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 A reimbursement model which compensates professionals 

for reducing costs without compromising care

 What happened to FEE-FOR-SERVICE?

◦ A provider sets his/her own fee schedule, insurance pays what is 

“customary and usual” and the patient is billed for what the 

insurance company doesn’t pay



 Federal mandates are reinventing reimbursement

◦ Affordable Care Act (ACA)

 Quality of care at reduced cost – what does that 

really mean?



 ACA: Affordable Care Act
 MACRA: Medicare Access and CHIP 

Reauthorization Act of 2015
 MIPS: Merit-Based Incentive Payment System
 MPFS: Medicare Physician Fee Structure
 PQRS: Physician Quality Reporting System
 QCDR: Qualified Clinical Data Registry
 RUC: Relative Value Scale Update Committee
 SGR: Sustained Growth Rate



 Recognized as the first Pay-For-Performance initiative

 Sunset effective 2017 reporting period 

 Applied to Medicare Part B (outpatient services)

 Goal of PQRS:

◦ Was to improve the quality of patient care



 Flawed formula that aims to control spending for 
services provided under Part B of Medicare  

 Sets a spending “target” and then adjusts payment 
rates for the following year based on whether or 
not actual spending exceeded or remained below 
projected figures 

 Every year since the inception of the SGR, spending 
has exceeded targeted amounts resulting in 
procedures being paid less (duh…) 

 Previously, Congress has agreed to “overturn” the 
effects of the SGR and has provided nominal 
increases to practitioners



 April 14, 2015, the Senate passed MACRA with a vote of 
92-8

 Abolished the 21% annual threat of reduced payments
 Implemented a 0.5% increase for 2016-2019
 2019 – 2025 rates will remain constant, but there will be a 

chance to incur a bonus, or a penalty
 Established a new payment structure for Medicare
◦ Merit-Based Incentive Payment System (MIPS) 
◦ Established Alternate Payment Models (APMs) -

multidisciplinary approach to improving quality and cutting 
costs with provider incentives



 MACRA paves the way for the new Quality 
Payment Program

 Audiologists not eligible for participation 
until 2019 (at the earliest)

Repeal
SGR

Combine existing 
quality programs

New healthcare delivery 
models



 MIPS
◦ Quality Category
 Replaces PQRS

◦ Clinical Practice Improvement Activities
 New Category
 i.e. Patient satisfaction, care coordination, patient and 

communication engagement
◦ Promoting Interoperability
 Replaces the Medicare EHR Incentive Program also known as 

Meaningful Use
◦ Cost/Resource Use
 Replaces the Value-Based Modifier
 Calculated in 2017, but will not be used to determine 

payment adjustment. In 2018, CMS will use cost category to 
determine payment adjustments



 A total score (0-100) will be given for the 4 components 
(each weighted differently) which will be compared to a 
composite score 
◦ Payment adjustment neutral, positive or negative based 

on composite threshold 
◦ Scores reweighted dependent on eligibility for 

performance categories
 Adjustments may be as high as +/- 4% in 2019, and +/-

9% by 2022
 2 Year lag
◦ Report in 2017 = Payment Adjustment in 2019

 Specifics released in final rule



 Replaces SGR with PERFORMANCE targets
 Performance weighting in 4 categories:Total - (100 pts)
◦ Quality (50 pts)
◦ Cost Measures (10 pts)
◦ Clinical Practice Improvement Activities (15 pts)
◦ Promoting Interoperability (25 pts)



 Due to our limited number of quality measures, quality 
reporting is challenging 

 The above will potentially effect the Composite Score
 We are statutorily excluded from Meaningful Use of the 

EHR…
 Audiologists currently have no scored measures in the 

cost measures category (no specialties at this time).  
Current trends for the diagnosis and management of 
dizzy patients by the audiologist would provide 
invaluable input (ex., less imaging)

◦ This may be a strong opportunity to be part of an APM 
team, but would this indirectly limit the scope of practice 
performed if solely performing vestibular specific diagnostic 
services “monitored” by a gatekeeper?    



Which of the following is not one of the MIPS 
performance categories?

A. Quality
B. Cost Measures
C. Promoting Interoperability
D. Completion of mandatory Medicare 
patient outcome surveys 



 Most providers will comply using “claims reporting” 
on a CMS 1500 form.  Measures were 
reported using codes specific to each measure

 There is an option to use a QCDR which some 
professional societies are developing for their 
membership at a cost 

◦ More measures required to report
◦ Required to report for all types of patients, not just 

Medicare
◦ Does the QCDR track all applicable categories of MIPS?  

