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CPT 92507 Vocabulary Primer 

──────────────────────────── 

 
Companion to: CPT 92507 Education Session 

Presented by: 

Ohio Speech Language Hearing Association  ·  March 11, 2026 

 

How to Use This Guide 

 

This primer defines the key billing and coding terms used throughout the CPT 92507 Education 
Session. You do not need a billing background to follow the presentation — use this guide to look up 
any term that feels unfamiliar. 

 

Terms are organized by topic, following the flow of the presentation. A quick-reference index appears at 
the end. 

 

NOTE 
Nothing in this guide constitutes billing advice. Always consult your employer's 
billing department, a certified coder, or ASHA's practice resources for guidance 
specific to your setting. 

  SECTION 1 — CPT Code Fundamentals 

These are the building blocks you need before anything else makes sense. 

 

CPT Code (Current 
Procedural 
Terminology) 

A standardized 5-digit numeric code that describes a specific medical 
service or procedure. CPT codes are the universal language used to 
tell insurance companies what service was provided so they can 
determine payment. 

Example: CPT 92507 describes individual speech-language treatment. 
CPT 97530 describes therapeutic activities used in PT/OT. 

 

Code Description The official written definition of what a CPT code covers. It specifies 
who performs the service, how it is delivered, and sometimes how 
long it takes. 

Example: The description for 92507 does not state a specific time, but it 
has an underlying assumed time of 60 minutes built into its value. 
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Timed Code A CPT code whose description explicitly states a time increment 
(e.g., 'initial 30 minutes' or 'each additional 15 minutes'). The number 
of units you can bill depends directly on how many minutes of 
treatment you provided. 

Example: The 10 new proposed codes replacing 92507 are timed 
codes: one base unit per 30 minutes, plus add-on units per each 
additional 15 minutes. 

 

Untimed Code A CPT code whose description does not state a specific time. You bill 
one unit per session regardless of whether the session ran 20 
minutes or 60 minutes. However, an underlying time is still assumed 
and failing to meet it increases audit risk. 

Example: CPT 92507 (the current code) and CPT 92526 (swallowing 
treatment) are both untimed codes. 

 

Base Code The primary CPT code that must be billed first. It covers the initial 
block of treatment time. For the proposed new codes, each base 
code covers the first 30 minutes. 

Example: 92X2X is the base code for speech sound production 
treatment. You must bill it before adding any add-on units. 

 

Add-On Code A CPT code that can only be billed in combination with its paired 
base code — never alone. It represents additional time beyond what 
the base code covers. The proposed add-on codes each represent 
15-minute increments. 

Example: If you provide 45 minutes of fluency treatment, you bill 92X0X 
(base, 30 min) + 92X1X (add-on, 15 min) = 2 units total. 

 

Code Set The complete collection of CPT codes, maintained and updated 
annually by the American Medical Association (AMA). The code set 
determines which services can be billed and how they are described. 

 

Code Change 
Application 

A formal submission to the AMA requesting that a CPT code be 
created, revised, or deleted. Any organized group or specialty society 
can submit one. The AMA Editorial Panel votes on whether to 
approve it. 

Example: ASHA submitted a Code Change Application in 2025 to 
address the 92507 issues. A separate independent organization 
submitted another application in early 2026 seeking to reverse the 
proposed changes. 
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  SECTION 2 — Relative Value Units (RVUs) 

RVUs are the numerical 'value' assigned to each CPT code. Think of them as a point system — higher 
points mean higher reimbursement. 

 

Relative Value Unit 
(RVU) 

A numerical score that represents how much work, resources, and 
risk are involved in providing a specific service. RVUs are the primary 
tool used to compare the relative worth of different procedures and to 
calculate payment. 

Example: 92507 has a Work RVU of 1.30. A craniotomy (brain surgery) 
has a Work RVU of 22.82. The craniotomy is valued approximately 17.5 
times higher than an SLP treatment session. 

 

Work RVU (wRVU) Measures the provider's time, effort, skill, and mental intensity 
required to perform the service. This is the component that ASHA 
advocates for during the RUC process. It accounts for roughly 51% of 
total reimbursement. 

