improving academic or work performance 
are not covered under many benefit plans. 

 
Only for the last of the exclusions is neuropsychological assessment even arguably primarily educational 
in nature.  For example, as explained in Section 3 below, mild-cognitive impairment is a phase before 
dementia caused by Alzheimer’s disease and other medical conditions affecting patients over 45 and 
generally much older.  Thus, we are not sure how Cigna views this as being a primarily educational issue. 
And despite extensive citations to studies by professional societies/organizations (mostly on concussion), 
we see little or no support for Cigna’s conclusion that neuropsychological assessment of these conditions 
is primarily for educational purposes. 
 
 

1. Psychiatric conditions (e.g. psychotic disorders, anxiety disorders, substance abuse, personality 
disorders, mood disorders).”  
 

We are deeply concerned that the medical policy bars access to neuropsychological assessment 
for individuals with psychiatric disorders.  We are also concerned that this is a blatant violation of 
the federal mental health parity law, the Mental Health Parity & Addiction Equity Act of 2008 
(MHPAEA) as well as of state parity laws. 
 
It is widely accepted in the health care field that neuropsychological assessment is necessary to 
guide the treatment of consumers with many psychiatric conditions.  For example, schizophrenia 
carries common and frequently severe cognitive impairments that act as barriers to patients’ 
ability to communicate effectively with their treating professionals, understand, remember, and 
execute treatment protocols, and benefit from therapeutic interventions.  While 
neuropsychological assessment is not necessary to diagnose schizophrenia, neuropsychological 
assessment is often critical to understanding the unique and potentially disabling cognitive 
deficits associated with the disease process. This is also true for many other psychiatric 
conditions, depending on the severity and specific expression of the disease course.   
 
Cigna appears to present no evidence for the strange claim that neuropsychological assessment 
for these conditions is primarily educational.  Given that assessment for psychiatric conditions 
can’t be dismissed on this basis, Cigna’s blanket exclusion for all mental health conditions -- 
while excluding only a few medical conditions -- appears to be a blatant violation of MHPAEA. 

 
 

2.  Concussion.  
 
Concussion is a type of mild traumatic brain injury (TBI). TBI is commonly known as a major 
public health issue in the United States, with an estimated 1.7 million people treated annually in 
hospital settings alone (Faul, Xu, Wald, & Coronado, 2010). Concussions lead to varying 
symptoms and problems including cognitive (e.g., difficulties with memory, attention, processing 
speed), somatic (e.g., headache, dizziness, sleep disruption), and psychological (e.g., anxiety, 
sadness).  
 



Concussion is, by definition and course, a construct with both neurological and psychological 
features. Thus, neuropsychological assessment can play an essential role in guiding medical 
management. The utility of neuropsychological assessment in the clinical care of patients with 
concussion is recognized by governmental agencies (e.g., DCoE, 2011) and by multiple medical 
societies including the American Academy of Neurology (AAN) (Giza et al., 2013) and the 
American Medical Society for Sports Medicine (AMSSM) (Harmon et al., 2013). (We do not 
know why Cigna cites the AAN and AMSSM studies/recommendations, but a careful review of 
them shows that they support the need for neuropsychological assessment for concussion – see 
Appendix A.)   
 
Hundreds of peer-reviewed articles have focused on concussion/mild TBI and neuropsychological 
functioning including studies of adults (McCrea, 2008), children (Kirkwood & Yeates, 2012), 
active duty military personnel (Kennedy & Moore, 2010), veterans (Bush, 2012), and athletes 
(Webbe, 2010). Neuropsychological assessment adds incremental value in predicting clinical 
outcome, beyond what can be ascertained on the basis of conventional medical variables 
(Leininger, Strong, & Donders, 2014). Neuropsychological assessment also directly impacts 
clinical care by objectively measuring the cognitive and psychological changes (Carroll et al., 
2014), monitoring the effects of repeated injury (Belanger, Spiegel, & Vanderploeg, 2009), 
identifying malingering and other noncredible presentations (Carone & Bush, 2012; Sweet & 
Guidotti Breting, 2013), differentiating the effects of injury from psychiatric and developmental 
conditions like depression, posttraumatic stress, and attention-deficit/hyperactivity disorder 
(Bijur, Haslum, & Golding, 1990; Cernich, Chandler, Scherdell, & Kurtz, 2012; Iverson, 2006), 
and assisting in decisions about returning to military duty (Kelly, Amerson, & Barth, 2012) and 
sports (Echemendia et al., 2011; McCrory et al., 2013).  
 
