
 
 

 
 
 
 
 
 

 
 
Craig Haug, MD 
National Government Services 
P.O. Box 1000  
Hingham, MA 02044 
 
 
25 October 2013 
 
Dear Dr. Haug: 
 
The Massachusetts Neuropsychological Society (MNS), Massachusetts Psychological 
Association (MPA), and New York State Association of Neuropsychology (NYSAN) are writing 
to you to request Reconsideration of some of the language in the National Governmental 
Services (NGS) Local Coverage Determination (LCD) that has been adopted in the context of 
merging the previous Medicare jurisdictions for which National Heritage Insurance Corporation 
(NHIC) and NGS were serving as intermediaries. 
 
We have reviewed all three LCDs that were being used prior to the merger: 
1) NHIC LCD L29834: Psychiatry and Psychology Services 
2) NHIC LCD L3202: Neuropsychological Testing 
3) NGS LCD L26895: Psychiatry and Psychology Services 
 
We have identified a number of regards in which the adoption of the NGS LCD restricts or could 
be interpreted as excessively restricting access by Medicare subscribers in our region to 
medically-necessary neuropsychological and psychological services.  Some of this is a result of 
retiring the NHIC LCD L3202 for Neuropsychological Testing.  The other issues we bring to 
your attention refer to language that both the NGS LCD L29834 and the NHIC LCD L26895 
have in common that refers to psychological services. 
 
We recommend retiring the NGS LCD, reactivating the NHIC LCDs, and making some changes 
to the re-activated LCDs to address the issues we review below. 
 
First, we find important discrepancies between the NHIC LCD L3202 for Neuropsychological 
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Testing and the parts of the NGS LCD for Psychiatry and Psychology Services that address 
neuropsychological assessment. The NGS LCD does not protect patient access to 
neuropsychological assessment services in the same way as does the NHIC LCD L3202.  In 
addition we note that some aspects of the NGS LCD are not in keeping with state-of-the-art 
science and best practices of clinical neuropsychology. We briefly outline each area of concern. 
 
I. Retaining a Separate LCD Covering Neuropsychological Assessment, Which Is a Service 

Primarily Provided to Medical Patients 
 
There is a great advantage to having a separate LCD covering neuropsychological assessment, 
especially because neuropsychological assessment is a service provided – the great majority of 
the time – to medical patients with conditions that are affecting or have affected the brain. 
 
II. ICD Code Set 
 
Retaining the NGS LCD as the LCD that covers Neuropsychological Testing would require that 
much of the language in it be revised. For example, the entire section which specifies which 
ICD-9-CM diagnoses come within its scope would have to be revised from referring only to the 
mental health section of the ICD-9-CM to referring to the entire ICD code set.  (We note that this 
would also restore NGS to compliance with Massachusetts Law regarding coverage for 
neuropsychological assessment benefits.) 
 
We recommend reactivating NHIC LCD L3202 which states: 
 
 Any ICD-9CM Code that is consistent with the indications of coverage is acceptable. 
 
III. Confusing Language Regarding Use of Self Report Measures 
 
The NGS LCD (Section VII, B) notes that: 
 
 neuropsychological testing does not rely on self report measures such as the Minnesota 

Multiphasic Personality Inventory 2 (MMPI-2), rating scales such as the Hamilton 
Depression Rating Scale, or projective techniques such as the Rorschach or Thematic 
Apperception Test (TAT). 

 
While we are aware that CMS regulations state that the time patients are engaged in self report 
measures is not a covered service, and of course the time patients work independently on those 
self-report measures should not be part of the hours billed, the integration of such measures into 
the neuropsychological diagnostic formulation is critical to our work.  As brain damage or 
degenerative disease processes (e.g. right hemisphere stroke, traumatic brain injury, 
frontotemporal dementia) commonly affect emotional expression and behavioral control, and 
likewise, mood disorder may produce or mimic cognitive impairment, neuropsychologists 
routinely utilize mood and personality measurements as an integral component of their 
neuropsychological evaluations. Just as a blood pressure cuff can legitimately be used as a tool 
by physicians with many different specialties, when mood assessment instruments are utilized by 
neuropsychologists in the context of their evaluations, they are neuropsychological instruments. 



 
You may recall that we discussed this issue with you when we met with you in 2009. 
 
The NHIC LCD L3202 does not contain such inappropriate, restrictive language. 
 
