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February 1, 2024 
 
The Honorable Chiquita Brooks-LaSure  
Administrator 
Centers for Medicare & Medicaid Services  
U.S. Department of Health and Human Services  
7500 Security Boulevard  
Baltimore, MD 21244 
 
RE: Request to add services to the telehealth list for calendar year 2025 
 
Dear Administrator Brooks-LaSure: 
 
On behalf of the American Speech-Language-Hearing Association, I write to request that 
telehealth services provided by audiologists and speech-language pathologists, as represented 
by Current Procedural Terminology (CPT®) codes, be added to the telehealth services list 
effective January 1, 2025. 
 
The American Speech-Language-Hearing Association (ASHA) is the national professional, 
scientific, and credentialing association for 228,000 members and affiliates who are 
audiologists; speech-language pathologists (SLPs); speech, language, and hearing scientists; 
audiology and speech-language pathology assistants; and students. Many ASHA certified 
audiologists and SLPs provide outpatient telehealth services to Medicare beneficiaries in a 
variety of health care settings including private practices, physician offices, clinics, rehabilitation 
agencies, skilled nursing facilities, home health, and hospital outpatient departments. Therefore, 
we believe the Category 2 criteria that CMS established has been met for adding these services 
to the telehealth services list on a provisional basis.  
 
Audiologists and SLPs are Qualified and Authorized to Provide Telehealth Services 

Audiologists and SLPs are trained and qualified to provide telehealth services, which has been 
recognized by numerous states and payers. Prior to the public health emergency (PHE), more 
than 20 states had licensure laws authorizing audiologists and SLPs to provide telehealth 
services. Since then, more states, state Medicaid programs, private insurers, and the Veterans 
Administration have permanently authorized audiologists and SLPs to provide telehealth 
services. In addition, research demonstrates the efficacy of audiology and speech-language 
pathology services delivered via telehealth and its equivalent quality as compared to in-person 
service delivery for a wide range of diagnostic and treatment procedures for adults and 
children.1,2,3 Studies have shown high levels of patient, clinician, and caregiver satisfaction 
supporting telehealth as an effective alternative to the in-person model for delivery of care.4,5 
 
Recognition of audiologists and SLPs as qualified telehealth providers by policymakers at the 
state, federal, and payer level is based not only on their education, training, and skill but on the 
keen understanding of the ethical standards to which these clinicians hold themselves. ASHA’s 
Code of Ethics requires that clinicians use their clinical judgment to determine the most 
appropriate services for their patients and deliver care via telehealth only if the services are 
equal in quality to those delivered in person.6 Delivering care that does not meet the standard 
for in-person care is a violation of ASHA’s Code of Ethics, which helps ensure patient protection 
when receiving telehealth services from ASHA-certified audiologists and SLPs. 
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When determining whether to provide a service to a patient―regardless of the patient’s form of 
insurance or payment method―audiologists and SLPs undertake a decision-making process 
that includes consideration of: 

• a patient’s comfort level with and desire to receive telehealth services; 
• a patient’s access to technology (e.g., broadband access, computer, tablet) and 

familiarity with the technology; 
• a patient’s social determinants of health that contribute to barriers to in-person services 

(e.g., proximity to qualified providers, transportation, affordability of health care); 
• a patient’s clinical presentation;  
• comparability of quality and outcomes between methods of service delivery (e.g., in-

person or telehealth); 
• the need to switch between in-person and telehealth services during the episode of care 

based on the patient’s needs or desires; 
• the need for a facilitator to assist a patient during a telehealth session; and 
• whether using telehealth will help the clinician identify additional information about the 

patient’s home environment that can enhance their ability to develop a tailored plan of 
care or identify compensatory strategies that will enhance the patient’s quality of life and 
outcomes. 

 
In addition to their clinical expertise and ethical standards, data shows high levels of patient 
satisfaction with telehealth as well as high quality of care and outcomes of telehealth services. 
To date, ASHA has analyzed multiple sources of data to gain an understanding of utilization, 
outcomes, and satisfaction including claims data, registry data, ASHA member survey data, and 
data from the peer-reviewed literature. We believe this data, described in more detail below, 
demonstrates the importance of maintaining the authorized telehealth services list beyond 
December 31, 2024.  
 
A. Claims Data 

ASHA conducted an extensive review of 2022 Medicare office/outpatient claims data for 
audiology and speech-language pathology services and found that services were rarely 
provided via telehealth. In fact, claims data show that these telehealth services typically 
accounted for less than 3% of total claims for each procedure code. This demonstrates the 
judicious use of the temporary telehealth benefit for audiology and speech-language 
pathology. 
 