If not, there might be outside additional costs to obtain 
an analysis of how effectively providers are performing



 First two years (2019-2020), the following Part B 

providers are eligible (data collected 2017 & 2018):

◦ Physicians, physician assistants, nurse 

practitioners, and nurse anesthetists

 As of the third year, audiologists were expected to 

be part of the initiative 



 PQRS reporting ended in 2016
◦ Last data collected will be reflected in 2018 payments

 MIPS program - “begins” in 2019
◦ Performance data collected beginning 2017, reflected in 

2019 payments
◦ Continuing in 2018 to be reflected in 2020 payments

 MIPS for Audiologists begins in 2021
◦ Will use performance data collected in 2019



 Potential to offer even greater bonus if MIPS scores 
exceed the 25th percentile (up to an additional 25%) –
years 2019-24 known as the AVERAGE 
EXCEPTIONAL PERFORMANCE BONUS

 “Over-the-year” improvements; can be low, but if 
improving, there will be a bonus

 There is still budget neutrality.  There will be a bonus 
for some providers and a penalty for others. “Winners 
take from losers”.

 A performance threshold (PT) will be determined 
annually



 CMS proposing to NOT add audiologists as 
eligible clinicians in the 2019 reporting year
◦ Speech pathologists, nurse midwives, dieticians
◦ Proposing to remove several quality measures that would 

leave audiologists and others fewer than six measures 
on which to report

 Reduced reporting burden vs. missed opportunity 
to earn incentives?

 Final Rule to be published late 2018





When MIPS was first created, it was to become 
effective for audiologists in:

A. 2019
B. 2020
C. 2021
D. Audiologists are not expected to 
become part of MIPS 



 Details are not finalized; 6 different types are being devised

 Team of providers – some may remain fee-for-service

 Degree of bonus is based on cost savings – to all?

 If a provider meets the APM, then don’t typically participate in MIPS

 Members of the APM knowingly take financial risk should the APM not 

perform at a profit significant enough to provide a financial 

bonus



 Deloitte found that many executives believe MACRA is 
poised to disrupt relationships and in some cases, the 
way their businesses operate on a fundamental level

 Nearly half (45%) of health system executives and 33% 
of health plan executives say that MACRA will be 
very disruptive to relationships between health 
systems and physicians

 Four in 10 health system executives and health plan 
executives believe that MACRA will be very 
disruptive to their organization’s financial model

 Half of health system executives and 83% of health plan 
executives agree that MACRA will drive physicians 
to join larger organizations or networks



 As physicians contemplate and eventually become 

“MACRA” compliant, how will they decide to 

“survive” this change?

 Remain independent or embrace the “concierge” model

 Become acquired/employed by a hospital

Note:  this can affect your referral patterns!



The following are mandated as part of MACRA:
A. MIPS
B. APMs
C. MIPS and APMs
D. MIPS, APMs, and HIPAA





 Doesn’t create insurance: it regulates private 
insurance to ensure rights and protection 
allowing tens of millions to get access to “high 
quality” insurance

◦ State exchanges might be an option
◦ Premiums are not cheap; subsidies may occur based on 

wage



 Health insurance organizations that facilitate the purchase of 
health insurance in each state that is in compliance with 
the ACA mandate 

 Intended purpose: one-stop shopping for a health care plan, 
compare benefits and prices, and choose the plan that's 
best

 No plans including exchanges, are to deny coverage on the 
basis of a preexisting condition, and all of these plans 
include an affordable basic benefit package that 
includes prevention, and protection against catastrophic 
costs

Obama: “I strongly believe that Americans should have the 
choice of a public health insurance option operating 
alongside private plans. This will give them a better 
range of choices, make the health care market more 
competitive, and keep insurance companies honest."

https://en.wikipedia.org/wiki/Public_health_insurance_option


 Citizens not purchasing (or not participating in an 
employer insurance plan) will be charged a tax 
penalty (~$800)

 There are subsidies for those considered to have 
impoverished incomes as defined by federal 
statistics

 The premium tax credit, is a refundable credit that 
helps eligible individuals and families with low or 
moderate income afford health insurance typically 
purchased through an Exchange



 Getting insurance is one thing, paying monthly 
premiums is another!!!!

