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Understanding when retesting
is most useful can help clarify
diagnosis and treatment

he evolution of illness prevention, diagnosis, and treat-

ment has involved an increased appreciation for the clin-

ical utility of longitudinal assessment. This has included
the implementation of screening evaluations for high base rate
medical conditions, such as cancer, that involve considerable
morbidity and mortality.

Unfortunately, the mental health professions have been slow
to embrace this approach. Baseline assessment with psycho-
logical /neuropsychological screening tests and more compre-
hensive test batteries to clarify diagnostic status and facilitate
treatment planning is far more the exception than the rule in
mental health care. This seems to be the case despite the strong
evidence supporting this practice as well as multiple surveys
indicating that psychiatrists and other physicians report a high
level of satisfaction with the findings and recommendations of
psychological /neuropsychological test reports.'?

There is a substantial literature that reviews the relative indi-
cations and contraindications for initial psychological /neuro-
psychological test evaluations.*” However, there is a paucity
of clinical and evidence-based information regarding criteria
for follow-up assessment. Moreover, there are no consensus
guidelines to inform decision-making regarding this issue.

In general, good clinical practice for baseline assessment and
reexamination should include administration of both psycho-
logical and neuropsychological tests. Based on clinical expe-
rience, this article addresses the relative indications and
contraindications for psychological/neuropsychological
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test reassessment of adults seen in psychi-
atric care. It also outlines suggested time
frames for such reevaluations, based on the
patient’s clinical status and circumstances.

Why are patients not referred for
reassessment more often?

There are several reasons patients are not
referred for follow-up testing, beginning
with the failure, at times, of the psycholo-
gist to state in the recommendations section
of the test report whether a reassessment is
indicated, under what circumstances, and
within what time frame. Empirical data is
lacking, but predicated on clinical experi-
ence, even when a strong and unequivocal
recommendation is made for reassessment,
only a very small percentage of patients are
seen for follow-up evaluation.

There are numerous reasons why this
occurs. The patient and/or the psychiatrist
may overlook or forget about the recom-
mendation for reassessment, particularly
if it was embedded in a lengthy list of rec-
ommendations and the suggested time
frame for the reassessment was several
years away. The patient and the psychiatrist
may decide against going forward with a
reexamination, for a variety of substantive
reasons. The patient might decline, against
medical advice, to be retested. The patient
may fail to make or keep an appointment
for the follow-up reexamination. The
patient might leave treatment and become
lost to follow-up. The patient might not be
able to find an appropriate psychologist.
The insurance company may decline to
authorize follow-up testing.?

Indications for reevaluation
Follow-up testing generally is indicated in
the following circumstances:

Patients who are likely to soon improve or
worsen. Reassessment is indicated when,
based on the initial evaluation, the patient
has been identified as having a neuropsy-
chiatric disorder that is likely to improve
or worsen over the next year or 2 due to
the natural trajectory of the condition
and the degree to which it may respond
to treatment.

Patients who are likely to improve include
those with mental status changes referable to
>1 medical and/or neuropsychiatric factors
that are considered at least partially treat-
able and reversible. Patients who fall within
this category include those who have mild
to moderately severe head trauma or stroke,
have a suspected or known medication- or
substance-induced altered mental status,
appear to have depression-related cognitive
difficulties, or have an initial or recurrent epi-
sode of idiopathic psychosis.

Patients whose conditions can be expected
to worsen over time include those with
a mild neurocognitive disorder or major
neurocognitive disorder of mild severity that
is considered referable to a progressive neu-
rodegenerative illness such as Alzheimer’s
disease based on family and personal history,
their psychometric test profile, and other fac-
tors, including findings from positron emis-
sion tomography scanning.

Older patients who were referred primarily
due to a strong family history of major neuro-
cognitive disorder but with no clear-cut con-
cerning findings on baseline testing warrant
reevaluation in the event of the emergence
of significant cognitive and/or psychiatric
symptoms and/or a functional decline since
the baseline examination.

