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\ I URGENT CARE PERSPECTIVES

W Adam Goodcoff, DO

Practical Advice for Clinicians on
Interfacing with Social Media

on social media every day?* While it’s clear that social

media is here to stay, the impacts of social media
usage on clinicians and patients alike is probably less
apparent to you—but it is undoubtedly the reality we
face. Today, 8 in 10 internet users search for health
information online,? and 74% of these people use social
media.3 Perhaps more surprisingly, in a 2023 survey,
57% of physicians admitted to changing their
perceptions of a medication or treatment based on
content they’d seen on social media.“ So, even if you’re
one of few healthcare workers who abstains completely
from social media, it’s important to appreciate the
influence it has on your patients and colleagues.

At this year’s Urgent Care Association (UCA)
convention in Las Vegas, the keynote speaker was
ophthalmologist William Flanary, MD, who has quickly
risen to international fame through social media posts in
the persona of his satirical alter ego, Dr. Glauckom-
flecken. In so doing, he’s inspired clinicians to imagine
how they might follow in his footsteps and build their
own social media presences. As an urgent care clinician,
you might wonder how engaged you should be in social
media. It’s critical, however, to recognize that
involvement in social media has distinct implications for
healthcare providers. For us, casual posting can have
serious—and potentially irrevocable—professional
implications.

As an emergency physician with more than 10 years of
experience in social media content creation and as the
founder and CEO of Medfluencers, a healthcare
influencer marketing agency, | would like to share the
top 5 lessons for UC clinicians, administrators, and clinic

|]id you know the average person spends over 2 hours

Adam Goodcoff, DO, is a practicing emergency medicine
physician, the creator behind @seethemedlife, and Co-
= Founder and CEO of MedFluencers.
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owners to consider before logging in and posting on
social media.

Social Media Considerations
1. Content is Forever
It may seem obvious, but it cannot be overstated: Once
something is posted on the internet, it’s out there
forever. The implications of the permanence of social
media posts are especially relevant for those in the
healthcare space. For example, an emergency
department nurse in a New York City hospital was fired in
2014 after posting a photo of a blood filled trauma bay
after an intensive resuscitation. The patient was no
longer in the trauma bay, so therefore, the post did not
constitute a Health Insurance Portability and
Accountability Act (HIPAA) violation. However, the post
was brought to the attention of her hospital’s
administration who deemed the content insensitive.
Ultimately, the action was viewed as sufficient grounds
for termination. One thoughtless moment cost her not
only her job but her professional reputation.>

A post may seem perfectly appropriate in the moment,
but unlike a spoken comment, the captured words or
photos will persist indefinitely and likely reach a larger
audience. Certainly all of us are familiar with numerous
examples of celebrities being “canceled” as the result of
historic social media posts. As healthcare providers, we
are held to much higher standards of conduct.

Additionally, modern cultural opinions on the
appropriateness of language are changing quickly. A
post that seems reasonable today may be considered
objectionable or offensive several years in the future.
Because content on social media can endure forever,
one must remember that as frustrating as it may seem,
posted content exists indefinitely.

2. Content is Contextual
One of the greatest pitfalls of posting on social media
comes from the failure to appreciate how comments,
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when seen out of context, may be misconstrued. English
is an incredibly contextual language. A word or phrase
out of context can convey something entirely different
than the desired message. Once a post is live, the
narrative is no longer in the hands of the individual who
posted the content, but rather at the mercy of an
uncertain audience who may find a well-meaning gesture
offensive.

As an illustrative example, consider the real-life case
of a freshly minted intern who recently started residency
in a new hospital system. This individual already had
millions of viewers and routinely posted lighthearted
medical content on social media. At the time, a trend on
social media had emerged soliciting small donations
from followers to show appreciation. This intern jumped
on the wave and recruited financial support for a janitor
within the hospital’s housekeeping staff to show support
for the janitor’s hard work.

At its core, this was seemingly a well-intentioned and
charitable means of leveraging a large following for an
act of kindness. Unfortunately, the context was not clear
from the short video that was posted, and a few hostile
viewers changed the narrative. The resident physician
who created the video was white, and the custodial staff
member was black. The timing of the post also occurred
in the wake of several high-profile news stories that had
fomented racial tensions. The post was judged in court
of public opinion, and regardless of intentions, the
intern nearly lost their position in the residency program.

It’s also important to view this cautionary tale with a
lens of compassion. When viewing content on social
media, do not be too quick to assume negative intent.
This sort of reactionary commenting is certainly not
restricted to the realm of social or political debate. Many
commenters jump in to criticize content creators on a
post intended for medical education to point out all the
small ways in which the presenter’s technique is
imperfect or their interpretation of a study is misguided.
We should all ask ourselves before reacting: “Am |
certain | understand this person’s intention and the
context fully enough to engage in disparaging the post?”
and “Would | feel comfortable saying this to the person’s
face?” If the answer is no, the remark is usually best kept
to oneself rather than further fomenting hostilities that
already abound on most social media platforms.

3. Compliance is Complex

We have all been obligated to complete more
compliance training modules than we care to remember.
One of the most problematic pieces of legislation
pertaining to social media posts is HIPAA. Indeed a

conservative, but not unreasonable position, would
simply be to never post any content pertaining to
patients. This is certainly the safest option to ensure
HIPAA compliance and one that is almost universally
recommended in compliance training.

Additionally, the notion of providing medical advice is
another compliance consideration. Imagine that you are
interested in creating content for patient or healthcare
provider education. Perhaps you want to address
common questions you encounter, such as when sutures
should be removed from a repaired laceration or how to
treat a partial thickness burn at home. It is logical to
wonder if making a video about these topics while
sharing an illustrative anecdote of a patient you have
cared for is appropriate. Here, the considerations about
the wisdom of making the post should extend beyond
just protecting patient privacy. It is never advisable to
give medical advice through posts on social media. Such
activity is fraught with medicolegal risks, especially if any
patient should act on your advice and suffer a negative
outcome.

“It is never advisable to give medical
advice through posts on social media.”

This topic of compliance surrounding these issues is
complex, but there are some simple ground rules that
social media medical professionals can consider—albeit
anecdotally, as the tips should not be construed as
formal advice.

= Never post about specific patients you have cared

for. We all have enough imagination, experience,
and education to create hypothetical cases; we can
also present cases that combine various details of a
series of similar patients. We should be able to say
with 100% confidence that the example we are
posting was not any specific patient’s story.

® Avoid speaking/writing in absolute terms,

specifically avoiding the words “l recommend.” To
conceptualize this, revisit the suture example from
above. Rather than saying “sutures on the arm are
removed in 5-7 days,” it would be more appropriate
and defensible to say “in most cases, sutures on
the arm are removed in 5-7 days, but this can vary
depending on the patient’s specific situation.” The
difference is subtle but important. It is also clearly
true that guidance on any treatment decision
requires consideration of the unique circumstances
of each case.

= Never make a claim about any product without
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direct council or supervision from specialists in this
space. This might seem obvious, but doing so with
incorrect language can expose you to considerable
liability if a patient or healthcare provider views
yourvideo and has a bad outcome related to a
comment that might be construed as a product
recommendation.

4. Creators Are a Community

Hopefully the stories above have not fully dissuaded you
from engaging in social media entirely. It’s indeed worth
acknowledging one of the most positive aspects of
healthcare-related social media as well: community.
Healthcare influencers are more often and more
appropriately labeled as creators, or digital opinion
leaders (DOLs). This is because they create content with
the goal of educating their audience rather than selling
products or simply getting the most clicks or followers.
Most clinicians who choose to dedicate their time and
energy to content creation are doing so out of a passion
for education. For some, like Dr. Glaucomflecken, it has
even turned into a second career, but for most, it is
simply a labor of love. These DOLs are the primary
creators of what has been dubbed “edutainment,” and
by virtue of this shared mission, a community has
emerged.

The online community of DOLs are fast replacing the
group of users on X (formerly Twitter) who were at times
known for aggression and petty bickering rather than
furthering medical education and fostering useful
forums for discussing controversies in clinical medicine.
DOL content creators instead have largely moved to
video based platforms such as Instagram, YouTube and
TikTok and are refreshingly enabling much more positive
interactions in the comments and discussion sections of
their various posts.

Having worked with and advised a number of DOLs, |
can say that this group of clinicians who voluntarily put
themselves out there by creating video based content to
educate and entertain their peers are generally
supportive, industrious, creative, and invested in making
a positive impact in the lives of fellow clinicians and
patients alike. For those who might be considering
creating content but are apprehensive about the
reception or experience in general, | suggest taking
confidence in knowing that this community has likely
had the same feelings and will be there waiting to
support you. For those who prefer to remain in the role of
consumers of content, be mindful of the intentions and
hard work of DOLs and consume their content with
compassion. After all, these are your colleagues and they

are making tremendous sacrifices to enrich the work and
lives of their audiences.

5. Content is King

Before | was a consultant and adviser for content
creators, | was a DOL myself. | still continue that role
today and have more than 2 million followers across
platforms. One of the most important lessons I’'ve
learned through this journey is that there is no magic
formula for topic selection and no universally successful
recipe for video scripting, camera positioning, or
lighting. The truth is that content is king. Nothing is more
guaranteed to woo new followers and keep their
attention as compelling content.

“Just as none of us can earnestly say that
we have acquired all there is to know
about medicine, a creator can never reach
a comprehensive understanding of how
to best engage with their audience ”

A natural follow-up question then is: What makes
content compelling? This is indeed the hardest part of
this work. Determining one’s niche and finding one’s
unique voice requires a constant process of trial and
error—creating posts, analyzing reactions, and revising
strategy ad infinitum. In open platforms like social
media, there are no formal gatekeepers. Rather, social
media habitats are meritocracies where those who
“edutain” in the most captivating fashion are rewarded.
Everyone is equally free to create engaging content in
their own creative fashion. It took years, but eventually |
found my niche and the formula that worked for my goals
and personality. The proof of this is in the audience of
followers who | have been able to recruit and retain
based on the value that they find in the content | create.

Each social media platform relies on algorithms that
present material to the end user, which the algorithms
predict the user will want to see. The beauty of these
algorithms is “organic discovery,” which refers to those
experiences in which an amazing video might be
suggested, even if the creator is rather unknown. For
these creators, unfortunately, their excellent content
alone is usually not sufficient to amass a large following.
Creators who also devote energy into interacting with
their followers to understand what they find valuable are
the most likely to succeed.

In a way it’s like the study of medicine itself because
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perfecting content creation is endlessly iterative and
never complete. Just as none of us can earnestly say that
we have acquired all there is to know about medicine, a
creator can never reach a comprehensive understanding
of how to best engage with their audience.
Understanding the value of this investment in
continuous improvement in the quality of content is
fundamental to achieving recognition among the
countless would-be DOLs participating in social media
content creation.

The majority of readers do not aspire to a life as a DOL
or content creator. However, as discussed earlier, many
patients and clinicians (perhaps yourself included) are
now expanding their knowledge and practice by
engaging with the posts from these social media
creators. | can attest from my work that none of the more
prolific clinician-creators on social media with large
followings got to where they are accidentally. Just as
some clinicians dedicate their efforts to research,
hospital leadership, or other entrepreneurial endeavors,
healthcare content creators dedicate their time and
energy to producing educational and entertaining
material—usually with noble motives.

Warren Buffett famously said, “In order to succeed,
you must first survive.” While successful creators have
mastered their individual formula for compelling
content, each of them have only been afforded the
opportunity to do so by maintaining a vigilant awareness
of compliance, context, and the enduring nature of every
post. So whether you aspire to join the ranks of clinical
DOLs or remain among the masses who are affected by
their posts, remember that exceptional content is the
final common pathway to success on social media, but
also, regardless of your goals, posting conscientious
content is the first and most important principle for
clinicians who wish to survive and thrive in the age of
social media. ®
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LETTERS TO THE EDITOR

In response to the September 2024 Case Report “Emesis
Ad Nauseum: A Case Report of Cannabinoid Hyperemesis
Syndrome in Urgent Care”

Dear Editor,

Kudos on the article, “Emesis Ad Nauseum,” appearing in
the September issue. With the use of cannabis on the
increase, we are seeing a definite increase in patients
presenting with acute onset severe vomiting associated
with the overindulgence of edible cannabinoid products.
The information the authors presented will be useful to
clinicians encountering these patients, and a copy has
been posted in both our urgent care center as well as our
system’s emergency departments for reference.

Thank you.

Steve Weinman, MSc, RN, CEN
St. Joseph’s Health, Paterson, New Jersey

“Consider the 8o/20 rule. Divide patients
into low risk and high risk. For the 80% that are
low risk, keep MDMs brief. For the 20% that
are high risk, MDMs and related plans should
be expansive.”

— Joshua W. Russell, MD, MSc, ELS, FCUCM, FACEP
JUCM Editor in Chief

“If we don't gather adequate data, we will not be
able to make an adequate decision.”

—Michael Weinstock, MD
JUCM Senior Clinical Editor

“This case emphasizes that young, otherwise
healthy patients can harbor dangerous
cardiovascular pathology and why we must
adhere to a systematic approach. All patients
with chest pain or symptoms associated with
acute coronary syndrome require a stat
electrocardiogram, irrespective of age and risk
factors.”

—William C. Krauss, MD, FACEP

Kaiser San Diego Medical Center; Kaiser Permanente
Bernard J. Tyson School of Medicine; Author of
“Could This Young Patient Really Have a STEMI?
A Case Report of a Spontaneous Coronary Artery
Dissection” (Page 21)

Send your letters to: editor@jucm.com

Have a comment? Interested in sharing your perspective on a topic that appeared in JUCM?
Not all letters will be published. Letters may be edited for length and clarity.
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FROM THE UCA CEO

Mistaken |dentity

M Lou Ellen Horwitz, MA

itself in the context of something else. We’re “more

than primary care but less than emergency,” and
“we’re like those drugstore clinics but we can do a lot
more.” Or “we fill a gap in on-demand access.” | guess
that is necessary when you are new and small and un-
known.

The problem with this kind of definition is that it’s so
other-dependent. The way we talk about ourselves often
sounds like it would be better if no one needed Urgent
Care at all, and that continues to make it okay for us to
be marginalized.

For example, there’s a narrative out there that if we
could fix the primary care access problem, there would
be no need for Urgent Care. There’s another that Urgent
Care is doing too good a job because more people are
getting care, so we are overfilling the gap. Both are
wrong, but because we are letting ourselves only be de-
fined in our relation to other aspects of healthcare, it’s
impossible for us to be properly valued. It perpetuates a
sense that we exist only because another problem (or set
of problems) can’t be fixed. It puts us adjacent to the
“real system” on the national healthcare org chart.

This is not just an industry problem. Over 2 decades,
Urgent Care clinicians have worked to be understood
and recognized as specialty providers but have been
faced with a similar dilemma. Are we a separate and de-
finable medical specialty that can stand alone, or can we
only describe ourselves as the center of a Venn diagram
where primary care and emergency medicine overlap?
It's an understandable image and has worked well in in-
troductory conversations, but it’s still dependent on the
fluctuating scopes and definitions of others.

| wonder if we’ve gotten so used to being the under-
dog, the red-headed stepchild, the gap-filler, and the un-

|:0r as long as | can remember, Urgent Care has defined

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

El

recognized that we have inadvertently become the self-
limited.

