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and of limited utility in the context of current patterns of care. 
Unfortunately, past episodes of indiscriminate use of costly psy- 
chological evaluations (Griffith, 1997) may have contributed to 
this reaction. The practice of 

Although this article is focused on problems, there are many 
psychologists employed within organizations (managed care orga- 
nizations [MCOs]) who provide credible services through policies 
and authorization procedures that adhere to the highest profes- 
sional standards. Advocacy with some MCOs has produced 
marked improvement in the attitudes of policymakers at those 
organizations. Some of these agencies have even become proactive 
in reaching out to clinicians when new policy issues emerge that 
are related to psychological assessment. Nevertheless, the present 
article focuses on the remaining problems because we believe that 
these difficulties require continued advocacy. Throughout this 
article, the phrase "psychological assessment" is intended to refer 
to both psychological and neuropsychological evaluations in 
health care settings. 

Problems Encountered by Practicing Psychologists 

Resis tance to Psychological  Assessment  

More and more frequently, psychologists report that assessment 
is neither authorized nor reimbursed 
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be disabled. It was emphasized that if psychological assessment 
identified even one person as a malingerer, the long-term cost savings 
to the state would more than pay for all of the psychological evalu- 
ations that year. The administrator stated that his job was not to save 
the state money but only to determine disability and have his depart- 
ment come in on budget. 

A related threat to psychological assessment is the policy of 
many MCOs to encourage providers to make differential diagnoses 
through medication trials. An example is the expectation that 
conditions such as attention-deficit hyperactivity disorder (ADHD) 
can be differentiated from normal personality characteristics or 
problems such as conduct disorder, mood or anxiety disorder, 
language processing difficulties, or psychosis through the patient's 
response to stimulant drugs such as Ritalin. 

With Ritalin, however, even children without ADHD show 
increased attending behavior, leading to situations where depres- 
sion, psychotic disorders, and other conditions (Forness, Kavale, 
King, & Kasari, 1994) may go undetected for long periods of time. 
Such assessment and treatment failures can lead to discouragement 
and despair in clients and jeopardize their subsequent treatment 
and recovery. Delays lead to higher treatment costs for MCOs and 
patients if the working diagnosis is erroneous and leads to imple- 
mentation of a faulty treatment protocol. Finally, the "medication 
first" approach treats prescription drugs as benign and may over- 
look such problematic side effects as behavioral problems, somatic 
toxicity, and increased substance abuse potential. In some cases, 
the ADHD diagnosis from childhood has a lifelong effect on adult 
diagnostic impressions and treatment. According to Gene R. 
Haslip of the Drug Enforcement Administration (DEA), 

medical experts agree that these drugs [stimulants for the treatment of 
ADHD] do help a small percentage of children who need them. But 
there is also strong evidence that the drugs have been greatly over- 
prescribed in some parts of the country as a panacea for behavior 
problems . . . .  This constitutes a potential health threat to many chil- 
dren and has also created a new source of drug abuse and illicit traffic. 
• . .  I do want to emphasize that medical authorities do believe that 
ADHD is a distinct health problem affecting some children who can 
be helped by these drugs w h e n  prescr ibed  after careful diagnos i s  
[emphasis added]. (DEA, 1996) 

The use of medication for diagnostic purposes is a problem not 
only with ADHD but also with suspected bipolar disorder, anxiety, 
and depression. 

The Health and Human Service's TAgency Tfor aealth car SPolicyand aResearchs HGuidelines TforTte aTreatment aof HDepressionainanHPrimaryHCar SerttingS(U.S. SDepartmentaofaealth Snd auman Hervice's,a1996)Hstate HthatHprimary H c a r  aproviders Hshoul Hfirst Htreat HdepressionHdiag-Hnose athroug Hn HclinicalHintrvicewain atheirT o f f c e ' abyT g i v i n gHn Hmedica-Htion Htrialaof H3

Sweeks.SThisais T t o T b e Hfollowed, aifather a i s ano HpositiveHresponse,Tby SndotherHmedicationatrialaofa3Sweeks;afollowed,aifHstill a n o H p o s i t i v e aresponse,TbyHreferralatoan

amentalahalth aprofessional.