In addition, a report from the Department of Health and Human Services Office of Inspector 
General reinforced that the threat of fraud and abuse of telehealth may be less significant 
than previously thought as only 0.2% of all telehealth claims submitted during the COVID-19 
pandemic were identified as high risk for fraud.7  
 

B. Registry Data 
ASHA analyzed utilization and outcomes data from our registry, the National Outcomes 
Measurement System (NOMS), which has been used by ASHA members for nearly 20 
years.8 Recently, NOMS underwent a significant redesign and was relaunched in the second 
quarter of 2021. As of January 2024, the registry includes data on approximately 70,000 
episodes, that involve more than 12,000 Medicare Part B beneficiaries. The data from the 
beneficiaries who received speech-language pathology services through telehealth indicated 
1) high levels of patient satisfaction and 2) clinician- and patient-reported outcome 
measures with gains that were similar to those who received in-person services.  
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Patient-reported satisfaction data in NOMS show that 100% of patients who received at 
least one telehealth service reported involvement in developing the plan of care and a better 
understanding of their condition or illness. Between 83%-93% of individuals receiving 
telehealth services reported improvement in their condition and indicated that they have the 
necessary skills to participate in work or social activities. Approximately 57% of patients who 
completed the Communication Participation Item Bank scale noted improvement during their 
episode of care. Clinicians delivering services via telehealth also reported high levels of 
patient functional improvement associated with spoken language expression, spoken 
language comprehension, voice, intelligibility, and cognition with many patients experiencing 
progress of 20% or more from admission to discharge based on the functional 
communication measures included in NOMS. Clinicians also reported that patients receiving 
telehealth services were more likely to adhere to their treatment plan with a 4.5%-13.9% 
increase in completion of a home program.  
 

C. ASHA Member Survey Data 
In April 2023, ASHA’s Telepractice Special Interest Group was surveyed on the quality and 
outcomes of telehealth as well as the cost of delivering services via telehealth. The vast 
majority (72%) of survey respondents noted they provide both in-person and telehealth 
services and that they have significant annual costs (on average $1,349) to maintain access 
to telehealth services for patients including equipment purchases, access to high-speed 
internet, and the use of secure, HIPAA compliant software. Additionally, 68% of respondents 
reported that they provide the same materials (e.g., written materials, evaluation materials, 
therapy tools) regardless of the service delivery method. Clinicians also reported additional 
benefits for patients who receive services via telehealth. For example, the majority of 
clinicians who responded to the survey noted reduced patient costs for time off from work or 
travel costs, a reduction in missed visits, and prevention of adverse outcomes like hospital 
readmissions due to timely access to care. Two-thirds of respondents also reported 
increased patient compliance with the plan of care. 
 
The Medicare Payment Advisory Commission (MedPAC) has also reported Medicare 
beneficiary satisfaction with telehealth services exceeds 90% further substantiating the 
results of ASHA’s survey. 
 

While we acknowledge Congress must change the law to permanently add audiologists and 
SLPs as authorized providers of telehealth services, it has already done so on numerous 
occasions; most recently with passage of the bipartisan, bicameral Consolidated Appropriations 
Act of 2023, which extends telehealth coverage for these clinicians through December 31, 2024. 
Legislation was introduced in the 118th Congress to extend permanent telehealth coverage for 
audiologists and SLPs. The Expanded Telehealth Access Act (H.R. 3875/S. 2880)—introduced 
in the 118th Congress with bipartisan support in the House and Senate—would provide 
permanent statutory authority for audiologists and SLPs to deliver telehealth services under 
Medicare Part B. In addition, the bipartisan CONNECT for Health Act of 2023 (H.R. 4189/S. 
2016) would grant CMS authority to waive any limitation on the types of practitioners eligible to 
furnish telehealth services under Medicare Part B. It is important that CMS use the intervening 
time to develop a robust telehealth benefit that can be quickly implemented once Congress acts. 
 
In compiling this request, ASHA considered the clarified telehealth approval guidance, which 
was finalized through the 2024 Medicare Physician Fee Schedule Final Rule, applicable to 
services on or after January 1, 2024. For example, we would expect that if an audiologist or SLP 
were to initiate an evaluation or treatment service via telehealth the full service would be 
provided, and the requirements associated with billing the CPT code would be met. In other 
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words, it would be unlikely that a portion of the service would be provided via telehealth and the 
remainder of the service would be provided in person. An example of where that might happen 
is if there were an unexpected clinical or technological problem such as the Internet connection 
was lost. In that scenario, the clinician would only bill for the service once—not twice—once the 
remainder of the service was provided after the interrupted telehealth session.  
 
Another element of the clarified guidance relates to the quality and efficacy of telehealth 
services. In the rule, CMS noted that the quality and efficacy of telehealth services must be 
equal to in-person services. ASHA believes—and research shows—that all of the CPT codes we 
are requesting CMS add to the telehealth services list are comparable in quality and efficacy to 
in-person services. In addition, offering services via telehealth provides other forms of benefit 
such as improved compliance with the plan of care, improved access by reducing the number of 
missed sessions and appointment wait times, and reduced beneficiary costs for travel or time off 
of work, as described in more detail above. 9,10,11,12  
  
It is our understanding that none of the criteria finalized in the 2024 rule requires the 
predominant biller to be physicians. However, previous submissions by nonphysicians (e.g., 
physical therapists) were denied by CMS, in part, because the predominant biller was not an 
authorized telehealth provider per 1834(m) of the Social Security Act. Since the criterion was not 
finalized, this would not be an appropriate rationale for a denial of our request. If CMS approved 
these services for addition to the authorized telehealth services list, they could still be provided 
by SLPs incident to a physician. And, given Congress’s interest in permanent telehealth 
authority, CMS should develop a robust benefit that can be implemented expeditiously. 
Therefore, ASHA requests that CMS consider the clinical appropriateness and need for access 
to telehealth services provided by audiologists and SLPs—independent of billing data—when 
considering our request.  
 