If you ask a patient why they come to Urgent Care, they
probably no longer say, “I couldn’t get into see my pri-
mary,” or “l didn’t want to go to the emergency room.”
Patients aren’t burdened by our history. Patients come to
Urgent Care because they were sick or hurt, it’s awe-
somely convenient, and we are nice. For them it’s very
simple.

In my own life, | love that my favorite coffee place has
thousands of locations because when | want coffee, it’s
uncomplicated and easy to get. | know it’s going to be
good. And that’s just coffee. If you asked your patients,
they’d love to have a good Urgent Care on every corner
because when they or their loved one are sick or hurt,
the last thing they want to do is spend time figuring out
where to go for help. For them, Urgent Care is just awe-
some, period. Wouldn’t it be lovely if everyone in the
world could feel like that when they are sick or hurt?

So why should we be stuck defining ourselves in the
context of others, and how do we break this little habit of
ours? We need some new language, but it’s going to take
some work to figure out what it sounds like.

Let me give you an example from the Urgent Care As-
sociation’s advocacy work. As you all know, we’ve finally
gotten inclusion in official publications of the Centers for
Medicare and Medicaid Services (CMS) via a request for
information in their 2025 Physician Fee Schedule. This
means that we have finally managed to get our foot in
the door and our seat at one of their tables. This is our
moment, and we have to make the most of it before it
passes us by.

So, now that someone extremely important (CMS) has
actually asked us what we want for ourselves, what do
we ask for? We ask for a new Place of Service (POS) code
that recognizes all that we really are and do (no offense,
POS 20). We ask for a G-code that can be attached to
every visit that compensates us for the ongoing invest-
ments we make to enable us to do all that we do. We ask
to be recognized for the real role we play in today’s
healthcare system. We ask to be seen.

wWww.jucm.com

JUCM The Journal of Urgent Care Medicine | October 2024 11




. CONTINUING MEDICAL EDUCATION

Release Date: October 1, 2024
Expiration Date: September 30, 2025

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
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the date of this issue.

JUCM CME subscribers can submit responses for CME credit at UrgentCareCME.com. Post-test 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

Urgent Care Diagnosis and Management of Distal Radial
(Colles) Fractures (page 15)
1. What is the typical mechanism of a distal radius
fracture with dorsal angulation (Colles fracture)?
a. Direct blow to the wrist
b. Overuse syndrome resulting in a stress fracture
c. Pathologic process resulting in a fracture
d. Fall onto an outstretched hand

2. Where is the most common location of maximal pain
for a patient with Colles fracture?
a. Over the distal radius
b. Over the humerus
c. Over the biceps tendon
d. Over the scapula

2. In patients presenting to urgent care with chest pain

or any other symptoms suggestive of acute coronary
syndrome, what might be your initial diagnostic
order?

a. X-ray

b. Electrocardiogram

c. Stress test

d. White blood cell count

. How common is spontaneous coronary artery

dissection among cases of acute coronary syndrome?
a. 1-4% of cases

b. 5-12% of cases

c. 15-20% of cases

d. More than 20% of cases

3. Which of the following conditions for Colles fracture Recognition and Management of Achenbach Syndrome
should prompt referral to the emergency department | (Paroxysmal Finger Hematoma) (page 25)
or rapid orthopedic follow-up? 1. Paroxysmal finger hematoma is characterized by

a. Intra-articular fracture

b. Open fracture

c. Fracture with significant swelling and concern for
compartment syndrome

d. Fracture with consideration of carpal-metacarpal
dislocation

e. All of the above

Could This Young Patient Really Have a STEMI? A Case
Report of a Spontaneous Coronary Artery Dissection
(page 21)
1. How does spontaneous coronary artery dissection
typically occur?
a. When an intramural hematoma develops within the
wall of a coronary artery
b. After a direct blow to the chest
c. After a vigorous episode of vomiting
d. All of the above

which of the following?

a. Subcutaneous bleeding in the fingers
b. Acute onset of finger swelling and pain
c. Bluish-purple discoloration of fingers
d. All of the above

. Management of paroxysmal finger hematoma most

often involves which of the following?
a. Supportive care and reassurance

b. Sugar tong splint

c. Referral to orthopedic surgeon

d. Transfer to emergency department

. How long does it typically take for paroxysmal finger

hematoma to resolve?
a. 24 hours

b. 3to 5 days

c. 10-14 days

d. 3 weeks or more
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CME: This article is offered for AMA PRA Category 1 Credit™
See CME Quiz Questions on page 13.

Orthopedic Case Series

Urgent Care Diagnosis and
Management of Distal Radial
(Colles) Fractures

Urgent Message: Fractures of the distal radius, commonly referred to as Colles
fractures, most often occur after a fall onto an outstretched hand. Theirimmediate
urgent care management may require only splinting or a same day emergency

department visit depending on certain factors.

Josie L. Bunstine, BS; Clinton Hartz, MD

Citation: Bunstine JL, Hartz C. Urgent Care Diagnosis
and Management of Distal Radial (Colles) Fractures. |
Urgent Care Med. 2024; 19(1):15-19

Editor’s Note: While the images presented here are authen-
tic, the patient case scenarios are hypothetical.

Clinical Scenario

previously healthy, right hand dominant, 72-year-

old woman presented to urgent care (UC) for left

wrist pain immediately after falling onto her out-
stretched hand (FOOSH). On exam, there was a visible
deformity, and she had facial wincing with even mini-
mal attempts of movement of the left wrist. There were
superficial abrasions over the palmar aspect of the hand
and mild-moderate discomfort with palpation in this
location. There was no tenderness over the anatomic
snuffbox or the elbow. The skin was otherwise intact,
her fingertip capillary refill was brisk in all fingers, and
she had no sensory or motor changes.

X-rays (XR) of the left wrist were performed, which
demonstrated a distal radius fracture (DRF) with dorsal
angulation (ie, a Colles fracture) (Image 1). The carpal
bones, including the scaphoid, and bones of the hand
were intact, and there was no apparent ulnar styloid
fracture.

DRF is the most common type of upper extremity
fracture, accounting for over 15% of all fractures seen

Questions for the Clinician at the Bedside

1. What is a Colles fracture?

. What are the common mechanisms for distal
radius fracture (DRF)?

. When should the immediate attempts at closed
reduction be performed?

. Can closed reduction be performed in the urgent
care?

. Is splinting without fracture manipulation and
outpatient orthopedic follow up adequate care
for all DRFs?

. When is advisable for patients with a DRF to be
immediately referred to an emergency
department?

in the emergency department (ED).! And among DREFs,
Colles fractures are the most common, representing
more than 90% of DRF injuries.? Specifically, a Colles
fracture is a distal metaphyseal fracture of the radius
that occurs roughly 2.5cm proximal to the carpal artic-
ulation (ie, wrist joint).! It most often presents with
dorsal displacement and angulation, classically de-
scribed as the “dinner fork” deformity on XR (Image
1). This pattern was initially described by Irish surgeon
Abraham Colles in 1814, who noted the extreme

Author Affiliations: Josie L. Bunstine, BS, Lincoln Memorial University DeBusk College of Osteopathic Medicine, Knoxville, Tennessee. Clinton Hartz,
MD, Adena Orthopedic and Spine Institute, Chillicothe, Ohio. The authors have no relevant financial relationships with any ineligible companies.
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URGENT CARE DIAGNOSIS AND MANAGEMENT OF DISTAL RADIAL (COLLES) FRACTURES

Image 1: Colles Fracture, Lateral, Oblique, Posteroanterior Views

1

frequency of the injury in his practice.®* Although
widely referred to as a Colles fracture, description of
the fracture pattern without the use of eponyms may
help enhance communication and avoid confusion.

Wrist Anatomy

The distal radius articulates with the scaphoid and lu-
nate carpal bones. Injuries that involve the distal radius
can also impact the carpal bones either resulting in
fracture or ligamentous disruption with or without dis-
location. The anatomical snuff box is a triangular de-
pression evident on the dorsal radial aspect of the wrist
with extension of the thumb. Tenderness with palpation
of the anatomical snuff box should raise suspicion for
concomitant scaphoid fracture. The pattern of vascular
supply to the scaphoid is primarily retrograde (ie, distal
to proximal). This facet of anatomy translates to higher
risk of malunion and avascular necrosis with more prox-
imal locations of scaphoid fractures. Tenderness with
axial loading of pressure on the thumb is also useful
when considering the possibility of scaphoid fracture.’
It is prudent to assess and document the absence of
tenderness with these maneuvers in patients presenting
after a FOOSH mechanism.

History
DREFs are typically sustained after FOOSH injuries with

16 JUCM The Journal of Urgent Care Medicine | October 2024

a hyperextended, radially deviated wrist and the forearm
in pronation.? Low energy mechanisms can still result
in DREF, especially in older patients, and often result in
only minimally displaced, extraarticular fractures.! High
energy mechanisms of injury are more common in
younger patients and may result in comminuted and/or
displaced intra-articular fractures.! Risk factors for DRF
include decreased bone mineral density, white ethnicity,
prolonged steroid use, female gender, and early meno-
pause.! DRF present with significant pain and swelling
and a deformity of the distal arm may be evident. Typi-
cally, active range of motion (ROM) is severely limited.
It is important to always inquire about the patient’s
dominant hand and their profession to inform treat-
ment options and impact on the return to activities.

Physical Examination

As with any orthopedic complaint, examine the joint
above and below the area of pain. Physical exam begins
with inspection for swelling, deformity, abrasions,
and/or lacerations. Palpate the areas of greatest pain in
the wrist and move to surrounding structures, which
may also be injured. The ROM assessment will be lim-
ited due to pain in the acute setting. Nonetheless, it is
useful to ask the patient to range the wrist in flexion/ex-
tension, pronation/supination, and radial deviation/
ulnar deviation. Surprisingly, uncompromised ROM

www.jucm.com



URGENT CARE DIAGNOSIS AND MANAGEMENT OF DISTAL RADIAL (COLLES) FRACTURES

Image 2: Normal Wrist X-Ray, Posteroanterior View

Ga

after a FOOSH injury may be the first clue that a DRF is
unlikely. Finally, assess and document neurovascular
status by commenting on radial and ulnar pulses, nail-
bed capillary refill, and/or the presence of paresthesia.®
When considering location of maximal pain at rest,
it is most commonly experienced over the distal radius,
however, it is important to assess if there are other areas
of pain with ROM to rule out additional pathology.
Pain with palpation at the anatomic snuff box has a
96% sensitivity and a 39% specificity for scaphoid frac-
ture.” Tenderness in the carpal bones, hand, elbow or
shoulder may suggest associated injuries and compel
additional XR acquisition. A complaint of a “clicking”
sensation or pain on the dorsal aspect of radial wrist
may indicate a scapholunate ligamentous injury.?

Imaging

Initial imaging in UC most commonly involves plain
radiography. A 3-view wrist XR series including poste-
roanterior (PA) (Image 2), lateral (Image 3), and oblique
views is usually appropriate, but a scaphoid view may
be added as well in cases of concern for associated sca-
phoid injury.? If present, a DRF is often evident. Ho-
wever, DRF may be initially occult if non-displaced and
in patients with lower bone mineral density. A 2015

wWww.jucm.com

Image 3: Normal Wrist X-Ray, Lateral View

Note normal wrist lateral XR shows proximally the radius juxta-
posing with the lunate.

study found that sensitivity of plain XR for DRF was as
low as 67% when compared to computed tomography.’?
Ensure that each visualized carpal bone and the bones
of the hand and forearm are inspected. Providing the
radiologist with a detailed clinical history and
location(s) of significant pain and tenderness is critical
for minimizing the likelihood of missed injuries.!

Management In Urgent Care
Management of Colles fractures in UC includes consid-
eration of the following:
Whether any closed reduction is necessary
Appropriate splinting technique for
immobilization
How to manage the pain acutely and after
discharge
Which indications necessitate immediate ED
referral
Indications for immediate ED referral include the fol-
lowing:
Excessively displaced fracture that cannot be re-
duced to <20 degrees dorsal angulation
Open fracture
Associated carpal-metacarpal dislocation
Intractable pain
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URGENT CARE DIAGNOSIS AND MANAGEMENT OF DISTAL RADIAL (COLLES) FRACTURES

B Acute neurovascular compromise

If the fracture is nondisplaced or minimally displaced,
not significantly angulated, not severely comminuted,
and there is no evidence of neurovascular compromise,
then a plaster or fiberglass splint may be applied without
manipulating the wrist. Although short arm splints and
casts are better tolerated by patients, they may com-
promise protection against loss of reduction.! The most
effective and widely used method of splint immobiliza-
tion is with a sugar tong splint to prevent forearm pro-
nation/supination.!’ Sugar tong splints should be ap-
plied with the wrist in neutral to slight extension (10-20
degrees and the elbow at 90 degrees of flexion).!? Splint
material should be applied from the volar surface of
the MCP joints along the volar surface of the forearm
around the elbow and then along the dorsal surface of
the forearm back to the dorsal surface of the metacar-
pophalangeal joint.!? Cast immobilization is not rec-
ommended acutely as rigid circumferential material can
create a tourniquet effect.!®

Fracture displacement, angulation, and radial short-
ening have been show to affect outcomes after DRE.!41!
Radial shortening >5mm, dorsal angulation >20 degrees,
and articular displacement >2mm are associated with
poorer functional results, and therefore post-reduction
imaging should confirm the fracture manipulation has
yielded a position within these parameters.!1315 Per
the American Academy of Orthopedic Surgeons (AAOS),
patients <65 years who undergo operative repair for
DRFs when either there is post-reduction radial short-
ening >3mm, dorsal tilt >10 degrees, and/or intraartic-
ular displacement or step off >2mm have better func-
tional outcomes.!® Understanding these thresholds is
important to allow UC clinicians the ability to provide
some guidance about the likelihood of requiring surgery.

DRFs warrant outpatient referral to an orthopedic
specialist for follow-up. Not all fractures of the distal
radius will require surgery. If surgical intervention is
undertaken, it is recommended that surgical fixation
occurs within 72 hours for intra-articular DRFs and
within 1 week for extra-articular fractures. This is why
prompt follow-up with an orthopedic specialist, ideally
within 72 hours, is especially important.!

Closed reduction in UC is reasonable and appropriate,
if clinically indicated, when clinicians with appropriate
training are caring for patients after an acute DRE. Ev-
idence is mixed as to how much splinting alleviates
pain after closed reduction.'® However, splint immo-
bilization of a DRF remains standard practice after closed
reduction is attempted.'?
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In the ED, options for anesthesia prior to closed re-
duction attempts include intravenous regional anes-
thesia (ie, Bier block), hematoma block, regional nerve
blocks, and intramuscular (IM) or intravenous (IV) ad-
ministration of analgesics and/or sedatives for proce-
dural sedation.' Though procedural sedation is unlikely
to be available in UC settings, hematoma blocks offer a
quick and effective approach to analgesia. In recent
meta-analyses, there was no difference in pain severity
during fracture reduction in adult patients between
procedural sedation and hematoma block.?’ However,
hematoma block obtained a larger reduction in pain
severity compared to procedural sedation in adult pa-
tients after fracture reduction and for pediatric patients
during fracture reduction.?’ Another study found that
when comparing procedural sedation versus hematoma
blocks, there was no significant difference in radio-
graphic quality of the initial reduction between groups.'