 Insurance is sometimes a deductible expense 
from an employee’s paycheck 

 According to the Department of Health and 
Human Services, ~15% of Americans enrolled 
in health insurance plans were delinquent with 
their premiums within 3 months.  Loss of 
payment results in loss of coverage (given a 
90-day grace period)



 First 30 days, the insurer must pay the claim to the 
provider

 31 – 90 days, the insurer can withhold payment 
on claims.  Provider is not paid!

 After 30 days of premium delinquency, the 
insurers are required to inform the medical 
provider (You should be tracking this!)

 Patients are exempt from paying premiums if 
evicted, filed for bankruptcy over the past 6 
months, deemed ineligible for Medicaid



 “Health insurance premiums on the 
Affordable Care Act’s marketplaces (also 
called exchanges) are expected to 
increase faster in 2017 than in previous 
years…”

 For example, costs for the Silver premium are 
expected to go up 145% in Arizona and 
down 6% in Indiana.  The majority are 
increasing by 20% (South Carolina +29%) 

◦ Does not include tax credits, but this is 
underwritten by taxpayers 



 Medicare beneficiaries pay monthly premiums in 
excess of $100 

 About 70% of them have their premiums deducted 
automatically from their Social Security 
benefits (significant for those on fixed 
incomes)

 Medicare premiums have gone up in excess of 
10% over the last 2 years



Single Filer 
Income

Joint Filer 
Income Part B Premium Part D Surcharge

Up to $85,000 Up to $170,000 $134 --
$85,001 -
$107,000

$170,001 -
$214,000 $187.50 $13.30

$107,001 -
$160,000

$214,001 -
$320,000 $267.90 $34.20

$160,001 -
$214,000

$320,001 -
$428,000 $348.30 $55.20

More than 
$214,000

More than 
$428,000 $428.60 $76.20



 MACRA seems to be physician centric
◦ Kool-Aid:  Quality of care, but reduce cost
◦ How is the audiologist being incentivized?

 With reimbursement in a state of flux, how does 
the audiologist “ride the wave of change”?
◦ Review/change the diagnostic practice mix?
◦ Charge the patient out-of-pocket for uncovered 

services?
 Should the profession create new CPT codes?
 Rely more heavily on dispensing hearing aids –

the “cash cow”?



https://www.medpagetoday.com/blogs/profilesinprac
tice/48459?xid=fb_o_

https://www.medpagetoday.com/blogs/profilesinpractice/48459?xid=fb_o_




 A) Many Problems, Few Solutions

 B) Martha “Pretty Face” Stewart

 C) Medicare Physician Fee Schedule

 D) Medicare Pays For Shit



 Medicare Physician Fee Schedule (MPFS) 

is published annually in November

◦ The value of every CPT (Current Procedural 

Terminology) your facility performs, needs to be 

reviewed annually



 The MPFS is used as the “template” for 
reimbursement for managed care third 
party payers

◦ Typically, contracts are negotiated at the MPFS rate for a 
locality plus a percentage

 For Medicare, audiologists are credentialed as 
providers of diagnostic services

◦ Do not have physician or limited licensed practitioner status
◦ Referral is mandatory

 Medical necessity required of all practitioners



 1985 (pre MPFS) $85.00

 2009 MPFS: $49.47

 2018 MPFS: $38.42



 CMS requires that covered services must be 
submitted for Medicare beneficiaries 
(Mandatory Reporting Requirement) 

 To bill Medicare, you must be enrolled in 
Medicare (PECOS)

 Approximately 30 days to obtain provider status



 Does not apply to non-covered services
◦ Hearing aids and related testing
◦ Non-physician referral
◦ No medical necessity

However, if a beneficiary believes that a 
service may be covered, a formal Medicare 
determination must be granted





 Centers for Medicare and Medicaid Services (CMS)

 The national health insurance program for:

◦ People age 65 years or older

◦ Certain disabled individuals under age 65, including 
blind individuals

◦ Children/adults with End-Stage Renal Disease



 Hospitalization
 Nursing Care
 Home Health Care
 Hospice Care
 Blood
 Audiologic services performed in a 

hospital setting for in-patients



 Note: Audiologic services performed on 
in-patients are reimbursed under the
DRG (Diagnosis Related Group) 
system. Reimbursement goes to the 
hospital (and hospital-employed 
audiologists)

