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& I LETTER FROM THE EDITOR-IN-CHIEF

Conquering the Fear of Penicillin Allergy:
The Boogeyman of Urgent Care

had time to see one more patient as
my shift was winding down. “Wound
check. That should be a quick one,” |
said to myself.

Famous last words. | soon learned that

3 the young woman with the dog bite on
her hand was returning for her fourth visit in as many days
for the same issue.

She sat fidgeting on the exam table and was visibly irri-
tated when I walked in the room. “It’s getting worse,” she
said, holding her hand to my face before | had the chance
to introduce myself. | hadn’t seen ever her before, but
suddenly | felt responsible for her frustration.

Upon first glance, her hand was admittedly quite swollen.
| asked herabout how she’d been taking the antibiotics as
| waited for her chart to load on my computer screen.

“Which ones?” she asked as she upended her purse, al-
lowing a pile of pill bottles to spill onto her lap. Clearly, this
wasn’t the “in and out” wound check case I’d planned for.

She went on to explain how her antibiotics had been
changed at each visit. | nodded and tried to follow her narra-
tive of the reasoning behind each change in prescription
while stealing glances at the notes from her prior visits:
doxycycline, clindamycin, ciprofloxacin, metronidazole,
trimethoprim/sulfamethoxazole. She also mentioned she’d
had “a little diarrhea.” | was surprised it wasn’t more.

As she continued to recount the saga, in the back of my
mind | wondered why she wasn’t started on amoxicillin-
clavulanate at the first visit. Then the obvious hit me as
my eyes moved to the top of her chart. “Allergies: Penicil-
lin,” appeared in glaring red and foreboding font. Of
course.

The simplest and most effective treatment for dog bite
prophylaxis, as is the case for so many other conditions,
involves the use of one of penicillin’s many cousins.* And,
asis also frequently the situation, my colleagues had been
discouraged from prescribing the first-line antibiotic be-
cause of an allergy alert.

The modern EMR can feel like an overprotective parent
at times—always hovering and ready to swoop in at the
first sign of roughhousing on the playground. These alerts
were created under the auspices of patient safety, but

often have unintended consequences like those | bore
witness to that evening. And nowhere is this more com-
monly problematic than when a patient reports an allergy
to penicillin.

If you feel like you’ve lived some variation of this sce-
nario in the last week, there’s a reason: penicillin allergy
is by far the most common drug allergy patients cite. In
fact, over 10% of Americans carry a label for this
sensitivity.2 However, this is a vast overestimation of the
reality of the situation. In fact, studies using skin testing
have found that less than 1in 10 patients who reported a
penicillin allergy actually had a true IgE-mediated hyper-
sensitivity reaction on formal challenge.

This is where the problem begins. What other condition
do we allow to propagate inaccurately in patient’s records
90% of the time?

The circumstances that allow this to occur so frequently
are worth examining. When we enter an allergy in the med-
ical record, we are, in effect, assigning a diagnosis. When
we “verify allergies,” as most EMRs compel us to with each
visit, we are affirming these allergic diagnoses.

This process is most commonly initiated by a nonpro-
vider staff member who reviews the patient-reported al-
lergies and list of medications at check-in. This verification
process relies on historic entries and patient reports en-
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LETTER FROM THE EDITOR-IN-CHIEF

"In recent years, several validated
decision aids have been developed
to categorize a patient’s risk of a
dangerous reaction to a penicillin
antibiotic based on their answers
to several simple gquestions."

tirely. It is then incumbent on the clinician evaluating the
patient to confirm the accuracy of the information with
the patient.

Some of you may object at this point as to our culpability,
citing that this responsibility should fall on the shoulders
of patients’ primary care providers. A reasonable argument.
Given the pace of UC evaluations, certainly a complete re-
view of allergies, medications, and the problem list is often
impractical. Moreover, based on the scope of the issues
we are addressing in UC, this is generally acceptable. For
example, in a patient presenting with a laceration, there
is scarcely a cogent argument supporting the necessity of
verifying their dose of levothyroxine or ensuring that they’re
still taking a statin. That’s because these details of their
history shouldn’t conceivably affect management.

However, many cases are different, especially when it
comes to the common UC decision-point of antibiotic
selection.

We practice in a fortunate era where evidenced-based
guidelines exist for the treatment of most bacterial infec-
tions. This is coupled with the added benefit of EMR veri-
fications which reduce the risk of errors in dosing and en-
sure that patients haven’t had adverse reactions to the
medications we prescribe.

Unfortunately, these alerts have led to the lamentable,
unintended consequence of prescription paranoia. Many
EMR alerts resemble the one | experienced while caring
forthe woman with the infected dog bite: bright red, large
font, multiple exclamation points.

Occasionally, these alerts prevent a dangerous prescrip-
tion. However, more often the alerts occur with low-prob-
ability, minor, or even theoretical interactions. For example,
when prescribing a product with dextromethorphan for
several days to a patient taking an SSRI, a cautionary mes-
sage may appear to warn clinicians about the possibility
of serotonin syndrome. This would be highly improbable
if taking these medications at appropriate doses*; ho-
wever, the alert will typically appear foreboding enough
so as to dissuade most providers from prescribing.

Concerning antibiotic choice, such advisories commonly
appear when prescribing cephalosporins to patients who

have a reported penicillin allergy and vice versa, despite
abundant evidence that cross-reactivity between these
classes has been drastically overestimated.>5 This level of
caution is even more clearly excessive given what we re-
viewed earlier about the frequency with which penicillin
allergies are spurious.

Prescription paranoia extends to the other end of the
bedside, as well. Patients tend to remember that they have
a “penicillin allergy” above almost anything else in their
health history, including things like organ transplants and
open-heart surgery.

This is likely because the label of penicillin-allergic is
frequently assigned in childhood. Kids receive amoxicillin
for ear infections and strep throat, and adverse reactions
ranging from rash, to vomiting, to diarrhea commonly
occur. This occasion often serves as the genesis of the ini-
tial diagnosis of “allergy” to the drug. Understandably,
well-meaning parents then attempt to ingrain a fear of
penicillin in their children in the same way they repeatedly
caution them about strangers with candy and crossing the
road without looking. Having been conditioned as to the
dangers of penicillin from a young age, many patients la-
beled as such cling tightly to this belief.

This creates a bidirectional boogeyman phenomenon
whereby both the patient and clinician share an exagger-
ated and irrational fear of this highly useful class of anti-
biotics. This paranoia would not be problematic if situ-
ations calling for the use of penicillins were rare or if there
were usually equally effective and well-tolerated alter-
natives. But that’s not the case.

Inaccurate penicillin allergy can be quite consequential;
| witnessed this firsthand while caring for the frustrated
woman with the infected hand. In fact, a number of studies
have shown that a penicillin allergy label increases pa-
tient’s overall healthcare costs and the likelihood of ad-
verse medication reactions.®® This is because alternative
antibiotic regimens often have lower efficacy and have a
broader spectrum of activity when used in the treatment
of conditions for which a penicillin antibiotic is the rec-
ommended first-line therapy. More diarrhea, more money,
and fewer cures.

So, how can we combat this epidemic of inappropriate
medication allergy diagnoses? Well, we must first disarm
the penicillin allergy boogeyman in our own minds. This
is best achieved by familiarizing ourselves with the robust
findings within the allergy and immunology literature on
this topic.

In addition to the rarity of true penicillin hypersensitivity
(again, present in fewer than 10% of patients reporting an
allergy), it’s also worth noting that 80% of patients will
outgrow even a real penicillin immune-mediated reaction
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after 10 years.? Moreover, life-threatening allergic reactions
(ie, anaphylaxis) are exceedingly rare even in patients with
bona-fide penicillin allergies when the antibiotic is ad-
ministered orally. In fact, a UK database revealed only one
confirmed report of fatal allergic reaction in over 100 mil-
lion doses of orally administered amoxicillin.?

Secondly, we must be more precise with our language.
It's an unfortunate but ubiquitous practice to categorize
any unpleasant medication reaction ranging from minor ex-
pected side effects (eg, drowsiness with diphenhydramine)
to life-threatening idiosyncratic reactions (eg, Stevens-
Johnson syndrome) as an “allergy.” One of the foundational
practices of good medicine is using precise language, yet
we conflate these adverse reactions in the chart and in pa-
tient’s minds. This is an odd practice indeed.

When discussing our diet, for example, it’s universal to
make distinctions between a peanut allergy and feeling
bloated after eating pasta or dizzy after drinking four mar-
tinis. These are all unpleasant reactions to what we’ve
consumed, but the mechanism and consequence of the
reactions are quite different.

When we use imprecise language to describe medicat-
ion intolerances, patients become understandably con-
fused about which medications they must avoid vs medi-
cations that can be taken occasionally and with caution.

Finally, we need to analyze each “penicillin allergy” for
veracity when the opportunity arises.

As previously mentioned, patients who carry this label
face higher healthcare expenses and worse outcomes than
patients without a documented intolerance to penicillin.
Given that 90% of patients labeled as penicillin-allergic
actually are not, it would be a net win for patient safety if
we asked every patient with an alleged penicillin allergy
to determine its veracity.

This would be impractical during most UC shifts. What
we can do instead, however, is question penicillin allergies
each time we find ourselves compelled to reach for a sec-
ond-line antibiotic. Forexample, when treating otitis media,
it may be slightly faster to simply write for a Z-Pak, but this
option has become increasingly ineffective with rising rates
of Streptococcus pneumoniae resistance. Instead, it’s better
for the patient both in that moment and also for future en-
counters to examine their penicillin allergy.

Thankfully, in recent years, several validated decision
aids have been developed to categorize a patient’s risk of
a dangerous reaction to a penicillin antibiotic based on
their answers to several simple questions.

The easiest tool to use among these is the PEN-FAST
rule, which is available on MDCalc.com. Based on a pa-
tient’s answers to three questions, risk of serious reaction
can be categorized from very low (<1%) to high (50%).1o"

Patients with very low or low risk of adverse reactions can
be reassured and prescribed a penicillin safely. For clini-
cians and/or patients who are still skittish, administering
a test dose of oral amoxicillin, for example, while the pa-
tientisin UC can offera more palatable option. For patient
categorized as medium- to high-risk based on the PEN-
FAST tool, referral to an allergist for formal assessment
(usually with skin testing) will result in the majority of pa-
tients being cleared for safe use of beta-lactam antibiotics
when indicated.*

I’m not unique in my concern for this problem. The Centers
for Disease Control and Prevention and the Infectious Dis-
eases Society of America have identified de-labeling inap-
propriate penicillin allergies as an important patient and
public health issue. They’ve even created a Penicillin Allergy
Awareness Day to highlight the issue (September 28, if
you’d like to mark your calendar). This is because penicillins
remain highly useful and, often, reasonably narrow-spec-
trum antibiotics for a wide range of infections. We owe it to
our patients to minimize potential harms and maximize
benefits for the treatments we prescribe.

It’s time to call out inappropriate penicillin allergy labels
for what they are in the vast majority of cases and disarm
and demystify the boogeyman. Using the PEN-FAST tool,
it doesn’t take very much time either. When we fail to do
this, we perpetuate an irrational fear in the minds of our
patients. We’ll also be serving our colleagues by sparing
them the frustration of having to see our bounceback cases
for treatment failure and/or adverse reactions to whatever
alternative antibiotics they may have received under the
incompletely informed auspices of patient safety. ®

References

1. Au LYC, Siu AM, Yamamoto LG. Cost and risk analysis of lifelong penicillin
allergy. Clin Pediatr (Phila). 2019;58(11-12):1309-1314.

2. Bourke J, Pavlos R, James |, Phillips E. Improving the effectiveness of penicillin
allergy de-labeling. J Allergy Clin Immunol Pract. 2015;3(3):365-334.€1.

3. Bula-Rudas FJ, Olcott JL. Human and animal bites. Pediatr Rev. 2018;39(10):490-
500.

4. Blumenthal KG, Oreskovic NM, Fu X, et al. High-cost, high-need patients: the
impact of reported penicillin allergy. Am  Manag Care. 2020;26(4):154-161.

5. Centers for Disease Control and Prevention. Is it really a penicillin allergy? Available
at: https://www.cdc.gov/antibiotic-use/community/pdfs/penicillin-factsheet.pdf.
Accessed February 9, 2023.

6. MDCalc. Penicillin allergy decision rule (PEN-FAST). Available at:
https://www.mdcalc.com/calc/10422/penicillin-allergy-decision-rule-pen-fast.
Accessed February 9, 2023.

7. Macy E. Penicillin and beta-lactam allergy: epidemiology and diagnosis. Curr
Allergy Asthma Rep. 2014;14(11):476.

8. Lee P, Shanson D. Results of a UK survey of fatal anaphylaxis after oral amoxicillin, /
Antimicrob Chemother. 2007;60(5):1172—-1173.

9. Schwartz AR, Pizon AF, Brooks DE. Dextromethorphan-induced serotonin syn-
drome. Clin Toxicol (Phila). 2008;46(8):771-773.

10. Smith W. Adverse drug reactions - allergy? side-effect? intolerance?. Aust Fam
Physician. 2013;42(1-2):12-16.

11. Stone CAJr, Trubiano J, Coleman DT, et al. The challenge of de-labeling penicillin
allergy. Allergy. 2020;75(2):273-288.

12. Trubiano JA, Vogrin S, Chua KYL, et al. Development and validation of a penicillin
allergy clinical decision rule. JAMA Intern Med. 2020;180(5):745-752.

www.jucm.com

JUCM The Journal of Urgent Care Medicine | March 2023 3




BIOMERIEUX

THIS CHANGES EVERYTHING.

B .

i i
At '77;\\ N P '77\\;\'

Available

Available

| Available

-
BIOFIRE SPOTFIRE

'NOW AVAILABLE!
EXPANDED SYNDROMIC TESTING a{siz\ay \ CLIA WAIVED
BIOFIRE® SPOTFIRE" Respiratory Panel

1 PCR test. 15 targets. ~15 minutes.

10-7/9¢-¢000444

PIONEERING DIAGNOSTICS




March 2023 | voLume 17, numser 6

Preeti Panda, MD

Human Trafficking in the Urgent
Care Setting: Recognizing and
Referring Vulnerable Patients

Chances are you’ve unknowingly treated at least one patient who
was a victim of human trafficking at the time. Understanding the
red flags may sharpen your awareness and put you in a position to
render even more aid the next time one presents.

b N
2 An ltchy Back with New Moles: A Case Report
3 of Occult Malignancy
- Patients may present with complaints they’re quick to dismiss as annoyance
' . oraesthetic concerns. Understanding which could be signs of serious illness
JU 84 inthe urgent care centeris crucial.
Joshua Russell, MD, MSc, FCUCM, FACEP
2 Negative RADT and Bacterial Growth
7 on Throat Culture
Proper use of the right diagnostic tools—including awareness of their possible
. B’ limitations—is essential in arriving at a timely, accurate diagnosis and
v "/ directing appropriate treatment.
Godwin Dogbey, PhD; and Elizabeth Gignac, DO, FACOEP
Urgent Care Growth Is Poised to
3 5 Continue in 2023
Urgent care ended 2022 on a high note. What emerging trends do you need to
be aware of in order to capitalize on the upswing in 20237?
. Alan Ayers, MBA, MAcc
Key Signs and Symptoms of Severe Illness in
4 3 Urgent Care: Cervical Necrotizing Fasciitis and
Necrotizing Mediastinitis
) ’ Persistent sore throat that is nonresponsive to treatment could be a sign of
i 2 life-threatening infection. Don’t let previous diagnosis by another provider
| dissuade you from taking a thorough history.
Vitoria Regina Nunes Maia, MS and Lindsey E. Fish, MD

Kristin Hrabowy, DO; Jenna Santiago-Wickey, DO; Brianna Promutico, DO;

IN THE APRIL ISSUE OF JUCM

Women presenting to urgent care with
abnormal uterine bleeding (AUB) may be
most aware of its effects on their physical,
emotional, sexual, and professional lives.
While most causes are benign, care must
be taken to exclude malignancy such as
endometrial or cervical cancer. Properly
employed, ultrasound can facilitate rapid
diagnosis and appropriate decisions
regarding management of AUB.