 
Audiology Services Recommended for Inclusion on the Telehealth Services List 

Approximately 25% of adults between the ages of 65 and 74 and 50% who are 75 and older 
suffer from hearing loss.13 Untreated hearing loss contributes to accelerated cognitive decline, 
social isolation, communication challenges, higher risk of mortality, and mental health 
challenges.14,15,16,17 Despite increased recognition of the health and socioeconomic 
consequences of untreated or undertreated hearing loss, hearing rehabilitation remains 
persistently low in the United States.18,19 In addition, according to an ASHA member survey 
conducted in 2021, 29% of respondents stated that the number of open positions within their 
organization (e.g., hospital, clinic) exceeds job seekers. This is up from 22% in the 2018 survey, 
which indicates the problem is getting worse. Since the need for audiologists is greater than 
supply of audiologists available, telehealth could serve as a mechanism for maintaining access 
to care for patients.20  
 
Facilitating access to audiology services by adopting audiologic CPT codes to the authorized 
telehealth services list is critical. Audiologists provide audiologic and vestibular testing under the 
Medicare diagnostic benefit category with referral from a physician. Those providing telehealth 
services use computer peripherals—such as audiometers, auditory brainstem response (ABR), 
otoacoustic emissions (OAEs), and immittance testing equipment—that can be interfaced to 
existing telehealth networks to conduct hearing diagnostic services, including: 

•  auditory function evaluation for pre-implant candidacy and post-implant status,  
• cochlear implant (CI) fitting and programming,  
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• pure-tone audiometry,  
• speech-in-noise testing, and  
• video otoscopy.  

 
As hearing implant technology (e.g., CIs, osseointegrated devices) evolves, more patients have 
access to implant devices with synchronous or store-and-forward capabilities. 
 
Therefore, ASHA recommends including the following diagnostic audiologic and CI testing CPT 
codes on the authorized telehealth services list and offers select clinical scenarios illustrating 
how these services are safely and effectively provided via telehealth. 
 
Diagnostic Audiologic Testing 
ASHA recommends adding audiologic testing CPT codes to the telehealth list that represent 
core diagnostic tests for identifying the type, severity, and etiology of hearing loss or the need 
for further vestibular testing. 
 
Audiologists can conduct testing for any of the listed services using remote access software to 
connect with a computer-based audiologic diagnostic testing system at the originating site. In 
addition, audiologists can use a video otoscope connected to the same computer to examine 
the ear before testing to ensure cerumen will not impede testing. A trained facilitator at the 
originating site may act as an extension of the audiologist and perform very specific tasks at the 
audiologist’s direction, such as positioning the video otoscope or placing headphones on the 
patient. Even with the use of a facilitator, the audiologist’s skillset is required to determine what 
tests to perform, direct the actions of the facilitator, analyze and interpret the data, and develop 
the plan of care, which could include patient education, management/technology 
recommendations, dispensing of appropriate technology, and referrals to other members of the 
clinical team.  
 
Audiology telehealth services are well-established and diagnostic video otoscopy, audiometry, 
otoacoustic emissions, and ABR conducted remotely yield equivalent results when compared to 
in-person testing.21 
 
RECOMMENDED CPT CODES: Diagnostic Audiologic Testing 

• 92550 Tympanometry and reflex threshold measurements 
• 92552 Pure tone audiometry (threshold); air only 
• 92553 Pure tone audiometry (threshold); air and bone 
• 92555 Speech audiometry threshold 
• 92556 Speech audiometry threshold; with speech recognition 
• 92557 Comprehensive audiometry threshold evaluation and speech recognition 
• 92563 Tone decay test 
• 92565 Stenger test, pure tone 
• 92567 Tympanometry (impedance testing) 
• 92568 Acoustic reflex testing, threshold 
• 92570 Acoustic immittance testing, includes tympanometry (impedance testing), acoustic 

reflex threshold testing, and acoustic reflex decay testing 
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• 92587 Distortion product evoked otoacoustic emissions; limited evaluation (to confirm 
the presence or absence of hearing disorder, 3-6 frequencies) or transient evoked 
otoacoustic emissions, with interpretation and report 

• 92588 Distortion product evoked otoacoustic emissions; comprehensive diagnostic 
evaluation (quantitative analysis of outer hair cell function by cochlear mapping, 
minimum of 12 frequencies), with interpretation and report 

• 92625 Assessment of tinnitus (includes pitch, loudness matching, and masking) 
• 92651 Auditory evoked potentials; for hearing status determination, broadband stimuli, 

with interpretation and report 
• 92652 Auditory evoked potentials; for threshold estimation at multiple frequencies, with 

interpretation and report 
• 92626 Evaluation of auditory function for surgically implanted device(s) candidacy or 

postoperative status of a surgically implanted device(s); first hour 
• 92627 Evaluation of auditory function for surgically implanted device(s) candidacy or 

postoperative status of a surgically implanted device(s); each additional 15 minutes 
 

CLINICAL VIGNETTE: Audiometric Testing  
A Medicare beneficiary contacts their physician with complaints of decreased hearing 
and pronounced ringing in their ears (tinnitus). The physician refers them to the 
audiologist for diagnostic testing.  
 
When the patient contacts the audiologist’s office, they ask the patient if they prefer 
services in-person or via telehealth. The patient requests the telehealth service because 
the distance to the audiologist’s office from their home is significant and there is a distant 
site much closer to her home. After a review of the patient’s medical record, the 
audiologist deems the patient a suitable telehealth candidate.  
 