Tips for achieving successful analgesia using a hema-

toma block include:

m Proceed by cleansing skin with iodine or
chlorhexidine prior to a dorsal injection of 10ml
of local anesthetic (2% lidocaine).

u Aspirate blood to confirm location of the
hematoma.

u Apply straight traction or straight then volar
traction to reduce the fracture.

u Confirm adequacy of reduction with a post-
reduction XR.

B Assess and document neurovascular status before
and after reduction.

® Ensure orthopedic follow-up within 72 hours
after adequate reduction.!’

For management of acute pain associated with the frac-
ture, the AAOS recommends limiting opioids as able and
employing a multimodal pain management strategy.>!
The safest initial analgesic option is acetaminophen. In
addition, nonsteroidal anti-inflammatory drugs (NSAIDs)
in standard doses for a short duration can be extremely
helpful for managing pain and have been shown likely to
not meaningfully impede fracture healing.?2?

If a patient is referred to the ED, a temporary splint
and shoulder sling can help minimize pain in transit.
Remind patients that they should refrain from eating if
going to the ED as they may require some procedure
with sedation to reduce the fracture.

Next-Level Urgent Care Pearls
m Specifically evaluate for scaphoid fracture, carpal-
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metacarpal dislocation, and lunate or perilunate
dislocation (especially in patients with higher
mechanism injuries).

B While not routinely available in UC, the advanced
imaging test of choice for suspected scaphoid frac-
tures (with negative XR) is a magnetic resonance
imaging (MRI) scan of the wrist. The sensitivity of
MRI for scaphoid fracture is 96% with a specificity
of 98%.”

= To reduce a Colles fracture, a hematoma block is a
reasonable approach in the UC setting. There is
no difference in radiographic quality of initial re-
duction between hematoma block and sedation.'
The analgesia for a hematoma block is similar to
procedural sedation.?°

® Ensure the patient truly has an isolated DRE.

Red Flags and Legal Pitfalls

m Assess for open fractures as these will need emer-
gent surgical intervention.

m Assess for other injuries such as a scaphoid fracture,
lunate, or perilunate dislocation.

B Assess the joint above and the joint below to ensure
there are no other fractures or dislocations.

m Consider compartment syndrome in patients with
unexpectedly severe pain. While rare, it can occur
with distal radius fractures. Document palpation
of the forearm compartments in all forearm frac-
tures. Half of patients may be able to be diagnosed
by clinical grounds alone.?

Clinical Scenario Conclusion

In UC, the patient had an XR that confirmed a DRF
fracture. The UC provider was able to reduce the fracture
with the aid of a hematoma block, and the patient was
splinted and referred to orthopedics. The patient was
able to see the orthopedist the next day and was sched-
uled for surgery the following morning. The patient
underwent open reduction with internal fixation of her
DRF with a good functional outcome.

Takeaway Points

B A Colles fracture describes a specific DRF of the
metaphysis with dorsal angulation.

m Refer to the ED or same-day orthopedic clinic when
inadequate reduction is obtained in UC. Patients
with open fractures, neurovascular compromise,
or signs or symptoms of compartment syndrome
require immediate ED referral.

B Clinicians in UC can reasonably attempt closed
reduction with the use of available anesthesia and

wWww.jucm.com

analgesia. This may include oral, IV/IM agents, as
well as a hematoma block. B

Manuscript submitted August 19, 2024; accepted September
10, 2024.
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Could This Young Patient Really Have a
STEMI? A Case Report of a Spontaneous
Coronary Artery Dissection

Urgent Message:

tisimportant to quickly obtain an electrocardiogram in patients pre-

senting with chest pain or other symptoms suggestive of acute coronary syndrome,
even forthose who are young and without traditional coronary risk factors.
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Abstract

Introduction: Spontaneous coronary artery dissection
(SCAD) is a rare cause of acute coronary syndrome (ACS)
that can present as an ST-elevation myocardial infarc-
tion (STEMI). This disease entity disproportionately af-
fects women, younger patients, and those without tra-
ditional cardiovascular disease risk factors—constituting
a cohort that may be more apt to seek initial evaluation
in the urgent care (UC) setting.

Clinical Presentation: A 22-year-old previously healthy
man presented to a local UC center with chest pain
that awoke him from sleep. He reported that the pain
radiated to his jaw and made him feel short of breath.

Physical Exam: The patient appeared uncomfortable
and diaphoretic, and his blood pressure and respiratory
rate were elevated. He had a normal cardiopulmonary
exam.

Case Resolution: A 12-lead electrocardiogram (ECG)

was obtained in UC showing ST-elevations, and he was
transferred to the adjacent emergency department (ED).
In the ED, his pain was treated with sublingual nitro-
glycerin, and he received oral (PO) aspirin and intrave-
nous (IV) heparin. He was taken immediately for emer-
gent cardiac catheterization where coronary angiography
revealed a spontaneous coronary artery dissection. The
patient was managed conservatively without percuta-
neous coronary intervention (PCI) and subsequently
discharged on aspirin, metoprolol, and clopidogrel.

Author Affiliations: William C. Krauss, MD, FACEP, Kaiser San Diego Medical Center and Kaiser Permanente Bernard J. Tyson School of Medicine.
Author has no relevant financial relationships with any ineligible companies.
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Conclusion: Young patients without traditional car-
diovascular risk factors who present with ACS can
frequently have SCAD as an underlying etiology. It is
important that age and absence of traditional risk factors
for coronary artery disease do not dissuade UC clinicians
from considering ACS or from screening patients with
suggestive symptoms using a 12-lead ECG.

Introduction

pontaneous coronary artery dissection occurs when
San intramural hematoma develops within the wall

of a coronary artery. It is not related to atherosclerosis,
trauma, or an iatrogenic process (eg, coronary cathe-
terization). It may subsequently progress to the devel-
opment of an intimal dissection flap or expand to result
in hemodynamically significant obstruction of the
lumen resulting in an acute myocardial infarction
(MI).1231t is important to note that SCAD is a rare con-
dition, but it occurs more commonly in women and
younger patients.

Clinical Presentation

A 22-year-old previously healthy man presented to a
UC center complaining of retrosternal chest pain that
awoke him from sleep 16 hours prior to arrival. The

22 JUCM The Journal of Urgent Care Medicine | October 2024

pain radiated to his jaw and was associated with a sen-
sation of shortness of breath. He denied pleuritic pain,
abdominal pain, and back pain. He was a college student
and did not use alcohol, tobacco, or illicit drugs. He re-
ported no family history of early cardiovascular disease
in his first-degree relatives. He took no prescription or
over-the-counter medications and had no known al-
lergies.

Physical Exam Findings

The patient appeared both uncomfortable and diapho-
retic. His vital signs were significant for an elevated
blood pressure of 160/100 and respiratory rate of 24.
The remaining vital signs were normal. His lung, car-
diac, abdominal, and neurological exam were normal.

Urgent Care Management

The patient had a 12-lead ECG (Figure 1) shortly after
his presentation to UC. The clinician evaluating him
interpreted the ECG as normal sinus rhythm with a
ventricular rate of 65 beats per minute. There was 4-5
mm ST elevation observed in leads II, III, avF, and V4-
V6, with ST depression in aVL, consistent with an infe-
rior-lateral STEMI. He was immediately transferred to
the adjacent on-site ED.

www.jucm.com
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Emergency Department Evaluation and Management

In the ED, a repeat ECG was obtained and was un-
changed. The cardiac catheterization lab was activated.
While awaiting transfer to the catheterization lab, he
had a chest x-ray and bedside echocardiogram which
were both interpreted as normal. His laboratory studies
were normal except for a high-sensitivity troponin I
(hsTnl) of 10,000 pg/mL. His pain was treated with sub-
lingual nitroglycerin. The cardiologist also rec-
ommended the patient receive PO aspirin and IV he-
parin prior to going to the catheterization suite. His
vital signs remained stable, and his symptoms improved
with nitroglycerin.

Diagnostic Assessment and Case Conclusion

In the cardiac catheterization laboratory, a coronary
angiogram demonstrated a SCAD of the left circumflex
artery, causing a subtotal occlusion of the obtuse mar-
ginal artery 2 branch. The patient was treated conser-
vatively without PCI (ie, no stenting or angioplasty was
performed) and, after a short and uneventful admission
for cardiac telemetry, was discharged on aspirin, clopi-
dogrel, and metoprolol. He was noted to be doing well
at a subsequent outpatient cardiology follow-up visit 6
months after discharge.

Discussion
SCAD is defined as the development of an intramural
hematoma of a coronary artery not related to athero-
sclerosis, trauma, or an iatrogenic process.* This may
progress to a dissection flap or expand to occlude the
coronary artery’s lumen resulting in ML.567

SCAD is a relatively uncommon condition, account-
ing for 1-4% of all cases of ACS; 90% of those affected
are women.! SCAD most commonly presents with ECG
findings of STEMI (49%), followed by NSTEMI (44%),
and unstable angina (7%).! Presenting complaints are
similar to those of other causes of ACS, including chest
pain, diaphoresis, dyspnea, vomiting, and dizziness.>¢
Common risk factors for SCAD include female sex, emo-
tional stress, pregnancy, connective tissue disorders,
and stimulant drug misuse.” A notable risk factor for
women who develop SCAD is fibromuscular dysplasia
(FMD).8 FMD is a rare idiopathic disease found in
younger women often presenting as renovascular hy-
pertension or early ischemic stroke and is diagnosed as
a “string-of-beads” on vascular imaging. Coronary an-
giography remains the gold standard for the diagnosis
of SCAD, and expert consensus guidelines recommend
conservative management with long-term aspirin, beta
blocker, and short-term clopidogrel.® Patients with

wWww.jucm.com

SCAD have a favorable prognosis with a 99% 3-year
survival rate.”*

“Itis important to quickly
obtain an ECG in patients
presenting to UC with chest pain
or any other symptoms
suggestive of ACS.”

Takeaways for Urgent Care Providers

B Young patients without traditional risk factors for
cardiovascular disease may still have ACS, which
could be related to SCAD as an underlying etiology.

m It is important to quickly obtain an ECG in patients
presenting to UC with chest pain or any other
symptoms suggestive of ACS, even if they are
young and devoid of traditional coronary risk fac-
tors.

Ethics Statement and Patient Perspective

The patient was unable to be contacted as he was lost
to follow-up, therefore, certain demographics and some
details of the case were changed to protect patient an-
onymity and confidentiality. M

Manuscript submitted August 2, 2024, accepted August 29,
2024.
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Recognition and Management of
Achenbach Syndrome (Paroxysmal
Finger Hematoma)

Urgent Message: By understanding the symptoms of paroxysmal finger hematoma,
clinicians can reduce patient anxiety and decrease unnecessary testing, as the condition
is generally mild and has a favorable prognosis.
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Introduction

aroxysmal finger hematoma (PFH), also known as
PAchenbach syndrome, is a vascular disorder of un-

known etiology characterized by subcutaneous bleed-
ing in the fingers, which presents as an acute onset of
finger swelling, pain, and a bluish-purple discoloration.
It predominantly affects women. Although the symp-
toms are benign and self-limiting, they can mimic those
of more severe conditions, causing concern for patients.
Diagnosis is typically confirmed through clinical eval-
uation. Generally, the symptoms resolve spontaneously
within a week, and management involves supportive
care and reassurance. Raising physician awareness of
Achenbach syndrome could reduce patient anxiety and
decrease unnecessary testing, as the condition is gen-
erally mild and has a favorable prognosis.234

Clinical Scenario

A S6-year-old previously healthy woman visited a local
urgent care (UC) due to the sudden onset of bluish-
purple discoloration accompanied by pain and swelling
in her left middle finger. The symptoms developed un-
expectedly while she was at work approximately 2 hours

Author Affiliations: Ernesto Sanz Martinez, MD, Baptist Health of South Florida Urgent Care. William H. Kranichfeld, MD, Baptist Health of South
Florida Urgent Care. Yenny Ceballos, ARNP, Baptist Health of South Florida Urgent Care. Authors have no relevant financial relationships with any
ineligible companies.
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Figure 1. Finger discoloration with pain and swelling

earlier. She had no additional complaints and denied
any history of trauma, spontaneous bleeding, palpita-
tions, or cold-induced finger discoloration. Additionally,
she reported being a nonsmoker with no personal or
familial history of autoimmune diseases.

The physical examination indicated the presence of
a purple skin discoloration (Figure 1) along with mild
tenderness upon palpation. She exhibited a normal
range of motion at the proximal and distal interpha-
langeal joints, normal capillary refill, and unimpaired
2-point discrimination. A point-of-care complete blood
count (CBC) and x-ray performed at the UC center were
both normal.

This overview synthesizes the etiology, pathogenesis,
epidemiology, clinical picture, differential diagnoses,
and available treatment options in this case, supported
by the most reliable evidence.

Etiopathogenesis

Paroxysmal finger hematoma (PFH), also known as
Achenbach syndrome, is a benign condition of un-
known origin, first described by Walter Achenbach,
MD, in the 1950s.> Its exact cause remains unclear,
though it is believed to involve subcutaneous bruising
due to venous, rather than arterial or arteriolar hemor-

26 JUCM The Journal of Urgent Care Medicine | October 2024

rhaging. Reduced capillary resistance and decreased
blood flow in the affected fingers have been observed,
though these are likely consequences of blood infiltrat-
ing the tissues rather than the cause.’ Increased vascular
fragility, potentially triggered by minor trauma, has
been proposed as a possible mechanism, however many
cases occur without any identifiable trigger.®

The condition is not linked to thromboembolic or
vasculitic processes. Associations have been reported
with acrocyanosis, migraines, hypothyroidism, gastro-
intestinal disorders, and gallbladder disease.” Rare cases
of PFH have also been noted after recovery from
COVID-19, possibly due to COVID-19-induced endo-
thelial damage in the finger vessels.®

The underlying mechanism is thought to involve a
vasomotor disorder, decreased capillary resistance, and
the infiltration of venous blood into the soft tissues.*
Recent research has proposed a potential genetic pre-
disposition for Achenbach syndrome, although further
studies are necessary to explore this hypothesis.?

Epidemiology

A systematic literature review revealed that Achenbach
syndrome primarily affected women, with a median age
of 49.5 years.? Due to its sporadic nature and benign out-
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come, the exact prevalence is challenging to determine.
Although it appears to be a rare disorder (fewer than 100
cases have been reported), many more cases may exist
that have never presented for medical attention.®

Clinical Picture

Patients most often present with a rapid onset of painful
swelling and a distinctive blue-purple discoloration on
the palmar side of 1 or more fingers. The ring finger is
affected most often, followed by the middle finger, al-
though any finger can be impacted. There seems to be
a slight predominance of cases involving the right
hand. Notably, this discoloration often spares the distal
segments and the nail bed, which allows for distinction
when compared to conditions causing ischemia of one
or more fingers.’

Key characteristics:

B Onset: Symptoms usually begin abruptly with
swelling and pain in the affected digit(s).’

u Coloration: The blue or purple discoloration
usually affects the proximal phalanx of the finger,
distinguishing it from many other conditions that
cause discoloration of the fingertip.’

u Prodromal Symptoms: Before discoloration, patients
might experience pain, tingling, and itching that
can start several minutes to hours beforehand.’

® Duration and Resolution: The discoloration and
swelling typically resolve spontaneously within 3 to
5 days, with a median resolution time of 4 days.°

® Clinical Course: The overall course of this con-
dition is benign with full resolution generally
within 1 week of onset.’