Beyond the exposure to potential adverse side effects, this "diag- 
nosis through medication" approach can limit patient access to 
mental health professionals. Under this guideline, mental health 
treatment will be initiated only after two treatment failures have 
occurred. This may compromise a depressed patient's capacity to 
marshal dwindling internal resources for the tasks of management 
and recovery from a potentially 
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The appropriate and skilled use of 

Difficulties in the Preauthorization Process 

One substantial problem in the authorization process is that 
reviewers often work from standardized authorization protocols 
that prescribe appropriate clinical criteria needed to authorize 
psychological assessment, including standardized time or service 
units within which to accomplish the service. This authorization is 
often determined without regard to confounding variables in the 
assessment situation that might indicate, even before the testing 
session, that this particular evaluation will require more time to 
complete. Moreover, in many M C O s  the actual protocols for 
authorization of psychological assessment are not only inflexible 
but also seldom communicated to the psychologist requesting the 
authorization. The clinician must guess what personal client infor- 
mation to furnish to obtain the authorization. 

Patients are often required to obtain a referral for assessment 
from their primary care provider (PCP). Many PCPs are poorly 
informed about the use and value of psychological assessment or 
when and how to make these referrals. Many PCPs also feel strong 
pressure from MCOs to try medication first and limit referrals to 
specialists for services such as psychological assessment. 

Once a request for authorization for psychological assessment 
reaches the MCO, there can be other problems. Psychologists 
report dealing with MCOs that have no psychologists either in 
authorization review positions or even available for appeal of a 
denial (appellate review). Federal and state advocacy to encourage 
appellate review by a "like licensed" provider is increasing in 
consumer protection legislative initiatives. Passage of these initi- 
atives would ensure that appeals of assessment and treatment 
denials would be heard by professionals with expertise in the 
service being requested. 

Completion of preauthorization forms is another problematic 
area for the provider. Information requested on the preauthoriza- 
tion form may constitute the reason for the assessment (e.g., 
determining a diagnosis). Psychologists are placed in a catch-22 
situation: Authorizations are denied if all requested information is 
not provided before the assessment is begun, but some or all of the 
required information will not be available until the assessment is 
completed. To compound this problem, some companies will not 
pay for a preliminary interview with the patient yet request infor- 
mation for the authorization that can be acquired only through such 
initial contact. Finally, when the initial interviews are conducted 
by professionals other than psychologists, the other professionals 
might not be skilled in the appropriate terminology to convince the 
reviewer to preauthorize an assessment. 

Authorization is often test specific. This does not allow the 
psychologist to tailor the psychological assessment battery to meet 

the unique needs and characteristics of the patient when these are 
not evident at the outset but emerge over the course of the assess- 
ment process. As a result, psychologists are professionally bound 
to perform the tests necessary to investigate questions as they 
surface, without any assurance that they will be reimbursed by the 
MCO. Payment is even less likely if there is no pathological 
finding on the additional tests, even though they were indicated by 
the initial clinical findings. 

A psychologist received preauthorization to administer only the 
MMPI-2 to a patient with a diagnosis of borderline personality dis- 
order to assess her level of depression. When the MMPI-2 strongly 
suggested the possibility of a significant thought disorder in the 
patient, of possib Tw(a ) Tfollow-up TD1 1 1 rg0 Tc0 T58 Tw(dis- ) Tj1 0 0 1 322.0Rorschach,1 1 1 rg0 Tc0 Tw(significant ) Tjnoting12 0 TD11 1 rg0.16 Tc0 Tw(in ) Tj1at.76 0 TD1 1 1 rg0 Tc0 Tw(the ) Tjth0 TD1 1rg0 Tc 1 (the ) Tj14.1c0 Twin30um48 0 TD130 TD1 1 1 rg0 Tc0 Tw(a ) Twas.76 0 TDg0 Tc0 Tw(administer ) Tj38more TD1 1 1 1 rg0.18 Tc0 Tw(the ) Tjsensit0 T TD1 1 g0 Tc0 Tw(disorder ) Tj30.48 0 TD81 1 1 rg0 Tc0 Tw(the ) Tjj6.48 .40 0 TD1 1 1 rg00 T5trongly disorder to adminw(in ) Tj1at.76 0 T1 1 1 rg00 T566orderis- adminw(in ) Tjal32.dD1 1 1261 1 1 rg0 Tc0 Tw(the ) Tjbe9.12 0 T 1 rg0 Tc0 Tw(suggested ) Tjdone TD1 1 12 1 rg0.40 Tc0 Torder in the 

