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impact	profits.	The	online	version	
of	this	article	has	more	information	
on	providing	DME.	

Ancillary sources of income
A	solo	practitioner	could	offer	
in-office	surgery	and	ancillary	
services.	Venture	arrangements	
with	hospitals	and	profit	sharing	
from	ambulatory	surgery	centers	
are	completely	different	discus-
sions	and	beyond	the	scope	of	this	
article.	Compensated	ED	coverage	
should	be	negotiated	to	offset	mal-
practice	insurance	costs.

Alliances
Among	the	strengths	a	solo	practi-
tioner	has	are	alliances	with	peers	
and	hospitals.	The	soloist	should	
play	an	active	role	in	the	hospital	
community,	make	friends,	and	
never	burn	bridges	for	personal	
reasons.	

Office expenses
Table	2	lists	examples	of	monthly	
expenses.	Many	are	fixed	and	re-
curring;	others,	such	as	utilities	and	
phone,	are	variable.	It’s	important	
to	have	a	reasonable	idea	of	re-
quired	expenses	before	pursuing	a	
credit	line	(equivalent	to	at	least	6	
months	of	operating	expenses).	

Solo	practitioners	should	make	
every	attempt	to	be	available	to	
patients	and	PCPs	as	much	as	pos-
sible,	even	if	that	means	reschedul-
ing	hours	to	be	in	the	office	each	
day	and	part-time	in	the	operating	

room.	The	strategy	should	be	to	
emphasize	availability	and	continu-
ity.	Finding	a	specialty	‘niche’	may	
also	help.	A	soloist	will	usually	see	
all	types	of	orthopaedic	problems	
in	the	office,	but	developing	a	sub-
specialty	will	set	him	or	her	apart	
from	larger	groups	and	enhance	
name	recognition	in	the		
community.

It’s not for everyone
The	decision	to	begin	a	solo	prac-
tice	is	a	difficult	one.	The	obstacles	
to	a	successful	solo	practice	may	
initially	seem	insurmountable.	A	
sound	business	plan,	a	clear	under-
standing	of	the	patient	base,	and	
some	financial	support	are	needed	
to	succeed.	The	reward	for	taking	
on	this	challenge	will	be	complete	

autonomy	in	decision-making.	For	
those	who	work	in	small	and	large	
groups	and	want	more	indepen-
dence,	the	chance	to	be	your	own	
boss	is	worth	the	risk.		 										NOW

Adam D. Soyer, DO, is a mem-
ber of the AAOS Practice Man-
agement Committee. He can be 
reached at adam.soyer@nyumc.org
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	 Table	2:		List	of	potential	office	expenses	for	solo	practitioners

Payroll

	 Employees			
	 Payroll	service

Insurance

	 Workers’	compensation	(employees	only)	
	 Property	liability	
	 Employee	disability	
	 Fire/theft/umbrella	
	 Employee	health	benefits	
	 Medical	liability

Rent	(depending	on	purchase	or	lease)

Taxes

	 Payroll	
	 Property/school	(depending	on	purchase	or	lease)

Computer

	 Hardware/network	
	 Licenses	
	 Maintenance	contract	
	 Internet	service	provider

Radiography	equipment

Electronic	medical	records/Practice		
management	software

Office	supplies

	 Equipment	(fax/scanner/shredder/credit	card		
	 					processing)	
	 Phone	system	
	 Furniture:	reception,	waiting	room,	offices,	exam	rooms	
	 Durable	medical	equipment	
	 Injectables,	cast	supplies

Phone

	 Office	network	
	 Cell	
	 Maintenance

Utilities

Cleaning	service

	 Exterior	(landscape/snow	removal)

Professional	Fees

	 Licensure	
	 Drug	Enforcement	Agency	
	 	Medical	society	memberships	(AAOS,	state/local		

orthopaedic/medical	societies)

Professional	Services

	 Attorney	
	 Accountant

should	not	be	linked	to	this	code.
Both	services	are	reportable	be-

cause	the	E&M	service	was	for	a	
separate	condition,	and	any	denial	
can	be	appealed	on	the	basis	that	
the	E&M	service	was	not	inclusive	
to	the	surgical	procedure.	

