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Jacqueline J. Hinckley, Ph.D., BC-ANCDS 
Board Certified – Neurogenic Communication 

Disorders 

!  The presenter has no relevant financial or 
non-financial relationships to the content of 
this presentation to disclose. 

1.  Know why and when to use cognitive 
screenings. 

2.  Calculate estimated cognitive-linguistic 
impairments on your caseload using 
prevalence data. 

3.  Understand the long-term consequences of 
cognitive impairments, and whether we can 
effectively identify it by informal clinical 
observation. 

4.  Compare four cognitive screening tools. 
5.  Discuss billing and reimbursement issues. 

CASE #1 CASE #2 

Pt. with right hemispheric 
hemorrhagic CVA, 
talking, but with left 
hemiparesis 

Pt. diagnosed 3 years 
earlier with Parkinson’s 
disease, referred for 
swallowing evaluation 

Should you conduct a speech, 
language, and cognitive screening on 
either or both of these patients? CASE #1 

!  Practice Guidelines for 
Stroke (Duncan et al, 2005) 
recommend that all patients 
who have had stroke have 
initial screenings that 
include speech, swallowing, 
language, and cognition, 
and then brief assessments 
to determine rehabilitation 
needs 

!  You can access these 
guidelines 
on ASHA’s EBP 
Compendium 
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From:  Duncan et al, 
(2005), Management 
of Adult Stroke 
Rehabilitation Care:  A 
Practice Guideline.  
Stroke, 36, e100-
e143. 

CASE #1 CASE #2 

Pt. with right hemispheric 
hemorrhagic CVA, 
talking, but with left 
hemiparesis 

Pt. diagnosed 3 years 
earlier with Parkinson’s 
disease, referred for 
swallowing evaluation 

Should you conduct a speech, 
language, and cognitive screening on 
either or both of these patients? 

CASE #1 CASE #2 

!  Practice Guidelines for 
Stroke (Duncan et al, 2005) 
recommend that all patients 
who have had stroke have 
initial screenings that 
include speech, swallowing, 
language, and cognition, 
and then brief assessments 
to determine rehabilitation 
needs 

!  You can access these 
guidelines 
on ASHA’s EBP 
Compendium 

!  Approximately 75% of 
patients with Parkinson’s 
disease show signs of 
cognitive impairment at 
some point over an 8 
year period (Aarsland et al, 
2003).  These patients 
should be screened 
routinely for cognitive 
changes that may affect 
their functional abilities. 

!  Cognition is typically defined as all of the 
higher cortical mental functions. 

!  One familiar definition of cognition: “what we 
know and the processes that enable us to 
acquire and manipulate information” (Bayles, 
2001, p.252).  

!  This is an evidence-based approach to 
identifying aspects of cognition; based on a 
systematic review of the literature (Donovan, Kendall, 
Heaton, Kwon, Velozo & Duncan, 2008) 

!  Major categories of cognition: 
◦  Language, including oral language, reading/writing, 

social use of language 
◦  Attention 
◦  Executive Functions 
◦  Memory 
◦  Visual-spatial abilities 
◦  Emotional processing 
◦  Praxis 
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!  Language is not separate from all other 
cognitive functions 

!  All other cognitive functions are not 
completely separate from language  

!  See the model in the next slide 

   An otherwise healthy 49-year-old 
businessman sustained a TBI.  You 
administer a naming test.  On a visual 
confrontation naming test, with no time 
limit, he performs within normal limits and 
you do not observe any obvious naming 
problems in conversation.  However, he still 
complains of problems “remembering 
words”.  On a written naming task in which 
there is a time limit and a strategy 
constraint, he performs poorly.  

   An otherwise healthy 49-year-old businessman 
sustained a TBI.  You administer a naming test.  
On a visual confrontation naming test, with no 
time limit, he performs within normal limits 
and you do not observe any obvious naming 
problems in conversation.  However, he still 
complains of problems “remembering words”.  
On a written naming task in 
which there is a time limit and a 
strategy constraint, he performs 
poorly.  