Furthermore, while primarily affecting the fingers,
episodes similar to those seen in the hands have occa-
sionally been reported in the toes and even on the plan-
tar aspects of the feet.! The unique aspect of this con-
dition is that the lesions resolve quickly, bypassing the
typical stages of ecchymosis resorption seen in common
bruises.?

Diagnosis
The diagnosis of Achenbach syndrome can be made
based on the history and characteristic appearance
alone. Investigations, including duplex ultrasonography
and radiography of the affected extremity, yield normal
results.>® While not generally clinically available, nail
bed capillaroscopy, if performed, usually reveals multi-
ple hemorrhages without any other abnormalities in
capillary structure or blood flow.*

There are no laboratory tests that aid in the diagnosis
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of Achenbach syndrome. In one case series, no blood
test, including CBC, prothrombin time, international
normalized ratio, partial thromboplastin time, throm-
bophilia screening, and erythrocyte sedimentation rate
showed any suggestive pattern across patients. In certain
cases where there are non-classic features or more con-
cerning associated signs or symptoms, it may be appro-
priate to pursue further diagnostic evaluation to exclude
autoimmune, dermatologic, hematologic, or vascular
disorders before arriving on a presumptive diagnosis of
Achenbach syndrome.?

While Achenbach syndrome is almost exclusively a
clinical diagnosis, it is also a diagnosis of exclusion. It
is therefore prudent to consider a broad differential be-
fore assigning the diagnosis of PFH to a patient pre-
senting with abnormal findings on finger examination.

Differential Diagnosis
1. Acute Ischemia Due to Embolic Digital Artery Occlusion
u Description: A sudden reduction in blood flow to
the finger caused by embolic occlusion of a digital
artery or its branches. Potential causes of acute is-
chemia include sequelae of thoracic outlet syn-
drome, atrial dysrhythmia, structural heart disease
(eg, ventricular aneurysm, patent foramen ovale),
atherosclerosis of limb arteries, or thrombophilia. ®
m Differentiation: Unlike PFH, acute digital ischemia
presents with more severe pain and other promi-
nent signs including pale or blue discoloration of
the distal phalanx, coolness, numbness, and loss
of pulse and/or delayed capillary refill of the af-
fected digit. This condition, if not promptly ad-
dressed, can result in ischemic necrosis of the distal
digit, distinguishing it from the benign and self-
resolving nature of Achenbach syndrome.’

2. Acrocyanosis

u Description: A non-paroxysmal, persistent, pain-
less bluish-red symmetrical discoloration of the
hands, feet, and face. Acrocyanosis can be divided
into primary acrocyanosis, which is not due to an
underlying disease, and secondary acrocyanosis,
which is associated with underlying conditions
such as hypoxemia, hematologic disorders, met-
hemoglobinemia, etc. Primary acrocyanosis has no
known treatments, but secondary forms may re-
solve if the cause is identified and addressed.!?

m Differentiation: Unlike PFH, acrocyanosis is typi-
cally painless, persistent, and symmetric involving
the distal most aspects of the digits of the hands
and feet.!?
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3. Buerger’s Disease (Thromboangiitis Obliterans)
m Description: Buerger’s disease is a severe condition

damp conditions. Usually multiple or all digits are
affected and exhibit reddish, brownish, or purplish

primarily affecting smokers and young men. It in-
volves inflammation and thrombosis in small and
medium-sized arteries and often irreversible tissue
damage.?

Differentiation: Unlike PFH, Buerger’s disease
causes recurrent and progressive symptoms that
can lead to severe and permanent complications
like ulcers and ischemic necrosis of the affected
digits. Smoking is a significant risk factor for
Buerger’s disease, and its symptoms typically
worsen with continued tobacco use with auto-am-
putation of the fingers occurring in some cases.!?

“Vasculitis is often
associated with a systemic
autoimmune disease and
therefore rarely will occur in

isolation.”

4. Digital Hematoma Due to Trauma (Physical Injury)

B Description: When a finger is injured, blood can
accumulate under the skin leading to pain, swell-
ing, and often visible bruising or discoloration.!*
m Differentiation: History of injury differentiates
PFH from traumatic hematoma/bruising.™

5. Gardner-Diamond Syndrome (Psychogenic Purpura)

u Description: Gardner-Diamond syndrome is a rare
condition, predominantly affecting women, which
is characterized by the sudden appearance of pain-
ful, swollen skin lesions which transform into
bruises. While psychogenic purpura can involve
the fingers, it more commonly involves more prox-
imal areas of the extremities or torso.?

Differentiation: Unlike PFH, the symptoms of psy-
chogenic purpura often occur following emotional
distress and can appear on any part of the body.?

6. Pernio (Chilblains)

m Description: Pernio, or chilblains, is a condition
that results in itchy and painful lesions on the toes
and fingers, typically after exposure to cold and

spots. Skin breakdown or ulceration may also
occur.'

Differentiation: Unlike PFH, pernio typically af-
fects the toes more than the fingers and occurs
seasonally. The lesions usually heal when the ex-
tremity is removed from the cold environment.
Pernio’s dependency on cold exposure and its re-
curring nature differentiate it from the sponta-
neous, non-seasonal presentation of Achenbach
syndrome.!s

7. Raynaud’s Phenomenon

Description: Raynaud’s phenomenon occurs re-
currently and episodically. It is caused by arteriolar
vasospasm, which results in pale or purple discol-
oration of the digits in response after exposure to
cold, stress, or certain substances (eg, caffeine, nico-
tine).!¢

Differentiation: Unlike PFH, Raynaud’s phenom-
enon will affect multiple digits symmetrically, like
pernio. Skin changes in color but with a faster
onset and resolution than pernio.!*

8. Vasculitis

Description: Vasculitis is a general term for in-
flammation of blood vessels, and there are many
forms. Vasculitis is often associated with a systemic
autoimmune disease and therefore rarely will occur
in isolation. Intense pain is also common with
many forms of vasculitis.>

Differentiation: In contrast to PFH, vasculitis is
often progressive, especially if untreated, leading
to wounds on the affected fingers. Additionally, as
vasculitis is commonly a feature of a more systemic
autoimmune disease, myriad associated symptoms
are common such as arthralgia, fever, and rash.'”

9. Dermatologic Manifestations of Infective Endocarditis
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Description: In patients with infective endocarditis
(IE), septic emboli may occlude portions of the
digital vasculature. Examination of the hands can
reveal various clues to suggest this phenomenon.
Osler’s nodes are one finding associated with en-
docarditis. These are painful, purple nodules which
are most commonly found on the tips of fingers
and toes but can also appear on the thenar and
hypothenar eminences. They can persist for a few
hours to several days. Janeway lesions are painless,
purple or brown macules which appear on the

www.jucm.com



RECOGNITION AND MANAGEMENT OF ACHENBACH SYNDROME (PAROXYSMAL FINGER HEMATOMA)

palms, soles, and fingers and can last days to
weeks. 18

m Differentiation: PFH is an isolated disorder
whereas the cutaneous findings associated with IE
typically do not occur in isolation and are associ-
ated with other systemic symptoms, particularly a
relapsing and prolonged fever.!®

10. Herpetic Whitlow

u Description: Herpetic whitlow, also known as dig-
ital herpes simplex, is a painful viral infection on
one or more fingers, often around the fingernails.
It can be caused by both type I and type II herpes
simplex virus (HSV). Herpetic whitlow is painful
and presents as a group of small vesicles (fluid-
filled blisters) and/or erosions with crusting. Like
other forms of HSV infection, herpetic whitlow is
acquired by contact with HSV lesions and may
recur periodically in the same locations.'

m Differentiation: Herpetic whitlow is a very painful
condition. The lesions often appear as small, fluid-
filled blisters and sores, and may be accompanied
by prodromal pain and/ or systemic symptoms like
fever. Herpetic whitlow is typically much more
painful than Achenbach syndrome and is more
commonly mistaken for a paronychia based on
whitlow’s typical appearance of painful swelling
commonly at the base of a fingernail."

Treatment

In classic cases with little diagnostic uncertainty, fol-
low-up within 2-3 days is reasonable if symptoms are
not improving. Follow-up can be either with a primary
care provider or with a recheck in urgent care. For atypi-
cal cases where PFH is a consideration but less certain,
it is prudent for reassessment within 48 hours with pri-
mary care or a recheck sooner in UC if symptoms are
becoming more severe. The mild pain that patients may
experience can be mitigated with basic analgesics, such
as non-steroidal anti-inflammatory drugs, and /or
treated with topical over-the-counter analgesics and
cold compresses. Recurrent cases may require further
investigation.!7%13

Prognosis

PFH has an excellent prognosis and full recovery with-
out treatment is the expected course. Occasionally, epi-
sodes can recur in the same finger or other fingers. Pa-
tients recover fully after each episode without any
appreciable or known risks for other serious con-
ditions.3’

wWww.jucm.com

Takeaway Points for Urgent Care

® PFH, or Achenbach syndrome, may bring patients
to medical attention, particularly in UC, given its
tendency toward sudden and unpredictable onset.

m [tis important for UC clinicians to be familiar with
the PFH diagnosis and recognize likely cases be-
cause it is a benign and self-resolving condition.

m Clinical diagnosis in cases without other concern-
ing features can allow UC clinicians to appropri-
ately reassure and discharge patients without
further testing. B

Manuscript submitted July 13, 2024, accepted August 23,
2024.
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ASD Services Fit With Existing UC

Business Models

Urgent Message: Rapid growth in the autism spectrum disorder services sector
may present an expansion opportunity for urgent care operators who take the ini-
tiative to develop the necessary infrastructure.

Alan A. Ayers, MBA, MAcc

Citation: Ayers A. ASD Services Fit With Existing UC
Business Models. ] Urgent Care Med. 2024; 19 (1): 33-36

continues to rise—now affecting 1 in 36 children in

the United States—demand for accessible services is
greater than ever.! While long-term behavioral health
services for those with ASD are typically a separate, spe-
cialized domain, urgent care providers might wonder if
there is a business structure for offering ASD care as a
separate line of business—particularly operators that
focus on pediatric populations.

Delivering ASD care services requires a nuanced ap-
proach that involves evidence-based, comprehensive
services and highly trained providers in coordination
with a pediatrician or family physician. However, add-
ing ASD care services adjacent to the urgent care model
can meet the needs of a community, diversify revenue,
strengthen patient relationships, and change the per-
ception of urgent care to that of more comprehensive
healthcare providers.

As the need for ASD care grows, urgent care operators
might explore the potential business opportunity or at
least be aware of community partners available for re-
ferral and collaboration.

As the prevalence of autism spectrum disorder (ASD)

ASD Services Models

The Centers for Disease Control and Prevention (CDC)
estimates as many as 3 million Americans are on the
autism spectrum, and at least 10 times as many children
are now considered to have ASD compared to 40 years
ago.! A significant part of the reason for the increase in

prevalence is the greater awareness of the ASD diagnosis
among clinicians and the advances in screening and
diagnostic tools.? Services for those with ASD represents
a care category projected to grow in the next decade
and beyond.

According to August, 2024 data provided to JUCM
from National Urgent Care Realty, more than 3,000 lo-
cations nationwide provide a scope of behavioral health
services for children on the autism spectrum. Like the
early years of urgent care, the behavioral health segment
focused on autism services is highly fragmented today
(Table 1). Also according to National Urgent Care Realty
data examining the largest operators, 43% of rooftops

Author affiliations: Alan A. Ayers, MBA, MAcc, is President of Urgent Consultants and is Senior Editor of The Journal of Urgent Care Medicine.
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are single-unit operators while 33% of rooftops are con-
trolled by entities with more than 10 locations. It is ex-
pected that the behavioral health industry will see both
organic growth in rooftops as well as consolidation of
existing operators in the coming years.

And the behavioral health services have proven to
be suitable clinical complements within the portfolios
of urgent care owners and operators.

Little Spurs Pediatric Urgent Care in San Antonio and
Dallas/Fort Worth, Texas, has launched a specialized
autism center with 2 locations delivering services sep-
arately from its network of pediatric urgent care facil-
ities. The Little Spurs Autism Centers offer comprehen-
sive assessments, diagnosis, and applied behavioral
analysis (ABA) therapy for patients/clients up to 21
years old. Additional services include individualized
education program assistance to support children
throughout their school years.

Notably, Little Spurs’ Autism Centers leverage the
company’s existing urgent care branding. The ASD line
of business offers strategic advantages beyond expanded
revenue by positioning the urgent care brand as a com-
prehensive healthcare provider capable of meeting a
wide range of community needs beyond acute illness
and injury care. The expansion of services can also be a
key differentiator in the competitive urgent care market.
Building a business case for autism services starts with
a thorough understanding of the diverse range of ASD
interventions and support systems needed to deliver
appropriate care and outcomes.

Table 1. ASD Services Providers With »20 Locations

ASD Screening and Diagnosis

Medical and scientific literature has long supported early
diagnosis as a critical factor in the effective management
of ASD.? The Diagnostic and Statistical Manual of Mental
Disorders 5% Edition from the American Psychiatric As-
sociation outlines the criteria for diagnosis, emphasizing
a wide spectrum because there is significant variation in
the type and severity of symptoms that people with
ASD experience. Assessments like the Autism Diagnostic
Observation Schedule, Second Edition (ADOS-2) is one
tool used to diagnose ASD, and the CDC also offers a
number of screening tools as well.*

“Once a diagnosis is established,
clinics can serve their
patients/clients by offering
various therapeutic interventions
that support development and
functioning in everyday life.”

Therapeutic Interventions

Once a diagnosis is established, clinics can serve their
patients/clients by offering various therapeutic inter-
ventions that support development and functioning in

Operating Entity Center Count Investment Firm
BlueSprig (Florida Autism Center, Trumpet, Fusion) 170 KKR

Hopebridge Autism Therapy Centers 106 Arsenal Capital Partners
Autism Learning Partners 76 FFL Partners
Behavioral Innovations 62 Tenex Capital Mgmt
Acorn Health 61 Ontario Teachers Plan
Proud Moments ABA 47 Audax Private Equity
ACES 38 General Atlantic
Center for Autism and Related Disorders 28 Blackstone Group
ChancelLight (Growing Minds Learning Center) 28 Halifax

ABS Kids 27 Morgan Stanley
Behavior Frontiers 27 Lorient Capital
Mosaic Pediatric Therapy 24

Positive Behavior Support Corp. 22

Source: National Urgent Care Realty data, August 2024
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everyday life. Prime among these is ABA, which focuses
on teaching essential life skills through positive re-
inforcement. This long-term approach has been shown
to create meaningful behavior change over time.® Fur-
thermore, ABA is tailored to each child’s needs and
evolves in response to their progress.

ABA is typically performed by a registered behavioral
technician (RBT) under the supervision of a board cer-
tified behavioral analyst (BCBA), who is nationally cer-
tified and state-licensed with a master’s degree or PhD
in psychology or behavioral analysis. RBTs are the front-
line therapists working with patients daily. As of July
2024, there were 69,000 BCBAs and 170,000 RBTs hold-
ing certification in the United States.®

In addition to ABA, other therapies support holistic
autism care. Occupational therapy is a cornerstone of
autism treatment that helps those with ASD develop skills
for daily living, which might include eating, dressing, and
personal hygiene, as well as skills for navigating environ-
ments that might cause distress. Speech therapy addresses
both verbal and non-verbal communication skills.