After concussion, neuropsychological assessment can sometimes have educational implications 
and benefits for some young patients. However, neuropsychological assessment also contributes 
clearly to the medical management of many young individuals and is indicated for many adult 
patients who are not in school at all. As highlighted above, neuropsychological assessment has 
diagnostic, predictive, and treatment value for medical practitioners and is not designed or 
intended for educational purposes in most cases.  
 
 

3.  Mild Cognitive Impairment.   
 
It is now widely understood that nearly all neurodegenerative conditions that produce dementia, 
including Alzheimer’s disease, Parkinson’s disease and small vessel cerebrovascular disease 
include a prodromal phase before dementia.  This prodromal phase has been labeled mild 
cognitive impairment (MCI) in the medical sciences literature and mild neurocognitive disorder 
in DSM-5 (APA, 2013).  DSM-5 and the National Institute on Aging-Alzheimer’s Association 
criteria (Alberts et al., 2011) both describe the importance of neuropsychological assessment in 
identifying this condition.  Early identification of Alzheimer’s and related dementia conditions is 
strategy 1.C and ensuring timely diagnosis of Alzheimer’s and related dementia is strategy 2.B of 
the National Alzheimer’s Plan created by congressional mandate in the National Alzheimer’s 
Project Act.  Compelling research shows that among various biomarkers available to ensure 
timely, accurate, early identification of Alzheimer’s and related conditions (including MRI, 
assays of amyloid beta and tau levels in cerebrospinal fluid, and Positron emission tomography), 
neuropsychological testing is most accurate (Fields, et al., 2011; Gomar, et al., 2011; Heister, et 
al., 2011; Jedynak et al., 2012; Landau et al., 2010).    Detection of neurodegenerative disease at 
the MCI stage provides to opportunity to engage medical and behavioral strategies to optimize 
outcomes for patients and their families (Belleville et al., 2006; Greenaway, et al., 2013). 



 
The median age for the diagnosis if MCI is in the late 70s and almost 100% of 
neuropsychological evaluation for this condition occurs in people older than the age 45.  To 
suggest that neuropsychological testing of a person is this age group is for educational purposes is 
not credible.  Clearly neuropsychological testing is this age group is for the purpose of engaging 
in medically necessary differential diagnosis.  

 
4.  Autistic Spectrum Disorders/ PDD.   
 

Autism has been firmly established over the past 40 years as a neurological and therefore a 
medical disorder. Recent genetic and neuroanatomical findings reveal a variety of genetic and 
pathophysiological etiologies, with some commonality among patients (Stoner et al, 2014). 
Furthermore, specific cognitive profiles and deficits are strongly associated with autism. 
Language impairments are widespread, sometimes resulting in significant overall language delay 
and sometimes preferentially affecting semantics and pragmatics while sparing syntax and 
phonology. Memory, especially verbal memory, is frequently impaired. Social cognition is 
usually impaired. A variety of attentional deficits are common. Executive function deficits are 
almost universal. Intellectual disability is a frequent comorbid condition, as are sensory and 
motor dysfunction.  Neuropsychological assessment focusing on these areas of frequent 
impairment will dictate whether the patient’s condition warrants, and his/her mental status allows 
benefit from speech/language therapy, cognitive-behavioral therapy, behavioral management, 
social skills training, occupational therapy and physical therapy, and whether a referral for 
psychopharmacological consultation is warranted, and therefore is needed to make 
recommendations for a program of care specific to the patient’s needs. Follow-up evaluation of 
these areas of functioning will determine the success of treatment and the rate of improvement, if 
any, and dictate appropriate adjustments to treatment. In addition, individuals with ASD are at 
risk for other medical complications, such as seizure disorders, and neuropsychological 
assessment is sometimes requested by physicians to determine whether mental status is 
undergoing a decline. Having access to intervention of the appropriate type and intensity can 
make an extremely significant difference to treatment response and ultimate outcome (Orinstein 
et al, 2014).  
 
While neuropsychological assessment may have implications for educational programming, this 
is most definitely not its primary purpose. Impairments in executive functioning, sensory and 
motor dysfunction, language impairment, social cognitive impairment, poor attention, intellectual 
disability, and behavior disturbances impact basic communication, acquisition of adaptive skills, 
social relationships, motor skills, compliance with medical treatments, in other words, virtually 
every aspect of cognitive and emotional functioning. Successful remediation of any of these areas 
of impairment will, likewise, have both short- and long-term impact on every aspect of daily 
functioning. 