DEPARTMENTS
1 Letter from the Editor-in-Chief
9 From the UCA CEO

10 Continuing Medical Education

39 Abstracts in Urgent Care

47 Insights in Images

55 Ancillary Services Q&A

57 Developing Data

TO SUBMIT AN ARTICLE:

JUCM utilizes the content management plat-
form Scholastica forarticle submissions and
peer review. Please visit our website for in-
structions at http://www.jucm.com/submit-
an-article

Www.jucm.com

JUCM The Journal of Urgent Care Medicine | March 2023

5



JUCM EDITOR-IN-CHIEF

Joshua W. Russell, MD, MSc,
FCUCM, FACEP

Clinical Educator, University of
Chicago Pritzker School of
Medicine

Staff Physician, Northshore
University Health & Legacy-
GoHealth Urgent Care

JUCM EDITOR EMERITUS

Lee A. Resnick, MD, FAAFP
President/Chief Growth Officer
WellStreet Urgent Care

Assistant Clinical Professor, Case
Western Reserve University,
Department of Family Medicine

JUCM EDITORIAL BOARD

Alan A. Ayers, MBA, MAcc
President of Consulting,
Network and Strategic Initiatives
Experity

Jasmeet Singh Bhogal, MD
Medical Director, VirtuaExpress
Urgent Care

President, College of Urgent Care
Medicine

Jeffrey P. Collins, MD, MA
Conviva Physicians Group
Part-Time Instructor,
Harvard Medical School

Tracey Quail Davidoff, MD, FACP,
FCUCM

Attending Physician

Advent Health Centra Care

Thomas E. Gibbons, MD, MBA,
FACEP

Medical Director

Lexington Medical Center
Northeast Urgent Care

William Gluckman, DO, MBA,
FACEP, CPE, FCUCM

President & CEO, FastER Urgent
Care

Clinical Assistant Professor of
Emergency Medicine at

Rutgers New Jersey Medical School

Glenn Harnett, MD
CEO, No Resistance
Consulting Group

Lou Ellen Horwitz, MA
CEO, Urgent Care Association

Sean M. McNeeley, MD, FCUCM
Network Medical Director,
University Hospitals Urgent Care
Clinical Instructor, Case Western
Reserve University School of
Medicine

UCA Immediate Past President

Christian Molstrom, MD
Medical Director, Legacy-GoHealth
Urgent Care

Shailendra K. Saxena, MD, PhD
Professor, Creighton University
Medical School

Joseph Toscano, MD

Chief, Emergency Medicine
Medical Director, Occupational
Medicine

San Ramon Regional Medical
Center

Board Member, Board of
Certification in Urgent Care
Medicine

Ben Trotter, DO

Medical Director of Emergency
Services

Adena Regional Medical Center

Kelvin Ward, MBChB (Auckland),
FRNZCUC

Chair, Royal New Zealand College
of Urgent Care

Janet Williams, MD, FACEP
Medical Director, Rochester
Regional Health Immediate Care
Clinical Faculty, Rochester Institute
of Technology

UCA BOARD OF DIRECTORS

Max Lebow, MD
President

Joseph Chow, MD, MBA
Immediate Past President
2021- 2022

Payman Arabzadeh, MD
President-Elect

Gerald Cvitanovich, MD
Treasurer

Scott Prysi, MD
Secretary

Mike Dalton, MBA, CPA, NHA
Director

Cassandra Barnette Donnelly, MD
Director

Heather Fernandez, MBA
Director

Suzanne B. Jackson, FACHE
Director

Jackie McDevitt, PA-C
Director

Alicia Tezel, MD
Director

Jasmeet Bhogal, MD, MBA
Ex-officio

Steve Sellars, MBA
Ex-Officio

Lou Ellen Horwitz, MA
CEO

JUCW'

EDITOR-IN-CHIEF

Joshua W. Russell, MD, MSc,
FCUCM, FACEP
editor@jucm.com
EXECUTIVE EDITOR

Harris Fleming
hfleming@jucm.com
SENIOR EDITOR, PRACTICE
MANAGEMENT

Alan A. Ayers, MBA, MAcc
SENIOR EDITOR, CLINICAL
Michael B. Weinstock, MD
SENIOR EDITORS, RESEARCH
Andy Barnett, MD, FACEP, FAAFP
Albert Botchway, PhD
Ariana M. Nelson, MD

- |BRAVEHEART
PUBLISHING

EDITOR, PEDIATRICS

David ). Mathison, MD, MBA
EDITOR, IMAGES

Lindsey Fish, MD

EDITOR, ECG IMAGES
Benjamin Cooper, MD, MEd,
FACEP

CONTRIBUTING EDITOR,
ABSTRACTS

Ivan Koay, MBChB, FRNZCUC, MD
CONTRIBUTING EDITOR,
REVENUE CYCLE MANAGEMENT
Monte Sandler

SENIOR ART DIRECTOR

Tom DePrenda
tdeprenda@jucm.com

11 E Sundial Circle, PO Box 5156, Carefree, AZ 85377

PUBLISHER AND ADVERTISING SALES

Stuart Williams

swilliams@jucm.com ® (480) 245-6400
CLASSIFIED AND RECRUITMENT ADVERTISING

Carissa Riggs

carissa.riggs@communitybrands.com ® (860) 926-3498

Mission Statement

JUCM The Journal of Urgent Care Medicine (ISSN
19380011) supports the evolution of urgent care medicine
by creating content that addresses both the clinical prac-
tice of urgent care medicine and the practice manage-
ment challenges of keeping pace with an ever-changing
healthcare marketplace. As the Official Publication of the
Urgent Care Association and the College of Urgent Care
Medicine, JUCM seeks to provide a forum for the exchange
of ideas regarding the clinical and business best-prac-
tices for running an urgent care center.

Publication Ethics and Standards

JUCM adheres to industry standards for academic medical
journals regarding ethical behavior on the part of authors,
editors, reviewers, and staff. Authors should review and
understand these guidelines to avoid misconductin man-
uscript preparation and submission. The following defi-
nitions are provided to guide individuals in adhering to
these declarations.

Study Design and Ethics of Research

Involving Human Subjects

Research must be conducted to appropriately address
the research question while strictly adhering to ethical
standards for investigations involving human subjects.
JUCM affirms the standards for research ethics outlined
by the World Medical Association (WMA) in the Declara-
tion of Helsinki, 1964 and its subsequent amendments
(last updated 2018). Prospective authors are encouraged
to review the Declaration prior to undertaking research,
with consideration for conducting informed

Editorial Decision-Making

JUCM aims to publish original manuscripts relevant to ur-
gent care practice. Decisions regarding publication are
made by multilevel editorial review with consideration for
clarity, originality, and audience value. Publication deci-
sions must subsequently be corroborated through the
process of peer review. Authors may appeal rejections by
resubmitting a revised manuscript with a detailed de-
scription of the changes and their grounds for appealing.
In the event of publication of a manuscript where errors
are subsequently identified, JUCM will promptly issue a
written correction as appropriate. Concerns regarding er-
rors can be addressed to HYPERLINK "mailto:editor@
jucm. com" editor@jucm.com.

Disclaimer

JUCM The Journal of Urgent Care Medicine (JUCM) makes
every effort to select authors who are knowledgeable in
theirfields. However, JUCM does not warrant the expertise
ofany author in a particular field, nor is it responsible for
any statements by such authors. The opinions expressed
in the articles and columns are those of the authors, do
not imply endorsement of advertised products, and do
not necessarily reflect the opinions or recommendations
of Publishing or the editors and staff of JUCM.
Any procedures, medications, or other courses of diag-
nosis or treatment discussed or suggested by authors
should not be used by clinicians without evaluation of
their patients’ conditions and possible contraindications
or dangers in use, review of any applicable manufac-
turer’s product information, and comparison with the rec-

fons of other iti

consent and whether intended subjects are considered
avulnerable population. Submissions to JUCM must com-
ply with the principles of the Declaration (www.wma.net/
policies-post/wma-declaration-of-helsinki-ethical-princi-
les-fc dical-research-involvi bjects). Re-
search involving human subjects must comply with the
respective Institutional Review Board (IRB) standards. Use
ofanindependent IRB is acceptable for authors within an
organization without an IRB. To determine if planned in-
vestigations fall within the definition of “human subjects
research,” consult the National Institutes of Health (NIH)
decision tool for clarification: https://grants.nih.gov/pol-
icy/ humansubjects/hs-decision.htm. Manuscripts de-
scribing research involving human subjects must include
a statement of approval or exemption for the study from
an appropriate IRB or other research ethics committee.
JUCM conforms to standards for research misconduct laid
forth by the Office of Research Integrity (ORI) within the
U.S. Department of Health and Human Services (HHS).
The ORI specifies the following as instances of miscon-
duct in proposing, performing, or reviewing research, or
in reporting research results with the definitions cited on
its website “Research Misconduct” accessed June 29,
2020, https://ori.hhsgov/definition-misconduct
(a) Fabrication is making up data or results and recording
or reporting them.
(b) Falsification is manipulating research materials,
equipment, or processes, or changing or omitting data or
results such that the research is not accurately repre-
sented in the research record.
(c) Plagiarism is the appropriation of another person’s
ideas, processes, results, orwords without giving appro-
priate credit.
(d) Research misconduct does not include honest error
or differences of opinion.

Advertising Policy
dvertising must be easily distit from editorial
content, relevant to our audience, and come from a veri-
fiable and reputable source. The Publisher reserves the
right to reject any advertising that is not in keeping with
the publication’s standards. Advertisers and advertising
agencies recognize, accept, and assume liability for all
content (including text, representations, illustrations,
opinions, and facts) of advertisements printed, and as-
sume responsibility for any claims made against the Pub-
lisher arising from or related to such advertisements. In
the event that legal action or a claim is made against the
Publisher arising from or related to such advertisements,
advertiser and advertising agency agree to fully defend,
indemnify, and hold harmless the Publisher and to pay
any judgment, expenses, and legal fees incurred by the
Publisher as a result of said legal action or claim.

Copyright and Licensing

© Copyright 2023 by Braveheart Group, LLC. No part of
this publication may be reproduced or transmitted in any
form or by any means, electronic or mechanical, including
photocopy, recording, or any information storage and re-
trieval system, without written permission from the Pub-
lisher. Forinformation on reprints or commercial licensing
of content, please contact the Publisher.

Address Changes

JUCM printed edition is published monthly except for Au-
gust for $50.00 by Braveheart Group LLC, 11 E Sundial Cir-
cle, PO Box 5156, Carefree, AZ 85377. Standard postage
paid, permit no. 372, at Lancaster, PA, and at additional
mailing offices. POSTMASTER: Send address changes to
Braveheart Group LLC, 11 E Sundial Circle, Carefree, AZ
85377-5156. Email: address. change@jucm.com

6

JUCM The Journal of Urgent Care Medicine | March 2023

www.jucm.com



JUCM CONTRIBUTORS

as disturbing as they are familiar—children toiling away

in hidden sweatshops, young women lured into the
country with promises of a new life and gainful employment
only to be forced into prostitution, individuals of all ages
sold into slave labor.... Certainly you would know if you
treated patients living in such destitution, and you’d prob-
ably react accordingly by trying to help them seek help
somehow.

The thing is, those lurid associations may represent
only a small fraction of men, women, and children who
are victims of human trafficking. The big picture is far more
complex—and the problem more common—than most of
us could everimagine. And the frequency with which they
present to urgent care centers and emergency rooms when
amedical need arises would almost certainly surprise you.
Which raises the questions: Would you be able to rec-
ognize these patients, and would you have the wherewithal
to help them?

This issue’s cover article, Human Trafficking in the Ur-
gent Care Setting: Recognizing and Referring Vulnerable
Patients (page 13) by Preeti Panda, MD will help you find
answers and prioritize patients’ wide-ranging (and some-
times conflicting) needs.

Dr. Panda comes to us from the departments of Emer-
gency Medicine and Pediatric Emergency Medicine at the
Stanford University School of Medicine.

Even more common are patients who present to urgent
care with sore throat. That doesn’t mean their diagnosis
will be any more straightforward, however, as illustrated
in both Key Signs and Symptoms of Severe lllness in Urgent
Care: Cervical Necrotizing Fasciitis and Necrotizing Medi-
astinitis (page 43) by Vitoria Regina Nunes Maia, MS and
Lindsey E. Fish, MD and Negative RADT and Bacterial
Growth on Throat Culture (page 27) by Kristin Hrabowy,
DO, Jenna Santiago-Wickey, DO, Brianna Promutico, DO,
Godwin Dogbey, PhD, and Elizabeth Gignac, DO.

The first of those articles focuses on the importance of
establishing a prompt diagnosis and implementing timely
management in order to boost the chances for good out-
comes and minimizing those for mortality. Ms. Nunes Maia
is affiliated with the Federal University of Western Bahia,
Barreiras, Bahia, Brazil and Dr. Fish with Denver Health
and Hospital, Denver CO and the University of Colorado
School of Medicine. She also serves as editor of JUCM's
Insights in Images section.

The second article is drawn from research conducted

'|'he term human trafficking conjures up images that are

to help inform timely, appropriate treatment, including
appropriate utilization of antibiotic agents to minimize
risk for antibiotic resistance. Drs. Hrabowy, Santiago-
Wickey, Promutico, and Gignac are colleagues at UNC
Health Southeastern. Dr. Gignac is also affiliated with
Campbell University School of Osteopathic Medicine,
where Dr. Dogbey is a biostatistician.

Sometimes, “common” is in the eyes of the beholder.
To the patient, a new, itchy mole on the back may seem as
mundane as a hangnail. To the astute urgent care provider,
however, it bears close scrutiny, as in the cases presented
in An Itchy Back with New Moles: A Case Report of Occult
Malignancy (page 23) by Joshua Russell, MD, MSc, FCUCM,
FACEP. Dr. Russell should be a familiar name, as he serves
as JUCM editor-in-chief. In addition, he is a clinical educator
at the University of Chicago Pritzker School of Medicine
and staff physician at Northshore University Health & Leg-
acy-GoHealth Urgent Care.

The prognosis for the urgent care industry is far brighter
for 2023. In Urgent Care Growth Is Poised to Continue in
2023 (page 35), Alan A. Ayers, MBA, MAcc explains why
the momentum with which the industry closed 2022 is likely
to continue this year. Mr. Ayers is president of Experity Net-
works and senior editor, practice management, for JUCM.

One thing that you can count on from year to year: Effec-
tive revenue cycle management is the foundation of every
provider's and practice’s livelihood. Especially under cur-
rent conditions, the titular question Are You Chasing Profit-
able Growth, or Just Growth? (page 55) is relevant and
demands an answer. We thank Heather Real, senior con-
sultant with Experity Consulting, for sharing her expertise.

Finally, we also appreciate the efforts of lvan Koay MBChB,
MRCS, FRNZCUC, MD to keep us up to speed on urgent care-
relevant content published elsewhere. This month, he sum-
marizes articles discussing the accuracy of dipsticks in dia-
gnosing urinary tract infections in infants, vestibular sup-
pressants and vertigo, management of sudden-onset head-
aches, hemorrhage in elderly patients on anticoagulation,
detecting skull fractures in children, and episodic wheezing
in children. Dr. Koay is an urgent care physician and medical
lead, Urgent Care Center, London, UK, and Head of Faculty
na hEireann Royal New Zealand College of Urgent Care.
Abstracts in Urgent Care begins on page 39.

Remember, you can earn up to 3 AMA PRA Category 1
CME Credits by answering questions relating to select ar-
ticles in this issue. Turn to page 10 for details. ™
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FROM THE UCA CEO

Driving Change

M LOU ELLEN HORWITZ, MA

Care Convention, we knew it needed to be about

change. Why? Because deep down I think all of us are
sick of how things have been in Urgent Care. We are sick
of the extremes of either being marginalized/ignored/for-
gotten or singled out and picked on. We don’t understand
why the things that seem so clear to us—ie, the value Ur-
gent Care can bring to healthcare by keeping people out
of the ED and filling the access gaps in primary care—
seem so hard to grasp for others.

There are some words for our phenomena that | think
may be helpfulin transitioning from where we are to where
we need to be. The first one is a schoolyard term, but is
perfectly adult: bully. To bully is to seek to harm, intimidate,
or coerce (someone perceived as vulnerable). The second
has become trendy of late: gaslight. To gaslight is to ma-
nipulate someone, using psychological methods, into ques-
tioning their powers of reasoning (or even their sanity).

If you have been in a payer contract renegotiation re-
cently, these probably feel familiar.

As we were initially thinking about change as a Con-
vention theme, it was in reaction to the roller coaster of
the pandemic. When you are on a roller coaster, you are
not in control. Everything is happening to you and you are
just holding on. Sometimes it’s terrifying and sometimes
it’s exciting, but no one wants to ride a roller coaster all
day every day foryears. At some point you want to be back
in the driver’s seat of your life, and that’s where our Driving
Change theme began. In the intervening months, however,
our thinking on that theme has continued to evolve.

When | think about why Urgent Care has become such
a target, | think about June 2020 when | returned to the
UCA CEO seat. One of the early conversations | had with
our Board of Directors was about how Urgent Care had
spent most of our history flying under the radar—on pur-

\/\Ihen we came up with the theme for the 2023 Urgent

Lou Ellen Horwitz, MA is the chief executive officer of the
| Urgent Care Association.

pose. No one was looking for new licensing or special reg-
ulations, so we kept our heads down and got great at
doing Urgent Care. Then we got left out of everything during
the pandemic, and decided it was time to lift our heads
up and start talking about what all of you were doing—
and we started getting on the radar.

It's become clear to all of us what happens when you
get on the radar. You become a target, because you are
perceived as a threat. And guess what? Urgent Care is a
threat. We are a threat to complacency in delivering care.
We are a threat to barriers to access. We are a threat to
concealment of what healthcare should cost.

Sometimes Driving Change does not mean doing some-
thing differently—it means keeping the pedal down on
what you already know is right and steering through the
course that you are on. It means slowing down to under-
stand a change in the road then accelerating out of the
curve. It means learning to see obstacles coming and
swerving before they arrive.

These two metaphors—showing up on a radar and steer-
ing a course—have something in common: They are iso-
lating. When you lift up out of the herd or become a new
blip on a radar or are in the front of a road race it can be a
lonely business and all of a sudden everyone is coming
foryou.

I believe they are coming for us because they are scared.
They are scared of what we can do and that we continue
to exist successfully through difficult odds year over year
overyear. And we don’t just exist, we push and we experi-
ment and we problem solve and we continue to have full
centers with happy, well-taken-care-of patients.

I would love to continue this dialogue when we are to-
gether at the Convention later this month. I’'m starting to
believe that for Urgent Care, Driving Change is not about
doing things differently. We have—for the most part—fig-
ured “things” out. Driving Change for Urgent Care is now
about persistence, not backing down, owning our blip on
the radar, standing up and staying up, honing our ops and
clinical skills, and keeping the pedal right where it is. On
the floor. m

www.jucm.com

JUCM The Journal of Urgent Care Medicine | March 2023 ¢




. CONTINUING MEDICAL EDUCATION

Release Date: March 1, 2023
Expiration Date: February 29, 2024

Target Audience

This continuing medical education (CME) program is intended
for urgent care physicians, primary-care physicians, resident
physicians, nurse-practitioners, and physician assistants
currently practicing, or seeking proficiency in, urgent care
medicine.

Learning Objectives

1. To provide best practice recommendations for the diagnosis
and treatment of common conditions seen in urgent care

2. To review clinical guidelines wherever applicable and dis-
cuss their relevancy and utility in the urgent care setting

3. To provide unbiased, expert advice regarding the manage-
ment and operational success of urgent care practices

4. To support content and recommendations with evidence
and literature references rather than personal opinion

Accreditation Statement
A This activity has been planned and im-
= plemented in accordance with the ac-
M creditation requirements and policies of
—————— theAccreditation Council for Continuing
i Nureing edueation  Medical Education (ACCME) through the
joint providership of the Institute for
Medical and Nursing Education (IMNE) and the Institute of
Urgent Care Medicine. IMNE is accredited by the ACCME to
provide continuing medical education for physicians. The
IMNE designates this journal-based CME activity for a maxi-
mum of 3 AMA PRA Category 1 Credits™.
Physicians should claim only the credit commensurate
with the extent of their participation in the activity.

Planning Committee

¢ Joshua W. Russell, MD, MSc, FACEP
Member reported no financial interest relevant to this
activity.

® Michael B. Weinstock, MD
Member reported no financial interest relevant to this
activity.

e Alan A. Ayers, MBA, MAcc
Member reported no financial interest relevant to this
activity.

¢ Steve Weinman, MSc, RN, CEN, TCRN
Member reported no financial interest relevant to this
activity.

Disclosure Statement

The policy of IMNE requires that the Activity Director, planning
committee members, and all activity faculty (that is, anyone
in a position to control the content of the educational activity)

disclose to the activity participants all relevant financial rela-
tionships with commercial interests. Where disclosures have
been made, conflicts of interest, real or apparent, must be
resolved. Disclosure will be made to activity participants prior
to the commencement of the activity. IMNE also requires that
faculty make clinical recommendations based on the best
available scientific evidence and that faculty identify any dis-
cussion of “off-label” or investigational use of pharmaceutical
products or medical devices.

Instructions

To receive a statement of credit for up to 1.0 AMA PRA Category
1 Credit™ per article, you must:

1. Review the information on this page.

2. Read the journal article.

3. Successfully answer all post-test questions.

4. Complete the evaluation.

Estimated Time to Complete This Educational Activity
This activity is expected to take 3 hours to complete.

Fee
There is an annual subscription fee of $145.00 for this pro-
gram, which includes up to 33 AMA PRA Category 1 Credits™.

