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17 Diagnosis and Management of Flexor
Digitorum Profundus Tendon Avulsion
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Forced hyperextension of a flexed digit may strain or rupture the flexor
digitorum profundus tendon from the distal phalanx. Prompt diagnosis
and treatment of acute injury are key in the prevention of permanent
finger dysfunction.
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William Beauchamp, DO
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Urgent Care Clinician Procedural
Benchmarking Survey Results

M Patrick O’Malley, MD; Albert Botchway, PhD; Laurel Stoimenoff, PT (ret.); and Lindsey E. Fish, MD,

on behalf of the College of Urgent Care Medicine

ver the past 15 years, there have been significant

changes in urgent care (UC) medicine. First and fore-

most, this is a rapidly expanding field of medicine as
urgent care centers now provide more than 200 million
visits a year performed in more than 14,000 locations.
Additionally, urgent care centers have transitioned from
54% physician owners to only 27% physician owners
over the same time period.* Urgent care clinicians are
now comprised of 85% nurse practitioners (NPs) and
physician assistants (PAs) and 15% physicians. Mean-
while, billing codes demonstrate decreased complexity
of care and lower reimbursement. Procedurally, fewer ra-
diographs are ordered, and fewer lacerations are re-
paired.?

Further, published data does not exist to examine
other procedural or medical complexity aspects of care
in the urgent care setting, so the underlying reasons for
these changes—which are likely multifactorial—have
never been specifically investigated. Training programs
for physicians who may ultimately practice in the urgent
care setting frequently include and evaluate procedures
and procedural confidence.3 Procedures performed by
advanced practice clinicians in other settings including
emergency departments and intensive care units have
been examined“ and demonstrated that procedural con-
fidence grows with experience and leads to greater inde-
pendence.’

The College of Urgent Care Medicine (CUCM) serves as
the professional organization for all designations of ur-
gent care clinicians. CUCM, in collaboration with the Ur-
gent Care College of Physicians, represents and serves
the urgent care clinician community through activities fo-
cused on advancing the specialty and inspiring excel-
lence through clinical research, clinical education,
clinical practice guidelines, and clinician integration into
healthcare systems.® CUCM has identified specific proce-
dural competencies that are expected of practicing ur-
gent care clinicians.”

Patrick O’Malley, MD, is an emergency physician and
creator of The Laceration Course and The Abscess Course
from EB Medicine.

Albert Botchway, PhD, is a Research Associate Professor
and Director of the Division of Statistics and Informatics
at Southern Illinois University School of Medicine.

Laurel Stoimenoff, PT, provides administrative support
to the College of Urgent Care Medicine and the Urgent
Care College of Physicians.

Lindsey E. Fish, MD, is the Medical Director of Denver
Health’s Pefia Urgent Care Clinic in Denver, Colorado, an
Associate Professor of Medicine at the University of
Colorado School of Medicine, and is Editor in Chief of
JUCM.

With financial support from an Urgent Care Foundation
grant, we aimed to identify the current state of urgent
care clinicians’ confidence in common urgent care proce-
dures designated by CUCM as essential skills and the
factors that impact this confidence. The intention was
that this would become the benchmark survey of proce-
dural confidence of current practicing urgent care clini-
cians.

Not Enough Scientific Power

As this was the first urgent care clinician survey con-
ducted in this area, we encourage you to read, review,
and reflect on the findings. Unfortunately, as we only had
a response rate of 7.9% of CUCM members, the survey is
not powerful enough to draw generalizable conclusions
(response rate below 10%). When performing a research
survey, researchers generally need a response rate of at
least 25-30% to be considered good and >50% to be con-
sidered excellent. Despite this, we believe these findings

www.jucm.com
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are important to share with the wider urgent care com-
munity. We encourage you to participate in research sur-
veys in the future to help grow the body of urgent care
original research.

What We Found
We administered this voluntary online survey (from Sep-

tember 22, 2023, through December 19, 2023) in compli-

ance with research guidelines with questions that had a

scaled response for confidence (0-10), with 10 being “ex-

tremely confident.” If a respondent identified their level
of confidence as a 7 or less, the survey was triggered to
ask for the most relevant reason as to their lower level of
confidence. The survey request was sent to the 2,922
CUCM clinicians, specifically; 156 (5%) doctors of osteo-
pathic medicine (DOs); 922 (32%) doctors of medicine
(MDs); 839 (29%) NPs; and 1,005 (34%) PAs.

The overall response rate was 7.9% (230/2,922), with
responses from 119 (51.7%) MD/DOs; 45 (19.6%) NPs;
and 66 (28.7%) PAs. The survey asked about confidence
in 24 common urgent care procedures.

When analyzing all respondents collectively, we found
that as a group, urgent care clinicians overall said they
feel confident in the following procedures:

1. Laboratory test interpretation

2. Pelvic examination, including vaginal foreign body

removal

3. Removal of foreign body, ear and nose

4. Fracture splinting or durable medical equipment

placement

5. Subungual hematoma trephination

6. Incision and drainage (abscess, hematoma,

paronychia)

7. Ingrown nail excision

8. Superficial laceration repair

9. Facial lacerations

10.Subcutaneous sutures

11. Digital blocks

12.Nursemaid’s elbow reduction

13.Non-displaced and/or minimally displaced frac-

tures, initial evaluation and care

However, when each clinician degree group (MD/

DO, NP, PA) was analyzed discretely, some showed less
confidence in certain procedures. The procedures with
high confidence that were common among all groups
included:

1. Laboratory test interpretation

2. Pelvic examination, including vaginal foreign body

removal

3. Removal of foreign body, ear and nose

“Itis critical that urgent care leaders
understand that there appears
to be significant variability in
procedural confidence based on
professional degree.”