The audiologist provides remote testing from a satellite office while working with a 
trained facilitator who is at the distant site. The audiologist uses a secure 
videoconferencing platform to communicate with the patient and facilitator and controls 
the diagnostic testing equipment (audiometer) through computer-based software with 
remote access capability. This software is the same as that used in the office for an in-
person visit. Before initiating testing, the audiologist reviews case history with the 
patient, discusses their complaints of hearing loss and tinnitus, and provides a 
description of how testing will work. The audiologist then directs the facilitator to position 
the video otoscope to allow the audiologist to view the live video of the ear canal and 
ensure there are no obstructions in each ear. After the facilitator positions and places 
headphones on the patient, the audiologist initiates audiometric testing for each ear, 
including pure-tone air and bone conduction testing at multiple frequencies and speech 
reception threshold (SRT) and speech recognition testing. During air conduction testing, 
the audiologist instructs the patient to respond to sounds sent to the headphones by 
raising their hand. For bone conduction testing, the facilitator places a small bone 
conduction device, as directed by the audiologist. The audiologist sends sounds through 
the device to gently vibrate the patient’s skull, allowing testing of the inner ear. During 
SRT and speech recognition testing, the audiologist presents appropriate speech 
materials through the headphones and asks the patient to repeat what they hear. The 
audiologist completes testing, reviews the audiogram on the computer screen, and 
discusses the results with the patient before ending the session. The audiologist saves 
the audiogram and clinical documentation and forwards a copy to the referring physician. 
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Diagnostic Cochlear Implant Testing 
ASHA recommends adding the following testing CPT codes to the telehealth list, which 
represent diagnostic tests for the analysis, initial programming, and subsequent reprogramming 
of cochlear implants (CIs). Audiologists can use a videoconferencing platform and computer-
based software for remote, synchronous programming of the CI. Some manufacturers may also 
provide additional technology that supports videoconferencing and remote programming 
capability. 
 
Initial programming may occur at a satellite clinic/health care facility serving as the originating 
site because it requires a trained facilitator to assist with placement and connection of the 
external processor, under the guidance of the audiologist. 
 
Remote programming and reprogramming processes are similar, if not the same, as those used 
when services are provided in person, including data collection and reporting. The programming 
software, external speech processor, and implant function in the same way whether operated in 
person or via telehealth. In both conditions, the programming software and device settings are 
controlled by the audiologist. CI programming procedures performed via telehealth yield 
equivalent results to when performed in person. 22,23,24,25,26,27,28,29,30 
 
Many audiologists and researchers have determined that utilization of CIs is much lower than it 
should be due to a variety of clinical and logistical challenges, despite an abundance of data to 
support their efficacy and 30 years of FDA approval in the United States. Some studies estimate 
that CI utilization among adult audiologic candidates range from 2% to 13% despite readily 
available technology.31,32,33 ,34 ,35 ,36 A second study estimates that fewer than 6% of Americans 
who could benefit from CI have one.37 
 
The developers of an innovative CI care delivery model, known as the Complete Cochlear 
Implant Care Model (CCIC), believe harnessing the power of telehealth may help overcome the 
barriers CI candidates face in obtaining the device and that many of the audiologic elements of 
the evaluation, implantation, and subsequent programming can be completed fully remotely, 
when clinically appropriate. Patients may experience overwhelming barriers directly associated 
with receiving CI care, particularly those living in rural areas and must travel great distances, 
which can result in delayed or forgone treatment.38,39,40,41 Challenges around access to relatively 
scarce high-volume CI centers and a growing population of eligible CI candidates further 
highlights the need for coordinated, convenient care that expedites treatment and minimizes 
obstacles for patients.42,43 
 
RECOMMENDED CPT CODES: Diagnostic CI Testing 

• 92601 Diagnostic analysis of cochlear implant, patient younger than 7 years of age; with 
programming 

• 92602 Diagnostic analysis of cochlear implant, patient younger than 7 years of age; 
subsequent programming 

• 92603 Diagnostic analysis of cochlear implant, age 7 years or older; with programming 
• 92604 Diagnostic analysis of cochlear implant, age 7 years or older; subsequent 

programming 
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CLINICAL VIGNETTE: CI Reprogramming 
A Medicare beneficiary with a CI has moved to an in-person work environment following 
several years of working exclusively from home. The new work circumstances require 
them to function in a different listening environment, changing from quiet and controlled 
audio-visual based communication to an uncontrolled in-person communication 
environment with fewer visual supports and additional background noise. The employee 
contacts their physician because they are having trouble hearing and understanding 
their coworkers and is unable to function effectively in the new work environment. The 
physician refers the employee to a CI audiologist.  
 
On the day of the appointment, the audiologist uses a secure videoconferencing platform 
to discuss the patient’s concerns, reviews their communication needs, and collects 
information about the fit, comfort, and retention of the external devices. Based on the 
information gathered, the audiologist determines that the patient would benefit from 
adjustments to their CI programming.  
 
