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10/8/2010   

Appellant at ALJ Level 

Fondren Orthopedic Group, L.L.P. 

ALJ Appeal Number 

1-991166855 and 2 others 
Beneficiary (if not the Appellant)   List attached 

 

ALJ Decision Date 

July 10, 2012, July 12, 2012 
Health Insurance Claim Number (HICN)* 

 

Specific Item(s) OR Service(s) 

23472 (total shoulder arthroplasty) 
Provider, Practitioner OR Supplier 

Fondren Orthopedic Group, L.L.P. 
  Part A   Part B  

Basis for referral 

Any Case 

   Error of law material to the outcome of 

the claim  

   Broad policy or procedural issue of 

public interest 

CMS as a Participant 

   Decision not supported by the 

preponderance of evidence 

   Abuse of discretion 

Pre-BIPA 

   Decision not supported by 

substantial evidence 

   Abuse of discretion 

Rationale for Referral:  

Fondren Orthopedic Group, LLC (Appellant), an association of private orthopedic 

surgeons, furnished reverse total shoulder arthroplasties to three Medicare beneficiaries 

in August 2011. The Appellant billed Medicare with Current Procedural Terminology 

(CPT) code 23472 (Arthroplasty, glenohumeral joint; total shoulder) and appended 

modifiers “-RT” and “-LT”, (right and left) and “-22” (increased procedural service). 

TrailBlazer Health Enterprises (TrailBlazer), the Medicare administrative contract (MAC) 

in the Appellant’s jurisdiction, paid the fee schedule amount for 23472 but did not pay 

additionally for the “-22” modifier. On appeal, the Appellant argued the reverse shoulder 

arthroplasty is technically different and more complex than a regular shoulder 

arthroplasty and thus warranted additional payment. On appeal, the MAC and the 

qualified independent contractor (QIC) decisions affirmed the allowed amount because 

the medical documentation did not support that unusually difficult arthroplasties were 

completed. The QIC also cited an American Academy of Orthopaedic Surgeons bulletin 

advising that a reverse shoulder arthroplasty should be reported with 23472, as that 

code describes a total shoulder arthroplasty regardless of the technique used.  

In its request for an Administrative Law Judge (ALJ) hearing, the Appellant reiterated 

that the reverse shoulder arthroplasty is a more difficult procedure and requires more 

time, effort, preoperative and postoperative attention than a non-reverse shoulder 

arthroplasty. On July 10, 2012, the ALJ issued three favorable decisions in which she 

agreed with the Appellant, explaining, “The reverse shoulder arthroplasty procedure 

performed is more complex than the standard shoulder arthroplasty procedure 

represented by CPT code 23472. Because of the increased complexity, the procedure 

requires additional pre- and post- operative monitoring of the beneficiary…. Therefore, 

the appellant is entitled to an additional reimbursement in the amount of $500.00 for the 

procedure at issue.” ALJ decision at 6.  



 

 

  Page 2 of 6  

 

The ALJ erred in allowing additional payment for the reverse shoulder arthroplasties 

billed with CPT code 23472. Physician services are paid under the physician fee 

schedule, which establishes uniform national definitions of services and payment 

amounts for each defined service, based on relative value units for physicians’ work, 

practice expense, and malpractice insurance. 42 CFR § 414.22 and § 414.40. Section 

1848(i)(1) of the Social Security Act (the Act) precludes review of “the establishment of 

the system for the coding of physicians' services under this section” as well as CMS’s 

determination of “relative values and relative value units” for physician services.” It is 

undisputed in this case that CPT code 23472 is the code that most accurately describes 

the service at issue. Thus, the fee schedule payment for 23472 constitutes payment in 

full for each procedure and that amount is not subject to review. 

Discussing the use of modifier -22, the Medicare Claims Processing Manual (MCPM) 

(CMS Pub 100-04) explains that, “for any given procedure code, there could typically be 

a range of work effort or practice expense required to provide the service. Thus, carriers 

may increase or decrease the payment for a service only under very unusual 

circumstances based upon review of medical records.” MCPM, Chapter 12, §20.4.6. 