4. Fracture splinting or application of durable medical

equipment

5. Subungual hematoma trephination

6. Incision and drainage (abscess, hematoma,

paronychia)

7. Superficial laceration repair

8. Digital blocks

9. Initial evaluation and care of non-displaced and/or

minimally displaced fractures

In comparing participant responses by training de-
gree, there were some significant differences. NPs had
increased odds of being less confident than MD/DOs in
initial x-ray interpretation, electrocardiogram (ECG) inter-
pretation, removal of corneal foreign body, removal of
foreign body (eye), anterior nasal packing, ingrown nail
excision, facial lacerations, subcutaneous sutures, digi-
tal blocks, nursemaid’s elbow reduction, and phalangeal
dislocation reduction. NPs had increased odds of being
more confident than MD/DOs in placement of an IV,
management of an IV, and complication/awareness of
IVs. PAs had increased odds of being less confident than
MD/DOs in initial x-ray interpretation, ECG interpretation,
and ingrown nail excision.

Confidence increased with years of experience in ur-
gent care medicine with the following exceptions: place-
ment of an IV, management of an IV,
complication/awareness of an 1V, and follow-up of non-
displaced and/or minimally displaced fractures. Ad-
ditionally, confidence increased with years of experience
for pelvic examination including removal of vaginal for-
eign body, subungual hematoma trephination, and digi-
tal blocks. The most common reasons for low confidence
in all procedures were lack of training/knowledge and
that the procedure is not offered in their urgent care
center.

Our Interpretation

Among the 230 urgent care clinicians who participated in
this survey, we found high confidence in several com-
mon procedures with the greatest confidence reported in
laboratory test interpretation, incision and drainage, and

6 JUCM The Journal of Urgent Care Medicine | October 2025
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superficial laceration repair. Additionally, we identified
several common procedures where confidence was
lower, including placement of an IV, Morgans Lens irriga-
tion, and removal of corneal foreign body. A contributing
factor to these varying levels of confidence was training
degree. This may reflect differences in the prerequisites
for entering degree programs and the components of the
degree programs themselves. For example, NPs are
highly confident in IV-related procedures, likely due to
their years of experience as nurses prior to entering NP
programs, which differs from both MD/DO and PA train-
ing programs. It is critical that urgent care leaders under-
stand that there appears to be significant variability in
procedural confidence based on professional degree.
Understanding common procedures where increased
confidence is necessary would be beneficial in the crea-
tion of onboarding and training programs for clinicians
when they begin their work in urgent care.

Years of practice in urgent care medicine appears to
improve confidence in most urgent care procedures,
which likely indicates that experience in the field also in-
creases confidence. While confidence does not confer
competence, there may be benefits to have experienced
urgent care clinicians help train and assist newer urgent
care clinicians. This may be challenging as the number of
urgent care centers rapidly expands and more clinicians
are needed. Of note, our participants had on average
more than 10 years of clinical and urgent care experi-
ence, which indicates the need for proactive evaluation
of procedural skills and continued opportunities for
growth in this field even after many years of experience.

While the greatest reason for not having confidence in
certain procedures was lack of training, we identified
that many of the procedures were not offered at the re-
spondents’ urgent care center and/or are out of scope of
care established by the organization or medical leader-
ship. Further research is needed to understand the rea-
sons behind why these services are not offered at the
centers. Additionally, due to the fast-paced and busy
clinical environment, many participants indicated that
time and other clinical resources were limitations to per-
forming these procedures. Overall, lack of procedural
confidence may be contributing to the decreasing com-
plexity and scope of urgent care medicine.

Conclusion

While our survey did not hold enough power for general-
izability to the wider urgent care community, it does indi-
cate several common urgent care procedures in which
clinicians are highly confident as well as those proce-
dures in which the clinicians identified lower

“Overall, lack of procedural
confidence may be contributing to
the decreasing complexity and
scope of urgent care medicine.”

confidence.® This information can help direct the focus
for future educational programs for urgent care clinicians
as well as future research into procedures performed in
urgent care centers. Additionally, for our readers, we
place a call to action to actively participate in future sur-
veys to ensure strong original research in urgent care
medicine.
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You Can Use Now

M Alan A. Ayers, MBA, MAcc

My Al Journey and Practical Lessons

ning bolt but a slow current—a series of small jolts. |

kept encountering people who seemingly talked
about Al all the time—fluent in the lingo and referred to
by others as “Al gurus.” From their conversations, it was
clear they were putting Al into real operations—analyzing
data, streamlining tasks, even building custom Al tools
and agents. But it was still as if they were harboring a
secret.

| realized these weren’t magicians. They simply had
been quietly putting in the hours and experimenting with
Al the way you’d practice a new language—through im-
mersion and actively conversing with the tool.

Meanwhile, | was still treating Al like an academic topic
to speak and write about, not a daily habit | lived. I’d in-
formed the industry on organization-level uses—front
desk automation, ambient scribes for charting, revenue
cycle intelligence—but when it came to my own leader-
ship habits, the technology wasn’t yet “real” to me.

It finally hit me: if my peers can differentiate them-
selves by their mastery Al and | haven’t, then I’'m the one
falling behind.

Every leader is starved for time. | didn’t have hours to
wander the internet “playing with prompts.” | needed
practicality and structure. To jumpstart my skills and put
Al straight to work, | enrolled in a professional education
program at Rutgers University. The insights gained from
the course were far greater than | had imagined.