In order for the audiologist to provide secure, synchronous reprogramming of the CI 
remotely, prior to the appointment they provided the patient with computer-based 
software and equipment. This software is the same as what is used in the office for an 
in-person visit.  The audiologist provides instructions for opening of the programming 
software, connecting the patient’s external device to the computer, and replacing the 
external device over the implanted coil. From a separate location, the audiologist 
remotely accesses the computer software that is connected to the patient’s physical 
device and proceeds with diagnostic analysis of the cochlear implant followed by 
reprogramming. Once the map is adjusted to the desired settings, the audiologist 
programs the processor, saves the necessary files for record keeping, and instructs the 
patient to follow the provided directions on disconnecting equipment and shipping it back 
to the clinic. 

 
 
Speech-Language Pathology Services Recommended for Inclusion on the Telehealth 
Services List 

SLPs provide evaluation and treatment services under a physician-certified plan of care as part 
of the Medicare therapy benefit category. SLPs providing telehealth services evaluate and treat 
a wide range of speech, language, cognitive, voice, and swallowing disorders associated with 
stroke, traumatic brain injury, neurodevelopmental disorders, neurodegenerative disease, 
cancer, and other medical conditions.  
 
Several systematic reviews, meta-analyses, and individual studies indicate that telehealth 
services are feasible and effective for assessing and treating speech, language, communication, 
and swallowing disorders and improve access, efficiency, and cost outcomes.44 Additionally, 
individuals who received speech-language pathology telehealth services, on average, had 4.9 
fewer sessions and 136 fewer treatment minutes, 21.4% fewer cancellations, 12.9%-18% fewer 
missed sessions, and decreased their appointment wait times by 2 days.45 Compared to in-
person services, those who received telehealth services also had higher treatment completion 
rates and lower consumer costs related to lost wages, productivity, and travel.46  
 
In a 2021 survey of ASHA’s SLP members, 35.5% of respondents stated that the number of job 
openings exceeded the number of applicants.47 Additionally, staffing shortages in a variety of 
practice settings (e.g., hospitals, skilled nursing facilities) have been well documented. For 
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example, the American Heath Care Association’s mid-2023 staffing shortage report notes that 
77% of nursing homes―a practice setting in which SLPs are critical members of 
multidisciplinary care teams―are facing moderate to high levels of staffing shortages. 
Additionally, 95% of survey respondents indicated they are experiencing difficulty hiring staff and 
more than half are limiting admissions due to staffing shortages.48 Telehealth offers the ability to 
assist in addressing such shortages and maintain access to care for Medicare beneficiaries 
across practice settings. 
 
ASHA recommends the following speech-language pathology related evaluation and treatment 
CPT codes for inclusion in the authorized telehealth services list and offer select clinical 
scenarios illustrating how these services are safely and effectively provided via telehealth. The 
codes represent services that SLPs are already providing via telehealth to non-Medicare 
beneficiaries.  
 
Speech, Language, Communication, and Cognitive Evaluation and Treatment Services 
The CPT codes ASHA recommends represent core services for the evaluation of treatment of 
speech, language, voice, cognitive, and communication disorders. These services do not 
require additional specialized equipment and may be provided safely with the patient at home, 
when clinically appropriate. Speech-language pathology evaluation and treatment via telehealth, 
with the patient at home, often has the added benefit of allowing the therapist to incorporate the 
patient’s natural environment into the session, promoting carryover of therapeutic goals and 
strategies. 
 
Evaluation processes are similar, if not the same, as those used when the evaluation is 
conducted in person, including results from formal test responses, documentation, and report. 
Some publishers of standardized assessments have developed guidance about administration 
of tests via telehealth or validated assessments for administration via telehealth. Research has 
also compared the validity of in-person and remote assessment protocols, guiding clinicians on 
test selection. 
 
The visual component of the telehealth service allows the SLP to observe the physical 
appearance of the patient as well as the patient’s physical environment to determine how to 
establish the plan of care, observe patient compliance, and make necessary modifications to the 
plan to respond to patient needs.  
 
RECOMMENDED CPT CODES: Speech, Language, and Voice Evaluation and Treatment 

• 92507 Treatment of speech, language, voice, communication, and/or auditory 
processing disorder; individual 

• 92508 Treatment of speech, language, voice, communication, and/or auditory 
processing disorder; group 

• 92521 Evaluation of speech fluency (eg, stuttering, cluttering) 
• 92522 Evaluation of speech sound production (eg, articulation, phonological process, 

apraxia, dysarthria) 
• 92523 Evaluation of speech sound production (eg, articulation, phonological process, 

apraxia, dysarthria); with evaluation of language comprehension and expression (eg, 
receptive and expressive language) 

• 92524 Behavioral and qualitative analysis of voice and resonance 
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• 96105 Assessment of aphasia (includes assessment of expressive and receptive speech 
and language function, language comprehension, speech production ability, reading, 
spelling, writing, eg, by Boston Diagnostic Aphasia Examination) with interpretation and 
report, per hour 

• 92626 Evaluation of auditory function for surgically implanted device(s) candidacy or 
postoperative status of a surgically implanted device(s); first hour 

• 92627 Evaluation of auditory function for surgically implanted device(s) candidacy or 
postoperative status of a surgically implanted device(s); each additional 15 minutes 

• 96125 Standardized cognitive performance testing (eg, Ross Information Processing 
Assessment) per hour of a qualified health care professional's time, both face-to-face 
time administering tests to the patient and time interpreting these test results and 
preparing the report 