Private practice audiologists will not 
be reimbursed for any inpatient 

services



 Medical Expenses
 Home Health Care
 Clinical Laboratory Services
 Outpatient Hospital Services
 Blood
 Ambulatory Surgical Services
 Audiologic services performed in ANY

outpatient setting



 Medicare Advantage Plan
◦ Has minimum coverage requirements
◦ Coverage for other items and services not in the FFS 

Medicare program
 Benefits of a Medicare Advantage Plan would be items not 

covered by traditional Medicare such as:
◦ Hearing Aids
◦ Dental
◦ Vision
◦ Routine and preventative care



Prescription Drug Benefit



Medicare first becomes available at:
A. Age 70
B. Age is not necessarily the only criteria that 

determines Medicare eligibility
C. Age 68
D. Age 40



Effective April 2018, Medicare has begun issuing 
new Medicare cards that will exclude Social 
Security Numbers to prevent fraud and fight 
against identity theft (about a one year process!)



 Part of Social Security Number Removal Initiative (SSNRI)
 Medicare Beneficiary Identifier (MBI) will replace SSNs (11 

characters)
 A Medicare patient should be asked to present his/her Medicare 

card at the time of visit until it has been confirmed that a new 
Medicare number has been provided

 This is to protect against patient identify theft 
 21 month transition period (April 2018- December 2019) and CMS 

plans on testing its systems



 How can offices prepare?
◦ Work with office software and billing vendors to ensure transition to 

MBI
◦ Test ability of systems to handle 11 character MBIs
◦ Verify that patients’ addresses on card vs. what Medicare has
◦ Remind patients to bring their new Medicare cards for appointments

 Resources: 
◦ https://www.cms.gov/Medicare/SSNRI/Providers/Providers.html
◦ https://www.cms.gov/Outreach-and-Education/Look-Up-

Topics/Medicare/SSNRI-Message.html
◦ Visit Academy’s website and search key words “New Medicare 

Cards” 

https://www.cms.gov/Medicare/SSNRI/Providers/Providers.html
https://www.cms.gov/Outreach-and-Education/Look-Up-Topics/Medicare/SSNRI-Message.html


 Defines covered and non-covered services
 Defines the circumstances of coverage for the 

Medicare program.
 There are legal exclusions for coverage



~ “Medicare pays for diagnostic tests that 

are considered reasonable and necessary

for the diagnosis or treatment of an illness or 

injury fall within a statutorily defined benefit 

category to improve the functioning of a 

malformed body part or covered 

preventative services”.



 Provider Status Options:

◦ Participating Provider (Par): Accept Assignment (AA)

 Medicare payment sent directly to the provider

◦ Non-Participating Provider (Non-Par):

 Medicare payment sent to the patient

 Limiting Charge under Non-Par

 Non-Par is 5% less than Par (AA)

 Limiting Charge is 10% more than Par (AA) 

◦ Opt Out

 No contractual agreement with Medicare 

 Audiologists can’t opt out



All diagnostic tests must be ordered by a 
physician or NPP (non-physician provider)

This includes diagnostic procedures that are 
being performed by a physician

Presenter
Presentation Notes
Add transition here.



 Define a professional’s scope of practice

 Many clinicians including physicians provide items 

and services that Medicare (like any other 

insurance) does not cover

 No requirement to adhere to the fee schedule



 Screening 
 Procedures that do not meet the guidelines for coverage 

(i.e. excluded services such as hearing test for purpose 
of a hearing aid)

 Routine exam (no new signs or symptoms)
 Services without a physician's order
 Procedures performed by students
 Services denied as bundled or included in basic allowance 

of another service



1. Physicians and suppliers must complete and 
submit claims for beneficiaries 

2. Beneficiaries should not be asked to file their 
own claims 

3. The claims filing requirement applies to all 
suppliers who provide covered services to 
Medicare beneficiaries 

4. Providers are not required to accept assignment 
for claims unless they fall under the category 
of mandated claims

*Mandatory requirement does not require a provider to treat 
Medicare patients.