!  Aka controlled oral word association (COWAT) 
!  Two types 
◦  Semantic fluency = naming items in a semantic 

category 
!  E.g., Animal naming  
◦  Phonemic fluency = naming items that begin with a 

letter 
!  E.g., F-A-S 
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!  Probably the most familiar is Animal Naming 
!  “I’d like to know how many animals you can 

think of and name in about a minute while I 
count them.  They could be any kind of 
animal, from the farm, jungle, ocean, or 
house pets.  For instance, you could start 
with ‘dog’.” (from Boston Diagnostic Aphasia 
Examination) 
◦  Time limit: 1 minute 
◦  Strategy constraint:  different animals 

!  Example is F-A-S task (there are others on 
different assessments) 

!  “I’d you to write down as many words as you 
can think of that start with the letter ‘F’.  
They cannot be proper nouns, no names of 
people or places.  So, you could not use 
‘Frank’ or ‘France’, for example.” 
◦  Time limit: 1 minute 
◦  Strategy constraint:  no proper nouns 

   An otherwise healthy 49-year-old 
businessman sustained a TBI.  You 
administer a naming test.  On a visual 
confrontation naming test, with no time 
limit, he performs within normal limits and 
you do not observe any obvious naming 
problems in conversation.  However, he still 
complains of problems “remembering 
words”.  On a written naming task in which 
there is a time limit and a strategy 
constraint, he performs poorly.  

!  Performance deteriorates when there is time 
pressure and constraint 

! Managing these pressures requires executive 
function ability 

!  In this case, language abilities without 
constraint are OK (visual confrontation without 
pressures), but when executive functions 
required, performance on a language task is 
decreased 

!  The definition of cognition includes language 
◦   when we screen cognitive functions we are also 

screening language functions 
!  Sidebar:  Verbal fluency reveals something 

about both language and cognition 

!  Next:  How many patients on my caseload are 
likely to have cognitive impairments? 
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!  If you really want to calculate a rough 
estimate for your caseload, gather the 
percentage of etiologies that you saw in the 
last week or month. 
◦  How many stroke patients did you see in the last 

week/month? 
◦  How many ALS/Parkinson’s/dementia patients did 

you see in the last week/month? 
◦  Divide the number in each diagnostic category by 

the total number of patients you saw in the last 
week/month. 

!  You look over your caseload/billing sheets for 
the last week and find that you saw a total of 
25 different patients that week. 
◦  10 stroke patients = 40% 
◦  5 dementia = 20% 
◦  5 Parkinson’s = 20% 
◦  5 TBI = 20% 

!  Now, using prevalence data for cognitive 
impairments in each category, we can 
estimate the percentage of cognitive 
impairments that might appear on this 
caseload. 

!  Note:  For more reliable caseload estimates, 
use a month-long sample, and sample two 
months from different times of the year. 

!  Stroke population: Perhaps as many as 50% of 
all stroke patients have some type of 
cognitive impairment Memory impairments = 61% 

Neglect  = 52% 

Edwards et al, 2006 
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!  Stroke population: Perhaps as many as 50% of 
all stroke patients have some type of 
cognitive impairment 

!  You look over your caseload/billing sheets for 
the last week and find that you saw a total of 
25 different patients that week. 
◦  10 stroke patients = 40% 
◦  5 dementia = 20% 
◦  5 Parkinson’s = 20% 
◦  5 TBI = 20% 

Dx category Est. % of 
caseload 

Est. prevalence 
of cognitive 
impairments 

Approx. % of 
cognitive 
impairments on 
your caseload 

Stroke 40% 50% 20% 

!  Stroke population: Perhaps as many as 50% of 
all stroke patients have some type of 
cognitive impairment 

!  Parkinson’s disease:  Approximately 75% of 
Parkinson’s patients develop cognitive 
impairment at some point over an 8 year 
period 

Dx category Est. % of 
caseload 

Est. prevalence 
of cognitive 
impairments 

Approx. % of 
cognitive 
impairments on 
your caseload 

Stroke 40% 50% 20% 
Parkinson’s 20% 75% 15% 

!  Dementia:  Of course, cognitive impairment is 
a diagnostic criterion for diagnosis.  The 
prevalence of dementia among people over 
the age of 65 years is approximately 8%. 

!  Cognitive impairment without dementia:  
Among older individuals, prevalence of 
cognitive impairment without dementia is 
approximately 16%. 
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Dx category Est. % of 
caseload 

Est. prevalence 
of cognitive 
impairments 

Approx. % of 
cognitive 
impairments on 
your caseload 

Stroke 40% 50% 20% 
Parkinson’s 20% 75% 15% 
Dementia 
(already 
diagnosed) 

20% 100% 20% 

Dx category Est. % of 
caseload 

Est. prevalence 
of cognitive 
impairments 

Approx. % of 
cognitive 
impairments on 
your caseload 

Stroke 40% 50% 20% 
Parkinson’s 20% 75% 15% 
Dementia 
(already 
diagnosed) 

20% 100% 20% 

Older, not 
diagnosed 

?? 16% ?? 

