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Description 
 
Speech-language pathology (SLP) services provide for the identification, assessment and treatment of speech, 
language and swallowing disorders in children and adults. Therapy facilitates the development or rehabilitation of 
functional communication or swallowing.  
 
Speech therapy covers a wide range of services for all ages, from birth to very old age, and is provided in schools, 
hospitals, home care, rehabilitation centers, and nursing homes. Speech-language pathologists (SLPs) work with 
individuals who have physical and/or cognitive deficits/disorders resulting in difficulty communicating. 
Communication includes speech (articulation, voice, prosody) and language (phonology, morphology, syntax, 
semantics, pragmatics, both receptive and expressive language, including reading and writing). SLPs treat acquired 
reading and writing impairments in adults and children who have previously learned how to read and write and are 
diagnosed with neurologic impairments. SLP also provide services for individuals with dysphagia (difficulty 
swallowing). 
 
Note: For additional information, please refer to CG-DME-07 Augmentative and Alternative Communication 
(AAC) Devices/Speech Generating Devices (SGD) 
 

Clinical Indications  
 

Medically Necessary: 
 

Speech-language pathology (SLP) services are considered medically necessary when all of the following criteria are 
met:  
1. The services are used in the treatment of communication impairment or swallowing disorders resulting from 

illness, injury, surgery, or congenital abnormality; and  
2. Based on a plan of care, the therapy sessions achieve a specific diagnosis-related goal for a patient who has a 

reasonable expectation of achieving measurable significant functional improvement in a reasonable and 
predictable period of time [i.e., medical necessity continues until progress is no longer being made (each three to 
six month period) or the patient has attained the previous level of competency]; and  

3. The therapy sessions provide specific, effective, and reasonable treatment for the patient’s diagnosis and 
physical condition; and 

4. The services are delivered by a qualified provider of speech therapy services. A qualified provider is one who is 
licensed, where required, or holds the Certificate of Clinical Competence (CCC) granted by the American 
Speech-Language-Hearing Association (ASHA), and performs within the scope of licensure; and 

5. The services require the judgment, knowledge, and skills of a qualified provider of speech therapy services due 
to the complexity and sophistication of the therapy and the medical condition of the patient.  

 
Documentation 
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Evaluation 
A comprehensive evaluation is essential to determine if SLP services are medically necessary, gather baseline data, 
establish a treatment plan, and develop goals based on the data. The initial evaluation is usually completed in one to 
three sessions. An evaluation is needed before implementing any SLP treatment. Evaluation begins with the 
administration of appropriate and relevant assessments using standardized assessments and tools. The evaluation 
must include: 
• Prior functional level, if acquired condition; 
• Specific standardized and non-standardized tests, assessments, and tools to assess the individual’s level of 

functional communication/swallowing in that individual’s natural environment(s); 
• Analytic interpretation and synthesis of all data, including a summary of the baseline findings in written 

report(s) of the individual’s current communication/swallowing skills; 
• Objective, measurable, and functional descriptions of an individual’s deficits using comparable and 

consistent methods; 
• Summary of clinical reasoning and consideration of contextual factors with recommendations; 
• Plan of care with specific treatment techniques and/or activities to be used in treatment sessions that should 

be updated as the individual’s condition changes; 
• Frequency and duration of treatment plan; 
• Functional, measurable, and time-framed long-term and short-term goals based on appropriate and relevant 

evaluation data; 
• Rehabilitation prognosis; 
• Discharge plan that is initiated at the start of SLP treatment. 