 Must use CMS 1500 form and submit electronically
 Unless the facility is a “Small Provider”
 Performs no electronic services at all
 Has fewer than 10 full-time equivalent (FTE) 

employees
 Physician referral  and “Medical Necessity” required; 

referral must not be “solicited”
 So, with physician referral, some diagnostic services 

can be billed to Medicare even if the evaluation 
results in a recommendation for hearing aids

 20% Co-pay MUST always be collected



 Submit an initial Medicare enrollment application
 View or change your enrollment information
 Track your enrollment application through the web 

submission process
 Add or change a reassignment of benefits
 Submit changes to existing Medicare enrollment 

Information
 Reactivate an existing enrollment record
 Withdraw from the Medicare Program
 Submit a Change of Ownership (CHOW) of the 

Medicare-enrolled provider



 Benefits: 
◦ Faster than paper-based enrollment (45 day processing 

time in most cases, vs. 60 days for paper)
◦ Tailored application process means you only supply 

information relevant to YOUR application
◦ Gives you more control over your enrollment 

information, including reassignments
◦ Easy to check and update your information for 

accuracy
◦ Less staff time and administrative costs to complete 

and submit enrollment to Medicare



 The standard unique health identifier for health care 

providers

 10-digit number that is permanently linked to the 

provider (replaced the PIN/UPIN)

 Audiologists MUST use his/her own NPI when 

billing Medicare:  Medicare 855R assigns 

benefits



 Although audiologists have their own NPI and are 
credentialed by CMS under the Diagnostic 
Provider category, audiology services can only 
be billed to Medicare with a physician referral

 Medicare will not pay the audiologist unless the 
referring physician is part of the PECOS 
(Internet-based Provider Enrollment, Chain 
and Ownership System)



Which of the following is not true:
A. For Medicare, physician referral and medical 

necessity are required to submit a claim
B. Even with physician referral, if audiometric test 

results are consistent with sensorineural hearing 
loss, Medicare can’t be billed for hearing testing

C. Annual hearing testing can’t be billed to Medicare
D. 20% Medicare co-insurance must always be 

collected



Medicare Compliance



 Cerumen Management
◦ For Managed Care patients – Yes
◦ For Medicare – No, because CPT 

69210 is a treatment code



 Anything not medically necessary
 What is medical necessity?

 Needed for the diagnosis, direct care and treatment of 
the patient’s medical condition

 Meets the standard of good health practice (for defined 
diagnostic purpose: not annuals)

 Is not for the convenience of the patient or health care 
practitioner 

If unsure, consult your Local Coverage Determination Policy
 http://www.cms.hhs.gov/DeterminationProcess/04_LCD

s.asp

http://www.cms.hhs.gov/DeterminationProcess/04_LCDs.asp


 Services specifically listed in the Medicare statute as 
having their own separate benefit category may not be 
billed as "incident to" services [42 C.F.R. § 410.26]

 Treatment services, however, not covered within the 
audiologist’s benefit category (“other diagnostic 
services”) can be billed as “incident to”

 ex., canalith repositioning
 must be under the “direct supervision” of a physician
 The physician (or other practitioner) must be "present in the office suite 

and immediately available to furnish assistance and direction 
throughout the performance of the procedure." [42 C.F.R. §
410.26(a)(2), 410.32(b)(3)(ii)]

 Audiologists are not allowed to bill the services by any 
type of provider as “incident to” the audiologist’s NPI



 -GA Signed ABN on file
 Used when service might be covered if performed by 

another provider under different circumstances
 Patient is responsible for payment if Medicare denies 

reimbursement
 -GY Service is statutorily excluded or does not 

meet definition of Medicare benefit
 Example: Use for denial for secondary insurer when 

needing a denial for hearing aids



Which is true for providers desiring to Opt-Out of 
Medicare 

A. Physicians can't opt out of Medicare
B. Both physicians and audiologists can opt-out of 

Medicare
C. Any practitioner can opt-out of Medicare with 

notice effective January 1st of a new calendar year
D. Audiologists can't opt out of Medicare







 The Relative Value Unit (RVU)

◦ Cognitive Work

◦ Practice Expense 

◦ Malpractice Expense

 Each component of the RVU is multiplied by a 

geographic factor

 The entire RVU is multiplied by a “conversion factor” 



Practice 
Expense, 44%

Physician 
Work, 52%

Professional 
Liability 

Insurance, 4%



The relative value unit:
A. Is heavily weighted by the Work (cognition) 

performed
B. Varies by the diagnosis used with the RVU
C. Adjusts with the number of procedures performed on 

the same date of service
D. Varies with the type of practitioner billing the test (ex., 

physicians get paid more for the same procedure 
than an audiologist) 



Which of the following is not a component of the 
relative value unit (RVU)?