We recommend the following language as more appropriate: 
 
 Neuropsychological testing may include self-report questionnaires such as the Minnesota 

Multiphasic Personality Inventory 2 (MMPI-2), rating scales such as the Hamilton 
Depression Rating Scale, or projective techniques such as the Rorschach or Thematic 
Apperception Test (TAT), when questions of how brain damage or degenerative disease 
processes (e.g. right hemisphere CVA) may be affecting emotional expression or how 
significant emotional distress or mood impairment might be affecting cognitive function 
(e.g. question of presence of "pseudodementia") arise. 

 
IV. Hours 
 
The NHIC LCD L3202 states, on page 4: 
 
 More than 8 hours per patient per evaluation is considered excessive and supporting 

documentation in the medical record must be present to justify greater than 8 hours per 
patient per evaluation. 

 
The NGS LCD (Section VII, Limitations) states: 
 

Typically, psychological testing/neuropsychological testing may require four (4) to six 
(6) hours to perform (including administration, scoring, and interpretation). If the testing 
is done over several days, the testing time should be combined and reported all on the last 
date of service. If the testing time exceeds eight (8) hours, a report may be requested to 
indicate the medical necessity for extended testing. 

 
While four to six hours of neuropsychological testing is adequate for many evaluations for 
Medicare policyholders, it is not for many others. 
 
As you know, most neuropsychologists select neuropsychological tests based on the referral 
questions and presenting symptoms. Some tests have longer administration times than others and 
some referral questions for patients require longer or more extensive testing.  More 
comprehensive assessment is needed for some patients, for example younger patients who have 
been disabled by moderate to severe traumatic brain injury and are seen for assessment for 
neurological rehabilitation planning purposes.  More generally, the length of evaluation can vary 
because of a wide range of uncontrollable factors, including neurologic, emotional, and other 
factors in the patient’s history and current medical status, such as motor slowing , anxiety, or 
depressed mood, setting of the evaluation (inpatient versus outpatient), timing of the evaluation 
(acute versus subacute versus more long-standing conditions), or even patient fatigue. 
 
For many patients, the NGS language compromises access to medically-necessary 



neuropsychological testing services.  The NHIC LCD L3202 language is far more consistent 
with standards of good clinical neuropsychological practice in our region.  
 
It also is our concern that the 8-hour time limitation does not currently have an effective 
mechanism for establishing the medical necessity for more hours.  Clinicians who have 
documented the need for more hours of testing in their medical records have difficulty 
successfully billing more hours as the current system stands.  This sometimes restricts the 
clinician's ability to conduct a thorough-enough evaluation to fully answer the referral questions, 
to accurately rule out competing diagnoses or causes for presenting symptoms, and to develop 
recommendations for addressing the patient’s difficulties.  The end result can be misdiagnoses 
and/or missed opportunities to develop data-driven recommendations for interventions, the 
consequences of which can contribute to additional impairment, functional decline, and disability 
– all of which ultimately increase health care system costs. 
 
We suggest the NHIC LCD L3202 be reactivated and the following change be incorporated, 
which is aligned with the language in the retired NHIC LCD L3202 and with other regional LCD 
language including the Wisconsin Physicians Services (WPS) LCD: 
 
 Supporting documentation in the medical record must be present to justify greater than 8 

hours per patient per evaluation.  If the testing is done over several days, the testing time 
should be combined and reported all on the last date of service.  If the testing time 
exceeds eight (8) hours, medical necessity for extended time should be documented in the 
report. 

 
We recommend that the phrase, “More than 8 hours per patient per evaluation is considered 
excessive” be removed.  The shifting demographics and needs of the Medicare population have 
created subgroups of patients for whom more testing is medically-necessary (e.g., younger, 
disabled patients). 
 
 We also suggest that, when a claim for more than 8 hours is rejected, there be an accessible 
mechanism for appeal and peer review of the supporting documentation that would enable a 
subscriber to be covered for more than 8 hours, where appropriate.  We would welcome the 
chance to work with you to create an effective mechanism for accessing needed services for 
these patients, and we would like to discuss this further with you when we meet. 
 
Most immediately, we would like to ensure that the NGS LCD language is not implemented, as it 
would create new and larger obstacles – compared to the NHIC LCD language -- to Medicare 
policyholders receiving medically-necessary neuropsychological assessment services. 
 
V. Neuropsychological Assessment of Patients Presenting with Mood Disorder at the Time 

of Transfer to a Skilled Nursing Facility 
  
The NGS LCD (Section VII, B) stipulates that 
 

Adjustment reactions or dysphoria associated with moving to a nursing facility do not 
constitute medical necessity for psychological testing. 