 
Treatment Sessions 
A speech language pathology treatment session is usually defined as thirty minutes to one hour of speech therapy 
on any given day, depending on the age and diagnosis and ability to sustain attention for therapy. Treatment 
sessions for more than one hour per day may be medically appropriate for inpatient acute settings, day treatment 
programs, and select outpatient conditions, but must be supported in the treatment plan and based on an individual’s 
medical condition. These services may include: 
• Evaluation; 
• Therapeutic oral motor, laryngeal, pharyngeal, and/or breathing exercises; 
• Compensatory and/or adaptive communication/swallowing techniques and skills; 
• Management of positioning, eating, and swallowing to enable/progress safe eating and swallowing; 
• Establishing hierarchy of tasks or cues that direct an individual toward goals; 
• Skilled reassessment of the individual’s problems, plan, and goals as part of the treatment session; 
• Individual, caregiver, and/or family/parent training to augment restorative treatment or establish a 

maintenance program; 
• Training in assistive technology and adaptive devices, e.g., speech generating devices; 
• Training in the use of prosthetic devices; 
• Coordination, communication, and documentation; 
• Reevaluations, if there is a significant change in the individual’s condition. 

 
Documentation of treatment sessions must include: 
• Date of treatment; 
• Specific treatment(s) provided that match the CPT codes billed; 
• Total treatment time; 
• The individual’s response to treatment; 
• Skilled ongoing reassessment of the individual’s progress toward the goals; 
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• Any progress toward the goals in objective, measurable terms using consistent and comparable methods; 
• Any problems or changes to the plan of care; 
• Name and credentials of the treating clinician. 

 
Progress Reports 
In order to reflect that continued SLP services are medically necessary, intermittent progress reports must 
demonstrate that the patient is making functional progress. Progress reports should meet the American Speech-
Language-Hearing Association (ASHA) standards, which include at a minimum: 
• Start of care date; 
• Time period covered by the report; 
• Communication/swallowing diagnosis; 
• Statement of the individual’s functional communication/swallowing at the beginning of the progress report 

period; 
• Statement of the individual’s current status as compared to evaluation baseline data and the prior progress 

reports, including objective measures of patient communication/swallowing performance in functional terms 
that relate to the treatment goals; 

• Changes in prognosis and why; 
• Changes in plan of care and why; 
• Changes in goals and why; 
• Consultations with other professionals or coordination of services, if applicable; 
• Signature and title of qualified professional responsible for the therapy services. 

 
Re-evaluation 
A re-evaluation is usually indicated when there are new significant clinical findings, a rapid change in patient 
status, or failure to respond to SLP interventions. There are several routine re-assessments that are not considered 
re-evaluations. These include ongoing re-assessments that are part of each skilled treatment session, progress 
reports, and discharge summaries.   
 
Re-evaluation is a more comprehensive assessment that includes all the components of the initial evaluation, such 
as:  
• Data collection with objective measurements based on appropriate and relevant assessment tests and tools 

using comparable and consistent methods of the individual’s level of functional communication/swallowing 
in that individual’s natural environment(s);  

• Making a judgment as to whether skilled care is still warranted;   
• Organizing the composite of current problem areas and deciding a priority/focus of treatment;   
• Identifying the appropriate intervention(s) for new or ongoing goal achievement;   
• Modification of intervention(s);   
• Revision in plan of care if needed;   
• Correlation to meaningful change in function; and  
• Deciphering effectiveness of intervention(s). 

 
Routine re-evaluations are considered not medically necessary. 
 
Providers of SLP Services 
 

The services are delivered by a qualified provider who holds the appropriate credentials in speech-language 
pathology; has pertinent training and experience; and is certified, licensed, or otherwise regulated by the State or 
Federal governments. Assistants may provide services under the direction and supervision of a speech language 
pathologist. These qualified professionals are also regulated by the State and Federal governments. 
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Aides, athletic trainers, exercise physiologists, life skills trainers, and rehabilitation technicians do not meet the 
definition of a qualified practitioner regardless of the level of supervision. Aides and other nonqualified personnel 
as listed above are limited to non-skilled services such as preparing the patient, treatment area, equipment, or 
supplies; assisting a qualified therapist or assistant; and transporting patients. They may not provide any direct 
patient treatments, modalities, or procedures. 
 
Not Medically Necessary: 
 

Speech-language pathology (SLP) services are considered not medically necessary if any of the following is 
determined: 
1. The therapy is for the correction of a speech, language, or swallowing impairment other than that resulting from 

illness, injury, surgery or congenital abnormality.  
2. The therapy is for dysfunctions that are self-correcting, such as: 

• Language therapy for young children with natural dysfluency; or 
• Developmental articulation errors that are self-correcting. 