• 97129 Therapeutic interventions that focus on cognitive function (eg, attention, memory, 
reasoning, executive function, problem solving, and/or pragmatic functioning) and 
compensatory strategies to manage the performance of an activity (eg, managing time 
or schedules, initiating, organizing, and sequencing tasks), direct (one-on-one) patient 
contact; initial 15 minutes 

• 97130 Therapeutic interventions that focus on cognitive function (eg, attention, memory, 
reasoning, executive function, problem solving, and/or pragmatic functioning) and 
compensatory strategies to manage the performance of an activity (eg, managing time 
or schedules, initiating, organizing, and sequencing tasks), direct (one-on-one) patient 
contact; each additional 15 minutes (List separately in addition to code for primary 
procedure) 

 
CLINICAL VIGNETTE: Speech Evaluation and Treatment  

Following surgical resection of a malignant neoplasm of the tongue, a Medicare 
beneficiary was discharged from acute care to home with a referral for speech-language 
pathology services at a hospital-based outpatient specialty clinic for head and neck 
cancer. The patient lives alone and is immunocompromised from their active adjuvant 
cancer treatment and requests services via telehealth.  
 
The patient independently logs into the clinic’s HIPAA-compliant platform. The SLP 
completes a non-speech evaluation of the range and accuracy of motion of the patient’s 
tongue, jaw, and lips. The SLP observes their oral structures easily, and the patient 
adjusts the external web camera to show a close-up view of the healing around their 
surgical site. The SLP directs the patient to take a measurement of their jaw opening 
using a template the patient had received via email and printed prior to the session. The 
SLP assesses the patient’s speech intelligibility and comprehensibility using 
standardized assessments and conversational sampling and administers a cognitive 
screening tool. They both review a questionnaire emailed from the clinic prior to the 
appointment, rating the patient’s level of communication independence in different 
contexts, which includes talking with familiar partners and being understood over the 
phone. The SLP establishes a plan of care, which the referring physician certifies.  
 
During the following treatment sessions conducted via the clinic’s videoconferencing 
platform, the patient and the SLP collaborate to identify restorative and compensatory 
strategies for maximizing participation in conversation with the patient’s medical team, 
family, friends, and unfamiliar partners in the community. The telehealth context provides 
ample opportunity for barrier tasks that reinforce speech strategies, where the patient 
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describes an object or material that the clinician cannot see such as online news articles 
or household objects. They monitor jaw opening using the printed template from the 
assessment and notice that range of motion is decreasing, so the SLP modifies the plan 
of care and contacts the physician for prescription of a handheld tool to stretch the jaw 
and reduce trismus.  

 
CLINICAL VIGNETTE: Cognitive Evaluation and Treatment  

Following a stroke, a Medicare beneficiary was discharged from inpatient rehabilitation 
to home where they live with their spouse who is the primary caregiver. Six months post-
stroke, their spouse contacts the physician, noting that the patient struggles with 
memory and attention, which is impacting their ability to complete activities of daily living. 
The physician refers the patient to an SLP for evaluation and treatment of cognitive 
function.  
 
The SLP evaluates the patient using standardized testing validated for telehealth and 
identifies a moderate impairment of cognitive function. The SLP establishes a plan of 
care, which the referring physician certifies.  
 
Each week, the patient logs into the videoconferencing platform with minimal help from 
their spouse. Goals of therapy include increased independence with problem solving and 
safety/judgment in activities of daily living. The patient works with their SLP on their 
goals using functional activities via screen share, document viewing, and joint typing 
activities. The spouse also participates to learn strategies to assist the patient to 
promote carryover and functional improvements. Because the SLP can use real-world, 
in-home activities during therapy, the patient retains more information and sees 
significant improvement. 

 
Speech-Generating Device (SGD) Evaluation and Treatment Services 

Many patients who need speech-generating augmentative and alternative communication 
devices qualify for Medicare by virtue of their clinical condition, which might lead to a permanent 
disability classification or might afflict a patient after age 65. Such conditions include, but are not 
limited to, neurodegenerative diseases including amyotrophic lateral sclerosis (ALS) or 
Parkinson’s disease. These patients often have mobility and transportation challenges, 
particularly if they use a wheelchair―as many of them do―use supplemental oxygen or 
ventilation or have cognitive impairments that require the participation of a caregiver. For some 
patients, the progression of the disease is rapid, making timely access to an SLP important to 
ensure the patient can effectively participate in care decisions before they lose their cognitive 
and communication abilities, or their physical capacity for accessing assistive devices changes. 
Travel to outpatient appointments for many patients with high support needs is exhausting, 
which changes the validity of the assessment process and may increase cancelation rates.  
 
Medicare Part B data from 2020 and 2021 indicate that SGD services are “telehealth outliers” 
compared to other speech-language pathology services because they were provided in excess 
of 20% of the time; whereas, other speech services were typically provided less than 3% of the 
time via telehealth. This indicates that patients and clinicians have successfully recognized and 
harnessed the power of telehealth for this patient population. Therefore, coverage via telehealth 
is critically important to maintain timely and efficient access to these services and to uphold 
quality of care and life for these patient populations. 
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Current technological capabilities are robust and sufficient to allow for the performance of the 
services described by these codes from end to end without the need to perform select functions 
in person. A remote access platform allows SLPs to control the SGD screen, access 
communication software, and adjust settings. 
 