 
We respectfully suggest that this language may limit access to medically-necessary 
psychological assessment for individuals entering a nursing facility who are suspected to have 
serious mood disorders.  The following language is more appropriate: 
 

Adjustment reactions or dysphoria associated with moving to a nursing facility do not 
constitute medical necessity for psychological testing.  However, if a more serious mood 
disorder (e.g., Major Depression) is suspected upon admission to a nursing facility, 
psychological or neuropsychological testing may be indicated for differential diagnostic 
purposes and to develop appropriate treatment planning. 

 
VI. Review of the Results, Conclusions, and Recommendations Following from a 

Neuropsychological or Psychological Assessment 
 
The NGS LCD (Section VII, Limitations) states: 
 
 The psychological/neuropsychological testing codes should not be reported by the 

treating physician for only reading the testing report or explaining the results to the 
patient or family.  Payment for these services is included in the payment for other 
services rendered to the patient, such as evaluation and management services. 

 
We are concerned that readers of the passage may interpret this to mean that discussion of the 
results, conclusions, and recommendations that follow from their assessment with the patient and 
his or her significant others should solely be provided by physicians, as opposed to 
neuropsychologists or other clinical psychologists.  It is of course standard practice and required 
by the American Psychological Association Code of Ethics for neuropsychologists and other 
clinical psychologists to discuss the results, conclusions, and recommendations that follow from 
their assessment with the patient and often with his or her significant others. 
 
We recommend the following language as more appropriate: 
 
 The psychological/neuropsychological testing codes should not be reported by the 

treating physician for only reading the testing report generated by another clinician or 
explaining the results of a neuropsychological assessment generated by another clinician 
to the patient or family. Payment for these services is included in the payment for other 
services rendered to the patient, including both services provided by neuropsychologists 
and psychologists and evaluation and management services billed provided by 
neurologists, rehabilitation medicine physicians, psychiatrists, and others. 

 
VII. Psychological Assessment and Treatment of Patients with Dementia 
 
The NGS LCD (Section VII, Limitations) states that 
 
 Patients with dementia represent a very vulnerable population in which co-morbid 

psychiatric conditions are common.  However, for such a patient to benefit from 
psychotherapy services requires that their dementia be mild and that they retain their 



capacity to recall the therapeutic encounter from one session, individual or group, to 
another.  This capacity to meaningfully benefit from psychotherapy must be documented 
in the medical record.  Psychotherapy services are not covered when documentation 
indicates that dementia has produced a severe enough cognitive defect to prevent 
psychotherapy from being effective. 

 
In our previous meeting and subsequent discussions with you in 2009, we discussed the issue of 
whether neuropsychological and clinical psychological treatment services provided by 
neuropsychologists and clinical psychologists to patients with severe dementia should be 
reimbursed. 
 
As you know, there is ample medical literature demonstrating that nonpharmacological services 
designed by neuropsychologists and psychologists are effective in treating cognitive, emotional, 
and behavioral symptoms of patients with severe dementia.  And, these nonpharmacological 
interventions do not cause increases in mortality and morbidity, in contrast to reliance on 
antipsychotic medications and benzodiazepines.  As you noted at the time, these 
nonpharmacological services have been designed by neuropsychologists and psychologists to be 
provided by non-doctoral-level staff and family members with appropriate training to do so.  
And, as you noted at the time, as regards patients in skilled nursing facilities, CMS pays nursing 
homes to provide this training to its staff, so that the nursing home staff can provide these 
services. 
 
All of these considerations were made with regard to patients with severe dementia (defined, e.g. 
by an MMSE Score of 0-9), not with regard to patients with mild or moderate dementia. The 
NGS LCD language goes farther and restricts services to patients with mild dementia. 
 
We recommend the following language, which simply includes the phrase “or moderate”: 
 
 Patients with dementia represent a very vulnerable population in which co-morbid 

psychiatric conditions are common.  However, for such a patient to benefit from 
psychotherapy services requires that their dementia be mild or moderate and that they 
retain their capacity to recall the therapeutic encounter from one session, individual or 
group, to another.  This capacity to meaningfully benefit from psychotherapy must be 
documented in the medical record.  Psychotherapy services are not covered when 
documentation indicates that dementia has produced a severe enough cognitive defect to 
prevent psychotherapy from being effective. 

 
 
VIII. Health and Behavior Codes (96150-96155) 
 
We have also reviewed the NGS Article for Health and Behavior Assessment/Intervention – 
Medical Policy Article A48209. 
 