Some psychologists also report that authorization or reimburse- 
ment is based on fixed test batteries that may not be necessary or 
appropriate. Over the past 20 years, neuropsychologists have been 
moving toward individualized or flexible batteries consisting of a 
core of neuropsychological tests in combination with instruments 
selected to address the referral question for the specific patient. To 
illustrate, a broad survey of cognitive functions may be completed 
initially, using reliable measures of intermediate difficulty. Then, 
as deficits are encountered, the focus of the examination can be 
narrowed to explore the specific problem areas in much greater 
detail, with test selection dictated by the patient's level of func- 
tioning. The requirement of many MCOs to specify tests before the 
clinician evaluates the patient runs counter to this specific clinical 
practice and limits the flexibility that is essential in many other 
assessment situations. 

Psychologists also report that the authorization process takes too 
long and that, particularly with at-risk adolescents, some of their 
patients have deteriorated, moved, or run away before the autho- 
rization request is reviewed. Similar problems arise with hospital- 
ized patients because of shorter treatment stays. Moreover, re- 
imbursement for speciality services, including psychological a s -  
sessment, is often included in a hospital's fixed per diem, or dally 
rate. This provides inpatient units and treatment teams with a 
financial disincentive to order psychological assessment because 
its cost will reduce the funds available for other services. 

Network membership is also a problem for psychological as- 
sessment specialists. Because the field of assessment can be highly 
specialized, psychologists who conduct assessments as a central 
activity are often willing to travel to the patient's location for an 
evaluation. However, many health care delivery systems are ar- 
ranged according to catchment areas and zip codes, because they 
are mostly based on a clinical delivery model where the patient 
regularly receives their treatment at the provider's office. This 
often leads to unnecessary restrictions on referrals to the most 
appropriate assessment provider when this clinician's office is 
outside the patient's catchment area. 

Ethnic and linguistic minority assessment providers can be 
confronted with unrealistic and ethically challenging referrals un- 

ofea6 0 TD1 1 1 rg0.422 rg0.52 Tc0 Tw(co0.48 Tc0 Tw(for ) 1 rg0.48 Tc0 Tw(un- ) Tj1 0 0 1 307. ) Tj34.08can a be  sh  1  306 .96  282 .70  TD1  1  1  rg 0 .38  Tc 0  rop r i a t e  also and to a can mostly codes, t h e  b e  and test included at-risk this c a n  of be b e  m o v e d ,  that with that systems be s o m e  that 
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Compounding the problem of limited access to appropriately 
trained and culturally competent providers, many insurance plans 
offer limited or no out-of-network benefits. 

Another issue with the authorization process has to do with the 
application of postaudit reviews (reviewing the appropriateness of 
the psychological assessment after it has been performed). This 
type of procedure is often used with high-volume providers or 
those who have a track record of high-quality and responsible 
assessment services within a managed care network. Although this 
cuts down on the hassles and delays that are part of the preautho- 
rization process, it leaves the provider vulnerable to nonpayment 
for services that are determined after the fact to be unnecessary. 

The last issue to be discussed in this section has to do with the 
interface between authorization and reimbursement. The problem 
arises when an MCO appropriately authorizes an assessment ser- 
vice based on a rule-out diagnostic question but then cannot pay 
the provider for the authorized services because the final diagnosis 
is one not covered under the MCO's  contract. 

A psychologist was requested to conduct a psychological assessment 
to determine a differential diagnosis between two mental disorders 
that were covered by the insurer. The diagnosis found was one not 
covered by the insurer. Despite prior authorization for the testing, the 
psychologist was told that "the computer" could not pay him for a 
noncovered diagnosis. When the psychologist sought advice, he was 
directed to change the diagnosis to one of the covered ones to get paid, 
despite the fact that this would constitute insurance fraud. 