Example: The proposed new base codes have Work RVUs ranging from 
0.90 to 1.00, reflecting their 30-minute time frames. 

 

Practice Expense 
RVU (PE RVU) 

Accounts for the overhead costs of running a practice: rent, staff 
salaries, supplies, equipment, and administrative costs. This 
component is the one reduced under MPPR. It accounts for roughly 
45% of total reimbursement. 

 

Malpractice RVU (MP 
RVU) 

Covers the cost of professional liability insurance associated with 
providing the service. This is the smallest component, accounting for 
roughly 4% of total reimbursement. 

 

Total RVU The sum of all three components: Work RVU + Practice Expense 
RVU + Malpractice RVU. Multiplying the Total RVU by the 
Conversion Factor gives you the dollar reimbursement amount. 

Example: Total RVU × Conversion Factor = Reimbursement ($) 

 

RBRVS (Resource-
Based Relative Value 
Scale) 

The formal name of the system that uses RVUs to set Medicare 
payment rates. It was designed to align payment with the actual 
resources required to provide a service, creating consistency across 
all medical specialties. 

 

Misvalued Code A CPT code whose RVUs no longer accurately reflect the resources 
currently required to provide the service — either because practice 
patterns have changed, technology has improved, or the code hasn't 
been reviewed in many years. 
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Example: CPT 92507 was flagged as a misvalued code in 2024 
because CMS data showed it being billed for sessions far shorter than its 
assumed 60-minute underlying time. 

  SECTION 3 — Geographic Adjustments & the Conversion Factor 

RVUs give a national baseline. These two factors adjust that baseline to reflect your specific location 
and the current year. 

 

Conversion Factor 
(CF) 

A dollar amount set by CMS each year that converts Total RVUs into 
actual payment dollars. It applies equally to every CPT code in the 
country before geographic adjustments are made. 

Example: The 2026 Medicare Conversion Factor is $33.40 (Non-APM 
track). Total RVU × $33.40 = estimated payment before GPCI 
adjustment. 

 

Geographic Practice 
Cost Index (GPCI) 

A set of three multipliers applied separately to each RVU component 
to adjust payment for regional differences in cost of living and 
business costs. There is a Work GPCI, a PE GPCI, and an MP GPCI. 
Ohio uses a single GPCI for the entire state. 

Example: Ohio 2026 GPCIs: Work = 1.000, PE = 0.911 (slightly below 
national average), MP = 1.033. 

 

Full Reimbursement 
Formula 

The complete calculation used to determine Medicare payment for a 
service in a specific location: (Work RVU × Work GPCI) + (PE RVU × 
PE GPCI) + (MP RVU × MP GPCI) = Geo-Adjusted Total RVU  
Geo-Adjusted Total RVU × Conversion Factor = Payment ($) 

 

Non-Facility Rate The Medicare reimbursement rate that applies when services are 
provided in a private outpatient clinic. Non-facility rates are generally 
higher than facility rates because the practice bears its own overhead 
costs. 

Example: An outpatient SLP clinic receives the non-facility rate. A 
hospital outpatient department receives the facility rate. 

 

Facility Rate The lower Medicare reimbursement rate that applies when services 
are provided in a hospital, SNF, or other facility setting. The facility 
receives a separate payment to cover overhead costs, so the 
clinician's rate is reduced. 
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  SECTION 4 — Medicare Payment Policies 

These are rules CMS applies on top of the basic RVU calculation that further affect how much a 
practice actually receives. 

 

MPPR (Multiple 
Procedure Payment 
Reduction) 

A Medicare policy that reduces reimbursement when two or more 
services are billed on the same day. The reasoning is that the 
provider shares overhead costs (chart review, administrative work, 
supplies) across services. The highest-valued code is paid at 100%; 
the Practice Expense RVU of each additional base code is reduced 
by 50%. Work RVU and MP RVU are NOT reduced. 

Example: If you bill 92X8X (voice) and 92X2X (speech sound) on the 
same day, 92X8X pays at 100%. 92X2X has its PE RVU cut by 50%, 
reducing the combined total by approximately 12%. 