A. The time it takes to perform the procedure
B. The level of cognition for performing the 

procedure 
C. The expenses for performing the procedure
D. Degree of liability for performing the procedure



 17 member panel responsible for maintaining, 
revising, updating the CPT code set

 The panel consists of 17 members:
◦ 11 physicians who are nominated by the national 

specialty societies and approved by the AMA Board of 
Trustees
◦ A physician each from Blue Cross and Blue Shield
◦ A Performance Measure representative appointed by the 

AMA Board of Trustees
◦ American Hospital Association representative
◦ 2 members from the CPT HCPAC



 Must give a complete description 
 A clinical vignette describing the typical patient 

and the work involved
 Diagnosis of patients for this procedure applies
 Support with peer-reviewed articles
 Evidence of FDA approval of drugs or devices 

used in the procedure 
 Support why existing codes are not adequate
 Can any existing codes be changed?



 AMA staff reviews the coding suggestion
 New requests are referred to the CPT Advisory 

Committee
 If the committee agrees a new code is not needed, the 

AMA staff does not proceed
 If a new code seems indicated, it is passed to the CPT 

Editorial Panel
 The Editorial Panel either: adds a new code or revises 

an existing, postpones or tables a code, or rejects it 
completely

 There is an appeals process



 AMA created a panel of experts from medical 
specialty societies to

◦ Develop relative values for new or revised CPT codes
 There are 31 members with 21 members 

appointed by the medical specialty societies
 AMA Board of Trustees picks the AMA Chair, as 

well as, the AMA representative to the RUC



Required to survey at least 50 - 100 practicing providers

Recommendations presented to the RUC

RUC may modify or adopt before submitting to CMS

RUC recommendations submitted to CMS

CMS reviews recommendations with Carrier Medical Directors

Medicare Physician Fee Schedule (MPFS) published



 RUC’s cycle for developing recommendations is 
closely coordinated with both CPT’s schedule for 
annual code revisions and CMS’s schedule for 
annual updates in the Medicare Payment 
Schedule

 CPT meets three times a year to consider coding 
changes for the next year’s edition

 CMS publishes the annual update to the Medicare 
RVS in the Federal Register every year

 These codes and relative values go into effect 
annually on January 1



 Step 1: CPT’s new or revised codes are 
submitted to the RUC staff

 Step 2: Members of the RUC Advisory 
Committee review and indicate a societies’ 
level of interest on developing a relative 
value recommendation

 Step 3: AMA staff distribute survey instruments 
for the specialty societies to evaluate the 
work involved in the new or revised code



 Step 4: The specialty RVS committees conduct 
the surveys, review the results and prepare 
their recommendations to the RUC

 Step 5: The specialty advisors present the 
recommendations at the RUC meeting

 Step 6: The RUC may decide to adopt a specialty 
society’s recommendation, refer it back to the 
specialty society or modify it before submitting 
it to CMS

 Step 7: The RUC’s recommendations are 
forwarded to CMS in May of each year



 Health Care Professional Advisory 
Committee (HCPAC)

 CPT HCPAC: reviews applications for new or revised CPT 
codes for non-physician specialties

 RUC HCPAC: reviews recommendations for the RVU for 
physician work and practice expense for non-physician 
specialties

Only one professional organization can have a 
“seat” on the HCPACs.   AAA has representation 
for the CPT HCPAC and AAA & ASHA share the 
RUC HCPAC seat 



Audiologists
Chiropractors
Dieticians
Nurses
Occupational Therapists
Optometrists

Physical Therapists 
Physician Assistants
Podiatrists
Psychologists
Social Workers
Speech Pathologists



 Proceedings are confidential
 Codes from all professions are examined in 

great detail (5-year review)
◦ Supplies
◦ Complexity

 Budget neutral
◦ Values of codes fluctuate depending on what enters 

“the mix”
 All codes will eventually be devalued
◦ The Medicare Trust Fund is running out of money



 Code is to be surveyed by those who 
personally perform the procedure

 Compile the survey data 
◦ 25th percentile
◦ Median

 For audiology, work with other organizations 
who utilize that particular code

 Consensus building, strategy



 Pre-service time
◦ Preparing the patient

 Intra-service time
◦ Procedure
◦ Report writing

 Post-service time
◦ Explanation
◦ “Clean up”



 Vestibular code 92543, each irrigation (binaural bi-

thermal stimulation 4 tests with recording) 

eliminated and replaced with:

◦ 92537- Caloric vestibular test with recording, bilateral; 

bithermal (ie, one warm and one cool irrigation in each ear 

for a total of four irrigations)

◦ 92538- Monothermal (ie, one irrigation in each ear for a total of 

two irrigations)



 “The recommendations for these services overstate 
the work involved in performing these procedures.”

