
 

 

 
 
Julie Kessel, MD 
Senior Medical Director, Cigna Coverage Policy 
Cigna 
Routing B8MM 
900 Cottage Grove Road 
Hartford, CT 06152 
 
 
October __, 2014 
 
Re:  Cigna Medical Coverage Policy on Neuropsychological Testing 
 
Dear Dr. Kessel: 
 
Thank you for your letter dated August 4, 2014 responding to the Inter Organizational Practice 
Committee, National Academy of Neurology, and Brian Injury Association of America’s concerns 
regarding the Cigna medical coverage policy on neuropsychological testing.  After reviewing your letter, 
we would like to ask for clarification on issues you responded to, and also ask for responses to sections of 
our letter that were not addressed by Cigna.  
 

1. We believe your August 4th letter indicates that Cigna will cover neuropsychological testing in 
cases of MCI, concussion, and other conditions as long as there is a suspected change in mental 
status, behavior, or memory.  If we are reading this correctly, we would like you to clearly state 
this in an update of your medical coverage policy. 

 
We would not have understood this from the policy or letter if a member of our group had not 
been in meetings with Cigna where this approach had been discussed.  It is important that your 
policy be written so that any neuropsychologist can understand them without the need for inside 
information. 
 

2. Psychiatric conditions (e.g. psychotic disorders, anxiety disorders, substance abuse, personality 
disorders, mood disorders). 
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Your letter fails to address our parity violation concern in any real way.  Your policy’s exclusion 
for psychiatric conditions discriminates against all mental health patients protected by the federal 
parity law, the Mental Health Parity & Addiction Equity Act of 2008 (MHPAEA).   Cigna’s 
defense is the bald assertion that “non-coverage of behavioral health diagnoses is based on 
medical necessity.”  You make this assertion without any further explanation, without citing any 
research, and without responding to our prior example of how neuropsychological assessment is 
medically necessary for the management of schizophrenia.  That still looks to us like a blatant 
parity violation. 
 
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 that interfere with effective treatment. Without that 
understanding those barriers to treatment cannot be addressed.   Due to the common, cognitively- 
based deficits of insight for patients with schizophrenia less expensive methods for making this 
determination, such as a clinical interview, are not available. This is also true for many other 
psychiatric conditions, depending on the severity and specific expression of the disease course.  
 
As another example, Bipolar disease likewise carries common cognitive impairments that 
interfere with patients’ ability to manage their illness, communicate effectively with clinicians, 
and respond to therapeutic interventions. As with schizophrenia, neuropsychological assessment 
is not medically necessary to diagnose Bipolar disease, but it is often necessary to understanding 
(and thereby reducing) cognitive barriers to effective disease management.  As with 
schizophrenia, less costly methods of making this determination, such as a clinical interview, are 
not available.  
 
In this letter, we cite research in further support of neuropsychological assessment as medically 
necessary for certain psychiatric disorders that fall under your blanket exclusion.  We challenge 
Cigna to explain those studies away. 

 
 

3.  Autistic Spectrum Disorders/ PDD.  Autism has been firmly established over the past 40 years as 
a neurological and therefore a medical disorder. Your letter of August 4, 2014 did not address 
Cigna’s strange statement that neuropsychological assessment is not medically necessary in cases 
of Autism.   

 
As we noted previously, 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 
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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).  
 

 
 
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, we look forward to your 
response.  (Please respond to Karen Postal, Ph.D., APBB-CN  166 North Main Street Suite 3B Andover, 
MA 01810, karenpostal@comcast.net; 978-475-2025).  
 

 
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 
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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 Meyers, 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 
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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). 
 
 
 
 

 
 


