
L
ast month, I used a baseball
theme in my review of ICD-9-
CM coding issues in dementia.
By request, I’m back this
month for Game Two of a

summer coding doubleheader. This time
I’ll focus on CPT coding issues. CPT is,
of course, the abbreviation for Current
Procedural Terminology, a catalog of med-
ical interactions developed in the 1960s
and owned by the AMA. These days we
use it to characterize the delivery of med-
ical services in the US. As such it is the
basis for RVU assignments that govern
reimbursement and determine how much
we get paid for what we do. Although it
follows a similar pattern of using five-
digit numerical codes, it is even less of a
taxonomy than the ICD, since it is athe-
oretical and possesses no real intrinsic
organizing principle apart from numeri-
cal sequences. 

Even this brief introduction points out
that using the CPT system for character-
izing work puts us behind in the count in
our approach to dementia patients. After
all, it is procedural terminology and the
office approach to dementia involves
work that is more mental than manual.
Perhaps owing to its surgical origins, the
CPT is notorious for undervaluing think-
ing relative to doing. There have been
some abortive attempts to introduce a
procedural code for dementia evaluation,
but to date this idea hasn’t been warmly
received by the decision-makers. 

RVUs and RBIs
Lacking a designated hitter for the diag-
nostic approach to dementia, we’re left
with our regular line-up of Evaluation

and Management (E&M) codes. In out-
patient settings these fall into the cate-
gories of consultations, new patients, and
established patients. 

The power hitter in E&M group is
consultation, which in most situations
will give us the most bang (RVUs) for the
buck (time). To review the basics, a con-
sultation (9924X) requires a request for
an opinion by another physician and a
written report back to the referring
provider. Being sure that the consultation
requirements are fulfilled will result in 15
to 25 percent higher RVU assignment for
doing what amounts to the same work
when performed as part of a “new
patient” evaluation (9920X series).

Initial assessments for dementia gener-
ally meet Medicare’s guidelines for the
highest visit complexity (e.g., 99205 or
99245), because they often involve
obtaining information from an accessory
informant, entrain a reasonably compli-
cated differential diagnosis, usually occur
in people with other chronic health con-
ditions, require tests to be ordered or
reviewed, and other similar complicating
factors. If the medical decision-making
element is complex, the provider must
also document a “comprehensive” history
and a “comprehensive” exam. 

What is comprehensive in this situa-
tion? If we turn to the Official Rules
book—in this case, Medicare’s E&M
coding guidelines1,2—we find that there
are, in fact, two standards from which we
can choose. This is not unlike the rules
differences in major league baseball that
allow use of the designated hitter in the
American League and proscribe one in
the National League. The guidelines date

to 1995 and 1997; updates have been
proposed to simplify and clarify these
arcane rules, but the updating process
hasn’t gotten out very far out of the bat-
ter’s box. So, we’re stuck using a system
that’s acknowledged as outdated and inef-
fective because the management can’t
agree on how to replace it. 

In most situations, the 1995 guide-
lines are easiest for neurologists to use,
because they are less demanding of detail
in specific aspects of the exam. The 1997
guidelines, for instance, require docu-
mentation of at least 23 specific elements
to qualify a neurologic exam as “compre-
hensive.” However, in dementia evalua-
tion it might pay off better to be a switch
hitter and aim for the 1997 Guidelines by
thinking like a psychiatrist. The ’97
Guidelines specify something called the
Single System Psychiatric exam. This
approach provides a good match-up for
assessing the elements of cognition and
behavior most important for characteriz-
ing dementia. This allows the clinician to
focus on key dementia features and perti-
nent aspects of the neurologic exam,
rather than trying to guess somebody
else’s interpretation of what’s important
to examine. The details called out in the
guidelines also make it easier to assure
interested third parties (read: auditors)
that our idea of “comprehensive” is the
same as Medicare’s.