For younger children, early intensive behavior inter-
vention and the Early Start Denver Model (EDSM) have
been shown to be effective.” These programs are de-
signed for children under 5 years of age and combine
play-based activities with structured teaching methods
to promote appropriate cognitive and social devel-
opment. Typically provided in a 1-to-1 setting, these
forms of therapy are personalized for each child.

Educational Support Services

Beyond therapeutic interventions, educational support
is a vital component of autism care, particularly for
children of school-age years. Nearly all specialized au-
tism clinics assist with individualized education plans
and/or admission, review, dismissal programs—the
structures that ensure children receive the necessary
accommodations and tailored educational strategies
they need to succeed within traditional school envi-
ronments. Clinics must coordinate with school districts
to ensure they can comply with policies and that their
plans are compatible and effective.

Moreover, parental education and supportive services
are just as integral to the child’s success, given the par-
ent’s role in reinforcing therapy techniques at home
and advocating for their child’s needs.

Insurance Coverage and Accessibility

Navigating insurance coverage to ensure reimbursement
and treatment accessibility is a critical consideration
for any urgent care aiming to add ASD services. Many

wWww.jucm.com

Is Today’s ASD Yesterday’s Urgent Care?

ASD services is currently one of the most active areas of
healthcare services investment. Demand for services cur-
rently outstrips capacity due to heightened diagnostic
awareness and expanded insurance coverage (all 50
states have passed laws regarding coverage).® There has
been growth in the application of evidence-based be-
havioral therapy, and there are few barriers to entry. Ad-
ditionally, the industry is highly fragmented making it
ripe for consolidation.

Similar conditions existed for urgent care in 2010 driv-
ing the private equity thesis of platform growth, scale
economies in clinical infrastructure and back-office sup-
port, and price-earnings multiple expansion. Today, about
17% of urgent care centers have private equity investment
backing.°

In 2023, applied behavioral analysis programs gener-
ated $4 billion in revenue with a projected 4.8% growth
rate. Over the past 4 years, the ASD services industry
has shifted from community non-profits and single unit
“mom-and-pops” run by a single therapist to today’s mar-
ket with the 14 largest players (77% of which have private
equity backing) controlling 24% of rooftops (Table 2).

‘Assessments, therapy sessions,
and follow-ups are best
scheduled ahead of time with
consideration for appropriate

staffing.”

autism services, including ABA, are covered by most
insurance plans. All 50 states mandate covered services
for ASD to some extent.® However, the scope of coverage
varies widely, and some insurance plans are exempt.

Insurance coverage may pose limitations associated
with critical variables, such as the number of therapy
hours covered, criteria for qualifying for coverage of
specific services, and which types of providers may file
claims. Typical urgent care businesses must be prepared
to operationalize far more administrative and coverage
processes for ASD services than what they routinely
navigate with urgent care to ensure the line of business
is financially sustainable.

Likewise, urgent care owners should be sensitive to
the challenges families may face in securing coverage.
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Table 2. ASD Services Provider Size

g:r:r:‘:;:f Number of | Numberof | Percent of
Locations Operators Centers Centers
»100 2 276 9%
75-100 1 76 3%
50-75 2 123 4%
40-50 1 47 2%
30-40 1 38 1%
20-30 6 156 5%
10-20 22 292 10%
5-10 50 317 10%
3-5 53 173 6%
2 108 216 7%

1 1,319 1,319 43%
Source: National Urgent Care Realty data, July 2024

Many encounter high deductibles, co-pays, coinsurance,
and prior authorization limitations that can become
barriers to care. Collecting the out-of-pocket payments
within revenue cycle management processes would be
similar to the processes used for collecting payment in
urgent care.

Access

Unlike traditional urgent care services, which welcome
walk-ins, ASD services require a more structured ap-
proach. Assessments, therapy sessions, and follow-ups
are best scheduled ahead of time with consideration
for appropriate staffing.

COVID-19 had a marked impact on recruiting and
retention within the autism services space, consequently
affecting most agencies’ bottom lines; most business
underperformance is due to staffing and supply re-
straints, not a lack of demand. Agencies that have been
able to retain talent have and will continue to grow
their businesses.

Referrals
While some families may seek out ASD services inde-
pendently, many are referred by a primary care physi-
cian, pediatrician, or school. Urgent cares with a strong
reputation in their community will find it easier to
build a strong referral network and maintain the vi-
ability of the program.

Through the lens of urgent care, understanding and
addressing the needs of the community is not just about
offering a new service, it’s about building a sustainable,
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patient-centered model that meets the growing demand
for specialized ASD care.

Patient Expectations

In the urgent care setting, treatment typically addresses
immediate concerns—something patients have come
to expect. Effective autism care focuses on long-term
developmental gains and quality-of-life improvements.
ASD is a lifelong condition, and the trajectory of each
person’s development is unique, and not everyone will
respond to interventions in the same way or at the
same pace. As such, it’s crucial to establish realistic ex-
pectations for the business and the clients/patients and
their families.

The long-term benefits of comprehensive autism care
are well documented. Research indicates that early in-
tervention, particularly before age 5, can lead to more
significant and sustained improvements in cognitive,
language, and social skills.’

Conclusion

ASD care offers a potential revenue diversification op-
portunity for urgent care operators as well as an oppor-
tunity to fulfill an unmet need for care services in a
community. By expanding, urgent care centers can en-
hance patient satisfaction and solidify their position as
comprehensive healthcare providers. B
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Development and Implementation of a
Headache and Migraine Pathway in Pediatric
Urgent Care: A Quality Improvement
Initiative

Urgent Message: There are an estimated 250,000 visits annually associated with
pediatric headaches in the United States, 84% of which are not treated according
to best evidence-based practice (EBP). The development of an EBP headache and
migraine pathway in a pediatric urgent care improved access to evidence-based
guidelines and increased clinician confidence and knowledge regarding the
diagnosis and management of headaches in children.
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Abstract

Introduction: Fewer than 20% of pediatric patients
presenting with headache or migraine are appropriately
diagnosed or treated. In this study, a pathway to bring
evidence-based practices into a pediatric urgent care
(PUC) clinic was developed determine if it would in-
crease appropriate treatment of headaches and migraine
presentations and improve provider confidence and
knowledge.

Methods: The effectiveness of the intervention was
evaluated by 2 methods. First, a pre- and post-inter-
vention electronic health record (EHR) data analysis of

total patient encounters during a 6-month period was
performed to determine practice trends and outcomes.
Additionally, an anonymous pre- and post-intervention
survey was administered to physicians, nurse prac-

titioners (NP), and physician assistant/associates (PA)
to assess clinicians’ level of confidence, perceived bar-
riers, and knowledge about pediatric headaches. The
pathway was presented to clinicians in a PUC monthly
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educational meeting. The presentation, which included
explanation of the pathway, was also made available
on the hospital intranet for clinicians to access after
the meeting.

Results: Results included data analyzed from over
90,000 patient encounters. A total of 43 clinicians com-
pleted the survey. One percent of all patient encounters
that were analyzed included a diagnosis of headache
and/or migraine. In the post-intervention survey, clini-
cians reported a 10-20% increase in knowledge and
40% increase in confidence. Management practices of
headache and/or migraine presentations, however, were
unchanged after the intervention.

Conclusions: In this PUC educational intervention
study, implementation of a headache/migraine provider
pathway was associated with an increase in provider
knowledge and confidence. While there was no signif-
icant change in diagnosis and management practice,
the clinicians in the study practice setting were more
adherent than comparable centers on average before
the intervention. Implementation of a similar pathway
in PUC settings may improve clinician confidence and
knowledge of evidence-based care for pediatric head-
aches.

Introduction

here are an estimated 250,000 visits annually associ-

ated with pediatric headaches in the U.S. In 84% of

cases, patients are not prescribed (or recommended)
evidence-based medications.! The prevalence of head-
aches and migraines in the pediatric population is esti-
mated at 50% and 9.1%, respectively; half of children
with recurrent headaches will continue to have mi-
graines as adults.?

Oskoui et al. established clinical guidelines for the
treatment of acute migraines in children and adoles-
cents.® This guideline was jointly developed by the
American Academy of Neurology Institute (AANI) and
the American Headache Society (AHS). It was adopted
and accepted by the American Academy of Pediatrics
(AAP),* American Academy of Neurology (AAN),’ as
well as the Child Neurology Society (CNS).? The guide-
lines include how to accurately assess and diagnose
headaches and migraines in children, recommendations
for abortive medications, treatment of associated symp-
toms, and education for headache prevention and home
management.

The first step in headache management in children
involves arriving at an accurate diagnosis. Having a
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solid basis for understanding headache syndromes and
their diagnostic criteria in children and adolescents is
key to appropriate headache management. According
to a retrospective chart review by Minen et al., of the
93.6% of pediatric patients who presented with head-
ache—including 78.25% with a self-reported history of
headache or migraine prior to presentation—only
12.3% received the highest level of evidenced-based
treatment.® There is extensive evidence on headache
management ranging from expert opinion to systematic
reviews,? yet it is clear that many clinicians are not
adopting guideline-based practices.

Headaches in children are expressed differently
among various age groups, developmental stages, and
cultures. Clinicians must understand these differences
in pain presentations based on these factors. Children
may describe pain from headaches as stabbing, squeez-
ing, throbbing, or some form of dizziness, and 40% of
all headache complaints affect uncertain locations of
the head.” The International Headache Society (IHS)
defines migraine without aura in children (age 18 and
under) as at least 5 headaches over the past year lasting
2-72 hours in duration (if left untreated) with 2 of 4 ad-
ditional features: 1.) pulsatile quality; 2.) unilateral, bi-
lateral, or frontal; 3.) worsening with activity or limiting
activity; 4.) moderate to severe in intensity AND are as-
sociated with either nausea, vomiting, photophobia, or
phonophobia.? Migraine with aura comprises approx-
imately 20% of migraines among children and is de-
fined as having at least 2 attacks meeting the following
criteria.

® One or more fully reversible aura symptoms (eg,

visual, sensory, speech/language, motor, brainstem
and retinal) AND

m At least 3 of the following: 1.) at least 1 aura spread-

ing gradually over 5 minutes or more; 2.) symp-
toms occur in succession; 3.) each individual aura
is 5-60 minutes in duration; 4.) at least 1 aura is
unilateral; and/or S5.) aura is followed within 60
minutes by headache.?

Management

Approximately 75% of children have experienced a sig-
nificant headache before the age of 15 years of age.’
Despite the existence of evidence-based guidelines for
management, guideline discordant treatment is com-
mon, and analgesia is often insufficient.” For acute head-
ache treatment, the guidelines established by Oskoui
et al. in 2019° suggest management with simple anal-
gesics (non-steroidal anti-inflammatory drugs [NSAIDs]
or acetaminophen) as first line.!®!! In refractory head-
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Figure 1. Headache/Migraine Pathway for the Pediatric Urgent Care Provider
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aches, the addition of antiemetics (eg, ondansetron or
promethazine) followed by triptans is recommended;
the guidelines also emphasize the importance of early
treatment.'> A systematic review of emergency depart-
ment (ED) treatment for pediatric headaches showed
treatments like NSAIDs and dopamine receptor antago-
nists (eg, prochlorperazine) were effective abortive treat-
ments in the acute setting.!* In a 2016 systematic review,
ibuprofen was found to be most effective at a dose of
10 mg/kg and superior to acetaminophen and placebo.
In the same review, acetaminophen was found to be
superior to placebo.! Based on data used to investigate
NSAID use in one retrospective study, NSAIDs were con-
sidered the first line therapy for acute moderate inten-
sity headache and triptans as the first line for high-in-
tensity migraine attacks.'* In children with a diagnosis
of migraine, several triptans are approved by the Food
and Drug Administration (FDA) for use in pediatric
headache. Rizatriptan is approved for children 6-17
years of age and almotriptan, zolmitriptan nasal spray,
and sumatriptan/naproxen are approved in ages 12-17
years.! In a qualitative systematic review conducted by
Patniyot and Gelfand, sumatriptan nasal spray was the
recommended treatment of adolescent migraines.!

Abortive therapies, which are central for the treat-
ment of pediatric headaches, do not include opioids.
Opioids, which can result in rebound headaches, are
not recommended in any headache guidelines, yet con-
tinue to be utilized in acute care settings for children
with severe headaches.!® A 2019 study found that up to
1 in 6 children with severe headaches were prescribed
an opioid for headache and/or migraine.'s

Unlike opioids, there is support in the literature for
the use of dopamine receptor antagonists (DRAs) as
abortive therapies for pediatric migraines, as these
agents have been shown to improve pain and reduce
nausea. Commonly available DRAs include medications
such as promethazine and metoclopramide.! In a 2020
inpatient study, Troy and Yonker found no difference
between ondansetron and promethazine in children
with migraine.'* While not a DRA, 1 study showed that
ondansetron had fewer side effects than DRAs and com-
parable efficacy for controlling nausea.'” Antihistamines,
specifically diphenhydramine, have been shown to re-
duce extrapyramidal effects that can occur with par-
enteral use of DRAs.1¢ The addition of an anti-histamine
may also improve relief of headache, but is also associ-
ated with increased risk of sedation.>8

Evidence-based practice (EBP) refers to application of
the highest quality evidence to inform clinical practice.
The purpose of this quality improvement (QI) project
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was to develop and disseminate an evidence-based pe-
diatric headache and migraine pathway to make EBP
guidelines more readily accessible to clinicians in our
institution and improve their confidence in caring for
children presenting to PUC centers with headache.

Methods

The QI project was completed in an outpatient PUC
setting in Fort Worth, Texas. The project institution’s
UC centers are hospital-owned outpatient services and
are comprised of 7 physical locations in the area with a
combined annual volume of 150,000 patients. These
clinics are staffed by over 80 physicians, NPs, and PAs.
The clinician group is comprised of approximately 30%
board certified pediatricians and 70% combined ad-
vanced practiced providers (APPs). This study was de-
termined not to constitute human subject research by
the Cook Children’s Health Care System Institutional
Review Board (IRB), along with the Missouri State Uni-
versity IRB, and need for review was waived. There were
2 arms to this project: evaluation of changes in clinician
practice patterns; and evaluation of clinician perspec-
tives regarding evaluation and management of pediatric
migraines.

The authors completed a literature review and devel-
oped a pathway (Figure 1) by synthesizing the pre-ex-
isting guidelines established by AANI and AHS (adopted
by CNS3, AAP4, and AAN®). The organization-specific
pediatric headache and migraine pathway was devel-
oped to simplify access to EBP guidelines, including
diagnostic criteria and management recommendations
for children presenting with acute headache or mi-
graine. After pathway development, the project leader
presented the pathway and reviewed the most current
evidence on the topic with the PUC clinicians in the
group. The pathway itself was printed and posted in
several PUC center physical locations and made avail-
able on the hospital intranet and via email. Clinicians
were given the opportunity to complete a pre-interven-
tion survey to evaluate their current practices. After 3
months, a post-intervention survey was administered
to evaluate for satisfaction with the pathway and assess
for change in confidence, knowledge, and guideline
adherence.