RECOMMENDED CPT CODES: SGD Evaluation and Treatment 

• 92607 Evaluation for prescription for speech-generating augmentative and alternative 
communication device, face-to-face with the patient; first hour 

• 92608 Evaluation for prescription for speech-generating augmentative and alternative 
communication device, face-to-face with the patient; each additional 30 minutes 

• 92609 Therapeutic services for the use of speech-generating device, including 
programming and modification 

 
CLINICAL VIGNETTE: SGD Evaluation and Treatment 

A physician refers a Medicare beneficiary with ALS to an SLP for an SGD. The patient 
uses a wheelchair and has limited use of their arms, hands, and fingers. The SLP 
conducts a speech evaluation via telehealth and determines the patient is in urgent need 
of an SGD because their intelligibility has dropped from 100% to 80% within the last 3 
months. Decline with ALS typically continues to progress along the same trajectory and 
the process of obtaining an SGD, from evaluation to delivery, will be at least 3 months.  
 
During the initial portion of the SGD evaluation, the SLP uses a videoconferencing 
platform to assess various points of access, including eye gaze and use of a head 
mouse as the patient is not able to use their hands to write, type, or access a 
touchscreen. The SLP asks the patient to verbally respond to different stimuli on a grid 
on the screen, changing the size of the grid and number of icons and options, observing 
whether the patient is holding their head steady and relying on visual location or if they 
moves their head and neck in the direction of the target. The SLP observes that the 
patient is inconsistently moving their head but is able to visually localize to targets on a 
grid of 64 icons. The patient’s spouse confirms that the patient is not moving their legs or 
naturally initiating other physical movements during the assessment.  
 
The SLP also performs standardized ALS cognitive and behavioral screenings to assess 
changes in the patient’s language, cognition, or behavior that could impact their ability to 
spell, access prestored messages, use rate enhancement features, and other executive 
functions important to using an SGD. The SLP also emails the spouse a standardized 
questionnaire about behavioral changes, which they fill out, takes a picture of, and 
emails back by replying to the clinician’s encrypted email. The SLP also informally 
screens the patient’s vision and hearing. The patient’s screens all return normal results. 
Finally, the SLP explores the patient’s specific functional communication needs, such as 
continuing to work, assisting their son with homework, and communicating with family by 
phone. The SLP discusses the results of the initial evaluation, next steps for trialing SGD 
systems, and then forwards a report to the referring physician.  
 
After the evaluation, the SLP contacts three SGD vendors in the patient’s county and 
sets up separate dates for trialing equipment that have the software and access features 
identified in the assessment. The SLP asks the vendors to bring equipment to trial 
access methods, including different head mouse options, microlight switches, and eye 
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tracking accessories. Patients with ALS may ultimately require eye tracking access when 
all other movement is gone so the SLP will trial eye tracking in anticipation of future 
needs.  
 
As each vendor delivers SGD equipment to the patient’s home, they work with the 
spouse to set up and calibrate the equipment. To determine the optimal system for the 
patient, the SLP initiates the HIPAA-compliant videoconference platform connected to 
both a front facing camera on the SGD and side facing camera on the laptop. This 
allows the clinician to see the patient and the SGD screen from the patient’s perspective. 
The SLP can remotely control the SGD screen, allowing them to access different 
communication software and adjust settings. The SLP works with the patient to observe 
their ability to use various accessibility options to interact with the device.  
 
The SLP, patient, and their spouse go through a similar process with each of the devices 
being trialed. They select an SGD with software the patient can independently customize 
with options for message banking, one-button phone access, and a loud call chime to 
signal for help as needed. They identify eye gaze as the optimal access method, as the 
patient became quickly fatigued during extended trials with a head mouse. They review 
the treatment plan with goals for operational and strategic competency in using the 
device with the eye gaze access method and to begin message banking. The SLP 
forwards the trialing results to the referring physician for a prescription and to affirm the 
plan of care. 
 
When the selected device arrives, the vendor representative sets up the device in the 
patient’s home and the SLP provides four appointments to remotely train the patient and 
caregivers on how to set up and customize the communication software to minimize 
effort and facilitate communication with their SGD. Telehealth appointments for 
therapeutic services related to the SGD also use videoconferencing technology 
connected to the laptop and SGD, allowing the SLP to remotely access the 
communication software and see the patient from both the front and the side during the 
clinical interaction. 
 

Swallowing Evaluation and Treatment Services 
Estimates indicate that the prevalence of dysphagia may be as high as 22% in adults over the 
age of 50.49 Timely access to dysphagia evaluation and treatment services can improve a 
patient’s quality of life and avoid significant adverse health outcomes such as choking and 
aspiration pneumonia. As a result, ASHA is requesting the addition of swallowing evaluation and 
treatment to the authorized telehealth services list. 
 
Before sessions, the SLP will review safety protocols with the patient/caregiver/facilitator, as 
well as provide necessary materials for evaluation or treatment, such as prepackaged liquids 
and solids, and exercise tools. Telehealth services may be provided in the home/natural 
environment or a satellite clinic/health care facility serving as the originating site. A facilitator, 
such as a family member/caregiver, may assist under the guidance of the SLP, as needed, 
including helping with the use of technology and patient positioning. 
 