 

MPPR Exemption Certain CPT codes are excluded from MPPR, meaning they are 
always paid at 100% regardless of what else is billed on the same 
day. Add-on codes paired with their own base codes are excluded. 
Some therapy codes like 97129 and 97130 (cognitive treatment) are 
also exempted. 

Example: When you bill a base code (e.g., 92X4X) with its own add-on 
(92X5X), MPPR does NOT apply to the add-on. You receive full payment 
for both. 

 

Budget Neutrality A Congressional requirement that any increase in Medicare spending 
on one set of codes must be offset by a decrease somewhere else in 
the fee schedule. In practice, this often means that when new or 
revalued codes get higher RVUs, CMS slightly reduces the 
Conversion Factor — lowering reimbursement for everyone across 
the board. 

Example: When the proposed new SLP codes receive their final RVUs, 
budget neutrality adjustments could result in a small reduction to the 
2027 Conversion Factor. 

 

Sequestration An automatic 2% across-the-board cut to Medicare payments, 
established by the Budget Control Act. It applies after all other 
calculations. Congress can — and sometimes does — suspend it. 
When it is in effect, a $100 Medicare payment becomes $98. 

Example: Even if the new codes calculate to $64 for a language 
session, sequestration would reduce the actual payment to 
approximately $62.72 when in effect. 

 

PAYGO (Pay-As-You-
Go) 

Federal legislation requiring that any new spending increases or tax 
cuts be offset by equivalent savings or revenue increases. In the 
Medicare context, this can trigger payment cuts to providers. 
Congress has historically waived PAYGO for Medicare but is not 
required to continue doing so. 

 



CPT 92507 Vocabulary Primer  ·  OSLHA March 2026 Page 6 

Efficiency 
Adjustment 

A new 2026 policy that reduces Work RVUs by 2.5% for certain 
codes to account for clinicians becoming more proficient with a 
service over time. ASHA successfully advocated for 92507 to be 
excluded from this adjustment. 

  SECTION 5 — Timed Billing & the 8-Minute Rule 

The new proposed codes are timed codes, which means billing works very differently from the current 
untimed 92507. This section explains the rules that determine how many units you can bill based on 
treatment time. 

 

Unit A single billable increment of a timed CPT code. For the proposed 
new codes, one base unit = 30 minutes of treatment; one add-on unit 
= 15 minutes of additional treatment. The number of units you bill 
determines your total reimbursement for the session. 

 

8-Minute Rule The Medicare standard for counting units of timed therapy codes. A 
unit may be billed when you have provided at least half of the time 
associated with that unit (the 'midpoint'). For a 15-minute add-on 
code, the midpoint is 8 minutes. For a 30-minute base code, the 
midpoint is 16 minutes. 

Example: A session of 16–37 minutes = 1 billable unit (base code only). 
A session of 38–52 minutes = 2 billable units (base + 1 add-on). 

 

Midpoint Rule Another name for the same concept as the 8-Minute Rule: a unit can 
be billed once you have passed the halfway point of that unit's time. It 
prevents overbilling for sessions that run short and ensures providers 
are compensated for time just past a threshold. 

 

Billing Thresholds 
(New Proposed 
Codes) 

The specific minute ranges that determine how many units can be 
billed under the proposed new code structure: 
• 16–37 minutes = Base code only (1 unit)  
• 38–52 minutes = Base + 1 add-on (2 units)  
• 53–67 minutes = Base + 2 add-ons (3 units)  
• 68–82 minutes = Base + 3 add-ons (4 units) 

 

KEY 
INSIGHT 

Under the current untimed 92507, a 30-minute session and a 55-minute session 
both bill the same: one unit. Under the new timed codes, a 38-minute session 
bills two units while a 37-minute session bills only one — a difference of 
approximately $45 in Medicare reimbursement. 

 

  



CPT 92507 Vocabulary Primer  ·  OSLHA March 2026 Page 7 

 

Total Session Time 
vs. Code Time 

When multiple services are billed on the same day, the total minutes 
of the session (not each code individually) may determine how many 
total units can be billed. Units are then distributed among the codes 
based on where the most time was spent. CMS is expected to 
provide clarification on how this applies specifically to the new 30-
minute base codes. 