Mild and Moderate vs. Severe Dementia: 
 
We are seeking reconsideration of language in the Article that, in the light of research published 



during the last decade, inappropriately restricts access by Medicare subscribers with mild forms 
of dementing illnesses to neuropsychological rehabilitation that can address particular difficulties 
and make it possible: (a) for patients to remain living in their own homes or in the community 
instead of having to enter a nursing home; or (b) for patients in less restrictive assisted living 
environments to remain living in those environments instead of having to enter more restrictive 
nursing homes. 
 
There is now a substantial and growing body of published clinical research on the effectiveness 
of such neuropsychological rehabilitation methods.  In this context there are four specific 
examples of services not covered as health and behavioral interventions that – as global 
statements – should be removed from that list: 
 
•  Retraining cognition due to dementia 
•  Teaching the patient simple self-care 
•  Teaching the patient to follow simple directives 
•  Memory enhancement training 
 
Retraining specific aspects of a patient’s cognitive functioning – for example, retraining a patient 
in the early stages of Alzheimer’s disease to refrain from leaving her home unaccompanied –  
can make it possible for that patient to continue living in her home with her spouse or other 
caregiver. 
 
Similarly, retraining a specific aspect of a patient’s self-care, retraining a patient’s ability to 
follow a particular simple directive, or retraining a patient’s ability to remember a particular 
element of information can all have such benefit. 
 
In this context, there are also seven ICD diagnoses that should be removed from the list of those 
specifically listed as not supporting medical necessity: 
 
331.0    Alzheimer's Disease 
331.11  Pick's Disease 
331.19  Other Frontotemporal Dementia 
331.2    Senile Degeneration of Brain 
331.6    Corticobasal Degeneration 
331.82  Dementia with Lewy Bodies 
331.83  Mild Cognitive Impairment, So Stated 
 
In each instance, treating patients in earlier, milder stages of the dementing disease is warranted.  
Excluding treating patients in later, severe stages of the dementing disease remains appropriate 
as of this time. 
 
Reconsideration of the policy that the code 96155 is not covered: 
 
This code is used to cover work with the family in the absence of the patient.  Covering this code 
would enable psychologists to address behaviors in the family care system that are impacting the 
patient's health, to assist caretakers in implementing behavior management strategies for the 



patient's problem behaviors, etc.  For example, teaching a patient in the early stages of 
Alzheimer's disease to refrain from leaving home unaccompanied by someone can make it 
possible for the patient to continue living at home with their spouse for many months longer and 
prevent or significantly delay admission to a nursing home, with all its associated morbidities 
and greater health care system costs.  When discussion with the patient and a family member of 
health and safety issues and how to address them prompts increased anxiety or agitation, some 
initial teaching without the patient present may be required. 
 
We request that 96155 be covered for such purposes. 
 
 
Respectfully submitted, 
 
On behalf of the Massachusetts Psychological Association (MPA), the Massachusetts 
Neuropsychological Society (MNS), and the New York State Association of Neuropsychology 
(NYSAN): 
 
Karen Postal, Ph.D., ABPP 
Member of the NGS Contractor Advisory Committee 
President-Elect, American Academy of Clinical Neuropsychology 
Past President, MPA 
Past President, MNS 
 
Roger F. Cohen, Ph.D. 
Member of the Board, MNS 
Co-Chair, MNS Professional Affairs Committee 
Co-Chair, MPA Assessment Committee 
 
Edward Barnoski, Ph.D., ABPP,  
President, NYSAN 
 
Cathleen M. Crider, Ph.D. 
Co-Chair, MPA Assessment Committee 
 
Elena J. Eisman, Ed.D., ABPP 
Executive Director/Director of Professional Affairs 
Massachusetts Psychological Association 
195 Worcester Street, Suite 303  
Wellesley, MA 02481 
781-263-0080 x 15 
 
Michelle L. Imber, Ph.D., ABPP 
President-Elect, MNS 
Co-Chair, MNS Professional Affairs Committee 
Member, MPA Assessment Committee 
 



Brian K. Lebowitz, Ph.D. 
Chair, NYSAN Professional Affairs and Interests Committee 
 
James Steven Leffert, Ed.D. 
Co-Chair, MPA Advocacy Committee 
 
Chris E. Morrison, Ph.D., ABPP 
President-Elect, NYSAN 
 
Joel Rosenbaum, Ph.D. 
Former President, MNS 
Member, MPA Assessment Committee 
Member, MNS Professional Affairs Committee 
 
Wendy Vincent, Psy.D., 
Co-Chair, MPA Advocacy Committee 
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