Email inquiries to info@jucmcme.com

Medical Disclaimer

As new research and clinical experience broaden our know
ledge, changes in treatment and drug therapy are required.
The authors have checked with sources believed to be reliable
in their efforts to provide information that is complete and
generally in accord with the standards accepted at the time
of publication.

Although every effort is made to ensure that this material is
accurate and up-to-date, it is provided for the convenience of
the userand should not be considered definitive. Since med-
icine is an ever-changing science, neitherthe authors northe
Urgent Care Association nor any other party who has been in-
volved in the preparation or publication of this work warrants
that the information contained herein is in every respect ac-
curate or complete, and they are not responsible for any errors
or omissions or for the results obtained from the use of such
information.

Readers are encouraged to confirm the information contained
herein with other sources. This information should not be
construed as personal medical advice and is not intended to
replace medical advice offered by physicians. the Urgent Care
Association will not be liable for any direct, indirect, con-
sequential, special, exemplary, or other damages arising
therefrom.

10 JUCM The Journal of Urgent Care Medicine | March 2023

www.jucm.com



<

I CONTINUING MEDICAL EDUCATION

JUCM CME subscribers can submit responses for CME credit at www.UrgentCareCME.com. Quiz questions are featured below
foryour convenience. This issue is approved for up to 3 AMA PRA Category 1 Credits™. Credits may be claimed for 1 year from

the date of this issue.

Human Trafficking in the Urgent Care Setting:
Recognizing and Referring Vulnerable Patients
(page 13)

1. What percentage of trafficked individuals have
accessed healthcare services during trafficking?
a.90%

b. 60% to 95%

€. 22% t0 29%

d. There has been no study of trafficked individuals
accessing healthcare services

2. Peak age of entry into trafficking among children
occurs:
a. Between 5 and 10 years of age
b. Among preteens (10 to 12 years of age)
c. In the early teens
d. In the mid- to late teens

3. The first priority when treating a patient whom you

suspect could be the victim of trafficking is:

a. Address immediate medical concerns

b. Screen for human trafficking red flags

c. Interview the patient in a room apart from their
companion

d. Consult with law enforcement or social services
professionals

An Itchy Back with New Moles: A Case Report of Occult
Malignancy (page 23)
1. Lesar-Trélat Sign (LTS) is a paraneoplastic condition
associated with:
a. Adenocarcinomas of the stomach
b. Adenocarcinomas of the colon
c. Adenocarcinomas of the breast
d. Any of the above

2. LTS precedes the diagnosis of underlying malignancy
in:
a.18% of cases
b. 22% of cases
c. 30% of cases
d. 68% of cases

3. Lesions associated with LTS may appear anywhere on
the body, but are most likely to occur:
a.On the scalp
b. On the face and neck
c. On the trunk
d. On the extremities

Urgent Care Growth Is Poised to Continue in 2023

(page 35)

1. Hospital systems may be unable to prioritize
expansion into urgent care for which of the following
reasons?

a. Higher baseline labor costs
b. Inflation

c. Growing fears of a recession
d. All of the above

2. The final quarter of 2022 saw a large (12% to 28%)
spike in:
a. Single-unit operator de novo locations
b. 2- to 4-unit de novo locations
c. 5- to 9-unit de novo locations
d. 10+ unit de novo locations

3. Which of the following is considered to be the
preferred urgent care operating model of providers,
patients, and payers at this time?

a. Pediatric

b. Orthopedic
c. Limited

d. Traditional

www.jucm.com

JUCM The Journal of Urgent Care Medicine | March 2023 11




The power of PCR
IN your hands

COVID-19 and flu results delivered right at the point of care

visby medical™
Res pi rqtory RESULTS VALID »
Health

CovID-19 »

Accurate results without the instrument

Visby Medical Respiratory Health Test:

& One swab, three targets: COVID-19, Influenza A and Influenza B
& Lab-quality accuracy
& No maintenance or service contracts

& Easy to run multiple patient tests simultaneously

visby medical™

1-833-GoVisby (1-833-468-4729) Visit our website at visbymedicalcom or scan this QR Code.




Cinica

CME: This peer-reviewed article is offered for AMA PRA Category 1 Credit™
See CME Quiz Questions on page 11.

Human Trafficking in the Urgent
Care Setting: Recognizing and
Referring Vulnerable Patients

Urgent message: As itis common for human trafficking victims to present to urgent
care, providers should be able to understand and identify common red flags in the
patient presentation, history, and physical exam; treat immediate medical concerns;
and know how to refer and safely provide resources for suspected cases.

Preeti Panda, MD

Citation: Panda P. Human trafficking in the urgent care
setting: recognizing and referring vulnerable patients. ]
Urgent Care Med. 2023;17(6):13-22.

Key words: Human trafficking, child trafficking, ex-
ploitation, public health

Case Presentation

A 15-year-old male presents to the urgent care clinic
for evaluation after a fall. He states he fell off his bike
earlier today onto his right arm. He is unaccompanied
on today’s visit. When questioned about his parents
and living situation, he states he lives with his mother
but fights with her frequently, and is currently staying
with a friend. His vitals are normal for his age. On ex-
amination you note tenderness to the distal radius. The
extremity is neurovascularly intact and no other signs
of injury are noted. Away from the room, the nurse no-
tifies you they were able to obtain consent to treat from
the patient’s mother over the phone, and notes his
mother seemed concerned that he had not been home
for several days. X-rays of the right upper extremity re-
veal a nondisplaced buckle fracture of the distal radius.
After a splint is placed, you talk to the patient about his
discharge disposition. On further questioning, he reveals
his friend is an older man who is known to his family,
and that he would like to return to the man’s home

upon discharge. He also requests no paperwork be given
to him documenting his urgent care visit today. When
discussing outpatient medical follow-up for his injury,
he states that it will be difficult for him to make the ap-
pointment and asks if it is absolutely necessary. After
leaving the room, you feel uneasy about your patient’s
social situation, and suspect there is more to the story.

Author affiliations: Preeti Panda, MD, Department of Emergency Medicine, Stanford University School of Medicine. The author has no relevant

financial relationships with any commercial interests.
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HUMAN TRAFFICKING IN THE URGENT CARE SETTING: RECOGNIZING AND REFERRING VULNERABLE PATIENTS

At this time, it feels unsafe to discharge your patient to
his friend, but the next steps are unclear.

Introduction

Human trafficking is a pervasive public health issue af-
fecting children and adults in communities across the
United States. Human trafficking is legally defined as
the recruitment of individuals for labor or commercial
sex acts through use of force, fraud or coercion, for pur-
poses of involuntary servitude.> More simply put, it is
the unjust exploitation of individuals for a profit by a
trafficker.

For a case to qualify as human trafficking, all three
elements of acts, means, and purpose must be present.

Acts refers to a trafficker’s recruitment of the person
into trafficking; means refers to the manipulation and
exploitation of the individual through force, fraud or
coercion; and purpose refers to the sex or labor service
the person is forced to provide.® Children below the
age of 18 engaged in commercial sex acts are by default
acknowledged as trafficked persons, with no need to
prove force, fraud, or coercion.

The International Labour Organization estimates 50
million individuals are trafficked globally, about a
quarter of whom are children.* Roughly 7 million indi-
viduals are trafficked in high-income countries such as
the U.S.* Domestically, this issue is present in all 50
states, and in big and small cities.>®

In 2020, the National Human Trafficking Hotline
identified almost 17,000 cases of human trafficking in
the U.S. across various sex and labor industries.” Prev-
alence estimates in the United States are limited due to
the hidden nature of this crime, and true prevalence of
human trafficking in the U.S. is likely much higher
than the reported cases.

Trafficked individuals can experience a range of med-
ical problems and have unique medical needs. They
may experience acute conditions or exacerbations of
chronic health issues as a direct result of their trafficking
situation, and often suffer from long-lasting effects of
physical and psychological trauma experienced during
trafficking into survivorhood.®1° Trafficked individuals
frequently seek healthcare, both while trafficked and
as survivors.'"12 It is, therefore, well established that
healthcare providers play an important role in recogniz-
ing and intervening for trafficked individuals.

Trafficking and Urgent Care

This is especially relevant to urgent care providers.
Studies have demonstrated that almost 90% of trafficked
individuals have accessed health services during traf-

14 JUCM The Journal of Urgent Care Medicine | March 2023

ficking, with reported ranges of 22%-29% of victims
presenting to urgent care settings.!'>!* An additional
60%-95% of survivors have utilized emergency depart-
ment services, which are often inclusive of fast-track
and urgent care areas, and certain studies combine ED
and urgent care data.!>!

Unfortunately, trafficked individuals are commonly
missed by medical providers, with one study demon-
strating 90% of trafficked individuals had presented to
various healthcare settings prior to being identified.®
Medical professionals also have low rates of reporting
human trafficking—only making up about 3% of over
50,000 calls made to the National Human Trafficking
Hotline (NHTH) in 2020—further highlighting the need
for improved education and awareness.®

To best serve patients who may have been trafficked,
urgent care practitioners should understand common
ways trafficked individuals may present to urgent care
settings and be prepared to refer potential victims to
appropriate services.

This review article provides a framework for urgent
care providers to be able to: 1) understand and identity
common red flags in the patient presentation, history,
and physical exam; 2) treat immediate medical con-
cerns; 3) know how to refer and safely provide resources
for suspected cases.

Overview of Human Trafficking

Patient Characteristics

The ability to recognize trafficking in the medical setting
starts with understanding characteristics of trafficked
individuals, patient risk factors, and the nature of ex-
ploitive situations. Statistics on demographic charac-
teristics of trafficked individuals are limited and likely
an under-characterization of the full scope. However,
the existing data can be used as a general proxy of so-
ciodemographics.

While the average reported age of globally identified
victims is 27, human trafficking affects individuals of
all ages—inclusive of children below 8-years-old to
adults over 50-years-old. Peak ages of entry into traf-
ficking among children are mid-to-late teens.!

Human trafficking affects individuals across genders,
as well. In 2020, the NHTH reported that 85% of sex
trafficking victims were female, 8% were male, and 1%
were gender minorities (ie, individuals who do not iden-
tify as cisgender male or female). Of individuals who
experienced labor trafficking, 58% were females 43%
were male, and 0.1% were gender minorities. This par-
allels pooled global estimates, which show 70% of iden-
tified victims are female, 25% are male, and 5% are

www.jucm.com
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gender minorities.'¢

Male and gender-minority victims likely represent a
higher portion of the trafficked population than the
data indicate; however, they have historically not been
well-identified due to lack of awareness, focus on female
victims, and stigma preventing disclosure.!”

While trafficked individuals are often thought of as
international victims brought into the United States,
U.S. citizens comprised 40% of all trafficking cases and
60% of sex trafficking cases reported to the NHTH.®

Of note, per definitions of human trafficking, indi-
viduals do not need to cross state or international lines
to be considered trafficked—the designation of traffick-
ing is centered on the presence of exploitation.?

Though race, ethnicity, and socioeconomic status of
trafficked individuals in the U.S. have not been sys-
tematically studied on a large scale, existing data dem-
onstrate that trafficking affects individuals across races
and ethnicities, and can affect individuals above and
below the poverty line.!¥!418 Organizations providing
direct services to trafficked individuals have reported
that human trafficking disproportionately affects mi-
nority populations and those living in poverty.!9*

Risk Factors

While it is possible that an individual from any back-
ground can be trafficked, patients at greatest risk include
those who have experienced prior trauma, including
physical, sexual, or psychological abuse, intimate part-
ner violence, and other sexual violence.

Adults and children experiencing housing instability,
homelessness, and financial instability are at higher
risk of human trafficking.”

Children with these vulnerabilities have often spent
time in group homes or homeless shelters, or frequently
run away from home. Furthermore, children who have
been involved with county services, including child
protective services and the juvenile justice system, are
at higher risk of trafficking.*!

The LGBTQ population is at an increased risk for ex-
periencing trauma, abuse, and employment discrim-
ination, among other contributing factors, which in-
creases their risks of being exploited.??

Refugees, immigrants, and undocumented individ-
uals are vulnerable due to instability regarding their
economic and legal status, as well as from prior history
of trauma.

Substance abuse and dependence is a risk factor due
to increased likelihood of housing and financial distress,
as well as ease of means of control for traffickers.

Finally, individuals with mental health problems, dis-
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abilities, and special needs are also a vulnerable pop-
ulation at increased risk of exploitation.?

Traffickers and Means of Control

Understanding the nature of perpetrators and coercive
relationships is important in learning to screen for
human trafficking in the clinical setting. Traffickers can
be of any age, gender, racial, or ethnic background.
They could be employers, friends, intimate partners,
family members, and groups or coalitions, including
gangs.

While the existence of familial trafficking may be
surprising, this is unfortunately common. Trafficking
by a family member is the most commonly identified
victim-recruiter relationship involving child victims,
with 31% of cases reported to the NHTH involved traf-
ficking by family members.”*

Traffickers employ methods of control to both recruit
victims and prevent them from leaving. The most com-
mon are psychological abuse, threats, false promises,
physical abuse, and inhibition of financial independ-
ence. Physical and sexual violence, restriction of medical
care, use of illicit substances, and withholding of per-
sonal necessities are common methods of control that
may contribute to health problems of trafficked indi-
viduals.?* While traffickers may restrict movement, this
is usually not through physical bondage, but instead
through threats, psychological abuse, and other afore-
mentioned means of control.

Types of Trafficking
Twenty-five distinct industries affected by human traf-
ficking in the U.S. have been categorized. Examples of
industries affected by sex trafficking include escort serv-
ices, massage businesses, strip clubs, and pornography.
Industries affected by labor trafficking are more broad,
and include domestic work, construction, traveling sales
crews, agriculture and food services, and others.?
Globally, domestic work, agriculture, and construction
are among the industries most reported to involve labor
trafficking.?*

To facilitate a more tangible understanding of char-
acteristics of human trafficking victims, traffickers, and
means of control, see Tables 1A and 1B.

Unique Healthcare Needs of Trafficked Individuals

Trafficked individuals have unique healthcare needs
and may present to healthcare settings for a variety of
conditions.'” They may experience acute conditions as
a direct result of their trafficking situation or may have
existing chronic conditions exacerbated by trafficking.
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Table 1A. Example Scenarios of Human Sex Trafficking

Scenario

Methods of Control

A woman is groomed by her boyfriend for a period of time with
love, gifts, and support. He then asks her to engage in sexual

tough place financially. It is initially framed as temporary but
continues more often, and the nature of their relationship
gradually changes as he becomes more controlling and abusive.

acts with his “friends” to help him earn money because heisin a

e financial: The boyfriend (trafficker) keeps all the money she
earns, only giving her a small allowance.

e Psychological: The trafficker threatens to stop loving her if she
stops helping him, and to tell her friends what she has been
doing. He doubts her love and commitment to him whenever
she asks to stop.

e Abuse: The trafficker beats her if she does not comply, and
states it is her fault for making him more stressed about his
financial situation.

A child’s mother has a personal history of abuse and sexual
violence, and struggles with drug addiction and financial

instability. Her drug dealer requests to engage in sexual acts with
her 8-year-old son in exchange for drugs, to which she complies.”

® Psychological: The mother (trafficker) normalizes these
activities from her own experiences, and tells the child it is
important to keep this secret so they stay safe. The child loves
their mother, and as a minor has no other financial or
emotional support system.

Ayoung woman from the Philippines is promised work abroad to
help support her family. The recruiter brings her to the U.S. and
withholds her passport. They require her to work in an illicit
massage business.

e Legal: The business owner (trafficker) withholds legal
documents and threatens deportation or jail time.

e financial: The trafficker forces her to work until she pays off a
“debt”; food and shelter are provided but no additional money
is given.

e Abuse: The trafficker employs psychological and physical
abuse, withholds basic necessities and limits medical care.

A 14-year-old transgender male runs away from home to escape
physical abuse. He meets other homeless youth who introduce
him to an older couple who will give him food and shelterin
exchange for sexual favors for them and their “friends.”*

e financial: The child has no financial support system, or other
means of obtaining shelter and food.

e Abuse: The older couple (traffickers) employ psychological
abuse by capitalizing on his lack of existing family support and
need for love and emotional support.

Scenarios adapted from the Polaris Project and the National Center on Child Trafficking.3839
*Presence of force, fraud or coercion are not required when a child is trading sexual acts for anything of value

Survivors also experience long-term health sequalae
years after leaving exploitation.

While traumatic injuries, sexual health problem:s,
and mental health issues are intuitive health con-
sequences of human trafficking, health issues of traf-
ficked individuals can span multiple systems.1%2628 Po-
tential presenting health complaints, and their
respective underlying risk factors from situations of
human trafficking, are highlighted in Table 2. They in-
clude many conditions commonly treated in the urgent
care setting. Urgent care providers may also see higher-
acuity complaints that require referral to a higher level
of care. Trafficked individuals may have limited access
to healthcare, with constraints on which health facilities
are nearby or have accessible hours, making urgent
cares a potentially convenient option.!

Approach to Potentially Trafficked Patients in the Urgent
Care Setting

The approach to comprehensive evaluation of a poten-
tially trafficked patient in the urgent care setting in-
cludes treatment of urgent medical concerns, screening,

and safe referral.

Treat Inmediate Medical Concerns

The first priority is to address any immediate medical
concerns. Necessary medical care should not be delayed,
and screening for human trafficking if red flags are pres-
ent should be incorporated after the plan for treating
urgent medical complaints is in place.

In urgent care settings, acute medical problems may
need escalation of care and referral to an emergency
department. Patients may also require forensic exam
for assault, which is time-sensitive and varies by insti-
tution. In these cases, emergent care should not be de-
layed. Direct verbal handoff of concerns for trafficking
should be performed confidentially to the accepting
provider, and mandated reporting should be performed
by the urgent care provider if indicated.

Screening for Signs of Human Trafficking

A patient may exhibit signs, or red flags, of human traf-
ficking during the history and physical exam. These
potential indicators should be considered in conjunc-
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Table 1B. Example Scenarios of Human Labor Trafficking

Scenario

Methods of Control

A man from Guatemala is recruited for a legal farming job in the
U.S. and promised a temporary visa. On arrival, the recruiter
states he has to pay off the debt for his visa costs, and is also
charged for shelter, food, and transportation provided by the
recruiter, adding to his debt. All of his salary goes towards paying
off this debt, and he is required to work long hours without days
off.

e Financial: The job recruiter (trafficker) fraudulently increases
the amount of debt owed and takes 100% of wages, barring
him from achieving any financial independence.

e Legal: The trafficker withholds temporary visa and legal
documents from the worker, and threatens jail time for entering
illegally.

e Abuse: The trafficker employs methods of psychological abuse,
including threatening his family abroad and blacklisting him
from local work in the area.

A homeless 15-year-old girl who ran away from home due to
abuse is approached by an adult who offers her a job selling
items door-to-door. She agrees and is required to sell a minimum
quota each day, but is never given wages.

e Financial: The job recruiter (trafficker) withholds wages and
states they are using all the money for the child’s food and
shelter.

e Abuse: The trafficker employs threats of violence and keeps the
child isolated. The child lacks an emotional support system and
does not feel they have anywhere else to turn.

