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Introduction
Speech-language pathology Current Procedural Terminology (CPT) codes are primarily service-based. There are CPT codes that are reported by speech-language pathologists that are time-based: the first hour of a speech-generating device (SGD) evaluation, each additional 30 minutes of the SGD evaluation, aphasia evaluation, the first hour of an aural rehabilitation evaluation, and each additional 15 minutes of the aural rehabilitation evaluation. All other procedures are procedure-based. That is, the CPT code is reported once regardless of the length of the appointment.

In the past, some payers including Medicare for institutional settings, paid for speech-language pathology services using time units, usually 15-minute units. Thus, a speech-language pathologist might have been able to bill for 3 units of therapy, or 45 minutes. Now, payers are gradually implementing payment policies based on strict CPT (Current Procedural Terminology codebook) descriptors; if there is no time designated in the official descriptor, the code represents a typical session. One reason for the change is the Health Insurance Portability & Accountability Act (HIPAA) that requires providers to comply with coding guidelines of the American Medical Association CPT procedure codes and the International Classification of Diseases, 9th Revision, Clinical Modification diagnosis codes. The number of health plans reviewing, auditing, and changing billing policies regarding eliminating time units has increased dramatically in 2007.

ASHA suggests that speech-language pathologists take a proactive approach using the following strategies when you are advised by payers that there are no time components associated with most speech-language pathology and audiology CPT codes. 

A. If you choose and can negotiate the continuance of billing in time units, you should obtain written verification from the health plan about the policy allowing this. Please remember, however, that the Center for Medicare Management (CMM) at the Centers for Medicare and Medicaid Services (CMS) will not allow the addition of time units and that the CPT policy does not designate time units for the codes in question. It is up to you and the health plan to agree to use time units. You should consider contacting your ASHA State Advocate for Reimbursement (STAR) member who can be found at http://www.asha.org/members/issues/reimbursement/private-plans/reimbursement_network. An organized state speech-language-hearing association response to a revision in payment policy can be more fruitful than that by a single speech-language pathologist.


B. If you are audited and asked to make a refund, realize that there are resources to assist you in defending past practices of using timed codes. You can appeal the health plan decision or file a grievance (check with the health plan’s policies) and a compromise may be reached (as clinician Kathleen Helfrich-Miller writes about in the June 19, 2007 ASHA Leader, volume 12, number 8, pages 18-19). Confirm that changes to using untimed codes also need to be made and negotiate for the most equitable rate as you move from timed to untimed codes.

C. If you currently use CPT codes with time units for billing purposes, you may consider contacting the health plan to review this policy and, in the process of converting from timed to untimed codes, advocate for the most equitable payment rate based on a typical length of service. As stated under the first strategy, you should consider contacting your STAR network representative and discuss a conversion to a per-session descriptor from a state association perspective rather than that by an individual practitioner.

Frequently Asked Questions About Lack of Time Units
Q. Can CPT procedure codes for speech-language treatment be billed by units of time?

A. Most speech-language pathology codes do not have time units assigned to them, specifically 92506 (speech-language evaluation) and 92507 (speech-language treatment). If no time is noted in the descriptor, each code counts as one session.

Q. Are there any speech-language pathology timed codes?

A. Yes. CPT codes related to evaluation for a speech-generating augmentative/alternative device (92606) can be billed in a one hour unit for the first hour with an add-on code (and 92607) for each additional 30 minutes. Aural rehabilitation assessment (92626) is billed in a one hour unit and 92627 is for each additional 15 minutes. Assessment of aphasia (96105) is billed per hour. 

Q. Why isn’t ASHA moving toward adding time units?

A. Please be aware that ASHA representatives requested time units be added to the speech-language treatment procedure descriptor in 1994 but the request was not accepted by the American Medical Association’s (AMA) CPT Editorial Panel. The Panel noted that “time” was already factored into the formula that values the procedure. At the present time, adding time units is a lengthy multi-step process and has the potential of yielding unfavorable results. For example, if time units were added to the descriptor, the procedure would be “re-valued” and, as such, an even lower reimbursement rate could be assigned. This possibility exists each time a procedure is redefined. 

The Medicare formula for determining reimbursement for these codes is undergoing examination and deals with a concept called physician work. At the present time, the physician work component adds value to 92507. Any revision of the procedure descriptor alone would beg the question, “What does a physician do during these treatment procedures?” If the answer is “nothing” then it is very possible that the relative value for that part of the reimbursement formula would be changed to zero and, consequently, the rate would be reduced. ASHA is now in the process of negotiating with CMS and the AMA RUC so that the services of the speech-language pathologist as well as a physician can be reflected in the work component.
Q. Why can’t “complexity” of care be accounted for in the codes?

A. If the treatment code (92507) is revised, the development of additional treatment codes that could address complexity of services would be considered at that time. ASHA would have to present evidence that the services are different in terms of the time it takes to perform the service, the level of technical skill, the physical effort, the required mental effort and judgment, and the stress due to the potential risk to the patient. 