M y artificial intelligence (Al) awakening wasn’t a light-

Why Building Al Skills Is Critical
In business, credibility comes from results. It’s results

Alan A. Ayers, MBA, MAcc, is President of Urgent Care
Consultants and Senior Editor of JUCM.

that bring value to organizations. And results are tilting
toward those who can work with Al.

In a healthcare context, Al may refer to rules engines,
optical character recognition, or machine learning algo-
rithms, for example. When | reference Al here, | mean ev-
eryday tools that read and write text—like ChatGPT or
Google Gemini. You give them instructions, and they pro-
duce drafts, summaries, comparisons, and outlines you
can edit.

This type of Al has formed a wedge that’s splitting the
workplace. The “Al haves” pair their experience and
knowledge with Al to deliver smarter, faster results, mak-
ing themselves indispensable. The “Al have-nots,” ho-
wever, are stuck in the past—less productive, less
creative, and ultimately, less relevant. This growing gap
is separating people whose careers will soar from those
who may stall and eventually fade.

The data mirrors my prediction. Microsoft’s 2024 Work
Trend Index found that three-quarters of global knowl-
edge workers use generative Al at work, and many are
bringing their own tools because they don’t want to wait
for a corporate plan. At the same time, just over half of
employees who use Al say they’re reluctant to tell their
managers they’re applying it to important tasks. If usage
is surging and disclosure is lagging, the divide between
Al haves and have-nots will widen invisibly—and
quickly.r2

There’s a performance story here, too. A Pricewater-
houseCoopers global analysis reported that industries
most exposed to Al are already seeing roughly 3 times
higher growth in revenue per employee than the least ex-
posed sectors—a directional signal that capability with
Al'is translating into business outcomes.3 Controlled
studies echo this at the task level: When call-center
agents were given an Al assistant, productivity rose
about 14% overall with the largest gains for less-experi-
enced workers. Also, in professional writing tasks, ac-
cess to ChatGPT cut task time by around 40% and
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improved quality by about 18%.45

If you lead in urgent care—running center operations,
managing throughput, supervising providers, or oversee-
ing revenue cycle—that’s the difference between keep-
ing up and quietly slipping behind. Past success doesn’t
guarantee future relevance.

Quiet Adoption

Quiet adoption is the grassroots trend of employees in-
dependently using public Al tools to work faster and
smarter without any official company mandate. This is
happening for a simple reason: Facing immense pres-
sure to be more productive, employees are using easily
accessible Al to speed up their tasks and are no longer
waiting for their companies to catch up.

The primary risk of quiet adoption is security vulner-
ability created when employees input confidential com-
pany data or HIPAA-protected patient information into
unsecured, public Al platforms without any oversight.

If people are already using Al but not saying so,
leaders should do 2 things now:

® Open a dialogue. Acknowledge Al is being used.
Invite teams to share what tools they’re trying and
how they’re using them, and make it safe to surface
both wins and misses.

m Set guardrails. Be clear about what data is off-
limits, when human review is required, and how to
cite or verify sources. Focus on security and ethics—
not bans that drive usage underground.

Bring Al to Every Task
There’s no user’s manual for exactly how Al will help your
work. You only discover that by applying it to real tasks—
again and again—until you figure out what works and
what doesn’t. Some days | spent hours trying to make Al
deliver, only to realize the task wasn’t a fit and moved
on. That time isn’t wasted. It’s how you learn the terrain.

As an emerging technology, Al’s capabilities are un-
even and unpredictable. It’s excellent at some things,
shaky at others, and surprisingly helpful in places you
don’t expect. For instance, every month | would spend
over an hour reconciling my credit card statements to my
expense reports. | then learned | could upload PDFs to
Al, ask the model to list what transactions are common
to both (and which are not), and within minutes, identify
any errors or omissions that otherwise could cost me
hundreds of dollars.

The only way to learn where it helps in your job is trial,
error, and reflection.é

Treat each task on your daily list as an experiment:
“Where can Al accelerate the thinking | need to do

here?” Keep score. Over weeks, you’ll figure out where Al
shines—such as idea generation, synthesis, reframing,
rewriting—and where it still needs your hands firmly on
the wheel—such as exact math and fixed-rule tasks, or
anything that requires checking original sources.

“I've learned that to work with Al
effectively,| must treat it as a
superintelligent colleague.”

Al Is Being Used Incorrectly by Your Peers

Once you start using Al deeply, you may start to realize
some of what those “Al gurus” were saying contained a
lot of hype. Many treat Al as a search engine with better
conversational skills or as a calculator that writes para-
graphs. That’s not its advantage.

Large language models excel at language: drafting,
structuring, summarizing, critiquing, translating across
tones and audiences, and keeping a line of reasoning
with you. They help you think about your thinking.

With practice, you can tell the Al how to think through
a problem, the role it’s playing, the steps to take, and
how you’ll judge the result. The more explicit you are
about how you would approach the problem—*“first do X,
then checkY against Z, then draft options A/B/C with
pros and cons”—the better the model aligns to your in-
tent.

Over time, you start noticing how you think. You ask
better questions, give clearer instructions, and catch
vague requests sooner. Share a few writing samples, and
it can write in your voice. Used that way, Al isn’t a toy; it’s
a thinking partner that lifts the quality of your work by
forcing clarity in your process.

Al Is Super-Intelligence on Your Team

What sets the Al wave apart from past tech shifts? EHRs
and workflow automation mostly targeted mechanical or
transactional work. Generative Al helps you think and
write faster.

I’'ve learned that to work with Al effectively, | must treat
it as a “superintelligent colleague.” That involves telling
Alwho itis, who | am, defining what | want it to do, how
to do it, and what the outcome should look like. The
more detailed my instructions, the better Al serves my
needs.