To evaluate for changes in clinician practice in re-
sponse to the intervention, patient data were retrospec-
tively extracted in the 3 months prior to project imple-
mentation and then again during the 3 months post
implementation. Data were extracted from EPIC, the
organization’s electronic medical record (EMR, utilizing
diagnosis codes for headache and migraine. The dia-

www.jucm.com



DEVELOPMENT AND IMPLEMENTATION OF A HEADACHE AND MIGRAINE PATHWAY IN PEDIATRIC URGENT CARE

Figure 2. Provider Perceived Barriers for Applying Evidence-Based

Practice

80%

inclusion among all 7 PUC centers. Pre-
implementation data from the 3 months
prior to implementation included 52,553

70%

patient encounters. Among these, 513 met

60%

inclusion criteria diagnoses of headache,
and 39 were included based on a diagnosis

50%

of migraine. During the 3-month post-im-

4,0%

plementation period, 40,781 encounters
were reviewed, 326 met inclusion criteria

30%

based on diagnoses of headache, and 28

20%

were included based on a diagnosis of mi-

graine. Included encounters represent ap-
proximately 0.1% of all patient encounters

10%

Time Interest Knowledge Support None

M Pre-Implementation M Post-Implementation

during both time periods.

Headache management with acetamin-
ophen, ibuprofen and/or ketorolac was pro-
vided in the PUC center 44% of the time

Other

gnoses search included any ICD-10 code subset of Head-
ache R51* and Migraine G43*. Additional subsearch
criteria were applied to the encounters to examine
which of the medications available in clinic were ad-
ministered (eg, acetaminophen, ibuprofen, ketorolac,
diphenhydramine, fentanyl, hydrocodone, midazolam,
and/or ondansetron) and prescribed for home use (eg,
triptans).

To evaluate for changes in clinician perspectives, a 5-
point Likert scale survey was administered pre- and
post-intervention. Items included existing knowledge
of EBP guidelines for diagnosis and management of pe-
diatric headache and migraine, confidence in the ability
to diagnose and educate families on the plan of care,
use of society guidelines for medication management,
documentation of pain scores, and recommendation
for the patient to keep a headache log. An additional 7-
question section of the survey listed symptoms and
asked providers to select the appropriate diagnosis as
“Headache,” “Migraine without aura,” “Migraine with
aura,” “Headaches and Migraines,” “None,” and “Un-
sure.” In the post-intervention survey, access to the
pathway was available if desired. Descriptive statistics
(frequencies and percentages) were used to evaluate at-
titudes, beliefs and symptom responses. Statistical Pack-
age For Social Sciences (V. 25) was used to perform Wil-
coxon signed rank test for ordinal data and the exact
sign test for nominal data (involving dependent groups)
to determine statistical significance (ie, p <0.05) between
pre- and postsurvey items.

Results
A total of 90,314 patient encounters were reviewed for

wWww.jucm.com

in the pre-implementation period and 36%
of the time post-intervention period. Migraine was
treated with these same medications 64% of the time in
both groups. No opioids were administered in the PUC
center or prescribed for any patient encounter during
either time period. Complementary therapies (ondan-
setron and/or DRA +/- diphenhydramine) discussed in
the guidelines were used in 18% of the time pre-imple-
mentation encounters and 13% post-intervention for
headache. The treatment of associated symptoms of mi-
graine was completed 62% in the pre-implementation
period and among 75% of patients post-intervention.

There were approximately 80 clinicians practicing in
the UC centers during the project implementation
period. A total of 43 of 80 clinicians completed the pre-
survey and 33 of 80 clinicians completed the post-survey
for a response rate of 41.3%. Of the respondents, 24%
were physicians/pediatricians, and 76% were APPs. Also,
30% of clinicians reported <S5 years of clinical experience.

On both pre- and post-surveys, 100% of providers
reported they believed they use EBP, and 98% of clini-
cians reported that they intended to utilize the pathway.
Pathways for the management of various diseases are
available to providers on an as needed basis but were
previously underassessed. A Wilcoxon signed rank test
indicated there was a statistically significant increase
(Z=-2.33; p=0.02) in reported knowledge of simply ac-
cessing the pathway located on the intranet or through
email and printed copy—from 71.2% to 93.9%. Pre-
intervention, 39.6% of clinicians stated they “often” or
“always” document pain scores. In the post-interven-
tion survey, a statistically significant increase was noted
in the proportion of clinicians who stated that they
“often” or “always” document pain scores with 63.3%
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of respondents selecting these options
(Wilcoxon Signed-Ranks Test, Z=-2.31; p=
0.021).

Figure 3. Knowledge Assessment of Providers Pre- and Post-
Implementation

90%

Perceived barriers to applying EBP also
decreased. Time factors as an issue de-

76%

84.40%
81.30%

78%

80%

creased from 67.4% to 45.5% (p>0.05),
lacking interest in applying EBP decreased
from 7% to 0% (p>0.05), and lacking sup-
port in applying EBP decreased from 18.6%
to 6.1% (p>0.05). Overall, the proportion
of providers reporting no perceived barriers
increased by 21% (P>0.05) from the pre-
to post-intervention surveys. (Figure 2)

The pre- and post-intervention surveys
asked providers to rank how confident they
were in their ability to diagnose headache
and migraine and their ability to reference
professional society guidelines for pediatric
headache management. While there were
no significant differences pre- and post-in-
tervention, there was elimination of the
providers’ response of “Never” regarding
these 2 areas in the post-survey.

An assessment of clinician knowledge

70%

60%

50%

40%

30%

20%

10%

0%

Headache: Pain
causes disability
in daily activities

72%

63%

43%

Migraine Without ~ Migraine Without ~ Migraine Without Migraine With
Aura: >5 years, Aura: 2/4 Aura: 1 of Aura: > reversible
2-72 hours diagnostic nausea/vomiting, symptom

criteria photophobia/

phonophobia
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was performed by matching the correct
diagnosis with various symptoms/presen-
tations of headache and migraine with and without
aura, and statistical significance was assessed using an
exact sign test for nominal data. There was an increase
in migraine without aura diagnosis post-implementa-
tion with an increase from 43% to 63% of clinicians
correctly identifying the criteria (eg, more than 5 head-
aches per year lasting 2-72 hours [p= 0.002]). There was
also an increase from 69% to 78% of clinicians correctly
identifying 2 of 4 criteria required for diagnosis of head-
ache/migraine (p= 0.001). An increase was noted from
64% to 81% of clinicians identifying the significance
of nausea, vomiting, photophobia/phonophobia as dia-
gnostic criteria for migraine (p= 0.002). Clinicians cor-
rectly identifying the criteria for diagnosis of migraine
with aura increased from 67% to 84%, however, this
was not statistically significant (p>0.05). (Figure 3)

Discussion

Accurate diagnosis of the type of headache syndrome
and appropriate management in children can present
a challenge in the UC setting due to lack of prior patient
relationship and time constraints. Prior to this project,
it was unclear how much provider knowledge and/or
confidence surrounding EBP guidelines for the treat-
ment of pediatric headaches may have affected appro-
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priateness of care for children presenting to our UC
centers with acute headaches. We found that this pro-
vider group appropriately treated headaches between
36% and 44% of the time, which is far above the na-
tional average for guideline adherence of 14%.! This
may be due to the practice environment since the proj-
ect was conducted in a pediatric specialized network of
UC centers. Given this level of clinician performance
prior to project implementation, facilitating further im-
provements presented a challenge. Although the pro-
portion of patient encounters where the treatment was
appropriate did not change during the project, clini-
cians’ level of confidence and knowledge increased dur-
ing project implementation.

In the post-assessment survey, clinicians who partici-
pated showed an improvement in their ability to accu-
rately diagnose migraine headaches. A greater proportion
of clinicians reported confidence and ability to educate
families after the project. The finding of an increase in
knowledge and confidence among clinicians in eval-
uation and management of pediatric headaches after the
project implementation suggests that the initiative may
have influenced patient care and outcomes, although
these were not directly assessed in this project.
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Limitations

The findings of this project are limited in several ways.
Data were extracted over less than a 1-year period. Given
high seasonal variation in PUC presentations, it is likely
that there was some heterogeneity in headache presen-
tations between the pre- and post-implementation (eg,
flu season versus summertime with higher rates of
minor trauma). The survey response rate of clinicians
was approximately 40%, therefore, we are unable to as-
sess how this project may have influenced the majority
of the clinicians who did not participate. It is possible,
even likely, that there may be important differences in
practice patterns between the clinicians who did and
did not participate. As with any survey-based project, it
is also uncertain to what extent clinicians reported hon-
estly and engaged fully with the survey questions.

While the project screened over 90,000 patient en-
counters, the number of encounters meeting inclusion
criteria was relatively small, particularly among patients
diagnosed with migraine (n<50 for both periods). Ad-
ditionally, given the retrospective nature of the project,
chart inclusion capture was limited to patients given
an encounter diagnosis of headache and/or migraine,
not exclusive of overlap of additional illnesses or dia-
gnoses. These entries can be recorded by clinical staff
as a symptom and not a diagnosis, which can lead to
erroneously included cases. Conversely, cases where
headache and/or migraine may have been treated with-
out updating the final diagnosis in the encounter would
not have been included.

The study only looked at clinic-administered medi-
cations when assessing EBP guideline concordant care.
Home medications are often given prior to arrival and,
therefore, would not have been captured by our chart
review methodology. Patients may also present with
complaints of a headache or migraine that had since
resolved and have a pain score of zero at the time of as-
sessment. Such presentations would also not necessitate
intervention on the part of clinician, but they would
appear as not EBP guideline concordant care based on
the project’s methodology. Finally, this was conducted
in a pediatric-specialized UC center, and it is unclear to
what extent the findings may be generalizable to non-
specialized UC practice settings.

Conclusion

Education and dispersion of an EBP headache and mi-
graine pathway in our pediatric UC centers facilitated
access to society guidelines for the diagnosis and man-
agement of children presenting with acute headaches.
Clinicians’ confidence and knowledge regarding appro-

wWww.jucm.com

priate care for pediatric headaches improved after im-
plementing the interventions of this quality project as
did familiarity with diagnosis criteria and appropriate
management. The pathway we developed to support
this quality improvement was well received by clini-
cians, and the pathway has been permanently added
to our organization’s clinical references. H

The authors would like to thank Mary Cazzell, PhD, RN, of
Cook Children’s Medical Center for her tremendous assis-
tance, support, and guidance throughout this project.
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ABSTRACTS IN URGENT CARE

Public Perceptions of Artificial
Intelligence Use in Healthcare

Take Home Point: Patient and healthcare workers surveyed
were generally accepting of the use of artificial intelligence
(Al) in medicine. Respondents did express some concern
about the potential impact of Al on the accuracy of medical
decision-making, however.

Citation: Thornton N, Binesmael A, Horton T, et al. Al in
health care: what do the public and NHS staff think? The
Health Foundation. Published July 31, 2024. Accessed Sep-
tember s, 2024. https://www.health.org.uk/publications/
long-reads/ai-in-health-care-what-do-the-public-and-nhs-
staff-think

Relevance: Al is encountering rapid adoption within health-
care forvarious applications. This study aimed to elucidate
opinions regarding the implementation of Al in patient care.

Study Summary: This was a survey commissioned by the
Health Foundation of nationally representative members
of the public (aged 16 years and older) and National Health
Service (NHS) staff members in the United Kingdom (UK)
to learn more about attitudes toward Al. The authors ad-
ministered an online survey and included a booster sample
of 200 UK adults at risk of digital exclusion surveyed
through computer-assisted telephone interviewing.

In all, 7201 members of the UK public aged 16 years
and older and 1,292 NHS staff members responded. 54%
of the public responded with support for the use of Al for
patient care in applications like diagnosing illness and
recommending treatment. A greater proportion (61%) sup-
ported the use of Al for administrative purposes like send-
ing letters or planning staffing.

Amongst the NHS staff surveyed, 76% were in favor of
implementing Al for patient care and 81% for adminis-
trative purposes. The two potential disadvantages of Al
which were most feared by the public were “that healthcare
staff won’t question the Al system’s decision, even if it is
wrong” (30%) and that “Al decisions might not be accurate

Ivan Koay MBChB, MRCS, FRNZCUC, MD, is an Urgent Care
Physician and Medical Lead for Kings College Hospital Urgent
Treatment Centre, London, United Kingdom. He is also the
Convenor for the Ireland and UK Faculty of the Royal New
Zealand College of Urgent Care.

enough, meaning that the wrong decisions could be made”
(28%). Transparency in Al decision making seemed par-
ticularly important for 265-year-old participants. Interest-
ingly, the proportion of individuals who felt that Al would
negatively impact health outcomes did not differ mean-
ingfully according to the age of respondents.

Editor's Comments: This was a large survey of the per-
spectives of the public and healthcare workers in the UK-
the main stakeholders—on the use of Al in patient care.
The depersonalization of healthcare seems to be a par-
ticular concern raised in the study. It is critical that those
who make policy decisions regarding the implementation
of Al take the opinions of such stakeholders into consid-
eration. This survey was limited to respondents in the UK.
It is unclear how these opinions may be generalized to
stakeholders in healthcare of other nations. B

Changing Management of
Toddler’s Fractures to Mirror
Best Evidence

Take Home Point: In this quality improvement project, the
intervention significantly increased the proportion of tod-
dler’s fractures which were treated without cast immo-
bilization.

Citation: Chen S, Holstein J, Samora J. Reducing Rigid Im-
mobilization for Toddler’s Fractures: A Quality Improvement
Initiative. Pediatr Qual Saf. 2024 Apr 3;9(2): e722. doi:
10.1097/p{9.0000000000000722

Relevance: Management of toddler’s fractures has evolved
with increasing evidence that cast immobilization does
not offer benefit over the use of a simple walking boot.
The inherent stability of the fracture pattern confers little
risk of displacement during the healing process and there-
fore, non-casting appears to be a safe, and often preferra-
ble, treatment option.

Study Summary: This was a quality improvement (Ql) proj-
ect conducted at a tertiary care pediatric hospital in Co-
lumbus, Ohio, to increase the proportion of patients with
toddler’s fractures treated without cast. The goal of the
project was to change clinical practice by implementing
evidence-based treatment for toddler’s fractures to de-
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crease overall costs and complications and increase pa-
tient and family satisfaction without compromising patient
outcomes. The intervention involved education for or-
thopedic surgery residents, emergency department (ED),
and UCclinicians to ensure standardization of the process
by reinforcing recognition of toddler’s fractures among all
providers and emphasizing that cast immobilization was
not necessary in the treatment of these stable injuries.
Monthly unblinded compliance data were shared amongst
the orthopedic attendings.

“This project will likely be of
most value in guiding parents’
expectations for the possibility
of non-casting at orthopedics

follow-up.”

The authors noted that after the interventions were im-
plemented, the average percent of patients with toddler’s
fractures treated without rigid cast immobilization in-
creased from the baseline of 45.6% to 90% (P < 0.001).
There was a shift in the percentage of patients with tod-
dler’s fractures who were specifically treated in a boot dur-
ing their first visit to the orthopedic clinics from 4.2% to
52% (P < 0.001). There was also a decrease in the propor-
tion of patients who required a 3-month follow-up visit
from 93% to 65% (P < 0.001). Additionally, by reducing
the need for the follow-up visits, they reduced the need
for follow-up radiographs and radiation exposure for pa-
tients from 65% to 13% (P < 0.001).