◦ Survey data states otherwise
◦ Who are the CMS subject experts?

 Every code is supported by reference codes that are 
to support the society recommendation

◦ CMS has to give reference codes to support their 
recommendation

◦ They selected a code that hasn’t been surveyed for 12 years 
and only had 16 respondents



 So, should the profession of Audiology 
propose new codes?

◦ If we don’t, patients will have more out-
of-pocket expense – Is this a problem?

 What is insurance?  
◦ A contract between the PATIENT and the 

INSURANCE COMPANY
 Can audiologists afford to be insurance 

providers?



The AMA and CMS combine their efforts to create 
the 

A. CPT editorial panel and the RUC
B. Only the CPT panel
C. Only the RUC
D. The RVU and HCPCS editorial panels 



The RUC reviews survey data and typically values a 
code at the:

A. 50th percentile
B. 75th percentile
C. 25th percentile
D. 30th percentile 



Evaluation and
Management Codes 



 Many patients initiate their hearing and balance care 
with the audiologist. The expectation is that the 
audiologist is the appropriate gatekeeper for these 
concerns

 Making the appropriate recommendations and/or 
referrals are predicated on taking a thorough case 
history and selecting the appropriate test battery.  
Counseling is essential for maximizing patient care

 Although every CPT code compensates the 
professional for being cognitive specific to that 
code, the evaluation & management (E&M) 
options address the compensation required for 
the “global” management and evaluation of 
patient care 



 Taking a thorough case history is core for the delivery 
of quality care.  Results of the history needs to be 
well documented

◦ SOAP findings
◦ Document everything you ask and/or see as you evaluate the 

patient.  This includes the patient’s social and recreational 
history, as well

◦ Remember, if it isn’t written, it didn’t happen 
 It is exceedingly appropriate for the audiologist to be 

compensated for “bringing together” the history, 
findings from the visit, and then devising a plan for 
patient follow-up

 E&M is part of the audiologist’s scope of practice. If 
the insurance carrier denies payment, bill the 
patient 



 Treatment codes used to compensate the provider 

for evaluating the patient, directing care, and 

reporting recommendations

 Audiologists can’t bill Medicare for these services 

(physician/treatment codes) but other third-

party payers may reimburse for these codes

 Based on level of complexity



 Ears
 Nose
 Mouth
 Throat
 Neck 
 Eyes
 Heart
 Lungs
 Breasts

 Stomach
 Urinary
 OB/GYN
 Endocrine/

Hormones
 Muscles & Joints
 Skin
 Blood & Lymph 
 Neurologic
 Psychiatric



 New or Established Patient Codes: 
◦ New: 99201-99205
◦ Established: 99211-99215

 New patients haven’t seen the provider (or 
associate in the same office) within the 
past 3 years

 Established patients have been seen within 
the past 3 years



 CMS eliminated these codes effective January 

2010, but… some managed care plans still 

use them

A requested evaluation by a physician for an 

opinion or advice regarding E/M.  The 

consultation must be initiated by the requesting 

physician; can’t be initiated by patient or family



 Level of service is based on 6 components:
◦ History
◦ Examination
◦ Medical decision making
◦ Counseling
◦ Nature of presenting problem
◦ Coordination of care

 First three are key components in selecting the 
level of service; the last three are contributory



• CMS seeks to ease requirements related to E/M 
documentation for providers 
• Comes at a cost

• Single, blended payment rates for levels 2-5
• Add-on codes for resources required beyond the blended 

payment rate
• Codes 1-3 would likely be reimbursed at higher rates
• Codes 4-5 would likely see reduced reimbursement

• CMS justifies that any reduction would be offset by 
reduced reporting burden



 PCAST – President’s Council Advisors of Science 
and Technology:  “Price of hearing aids is too 
high”

 NASEM- National Academy of Sciences 
Education and Medicine 

 IOM – Institute of Medicine
◦ The last two address the FDA red flags, the role of the 

FTC especially specific to PSAPS with ongoing 
discussion about Over-the Counter Hearing Aids (OTC)

 Time to differentiate product from professional 
services?