In practice, | work with Al in 2 simple ways:

= Divide and conquer. | keep the parts that rely on my

industry and subject matter expertise and hand off
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the parts that benefit from speed and synthesis. For
instance, if I need to know the requirements for
taking an x-ray in a certain state, Al can far more
efficiently conduct research and provide a report
than if | had to familiarize myself with individual
state statutes.
u Work back-and-forth. Al and | iterate on the same
task. For instance, after researching x-ray laws, | can
ask Al to “act as a compliance officer and draft a 1-
page summary of these requirements for training
new urgent care staff.” | then fact-check, ask it to
list objections or opportunities for improvement,
then | address each and finalize the draft.
None of this is “letting Al do my job.” Used well, Al
forces discipline. I’'ve found that it causes me to think
more, not less.

Not Everyone Will Share Your Excitement

As I’'ve leaned into Al, reactions from others are split.
Some reached out with genuine curiosity—“can Alan’s Al
tool help with that?”—and wanted to apply Al to new
problems. Others seemed threatened or dismissive.
They’d label outputs “inauthentic,” “hallucinated,” or
“not real work.” Some tried to stonewall. How | made
something mattered more to them than what | made.

The irony is that people figure out how to use Al to
make their jobs easier and better whether their organiza-
tions formally bless it or not. Microsoft’s global study re-
ported that over half of Al users hesitate to admit they’re
using Al forimportant tasks—a quiet, rational response
when the culture doesn’t feel safe.2

In other words, even as usage rises, discussions go
underground. That’s precisely why leaders should nor-
malize open conversation and set guardrails—so learn-
ing spreads instead of hiding in corners.

We’ve seen this play out. Early in 2023, high-profile
employers restricted or banned employee use of
ChatGPT over privacy and compliance concerns. Some
later pivoted to controlled internal tools. The signal isn’t
“Al is dangerous,” but it’s “leadership and governance
are catching up to reality.” 78

For those of us leading teams in urgent care, the take-
away is simpler: Some colleagues will cheer your pro-
gress; others will minimize it. Keep building capability
anyway. You don’t need everyone’s approval to do better
work.

Conclusion

If there’s a single lesson my journey has reinforced, it’s
that tools don’t transform your leadership—habits do.
When | finally stopped treating Al as a subject of interest

and started treating it as a colleague, my work changed. |
became more analytical and detail-oriented. And | had
more time for the parts of leadership only a human can
do—choosing what matters, developing people, and
earning trust.

“The irony is that people figure out
how to use Al to make their
jobs easier and better whether
their organizations formally
bless it or not.”

Past success doesn’t guarantee future relevance.
We’re heading toward a workplace where expertise may
be defined more in terms of how you apply Al to your role
than your tenure and experience in a field.

If you’re reading this and thinking, “/ haven’t made Al
real in my day-to-day yet,” that was me just a few short
months ago. Start now. Treat Al as a super-intelligent co-
worker. Assign the role. Set the rules. Inspect the work.
Keep your name on the line.

Curiosity becomes capability one task at a time. |
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FROM THE UCA CEO

M Steve Sellars

It’s Time to Tell Our Story

ver the last few months, I’ve had the privilege of

spending time with Lou Ellen Horwitz, my predeces-

sor and now past CEO of the Urgent Care Association
(UCA), as part of my onboarding. She’s been generous
with her knowledge and perspective, helping me under-
stand the many administrative details that keep UCA and
our affiliates running smoothly. That investment of time
has been invaluable, and I’m grateful for her continued
support during this transition.

At the same time, our external work continues. Advo-
cacy remains a top priority for UCA, and our partnership
with McDermott+ is as important as ever. Together, we’re
working to ensure Urgent Care has a strong and re-
spected voice with policymakers, payers, and other part-
ners. The healthcare landscape is changing quickly, and
we’re working to ensure Urgent Care is recognized as
part of the solution.

Opportunity For Urgent Care

One of the biggest pressures we see across the system
today is cost. Consumers and employers are being asked
to pay more—higher premiums, larger deductibles, and
greater out-of-pocket expenses—yet often feel they’re
getting less in return. According to the 2025 Milliman
Medical Index, the total cost of healthcare, including in-
surance premiums, out-of-pocket costs, and medications
stands at $35,000 a year for the typical family of 4, which
is almost triple the cost from 10 years ago.* That dynamic
creates frustration, but it also creates an opportunity for
Urgent Care.

We’ve already proven our ability to improve access to
care that is convenient, reliable, and cost-effective.
We’re open 7 days a week, with extended hours, provid-
ing walk-in access, and we’ve embraced technology that
allows patients to check in before they even leave home.
These are some of the reasons millions of patients

L Steve Sellars is Chief Executive Officer of the Urgent Care
J ‘ Association.

choose Urgent Care every year. But access and conven-
ience are only part of the story.

Now, it’s time to prove our value. And proving value
means demonstrating that the care we deliver show-
cases clinical quality, great outcomes, and provides a
positive systemwide impact. To do that, we’ll be working
closely with our clinical and strategic advisory groups to
find ways to tell our story more powerfully. We’ve always
known the value of Urgent Care. Now it’s about proving
it—and telling that story in a way that resonates beyond
our own walls to strengthen our credibility with payers,
employers, policymakers, and patients alike.

I’d love to hear from you as we take this next step.
What stories are you seeing in your markets that demon-
strate Urgent Care’s impact? What data would be most
useful to highlight? Please reach out to me directly—I’d
welcome the chance to learn from you and continue this
conversation together.