  SECTION 6 — Who Controls the Codes? Key Organizations 

Understanding who does what helps you know where decisions are made — and where advocacy can 
make a difference. 

 

AMA (American 
Medical Association) 

Owns the CPT code set. Responsible for creating, revising, and 
deleting CPT codes through two committees: the Editorial Panel 
(which defines codes) and the RUC (which recommends their value). 
The AMA does not set final payment rates — that is CMS's job. 

 

AMA Editorial Panel The AMA committee that votes on whether CPT codes should be 
created, revised, or deleted. It meets three times a year. Specialty 
societies like ASHA attend and present evidence but do not have a 
vote. The Editorial Panel focuses on the code description and 
structure, not its dollar value. 

 

RUC (Relative Value 
Scale Update 
Committee) 

The AMA committee responsible for recommending Work RVU 
values for CPT codes. It conducts surveys of healthcare providers to 
estimate the typical time and effort required for each service, then 
recommends values to CMS. CMS may accept, reject, or modify 
these recommendations. 

 

CMS (Centers for 
Medicare and 
Medicaid Services) 

The federal agency that administers Medicare and Medicaid. CMS 
reviews RUC recommendations, assigns final RVU values, sets the 
annual Conversion Factor, publishes the Medicare Physician Fee 
Schedule, and applies payment policies like MPPR and budget 
neutrality.  

 

Congress The legislative body that funds CMS and can pass laws that modify, 
override, or direct Medicare payment policy. Congress can waive 
budget neutrality requirements, suspend sequestration, modify 
PAYGO rules, and ultimately controls what services Medicare covers 
and at what level. 
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Specialty Society A professional organization representing a specific clinical field that 
participates in the AMA's CPT development process. ASHA is the 
specialty society for audiology and speech-language pathology. 
Specialty societies provide clinical expertise and advocacy at AMA 
meetings but do not have a formal vote. 

 

ASHA (American 
Speech- Language-
Hearing Association) 

The national professional association for SLPs and audiologists. 
ASHA's Health Care Economics Committee (HCEC) represents the 
field at AMA Editorial Panel and RUC meetings, conducts member 
surveys for valuation proposals, advocates to CMS, and prepares 
members for coding changes. 

 

HCEC (Health Care 
Economics 
Committee) 

ASHA's internal committee that manages coding and reimbursement 
advocacy. The HCEC develops proposals for new or revised codes, 
defends them at RUC meetings, and serves as the liaison between 
ASHA and governmental agencies on payment policy. 

 

StAMP (State 
Advocacy and 
Mentorship Program) 

ASHA's state-level advocacy network that connects state 
associations like OSLHA to ASHA's national advocacy efforts. Ohio's 
StAMP representative serves as a liaison between ASHA and 
OSLHA. 

 

OSLHA (Ohio Speech 
Language Hearing 
Association) 

The Ohio state professional association for SLPs and audiologists. 

  SECTION 7 — Fee Schedules & Billing Terms 

These terms come up when clinics and billers translate codes into claims and reimbursements. 

 

Medicare Physician 
Fee Schedule (MPFS) 

The annual document published by CMS that lists the RVUs and 
payment rates for every covered CPT code, adjusted by geography. 
The proposed fee schedule is released in July; the final version is 
released in November; it goes into effect January 1. Most commercial 
payers also base their rates on the MPFS. 

 

Payer Mix The distribution of a practice's patients across different insurance 
types: Medicare, Medicaid, commercial insurance, private pay, etc. A 
practice's payer mix significantly affects overall revenue because 
each payer type reimburses at different rates. 
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Fee-for-Service (FFS) A payment model in which providers are reimbursed separately for 
each individual service provided. Medicare Part B SLP services in 
outpatient settings are paid fee-for-service. This is the model most 
affected by the proposed new codes. 

Example: SNF Part B patients and outpatient clinic patients are billed 
fee-for-service. SNF Part A patients are covered under a bundled facility 
payment, not fee-for-service. 