Patients who have been seen for initial test
evaluations prior to interventions such as
neurosurgery (including psychosurgery),
electroconvulsive therapy (ECT), transcra-
nial magnetic stimulation, cognitive rehabili-
tation, etc.

Patients undergoing a substantial transition.
Reevaluation is appropriate for a broad range
of patients experiencing difficulties when
undergoing a significant lifestyle transition or
change in level of care. This includes patients
considering a return to school or work after
a prolonged absence due to neuropsychiat-
ric illness, or for whom there are questions
regarding the need for a change in their level
of everyday care. The latter includes patients
who are returning to home care from assisted
living, or transferring from home-based ser-
vices to assisted living or a skilled nursing
facility.

What about patients with psychiatric disor-
ders? A “grey area” pertains to reassessment
of patients with neuropsychiatric disorders
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continued from page 19
Psychological/neuropsychological reexamination:
Indications and contraindications

Indications Contraindications

e Patients who are likely to soon improve or worsen

e Older patients who were referred primarily due to
a strong family history of major neurocognitive
disorder but with no clear-cut concerning findings
on baseline testing

¢ Patients with advanced major
neurocognitive disorder

e Patients with transient episodes of
poor functioning

¢ Patients who have not improved or
worsened over an extended time,
and a protracted change is not
anticipated

Neuropsychological
reassessment

e Patients who have been seen for initial test evaluations
prior to interventions such as neurosurgery or ECT

e Patients undergoing a significant lifestyle transition or
change in level of care

A ‘grey area’ pertains to reassessment of patients with neuropsychiatric disorders such as
schizophrenia, bipolar disorder, MDD, and OCD. Consider reevaluation for patients with a family and/
or personal history of cognitive/neuropsychological impairment, structural brain abnormalities on
neuroimaging, a concerning cognitive/neuropsychological profile, or any other factors that raise the

M index of suspicion for a possible progressive deteriorative course of illness

ECT: electroconvulsive therapy; MDD: major depressive disorder; OCD: obsessive-compulsive disorder

Consider
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such as schizophrenia and related psychotic
disorders, bipolar disorder, major depressive
disorder, and obsessive-compulsive disorder.
Patients with these conditions often have
high rates of cognitive/neuropsychological
impairment on baseline testing, even when
they appear to be improving from a psychi-
atric perspective, are reasonably stable, and
may even be in remission.!?

These deficits are frequently a mix of pre-
illness, prodromal, and early-stage illness—
related neurocognitive difficulties that, for
the most part, remain stable over time. That
said, there is emerging evidence of worsen-
ing cognitive change over time following a
first episode of psychosis for some patients
with schizophrenia.”

In general, reevaluation should be con-
sidered for patients with a family and/or
personal history of cognitive/neuropsycho-
logical impairment, structural brain abnor-
malities on neuroimaging, a concerning
cognitive/neuropsychological profile, or any
other factors that raise the index of suspi-
cion for a possible progressive deteriorative
course of illness.*>*

Patients with personality disorders who
have had a baseline psychometric evaluation
do not clearly warrant reassessment unless
they develop medical and/or psychosocial
difficulties that are often linked to prob-
lematic personality traits/patterns and that

result in significant and persistent mental
status changes. For example, reassessment
might be indicated for a patient with border-
line personality disorder who has new-onset
or worsening cognitive and/or psychiatric
complaints/symptoms after sustaining a
head injury while intoxicated and embroiled
in a domestic conflict triggered by anger and
fears related to abandonment and separation.
Reevaluation also should be considered
when a patient with a personality disorder
has had a baseline assessment and subse-
quently completes an intensive, long-term
treatment program that is likely to improve
their clinical status. In this context, retesting
may help document these gains. Examples
of such programs/services include residen-
tial psychiatric and/or substance abuse care,
object relational/psychodynamically-based
psychotherapy, an extended course of dialec-
tical behavioral therapy, or a related coping
skills/distress tolerance psychotherapy.