!  Traumatic Brain Injury 
◦  About 75% of all brain injuries are mild, and may 

result in mild cognitive impairments 
◦  About 50% of individuals hospitalized due to brain 

injury will have long-lasting cognitive impairments 

According to the CDC, www.cdc.gov/TraumaticBrainInjury 

Dx category Est. % of 
caseload 

Est. prevalence 
of cognitive 
impairments 

Approx. % of 
cognitive 
impairments on 
your caseload 

Stroke 40% 50% 20% 
Parkinson’s 20% 75% 15% 
Dementia 
(already 
diagnosed) 

20% 100% 20% 

TBI 20% 50-75% 12% 

!  ALS:  Approximately 50% of ALS patients have 
some form of cognitive impairment, primarily 
executive function and memory impairment 

!  Multiple Sclerosis:  Approximately 50% of MS 
patients have some form of cognitive 
impairment, primarily executive function and 
memory impairment 

!  Many patients in these diagnostic categories 
may be referred for swallowing evaluation 

!  If a positional or eating strategy is 
appropriate, the ability of the patient to 
implement that strategy will be dependent on 
cognitive abilities 
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Dx category Est. % of 
caseload 

Est. prevalence 
of cognitive 
impairments 

Approx. % of 
cognitive 
impairments on 
your caseload 

Stroke 40% 50% 20% 
Parkinson’s 20% 75% 15% 
Dementia 
(already 
diagnosed) 

20% 100% 20% 

TBI 20% 50-75% 12% 

67% 

!  Based on prevalence rates, the typical medical 
speech-language pathologist could have at 
least 50% of caseload with cognitive 
impairments, and perhaps higher, depending 
on work setting and caseload 

!  Many of the cognitive impairments may be 
mild but still significantly affect functional 
communication abilities and therefore 
independent living. 

!  Cognitive-linguistic impairments are highly 
prevalent in medical speech-language 
pathology 

!  Next:  Long-term consequences of cognitive 
impairment – especially undetected cognitive 
impairment – can be serious. 

Patients with cognitive impairments 
have a mortality rate of 19.8 deaths 
per 100, compared to a rate of 6.9 
deaths per 100 for those without 
cognitive impairments, after 
controlling for other demographic and 
physical factors such as age, other 
health risk factors, and physical 
disability) (Tatemichi et al, 1994) 
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Other studies have shown that 
cognitive impairments are associated 
with a greater risk of recurrent stroke 

 (Donovan, Kendall, Heaton, Kwon, Velozo, & Duncan, 2008). 

!  institutionalization, 
!  inactivity, which can  lead to other health 

problems, or  
!  dependence on others for routine tasks 

(for a review, see Barker-Collo & Feigin, 2006) 

In a sample of 294 patients with 
cognitive impairment, 26.5% were 
institutionalized.  

(Patel et al, 2003) 

Among patients with persistent 
cognitive impairment, one study found 
that 83% of them were inactive. 

(Wade, Leigh-Smith, & Langton Hewer, 1985)  

In a sample of 273 consecutive patients 
enrolled in a rehabilitation unit, hemineglect 
and aphasia were both statistically significant 
risk factors for lower levels of mobility and 
independence at discharge. These authors 
interpret their results as a demonstration of 
the need for early identification of cognitive 
impairments. 

(Paolucci, Antonucci, Gialloreti, Traballesi, Lubich, Pratesi, & Palombi, 
1996)  

Since there are so many debilitating outcomes 
of long-term cognitive impairment, they must 
be identified so that they can be 
appropriately managed 
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Or, can we accomplish effective cognitive 
screening with informal observation? 