 
 
We welcome any questions that you might have about the concerns outlined in this letter, and we would 
be happy to provide you with any additional information that you might find to be helpful 
(karenpostal@comcast.net; 978-475-2025). We thank you for your valuable time and consideration of 
these points.  
 
On behalf of the American Academy of Clinical Neuropsychology, National Academy of 
Neuropsychology, Division 40 (Neuropsychology) of the American Psychological Association Practice 
Organization, and the American Board of Professional Neuropsychology,  

 



Thank you for your time and consideration.  
 

Respectfully submitted, 
 
 

 
Katherine Nordal, Ph.D. 
Executive Director, American Psychological Association Practice Organization 
 

 
Susan H. Connors, President/CEO 
Brain Injury Association of America 
 

 
Mark Mahone, Ph.D., APBB 
President, American Academy of Clinical Neuropsychology 
 

 
 
 

Daniel Allen, Ph.D., ABPP 
President, National Academy of Neuropsychology 
 

 
Catherine Rydell 
President and CEO, American Academy of Neurology 
 
 

 
 
Paula Sheer, Ph.D., APBB 
President, Society for Clinical Neuropsychology (APA Division 40) 
 
 

 
John Knippa, Ph.D., ABN 



President, American Board of Professional Neuropsychology 
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Appendix A – Highlights of the American Academy of Neurology and American Medical Society 
for Sports Medicine Studies/Recommendations 

 
AMS Sports Medicine Guideline 
Neuropsychological Testing 
• Neuropsychological tests are an objective measure of 
brain-behavior relationships and are more sensitive for 
subtle cognitive impairment than clinical exam. 
• Most concussions can be managed appropriately without 
the use of neuropsychological testing. 
• Computerized neuropsychological testing should be interpreted 
by healthcare professionals trained and familiar 
with the type of test and the individual test limitations, 
including a knowledgeable assessment of the reliable 
change index, baseline variability, and false positive 
and false negative rates. 
• Paper and pencil neuropsychological tests can be more 
comprehensive, test different domains, and assess for 
other conditions that may masquerade as or complicate 
assessment of concussion. 
• Neuropsychological testing should be used only as part 
of a comprehensive concussion management strategy 
and should not be used in isolation. 
• The ideal timing, frequency, and type of neuropsychological 
testing have not been determined. 
• In some cases, properly administered and interpreted 
neuropsychological testing provides added value to 
assess cognitive function and recovery in the management 
of sports concussions. 
• It is unknown if use of neuropsychological testing in 
the management of sports concussion helps prevent 
recurrent concussion, catastrophic injury, or long-term 
complications. 
 
AAN Guideline 
ABSTRACT Results: Specific risk factors can increase or decrease concussion risk. Diagnostic tools to 
help 
identify individuals with concussion include graded symptom checklists, the Standardized Assessment 
of Concussion, neuropsychological assessments, and the Balance Error Scoring System. 
 
ANALYSIS OF EVIDENCE 
Neuropsychological testing. Instruments for neuropsychological 
testing are divided into 2 types on the basis of their 
method of administration: paper-and-pencil and computer. 
Both types generally require a neuropsychologist 
for accurate interpretation, although they may be administered 
by a non-neuropsychologist. It is likely that neuropsychological 
testing of memory performance, reaction 
time, and speed of cognitive processing, regardless of 



whether administered by paper-and-pencil or computerized 
method, is useful in identifying the presence of 
concussion (sensitivity 71%–88% of athletes with concussion) 
(1 Class II study,38 multiple Class III studies25,26,39,40, 
e12e6). There is insufficient evidence to support 
conclusions about the use of neuropsychological testing 
in identifying concussion in preadolescent age groups. 
 
Studies relevant to the prediction of early postconcussion 
impairments provided moderate to strong evidence 
that elevated postconcussive symptoms (1 Class I40 
study, multiple Class II and Class III studies28230,33,e10), 
lower SAC scores (2 Class I studies25,26), neuropsychological 
testing score reductions (3 Class 1e4,e11,e12 and 3 
Class II28,e13,e14 studies), and deficits on BESS (1 Class I 
study26) and SOT (1 Class I study,32 1 Class II studye9) 
are likely to be associated with more severe or prolonged 
early postconcussive cognitive impairments. 
 
PRACTICE RECOMMENDATIONS  
Retirement from play: Counseling. 
2. LHCPs caring for professional contact sport athletes 
who show objective evidence for chronic/persistent 
neurologic/cognitive deficits (such as seen 
on formal neuropsychological testing) should recommend 
retirement from the contact sport 
to minimize risk for and severity of chronic neurobehavioral 
impairments (Level B). 
 
 
 
 

 
 