Modifier 57 
Modifier	57	(decision	for	surgery)	
is	appended	to	the	E&M	service	
when	the	orthopaedic	surgeon	
evaluates	a	patient	and,	as	a	result	
of	that	evaluation,	determines	
that	the	patient	requires	a	major	
surgery	that	will	be	performed	
the	same	or	next	day.	This	is	the	
decision-making	E&M.	

For	example,	a	25-year-old	man	
with	a	closed	tibial	shaft	fracture	
arrives	in	the	emergency	depart-
ment	(ED)	following	a	motor	vehi-

cle	accident.	The	ED	physician	con-
ducts	an	evaluation	and	requests	a	
consultation	from	the	orthopaedic	
surgeon.	The	orthopaedic	surgeon	
evaluates	the	patient	in	the	ED.	
After	reviewing	radiograph	and	lab	
results,	the	surgeon	makes	immedi-
ate	plans	to	take	the	patient	to	the	
operating	room	for	an	open	reduc-
tion	and	internal	fixation	(ORIF)	
of	the	fracture.	

The	orthopaedic	surgeon	reports	
the	consultation	service	for	the	
E&M	in	the	ED	and	the	ORIF	for	
the	surgical	intervention.	Modifier	
57	is	appended	to	the	E&M	service	
to	indicate	it	was	the	decision-
making	service,	as	follows:	
•			9924x-57—Outpatient	consulta-

tion	(decision	for	surgery)
•			27759—Treatment	of	tibial	shaft	

fracture	(with	or	without	fibular	
fracture)	by	intramedullary	im-

plant,	with	or	without	interlock-
ing	screws	and/or	cerclage	

Action steps
•			Ensure	all	services	are	accurately	

reported	and	supported	by	docu-
mentation.

•			Append	modifier	25	or	57	as	ap-
propriate,	based	on	the	payor’s	
definition	of	major	and	minor	
procedures.

•			Construct	the	appeal	to	indicate	
the	E&M	was	the	significant,	
separate,	or	decision-making	
visit,	which	should	not	be	bun-
dled	into	the	surgical	services.

•			Link	diagnosis(es)	codes	appro-
priately	to	support	the	medical	
necessity	of	each	service.

•			Do	not	automatically	“write-off”	
any	payor	denials	as	“incidental	
or	inclusive”	without	appeal.	If	

the	case	was	accurately	docu-
mented	and	reported,	an	appeal	
is	warranted.

•			Review	payor	contracts	for	lan-
guage	indicating	that	E&M	is	
bundled	with	a	surgical	proce-
dure.	If	this	language	is	found,	
reconsider	the	contract.

•			Trend	payor	behavior.	If	denials	
consistently	track	to	one	or	two	
payors,	request	a	meeting	with	
the	Medical	Director	and	outline	
your	concerns.	The	payor	may	
need	to	“turn	off”	an	automatic	
edit	that	is	causing	inappropri-
ate,	automatic	denials.										NOW

Mary LeGrand, RN, MA, 
CCS-P, CPC, is a consultant with 
KarenZupko & Associates, Inc., 
and focuses on coding and reim-
bursement issues in orthopaedic 
practices. 
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Since we developed minimally invasive  
spine surgery over 10 years ago,

we’ve got your back today.

DLIF Balloon

Kyphoplasty

PLIF Interspinous

Decompression

TLIF Decompression

More support for less invasive. More support means more minimally invasive surgical options for you and 

your patients, comprehensive training programs, and the services of our best-in-class sales consultants. At 

Medtronic, innovative thinking is our mindset, and continuing to deliver breakthrough minimally invasive 

solutions is our passion. For more information contact your local sales representative.    

Innovating for life.
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