Chapter Conferences

Our Regional Chapter Conferences happening now are
also a great opportunity to advance this conversation.
These meetings bring members together for timely up-
dates on state and federal advocacy priorities, continu-
ing education, peer-to-peer member engagement, and
networking. They’re an important way to stay connected
to the broader industry while also focusing on local and
regional issues that directly impact operators. | encour-
age you to participate, share your perspective, and take
advantage of the chance to both learn and contribute. |
hope to see you there, and as always, UCA will continue
to be here to support you along the way.
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Diagnosis and Management of Flexor Digitorum
Profundus Tendon Avulsion (Jersey Finger) (page 17)
1. What is the typical mechanism of injury for flexor

digitorum profundus tendon avulsion?

a. Forced hyperextension

b. Severe crush injury

c. Repetitive motion injury

d. None of these

2. What patient complaints are common with flexor
digitorum profundus tendon avulsion?
a. Finger pain
b. Localized swelling
c. Difficulty making a fist
d. All of the above

3. What may result from delayed treatment of flexor
digitorum profundus tendon avulsion injury?
a. Chronic pain
b. Loss of grip strength
c. Hand deformity
d. All of the above

A Case Report (page 21)
1. Why are patients with metastatic lesions from
prostate cancer susceptible to fractures?
a. Lesions compromise the structural integrity of the
vertebrae
b. All cancer patients have balance issues that
increase fall risk
c. Lesions cause vitamin deficiencies
d. The cause is not known

2. What imaging is indicated for patients with prostate
cancer to detect the degree of metastatic
involvement?

a. Computed tomography angiography

b. Plain x-ray

c. Prostate-specific membrane antigen positron
emission tomography

d. Point of care ultrasound

Back Pain from Vertebral Metastases in Prostate Cancer:

3. What is the most time-sensitive and serious
condition that presents with back pain in the
emergency department?

a. Pregnancy

b. Urinary tract infection
c. Intraspinal abscess
d. Urinary calculi

Severe Iron Deficiency Anemia Presenting with Fever
and Gastrointestinal Complaints: A Pediatric Case
Report (page 29)
1. Of these, which is a common cause of iron deficiency
anemia in pediatric patients?
a. Penicillin allergy
b. Excessive cow’s milk consumption
c. Adenovirus infection
d. Down syndrome

2. What percentage of children between 12 to 35
months of age are estimated to have iron deficiency
anemia?

a. 0.1%
b. 2%
C. 50/0
d. 10%

3. While iron deficiency is the most common etiology of
anemia in children, what other important cause
should be ruled out?

a. Malignancy

b. Autoimmune disease
c. Lead poisoning

d. All of the above
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Diagnosis and Management of Flexor
Digitorum Profundus Tendon Avulsion

(Jersey Finger)

Urgent Message: Forced hyperextension of a flexed digit may strain or rupture the
flexor digitorum profundus tendon from the distal phalanx. Prompt diagnosis and
treatment of acute injury are key in the prevention of permanent finger dysfunction.

Alyssa Marchman, BS; Sarah Brouwer, BS; William Beauchamp, DO
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Editor’s Note: While the images presented here are au-
thentic, the patient case scenarios are hypothetical.

Abstract

Flexor digitorum profundus tendon avulsion, or “jersey
finger,” occurs when a fully flexed distal interphalangeal
(DIP) joint is forcefully hyperextended. This injury
typically occurs in sports and presents with the isolated
inability to flex the affected finger’s DIP joint. Jersey
finger requires early surgical intervention to avoid long-
term finger dysfunction. This hypothetical case of a 17-
year-old-male with a jersey finger injury highlights the
importance of a thorough physical examination in all
finger injuries upon presentation to urgent care.

Introduction
lassically, the mechanism of injury in avulsion of the
E flexor digitorum profundus (FDP) tendon is via forced
hyperextension of a fully flexed distal interphalangeal
(DIP) joint, most commonly, the ring finger. This hyper-
extension can rupture the FDP tendon from its insertion

Questions for the Clinician at the Bedside

1. What is a jersey finger, and how does it present
clinically?
2. What is the typical mechanism of injury?

3. How is jersey finger diagnosed?

4. When should patients with a jersey finger injury
be referred to a specialist for surgery?

site at the volar distal phalanx and may even avulse a
fragment of bone from the insertion site along with it.
This injury is most often sustained in sports, typically
football or rugby, when a player’s finger is tangled in an
opponent’s jersey, leading to the eponym “jersey/rugby
finger” (Image 1).

Clinical Scenario

A 17-year-old male presented to urgent care with pain
at the distal phalanx of the left ring finger, ongoing since
3 nights prior, when he felt a “popping” sensation while
grasping an opponent’s jersey during an attempted tackle
in a football game. He stated that he had been unable to
make a complete fist since the injury.

Physical exam revealed a resting hand with the left
ring finger in slight extension at the DIP joint relative
to the other fingers. Further examination showed mild
edema and ecchymosis over the volar (palmar) distal

Author Affiliations: Alyssa Marchman, BS, Lincoln Memorial University, DeBusk College of Osteopathic Medicine, Harrogate, Tennessee. Sarah
Brouwer, BS, DeBusk College of Osteopathic Medicine, Harrogate, Tennessee. William Beauchamp, DO, Highpoint Orthopedic Associates,
Ascension Saint Thomas, Gallatin, Tennessee. Authors have no relevant financial relationships with any ineligible companies.
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Image 1. Jersey Finger Impact Location
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Image 2. Finger Joints and Ligaments
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phalanx and positive tenderness to palpation along the
DIP joint. When comparing the range of motion be-
tween hands, the patient was unable to actively flex
the left ring finger at the DIP joint. However, proximal
interphalangeal (PIP) joint flexion remained intact. No
palpable deformities were noted along the finger. Neu-
rovascular status was intact with capillary refill less than
2 seconds in the affected finger.