Editor’s Comments: This QI project reinforces the impor-
tance of continuing education around current evidence.
While non-cast immobilization of toddler’s fractures is
gaining increasing supporting evidence for its safety, it is
advisable for UC clinicians to consult with local orthopedics
specialists to determine local practice preferences. As ini-
tial immobilization in UC centers usually involves non-cir-
cumferential splinting, this project will likely be of most
value in guiding parents’ expectations for the possibility
of non-casting at orthopedics follow-up. M

Leveraging Artificial
Intelligence in Chest Pain
Triage

Take Home Point: Use of an artificial intelligence (Al) al-
gorithm designed for ED triage led to significant reductions
in ED length of stay (LOS) for patients admitted to the hos-
pital and time until critical cardiac procedures in this qual-
ity improvement study.

Citation: Hinson J, Taylor R, Venkatesh A, et. al. Accelerated
Chest Pain Treatment with Artificial Intelligence-Informed,
Risk-Driven Triage. JAMA Intern Med. 2024 Jul 22: e243219.
doi: 10.1001/jamainternmed.2024.3219.

Relevance: Chest pain remains a common presentation
to ED with over 8 million presentations annually in the
United States (US). However, only 6% of these chest pain
presentations are related to life-threatening conditions.
Al offers promise in accelerating identification of this small,
but possibly critically ill minority.

Study Summary: This was a multisite quality improvement
study, comparing treatment intervals for adult patients
with chest pain before and after implementation of an ar-
tificial intelligence (Al)-informed, outcomes-driven deci-
sion support system for ED triage (TriageGO; Beckman
Coulter). TriageGO used machine learning algorithms to
estimate probabilities for critical care, emergency proce-
dures, and hospital admission using demographics, arrival
mode, vital signs, chief complaints, and active medical
problems as predictors. The system then translated out-
come probabilities to recommended acuity levels accord-
ing to the emergency severity index (ESI) (ie, 1-5, with
lower values indicating higher acuity). Downstream pro-
tocols for diagnosis and treatment of chest pain remained
consistent before and after intervention. The authors per-
formed adjusted analyses using median regression models
to limit confounding factors.

The authors analyzed 12,147 adult ED visits (6,188 be-
fore and 5,959 after implementation of the Al system).
They found that after implementation of the Al triage tool
fewer patients were assigned to high acuity levels 1 or 2
(1,317 [22.1%)] vs 1,708 [27.6%)]) or mid-acuity level 3 (3,263
[54.8%)] vs 4,086 [66.0%]), and more were assigned to
lower acuity with ESI 4 or 5 (1,379 [23.1%)] VS 394 [6.4%)])
(x24 = 771.6; P <.001). Median time to emergency cardio-
vascular procedures was reduced by 205.4 minutes (95%
Cl, 23.0-387.8 minutes), including cardiac catheterization
(by 243.2 minutes; 95% Cl, 43.7-442.7 minutes).
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Editor's Comments: The quality improvement project was
limited as there was no randomization of patients as it was
observational and therefore potential for confounding ex-
ists. The study also did not look at patient-oriented out-
comes such as hospital length of stay or in-hospital or 30-
day mortality. It was presumed that decreased time to
cardiac procedures was for patient benefit, however, that
is uncertain from this data and previous studies have shown
that certain patients have worse outcomes if taken for
emergent cardiac catheterization (eg, patients without
acute coronary occlusion or ST-elevation myocardial infarc-
tion). The main value this Al offered from a chest pain triage
utility standpoint that can be ascertained from the data
presented definitively is that many patients with chest pain
are overtriaged and given unnecessarily high ESI scores.
This makes sense, given that over 90% of patients with
chest pain presenting to the ED, do not have a serious dia-
gnosis. While the use of this Al (and Al in general) for chest
pain triage offers promise in more rapidly identifying critical
patients with chest pain, it’s greater utility for healthcare
resource utilization is likely that it correctly identifies pa-
tients with chest pain who do not require ESI 1-3 designa-
tion and can be seen safely in a less urgent fashion.

Many ED systems currently have an automatic chief
complaint designation ESI protocol and assign any patient
with chest pain an ESI of no lower than 2. It is clear, ho-
wever, that Al can offer a more individualized triage score
for chest pain. Further studies are required to examine
how this affects outcomes and resource utilization rates
as this project focused predominantly on ED LOS. It is con-
ceivable that these uses of Al may be able to identify pa-
tients at ED triage in the future who can safely be diverted
to UC centers as well. |

Continuous Performance
Feedback—Help or
Hinderance?

Take Home Point: Prioritizing person-mediated feedback
yielded superior outcomes compared to computer-medi-
ated feedback in terms of improvements in performance,
motivation, and engagement.

Citation: Giamos D, Doucet O, Léger P. Continuous Per-
formance Feedback: Investigating the Effects of Feedback
Content and Feedback Sources on Performance, Motivation
to Improve Performance and Task Engagement. Journal Of
Organizational Behavior Management. https://doi.org/10.
1080/01608061.2023.2238029

Relevance: Performance, motivation, and engagement are
critical aspects of effective team membership in UC. Feedback
may be delivered in a variety of ways; it’s important for man-
agers and team leaders to understand how deliver feedback
to affect positive changes in these domains. This is especially
important as poorly delivered feedback may be counterpro-
ductive and demoralizing, risking retention of staff.

Study Summary: This study was conducted to ascertain the
effects of feedback content (ie, quantitative vs qualitative)
and feedback source (ie, computer vs in-person), on sub-
jects’ task performance, motivation to improve, and task
engagement in the context of continuous performance feed-
back. The 36 participants aged 18-41 years (mean age = 24
years) were divided into 2 groups: quantitative feedback;
or qualitative feedback. Participants in the quantitative
feedback group received a numerical rating based on their
performance in various tasks, those in the qualitative group
did not receive any. All participants received qualitative
feedback from different sources: a computer (ie, pop-ups),
ora person (ie,, verbally delivered from a person).

The authors found that feedback content has a positive
effect on performance, with participants in the quantitative
group performing better than those who only received
qualitative feedback. Secondly, participants had higher
levels of performance, motivation to improve, and task
engagement when they received continuous performance
feedback from a person rather than a computer. Person-
mediated feedback may have had a more powerful effect
on outcomes because it is accompanied by affective and
social cues.

Editor’'s Comments: This study has many limitations in-
cluding small sample size, limited diversity of participants,
particularly in age, and simulated nature of the tasks. The
study also only rated performance based on a single di-
mension of cognition, working memory and its setting in a
laboratory is unable to recreate real-world work environ-
ments. However, the data do suggest that providing a com-
bination of both quantitative feedback (eg, antibiotic pre-
scribing rates, patients per hour, net promoter score) and
qualitative feedback (eg, “patients don’t feel you explain
their diagnosis clearly”) would likely be most effective. Fur-
thermore, providing this feedback verbally rather than via
e-mail or other digital communication seemed to improve
engagement and motivation—2 highly desirable outcomes
formanagers. It is usually easier on supervisors, especially
if overseeing a large and geographically dispersed staff, to
provide feedback digitally. This paper suggests this con-
venience may come at significant cost and undermine the
fundamental goals of providing feedback. M
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Can a Simple Nasal Spray
Hold the Key to Curing the
Common Cold?

Take Home Point: In this large UK based study, participants
using nasal sprays or gels for respiratory illness treatment
and prevention had shorter courses of illness and less an-
tibiotic use. There was no difference in the frequency of
respiratory infections (URI) between either nasal formula-
tion or the control group. However, subjects randomized
to receive health lifestyle education did have slightly fewer
respiratory infections than the other groups.

Citation: Little P, Vennik ], Rumsby K, et. al. Nasal sprays
and behavioral interventions compared with usual care
foracute respiratory illness in primary care: a randomized,
controlled, open-label, parallel-group trial. Lancet Respir
Med. 2024 Aug;12(8):619-632. doi: 10.1016/S52213-
2600(24)00140-1.

Relevance: Effective, low-cost, non-prescription interven-
tions which can prevent or shorten the duration of symptoms
of viral respiratory infections could have tremendous impact
on population-level health metrics like healthcare utilization
and missed workdays. There is some evidence that mod-
ifying the nasal environment which may hold promise in al-
tering susceptibility to and recovery from viral URIs.

Study Summary: This was a randomized, controlled, open-
label, parallel-group trial in UK based primary care study.
Patients were included from both large and small general
practice (GP) settings in both urban and rural locales. Par-
ticipants were randomized to blocks of 4 trial groups
(1:1:1:1). The 4 intervention groups were: usual care (ie,
control group); gel-based nasal spray; saline nasal spray;
or a digital intervention composed of educational content
through a website which promoted physical activity and
stress management. The gel-based spray was Vicks First
Defense spray (Proctor and Gamble, Harrogate, UK), which
contains a polymer and buffers nasal pH. The saline spray
was Sterinase (Earol, Glasgow, UK), which had the method
of delivery (a pump-action spray) identical to that of the
gel-based spray without potential active excipients (eg,
zinc or copper). The behavioral group had access to a
health and stress management website and were provided
with pedometers to help monitor activity.

The 332 GP practices participated over a 6-month
period. From these practices, more than 13,000 parti-
cipants with at least one co-morbidity were randomly as-
signed to either usual care (n=3,451), gel-based nasal

spray (n=3,448), saline-based nasal spray (n=3,450), or
the behavioral website intervention (n=3,450). The primary
outcome was days of respiratory illness over a 6-month
period. The investigators also compared proportion of pa-
tients who had a URI during the study, missed workdays,
rates of adverse reactions, and rates of antibiotic use. The
results were tracked by surveying the participants at the
end of each month and again at the end of the entire 6-
month study period. The participants were instructed to
use the nasal spray at the first sign of illness or if they
were concerned that they could have been exposed to
someone with a contagious respiratory illness.

The authors found small but significant differences be-
tween groups in several measured outcomes. The control
group and healthy lifestyle education groups had no sig-
nificant difference in symptomatic days over the study
period (8.2 vs. 7.4). The gel based nasal spray group had a
significantly lower number of symptomatic days (6.4 days)
as did the saline nasal spray group (6.5 days). Additionally,
duration of illness in those who did have a URI was sig-
nificantly lower in both the gel group (12.0 days) and saline
nasal spray group (11.8 days) than the usual care group
(15.1 days). Both nasal spray treatment groups also had
small reductions in the proportion with prolonged respi-
ratory illness (>2 weeks) and conversely slightly higher
percentage with respiratory illnesses lasting <1 week.

The number of workdays lost was low in all groups (ie,
<1 day on average) but slightly lower in the nasal spray
groups. Both of the nasal spray intervention groups had
significantly lower risk of receiving antibiotics during the
study period (IRR=0.65 for the saline group and IRR=0.69
forthe gel-based group. The group given access to exercise
and stress reduction education interestingly also had sig-
nificantly lower antibiotic use than the control group. Very
low rates of adverse events were reported in any group,
with the most common being headache reported by 7.8%
of those patients using the nasal gelvs. 4.8% in the control
group and 4.5% in the saline nasal spray group.

Editor’s Comments: There’s much to be said about this
paper, and it’s a complex enough study on perhaps the
most common issue we face in UC that it’s worth a detailed
read. The use of randomization does limit the possibility
of the many confounders that might introduce bias, ho-
wever, there were differences in survey response rates be-
tween groups worth noting. Perhaps the most significant
source of bias and questionably reliable data comes in
the form of recall bias. Participants were asked monthly
to recall their symptomatic days, which is difficult to have
confidence in the accuracy of such an assessment. Fur-
thermore, the similarity between the nasal gel and saline
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spray in many regards suggests much of the difference
may be related to placebo effect rather than a specific
mechanism of the sprays. Participants randomized to
groups other than the control group may have been more
inclined to take other measures to prevent or shorten du-
ration of illness (eg, washing their hands more often after
a possible exposure to a virus).

“Consider using the data from
this study with your patients to
advocate for a nasal spray in
lieu of an antibiotic.”

Perhaps most noteworthy is the observation that both
nasal spray groups and the healthy lifestyle education
group used between 25-35% fewer antibiotics during the
study period. This points to the importance of patients
who are sick feeling that they are actively doing something
(ortaking something) they believe will address theirillness.
The patients who were randomized to the nasal spray
groups and healthy lifestyle education groups sought med-
ical care less and reported less belief in the value of anti-
biotics for theirillnesses. These are perhaps the most sa-
lient findings. Equipping patients with benign
interventions which may help to shorten and reduce sev-
erity of symptoms and specific education about maintain-
ing healthy habits may be largely a placebo effect, but
this is a less risky placebo to provide for simple URIs than
a prescription for non-indicated antibiotics. Consider using
the data from this study with your patients to advocate for
anasal spray in lieu of an antibiotic. Afterall, you can point
to this study demonstrating its efficacy—because the pa-
tient’s belief in your prescription and recommendations
is likely what matters most. |

Are Physicians Still the Best
at Early Diagnosis of Sepsis?

Take Home Point: In this study, physician gestalt during
the first 15 minutes after arrival of ED patients outperformed
usual screening tools and an Al tool in identifying sepsis
among critically ill, undifferentiated medical patients.

Citation: Knack S, Scott N, Driver B, et. al. Early Physician
Gestalt Versus Usual Screening Tools for the Prediction of
Sepsis in Critically Ill Emergency Patients. Ann Emerg Med.

2024 Mar 25: S0196-0644(24)00099-4. doi: 10.1016/j.an-
nemergmed.2024.02.009

Relevance: Early identification and treatment of sepsis im-
proves clinical outcomes. There are several scoring tools
used to identify patients with possible sepsis which have
been used over the years. The relative accuracy of these
tools compared to clinician gestalt is a topic of frequent
debate, especially given the increasing prevalence of pop-
up alerts and alarms from the electronic medical record
(EMR) intending to warn about the possibility of sepsis.

Study Summary: This was a single center ED based pro-
spective study, based in an academic urban hospital in
Minneapolis, Minnesota. The authors recorded the initial
treating physician’s ST-elevation myocardial infarction for
sepsis in patients and compared them with screening tools,
including SIRS, gSOFA, SOFA, and MEWS, which were cal-
culated retrospectively. Additionally, a machine learning
model for variable selection called Least Absolute Shrink-
age and Selection Operator (LASSO) was also compared.
The clinicians were physicians or senior residents who
completed avisual analog scale (VAS) response indicating
their suspicion of sepsis at <15 minutes and then again at
60 (+/-15) minutes after the patient presented to the ED.

The authors identified 275 patients (11%) out of the
2,484 patients screened who ultimately had a discharge
diagnosis of sepsis. They found that physician gestalt within
15 minutes of ED arrival outperformed other sepsis screen-
ing methods, including the Al/machine learning algorithm.
Physician gestalt remained superior to all scoring systems
for up to 1 hour. The area under curve (AUC) for physician
gestalt was 0.90 compared to 0.84 for LASSO (the Al algo-
rithm) and 0.67 for SIRS, SOFA and qSOFA scores.

