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Re: MUC2024-100 Non-Pressure Ulcers Episode-Based Cost Measure Pre-Rulemaking 
Measure  
 
Dear Partnerships for Quality Measurement (PQM; Powered by BaCelle) and Centers for 
Medicare  
and Medicaid Services (CMS) Pre-Rulemaking Measure Review CommiCee:  

I served as a member of the Clinician Expert Workgroup and as the representative of the 
American Association of Nurse Practitioners (AANP).  In my role as AANP representative, 
I will focus on the concerns raised by my own Field Test. I fully support the development 
of a measure which would reflect the cost of the care for non-pressure ulcers for costs 
that are clearly under the control of the practitioner. As a wound care practitioner, I am 
providing examples from my own Field Test to demonstrate why the non-pressure 
ulcer cost measure currently under consideration should not be implemented. 

I served as a member of the Clinician Expert Workgroup, but I write this letter in the 
capacity of a practicing wound care practitioner. I whole-heartedly support the 
development of a measure which would reflect the cost of the care for which I am 
responsible but in reviewing the rest of my field test report (although admittedly, I only have a 
rudimentary understanding of the results), this measure is not working.  

Please allow me to give background information on my clinical practice setting.  Wound care is 
a melting pot of subspecialties and disciplines as there is not a designated wound care specialty 
(i.e. Woundologist).  As such, it is extremely common to have multiple providers staffing an 
outpatient wound care practice and that these providers are from different specialties and even 
different practice group settings.  There are at least 700 Hospital-based Outpatient Provider 
Departments (HOPD) in the United States and typically there are several practitioners at each 
location.   

In my practice, we are staffed by Nurse Practitioners who are employed by the hospital and 
podiatrists who are employed by the Faculty Practice Group. This means we are NOT in the 
same TIN.  This creates challenges with billing and insurances when both the Nurse Practitioner 
and the Podiatrist are involved in the care of the same patient but on different anatomical 
locations.  This conundrum was evident in the results of my field test. 

 



How can I be a non-attributing NPI to my own report? 

In column W, note that I am a “non-aOribuPng NPI” in my own report. How is that possible? 

Also, why is Laboratory CorporaBon of America Holdings even in this list? 

 

The method of A+ribu0on may be a problem for NPs  

With regards to the most expensive pt #16, the en^re episode is aCributed to the hospital 
employed NP who performed her ini^al consulta^on for hyperbaric oxygen therapy for a 
diabe^c foot ulcer. In our prac^ce, Hyperbaric Oxygen Therapy Services are performed by the 
Nurse Prac^^oners.  Although the pa^ent’s ini^al visit was for her HBO consult, she did NOT 
start her treatment that day.  She began a few days a`er the ini^al visit.  She has since been 
cared for exclusively by podiatry. She con^nues to see them weekly and has not seen the NP in 
follow up for her wound. The podiatrist did her wound care updates to maintain her ability to 
do HBO and the NP was the supervising provider for the HBO.  The pa^ent underwent years of 
care in our center (she is s^ll an ac^ve pa^ent today), had months of intravenous an^bio^cs, 
surgical interven^on, amputa^on and other chronic ulcer care.  As detailed above, the 
podiatrists at our ins^tu^on work for the physician prac^ce group. When NPs employed by our 
ins^tu^on perform “ini^al evalua^ons” it appears that the subsequent care which is determined 
by the DPMs and MDs employed by the prac^ce group are aCributed to the NPs. These clinical 
decisions are clearly outside the control of the NP. I would think this will be a serious problem 
for the aCribu^on of costs to NPs.  

In my prac^ce group (i.e. my direct clinical partners who are employed by the same en^ty as I 
am and who treat each other’s pa^ents during vaca^ons and absences), all 3 of us (Paul 
Gobourne, Michele Yingling and myself) are all listed as non-aCribu^ng NPI.  How can this be?  
In addi^on, I do not have any knowledge of who Joanna King, Cinderella Samandi, Edwin 
Chapman, or Donnie Spencer are. I have been in this prac^ce sefng for 10 years and have close 



contact with the primary care providers and specialist providers for my pa^ents.  I know who is 
ac^vely involved in the care of my pa^ents. 

 

Table 3 does not make sense based on our prac^ce paCern. Our TIN had 9.5% of inpaPent costs 
aOributed to us but we rarely perform any inpaPent care.   We also rarely see paPents in the 
emergency department, so I am flummoxed how 9.5% of that care is aOributed to us.  It is 
also not possible that 52.4% of our costs could be due to “skin procedures” (unless those 
include 97597 services).  



 

We do not order intravenous an^bio^cs. We do not order home health services. In fact, we 
have not been able to get skilled home health services since COVID. We do not admit to 
inpa^ent rehabilita^on or long-term care facili^es. We do not order DME to account for 42.9% 
of the episode.  These numbers cannot be correct; and this confirms that there are serious 
problems with aOribuPon.  



Ulcer type might not be properly captured 

 

One of the patients with an arterial ulcer was listed under multiple ulcer types (the last line). 
She had ICD10 codes of I73.9, I89.0, L97.219 (she had a mid-calf wound and an above knee 
amputation).  

One of the non-specific ulcer types was coded L97.919, R60, I50.31 and E11.40.  I find this 
surprising because the patient had a diabetic foot ulcer that eventually became a left below 
knee amputation. We had treated him for many months but had not seen him in clinic for 4 
months before this trigger episode (he was followed by podiatry), and he came in with bullae. 

I had previously submiCed many of these specific issues during the comment period a`er the 
ini^al field tes^ng.  I did not receive any feedback on these comments and neither did my 
colleagues on the work group.  This is both extremely concerning and quite frankly disrespecnul 
of the ^me we took from our clinical prac^ces and direct pa^ent care to undertake our 
volunteer role seriously and to provide feedback to create a measure that is meaningful, 
equitable and just.   With the apparent disregard of those who are clinical experts and acPvely 
pracPcing, why should any clinician take these measures seriously?  The cost measure, as it 
currently stands, is en^rely flawed in its methodology, aCribu^on, implementa^on plan. 
 
The feedback/comment process appeared to be only a perfunctory process that needed a check 
box, not an actual considera^on of the very real issues with this measure. 
	
Thank you for the opportunity to provide feedback on the Non-Pressure Ulcers episode-based 
cost measure. The current cost measure should not be uPlized. 



I greatly appreciate the opportunity to allow me to comment on the Non-Pressure Ulcer 
Episode-Based Cost Measure. After reviewing the field-testing report and response to the 
field tests, I firmly believe that this measure should not be used in its current form because 
there are serious problems with the episode, the attribution and the diagnosis coding of 
ulcers. This will result in serious unintended negative consequences that are not the goal of this 
entire process.  I urge you to withdraw this measure currently to undergo additional refinement and 
field testing to ensure parity and accuracy in reflecting real-world data. 

Yours sincerely, 

  
Kara Couch, MS, CRNP, CWCN-AP, FAAWC 
Director, Wound Care Services 
George Washington University Hospital 
 