Postero-anterior and lateral view radiographs of the
left ring finger were obtained, which were negative for
acute pathology, including phalanx fracture and/or dis-
location. A diagnosis of FDP tendon avulsion, or jersey
finger, was made based on the clinical presentation and
physical exam findings.

Relevant Anatomy

Finger flexion is controlled by 2 main tendons: the
flexor digitorum superficialis (FDS) and the FDP. These
flexor tendons travel through a fibro-osseous sheath
consisting of synovium and fibrous bands before
attaching to their respective insertion sites. The FDS
inserts on the middle phalanx to primarily control PIP
joint flexion, while the FDP inserts on the base of the
distal phalanx to control DIP joint flexion.! The fibrous
bands of the tendon sheath comprise the flexor tendon
pulley system and are termed either annular or cruciate
ligaments based on their shape. These ligaments keep
the flexor tendons in close proximity to the phalanges,
preventing bowstringing of the tendons. Digits 2
through 5 each have 5 annular ligaments (A1-5) (Image
2) and 3 cruciate ligaments (C1-3).2 The A1, A3, and A5
pulleys are located over the metacarpophalangeal joint
(MCP), PIP, and DIP joints, respectively. The A2 and A4
pulleys are located over the diaphysis of the proximal
phalanx and middle phalanx, respectively.?
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Clinical History

Patients, most commonly young athletes, present with
acute finger injury after grabbing an opponent’s jersey
during a sports game. However, isolated DIP joint
function should be assessed in all finger injuries,
regardless of patient population. Patients may complain
of finger pain and swelling localized to the palmar DIP
joint as well as difficulty making a fist due to DIP joint
extension. Clinically, the finger will be observed in an
extended position at rest.*

Clinicians should have a high index of suspicion for
jersey finger injury in any patient with loss of DIP joint
flexion, regardless of their endorsed clinical history or
mechanism of injury. Various activities have been
implicated in jersey finger injury, including karate,’
weightlifting,® and falling.” The injury often manifests
in a manner that leads to it being misdiagnosed as a
sprain, underscoring the importance of healthcare
professionals accurately identifying its distinctive
clinical presentation.®

Physical Exam
The skin will appear intact with swelling and bruising
located over the volar DIP joint and distal phalanx.*
Palpation along the finger generally elicits pain most
significantly at the site of the retracted tendon.*8
Additional tenderness is often present over the base of
the distal phalanx. A palpable mass representing the
retracted FDP tendon may be located as proximally as
the A1 pulley along the affected digit.3

Active range of motion testing is the most critical
part of the encounter for diagnosis of jersey finger. To
assess FDP integrity, stabilize the patient’s PIP joint in
full extension while instructing the patient to actively
flex their distal phalanx at the DIP joint. This movement
should be impaired, leaving the distal phalanx extended

www.jucm.com
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despite attempts at flexion.® This can also be assessed
by the patient demonstrating an inability to make a
complete fist due to isolated distal phalanx extension.
PIP joint flexion should remain fully intact. Of note,
the exam may be limited due to pain rather than true
impairment in motion. If needed, a local digital nerve
block can be utilized to evaluate finger range of motion
more accurately.* Neurovascular status distal to the
injury should be assessed and will likely be intact.®

Imaging

Diagnosis of jersey finger is typically clinical, based on
the loss of isolated DIP joint flexion. However, x-rays,
particularly lateral views, are indicated to assess for
avulsed bone fragments and phalanx fractures.
Ultrasound and magnetic resonance imaging (MRI) can
be used to delineate the degree of tendon retraction to
evaluate the different types of injuries, if needed.?

Urgent Care Management

The injured finger shoulder be placed in a splint,
maintaining slight flexion at both the PIP and DIP
joints. All acute jersey finger injuries should
immediately be referred to an orthopedic/hand surgeon,
as quick surgical intervention is recommended.’

Discussion of Advanced Management

The degree of injury to the FDP is designated by the
Leddy and Packer classification system into 1 of 5
subtypes based on the severity of tendon retraction and
absence/presence of bone avulsion. This classification
system ultimately guides treatment recommendations.
Type I injuries are characterized by tendon retraction
to the palm. This damages the vincular system that
supplies blood to the FDP tendon and requires surgical
repair within 7-10 days of injury. Type II injuries occur
when the tendon retracts to the A3 pulley and warrant
surgical intervention within 3 weeks.? Type II injuries
are the most common.!® Type III injuries involve an
avulsed bone fragment connected to the ruptured
tendon with retraction to the A4 pulley (Image 3). The
bone fragment prevents further retraction of the
tendon, allowing for repair up to 6 weeks after injury.
Type IV injuries occur when the avulsed bone fragment
is no longer attached to the ruptured FDP tendon.3
Type V injuries have a concomitant bony avulsion and
distal phalanx fracture. Type IV and V injuries are less
common but should be treated with quick surgical
intervention, similar to Type I injuries, because tendon
retraction to the palm and vincular disruption is
possible.*

www.jucm.com

Image 3. Radiograph of Avulsion Fracture in a Type Ill
or IV Jersey Finger Injury

Image: "Trauma Library: Jersey Finger" by Life In The Fast Lane is licensed under CC BY-NC-
SA 4.0

Unfortunately, prompt treatment of jersey finger may
be hindered by initial misdiagnosis or delay of
presentation. Clinicians and patients may mistake jersey
finger, especially in the absence of an avulsed bone
fragment on radiographs, with a jammed or sprained
finger.>%8 Patients not treated with appropriate and
timely surgical intervention may develop chronic pain,
decreased PIP joint range of motion, flexion contracture,
loss of grip strength, and/or a notable finger deformity.
Management of chronic jersey finger is dependent on
several factors—but can be nonoperative or operative
based on the degree of finger dysfunction and tendon
retraction present.®!!