Clinicians use a videoconferencing platform to conduct sessions. Treatment techniques and 
processes, including documentation and reporting, are similar, if not the same, as those used 
when the treatment is provided in person. Telehealth provided in the patient’s home also allows 
the clinician to observe their natural environment and even work with the patient during 



ASHA Comments 
Page 14 

mealtimes, with other family members/caregivers present. The SLP can also better assess 
therapeutic carryover through observation and in discussions with family/caregivers. 
 
The visual component of the telehealth service allows the clinician to observe the physical 
appearance of the patient as well as the patient’s physical environment to ensure patient 
compliance, safety, and necessary modifications to activities as treatment progresses. The SLP 
may instruct the patient to sit in different positions to allow optimal observation of oral-motor and 
swallow function from different angles. 
 
RECOMMENDED CPT CODES: Swallowing Evaluation and Treatment 

• 92526 Treatment of swallowing dysfunction and/or oral function for feeding 
• 92610 Evaluation of oral and pharyngeal swallowing function 

 
CLINICAL VIGNETTE: Swallowing Evaluation 

Following a traumatic brain injury resulting in severe cognitive impairment, a Medicare 
beneficiary was discharged from inpatient rehabilitation to their home, where they live 
with their daughter. The patient requires significant assistance for transfers and does not 
tolerate sitting in their wheelchair for more than a few minutes, so they eat meals seated 
in a recliner with their daughter or another care partner assisting in feeding. All care 
partners notice that the patient’s food intake has been steadily declining. The daughter 
alerts the physician, who makes a referral to an SLP. They request services via 
telehealth to accommodate the daughter’s work schedule and to assess the patient’s 
swallowing status under conditions that are consistent with how they eat every day 
rather than an outpatient office seated in a wheelchair or office chair. The SLP provides 
a description of different food and drink textures before the session via email, which the 
daughter uses to gather items that represent the most common meals they have at 
home.  
 
At the time of the assessment, the patient’s daughter logs into the SLP’s HIPAA-
compliant videoconferencing platform. The SLP begins by explaining the process of the 
clinical swallowing exam, including the kinds of observations that will guide the SLP’s 
decision-making. This supports the daughter’s proficiency as a facilitator during the 
session. They subsequently review the history and questionnaire that the daughter 
provided via encrypted email prior to the session. The SLP then directs the daughter to 
offer the patient various textures, observes the patient’s response, and asks the 
daughter to show and describe changes in the patient’s respiratory status, arousal, and 
oral residuals between bites. During the evaluation, both the SLP and the patient’s 
daughter identify that the patient’s arousal fluctuates, resulting in a change of trunk 
position to their weaker side and oral residuals after the swallow on the weaker side. The 
SLP coaches the patient’s daughter to provide more trunk support in the recliner using a 
pillow and to alternate offering drinks and bites to help maintain arousal. They also 
discuss adjusting to frequent, small meals rather than three larger meals. The daughter 
demonstrates understanding of these recommendations and agrees to contact the 
referring physician and the SLP if intake is not improved by these modifications. The 
SLP provides a written report to the physician.  

 
CLINICAL VIGNETTE: Swallowing treatment  
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A Medicare beneficiary sees an SLP for treatment of swallowing difficulties due to 
moderate dementia. Their physician has certified the swallowing plan of care, as 
required by Medicare. The patient lives at home with their spouse but has recently been 
in and out of the hospital and skilled nursing facilities due to complications resulting from 
a fall. The patient’s advanced age and mobility issues make it difficult for them to leave 
home for appointments. As her dementia progresses one of the most difficult issues is 
managing their decreasing independence with the oral phase of swallowing, primarily 
with chewing and moving food or liquid to initiate a swallow. The patient ruminates and 
holds food in her mouth for several minutes and is having increasing difficulty 
sequencing to self-feed. A recent instrumental assessment of swallowing did not show 
aspiration with any consistency, affirming that if the patient is able to initiate a swallow, 
airway protection is grossly intact.  
 
The SLP uses a videoconferencing platform to continue therapy to address the patient’s 
swallowing difficulties. Because the telehealth session occurs at the patient’s home, the 
SLP can see them in their own environment and even work with them during mealtimes 
when the spouse and other family members are present. Due to their dementia, the 
patient does not do well with changes in routine and is more likely to successfully 
participate in their own home with only family present.  
 
Treatment of swallowing dysfunction may include training on how to use muscles for 
chewing and swallowing, identifying ways to position the head and body when eating, 
teaching cognitive sequencing strategies to help swallow better and safer, and making 
recommendations regarding food texture and consistency to make swallowing easier for 
the patient. The SLP also provides the family with education and strategies to promote 
carryover from treatment. Families and caregivers are often actively engaged in 
strategies to ensure the patient is swallowing safely and effectively at home by helping 
with exercises, making food and drinks the patient can swallow safely, and keeping track 
of how much the patient is eating and drinking. 

 
Conclusion 

Thank you for your consideration of this request. We look forward to working with CMS to 
develop a robust telehealth services benefit for patients needing audiologic and speech-
language pathology services. If you or your staff have any questions, please contact Sarah 
Warren, MA, ASHA’s director for health care policy for Medicare, at swarren@asha.org.  
 
Sincerely, 

 
Tena L. McNamara, AuD, CCC-A/SLP  
2024 ASHA President 
 
 
 
 

mailto:swarren@asha.org
mailto:swarren@asha.org
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