In a stroke population, compared routine 
clinical observation as recorded in the 
medical chart to an administration of a formal 
cognitive screening 

The purpose was to determine the validity of 
the practice guideline recommending formal 
cognitive screening to identify rehabilitation 
needs 

Typical clinical observation 
recorded in medical chart 

Administration of formal 
cognitive assessment 

# cases identified 

Anomia            1 

Hearing impairment  3 

Aphasia    4 

Memory impairment     22

Visual spatial neglect   11 

# cases identified 

Anomia          34 

Hearing impairment     22 

Aphasia         19 

Memory impairment    32 

Visual spatial neglect  28 

(Edwards et al, 2006) 

Percentage of missed cases: 
Anomia      97% overlooked 

Hearing impairment    86% overlooked

Aphasia      75% overlooked 

Memory impairment    31% overlooked 

Visual spatial impairment   61% overlooked 

!  Probably at least 50% of a medical speech-
language pathologist’s caseload has some 
type of cognitive impairment, based on 
prevalence rates by diagnostic category 

!  Most of these cognitive impairments may be 
missed when a formal cognitive screening is 
not completed 

!  Persistent cognitive impairments affect 
mortality rates, recurrence, and functional 
independence 
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!  The best cognitive screening tools should be 
supported by an accumulation of evidence 
that shows: 
◦  Sensitivity = ability for the screening to detect 

individuals who DO have a problem 
◦  Specificity = ability for the screening to detect 

individuals who do NOT have a problem 

Overall Cognitive 
Screening Aphasia Screening 

!  Cognistat 
!  MoCA test 
!  VA SLUMS 

Note:  Although Mini 
Mental Status Exam is 
common, it is less 
sensitive to mild 
cognitive impairments 
than the screenings 
listed above 

!  Frenchay Aphasia 
Screening Test (FAST) 

!   A brief cognitive screening that is very 
well established in terms of reliability and 
validity for a number of different disorders 
and applications. 

!  Approximate administration time is 10 
minutes for normal populations, but up to 
20-30 minutes for impaired populations.   

!  Appropriate for ages 12 years and up. 

!  Assesses functions in the following areas: 
◦  Attention span 
◦  Language 
◦  Orientation 
◦  Memory 
◦  Calculation 
◦  Reasoning and Judgment 
◦  Constructional ability 

!  You must purchase the test or the web-based 
assessment.  More information about 
purchase and evidence supporting its use is 
available at: http://www.cognistat.com.   

!  A brief cognitive screening designed to 
identify mild cognitive impairment and 
dementia.  

!  The tool assesses attention, executive 
functions, memory, visuospatial abilities, 
language, calculation, conceptual thinking 
and orientation. 

!  Approximate administration time is 10 
minutes.   

!    
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!  Permission to use the test is granted freely to 
health care providers.  You can download the 
protocol, instructions, and references at:  
http://www.mocatest.org. 

MMSE MOCA 

!  Orientation   ✓

!  Recall of 3 items  

Name three objects: one second to say 

each. 
Then ask the patient to name all three 
after you have said them. 
Give one point for each correct answer. 
Then repeat them until he learns all 
three. 
Count trials and record.   

Ask	  the	  pa5ent	  if	  you	  may	  test	  his	  or	  her	  memory.	  Then	  
say	  the	  names	  of	  three	  unrelated	  objects,	  clearly	  
and	  slowly,	  about	  one	  second	  for	  each.	  AGer	  you	  
have	  said	  all	  three,	  ask	  him	  or	  her	  to	  repeat	  them.	  
This	  first	  repe55on	  determines	  the	  score	  (0-‐3)	  but	  
keep	  saying	  them	  un5l	  he	  or	  she	  can	  repeat	  all	  
three,	  up	  to	  six	  trials.	  If	  he	  or	  she	  does	  not	  
eventually	  learn	  all	  three,	  recall	  cannot	  be	  
meaningfully	  tested.	  	  

!  Orientation   ✓


!  Recall of 5 items after 
5 minutes 

MMSE 

MOCA 

!  TRIALS 
Attention and calculation  (5) 

!  Serial 7s: one point for each 
correct. 
Stop after five answers. 
Alternatively spell 'world' 
backwards.   