Due to the risk of long-term dysfunction, athletes
injured in-season should not delay surgery to finish
their season. Depending on the sport, athletes can likely
expect to return to play 3 months after repair.3!2

Next-Level Urgent Care Pearls

u Isolated PIP and DIP joint range of motion should be
evaluated in acute finger injuries

m A digital nerve block can help assess finger range of
motion when pain may limit the exam

® Though not required for diagnosis, ultrasound can
confirm the presence of a ruptured FDP tendon when
X-rays are negative

= Prompt diagnosis and surgical referral of FDP tendon
avulsions are critical in preventing long-term
dysfunction

m In-season athletes should not delay surgical treatment
until the off season

Red Flags and Legal Pitfalls

u FDP avulsion may be misdiagnosed as a finger sprain
or jammed finger

® Chronic pain, loss of grip strength, and deformity
are possible consequences of delayed treatment
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Clinical Scenario Conclusion

Evaluation with ultrasound confirmed the patient had
tendon retraction of the FDP to the palm, known as a
Type I jersey finger injury. The patient’s hand was placed
in a splint for digit immobilization, non-steroidal anti-
inflammatory drugs and ice were recommended for
pain control, and the patient was immediately referred
to an orthopedic surgeon. Operative management,
along with the associated risks, was discussed with the
patient/guardian and ultimately pursued. The surgery
was successful, and the patient eventually regained full
range of motion of his DIP joint without any
complications.

Takeaway Points

u A typical mechanism of injury for FDP avulsion is
forced hyperextension of an actively flexed DIP joint

® The pathognomonic finding is an isolated inability
to actively flex the affected finger’s DIP joint

® Surgical management of acute FDP avulsion is
recommended regardless of whether radiographic
imaging displays an associated avulsion fracture of
the distal phalanx B

Manuscript submitted July 1, 2025; accepted August 13,
2025.
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Back Pain From Vertebral Metastases in
Prostate Cancer: A Case Report

Urgent Message: Persistent, non-mechanical back pain should raise suspicion for
non-muscular causes, and in this case, such painin an older man was related to a dia-
gnosis of metastatic prostate cancer with bone involvement.
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Abstract

Introduction: Back pain is a common presentation in
the urgent care center. While the majority of diagnoses
are self-resolving and of a musculoskeletal nature, con-
sideration of concerning etiologies is necessary based
on patient history.

Presentation: A 72-year-old man presented to urgent
care with 3 months of progressive, dull, achy thoracic
back pain, sometimes waking him at night. Review of
his past medical history revealed he had an elevated pros-
tate-specific antigen 6 years ago without follow-up.

Physical Examination: On physical examination, the
patient had significant thoracic spine tenderness to pal-
pation, particularly over the midline. Range of motion
of the thoracic spine was limited due to pain. Neuro-
logical assessment revealed intact motor strength and
sensation in the lower extremities with normal reflexes.
Gait was steady, and there was no evidence of saddle
anesthesia or sphincter dysfunction.

Diagnosis: The patient was referred to the emergency

| R

department for further evaluation. Subsequent com-
puted tomography and magnetic resonance imaging
of the spine revealed sclerotic lesions in the thoracic
spine, suggestive of osteoblastic bone metastases. He
was ultimately diagnosed with prostate cancer with
bone metastases.

Resolution: Following diagnosis, he was scheduled for
outpatient follow-up with his primary care provider to
coordinate comprehensive oncology care and ensure

Author Affiliations: Rimsha Afzal, MA, Kentucky College of Osteopathic Medicine, Pikeville, Kentucky. Gregory M. Thompson, MD, Adena Cancer
Center, Chillicothe, Ohio. Authors have no relevant financial relationships with any ineligible companies.
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Figure 1. Anatomy of the Spine
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site for spinal cord compression
is the thoracic spine.? Patients
with prostate cancer bone metas-
tases have a 5-year survival of
only 33%.* In cases of spinal
metastases of prostate cancer, the
median overall survival is esti-
mated at 24 months.’

7 cervical
vertebrae

Case Presentation

A 72-year-old man presented to
urgent care with 3 months of
progressive, dull, achy thoracic
back pain, sometimes waking
him at night. The pain was not
exacerbated by movement. Over
the past year, he also experienced
intermittent lower back discom-
fort, which he attributed to
aging. He noted increased uri-
nary frequency, nocturia, and a
weaker urinary stream over the
past several months. He denied
recent trauma but mentioned
that his pain had become more
persistent and severe despite
over-the-counter analgesics.

12 thoracic
vertebrae

5 lumbar
vertebrae
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appropriate cancer management and support.

Conclusion: In patients with back pain, it is critical
that urgent care clinicians recognize concerning ele-
ments of history and exam that may indicate the need
for advanced imaging.

Introduction
complaint of back pain is a common presentation
in urgent care. While most presentations are caused
by non-critical musculoskeletal etiologies, vertebral
metastasis from prostate cancer can be a cause of per-
sistent, non-mechanical back pain.

Prostate cancer bone lesions are primarily osteoblastic
metastases, leading to abnormal bone formation and
increased density. The formation of metastasis is initiated
by prostate-specific antigen (PSA), which promotes osteo-
blastic proliferation. The release of growth factors and
cytokines help drive additional bone formation.! In
addition to pain, approximately 7% of patients with pros-
tate cancer will present with neurological symptoms,
such as spinal cord compression.? The most common

22 JUCM The Journal of Urgent Care Medicine | October 2025

Review of systems was positive
for unintentional weight loss of
10 pounds over the past 6 months along with intermittent
fatigue and a general sense of decreased stamina. Past
medical history revealed an elevated PSA 6 years ago
without follow-up since he moved to a new area and had
not yet established care with a primary care provider.