It’s usually in this context that I’m
asked the inevitable question, “Can I bill
for doing the Mini-Mental?” As always, I
am compelled to answer, “No.” So, why
not? The simple answer is that there is no
CPT code for administering this (copy-
righted) cognitive screening test. At a
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deeper level, the reason for blocking reim-
bursement for the MMSE is that cogni-
tive assessment is considered
intrinsic to Medicare’s defi-
nition of a comprehen-
sive exam. For in-
stance, the 1997
guidelines require
one to document
all of the follow-
ing as necessary
elements in the
comprehensive
neurologic exami-
nation: orientation,
recent and remote
memory, attention and
concentration, language,
and fund of knowledge. That’s
why Medicare considers billing sepa-
rately for a MMSE a balk. 

Getting the Save
So what can we do to capture the extend-
ed work associated with careful dementia
assessment? One possibility is to conduct
as separate, detailed cognitive exam that
doesn’t duplicate what we’ve already done
in the comprehensive exam. The current
CPT code for this is 96116, which is
defined as “clinical assessment of thinking,
reasoning and judgement (e.g., acquired
knowledge, attention, memory, visual spatial
abilities, language functions, planning),
with interpretation and report.”

Acceptable examples of what might be
included in a 96116 evaluation include
“full evaluation of digit span, a four item
similarities task, a 15-item naming task, a
10-word learning test with recall and
recognition, four drawing items, and a
word-list generation task.”3 Payment for
this procedure is based on time in hourly
increments. So, to be validly billed, ad-
ministration, interpretation, and prepara-
tion of the report must occupy more than
30 minutes of physician time. Ancillary
staff can do the testing, but the physician
must meet the time standard personally
(i.e., no credit is given for the staff time). 

Most of us don’t have the time, train-
ing, or inclination to do this kind of

structured neuropsychological
testing. As a result, some

Medicare carriers rou-
tinely deny pay-

ment on this
code when sub-
mitted by prac-
titioners other
than psychia-
trists or psy-
chologists.3

Baseball is
different from

most sports in that
it is not played to the

ticks of a clock, but
rather the achievement of

milestones: bases, strikes, outs,
innings and so forth. It would be nice if
the office worked that way, too—but we
all know it doesn’t. However, it is possible
to use the clock to one’s advantage in
dementia care. Using time to guide the
level of service is often worthwhile in fol-
low-up situations. If more than half of
any visit is spent in “counseling or coordi-
nation of care,” the face-to-face time can
be used to determine the appropriate cod-
ing for the service.2 The family counsel-
ing, safety discussions, prognostication
and referral to other service providers
(like nursing, social work and day care)
that dominate many dementia follow-up
visits count toward the time-based deter-
minations of service. In general, if these
talking services occupy more than half of
25 minutes’ face-to-face time with patient
and family, assigning a level 4 follow-up
(99214) is appropriate. No other detailed
documentation of history or exam is
required for the visits when using time as
the determining factor.

Though frequent use of high-level
E&M codes sometimes triggers concerns
about raising the risks for audit, there is
good evidence to support routine use of
higher levels of service in dementia care.
The presence of dementia markedly

increases the costs and complexity of car-
ing for routine medical conditions like
diabetes and heart failure.4 This may
underlie the shift toward more frequent
use of higher level codes in dementia
patients. One study identified more than
twice the proportion of level 4 coded fol-
low-up visits among people with demen-
tia compared to all diagnoses in the
Florida Medicare system.5 Therefore,
when facing the complicated care of
dementia patients and families in the
office, it appears well justified to bring
out the aces in our CPT line-up to best
capture reimbursement for the efforts we
put out.

Like the 162-game pro baseball sea-
son, care of the chronic dementia patient
can be a long, and sometimes grueling
process full of both rewards and frustra-
tions. When it comes to coding successes,
we’ll win some and we’ll lose some, but—
just like in the Grand Old Game—per-
sistence, sticking to the fundamentals,
and knowing the rules will likely pay off
more times than not. PN

This article contains references to guide-
lines, regulations, and other policy materials.
The information provided is only intended to
be a general summary and should not be con-
strued as legal advice. Readers should review
the specific statutes, regulations and local cov-
erage decisions to guide their specific practices.
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