Contraindications for
reassessment

Retesting generally is not indicated in the
following circumstances:

Patients with advanced major neurocogni-
tive disorder. Reassessment is not indicated
for such patients when there are no new
questions regarding diagnosis, prognosis,



level of care, and/or related disposition
issues.

Patients with transient episodes of poor
functioning. For the most part, reassess-
ment is not helpful for patients with
well-established diagnoses and treatment
plans who, based on their history, experi-
ence time-limited, recurrent episodes of
poor functioning and then reliably return
to their baseline with ongoing psychiatric
care. This includes patients with border-
line personality disorder and other person-
ality difficulties with histories of transient
decompensation in response to psychoso-
cial and psychodynamic triggers.

Patients who do not improve or worsen over
time. Reassessment is not indicated when
there has been no clear, sustained improve-
ment or worsening of a patient’s clinical sta-
tus over an extended time, and a protracted
change is not anticipated. In this situation,
reassessment is unlikely to yield clinically
useful information beyond what is already
known or meaningfully impact case formu-
lation and treatment planning.

The Table*'* (page 30) summarizes
the relative indications and contraindica-
tions for psychological/neuropsychological
reexamination.

Time frames for reassessment
Time frames for retesting vary considerably
depending on factors such as diagnostic sta-
tus, longitudinal course, treatment param-
eters, and recent/current life circumstances.
While empirical data is lacking regard-
ing this matter, based on clinical experi-
ence, reevaluation in 18 to 24 months is

generally appropriate for patients with

Bottom Line
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neuropsychiatric conditions who are likely
to gradually improve or slowly worsen over
this time. Still, reexamination can be sooner
(within 12 to 18 months) for patients who
have experienced a more rapid and steep
negative change in clinical status than ini-
tially anticipated.

For most patients with major mental ill-
ness, reexamination in 3 to 5 years is prob-
ably a reasonable time interval, barring a
poorly understood and clinically significant
negative change in functioning that war-
rants a shorter time frame. This suggested
time frame would allow for sufficient time
to better gauge improvement, stability, or
deterioration in functioning and whether
the reason(s) for referral have evolved. On
the other hand, this time interval is some-
what arbitrary given the lack of empirical
data. Therefore, on a case-by-case basis, it
would be helpful for psychiatrists to consult
with their patients and preferably with the
psychologist who completed the baseline
evaluation to determine a reasonable inter-
val between assessments.

For patients who have undergone long-
term/intensive treatment, reassessment in
3 or 6 months to as long as 1 year after the
patient completes the program should be
considered. Patients who undergo medical

continued on page 37

Only a very small percentage of patients referred for follow-up psychological/
neuropsychological test reevaluation actually undergo reexamination. Such
retesting may be most helpful for certain patient populations, such as those who
are likely to soon improve or worsen, were referred based on a family history of
major cognitive disorder but have no concerning findings on baseline testing, or
are undergoing a substantial life transition.
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continued from page 31

interventions such as neurosurgery or
ECT—which can be associated with short-
term, at least partially reversible negative
effects on mental status—reassessment
usually is most helpful when initiated as
one or more screening level examinations
for several weeks, followed by a compre-
hensive psychometric reassessment at the
3- to 6-month mark.

Suggestions for future research
Additional research is needed to ascertain
the attitudes and opinions of psychiatrists
and other physicians who use psychomet-
ric test data regarding how psychologists
can most effectively communicate a recom-
mendation for reassessment in their reports
and clarify the ways psychiatrists can
productively address this issue with their
patients. Survey research of this kind should
include questions about the frequency with
which psychiatrists formally refer patients
for retesting, and estimates of the rate of
follow-through.

It also would be desirable to investigate
factors that may facilitate follow-through
with recommendations for reassessment,
or, conversely, identify reasons that psy-
chiatrists and their patients may decide to
forgo reassessment. It would be important
to try to obtain information regarding the
optimum time frames for such reevaluation,
depending on the patient’s circumstances
and other variables. Evidence-based data
pertaining to these issues would contribute

to the development of consensus guidelines
and a standard of care for psychological/
neuropsychological test reevaluation.
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