!  Ask	  the	  pa5ent	  to	  begin	  with	  100	  and	  count	  
backwards	  by	  7.	  Stop	  aGer	  five	  subtrac5ons	  
(93,	  86,	  79,	  72,	  65).	  Score	  the	  total	  number	  
of	  correct	  answers.	  If	  the	  pa5ent	  cannot	  or	  
will	  not	  perform	  this	  task,	  ask	  him	  or	  her	  to	  
spell	  the	  word	  'world'	  backwards.	  The	  score	  
is	  the	  number	  of	  leRers	  in	  correct	  order,	  eg	  
dlrow	  5,	  dlowr	  3 

MMSE 

MOCA 

Language	  	  (9)	  
Name	  a	  pencil	  and	  watch	  (two	  
points).	  
Repeat	  the	  following:	  'No	  ifs,	  
ands	  or	  buts'	  (one	  point).	  
Follow	  a	  three-‐stage	  
command:	  'Take	  a	  paper	  in	  
your	  right	  hand,	  fold	  it	  in	  half	  
and	  put	  it	  on	  the	  floor'	  (three	  
points).	  
Read	  and	  obey	  the	  following:	  
Close	  your	  eyes	  (one	  point).	  
Write	  a	  sentence	  (one	  point). 

MMSE Copying MOCA Copying 
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MMSE MOCA 

!  Normative scores 
suggest dementia but 
the same scores are 
associated with other 
possible disorders, 
such as depression or 
psychiatric disorder. 

!  Interaction with 
education level. 

!  Normative scores 
provided to 
differentiate normal vs. 
mild cognitive 
impairment vs. 
dementia 

!  See http://
mocatest.org/
normative_data.asp 

For information, email:  aging@slu.edu 
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!  Recommended in practice guidelines for 
aphasia screening – designed to be used by 
non-specialists (Salter et al, 2006).  

!   Score below cut-off indicates referral to SLP. 
!  3-10 minute administration time 

Detects Mild 
cognitive 
impairment? 

Executive 
function tasks? 

Availability 

MMSE NO NO Purchase 

MOCA YES YES Download; free 
rights to health 
care providers 

SLUMS YES YES Download; 
contact 
developer for 
rights to  use 

COGNISTAT YES YES Purchase 

!  We are compelled by practice guidelines and 
ethical practice to be sure to identify any 
cognitive impairments in our patients 

!  Cognitive impairments may be more 
prevalent than we realize and may often be 
overlooked during informal clinical 
observation 

!  Three formal cognitive screening tools are 
available that are well supported by evidence 
and are sufficiently sensitive to identify 
milder cognitive impairments 

ASHA’s Evidence-Based Practice Compendium 
!  http://www.asha.org/members/ebp/

compendium/N-CEP-background.htm

Once at the compendium, click on the index 
listing for “cognition”, and you will find 
practice guidelines for assessment and 
treatment of cognitive impairments.

!  Cognistat:  http://www.cognistat.com 
!  MoCA:       http://www.mocatest.org 
!  SLUMS:       Please email for rights to use:          

aging@slu.edu 
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Contact me with questions 
or comments 

jhinckle@usf.edu 
Dr.JJHinckley@gmail.com 
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BILLING	  AND	  REIMBURSEMENT	  QUESTIONS	  
	  
From	  ASHA,	  “New	  CPT	  Evaluation	  Codes	  for	  SLPs”,	  
http://www.asha.org/Practice/reimbursement/coding/New-‐CPT-‐Evaluation-‐Codes-‐for-‐
SLPs/	  
	  
How should I bill for a cognitive evaluation? 
SLPs should bill CPT 96125 (Standardized cognitive performance 
testing, per hour) if a complete cognitive standardized test is used 
and the combined time it takes to conduct the evaluation, interpret 
the results, and write the report is at least 31 minutes. Sub-tests of 
standardized tests may be used only if the subtests themselves are 
standardized. 
 
What if the cognitive evaluation does not included 
standardized testing? 
CPT 96125 may only be billed if standardized testing is part of the 
evaluation process. If you are providing a cognitive-only evaluation 
(e.g., memory, attention, executive function) that does not include a 
communication (i.e., language) component, there is no appropriate 
alternative for billing.  
 
Payers are increasingly placing emphasis on the use of standardized 
tests and SLPs are encouraged to include them (e.g., St. Louis 
University Mental Status Examination [SLUMS], Ross Information 
Processing Assessment – Second Edition [RIPA-2]) as part of the 
cognitive evaluation process. 
 
Can I use 92523 (speech sound production and language 
evaluation) for a cognitive-communication evaluation? 
If you are assessing cognitive skills using only non-standardized tools 
in conjunction with a full speech and language evaluation, you may 
use CPT 92523. However, speech-language abilities should be the 
dominant focus. 
 
Selections from  
http://www.asha.org/events/convention/handouts/2014/1311-nikjeh/  
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