Q. Are any guidelines or data available on what constitutes the typical time allowed for a speech-language pathology session?

A. ASHA conducted a survey and found that 45- 60 minutes was a typical session length, although more recent feedback from speech-language pathologists indicates that typical sessions are moving closer toward 30 minutes. This survey information is also used by the Centers for Medicare & Medicaid (CMS) and the AMA’s relative value process. 

Q. Why don’t SLPs have time units like the PT/OT codes?
A. Historically, the physical medicine and rehabilitation procedure codes were assigned time units of 15 minutes while the codes for speech-language pathology were not. Because of the way codes are developed and established, it is difficult to revise descriptors. There are two 15-minute treatment codes available to speech-language pathologists under Medicare – CPT 97532, Development of cognitive skills, each 15 minutes; and 97533, Sensory integrative techniques, each 15 minutes. Note that Medicare assigns 97532 a total value of 0.66 which converts to a national fee of $25.01. CPT 97533 has a total value of 0.70 and a national fee of $26.53. These are in contrast to 92507 which has a total value of 1.67 and a national fee of $63.29.

	CPT
	Short Descriptor
	Physician Work

RVUs
	Practice Expense

RVUs
	Malpractice Expense

RVUs
	Total

RVU
	Fee

	92507
	Speech, language treatment
	0.52
	1.13
	0.02
	1.67
	$63.29

	97532
	Cognitive skills development, each 15 minutes
	0.44
	0.21
	0.01
	0.66
	$25.01

	97533
	Sensory integration, each 15 minutes
	0.44
	0.25
	0.01
	0.70
	$26.53


Q. If I spend 20 minutes treating a patient and bill the cognitive therapy CPT code 97532 (each 15 minutes), can I bill two units?
A. No. Medicare has established specific minimum and maximum times for 15-minute codes and many private payers follow Medicare policy. The minimum time for one 15-minute code is 8 minutes. Two units would be a minimum of 15 + 8 minutes = 23 minutes. This rule is extended to multiple units in the following CMS table:

1 unit:

8 minutes to < 23 minutes

2 units:

23 minutes to < 38 minutes

3 units:

38 minutes to < 53 minutes

4 units:

53 minutes to < 68 minutes

5 units:

68 minutes to < 83 minutes

6 units:

83 minutes to < 98 minutes

Negotiating an Equitable Payment Rate When Converting from Timed to Untimed CPT Codes
Here is a scenario to consider - a health plan sends you a notice saying it will no longer accept time units for untimed CPT codes, such as 92506 and 92507. The health plan offers a revised reimbursement rate that is significantly lower than the previous payment when time units were allowed. Can you really negotiate better reimbursement rates? Yes, according to Gregory Mertz, MBA, president of a medical practice management consulting firm, who writes on this topic in Family Practice Management (11(9):31-34, 2004). His five-step approach is used below.

You may want to contact your ASHA State Advocate for Reimbursement (STAR member. A list is found on the ASHA Web site at http://www.asha.org/members/issues/reimbursement/private-plans/reimbursement_network. There may be other speech-language pathologists who have encountered the same issue as you have and you may want to learn how others have dealt with the issue. 

When renegotiating rates, as you move from timed to untimed sessions, educate the health plan representatives in understanding that the new session rate should not equal “one unit” of time (a single 15-minute unit, for example) used in the previous payment method. Consider telling the payer representatives that formal and informal surveys of ASHA members found that typical sessions ranged from 45 – 60 minutes and that this information has been used by the AMA relative value process. If you have billed in units, consider providing your average billed unit of time for a certain period (e.g., 3 months) to establish a “typical session length.” You can average time and/or dollar units to give an average time or average dollar payment.
Example: During a 3-month period you provided:



25 
30-minute sessions = 750 minutes



52
45-minute sessions = 2,340 minutes



750 + 2,340 = 3,090 minutes



3,090 minutes divided by 77 sessions = 40-minute “typical session”

Providing this information will show payers the error in reducing payment to only “one-unit” of time. Next, follow the 5 steps below to determine the most equitable rates. Mertz notes that solid data and a well-reasoned approach are vital for equitable reimbursement rates. Combine this advice with your time unit information for your negotiation tools.

An Adapted Mertz Negotiation Approach

Step 1

Generate a report on your CPT codes and their frequency, using billing software if possible, and covering a three month period. 
Step 2

Determine your top payers or the three to four payers that make up the bulk of your reimbursement.

Step 3

Determine the Medicare relative value units (RVUs) and your reimbursement for each code. Review the Explanation of Benefits statements and note how much they allow for each code. Be sure to use the “allowed” amount, not the “paid” amount, which is the allowed amount minus any co-payments or deductibles the patient must pay.

Also, calculate each payer’s reimbursement rate as a percentage of Medicare’s reimbursement rate (available on ASHA Web site). For example, a health plan may pay 110% of Medicare’s rate for a particular code. Because more and more health plans are using RVUs, it is important to understand how they work. 