A Native-American male teenager is recruited by a local casino
owner to sellillicit substances and sexual favors to customers.
The boy is provided basic necessities, cash, and designer items
for his services. The boy’s family is struggling financially.*

e Financial: The trafficker provides financial incentives that the boy
in turn provides to his family.

e Abuse: The trafficker capitalizes on the shame the child feels for
engaging in these acts, and threatens to tell the community what
he is doing if he leaves.

Scenarios adapted from the Polaris Project and the National Center on Child Trafficking.383¢
*Presence of force, fraud or coercion are not required when a child is trading sexual acts for anything of value

tion with the aforementioned historical risk factors and
patient characteristics that are commonly seen in traf-
ficked populations.

Potential indicators of human trafficking

Red flags for human trafficking during the history in-
clude late presentation to care, history inconsistent
with pattern of injury, and concern for unsafe working
conditions. Patients who have experienced trafficking
may have frequent utilization of urgent care and emer-
gency department services, lack of primary care, and
repeated exacerbations of chronic disease with poor
medication compliance, as a result of withholding of
basic necessities and medical care.?

Individuals experiencing exploitation may be accom-
panied by their trafficker. This person may be intro-
duced as a family member, friend, significant other, or
their relationship may be ambiguous. In cases of child
trafficking, a much older companion who is either a
significant other or nonguardian can be a red flag.*

It is important to keep in mind that traffickers span
all ages and demographics, and that traffickers may be
family members of the patient. A patient who is fearful
of their companion, or a companion who exerts signif-
icant dominance and control during the patient en-
counter should raise an index of suspicion for an ex-
ploitive or abusive situation. Further, as noted, traffickers

www.jucm.com

Potential Indicators of Human Trafficking on Physical
Exam

e Poor hygiene or, in contrast, expensive possessions
(designer items, large amounts of cash and hotel keys)
despite history of homelessness or running away

e Tattoos or branding (may represent money, a person’s
name, or the sign of a gang or organization)

e Signs of physical abuse, including cigarette burns, old
bruises, scars

e Fearful or combative demeanor

e Discomfort with undressing or cooperating with
physical exam (which may be secondary to prior

trauma or presence of trafficker at the health
encounter)

may be unwilling to let the patient go to other areas
such as radiology, or to the bathroom, without them.*
Red flags on physical exam include a general fearful
or combative demeanor of the patient, including refusal
to undress or cooperate with standard aspects of the
physical exam. These actions may be due to the patient’s
prior trauma, previous traumatic experiences with the
healthcare system, or fear of abuse being identified by
the provider with or without the trafficker present.
Physical exam may reveal poor hygiene, or conversely
a patient may be very well groomed with expensive
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Table 2. Common Health Ailments of Trafficked Individuals®o:*»26-28

Health Domain or
System Involved

Possible Health Problems

Trafficking-Specific Risk Factors

Constitutional

e Fatigue
® Dizziness
® Weight Loss

e Inadequate living conditions

¢ Depravation of basic necessities
e Sleep depravation

e Inadequate nutrition

Sexual,
reproductive, and
genitourinary

e Pregnancy complications (preterm labor, pregnancy loss)
e Unwanted pregnancy (forced abortion, unsafe abortion)
e Pelvic and vaginal pain

e Pelvic inflammatory disorder

® Dyspareunia

® Dysuria

¢ Vaginal discharge

e Vaginal bleeding

e Traumatic GU injuries

e Foreign bodies

e Sexual assault and violence

e Physical violence experienced during pregnancy

e Lack of choice or control regarding safe sex
practices

Infectious disease

o Sexually transmitted infections

e Urinary tract infections

® Hepatitis

® HIV/AIDS

e Skin infections (cellulitis, abscess)

e Sexual assault and violence

e Inadequate working conditions

e Lack of choice or control regarding safe sex
practices

e Poor hygiene

¢ Depravation of basic necessities

e Substance use as means of control or escape

Trauma
musculoskeletal

 Blunt traumatic injuries, including contusions, sprains, fractures, bruising and
abrasions (acute and chronic)

® Penetrating traumatic injuries, including stab wounds, puncture wounds,
gunshot wounds, and lacerations

e Strangulation

e Burns, including cigarette burns and branding

e Traumatic brain injury (mild and severe)

® Back pain (acute and chronic)

® Joint pain (acute and chronic)

® Myalgias (acute and chronic)

e Physical violence and abuse from traffickers or
solicitors of their services

e Torture

e Physical restraining, bondage, or confinement

e Dangerous working conditions

e Repetitive physical tasks

Neurologic

¢ Headaches

* Memory problems

e Cognitive problems

e Conversion disorder
e Seizures

* Nonepileptic seizures

e Physical violence

e Long-term blunt force trauma and repeated head
injury

e Dangerous working conditions

® Psychological and emotional abuse

Gastrointestinal and
nutrition

® Malnutrition
e Abdominal pain (acute and chronic)
e |rritable bowel syndrome

e Inadequate nutrition
e Physical violence
e Psychological and emotional abuse

Cardiorespiratory

e Difficulty breathing
* Palpitations
e Chest pain

e Physical violence
¢ Psychological and emotional abuse

Dermatologic

® Rashes

e Sores, ulcers

e Burns, branding, and tattoos
® Scars

e Scabies, bedbugs

e Poor hygiene

¢ Inadequate living conditions

e Withholding of medical care
 Physical violence

* Methods of control by traffickers

Psychological

® Anxiety

e Depression

 Post-traumatic stress disorder
e Suicidal ideation

o Attempted suicide

e Somatic symptom disorder

e Substance use

¢ Psychological and emotional abuse

 Physical and sexual trauma

e Isolation

e Substance use as means of control or escape

¢ Other methods of control, including fraud and
deception

e Inadequate living conditions

¢ Depravation of basic necessities

Environmental

e Poisoning from various toxic substances, eg, tobacco poisoning, pesticide
poisoning

e Sunburn or poisoning

® Heat stroke

e Frostbite

e Dangerous working conditions

e Lack of appropriate protective equipment
e Inadequate living conditions

¢ Depravation of basic necessities

Other

® Exacerbation of pre-existing chronic illnesses or progression of pre-existing
disabilities; eg, poorly controlled asthma or COPD with frequent
exacerbations, poorly controlled type | diabetes with frequent presentation for
DKA

e Withholding of medical care
¢ Inadequate living conditions
e Depravation of basic necessities
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possessions despite a social history of homelessness or
running away.

If signs of physical abuse are present, providers should
consider the larger picture to evaluate if other signs of
exploitation are present. Traffickers may engage in
“branding” a victim with a tattoo or burn, which may
represent the trafficker’s name, gang or organization
name, sexually explicit language, or representations of
money to signify the individual as their property.?!

When present, red flags for human trafficking should
prompt providers to ask additional screening questions
to determine if the patient is at risk of being exploited.
Table 3 offers sample screening questions.

Several human trafficking screening tools have been
validated for specific subpopulations of human traf-
ficking, and may be used at the bedside to aid in screen-
ing for individuals at risk of human trafficking. De-
pending on your patient population, these screening
tools may be useful for your practice setting or specific
patient scenario and can be referenced accordingly. (See
Table 4.)

Overall, providers should take steps to ask additional
clarifying questions to determine the patient’s overall
risk of exploitation and assist with informing next steps.

Best practices for trauma-informed interviewing

Trafficked individuals have experienced complex trauma
and have complex relationships with those who are ex-
ploiting them; this is referred to as trauma bonding.
Trauma-informed interviewing techniques should be
considered to establish a safe space and build rapport.

During screening, efforts should be made to interview
the patient alone. If needed, providers should collabo-
rate with their team to identify creative ways to separate
a patient from their companion if they are unwilling
to step out of the room. For example, a nurse or medical
assistant can help facilitate escorting the patient to a
private area on the way to leave a urine sample or
obtain an x-ray. Providers should use their own judge-
ment in situations where the accompanying individual
is combative in leaving the patient alone, and balance
separating the patient with considerations of their safety
following the visit. A certified medical interpreter should
be used when indicated.

Limits of confidentiality based on state-specific man-
dated reporting laws should be clearly communicated
to the patient prior to safety assessments. Providers
should ask screening questions in a nonjudgmental
manner and take time to listen to the patient’s concerns.
Regardless of risk, the patient’s wishes should be re-
spected outside the limits of mandated reporting. Over-
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Table 3. Sample Screening Questions and Validated
Screening Tools?7:3%4°

Safety Questions

¢ Do you feel safe?

e Have you been physically harmed at home or work?

e Are you currently experiencing physical or sexual abuse at
home or at work?

e Have you had any thoughts of hurting yourself?

Trafficking-Specific Questions

e Have you been forced to do anything you do not want to do?

e Has anyone asked you to do a job without getting paid, or being
minimally paid?

* Have you been threatened if you try to leave, or has anyone
threatened your family?

e Has anyone ever asked you to have sex or sell anything in
exchange for something you wanted or needed (money, food,
shelter, or other items)?

¢ Has anyone taken sexual/revealing pictures or videos of you
and sold or shared them?

e Where do you eat and sleep? When was the last time you ate
or slept?

e Have you been denied food, water, sleep, or medical care?

e Has your ID or documentation been taken from you?

e Tell me about your tattoos/scars/jewelry

all, the healthcare team should make efforts not to re-
traumatize trafficked and at-risk patients during the
health encounter.3233

A definite disclosure of human trafficking should not
be the goal of patient screening. The provider’s respon-
sibility is to create a safe space for the patient, determine
risk of human trafficking, and provide appropriate re-
sources. The factors leading to disclosure are complex,
and often have significant implications for patient
safety. Disclosure of exploitation is therefore less com-
mon than encountering patients with risks and red
flags. Victims of human trafficking and those with red
flags both benefit from connection to resources.’*3*

Safe Referral

After urgent medical issues have been addressed, the
next step is to facilitate safe referral and/or provide re-
sources. These steps should be taken for any individual
for whom there is a clinical suspicion of human traf-
ficking, regardless of disclosure or confirmation.

The approach to referral and resource provision for
suspected human trafficking varies by location and in-
stitution. The following are common resources or pro-
tocols providers can look to for guidance:

1. Health System Protocol

Your health system or organization may already
have a protocol or clinical pathway in place detail-
ing what to do in cases of suspected human traf-
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Table 4. Validated Screening Tools

Screening Tool Name Target Population Screening Tool Length Source

Short Screening Tool for Child Child sex trafficking 6 questions Kaltiso et al*

Sex Trafficking

Quick Youth Indicators for Trafficking amongst homeless | 4 questions Chisolm-Straker et al#
Trafficking (QYIT) young adults

Rapid Appraisal for Trafficking | Adult sex and labor trafficking | 4 questions Chisolm-Straker et al4
(RAFT)

ficking. This guidance may be co-located with pro-
tocols on other forms of violence, including child
abuse and intimate partner violence. If protocol
information is unavailable, consulting with locally
available specialists (eg, child abuse physician, so-
cial worker, or sexual assault nurse examiners affil-
iated with an emergency department) may be use-
ful for providing guidance.

2. Community Agencies
Your health network may have a relationship with
a local human trafficking task force, child protec-
tion agency, or law enforcement group responsible
for handling cases of suspected trafficking. These
groups may be helpful in providing guidance on
next steps and patient resources.

3. National Human Trafficking Hotline (NHTH)
Regardless of whether an institutional protocol ex-
ists or not, any person, including providers, can
call the NHTH. This nationally available service
operates via phone, text, or chat, and allows any
person to report a suspected case. Agents will walk
clinicians through next steps and can provide in-
formation on local law enforcement, nongovern-
mental agencies, safe transportation, and patient
resources. Providers can call by themselves, or with
the patient present if they give consent. Providers
are encouraged to call for further guidance where
next steps are unclear. The NHTH website includes
a referral directory where providers can search by
zip code for local agencies providing services that
may be of benefit to the patient.

4. State-Mandated Reporting Laws
Providers should be familiar with state-mandated
reporting laws concerning human trafficking, child
abuse, suicidal ideation, and other threats to pa-
tient well-being. Some states require suspected cases
of child trafficking to be reported to child protec-
tion agencies. Clinicians should follow their state
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protocols when applicable, and be clear with pa-
tients regarding limits to confidentiality.

In cases of confirmed trafficking, clinicians should
discuss possible next steps collaboratively with the pa-
tient. Providers should inform patients of options to
contact their local agency or national hotline regarding
options for safe transportation, housing, and legal serv-
ices. Providers can make the call alone or with the pa-
tient present. The patient’s wishes and preferences
should be respected. Exceptions to confidentiality in-
clude harm to self/suicidal ideation, children experi-
encing human trafficking in states with mandated re-
porting, and when ongoing child abuse is identified.
All of these require reporting to the appropriate insti-
tutional official or county agency.

When patients with confirmed trafficking decline re-
porting, or in cases of suspected human trafficking with-
out definite disclosure, clinicians should take steps to
provide resources to patients.

Primarily, the provider should emphasize that the
urgent care is a safe space that they may return to in
the future should they need help. Other local health
systems, including emergency departments, may also
be highlighted as places the patient can utilize. Based
on the nature of the encounter and answers to screening
patients, the provider should attempt to identify ad-
ditional resources that may benefit the patient.

From a medical standpoint, patients should be given
referrals or information on connecting with mental
health and primary care services. Other resources to
pass along to patients include local agencies, safe hous-
ing, food banks, and legal services. These resources may
be found by consulting a health system protocol, expert
consultant, or social worker, or through the NHTH re-
ferral directory.

The NHTH can also be contacted by providers for
purposes of identifying and responsibly providing re-
sources while keeping the patient’s identity confidential.
Importantly, providers can educate patients on how to
contact the NHTH in the future.

Clinicians should practice shared decision-making
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with the patient regarding how contact information
for services can be provided. Providers should be aware
that printed materials and information on the patients’s
mobile device may be accessible to their trafficker,
which could put the patient at increased risk.

Responding to cases of potential human trafficking
in the UC setting can be challenging. Providers are
likely to encounter situations where next steps are
unclear. In these cases, providers should prioritize the
safety of the patient first, and consult local resources or
the national hotline for recommendations.

The urgent care setting can also pose unique chal-
lenges regarding patient disposition. UC centers often
have limited access to resources such as social workers
or forensic examiners, and suspected cases may require
transfer to a higher level of care. Urgent care settings
may also have limited capacity to board patients.

As consulting with community agencies or the NHTH
and determining patient disposition may take time,
providers should collaborate with their nursing staff to
identify a safe space for patient boarding once medical
concerns have been addressed.

Documentation

Chart documentation should be focused on objective
and medically relevant details of the patient encounter.
Providers should avoid phrases that can introduce doubt
into the situation—for example, phrases such as “alleg-
edly”—and use objective language in their history and
assessment.

Any physical exam findings indicative of abuse or
branding should be clearly documented.?” In cases
where there is no definite disclosure of human traffick-
ing but red flags are present, urgent care providers are
encouraged to document the red flags and their sus-
picion of exploitation. As trafficked individuals can
present to care multiple times before leaving their situ-
ation, the patient may present to the urgent care site in
the future. This documentation can be very useful in
alerting providers seeing the patient in the future to
create a safe space for the patient, continue to watch
for red flags, ask appropriate screening questions, and
provide resources.

It is important that concerns of human trafficking
are documented in a protected area of the chart. Many
health systems now have patient portals, which can
allow patients and families to view provider notes. Ur-
gent care clinicians should consult with their leadership
teams to identify how to create confidential notes which
may be used to document sensitive situations, including
suspected human trafficking.
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Human trafficking-related ICD-10 codes were insti-
tuted in 2018, and may be used to document suspected
or confirmed trafficking.?® Utilization of these codes
have the potential to improve trauma-informed care
for the patient’s future visits by alerting future providers
to the history, and to benefit research-and-response ef-
forts in the healthcare setting.?® However, clinicians
should take steps to enter patient coding confidentially,
and be careful in utilizing these codes if they cannot be
hidden in the electronic medical record and could be
printed on patient materials or viewed in online patient
portals.?’

Case Follow-Up

The patient’s buckle fracture seems consistent with the
mechanism of injury you obtained from the history. A
fall off a bike may truly be the reason he sustained the
injury, but other red flags during the encounter (un-
stable home situation, running away, older adult
“friend,” wary about paperwork, and not wanting med-
ical follow-up) prompted further investigation into
whether he was being exploited.

You have established rapport with the patient, and
state that you would like to ask additional questions
regarding his social situation. You disclose that you can
keep the conversation confidential unless someone is
harming him, exploiting him, or if he has thoughts of
harming himself. With his permission, you begin to
ask him screening questions.

At first he states he feels safe at home with his mother
and his friend. When asked if anyone has made him
do something he does not want to do, or if he has ex-
changed sex for anything of value, he is initially quiet.

On further questioning, he tells you his friend some-
times asks him for sexual favors in exchange for food
and a place to sleep. He starts to share more but then
states he is not ready to talk about it. He says he does
want help and agrees to talk to the human trafficking
hotline. You notify your nurse that you are boarding the
patient for 1-2 hours while you figure out disposition.

After calling the hotline with the patient present, the
agent facilitates connection to the local human traf-
ficking task force and child protective services agency
for mandated reporting. Safe transport is arranged for
the patient to the local pediatric emergency room,
where the task force and protective services will perform
a comprehensive assessment and determine safe patient
placement. Prior to transport, you provide a confidential
verbal handoff to the receiving physician at the pediatric
emergency department.
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Conclusion

Recognizing human trafficking in healthcare settings
can be challenging and requires an index of suspicion.
It is important for urgent care providers to understand
the nature of human trafficking and presenting signs.
Recognizing red flags for human trafficking, creating a
safe space for patients, and providing resources can
make a significant impact on trafficked individuals, re-
gardless of their definite disclosure of exploitation.

To best serve patients experiencing human trafficking,
urgent care providers and staff should take steps to famil-
iarize themselves with local resources and policies for con-
fidential electronic medical record documentation. M

Manuscript submitted October 30, 2022; accepted November
1, 2022.
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An Itchy Back with New Moles:
A Case Report of Occult
Malignancy

Urgent Message: Urgent care is a likely destination for patients presuming that a
new mole or other dermatologic issue is benign. Providers must maintain a wide
differential and consider prospective diagnoses that could ultimately prove to be
more ominous (or even life-threatening).

Joshua Russell, MD, MSc, FCUCM, FACEP

Citation: Russell J. An itchy back with new moles: a
case report of occult malignancy. | Urgent Care Med.
2023;17(6):23-25.

Key words: paraneoplastic syndrome, gastric cancer,
seborrheic keratosis, case report

Abstract

Introduction: Lesar-Trélat sign (LTS) is an infrequent para-
neoplastic phenomenon associated with an array of malig-
nancies. Given that the primary manifestation is a seem-
ingly benign dermatologic issue, such patients may choose
urgent care as their initial site of clinical evaluation.