 To the consumer, is it becoming increasingly less 
necessary to see an audiologist rather than a hearing 
aid specialist?  

◦ The medical model is changing whereby many patients are given 
limited access to physicians… they have to first interact with allied 
health professionals (PA’s or Nurse Practitioners) as the 
gatekeepers.  Consumers seeking medical care see this as a
“dumbing-down” of health care

 Are audiologists shooting themselves in the foot by not 
separating services from product?



 is taking steps to improve hearing aid accessibility for 
consumers

 it doesn’t intend to enforce the requirement for individuals 18 
and older receive a medical evaluation or sign a waiver 
prior to purchasing most hearing aids

 is creating a category of over-the-counter hearings aids in an 
attempt to provide innovative and lower-cost products to 
millions of consumers (motivated by PCAST and 
NASEM)

 cites 30 million people in the US have hearing loss, yet only 
one-fifth of people seek intervention.  Cost is implied as a 
major roadblock (motivated by PCAST and NASEM)

 requires that hearing aid labeling must include information 
about medical conditions that should be evaluated by a 
licensed physician 



 requires that information and instructions about 
hearing aids be provided to consumers 
before any purchase from a licensed 
hearing aid dispenser

 intends to consider and address PCAST and 
NASEM recommendations regarding a 
regulatory framework for over-the-counter 
hearing aids without the requirement for 
consolation with a credentialed dispenser



The FDA, an agency within the U.S. Department of 
Health and Human Services, protects the 
public health by assuring the safety, 
effectiveness, security of human and veterinary 
drugs, vaccines and other biological products for 
human use, and medical devices.  The agency is 
also responsible for the safety and security of our 
nation’s food supply, cosmetics, dietary 
supplements, products that give of electronic 
radiation, and for regulating tobacco products



 OTCs – they appear “hear” to stay
 Over-the-Counter Hearing Act introduced in the Fall of 

2016 by Senators Warren and Grassley allows 
hearing aids intended for use by adults to 
compensate for perceived mild to moderate hearing 
impairment to be sold OTC and would eliminate the 
requirement that people obtain a medical evaluation 
or sign a waiver.  The Act asks the FDA to issue 
regulations containing safety and labeling 
requirements and update its draft guidance on 
Personal Sound Amplification Products (PSAPS) 



 Hosted a workshop on April 18, 2017 to examine competition, 
innovation, and consumer protection issues raised by 
hearing health and technology, especially hearing aids and 
personal sounds amplification products PSAP’s)

 Workshop was motivated by the reports of NASEM and 
PCAST

 Included researchers, health care providers, industry reps, 
consumer reps, policymakers and others to examine ways 
of enhancing competition and innovation to increase 
adoption of hearing aids with consumer safety in mind

 The workshop was webcast
 https://ftcpublic.commentworks.com/ftc/hearinghealthtechwork

shop



A very prominent and influential icon of Audiology 

reached out to ask:

 Is Armageddon here? SO, LET’S DISCUSS:
◦ Is buying hearing aids from a centralized buying group 

essential OR should we build relationships with 

manufacturers?

◦ Is industry really our competition as they purchase practices?

◦ Are the new policies of the FDA/FTC harmful?



 studying the EOBs and looking at reimbursement and best 
coding practices

 billing for all services rendered
 assessing overhead versus profit and knowing the break-

even billing rate per staff member
 understanding that all staff plays a role in securing success
 preparing for the arrival of OTCs: not a threat but an 

opportunity
 ensuring that the patient journey is professional and 

distinctive
 aware that Telehealth is close; going to implement proper 

coding
 engaging most physician specialists (PA’s and NP’s) to 

become valued partners in patient care



 establishing standard of care for a diagnostic evaluation
◦ Does it meet medical necessity for Medicare patients?
◦ What if some tests don’t?

 aware of what an insurance plans pay for a given 
service

 aware of how many “lives” are in an insurance plan and 
the terms of a hearing aid benefit when it applies

 not dismissive of the implications of mild hearing loss
 dedicated to performing a reliable audiogram, but 

realizes its limitation in assessing central hearing 
loss and cognitive challenges

 aware that the above just touches the surface but is 
essential for
Branding, creating an image, differentiating… 



Telehealth Programming

AudiogramRIC
24/7 Disposable

Telehealth Medicine

Are These Disruptive Game Changers?    



If you don’t know where you are going, You 
will end up someplace else.  -Yogi Berra
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