Step 4

Review your fees for each code and the fees as a percentage of Medicare’s rates. Are you satisfied with the rates? If you find that an insurance company is reimbursing some of your charges in full, this may mean your fees are too low and the plan may be willing to pay more. Consider raising those fees, or standardize all your fees at some percentage of Medicare, perhaps 110% or 125%. 

Step 5

Organize the data collected into a chart or spreadsheet and identify which codes or health plans to target for improvement. Focus on codes with the highest volume and dollar value. If one health plan’s rates are clearly lower or if one code is paid at a much lower percentage of Medicare than others, this is a likely target for negotiating a new rate. 

After you analyze the data and patterns, establish target reimbursement rates for your negotiations, say 120% of Medicare, or whatever you determine is appropriate.

Develop an Action Plan

Here are three options:

1. Negotiate Individual Fees
Target specific codes for increases based on your gathered data. Your first contact in the negotiation process might be the health plan provider relations representative. If your argument is compelling, the discussion will move up to the contracting manager. Medical directors generally have no role in this process, unless a new or not well defined procedure (but one for which you have collected efficacy evidence) can be supported by the medical director. See the attachment to this document for a sample memo to a private health plan. 


2. Drop the Plan
If a plan’s payment levels are extremely low, you may simply no longer accept patients. However, this strategy depends on your local market. If you practice in a highly competitive market, those patients will find another provider, and you will lose market share. However, in less competitive markets, patients may complain to their employer about lack of access to your practice and thus pressure the health plan to negotiate an improved rate.


3. Do Not Accept New Patients
While you may not want to drop a health plan completely, you may wish to stop accepting new patients. Over time, patients covered by the plan will decrease.

Speech-language pathologists and audiologists should collect and analyze reimbursement data and not hesitate to negotiate with health plans for a fair reimbursement schedule. 

Available Fee Data
1. Medicare Physician Fee Schedule (see ASHA’s Web site)

2. For information on calculating fees, see ASHA’s Web site Billing, Coding, & Calculating Fees: Finding Success at http://www.asha.org/NR/rdonlyres/87A8C9AE-3C42-40C4-B5F4-96A7A0299B8D/0/billingcodes2006.pdf.

3. Fee data from ASHA’s Negotiating Health Care Contracts & Calculating Fees

(The Milliman fee data found in this product cannot be directly shared beyond


ASHA members, but can be used as a reference for negotiating rates).


4. National Fee Analyzer www.ingenixonline.com 

Sample Memorandum to a Payer on Timed vs. Untimed CPT Codes
DATE:
 
 

TO:

Sky Health Plans

FROM: 
Ann Pathoway, M.Ed., CCC-SLP 


Speech-Language Pathologist

RE:

Conversion from Timed to Untimed CPT Code Payments

I have noted that you, like other health plans, are paying for speech-language pathology services in one-unit increments, each unit of Current Procedural Terminology (CPT) 92507, for example, representing 15 face-to-face minutes. Thus, three units represent 45 minutes of therapy. More recently other payers are becoming concerned about the definition of “untimed” CPT codes; that is, if there is no time designated in the official descriptor, the code represents a typical session. I have learned that some payers are modifying payment rates by paying for only one 15 minute-unit, when instead they should pay for a “session.” I am writing because I want to be sure that your plan re-calculates a fair rate by considering the procedure as a complete session or encounter and not simply decreasing the current multiple-unit rate to a fraction of that rate. 

The Current Procedural Terminology system and code descriptors are to be used in health services billing, as required by the Health Insurance Portability and Accountability Act. The absence of time in the descriptor means that the code represents a “typical” session. Through discussions and surveys with fellow speech-language pathology members of the American Speech-Language-Hearing Association, it appears that sessions can range from 30-60 minutes, with pediatric versus adult cases being but one factor that determines length of sessions. 

I have learned that when some payers have converted from per-unit payments to per-session payments; the latter amount has often been calculated at a rate that is unrelated to the average session payment under the system used previously. For instance, Blue Cross and Blue Shield of Illinois, in May 2007, determined that CPT 92507, which would now be billed as one session instead of multiple units, would be paid at a rate of $37 per session. For comparison, please consider that Medicare currently pays this procedure at a national rate of $62.53 while private plans pay generally above the Medicare rate. 

I want to emphasize that the untimed code 92507 should represent payment for a typical session. After converting from timed (per 15 minute) to untimed (per-session) billing, if you now arbitrarily pay at, for example, one-half the rate compared to what you commonly paid for a full treatment session, then the untimed descriptor no longer represents a typical treatment session.

I am asking that you determine a fair rate when changing from a timed to untimed session. This should include looking at the procedure as an encounter and not simply reducing the current multiple unit rate to the rate for only one unit. 
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IMPORTANT: setting prices with input from your competitors is illegal. Avoid price fixing by refraining from activities such as discussing your charges for speech-language pathology procedures with your peers.
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