Clinical presentation: A 43-year-old man with no sig-
nificant past medical history presented to UC with com-
plaints of itching and “moles” appearing across his back
for the past 2 months. He also had some vague upper
abdominal pain and unintentional weight loss.

- 1

Physical exam: The patient’s skin exam revealed diffuse

hyperpigmented ovoid lesions consistent with sebor-
rheic keratoses (SK) restricted to his back. He was pre-
scribed hydrocortisone 2.5% cream and referred to a
dermatologist.

Case resolution: Several weeks later, the patient saw a

dermatologist who prescribed a higher-potency steroid.
His symptoms persisted, however. His increasing ab-
dominal pain eventually led him to present for care in
the emergency department. After computed tomogra-
phy of his abdomen and esophagogastroduodenoscopy
(EGD), he was diagnosed with metastatic gastric ade-
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AN ITCHY BACK WITH NEW MOLES: A CASE REPORT OF OCCULT MALIGNANCY

“Early identification of
paraneoplastic conditions is a
crucial clinical skill to allow for the
most rapid referral, diagnosis,
and treatment of the underlying
malignancy.”

nocarcinoma. Unfortunately, the patient died of com-
plications of his cancer diagnosis several months after
his UC presentation.

Conclusion: Awareness of the potential clinical signif-
icance of LTS and its association with occult malignancy
may lead to earlier referral, cancer identification, and
improved prognosis for afflicted patients.

Introduction
esar-Trélat Sign (LTS) is a paraneoplastic condition in-
\_Zolving rapid appearance of multiple SK and is asso-
iated with a variety of solid organ malignancies, most
commonly adenocarcinomas of the stomach, colon,
and breast.! LTS can also occur in cases of hematologic
malignancy. It is nonspecific, however, and can also
occur in benign conditions, such as pregnancy.? Given
the seemingly innocuous nature of multiple moles, pa-
tients and clinicians alike may initially underappreciate
the potential gravity of the phenomenon.

Clinical Presentation

A 43-year-old man with no significant past medical his-
tory sought care at his local UC center due to itching
and associated “moles” that had appeared across his
upper back over the prior 2 months.

His symptoms began with pruritus across the thoracic
portion of his back, for which he had tried over-the-
counter diphenhydramine with some initial relief. Sev-
eral weeks later, however, the pruritus became more se-
vere and he began noticing the dark spots appearing
on his back.

The moles were restricted to his back and he had
had no prior instances of skin lesions. The patient had
taken some photographs with his smartphone which
confirmed there were no lesions present on the back
just 3 months earlier.

He denied any prominent family history of related

24 JUCM The Journal of Urgent Care Medicine | March 2023

Figure 1.

conditions. He worked as a software engineer and de-
nied alcohol and drug use. He was sexually monoga-
mous with his wife.

On review of symptoms, he was otherwise asympto-
matic except for occasional postprandial abdominal pain,
for which he used famotidine with minimal relief.

Physical Exam Findings

The patient had normal vital signs when he presented
to UC. He was well appearing and had an unremarkable
cardiopulmonary and abdominal exam. His skin exam
revealed numerous, diffuse SK distributed across his
thoracic back (similar to the pattern seen in Figure 1).
The SK were restricted to the posterior trunk and the
remainder of his skin exam was within normal limits.

Urgent Care Management

The provider caring for the patient in UC realized this
was an atypical presentation, with a larger number of
SK presenting so rapidly and with an unusual degree of
pruritus. Hence, in addition to prescribing a short course
of 2.5% topical hydrocortisone cream, a dermatologist
referral was made for follow-up.
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Case Continuation and Timeline

The patient saw a dermatologist several weeks later.
They prescribed a high-potency steroid, but the patient’s
itching continued to progress as did his upper abdom-
inal pain. Additionally, he began to develop progressive
fatigue and had 5 kg unintentional weight loss.

Diagnostic Assessment and Case Conclusion
Approximately 1 month after the dermatologist visit,
the patient presented to the emergency department for
severe abdominal pain and vomiting. He underwent
computed tomography of the abdomen and pelvis,
which demonstrated severe gastric thickening with gas-
tric outlet obstruction and multiple heterogeneous le-
sions in the liver.

The patient was admitted to the hospital and had an
upper endoscopy with biopsies that revealed gastric ad-
enocarcinoma; this was confirmed to be stage IV given
the presence of liver metastases.

Before he began chemotherapy, he suffered a massive
gastrointestinal hemorrhage, which required intensive
care unit admission. Unfortunately, due to multiple
subsequent complications, the patient died just 2 weeks
after his initial cancer diagnoses.

Discussion

Lesar-Trélat Sign (LTS) is a paraneoplastic condition in-
volving rapid appearance of multiple SK and is associ-
ated with a variety of malignancies, most commonly
adenocarcinomas of the stomach, colon, and breast.!
LTS can be seen in cases of hematologic malignancy, as
well, but also in benign conditions, such as pregnancy.?
In the 1800s, Lesar and Trélat described angiomas asso-
ciated with underlying malignancy.

A century later, Hollander noted that the rapid ap-
pearance of SK occasionally preceded the diagnosis of
certain cancers, most commonly gastric cancer.?

Lesions can occur anywhere on the body, but most
commonly occur on the trunk (~20% of cases). Patients
usually become aware of the lesions because of associ-
ated pruritus, which occurs in approximately half of
cases.”

The etiology of LTS is uncertain, but it is thought to
be most likely that the SK appear due to high levels of
circulating growth factors secreted by the associated
neoplasm.?

LTS precedes the diagnosis of the underlying malig-
nancy in 68% of cases,* as occurred in the case pre-
sented. When identified, LTS warrants rapid referral to
a primary care provider who can coordinate a work-up,

www.jucm.com

“An urgent care assessment
which leads to an earlier
diagnosis of malignancy can
dramatically influence a patient’s
treatment options and, thus,
prognosis.”

which generally includes comprehensive bloodwork
(eg, complete blood count, metabolic panel, etc.) as
well as screening upper and lower endoscopy.®

Key Take Away for Urgent Care Providers

LTS represents one of many paraneoplastic syndromes
that can initially present in urgent care, often with mild
symptoms that may seem innocuous. Early identifica-
tion of paraneoplastic conditions is a crucial clinical
skill to allow for the most rapid referral, diagnosis, and
treatment of the underlying malignancy.

With rare exceptions, metastatic cancer is incurable.’
Therefore, an urgent care assessment which leads to an
earlier diagnosis of malignancy can dramatically influence
a patient’s treatment options and, thus, prognosis.

Ethics Statement and Patient Perspective

Informed consent for publication was obtained from
the deceased patient’s wife. She stated that she was
hopeful that sharing her husband’s story may increase
clinician awareness for this condition. B

Manuscript submitted 7/29/22; accepted 8/3/22.
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Original Research ’

Negative RADT and Bacterial
Growth on Throat Culture

Urgent message: “Sore throat” is among the most common presenting complaints
in urgent care. Accurate diagnosis featuring proper use of diagnostic tools is
essential to ensure timely, appropriate treatment, including appropriate utilization

of antibiotic agents to minimize risk for antibiotic resistance.
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Abstract

The primary purpose of this study was to evaluate the
prevalence of bacterial growth on throat culture despite
a negative rapid antigen detection test. The secondary
aim was to determine how often throat cultures were
performed, the percentage of positive RADT, the prev-
alence of GAS by season and gender, whether GAS or
other bacteria grew after a negative RADT and the asso-
ciated prevalence, and the types of bacteria other than
GAS that grew in culture.

Introduction

cute pharyngitis is one of the most common com-
Aplaints that physicians encounter in the emergency

department (ED). In 2010, approximately 1.8 million
ED visits involved acute pharyngitis. Among patients
15 years old or younger, it accounted for about 2.8% of
all ED visits. That is roughly 700,000 cases out of the
1.8 million visits.!

Although most cases of acute pharyngitis are viral,
bacteria still account for a proportion of cases that re-
quire antibiotic treatment. The symptoms of bacterial
and viral pharyngitis tend to overlap.

Factors associated with a bacterial infection include
sudden-onset sore throat, fever, tonsillopharyngeal or
uvular edema, patchy tonsillar exudates, cervical lym-
phadenitis, exposure to Group A beta hemolytic strepto-
coccus (GAS), or scarlatiniform skin rash and/or straw-
berry tongue, in the absence of viral symptoms.>

The viral symptoms of pharyngitis can include co-
ryza, conjunctivitis, cough, hoarseness, anterior stoma-

Author affiliations: Kristin Hrabowy, DO, UNC Health Southeastern. Jenna Santiago-Wickey, DO, UNC Health Southeastern. Brianna Promutico,
DO, UNC Health Southeastern. Godwin Dogbey, PhD, Campbell University School of Osteopathic Medicine. Elizabeth Gignac, DO, FACOEP,
UNC Health Southeastern, Campbell University School of Osteopathic Medicine.
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NEGATIVE RADT AND BACTERIAL GROWTH ON THROAT CULTURE

Table 1. Frequency of RADT Tests Performed by
Season

Table 2. Frequency of Positive and Negative RADT

RADT Frequency Percentage
Positive 662 17.3
Negative 3,173 82.7
Missing 1 o}

Total 3,836 100

Season Frequency Percentage
Fall 1,091 28.4
Winter 1,578 41.1
Spring 757 19.7
Summer 410 10.7

Total 3,836 100

titis, discrete ulcerative lesions or vesicles, and diarrhea.?
GAS is the most common cause of bacterial pharyngitis,
representing about 20%-30% of cases in pediatrics and
5%-15% in adults.* Although bacterial pharyngitis is
mostly a benign illness, it can lead to complications
that affect long-term health, such as acute rheumatic
fever, theumatic heart disease, and post-streptococcal
glomerulonephritis.? Hence, treatment of GAS is im-
perative to prevent these potential complications.

Infection with GAS can result in an autoimmune
condition called acute rheumatic fever. This can further
affect heart valves, leading to rheumatic heart disease.®

The treatment of GAS may not always prevent rheu-
matic fever, but there is a much higher occurrence of it
when the bacterium is not completely eradicated. This
commonly occurs in low-income countries where ag-
gressive treatment with appropriate antibiotics is not
available.* In such countries, rheumatic heart disease
remains the most common acquired heart disease in
children, adolescents, and young adults; it accounts for
roughly 233,000 deaths per year worldwide.® In higher-
income countries, acute rheumatic fever and heart dis-
ease are rare, with less than 10 cases per year per 100,000
children. The difference is largely due to differences in
living conditions, hygiene, increased antibiotic usage,
increased access to primary care providers and changes
in GAS epidemiology.®

The Infectious Diseases Society of America and the
American Heart Association recommend using clinical
judgment to determine who should be tested for GAS.
If the need for GAS testing is unclear, the Centor criteria
can be applied. Centor criteria includes age, presence
of exudate or tonsillar edema, tender or swollen anterior
cervical lymph nodes, presence of temperature >100.4°F
and whether a cough is present. It is generally rec-
ommended to perform a rapid antigen detection test
(RADT) if the modified Centor score is >2. The criteria
should be used as a clinical tool to guide whether pa-
tients would benefit from an RADT.?

In order to perform an RADT, specific test swabs are

28 JUCM The Journal of Urgent Care Medicine | March 2023

used to collect a sample from the tonsillar and posterior
pharyngeal mucosal surfaces. The GAS cell wall antigens
are then extracted and detected using immunoassay,
with results typically available within 10 to 60 minutes.¢
It is generally recommended to treat symptomatic pa-
tients with antibiotics if RADT is positive. The specificity
of most available RADT is high (88% to 99%), and false
positive tests are uncommon. In adults with suspected
GAS pharyngitis, an RADT is usually sufficient to make
the diagnosis, and additional testing such as throat cul-
tures are not needed.’

The sensitivity of RADT in adults is moderate (77%
to 92%), varying with the specific assay that is used.
Because of this, the diagnosis of GAS pharyngitis could
be missed if follow-up throat culture is not performed.

Overall, GAS accounts for 15% to 30% of pharyngitis
in children between 5 and 15 years of age. During
winter and early spring, GAS accounts for up to 35% to
40% of cases in children and adolescents. In pediatric
patients, the diagnosis of GAS pharyngitis is made by a
positive RADT, throat culture, or molecular assay. If ini-
tial RADT is negative a follow-up throat culture is rec-
ommended, since RADT may be falsely negative in up
to 30% of cases.?

If initial testing with molecular assay is negative, it is
not necessary to perform a throat culture, since molec-
ular assays have a high sensitivity.

Timely treatment of GAS pharyngitis in the pediatric
population is necessary to prevent suppurative complica-
tions and acute rhematic fever, prevent disease transmis-
sion, and reduce duration and severity of symptoms. It is
vital to confirm the diagnosis of GAS pharyngitis prior to
the initiation of antibiotics in order to prevent unnecessary
antibiotic treatment in patients with viral pharyngitis.>

The confirmatory throat culture takes roughly 24 to 48
hours to result. The sensitivity of throat culture is between
90% and 95%, and the specificity ranges from 95% to
99%.2 It is generally recommended to not empirically treat
with antibiotics while awaiting throat culture results. The
short delay in treatment does not appear to correlate with
an increased risk of acute rheumatic fever in adults.
However, it is unknown whether this short delay is asso-
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NEGATIVE RADT AND BACTERIAL GROWTH ON THROAT CULTURE

Table 3. Frequency of Throat cultures Performed

performed | Freauency | Percentage
Yes 3,168 82.6

No 666 17.4

Total 3,834 99.9
Missing 2 o1

Overall Total 3,836 100

ciated with increased risk of other complications, such as
the development of a peritonsillar abscess.

If the clinical suspicion of GAS pharyngitis is high
and the testing results are not readily available, it is rea-
sonable to initiate treatment with antibiotics until results
return. If the diagnosis of GAS pharyngitis is not con-
firmed, it is recommended to discontinue antibiotics.
PCR-based assays have a higher sensitivity than RADT
or culture, but are not routinely available in the ED.?

The question of whether to treat all patients with
sore throat with antibiotics is controversial. GAS has
an asymptomatic carrier rate of up to 20%. Due to in-
creasing rates of antibiotic resistance and potential for
side effects and allergic reactions to antibiotics, it is rec-
ommended to avoid prescribing them for mild viral
self-limiting illnesses.* Antibiotic treatment is not rec-
ommended for chronic asymptomatic GAS carriers or
GAS carriers with superimposed viral infections.” Ulti-
mately, the decision to treat patients with antibiotics is
made clinically by the provider, with the above factors
taken into consideration.

The primary purpose of this study was to evaluate
the prevalence of bacterial growth on throat culture
despite a negative RADT. The secondary aim was to de-
termine how often throat cultures were performed, the
percentage of positive RADT, the prevalence of GAS by
season and gender, whether GAS or other bacteria grew
after a negative RADT and the associated prevalence,
and the types of bacteria other than GAS that grew in
culture. This information is critical to help guide clini-
cians regarding when to prescribe antibiotics to prevent
their overuse and to reduce antibiotic resistance.

Materials And Methods

Study Design, Setting, and Selection of Participants

This was a retrospective cross-sectional study conducted
at a rural community hospital ED in Lumberton, NC.
This facility has a volume of roughly 61,000 patients
annually. The study setting was UNC Health South-
eastern ED, involving review of medical records from

www.jucm.com

Table 4. Throat Culture Results After Negative RADT

Throat culture

result after Frequency Percentage
negative RADT

GAS + 10 0.3

GAS - 3,158 82.3

Total 3,168 82.6
Missing (+ RADT) | 668 17.4
Overall Total 3,836 100

November 5, 2017 to October 31, 2018. The medical
chart review spanned 12 months in order to incorporate
all four seasons of the year. Eligibility was based on
whether the patient had received a rapid antigen de-
tection test, also known as rapid strep test, for suspected
pharyngitis. Due to the large number of patient records
meeting the inclusion criteria, those who were less than
10-months-old were excluded. Moreover, a randomiza-
tion was performed to select a representative study.

Study Variables

The primary outcome of this study was the prevalence
of bacterial growth on throat culture in the presence of
a negative RADT. In addition, we assessed for the per-
centage of throat cultures performed, percentage of pos-
itive RADT, and prevalence of GAS by season and
gender, whether GAS or other bacteria grew after a neg-
ative RADT and the associated prevalence, and the types
of bacteria other than GAS that grew in the culture.

Data Analysis

For ease of analysis, a randomization generator was ap-
plied to select a representative sample size from the
high volume of medical records that met the inclusion
criterion. Descriptive statistical analyses involving
frequencies/percentages and a Chi-squared test for dif-
ference in proportions were performed. Data was ana-
lyzed using SPSS (IBM, Chicago, version 26).

Results

Demographics

A total of 3,836 medical records of unique patients were
included in the study. The mean age was 26.4 years old
with a standard deviation of 21.1 years. Out of the total,
1,577 (41.1%) patients were male. Since the study was
designed over a 12-month time course, the frequency
of testing in each season was performed. The majority
of rapid strep testing occurred in the winter, followed
by fall, then spring, and lastly summer. Table 1 demon-
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Table 5. Throat Culture That Grew Bacteria Other Than
GAS

Throat culture

growing bacteria| Frequency Percentage
other than GAS

Yes 29 0.8

No 3,136 81.8

Total 3,168 82.6
“Missing”/

Positive RADT | 068 17:4
Overall Total 3,836 100

strates the frequency and percentage of overall testing
performed by season.

Of the total 3,836 RADT performed between No-
vember 5, 2017 and October 31, 2018, 662 returned
positive and 3,173 returned negative, with one missing
data point (Table 2). Throat cultures were performed
on 3,168 (82.6%) samples out of 3,834 RADT. No throat
cultures were performed on 666 (17.4%) of the RADT
because 662 of them resulted positive (Table 3). There
was a total of 3,168 throat cultures performed. Of those
negative RADT with a throat culture result, 10 (0.3%)
were found to grow GAS and 3,158 (82.3%) did not
(Table 4).

Twenty-nine of the 3,168 throat cultures grew bac-
teria “other than GAS,” accounting for 0.8% of overall
throat cultures. The most common bacterium that grew
out “other than GAS” was Group A beta hemolytic strep-
tococcus, also known as Streptococcus pyogenes. In fact,
GAS grew out in 27 of the 29 throat cultures (93.1%)
considered not to be bacterium other than GAS, rep-
resenting 0.85% of overall throat cultures performed
(Table 5). The other two growths were the bacterium E
coli and normal respiratory flora.

Combined with the 0.3% of positive GAS on throat
cultures discussed above, the overall rate of GAS growth
on throat culture despite a negative RADT was 1.15%.
A statistically significant difference in proportions of
throat cultures positive for bacteria despite a negative
RADT, with GAS, was observed, with winter season rep-
resenting the most and summer the least (p <0.001).