Editor’s Comments: This was an ED based study with emer-
gency medicine physicians. It is unclear to what extent these
results would be generalizable to UCand non-physician cli-
nicians. Initial assessment of potentially critically ill patients
relies on many pieces of data which are difficult to quantify
(eg, the degree to which a patient appears acutely ill or
toxic). Given the limited objective data points available in
the first hour of patient presentation, it is unsurprising that
an experienced emergency physician outperforms algo-
rithms that rely on qualitative data points. This study sug-
gests thatin an ED setting physician judgment should trump
score-based predictions of sepsis when it comes to treat-
ment decisions. Further research about the ability of non-
physician and UC clinicians in comparison to these models
would be helpful to determine if such models may improve
early recognition of sepsis in UC settings. M
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INSIGHTS IN IMAGES

CLINICAL CHALLENGE: CASE 1

Challenge your diagnostic acumen: Study the following x-rays, electrocardiograms, and photographs and consider what
your diagnosis might be in each case. While the images presented here are authentic, the patient cases are hypothetical.
Readers are welcome to offer their own patient cases and images for consideration by contacting the editors at
editor@jucm.com.

30-Year-Old With Foot Inversion Injury

Figure 1.

A 30-year-old man presents to urgent care with lateral ankle Review the images and consider what your diagnosis
pain and swelling after a foot inversion injury he sustained  and next steps would be. Resolution of the case is described
while hiking. A mortise view x-ray of the ankle is ordered. on the following page.

Acknowledgment: Images and case provided by Experity Teleradiology (www.experityhealth.com/teleradiology).
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Figure 2.

Differential Diagnosis

u Lateral ankle sprain

= Fracture of the distal fibula

= Fracture of the lateral base of tibia at the
syndesmosis

Diagnosis

The correct diagnosis in this case is a fracture of the lat-
eral base of tibia at the syndesmosis. The image reveals
fragmentation of the lateral base of the tibia at the syn-
desmosis with diffuse ankle swelling. Syndesmosis in-
juries occur when there is a disruption of the distal at-
tachment of the tibia and fibula. These injuries occur
commonly, especially with athletic activity. There are 4
classic fracture fragments: medial malleolus; anterior
malleolus; lateral malleolus; and posterior malleolus.

What to Look For

u The syndesmosis is the articulation between the
distal tibia and fibula and is comprised of 2
ligaments:

RESOLUTION

Pearls for Urgent Care Management

e The anterior-inferior tibiofibular ligament, which
originates from anterolateral tubercle of tibia and
inserts on anterior tubercle of fibula

e The posterior-inferior tibiofibular ligament, which
originates from posterior tubercle of tibia and
inserts on posterior part of lateral malleolus

Evaluation of x-ray should inspect the origination

and insertion points of these ligaments for

disruption as a result of injury

Evaluate for neurologic or vascular compromise
Initial treatment includes splint immobilization
(ankle at 9o degrees)

Pain management should include ice, elevation, and
pain medications

Stable joint patterns likely will heal with
immobilization alone

Unstable joint patterns likely will require surgical
intervention, and orthopedic referral is indicated
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/\/ CLINICAL CHALLENGE: CASE 2

38-Year-Old With Foot Rash

A 38-year-old man presents to urgent care for a pruritic View the image above and consider what your diagnosis
rash that developed on his feet over the last week. The and next steps would be. Resolution of the case is de-
rash is worse on his left foot than the right. He frequently  scribed on the following page.

works out and showers at the gym before going to work.

On examination, fine, powdery, scaly plaques are seen

on his soles and insteps. He otherwise appears well and

has no systemic symptoms.

Acknowledgment: Image and case presented by VisualDx (www.VisualDx.com/jucm).
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RESOLUTION

Differential Diagnosis

= Allergic contact dermatitis
® Candidiasis

= Pitted keratolysis

® Tinea pedis

Diagnosis

The correct diagnosis in this case is tinea pedis, more
commonly known as “athlete’s foot,” which is a localized,
superficial fungal infection. The dermatophytes responsible
for most cases of tinea pedis include Trichophyton rubrum,
Trichophyton mentagrophytes, and Epidermophyton flocco-
sum.The condition is more common in men and in athletes
who use community showers in locker rooms and/or wear
occlusive footwear that creates humid conditions around
the foot.

What to Look For

= Tinea pedis has a varied clinical presentation but most
often involves the web spaces and soles of the foot

= The rash may be asymptomatic or have varying degrees
of pruritis

= Trichophyton rubrum may present with a red, scaly,
moccasin-like plaque on the sole

= Interdigital cracking and maceration may be present
and lead to secondary bacterial infection

Pearls for Urgent Care Management

m Consider performing a KOH (potassium hydroxide) eval-
uation for confirmation of the diagnosis

= [nitial treatment should be with an antifungal agent with
antidermatophyte activity

= Examplesinclude azoles, allylamines, ciclopirox, bute-
nafine, and tolnaftate
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CLINICAL CHALLENGE: CASE 3

16-Year-Old With History Of Orchiopexy

GRURRRLERRK Gsi [ aRI N Gn| NoRi NARERGRAISTS| Guktgas A
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Figure 1: Initial ECG

A 16-year-old male with a history of orchiopexy presents View the ECG captured above and consider what your
with syncope. He denies chest pain or shortness of breath.  diagnosis and next steps would be. Resolution of the case
An ECG is obtained. is described on the next page.

Case presented by Catherine Reynolds, MD, McGovern Medical School at UTHealth Houston.

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

ECGY¥STAMPEDE
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RESOLUTION
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Figure 2: rSR’ pattern in V1-V2 (asterisks) and wide/slurred S wave in the lateral leads (I, V6) (arrowheads) indicates the presence of a right bundle
branch block morphology. QRS duration less than 120 msec makes this an incomplete right bundle branch block.

Differential Diagnosis

m ST-elevation myocardial infarction (STEMI)
m Left ventricular hypertrophy (LVH)

m Right bundle branch block (RBBB)

® Incomplete right bundle branch block (iRBBB)

m Left bundle branch block (LBBB)

Diagnosis

The diagnosis in this case is incomplete right bundle
branch block. The ECG reveals a regular rhythm at a rate
of 70 beats per minute. There is a normal axis. The axis of
the p wave appears to be different in the first 5 beats,
likely from an ectopic atrial focus, whereas the remaining
beats appear to be sinus. The QRS complex duration is
between 100-110 msec. There is an rSR’ pattern in V1-V2
and a wide/slurred S wave in the lateral leads (I, V6). The
RBBB morphology with a QRS duration less than 120 msec
indicates the presence of an incomplete right bundle
branch block. There are no signs of ischemia.

Discussion

With a right bundle branch block, conduction through the
right bundle is compromised, while the left bundle is un-
affected. As the ventricles depolarize, conduction passes
through the left bundle normally, across the left ventricle
and through the myocardium to depolarize the right ven-
tricle. Electrocardiographically, this creates a normal ap-

pearing early part of the QRS followed by a second R-wave
(R’) in the anterior precordial leads, and a slurred S-wave
in lateral leads as the conduction moves slower through
the right ventricle.* This slower-than-normal conduction
results in a wide QRS (greater or equal to 120 msec). RBBB
can be caused by a variety of problems including ischemia,
fibrosis, calcifications, infiltrative disease, electrolyte dis-
turbance, orimpaired vascular supply.

Alternatively, an incomplete right bundle branch block
has the same morphology as a right bundle branch block
but with a QRS duration less than 120 msec. Itis relatively
common, especially in young people and males, but can
affect people of all ages. One study on Swiss military con-
scripts with a mean age of 19 found an iRBBB prevalence
of 13.%.2 While a RBBB has many dangerous causes,
causes of iRBBB are most commonly benign. Often, iRBBB
in the young, healthy population results from exercise-in-
duced right ventricular remodeling and increased right
ventricular free wall thickness, especially in athletes doing
endurance exercise.

Because iRBBB is rarely pathologic, the clinical context
is important to consider. Rare causes of iRBBB are struc-
tural abnormalities like atrial septal defect or conduction
defects like Brugada syndrome or pre-excitation. In cases
with a negative personal and family history and normal
physical exam, iRBBB does not need further evaluation.
However, if abnormalities are found on clinical exam, a
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‘A patient with IRBBB and a
negative personal and family
history for cardiac disease, as

well as a normal physical exam,
does not need further
evaluation.”

transfer should be initiated to further evaluate for cardiac
disease.?

What to Look For

= RBBB is defined by RSR’ in V4 or V5, S-wave of greater
duration than R-wave or 4oms in leads | and V6, and
QRS duration greater than or equal to 120 msec.

= Anincomplete RBBB shares the same morphology as
a RBBB, but with a QRS duration less than 12o0ms.

RESOLUTION

Pearls for Initial Management, Considerations for

Transfer

= Incomplete right bundle branch block is typically be-
nign but should be interpreted in the clinical context.

= A patient with iRBBB and a negative personal and
family history for cardiac disease, as well as a normal
physical exam, does not need further evaluation.

= Patients with an iRBBB and abnormalities on clinical
exam that could be related to cardiac disease should
be transferred to a hospital for cardiology consultation
and an echocardiogram.
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REVENUE CYCLE MANAGEMENT

|CD-10-CM: What's New for 2025

M Phyllis Dobberstein, CPC, CPMA, CPCO, CEMC, CCC

the ICD-10-CM codes. The most recent changes went

into effect on October 1, 2024. There is no grace period.
Because ICD-10-CM codes are date-specific, claims prior
to date of service October 1, 2024, need to use the codes
for that time period, switching over to the update on the
exact day.

While ICD-10-CM codes are updated semi-annually, the
major updates occur in October. Changes include 252 new
codes, 36 code deletions, and 13 code revisions. There are
several things to ask yourself each time an update comes out.

® Guidelines: Have the rules changed? The official ICD-
10 guidelines for fiscal year 2025 are found on the
Centers for Medicare & Medicaid Services website.?
Narrative changes appear in bold text, items under-
lined have been moved since the prior version, and
italics are used to indicate revisions to headings.

m Revisions: Does the code mean the same thing as it
did last year? Revisions are important because they
involve a change in description versus a change in
code number.

u Deleted Codes: Do you need to document with more
detail? Deletions are usually done in combination
with the creation of new codes when digits are added
to an existing code to be even more specific.

u New Codes: Should you be using a completely differ-
ent code now? Sometimes, instead of the addition of
digits, a brand new category may be created in a com-
pletely different section of the ICD-10-CM code set.

Let’s review some of the changes that may be pertinent
to urgent care.

\/\Ie are heading into fall, and fall starts with updates to

ICD-10 Changes for Urgent Care
New codes were added for presymptomatic diabetes for

Phyllis Dobberstein, CPC, CPMA, CPCO, CEMC, CCC, is RCM
Compliance Manager at Experity.

early-stage type 1 diabetes that predates the onset of

symptoms.
= E10.A0 Type 1 diabetes mellitus, presymptomatic,
unspecified
® E10.A1 Type 1 diabetes mellitus, presymptomatic,
Stage 1
® E10.A2 Type 1 diabetes mellitus, presymptomatic,
Stage 2

“Sometimes, instead of the addition of
digits, a brand new category may be
created in a completely different section
of the ICD-10-CM code set.”

Under eating disorders, there are several new codes for
anorexia nervosa, restricting type (F50.010-F50.019), binge
eating/purging type (F50.020-F50.029), bulimia nervosa
(F50.20-F50.25), and binge eating disorder (F50.810-
F50.819). Also new are F50.83 for pica in adults and F50.84
for rumination disorder in adults.

There are several new codes for diseases of the muscu-
loskeletal system and connective tissue. New 6-character
codes were added to specify the location of pain under
thoracic, thoracolumbar, and lumbosacral intervertebral
disk disorders (Ms51). Under synovitis and tenosynovitis
(Mé65), several sth- and 6th-character codes were added
to allow the practitioner to specify the location of the un-
specified synovitis and tenosynovitis.

An exclusion note was added to ICD-10-CM N39.0 (urinary
tract infection, site not specified). If the urinary tract infection
is of a specified site, use one of the following: cystitis
(N30.-); pyonephrosis (N13.6); or urethritis (N34.-).

One new code was added for anosognosia (R41.85). Pa-
tients with this condition are unaware of their health con-
ditions or problems, often due to dementia or Alzheimer
disease. Additionally, 2 new social determinants of health
codes for insufficient health insurance coverage (259.71)
or welfare support (Z59.72) were added.
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REVENUE CYCLE MANAGEMENT

B 768.51  BMI pediatric, less than sth percentile for

age
w m 768.52 BMI pediatric, 5th percentile to less than
Remember to document 85th percentile for age
and code as speciﬁcally as you can m 768.53 BMI pediatric, 85th percentile to less than
. 95th percentile for age
fOI’G clean claim fl’OlTl the start. m 768.54 BMI pediatric, 95th percentile for age to
With clean cla/'ms, less than 120% of the g5th percentile for
age
revenue Cyde managemem‘ m 768.55 BMI pediatric, 120% of the g5th percentile
accelerates,and administrative UBFEER D3 Ui 246 BiLAS D PR
. centile forage
burdens decrease. m 768.56 BMI pediatric, greater than or equal to

140% of the g5th percentile for age
Rememberto document and code as specifically as you
can for a clean claim from the start. With clean claims,
The change expected to impact urgent care the mostis | revenue cycle management accelerates, and admin-
changes to report body mass index (BMI) for pediatric patients. | istrative burdens decrease. ®
Two codes were added for identifying pediatric BMI percent-
iles. BMI pediatric codes are used for patients age 2 to 19 ?.ecf::i:::for Medicare & Medicaid Services website. FY 2025 ICD-10-CM Coding
years of age and are based on the growth charts published | Guidelines. 2024. Accessed at: at https://www.cms.gov/files/document/fy-
by the Centers for Disease Control and Prevention. e el Gote U s
The descriptions for this range of codes are now:
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DEVELOPING DATA

Few Misused Rx Drugs Are Prescribed

in Urgent Care

M Alan A. Ayers, MBA, MAcc

DRUG CLASSES

Opioid Pain Relievers Stimulants

~1in 1,000 ~5in 1,000

0.11% of total prescriptions

written written

0.51% of total prescriptions

Depressants

~6in 10,000

0.06% of total prescriptions
written

8 8 .70/0 of centers had

no prescriptions written

8 5 . 50/0 of centers had

no prescriptions written

81 . 10/0 of centers had

no prescriptions written

Examples: Dilaudid, Lorcet,
Lortab, OxyContin, Percocet,
Percodan, Tylox, Vicodin

Ritalin

Examples: Adderall, Concerta,

Examples: Librium, Valium,
Xanax

the most common prescription drugs that are mis-

used fall into 1 of 3 categories:

® opioid pain relievers/narcotics;

® depressants; and

® stimulants.

Experity EMR data encapsulating 17,526,083 pre-
scriptions written at 3,037 urgent care centers from
January 1to August 20, 2024, shows the vast majority
of urgent care centers do not prescribe these medi-
cations at all, and of those that do, these medications
represent a very small percentage of total prescriptions
written by those practices.

According to the United States Department of Justice,

For example, accounting for all forms and dosages
of the stimulant drugs amphetamine/dextroamphe-
tamine (Adderall) and methylphenidate (Concerta,
Ritalin), only 14.5% of urgent care centers provided
even 1 prescription, meaning 85.5% did not prescribe
these medications at all. And of those who did provide
prescriptions, these drugs constituted only 0.5% of
all prescriptions written, which is equal to approx-
imately 5 in 1,000 prescriptions. The Department of Jus-
tice states: "An estimated 36 million U.S. residents aged
12 and older abused prescription drugs at least once in their
lifetime. M

and Senior Editor of The Journal of Urgent Care Medicine.

Alan A. Ayers, MBA, MAcc is President of Urgent Care Consultants
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