The problems outlined above stem from the fact that many prean- 
thorization decisions are driven by economics rather than by a 
sound clinical rationale. In part, this is an understandable reaction 
to some past practices of administering a full psychological test 
bat0 Tl Tc515.84 0 8ana0 Tw(some ) Tj22.08 0 TD1 1 c0 Tw(to ) T7prg0.58 Tc0 Tw(some ) Tj22.08 0 tiassessmen81 145cne1rw(above ) T rg0.58 Tci5tTD1 1 1 rg0.48 Tc0 48 1 1 1 rg0 Tj25.20t h e  s o m e  s.48 Tc0 Tw(those ) T 1 1 rg0.38costly,w(test )w(above ) T rg0.58D1 1 1 rg0.48 Tc0 aud. a c a r e  
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make it clear they are useful within the health care system. Pro- 
viding a therapist with information about occupational and voca- 
tional possibilities for a patient despondent about his or her ability 
to live independently may be an important mental health 
intervention. 

Moreover, many normal-range personality traits (e.g., intro- 
version-extroversion) are highly relevant to mental health treat- 
ment assignments (e.g., group vs. individual therapy), and evalu- 
ating such traits promotes efficient and cost-effective treatments 
(Harkness & Lilienfeld, 1997; Sanderson & Clarkin, 1994). 

Other issues of clinical significance result from restrictions of 
services due to a  Tw(19t ) Tj41.76  

Larger Systems Issues 

There remain several issues that deserve attention. The first 
concerns the failure of most national companies to reimburse for 
appropriately trained and supervised students, interns, or unli- 
censed postdoctoral psychologists to conduct assessments. When 
these evaluations are done under the close supervision of a li- 
censed psychologist as part of an organized training program, they 
should count for reimbursement purposes as being conducted by 
that licensed psychologist. The supervising p r o g r a m ,  
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be a frequent and valued activity for psychologists and that the 
effect of managed care on assessment has been decidedly negative. 
Piotrowski, Belter, and Keller (1998) reported findings from their 
survey of members of the National Register of Health Service 
Providers in Psychology that show that managed care has dimin- 
ished assessment practices and shifted the focus primarily to quick 
and inexpensive measures. Our perspective is that the field of 
psychological assessment faces enormous obstacles in the current 
health care delivery system. These include outright refusal to 
endorse assessment as a worthwhile clinical activity, difficulties in 
gaining preauthorization for testing, substantial problems with 
reimbursement, and interference in assessment decisions that are 
appropriately the purview of the psychologist who provides this 
service. 

MCO assessment policies are not solely responsible for the 
decline in psychological assessment. 
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W o r k i n g  Wi th  P a t i e n t s - C o n s u m e r s  

Most members of the public are unaware of the potential value 
of psychological assessment. Although many patients are assessed 
in the course of their treatment in both inpatient and outpatient 
settings, most receive little feedback about the clinician's findings. 
At times, only fragments of the assessment results may be shared 
with patients by the treating psychiatrist. Psychologists should do 
more to educate patients and the public about the merits of psy- 
chological assessment. An occasional inkblot may appear in a 
made-for-TV movie or in a soap opera, but psychologists have not 
launched a concerted public education campaign to promote psy- 
chological assessment or to correct the faulty impressions con- 
veyed by such programs. 

W o r k i n g  T h r o u g h  Po l i t i ca l  A c t i o n  

Finally, an enhanced legislative and regulatory agenda on behalf 
of psychological assessment at national and state levels is needed. 
To this end, we propose a variety of strategies. These include (a) 
educating mental health lobbyists about assessment benefits, re- 
search, ethics, and practice; (b) arguing for more consistency in 
benefits for assessment; (c) lobbying for reimbursement for neu- 
ropsychological assessment from medical-surgical benefits; and 
(d) working with the Social Security Administration and the work- 
ers' compensation system to promote psychological assessment as 
an overall cost-saving mechanism. 

Final  C o m m e n t  and R e c o m m e n d a t i o n  

This article reflects a synthesis of problems and recommenda- 
tions to address concerns voiced by more than 400 APA members 
regarding threats to the viability of psychological assessment in the 
health care marketplace. We hope that it serves to illustrate both 
the complexity of our mission to promote psychological assess- 
ment and the need to protect it as a vital component of psycho- 
logical practice, science, and training. All psychologists, regard- 
less of their professional interests, stand to lose if  the stature of 
psychological assessment is further eroded in the health care 
marketplace. We offer this review to suggest ways in which 
psychology as a whole can counter the threats to psychological 
testing and assessment in the rapidly changing health care delivery 
system. This goal is well within the spirit of the recent APA 
Council of Representatives resolution, which identified addressing 

the effect of the changing health care environment as one of the top 
priorities of the APA (APA Council of 
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