The majority of the positive throat cultures for bac-
teria was done in the winter, (62.1%), followed by fall
(17.2%), spring (13.8%), and summer (6.9%). A Chi-
squared test of goodness-of-fit for proportions demon-
strated a statistically significant difference in proportions
of throat cultures performed, with winter season rep-
resenting the most and summer the least (p <0.0001).
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Regarding RADT, out of the 662 patients that tested
positive, 287 (43.4%) were males and 375 (56.6%) were
females. This difference in the proportion of females
that tested positive for GAS on RADT compared to
males was statistically significant (p = 0.001).

By season, it was observed that the majority of posi-
tive RADT in patients occurred in the winter, with 300
(45.3%), followed by spring with 158 (23.9%), then fall
with 132 (19.9%), and lastly summer with 72 (10.9%).
Furthermore, for patients who tested positive for GAS
on RADT, there was a statistically significant difference
in their proportion by season, with winter being the
most frequent and summer being the least (p <0.001).

Discussion

The primary purpose of this study was to determine
the prevalence of bacterial growth on throat culture
despite a negative RADT. A total prevalence rate of
1.15% was obtained for the growth of GAS on throat
culture despite a negative RADT. This comprised a 0.3%
incidence of GAS growth on throat culture and a 0.85%
incidence for other bacterial growth. Out of the 29
throat cultures that were positive for bacteria after a
negative RADT, 93% grew GAS. Other bacteria that grew
on throat culture included E coli and normal respiratory
flora.

An observational study® discussed controversy regard-
ing whether there is need for routine backup testing
after a negative RADT.

Out of the 15,555 adult patients who had a negative
RADT and follow-up DNA probe test, 6% (933) had a
positive DNA probe. From the 933 patients who had a
positive DNA probe after negative RADT, 48% (448)
had received an antibiotic at the time of the visit and
52% (485) received an antibiotic prescription within
an average of 2.3 days of the visit.

One reported complication, for a patient with a neg-
ative RADT who did not receive the DNA probe and
developed a peritonsillar abscess, was observed. Overall,
management was only altered in 3% of patients who
had to return for antibiotic treatment. A high rate of
inappropriate antibiotic prescriptions was demon-
strated, with 56% of patients receiving an antibiotic,
while only 19.5% had confirmed strep throat.

The false negative rate of RADT for the diagnosis of
GAS was found to be 6%. The benefit of backup testing
in adults is questionable due to the high cost, antibiotic
delay, and low rate of suppurative complications.®

For a pediatric population, a study investigated the
impact of RADT, throat culture, and point-of-care (POC)
polymerase chain reaction (PCR) on the decision to
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treat children with antibiotics for pharyngitis at a large
pediatric clinic.

This chart review conducted at a single site during the
fall and winter of 2016 to 2017 consisted of a total of 110
of 255 samples (43.1%) that were GAS positive. It involved
tests from patients of 3 to 18 years of age. It was shown
that RADT results were less specific and throat culture
results were less sensitive than reported in established
literature. This has led to increased rates of inappropriate
antibiotic prescription habits and use. POC PCR had high
sensitivity and specificity and rapid turnaround times,
which led to more appropriate antibiotic use.’

It is generally recommended to obtain throat cultures
despite a negative RADT in the pediatric population. In
a 2012 IDSA guideline, a backup throat culture in chil-
dren with a negative RADT is recommended to prevent
complications such as peritonsillar abscess, theumatic
fever, and poststreptococcal glomerulonephritis.!® Al-
though these complications are rare in the U.S., they
can be prevented if antibiotics are started within the
first 9 days of infection.!!

It is valuable to know which specific test is being
performed because each test has a different sensitivity.
Backup cultures are recommended when lateral-flow
RADT is used because it has a wide variety of sensitiv-
ity.!1%11 Optical immunoassays or molecular tests have a
much higher sensitivity and lower rate of false negative
tests; therefore, these do not require a backup culture
to be performed in pediatric patients. In general, if a
backup culture is not performed, patients should be ad-
vised to return for a throat culture and further testing if
symptoms persist for more than 5 days.!%!!

The RADT and confirmatory throat culture are not
as specific or sensitive compared with other testing op-
tions. The POC PCR test would be a more optimal test;
however, it is not currently available for use in the
emergency department due to its high cost. Hence, the
RADT and throat culture are still the most widely used
methods of testing for GAS in the ED.

It is imperative that clinicians follow the guidelines
for treatment of GAS pharyngitis. A study concluded that
antibiotic use for sore throat remains common, and many
clinicians do not follow current guidelines for diagnosis
of GAS pharyngitis. Antibiotic use overall was frequent
(49.3%), but less so in combination with RADT plus throat
culture (31.2%) or nucleic acid amplification test (NAAT)
alone (34.5%). Antibiotic use was significantly higher
with RADT alone (53.4%) or no test (57.1%). Furthermore,
it was found that the diagnosis of GAS pharyngitis using
RADT plus culture or NAAT alone was associated with
lower use of antibiotics.!?

www.jucm.com

In clinical application, all patients who test positive
for GAS, either on RADT or confirmatory throat culture,
should receive antibiotic treatment to eradicate the bac-
terium in order to prevent long-term complications.

According to the recommendations by American Col-
lege of Physicians, it is recommended to treat empirically
with antibiotics if the patient has a Centor score of 4 or
higher, despite the RADT or throat culture results.!® Cli-
nicians should avoid prescribing antibiotics for patients
with viral pharyngitis in order to help prevent further
antibiotic resistance. It is necessary that clinicians follow
through with positive throat cultures and treat patients
with appropriate antibiotics. Patient follow-up to return
for treatment is crucial; patients lost to follow-up may
not receive the treatment they need if results return after
they are already discharged.

Whenever bacteria other than GAS grow on throat
culture, it is important that patients be treated with an
antibiotic that targets each specific bacterium. If patients
are treated empirically up front with antibiotic coverage
for GAS prior to results of culture, the antibiotic pre-
scribed may not eradicate the bacteria if it is a different
type other than GAS.

Regarding the seasons, winter had the highest pro-
portion of GAS and other bacterial pharyngitis, and
summer had the lowest. As demonstrated in literature,
GAS pharyngitis is more common in late winter and
early spring.'415

Females, more than males, proportionally, tested pos-
itive for GAS on RADT. The mean age for this study
was 26.4 years. The most frequent age that grew out
bacteria on throat culture despite a negative RADT was
27 years old, and all patients were below the age of 53
years. This is consistent with literature showing that
most cases of GAS in adults occur by the age of 40 years
and decline afterwards.” Group A beta hemolytic strepto-
coccus accounts for about 5% to 15% of adult cases and
20% to 30% of cases in pediatric patients.* A 2010 meta-
analysis found that symptomatic children 5 to 15 years
of age are more likely to have throat cultures positive
for GAS infection compared with younger children
(37% vs 24%).'° Additionally, the 2012 IDSA guideline
stated that GAS infection is uncommon in children
younger than 3 years.!°

Limitations

There are multiple limitations in this study. One is the
specificity and sensitivity of the RADT test itself. Al-
though the RADT test is highly specific (95%), the sen-
sitivity can vary from 70% to 90%. This is dependent
on the RADT sample collection technique, sample site,
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and antigen load.

Throat culture of the posterior pharynx using sheep
blood agar is the gold standard for diagnosis. The throat
culture sensitivity depends on the culture atmosphere
and media additives, which are not standardized.

As this was a retrospective study, the RADT were ob-
tained by multiple nurses with different levels of train-
ing, at least some of whom might have been unaware
of the recommended site for testing. Therefore, the
sample could have been collected from the incorrect
location, thereby affecting the results of the test, and
potentially yielding inaccurate results.

Throat cultures were obtained on every patient who
received an RADT. For every RADT performed, a throat
culture was automatically reflexed to be obtained. Ac-
cording to the literature, it is recommended that a sec-
ond swab be obtained for throat culture analysis and
that the RADT swab should not be used for culture.
However, at this rural ED, the same swab is used for
both the RADT and the throat culture.

Another limiting factor is that the amount of growth
on the culture is unable to distinguish colonization
from active infection."

Another limitation could be the difficulty in ensuring
adequate patient follow-up when results are pending
at time of discharge in rural populations. For example,
those with a negative RADT and pending throat culture
at time of discharge may have difficulty returning for
treatment for positive throat culture. A high proportion
of the population in the location of the rural ED studied
face challenges with transportation and finances, which
make follow-up visits less likely to occur.

In areas where patients face these challenges, each
provider may approach treatment differently. If it is
thought that the patient will not be able to return for
treatment if throat culture returns positive after a negative
RADT, some providers may treat the patient upfront with
antibiotics, while still awaiting the results. Other pro-
viders may be willing to wait for the results to return be-
fore prescribing the patient antibiotics, and verify that
the patient is able to return for treatment. Since the
course of treatment is determined by the clinician, pa-
tients will not all be treated with the same method.

Conclusion

The overall rate of bacterial growth on throat culture
despite a negative RADT was small. Hence, the likelihood
that bacteria would grow on culture despite a negative
RADT is very low. Therefore, antibiotics should be reserved
for patients with a positive RADT or throat culture, or a
high index of suspicion despite a negative RADT. Overall,
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a study such as this should provide information that
empowers clinicians to decrease the number of antibiotic
prescriptions for sore throat primarily due to viral pha-
ryngitis in order to avoid antibiotic resistance. Clinicians
are encouraged to restrict antibiotic treatment for patients
with confirmed GAS or highly suspicious histories and
exams for bacterial pharyngitis. B
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Urgent Care Growth Is Poised to

Continue in 2023

Urgent message: Urgent care operators of all sizes are poised for continued growth
in 2023. In this post-COVID environment, look to shifting de novo ownership trends,
a slowing of health system activity, and independent entrepreneurs regaining their

courage as the driving factors.

Alan A. Ayers, MBA, MAcc

driver of decision-making for urgent care operators.

While its impact over the past few years cannot be
understated, other factors are now responsible for pro-
pelling the industry forward.

Operators continue to seek new ways of connecting
with patients beyond upper respiratory visits in subur-
ban settings. Moreover, widespread challenges facing
the healthcare industry are once again changing the
landscape of urgent care ownership.

Despite these challenges, urgent care is poised for
another year of growth in 2023. However, a look at the
data shows how the growth engine has evolved since
2020.

Today, operators with 10+ units represent nearly 50%
of new rooftops. This segment has been growing con-
sistently due to strong financials and private equity
funding, allowing these centers to thrive throughout
the pandemic and capitalize on increased volumes.

Meanwhile, as the industry sees slowed activity by
health systems, independent operators will have plenty
of opportunities to differentiate themselves from the
competition by focusing on new populations, new
payers, and new services.

As normalcy returns and the healthcare industry’s
familiar challenges reclaim center stage from the
COVID-19 pandemic, urgent care will continue to
adapt, with growth forecast for 2023.

"'he COVID-19 pandemic is no longer the primary

Opportunities for Growth at All Scales
Before the pandemic, urgent care’s growth engine was
the two- to four-center operator. With many operators
opening a second location and settling happily into
“growth mode,” this segment accounted for the major-
ity of new rooftops added.

But the pandemic brought about many changes start-
ing in 2020. Though COVID-19 would eventually lead

Author affiliations: Alan A. Ayers, MBA, MAcc is President of Experity Networks and is Practice Management Editor of The Journal of Urgent Care
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Figure 1. Quarterly De Novo Locations Added by

Operator Size

Figure 3. Count of De Novo Centers by Month
(by Type)
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Figure 2. Percent of De Novo Urgent Cares by
Operator Size
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to a surge in demand for testing, vaccination, and treat-
ment services, uncertainty over patient volumes forced
many operators to the sidelines. Independent providers
with fewer than nine centers faced several key barriers
during the pandemic.

Widespread staffing challenges, shortages in key roles
like medical assistants and radiology technologists, and
wage inflation all made navigating the day-to-day as-
pects of business more challenging. Meanwhile, a swarm

36 JUCM The Journal of Urgent Care Medicine | March 2023

of merger-and-acquisition activity capitalized on many
smaller operators’ desire to sell their businesses while
high on revenues from COVID’s record volumes.

As a result, 2020 saw a shift in the main driver of ur-
gent care growth from entrepreneurial ownership to
corporate models. The first quarter of 2020 saw 10+
unit operators add the most de novo locations of any
type of center (see Figure 1 and Figure 2).

As of the fourth quarter of 2022, 10+ unit operators

wWww.jucm.com
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Figure 5. Total De Novo Clinics per Month

(w/% Health System Affiliation)

Figure 6. Count of De Novo Centers by Month (by
Ownership)
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remained the segment with the highest number of de
novo locations added.

The consistency of this segment can partially be at-
tributed to the influence of private equity investors and
fully funded 3- to 5-five-year investment horizons. As
smaller operators took a step back to evaluate the pan-
demic’s effects, 10+ unit operators were strongly posi-
tioned to capitalize on increased volumes. Indeed, the
level of demand allowed new centers to break even al-
most immediately after opening.!

The 10+ unit operator segment’s growth over the
past 2 years means it persists as the primary growth en-
gine for urgent care. However, as pandemic fears wane
and entrepreneurs regain their courage, this trend could
be due for a change.

The final quarter of 2022 saw a large spike in single-
unit operator de novo locations, from 12% to 28% of
all openings (see Figures 1 and 2). Notably, this share is
reminiscent of Q1 2019 when single-site operator de
novo centers accounted for 24% of the total.

Despite the challenges of soaring interest rates, infla-
tion, and operating costs, single-site physician owner-
operators are still the backbone of the urgent care in-
dustry. As the world continues to trek back toward
normalcy, the industry should be encouraged by entre-
preneurs opening new urgent care centers both inde-
pendently and with franchising.

Increased Differentiation Leads to More Opportunities
Urgent care continues to make itself accessible to an

www.jucm.com

Figure 7. Count of De Novo Centers by Month (by
Ownership)
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even broader range of patients. Increasingly, de novo
centers focus on attracting new audiences. This includes
developing centers in underserved rural and urban areas,
extending services available to those on Medicaid, and
catering to specific patient populations such as pedia-
trics and orthopedics (see Figure 3 and Figure 4).
These centers follow the opposite trajectory of frees-
tanding or remote emergency rooms and retail clinics,
which have all experienced a decline in de novo center
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“Although the traits of de novo
urgent care centers in 2023 look
far different than the pre-
pandemic landscape, there are
plenty of growth opportunities.”

openings.

These data suggests “traditional urgent care” (ie, those
centers meeting the criteria set forth by the Urgent Care
Association?), is the preferred operating model of pro-
viders, patients, and payers. The combination of flexible
hours and efficient, accessible services continues to be
a winning strategy.

Meanwhile, we also saw renewed growth in the lim-
ited urgent care segment to close out 2022 (see Figures
3 and 4). This reflects the operating changes made by
many centers in the wake of COVID-19. Limited urgent
care centers are unable to meet all UCA certification
criteria, often due to external limitations. For instance,
offering fewer opening hours due to demand constraints
in the center’s geography or eliminating x-ray services
due to a testing focus or staffing issues can land centers
in the limited category.

The distinction between “traditional” and “limited”
urgent care can explain variances in the numbers of
centers reported by UCA and other publications or re-
sources. Including limited centers—those which offer
“urgent care medicine” but fail to meet all UCA crite-
ria—simply expands the industry’s umbrella and more
accurately depicts the number of sites holding them-
selves out as “urgent care.”

Health System Troubles Slow Hospital Urgent Care Growth
As the wider urgent care industry has seen robust
growth over the past few years, one segment has slowed
significantly: health system-affiliated centers. The total
percentage of de novo clinics with a health system af-
filiation has plummeted by half, from a peak of 50% in
Q3 2019 to 24% in Q4 2022 (see Figure 5).

So, who or what is to blame for this drastic change?
The ongoing financial pressure on hospitals and health-
care systems bears much of the responsibility.

Going into 2023, there is no relief in sight for hospi-
tals’ heightened baseline labor cost, lofty inflation, and
growing fears of a recession.® Adding to the struggle are
rate increases from payers failing to match higher ex-
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penses and inflation as well as hospitals being forced to
sell market investments at a loss to generate sufficient
cash flow.

As a result, healthcare systems cannot prioritize ex-
pansions into areas like new urgent care facilities or
partnerships. However, the sharp decrease in de novo
centers with health system affiliations opens the door
for entrepreneurs and smaller groups to own and oper-
ate new centers. The final quarter of 2022 saw nearly
105% more de novo clinics not owned by a health sys-
tem than those with an affiliation (see Figure 6 and
Figure 7).

Continued Growth with More Centers on the Way

While the number of de novo centers across segments
is encouraging, one number stands above the rest. Over
the fourth quarter of 2022, “coming soon” centers ac-
counted for over 20% of all de novos (see Figure 3 and
Figure 4).

This represents a robust pipeline of new centers head-
ing into 2023. Unforeseen circumstances excluded, the
data indicate urgent care’s current growth trend will
likely continue well into this year.

Conclusion

While the COVID-19 pandemic has impacted our in-
dustry significantly over the past few years, new factors
are now driving urgent care forward. Although the traits
of de novo urgent care centers in 2023 look far different
than the prepandemic landscape, there are plenty of
growth opportunities.

As the industry shifts away from healthcare system
affiliations, physician owner-operators and 10+ unit
operators alike can tap into the growing demand for
urgent care services and differentiate themselves by tar-
geting new populations, geographies, and community
needs. The diversity and flexibility of the urgent care
model will continue to adapt to meet the changing de-
mands of the healthcare industry and provide growth
opportunities at all scales.
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Are Urine Dipsticks Accurate in Diagnosing UTIs in
Infants?

Take-home point: Point-of-care (POC) urinalysis (ie, urine
dipstick) is moderately sensitive and highly specific for
diagnosing urinary tract infection in febrile infants. The
optimum cut-point for excluding UTI is leucocytes (1+),
and the optimum cut-point for confirming UTI is nitrites
(trace).

Citation: Waterfield T, Foster S, Platt R, et al. Diagnostic
test accuracy of dipstick urinalysis for diagnosing urinary
tract infection in febrile infants attending the emergency
department. Arch Dis Child. 2022;107:1095-1099.

Relevance: Diagnosing and treating UTI in infants can be
challenging. This study addresses this conundrum with
the tool most widely available in UC.