The Appellant does not argue that clinical circumstances in individual cases are 

unusually complicated or difficult, but rather that the reverse shoulder arthroplasty 

technique is more difficult than regular shoulder arthroplasty. However, that a particular 

technique may be more difficult does not entitle the Appellant to more than the fee 

schedule amount. 

 

 Background:  

The Appellant’s physicians furnished reverse total shoulder arthroplasties to three 

Medicare beneficiaries between August 17, 2011 and August 31, 2011 and billed these 

to Medicare using CPT code 23472 (arthroplasty, glenohumeral joint; total shoulder 

(glenoid and proximal humeral replacement (eg, total shoulder))). The appropriate right 

and left modifiers were appended as well as the “-22” modifier, which means increased 

procedural service requiring work substantially greater than typically required. The MAC 

initially paid the fee schedule amount for each claim. The Appellant argued in its 

redetermination request that “the 22 modifier was used to indicate the difficulty of using 

the reverse prosthesis procedure.” Exh 1 at 19.1 On February 1, 2012, the MAC issued 

an unfavorable decision determining the Appellant had been paid correctly and was not 

entitled to additional payment. Exh 1 at 18.  

On March 1, 2012, the Appellant requested a reconsideration, reiterating that the 

reverse shoulder arthroplasty “is a technically different and difficult procedure which is 

above and beyond the regular total shoulder arthroplasty hence billed with a -22 

                                            
1
 Documentation in the record is generally similar. We have referred to the documentation in appeal 1-

991166855 unless otherwise noted. 
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modifier.” Exh 1 at 15. In its unfavorable decisions, the QIC cited a bulletin from the 

American Academy of Orthopaedic Surgeons that states: 

CPT will, at times, have one code that covers a particular procedure such as arthroplasty. 

Different techniques are then developed to either enhance or strengthen the procedure. But 

when it comes to coding, the procedure is still considered an arthroplasty. If the surgeon is 

able to document more extensive work or unusual circumstances such as an altered 

surgical field from prior injury, surgery or extensive scarring, modifier –22 may be 

considered when assigning 23472. 

Exh 1 at 7. After reviewing the submitted records, the QIC determined:  

The operative report itself does not show that the complexity of the procedure was clearly 

above and beyond the usual range of work for this procedure as it is described in the CPT 

code for this service. You document the beneficiary was diagnosed with end stage rotator 

cuff tear arthopathy of his left shoulder failing non-operative management. Medicare cannot 

allow additional payment on this service. 

Id. at 8. 

In its request for ALJ review, the Appellant disputed the AAOS coding advice, again 

requesting additional payment because:   

this is a technically different and difficult procedure which is above and beyond the regular 

total shoulder arthroplasty using a normal prosthesis hence billed with a -22 modifier. 

Reconsideration decision letter quoted that denial was based on The American Academy of 

Orthopaedic Surgeons (AAOS) bulletin from April 2006 which states regarding a reverse 

shoulder arthroplasty procedure that a “CPT will, at times, have one code that covers a 

particular procedure such as arthroplasty. Different techniques are then developed to either 

enhance or strengthen the procedure. But when it comes to coding, the procedure is still 

considered an arthroplasty. If the surgeon is able to document more extensive work or 

unusual circumstances such as an altered surgical field from prior injury, surgery or 

extensive scarring, modifier -22 may be considered when assigning 23472.” See 

http://www2.aaos.org/aaos/archives/bulletin/apr06/coding2.asp. We dispute this statement 

based on the fact that the placement of normal prosthesis and reverse prosthesis are 

technically different procedures. Normal prosthesis mimics normal anatomy whereas the 

work required to replace a reverse prosthesis in a diseased joint requires additional bone 

cuts and technique to accommodate an anatomically reverse prosthesis. Therefore the 

inference here that one shoe one costs fits all and applies to all is incorrect. The placement 

of reverse prosthesis as oppose[d] to normal prosthesis requires additional work, techniques 

and additional post-op follow up care therefore the use of -22 to accommodate the additional 

work and care required for this type of procedure is clearly documented in the operative 

report and implicit.  

Exh 1 at 1. 