 

DRG (Diagnosis-
Related Group) 

A bundled payment system used for inpatient hospital services. The 
hospital receives a single fixed payment based on the patient's 
diagnosis, regardless of individual services provided. SLP services in 
acute care are generally covered within this DRG payment — 
individual CPT codes like 92507 affect documentation but not direct 
payment. 

 

PDPM (Patient Driven 
Payment Model) 

The Medicare payment model for Skilled Nursing Facilities (SNF) Part 
A patients, implemented in 2019. PDPM uses case-mix classifications 
to set payment based on patient characteristics and needs — 
including SLP-relevant diagnoses. It replaced the prior RUG-IV 
system and is one reason 92507 utilization increased after 2019. 

 

PDGM (Patient-Driven 
Groupings Model) 

The Medicare payment model for Home Health Agency (HHA) 
services, implemented January 1, 2020. PDGM replaced the prior 
Home Health Prospective Payment System (HH PPS) and 
reimburses agencies a fixed rate per 30-day period of care based on 
the patient’s clinical grouping, functional impairment level, and 
comorbidities — rather than on the volume of individual therapy visits 
provided. Because payment is bundled at the agency level, individual 
CPT codes like 92507 affect documentation and internal tracking 
rather than direct per-visit reimbursement. 

Example: A home health SLP treating a patient for dysphagia and 
aphasia after a stroke is paid through the agency’s PDGM 30-day 
episode rate. The transition from 92507 to the new timed codes will 
affect how the SLP documents and tracks treatment time, but will not 
change the episode payment the agency receives from Medicare 
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QUICK REFERENCE — Terms at a Glance 

Use this table to quickly locate any term. Page references reflect document section numbers. 

 

RVU Components 

Component What It Measures % of Total Affected by MPPR? 

Work RVU (wRVU) Provider effort, time & 
skill 

~51% No 

Practice Expense 
RVU (PE RVU) 

Overhead costs ~45% YES — reduced 50% 

Malpractice RVU 
(MP RVU) 

Liability insurance 
costs 

~4% No 

 

8-Minute Rule Billing Thresholds (New Proposed Codes) 

Treatment Time Billable Units What to Bill 

Less than 16 minutes 0 — cannot bill Nothing billable 

16–37 minutes 1 unit Base code only 

38–52 minutes 2 units Base + 1 add-on 

53–67 minutes 3 units Base + 2 add-ons 

68–82 minutes 4 units Base + 3 add-ons 

 

The 10 Proposed New Codes (Replacing 92507) 

Code Type Time Disorder Category 

92X0X Base Initial 30 min Fluency disorder (e.g., stuttering, cluttering) 

92X1X Add-on Each addl 15 min Fluency disorder 

92X2X Base Initial 30 min Speech sound production (e.g., articulation, 
phonological, apraxia, dysarthria) 

92X3X Add-on Each addl 15 min Speech sound production 

92X4X Base Initial 30 min Language comprehension and expression (e.g., 
receptive/expressive language) 

92X5X Add-on Each addl 15 min Language comprehension and expression 

92X6X Base Initial 30 min Combined speech sound + language disorders 

92X7X Add-on Each addl 15 min Combined speech sound + language disorders 

92X8X Base Initial 30 min Voice, upper airway dysfunction, and/or resonance 
disorders 

92X9X Add-on Each addl 15 min Voice, upper airway dysfunction, and/or resonance 
disorders 
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REMINDER 
Final 5-digit CPT code numbers have not yet been assigned. Codes shown as 
92X0X–92X9X are placeholders. Final code numbers will be published when the 
2027 Medicare Physician Fee Schedule is released in July 2026. 

Key Dates Timeline 

Date Milestone 

March 31, 2026 Comment deadline for independent Code Change Application 

April 30 – May 2, 
2026 

AMA Editorial Panel meets — votes on Code Change Application 

July 2026 CMS releases proposed 2027 Medicare Physician Fee Schedule (PE/MP 
RVUs + CF) 

November 2026 CMS releases finalized 2027 Medicare Physician Fee Schedule 

January 1, 2027 New codes and reimbursement rates go into effect (if application denied in 
May) 

 