Study summary: This was a multicenter cohort study con-
ducted in sites from Pediatric Emergency Research in the
UKand Ireland as part of the Febrile Infants Diagnostic as-
sessment and Outcome (FIDO) study. The study included
patients under 9o days of age with a recorded fever (238°C)
at triage. The index test was the commercially available
Siemens Multistix POC urine dipstick test performed on
urine samples obtained by clean-catch or transurethral
bladder catheter (TUBC). The authors identified 275 pa-
tients; 252 (92%) were clean-catch samples and 23 (8%)
were TUBC for analysis. They found 38 (13.8%) participants
had a confirmed (noncontaminant) UTI. Of those, 35 (92%)

Ivan Koay MBChB, MRCS, FRNZCUC, MD is an urgent care
physician and medical lead, Urgent Care Center, London, UK,
and Head of Faculty na hEireann Royal New Zealand College
of Urgent Care.

were Escherichia coli; two (5%) were Klebsiella; and one
(3%) was Enterococcus. The most sensitive individual dip-
stick result for UTI was the presence of leukocytes; using
trace indicating a positive result gave the highest sensitivity
of 84% (95% Cl 69 — 94%) and a specificity of 73% (95%
Cl 67 — 79%). The most specific individual dipstick result
for UTl was the presence of any nitrites. The specificity of
1+, 2+, Or 3+ Was 95% (95% Cl 91-97%), 99% (95% Cl 97 -
100%) and 98% (95% Cl 95 — 99%), respectively. The pres-
ence of both leucocytes and nitrites was highly specific
for UTI but poorly sensitive.

Editor’s comments: The study population was too small to
allow for further subgroup analysis, such as by age or symp-
toms, and included only very young infants (<3 months of
age). Itis helpful that the vast majority of urine specimens
collected were clean-catch, as catheterized samples are
rarely collected in urgent care centers. It is worth noting that
even the lowest threshold of leukocyte esterase (ie, trace)
still was only 84% sensitive for excluding UTI. |

Vestibular Suppressants in Treatment of Vertigo
Take-home point: Canalith repositioning maneuvers
(CRMs), rather than vestibular suppressants, seem to be
the most effective treatment for benign paroxysmal posi-
tional vertigo (BPPV).

Citation: Sharif S, Koujah D, Greer A, et al. Vestibular sup-
pressants for benign paroxysmal positional vertigo: A sys-
tematic review and meta-analysis of randomized controlled
trials. Acad Emerg Med. 2022 Oct 21.

Relevance: Recommendations for the treatment of BPPV
from the American Academy of Otolaryngology (AAO) and
the American Academy of Neurology have been against
the use of suppressants in favor of CRM, yet prescribing of

www.jucm.com
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“Understanding that 6 hours is a cutoff for the

use of CT alone in reliably excluding SAH can

inform rapid ED referrals to allow for patients

with thunderclap headache presentations to

undergo expedited ED evaluation and ideally
forego LP”

the suppressants remains common.

Study summary: This was a systematic review of literature
regarding the utility of medications relative to placebo, no
treatment, or CRM in BPPV. The authors conducted a com-
prehensive search of MEDLINE, Cochrane, EMBASE, and Clin-
icalTrials.Gov for randomized controlled trials investigating
the role of antihistamines, benzodiazepines, anticholinergics,
and phenothiazines for the management of BPPV.

The authors identified five RCTs in the quantitative anal-
ysis and one RCT for qualitative analysis, involving a total
of nearly 300 patients. The use of vestibular suppressants
had no effect on symptom severity at the point of longest
follow-up (2-4 weeks). CRM had a relative risk (RR) of 0.63
(95% Cl 0.52 to 0.78) for symptom improvement at follow-
up within 1 month. It was unclear whether vestibular sup-
pressants reduced the rate of repeat ED or clinic visits,
patient satisfaction, and symptom resolution within 24
hours as confidence intervals for RR for each of these met-
rics crossed the neutral point.

Editor’s comments: None of the included studies assessed
the ability of an emergency physician to perform CRMs
adequately and not all studies used the Epley maneuver
as the CRM of choice. The studies focused exclusively on
BPPV and other causes of vertigo were not assessed. H

Management of Sudden-Onset Headaches—Are the
Days of Lumbar Puncture Behind Us?

Take-home point: With newer multislice CT scanners, head
CT undertaken within 6 hours of headache onset is highly
sensitive and can rule out subarachnoid hemorrhage (SAH)
in low-moderate suspicion cases.

Citation: Walton M, Hodgson R, Eastwood A, et al.
Management of patients presenting to the emergency de-
partment with sudden onset severe headache: systematic
review of diagnostic accuracy studies. Emerg Med . 2022;
39(11):818-825.

Relevance: Recent studies question the need for routine lum-
bar puncture aftera normal head CT. This systematic review

suggests scans undertaken beyond 6 hours are less sensitive;
therefore, additional testing is likely to be beneficial.

Study summary: This was a systematic review of evidence
on diagnostic strategies for neurologically intact adult pa-
tients presenting to hospital with nontraumatic sudden-
onset severe headache. Eighteen databases (including
MEDLINE and Embase) were searched. Studies included
assessed any care pathway for ruling out SAH (including
clinical decision rules and specific diagnostic tests, such
as CTor LP) in neurologically intact adult patients present-
ing to the ED with a sudden-onset severe headache and
clinical suspicion of SAH.

The authors identified 37 studies which were included
in their analysis. The use of Ottawa SAH Clinical Decision
Rule was highly sensitive (99.5%) for excluding SAH clini-
cally, but poorly specific. Noncontrast head CT <6 hours
from headache onset on a modern, multislice scanner
with CT assessed by a neuroradiologist or radiologist who
routinely interprets head CT images had a sensitivity of
98.7% (95% Cl 96.5 to 100) and specificity of 100% (95%
Cl 99.7 to 100). Head CT beyond 6 hours was significantly
less sensitive (¢<90%). Two small studies that were included
evaluated the utility of CT-angiography; however, neither
study identified any patients with cerebral aneurysms. LP
was 100% sensitive for identifying SAH in patients with
negative head CT after 6 hours.

Editor’s comments: There was the substantial heterogene-
ity in the study methods and population characteristics of
the included studies. It appears that with clinical decision
aids, such as the Ottawa Rule, and adoption of modern
CT scanners, the necessity of LP is limited for patients who
present early after sudden-onset headache. As many UC
centers do not have CT scanners, it is important for UC
providers to understand that 6 hours is a cutoff for the
use of CT alone in reliably excluding SAH. Understanding
this can inform rapid ED referrals to allow for patients with
thunderclap headache presentations to undergo expedited
ED evaluation and ideally forego LP. M

Delayed Intracranial Hemorrhage in Elderly Patients on
Anticoagulation

Take-home point: Overall risk of delayed intracranial hem-
orrhage (ICH) is low, but highest among patients prescribed
warfarin.

Citation: Liu S, McLeod S, Atzema C, et al. Delayed intra-
cranial hemorrhage after head injury among elderly pa-
tients on anticoagulation seen in the emergency depart-
ment. CJEM. 2022.24:853-861.
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Relevance: UC clinicians and practitioners should be aware
of the risk of delayed intracranial hemorrhage after head
injury, particularly in those on warfarin compared with
other forms of anticoagulation (or none).

Study summary: This was a planned subgroup analysis of
a larger study that compared the risk of intracranial hem-
orrhage in elderly patients (age »65 years) on anticoagu-
lation who presented to the ED after head injury. Data
were obtained from the Canadian Institutes of Health In-
formation National Ambulatory Care Reporting System
(CIHI-NACRS) and the electronic Canadian Triage and Acuity
Scale (eCTAS) database.

The authors identified 69,321 patients for analysis, of
whom 58,233 (84.0%) were not on anticoagulation, 8,007
(11.6%) were on a direct-acting oral anticoagulant (DOAC),
and 3,081 (4.4%) were on warfarin. Delayed ICH occurred
in 718 (1.0%) patients. Of those, 586 (1.0%) not on anti-
coagulation had a delayed ICH, compared with 54 (1.8%)
patients on warfarin and 78 (1.0%) patients on a DOAC.
There was an increased odds of delayed ICH among pa-
tients on warfarin compared with those not on oral anti-
coagulation (OR 1.5, 95% Cl 1.1—2.1). There was no signifi-
cant difference in delayed ICH between patients on a DOAC
compared with no oral anticoagulation (OR 0.9, 95% Cl
0.6—-1.1).

Editor’s comments: This study used administrative data,
therefore there is the possibility of coding errors. The au-
thors were unable to identify if anticoagulation was stopped
following initial head injury, which might affect the rate of
bleeding. Importantly, the risk of delayed intracranial hem-
orrhage seems to be between 1% and 2% regardless of
anticoagulation in elderly patients. The data suggest cau-
tion against dismissing delayed or repeat head injury pre-
sentations in older adults, especially with concerning symp-
toms (eg, severe headache, confusion, vomiting). |

Sensitivity of Physical Examination in Detecting Skull
Fractures in Children

Take-home point: Skull fractures are common in patients
with intracranial injury from blunt trauma. Physical exam
by emergency clinicians had poor sensitivity for detecting
skull fractures, with the lowest sensitivity for detecting
basilar or depressed skull fractures.

Citation: Akie T, Gupta M, Rodriguez R, et al. Physical ex-
amination sensitivity for skull fracture in pediatric patients
with blunt head trauma: a secondary analysis of the Na-
tional Emergency X-Radiography Utilization Study Il Head
Computed Tomography Validation Study. Ann Emerg Med.

2022;50196-0644(22)01031-9.

Relevance: Physical examination (PE) is required as part
of the pediatric head CT clinical decision rules but has
limits and can impact in imaging decision-making.

Study summary: This was a post-hoc secondary analysis
of pediatric patients from the validation studies of the
NEXUS Head CT decision instrument. The present study
additionally analyzed the prevalence of skull fractures and
the provider’s ability to detect these injuries clinically. Cli-
nicians were asked to determine whether patients had ev-
idence of skull fracture, which included signs of any of
the following: basilar skull fracture, including ecchymosis
in the periorbital or preauricular area, hemotympanum,
and clear drainage from the ear or nose; depressed or dia-
static skull fracture (palpable step-off, stellate laceration
from a point source).

The authors identified 1,018 patients for final analysis,
128 (12.5%) of whom had any injury identified on a CT
scan. Among those, 85 (66% of all patients with intracra-
nial injury) also had radiographically identified skull frac-
tures. Eighteen (14% of all patients with intracranial in-
juries) had depressed or basilar skull fractures. They found
overall prevalence of skull fracture in patients with any in-
jury on CT to be 66.4%; basilar and/or depressed skull
fractures were present in 14%. Provider sensitivity and
specificity for detection of any skull fracture were 18.5%
(95% confidence interval [Cl], 10.5% t0 28.7%) and 96.6%
(95.3% to 97.7%), respectively. Sensitivity and specificity
of basilar or depressed skull fractures were 11.1% (1.4% to
34.7%) and 95.9% (94.5% t0 97.1%).

Editor’s comments: Participants had to have a CT head
obtained at the index visit to be included. Emergency pro-
viders missed most of the skull fractures on clinical exam,
suggesting that a reassuring cranial exam should not ob-
viate concern for intracranial injury or skull fracture in pa-
tients with serious head injury and/or red flag symptoms
(eg, seizure, vomiting). |

Use of Intermittent Tiotropium Bromide for Episodic
Wheezing in Children

Take-home point: Intermittent tiotropium bromide treat-
ment may be an effective alternative to current therapies
for pediatric episodic wheezing.

Citation: Kotaniemi-Syrjanen A, Klemola T, Koponen P, et
al. Intermittent tiotropium bromide for episodic wheezing:
arandomized trial. Pediatrics. 2022;150(3): €2021055860.

www.jucm.com

JUCM The Journal of Urgent Care Medicine | March 2023 41




ABSTRACTS IN URGENT CARE

Relevance: Options for treating episodic viral wheeze,
which mimics asthma in the pediatric population but has
a different pathophysiology, are scarce. Finding solutions
that do not have significant side effects, such as inhaled
steroids, would be useful.

Study summary: This study was a multicenter, randomized,
open-label, controlled, parallel-group trial across four hos-
pitals in Finland. Eligible children recruited were born at
the gestational week of 36 or later, aged 6 to 35 months,
and had two to four physician-confirmed episodes of
wheeze and/or shortness of breath. The children were ran-
domized in a 1:1:1 treatment ratio to receive intermittent
tiotropium bromide treatment co-administered with as-
needed albuterol sulfate (tiotropium group), intermittent
fluticasone propionate treatment co-administered with as-
needed albuterol sulfate (fluticasone group), or as-needed
albuterol sulfate treatment alone (albuterol group). Symp-
tom-free days were highest in the tiotropium once daily vs
87% in the fluticasone group and 88% in the as-needed
albuterol only group.

The authors found that patients in the albuterol group
discontinued the intervention more often because of trou-

blesome respiratory symptoms than the patients in the
tiotropium group. Recruitment of the patients was discon-
tinued after including the 8oth subject to the study. The
authors noted that the tiotropium group needed less al-
buterol for symptom relief than the other treatment groups.

Editor’s comments: Early termination of the study resulted
in underpowering statistically; the authors attempted to
ameliorate this by recalculations of power. There was no
blinding for the study, which could introduce bias. Re-
gardless, tiotropium seems to be a well-tolerated and
effective adjunct for children with wheezing in the setting
of viral URI. |

Call for Peer Reviewers

JUCM counts on members of our readership of urgent
care professionals to review and comment on articles
SO we can ensure our content is relevant, bias-free,
and well-presented. If you would like to join our peer
review panel, send an email with your CV to
editor@jucm.com.
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Key Signs and Symptoms of Severe
[llness in Urgent Care: Cervical
Necrotizing Fasciitis and
Necrotizing Mediastinitis

Urgent message: Cervical necrotizing fasciitis and necrotizing mediastinitis may
ultimately occur in patients presenting with symptoms of odontogenic infection.
While severe illnesses rarely present in urgent care, it is important to establish a
prompt diagnosis and implement rapid medical management for these patients,
in order to improve survival.

Vitoria Regina Nunes Maia, MS and Lindsey E. Fish, MD

Citation: Nunes Maia VR, Fish LE. Key signs and symp-
toms of severe illness in urgent care: cervical necrotizing
fasciitis and necrotizing mediastinitis. ] Urgent Care Med.
2023;17(6):43-46.

Keywords: fasciitis, mediastinitis, CNF, DNM, odonto-
genic

Abstract

Cervical necrotizing fasciitis (CNF) is a rapidly progres-
sive infection that can be fatal. This condition can de-
velop from odontogenic infections that spread to the
deep fascial planes of the neck, including cervical fat
and muscle, resulting in necrosis. When the disease
progresses into the thorax, the course is complicated
by descending necrotizing mediastinitis (DNM) which
carries a much higher risk for septic shock.

Case Presentation

Mr. S is a 60-year-old man who presented to the urgent
care clinic with a chief complaint of sore throat and
phlegm in the throat. Symptoms started 6 days earlier sumed strep throat following a telephone visit with his
and were improving after getting antibiotics for pre- primary care physician. He reported that he continued

Author affiliations: Vitoria Regina Nunes Maia, MS, Federal University of Western Bahia, Barreiras, Bahia, Brazil. Lindsey E. Fish, MD, Denver
Health and Hospital, Denver CO; University of Colorado School of Medicine, Aurora, CO.
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Figure 1. EKG of the patient performed at the urgent care.
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to feel like he had phlegm in his throat despite the sore
throat improving. He also reported a cough with chest
pain. A home COVID-19 test was negative. Patient’s
wife reported that he had started to act confused the
day prior to presentation. PMH includes diabetes, high
cholesterol, and hypertension. Current medications in-
cluded amoxicillin/clavulanic acid, dexamethasone (just
completed), atorvastatin, glimepiride, linagliptin, lisi-
nopril, metformin, and pioglitazone. The patient is a
current smoker with a 40 pack-year smoking history.

Physical exam:
Vitals: T 37°C, BP 74/47, HR 74, RR 24, SpOy 90%.
Constitutional: well-developed, no distress, fatigued
HENT:
B Mouth — moist mucus membranes
B OP - erythematous without exudates, 1+ B tonsils
u Eyes: PERRL, EOMI
CV: RRR nl §1, S2 no M/R/G
Chest nl effort, no respiratory distress, bibasilar rales
Skin: warm and dry
Neurological: alert and oriented x 3, slow to answer
questions and unable to give clear history
Psychiatric: behavior normal, sluggish

Due to chest pain, hypotension and confusion, an
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EKG was ordered (Figure 1).

After review of the EKG by the urgent care physician,
the local emergency department was notified, and the
patient was transferred by ambulance emergently for
presumed ST-elevation myocardial infarction. The cath-
eterization lab was activated, and the patient received
emergent cardiac catheterization which did not dem-
onstrate an obstructive coronary artery lesion.

The patient was transferred to the medical intensive
care unit (MICU) for management of hypotension. Labs
in the MICU demonstrated:

m CBC: WBC 10.6, H 14.2, Hct 39.1, Pts 100

= BMP: Na 121, K 4.6, C1 85, CO9 17, BUN 116, Cr

5.52, Glu 462, anion gap 19,

® Troponin: 0.07

= BNP: 5,570

® B-hydroxybutyrate: 4.3 H

m SARS-CoV-2 PCR: Negative

= Lactate: 2.6, D-dimer: 3.16

A chest X-ray demonstrated significant subcutaneous
gas in the cervical neck and mediastinum (Figure 2).

Neck exam performed following the chest x-ray: +
crepitus on right.

The patient received extensive fluid resuscitation and
antibiotics. Blood pressure remained low over the evening.

www.jucm.com
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Figure 2. Chest x-ray of the patient.

The CT neck and chest demonstrated findings con-
cerning for descending necrotizing mediastinitis in-
cluding fluid, fat stranding, and gas foci in the bilateral
supraclavicular regions extending inferiorly into the
mediastinum (Figure 3).

ENT and General Surgery were consulted, and the
teams made the final diagnosis of septic shock due to
necrotizing fasciitis of the neck and necrotizing medi-
astinitis. After obtaining further history from the pa-
tient, the presumed source was several recent dental
extractions. The patient had a prolonged hospitalization
with multiple surgeries and made a complete recovery.

Discussion

This case presents a patient with descending necrotizing
mediastinitis (DNM), a serious infection that occurs as
a complication of oropharyngeal infection-induced cer-
vical necrotizing fasciitis. This can lead to septic shock
with a high mortality rate and an overall poor prognosis.
Cervical necrotizing fasciitis (CNF) has a described mor-
tality rate of 7% to 20% which can reach 22% to 41%
in cases where the disease extends to the thorax culmi-
nating in DNM.3

DNM limited to the area above the carina is defined
as type I; that extending into the lower mediastinum is
defined as type IL. In this case, the patient was defined
as DNM type II as the infection spread to the level of
the diaphragm.

The pathologic organisms involved may be either
anaerobes or aerobes. The most commonly isolated or-
ganism is beta-hemolytic oral Streptococcus (a conse-
quence of the fact that most DNM cases are caused by
odontogenic infections). Other organisms commonly
found include Prevotella, Peptostreptococcus, Fusobacterium,

www.jucm.com

Figure 3. CT scan of chest of the patient.

Staphylococcus, and also alpha-hemolytic Streptococcus.*

This case highlights several key learning points. First,
it is essential to obtain dental history. In the case des-
cribed here, several dental extractions were performed
prior to presentation. These procedures were the risk
factor for DNM.