On July 10, 2012, the ALJ issued three favorable decisions, determining, “The Appellant 

is entitled to additional payment for the procedure at issue. The reverse shoulder 

http://www2.aaos.org/aaos/archives/bulletin/apr06/coding2.asp
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arthroplasty procedure performed is more complex than the standard shoulder 

arthroplasty procedure represented by CPT code 23472. Because of the increased 

complexity, the procedure requires additional pre- and post- operative monitoring of the 

beneficiary.” ALJ decision at 6. She concluded, “the appellant is entitled to an additional 

$500.00 for the total shoulder arthroplasty provided to the beneficiary….” Id.  

 

Applicable Law, Regulation, and Medicare Policy:  

Section 1848 of the Act establishes that payment for physician’s services is based on a 

fee schedule. Section 1848(b) authorizes the Secretary to establish fee schedules 

annually based on the “relative value for the service, the conversion factor, and the 

geographic adjustment factor.” In order to correctly determine the amount to be paid, 

the Secretary is authorized to “establish a uniform procedure coding system for the 

coding of all physicians' services” under § 1848(c)(5). The uniform coding system 

includes national definitions of services, codes to represent services, and payment 

modifiers to the codes. 42 C.F.R. § 414.40(a).  

45 CFR 162.1002(a)(5) identifies CPT-4 as the standard medical data code set 

physician services that CMS has adopted. CPT Codes were designed by the American 

Medical Association (AMA) to describe medical services and procedures performed by 

providers. The CPT code system has been incorporated into the Healthcare Common 

Procedure Coding System (HCPCs) developed by CMS for processing, screening and 

paying Medicare claims. The AMA publishes annual guidance for CPT coding, including 

code descriptions, use of modifiers, and coding instructions. CMS explains: 

The CPT is a uniform coding system consisting of descriptive terms and identifying codes 

that are used primarily to identify medical services and procedures furnished by physicians 

and other health care professionals. These health care professionals use the CPT to identify 

services and procedures for which they bill public or private health insurance programs. 

Decisions regarding the addition, deletion, or revision of CPT codes are made by the AMA. 

The CPT codes are republished and updated annually by the AMA…”  

Http://www.cms.hhs.gov/MedHCPCSGeninfo/.  

The AMA defines CPT code 23472 as “arthroplasty, glenohumeral joint; total shoulder 

(glenoid and proximal humeral replacement (eg, total shoulder)).” Current Procedural 

Terminology (CPT), Professional Edition (American Medical Association 2010). With 

regard to coding a reverse shoulder arthroplasty, a 2006 article published by the 

American Academy or Orthopedic Surgeons (AAOS) explains: 

Q. What CPT code would you report when performing a reversal total shoulder 

arthroplasty? 

A. CPT will, at times, have one code that covers a particular procedure such as 

arthroplasty. Different techniques are then developed to either enhance or strengthen the 

procedure. But when it comes to coding, the procedure is still considered an arthroplasty. If 

http://www.cms.hhs.gov/MedHCPCSGeninfo/
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the surgeon is able to document more extensive work or unusual circumstances such as an 

altered surgical field from prior injury, surgery or extensive scarring, modifier –22 may be 

considered when assigning 23472. 

April 2006 Volume 54, No. 2 Bulletin, Coding Corner – Shoulder coding: Questions, 

answers and clarifications, available online at 

http://www2.aaos.org/aaos/archives/bulletin/apr06/coding2.asp.  

Trailblazer Surgery Manual, Part B published April 2011, states that the 22 modifier 

represents “unusual services, services performed that are significantly greater than 

usually required for the CPT code reported…The billed amount for the procedure with 

the 22 modifier should request the extra payment above the usual Medicare fee 

schedule allowed amount.” Available online at 

http://www.trailblazerhealth.com/Publications/Training%20Manual/Surgery.pdf.  