3. The therapy is considered primarily educational. 
4. The expectation does not exist that the speech therapy will result in a practical improvement in the level of 

functioning within a reasonable and predictable period of time. [i.e., progress is no longer being made (in a 
three to six month period) or the patient has attained the previous level of competency]. 

5. Services that do not require the skills of a qualified provider of ST services including, but not limited to, the 
following: 
• Treatments that maintain function using routine, repetitious, and/or reinforced procedures that are neither 

diagnostic nor therapeutic (e.g., practicing word drills for developmental articulation errors);  
• Procedures that may be carried out effectively by the patient, family, or caregivers.  

6. Treatments that not supported in peer-reviewed literature. 
 
Duplicate Therapy 
Duplicate therapy is considered not medically necessary. When patients receive physical, occupational, and/or 
speech therapy, the therapists should provide different treatments that reflect each therapy discipline’s unique 
perspective on the individual’s impairments and functional deficits and not duplicate the same treatment. They must 
also have separate evaluations, treatment plans, and goals. 
 
Maintenance Program 
Maintenance programs are considered not medically necessary. A maintenance therapy program consists of drills, 
techniques, and exercises that preserve the patient’s present level of communication/swallowing function and 
prevent regression of that function. Maintenance begins when the therapeutic goals of a treatment plan have been 
achieved and when no further consistent functional progress is apparent or expected to occur. In certain 
circumstances, the specialized knowledge and judgment of a qualified therapist maybe required to establish a 
maintenance program, however, the repetitive SLP services to maintain a level would be considered not medically 
necessary. 
 

Place of Service/Duration  
 
Place of Service: Inpatient 

Outpatient  
Speech Language Pathologist’s Office 
Home 

Duration:   If the criteria listed above are met, and the member has documentation to support one 
of the ICD-9 conditions, allow speech therapy sessions each year subject to the 
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members maximum allowable visits per year, or per episode of care, under the 
member’s benefit certificate.  
 
Many benefit plans include a maximum allowable therapy benefit, either in duration of 
treatment or in number of visits. When the maximum allowable benefit is exhausted, 
coverage will no longer be provided even if the medical necessity criteria described 
above are met. 

 
Coding 
 
The following codes for treatments and procedures applicable to this guideline are included below for informational purposes. 
Inclusion or exclusion of a procedure, diagnosis or device code(s) does not constitute or imply member coverage or provider 
reimbursement policy. Please refer to the member's contract benefits in effect at the time of service to determine coverage or 
non-coverage of these services as it applies to an individual member. 
 
CPT  

92506 Evaluation of speech, language, voice, communication, and/or auditory processing 
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, 2 or more individuals 
92526 Treatment of swallowing dysfunction and/or oral function for feeding 
92610 Evaluation of oral and pharyngeal swallowing function 
92611 Motion fluoroscopic evaluation of swallowing function by cine or video recording 
92626-92627 Evaluation of auditory rehabilitation status (includes codes 92626, 92627) 
92630 Auditory rehabilitation; prelingual hearing loss 
92633 Auditory rehabilitation; postlingual hearing loss  

 
HCPCS 

G0153 Services of speech and language pathologist in home health setting, each 15 minutes 
S9128 Speech therapy, in the home, per diem 
S9152 Speech therapy, re-evaluation 
V5362 Speech screening  
V5363 Language screening  
V5364 Dysphagia screening  

 
ICD-9 Procedure  

93.72 Dysphasia training 
93.73 Esophageal speech training 
93.74 Speech defect training 
93.75 Other speech training and therapy 

 
Revenue Codes 

0440-0449 Speech Pathology (includes codes 0440, 0441, 0442, 0443, 0444, 0449) 
 
ICD-9 Diagnosis  

 All diagnoses  
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Discussion/General Information  
 

Approximately 42 million people (1 in 6) in the United States have some type of communication disorder. Of these, 
28 million have communication disorders associated with hearing loss, and 14 million have disorders of speech, 
voice, and/or language not associated with hearing loss 
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