It is known that a primary odontogenic infection
can spread via cervical facial layers and deep cervical
infection that can result in mediastinitis. In this setting,
establishing control of the upper airway and infection
with tracheotomy, surgical drainage of deep cervical
spaces and the mediastinum, as well as intravenous
broad-spectrum antibiotic therapy, were required for
successful treatment.’ Poor dentition and dental proce-
dures are associated with bacteremia, endocarditis, brain
abscess, and other systemic illnesses.

Additionally, this case highlights the importance of
obtaining a social history including tobacco use which
increases susceptibility to respiratory tract infections,
including pneumonia; bacterial vaginosis and sexually
transmitted diseases, such as gonorrhoea; Helicobacter
pylori infection; periodontitis and postsurgical infections;
and nosocomial infections. Tobacco-induced suscepti-
bility to periodontitis is associated with shifts in the mi-
crobial composition of complex periodontal plaques.®

Furthermore, this case highlights the importance of a
differential diagnosis for the patient’s hypotension. In
this case, an EKG was ordered due to hypotension and
the fact that cardiac etiologies were included in the dif-
ferential.

It is known that hypotension is a decrease in systemic
blood pressure below accepted low values usually due
to decreased effective circulating volume (hypovolemia),
flow compromised due to cardiac pump dysfunction
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(cardiogenic), flow compromised due to cardiac
obstruction (obstructive), or lack of peripheral resistance
(distributive).” It is important to understand these
etiologies in order to create a differential diagnosis and
establish the most appropriate treatment.

In this case, the patient was experiencing septic shock,
which is a form of distributive hypotension from the
deep tissue infection. Of note, the initial suspected
cause of hypotension was cardiogenic in the setting of
an EKG consistent with an ST-elevation myocardial
infarction; however, the cardiac catheterization did not
demonstrate an obstructive lesion.

This case also highlights the risk of a premature closure
of diagnosis. This case occurred in the setting of the
COVID-19 pandemic, which has demonstrated
significant premature closure of diagnosis that resulted
in many delays in recognizing and treating diseases. In
the present case, the first presentation of the patient
with general symptoms such as sore throat and phlegm
in the throat could lead to a narrow path of diagnostic
hypothesis, resulting in delay of treatment.

Of note, the PCP assumed strep throat based on a
telehealth visit; COVID could also have been assumed.

Premature closure is a common type of misdiagnosis
which may lead to moderate-to-severe harm. These errors
are related specifically to taking medical histories, perfor-
ming physical examinations, and ordering tests.® Therefore,
it is essential to make a broad differential diagnosis
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Conclusion

Overall, this case highlights a rare but very severe con-
dition that must be rapidly diagnosed if presenting in
the urgent care clinic. However, lack of key clinical his-
tory and physical examination data pieces can contri-
bute to a diagnostic challenge. The creation of a broad
differential diagnosis can help to minimize the risk of
premature closure. Though they may be rare, it is im-
portant to consider severe illnesses in order to establish
the correct diagnosis and facilitate coordination of com-
plex advanced medical and improve the likelihood of
successful outcomes. W
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INSIGHTS IN IMAGES

CLINICAL CHALLENGE: CASE 1

In each issue, JUCM will challenge your diagnostic acumen with a glimpse of x-rays, electrocardiograms, and photo-

graphs of conditions that real urgent care patients have presented with.
Ifyou would like to submit a case for consideration, please e-mail the relevant materials and presenting information

to editor@jucm.com.

A 35-Year-Old with Ankle Pain and a
History of Gunshot Wound

Figure 1.

A 35-year-old male presents with progressive pain in his Review the image taken and consider what your dia-
ankle. He reports a history of a gunshot to the foot without ~ gnosis and next steps would be. Resolution of the case is
any aftercare. described on the next page.
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Figure 1.

Differential Diagnosis Learnings/What to Look for

= Chondrocalcinosis = The radiographic identification of intra-articular bullet
= Lead arthropathy fragments should prompt an urgent orthopedic con-
® Lead synovitis sultation. Timely removal of lead particles and de-

= Osteoarthritis bridement of the bone and cartilage fragments will

prevent both lead arthropathy and toxicity
Diagnosis
The correct diagnosis is lead arthropathy. The x-ray shows  Pearls for Urgent Care Management
a large dominant posterior bullet fragment with innumer- = If lead arthropathy is identified, synovectomy and

able metallic densities overlying the degenerated ankle joint replacement are often necessary. All patients
joint. The retained intra-articular bullet caused a severe with lead arthropathy should be evaluated for sys-
proliferative synovitis and a progressive, destructive ar- temic lead toxicity

thritis. Systemic lead intoxication has been reported when
bullets remain bathed in synovial fluid.

Acknowledgment: Image and case presented by Experity Teleradiology (www.experity.com/teleradiology).
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/& CLINICAL CHALLENGE: CASE 2

A 33-Year-Old with New, Painful ‘Lumps’
on Her Legs

Figure 1.

A 33-year-old female presents with painful “lumps” on View the image taken and consider what your diagnosis
her legs that developed over the past few days. She de- and next steps would be. Resolution of the case is
cided to seek care when some of them began to drain  described on the next page.

pus. She had no trauma and feels well. Her past medical

history is significant for type 2 diabetes mellitus. On ex-

amination she is afebrile, with scattered tender nodules,

some with purulent drainage, on the legs.
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Figure 1.

Differential Diagnosis Learnings/What to Look for

= Folliculitis = Furuncles are painful and may have purulent drainage

® Furunculosis = Furuncles usually occur on the face, neck, axillae, but-

m Mycobacterium marinum infection tocks, thighs, and perineum

= Ecthyma = Furunculosis most commonly affects males, especially
adolescents and young adults

Diagnosis = Predisposing factors include Staphylococcus carriage,

This patient was diagnosed with furunculosis, cutaneous friction, malnutrition, poor hygiene, diabetes, hyper-

abscesses associated with hair follicles. Carbuncles are a IgE syndrome, and HIV infection

continuous collection of furuncles.
Furuncles are infectious, with the most common caus-  Pearls for Urgent Care Management
ative agent being Staphylococcus aureus (either methicil- ™ Treatment is incision and drainage; warm compresses
lin-sensitive [MSSA] or methicillin-resistant [MRSA]). The may facilitate drainage
infecting strain of Staphylococcus is usually colonized in ~ ® Furuncles may resolve within 2 weeks without treat-
the nares, umbilicus, or perineum. ment in uncomplicated patients
m Antibiotics (ie, cephalexin, TMP/SMX, doxycycline)
may be used in febrile patients or patients in whom
furuncles persist

Acknowledgment: Image and case presented by Experity Teleradiology (www.experity.com/teleradiology).
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/\/ CLINICAL CHALLENGE: CASE 3

A 20-Year-Old Female with Weakness,
Vomiting, and a History of Alcohol Abuse
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Figure 1. Initial ECG.

The patient is a 20-year-old female who presents com- View the ECG taken and consider what your diagnosis
plaining of 1 day of generalized weakness and vomiting. and next steps would be. Resolution of the case is de-
She has a history of alcohol abuse and denies chest pain, scribed on the next page.

shortness of breath, lower extremity swelling, fevers, chills,

or any infectious symptoms.

(Case presented by Jonathan Giordano, DO, MS, MEd, Department of Emergency Medicine, McGovern Medical School at UTHealth Houston.)
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Figure 2: The QT Interval shown here from lead Il is clearly longer than half of
the R-R interval (a simple way to determine if the QT interval is long for the
given rate).

Differential Diagnosis

u Hyperkalemia

m ST-elevation myocardial infarction (STEMI)
= Atrial flutter

® Hypokalemia

= Digoxin use

Diagnosis

This patient was diagnosed with hypokalemia. The ECG
reveals some baseline artifact, a narrow-complex sinus
rhythm at a rate of 78 beats per minute, and a normal
axis. There are no ST-changes to suggest acute ischemia.
The QT interval is prolonged, with a QTc of approximately
660 msec.

Hypokalemia (as well as other electrolyte abnormalities,
including hypocalcemia and hypomagnesemia, hypother-
mia, and many drugs) can cause prolongation of the QT
interval. Other changes due to hypokalemia include pro-
longation of the PR interval, ST depressions, T-wave flat-
tening/inversion, and U-waves. In this example, the T
waves in V2 and V3 are likely inverted and fused with U
waves, creating the appearance of a biphasic T wave with
terminal positivity.

ECG changes due to hyperkalemia include peaked T-waves,
P-wave flattening, prolonged PR interval, widened/abnormal
QRS morphology, bradyarrhythmias, and a sine wave appear-
ance (see the January 2023 issue of JUCM, pages 47 and 48,
for an ECG demonstrating hyperkalemia).

Downsloping, “scooped” ST-segments resembling
Salvador Dali’s mustache, are a finding seen in digoxin
use but does not necessarily imply toxicity.

Discussion

Hypokalemia, hypomagnesemia, and hypocalcemia can
all cause a prolongation of the QT interval. While hypo-
kalemia and hypomagnesemia both delay the repolariza-
tion phase (phase 3) of the of the cardiac action potential
(creating wide-based T waves, U waves, or a fusion of
both), hypocalcemia prolongs the QT interval by way of
extending the plateau phase (phase 2) of the cardiac action
potential (lengthening the ST segment but with a normal
Twave).

RESOLUTION

Tachycardia is protective in patients with hypokalemia
because as the heart rate decreases, the QT interval
lengthens. With profound bradycardia and a long QT in-
terval, the heart may depolarize while still in the repolar-
ization phase. We call this an R-on-T phenomenon, and it
may cause patients to go into torsades de pointes, a spe-
cial type of polymorphic ventricular tachycardia. Treatment
includes electrolyte replacement, removal of the offending
drug, and potentially overdrive pacing at a rate fast enough
to eliminate the risk of R on T phenomenon.

Learnings/What to Look for

® With moderate-severe hypokalemia, look for:
¢ Increased width and amplitude of the P wave
e Prolonged PR interval
e T-wave flattening or inversion
e ST depression
® Prominent U-waves
e Long QT interval

u In severe hypokalemia, patients develop ectopic
beats, supraventricular tachyarrhythmias, and even-
tually ventricular arrhythmias (particularly torsades de
pointes)

Pearls for Urgent Care

® Hypokalemia is often accompanied by hypomagnese-
mia; don’t forget to check and replace both to de-
crease the risk of ventricular arrhythmias

u Treatment of hypokalemia involves oral supplementa-
tion in the urgent care setting, as well as identification
and treatment of the underlying cause of the electro-
lyte disorder

® Transfer for parenteral potassium administration is in-
dicated when the QT interval is 500 msec, as these
patients are at risk for torsades de pointes

® In patients with ECG and laboratory findings consis-
tent with hypokalemia, consider transfer to telemetry
capable facilities

Resources

® Diercks DB, Shumaik GM, Harrigan RA, et al. Electrocardiographic manifesta-
tions: electrolyte abnormalities. / Emerg Med. 2004;27(2):153-160.

® Glancy DL, Wiklow FE, Rochon BJ. Electrocardiogram after 2 weeks of diarrhea.
Proc (Bayl Univ Med Cent). 2010;23(2):173-174.

e Levis JT. ECG diagnosis: hypokalemia. Perm J. 2012;16(2):57.

Case courtesy of ECG Stampede (www.ecgstampede.com).

ECG¥STAMPEDE
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Experity Billing
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ANCILLARY SERVICES Q&A

Are You Chasing Profitable Growth, or

Just Growth?

B HEATHER REAL

creasing expenses and stagnant reimbursements,

many thoughtful entrepreneurs turn to ancillary serv-
ices to drive more revenue into their business. These offer-
ings are numerous and varying in nature. When determin-
ing if and what to add to an urgent care business, you’ll
need to ask some crucial questions:

u |s this something that members of your community

need and will use?

® How much capital investment will be required and

how much will it add to operating expenses?

® What is the revenue potential?

m When weighed against costs, is there a positive im-

pact on EBITDA?

As the competition for patient loyalty heats up, many
operators are looking for ways to stand out. Some ways of
going about this are rooted in the core services of urgent
care, such as higher-level, on-site laboratory capabilities
or advanced imaging, like CT scan or ultrasound.

While there is certainly an upside to offering these serv-
ices “in-house” rather than referring these valuable serv-
ices out to the hospital or another business, it is important
to understand the profit potential for these services.

This exercise should include considerations such as
upfront procurement costs (supplies, equipment, etc.),
staff training/certifications requirements, facility readi-
ness, initial and ongoing marketing, maintenance, and
other costs that aren’t already part of the center’s operating
expenses.

Once capital investment has been determined, you’ll
need to determine who might pay for these services. Will it
be individuals that pay with cash, payers through reim-
bursements on submitted claims, ora combination of both?

\/\Iith today’s urgent care operators challenged with in-

Heather Real is Senior Consultant with Experity Consulting.

Ifyou’ll be relying on insurance to pick up the tab, go to
the payers first to ensure the service in question is covered
under the existing contracts. Sometimes there will be lim-
itations on what services will be covered by a payer; largely,
services need to align with the general scope of the con-
tract type.

For example, it may be unrealistic to expect you’ll be
reimbursed for claims submitted for behavioral health
services under your urgent care contracts.

Largely, services that are already aligned with the urgent
care operations, such as additional labs and imaging, are
reimbursable under the payer contracts. That said, you’ll
still want to perform further diligence before proceeding.

Itis also important to understand how and how much a
payer will reimburse for services offered. If you have fee-
for-service agreements, check the allowable rates on your
fee schedules for the CPT codes you’ll be submitting; will
this reimburse enough to cover the cost of the service?

An example here might be lab tests that offer quantitative
results rather than qualitative results; however, the quan-
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ANCILLARY SERVICES Q&A

“Ifyou’ve already built a healthy occ med
business and are looking to add more,
other routes such as physical therapy or
employer injury-prevention programs
may be the most relevant next stage of
your business expansion.”

titative tests cost more to purchase and the reimbursement
forthe test may not increase enough to account for the dif-
ference. In this case, you may have increased costs to de-
liver similar, if not the same medical services, only to reduce
or erase your profit margin on the service provided.

In the event you have a case-rate contract with a payer,
it is even more important to understand the revenue po-
tential against the cost of services delivered. Before pro-
ceeding with adding additional diagnostic tools, determine
if your contract will allow for additional reimbursements
for these services. You don’t want to find out too late that
a visit with ultrasound services rendered reimburses at
the same case rate as the visit for an earache.

The same exercise applies with cash services. Popular
add-on services in the urgent care setting are those that
require repeat visits/supplies for optimal consumer ex-
perience. These might include weight loss, supplements/IV
infusions, or aesthetics, to name a few. In these cases,
you set the costs, making it easy to ensure a profit margin
on each product/service transaction.

The homework here is determining whether there is a
significant cross-section between the patients utilizing
the core urgent care services and the potential ancillary
services. Will you be able to use your reputation for one
service to drive the other? How will you need to maximize
your marketing strategies to get the most influence per
dollar? And will these services be adopted by a large-
enough consumer group to meet the profitability goals of
the endeavor?

Looking ahead, any services you are considering adding
to your urgent care should be just as consistent and resil-
ient as urgent care services themselves. In the event of a
recession, even a small one, consumers close the purse
strings a little tighter. Expenditures on the “extras” may
be limited or cut, depending on how much the household
income is impacted.

This is where ancillaries like aesthetics and nonmedical
IV therapies may suffer. Will your business be able to with-
stand a period of low (or no) adoption of these services?
Will it make sense to continue to offer them, even at a
loss, to ensure you can offer them when your loyal cus-

tomers return with the improved economy?

The more “recession-proof” services that align well with
urgent care are those that are necessary, regardless of the
economic climate. This includes like-kind urgent care serv-
ices, such as labs and imaging, as well as anything that
falls in the realm of occupational medicine.

There will still be a need for employer-paid services,
workers’ compensation services, DOT physicals, etc. These
offerings are certainly not as glamourous as Botox and
energy-enhancing vitamin infusions, but they aren’t likely
to get cut out of business budgets as easily as vanity serv-
ices are crossed out of household budgets.

If you’ve already built a healthy occupational medicine
business and are looking to add more, other routes such
as physical therapy or even developing employer injury-
prevention programs may be the most relevant next stage
of your business expansion. While more durable than other
ancillary services, it is still important to understand the
actual profitability of such programs before investing ex-
tensive amounts of time and money into the new offering.

Whatever you do to build, expand, and improve your
urgent care business, be sure you have a clear pathway to
success. By understanding the true costs, the revenue po-
tential, and patient/consumer behaviors, you’ll be sure
to build a model that boosts your business and your bot-
tom line. M

Consider Incremental Labor Function and Cost of
Ancillary Services

Incremental services often incur incremental staffing.
The hindrance is that staffing is the greatest cost in ur-
gent care, meaning profitable urgent care operations
leverage more revenue (patient visits) across existing
staff.

The problem with adding labor is that unless new
services cover the labor cost, the added labor dilutes
the efficiency of the existing team. Additionally, the in-
cremental labor is often specialized.

For instance, vitamin-infusion services (even if they
generate $150 cash per treatment) may require adding
a registered nurse at 2 to 3 times the hourly rate of a
medical assistant. How will that RN be utilized when
not administering infusions? Until there’s sufficient
volume in infusions to keep the RN busy all day, it’s
likely that RN will be working as a very expensive MA.

The same could be said of laboratory technicians,
medical sonographers, licensed mental health coun-
sellors, physical therapists, and others hired specifi-
cally to support an ancillary service.
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I DEVELOPING DATA

Healthcare Visits by Victims of
Human Trafficking Are Limited,
out Often Include Urgent Care

trators use to control victims of human trafficking. Certainly  the graph below).

be sought in a primary care office. Rather, busy acute care  be a victim of human trafficking, turn to page 13.
FIVE MOST-VISITED HEALTHCARE SETTING DURING HUMAN TRAFFICKING VICTIMIZATION PERIOD
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Source: Richie-Zavaleta AC, Villanueva A, Martinez-Donate A, et al. Sex trafficking victims at their junction with the healthcare setting—a mixed-methods
inquiry. / Hum Traffick. 2020;6(1):1-29.

s noted in this month’s cover article (Human Trafficking  sites that offer walk-in access and relative anonymity tend
in the Urgent Care Setting: Recognizing and ReferringVul-  to be preferred—with urgent care being the third most vis-
erable Patients), isolation is one of many tools perpe- ited behind emergency rooms and community clinics (see
this includes limiting access to healthcare. For insights on red flags and the most prudent steps to
Not surprisingly, when care is necessary it’s not likely to  take when dealing with a patient whom you suspect could
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The Right Fit for Urgent Care

Developing an urgent care center from the ground up isn't
easy! It takes months of planning with hundreds of important
decisions to make. Missing a step can result in thousands of
dollars in lost revenue. You need a partner you can trust.

Experity’s consultants will help you plan, open, and execute
a winning business strategy. From site selection and

financial plans to regulatory compliance, we think
of everything, so you don’t miss a beat.

I Business and financial planning
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Contract and credentialing guidance

Clinic operational best practices
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