 

Discussion:  

Neither the MAC, the QIC, the ALJ nor the Appellant have disputed that the reverse 

shoulder arthroplasty was coded correctly with 23472. The QIC cited an AAOS article 

instructing coders to bill reverse shoulder arthroplasty with 23472. Exh 1 at 7; see also 

http://www.supercoder.com/coding-newsletters/my-orthopedic-coding-alert/reader-

questions-stick-with-23472-for-reverse-shoulder-arthroplasty-104171-article (instructing 

coders to report 23472 for a reverse total shoulder arthroplasty). Medicare paid for the 

shoulder arthroplasties at the fee schedule amount for 23472. The Appellant’s sole 

argument is that it is entitled to more money because the reverse shoulder arthroplasty 

technique it used is “a technically different and difficult procedure which is above and 

beyond the regular total shoulder arthroplasty.” Exh 1 at 1. 

Physician services, including the arthroplasty at issue in this case, are paid under the 

physician fee schedule, which establishes uniform national definitions of services and 

payment amounts for each defined service, based on relative value units for physicians’ 

work, practice expense, and malpractice insurance. 42 CFR § 414.22 and § 414.40. 

Section 1848(i)(1) of the Act precludes review of “the establishment of the system for 

the coding of physicians' services under this section” as well as CMS’s determination of 

“relative values and relative value units” for physician services.”  

To the extent that 23472 is the code that correctly describes the service at issue, and it 

is undisputed in this case, the fee schedule amount constitutes payment in full. This 

amount is not subject to review. See 42 C.F.R. § 405.926(c) (“Any issue regarding the 

computation of the payment amount of program reimbursement of general applicability 

for which CMS or a carrier has sole responsibility under Part B such as the 

establishment of a fee schedule set forth in part 414 of this chapter,” is not an initial 

determination and is not appealable”). 

The Appellant billed all three procedures with the “-22” modifier, which is defined as 

“increased procedural services.” With regard to services that are significantly greater 

http://www2.aaos.org/aaos/archives/bulletin/apr06/coding2.asp
http://www.trailblazerhealth.com/Publications/Training%20Manual/Surgery.pdf
http://www.supercoder.com/coding-newsletters/my-orthopedic-coding-alert/reader-questions-stick-with-23472-for-reverse-shoulder-arthroplasty-104171-article
http://www.supercoder.com/coding-newsletters/my-orthopedic-coding-alert/reader-questions-stick-with-23472-for-reverse-shoulder-arthroplasty-104171-article
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than usual (reported with modifier -22) and services that are significantly less than usual 

(reported with modifier -52), the MCPM explains: 

The fees for services represent the average work effort and practice expenses required to 

provide a service. For any given procedure code, there could typically be a range of work 

effort or practice expense required to provide the service. Thus, carriers may increase or 

decrease the payment for a service only under very unusual circumstances based upon 

review of medical records and other documentation. 

MCPM, Chapter 12, § 20.4.6 (emphasis added). Consistent with this, the AAOS article 

cited by the QIC advises coders, when reporting a reverse arthroplasty with 23472, to 

use modifier -22 if “the surgeon is able to document more extensive work or unusual 

circumstances such as an altered surgical field from prior injury, surgery or extensive 

scarring.” As noted above, the Appellant does not argue that unusually complicated or 

difficult clinical circumstances existed in one or more individual cases, but that the 

technique itself is complicated and warrants additional payment. However, this 

argument is contrary to law and policy governing payment under the Medicare fee 

schedule and represents a misuse of the -22 modifier.  

Physicians who accept assignment on Medicare claims agree to accept the Medicare 

allowed amount as payment in full for the services they furnish and agree to charge the 

beneficiary no more than the deductible and coinsurance for the covered service. 42 

C.F.R. § 424.55(b). The Appellant may not bill the beneficiary for more than the 

deductible and copayment of the allowed amount for these procedures.   

 

Conclusion: 

The ALJ erred as a matter of law in determining a correctly coded physician’s service 

was entitled to more payment than the established fee schedule amount. Section 

1848(i)(1) of the Act; 42 C.F.R. § 405.926(c). The Appellant’s argument that the 

technique it used is more complicated than a standard shoulder arthroplasty does not 

provide a valid basis for additional payment using modifier -22. For these reasons, we 

refer this case to the Appeals Council for review on its own motion.  

 

  