Physical Exam

The patient had marked thoracic spine tenderness to pal-
pation over the midline with minimal redness or inflam-
mation. The patient’s vital signs were stable: blood pres-
sure of 128/76 mm Hg; heart rate of 78 beats per minute;
respiratory rate of 16 breaths per minute; temperature
of 36.8°C; and oxygen saturation of 98% on room air.
Plain thoracic and lumbar x-rays were obtained in urgent
care, which demonstrated subtle sclerotic changes that
were equivocal for metastatic disease.

Medical Decision Making

Due to the severity of the patient’s symptoms and con-
sideration of a concerning diagnosis, the patient was
sent to the emergency department (ED) for further eval-
uation and management.

www.jucm.com
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Differential Diagnosis and Final Diagnosis

The differential diagnosis in this patient included primary
malignancy, metastatic disease, fracture, osteomyelitis,
or epidural compression syndrome such as cauda equina
syndrome. In the ED, computed tomography (CT) and
magnetic resonance imaging (MRI) of the spine revealed
sclerotic lesions in the thoracic spine, suggestive of osteo-
blastic bone metastases. He was ultimately diagnosed
with prostate cancer with bone metastases.

Discussion

Utilizing a structured approach for the patient with a
complaint of back pain will help reduce the likelihood
for missing concerning diagnoses.

Understanding The Anatomy

The spine consists of cervical, thoracic, lumbar, sacral,
and coccygeal regions.® The lumbar vertebrae (L1-LS) are
larger and able to withstand higher pressure and body
weight (Figure 1). Vertebral bodies are the primary site
of malignant metastasis.® Metastatic lesions from prostate
cancer tend to be osteoblastic rather than osteolytic,
which leads to abnormal bone formation and increased
bone density.® Despite the sclerotic appearance of bone
on imaging, these lesions do not strengthen the bone;
rather, they further compromise the structural integrity
of the vertebrae making patients susceptible to fractures.

History

In patients presenting with complaints of back pain, it
is essential to inquire about relentless, progressive pain
especially at night or with weight bearing.! Patients
should be questioned about new or worsening back
pain.” Pertinent red flag signs/symptoms include age
(>50 years), anticoagulation use, fever, genitourinary
symptoms (saddle anesthesia, urinary/stool incon-
tinence or retention), immunosuppressed state, and
history of malignancy.” Additionally, prior fractures
should be noted, as well as any history of osteoporosis
or osteopenia. For patients with a history of malignancy,
additional questions should include prior oncologic
history, previous hormonal treatments, chemotherapy,
or radiotherapy. Asking about cancer screening includ-
ing PSA values/trends, colonoscopy results, and mam-
mogram results may also be indicated.

Physical Exam

On physical examination, the first steps are inspection,
palpation, and range of motion examinations. Findings
may include swelling or soft tissue masses, tenderness
along the vertebral bodies or back musculature, de-

www.jucm.com

creased range of motion, or limping.!

Assessing for motor strength by testing the bilateral
lower extremities for weakness helps exclude spinal
cord or nerve root compression.” In patients with low
back pain that radiates to the lower extremities (radic-
ular symptoms), about 60% to 80% demonstrate muscle
weakness due to spinal cord or nerve root compression.®
It is also essential to assess for gait disturbances in a pa-
tient with low back pain to rule out whether the altered
gait is due to the back pain itself or an underlying sig-
nificant pathology.’

Additional deficits may be noted on the neurological
exam, such as vibratory and position functions, tem-
perature, hyperreflexia, gait, cerebellar testing, and Ba-
binski reflexes. Light touch and pinprick should be as-
sessed to identify spinal compression that may be
causing radicular pain or paresthesia.'® Neurological
pathologies, such as cauda equina syndrome can present
with saddle anesthesia. Performing a digital rectal exam
to test for decreased anal tone can help guide the dia-
gnosis.! Palpable lymph nodes in the inguinal regions
may indicate nodal metastasis.

Imaging

In urgent care centers, x-ray services are typically avail-
able. A study published in 2006 evaluated the accuracy
of radiographs compared to MRI in diagnosing vertebral
fractures in adults aged 50-96 years old and found that
radiographs correctly identified vertebral fractures in
only 51.5% of cases—with a 25.8% false positive rate
and 6.5% false negative rate.'

In patients with prostate cancer, advanced molecular
imaging to detect the degree of metastatic involvement
includes a prostate-specific membrane antigen positron
emission tomography scan (PSMA-PET), which has the
highest specificity and sensitivity for early metastatic
disease.'

Indications For Referral to the Emergency Department
Signs of spinal cord compression, cauda equina syn-
drome, infection, or spinal hematoma are indications
for immediate referral to the ED as they require prompt
treatment and neurosurgery consultation.” For patients
with the above diagnoses due to metastatic prostate
cancet, additional consultation to radiation oncology
is indicated. Consider the following risk factors, signs,
and symptoms for possible ED referral:

m Age >50 years

B Genitourinary issues such as urinary retention

m Constitutional symptoms, such as a fever, malaise,

and weight loss
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Figure 2. Sclerotic Metastatic Spine, Computed
Tomography

Image: James Heilman, MD (https://commons.wikimedia.org/wiki/File:Scleroticmetastat-
icdiseasespineLCT.png), https://creativecommons.org/licenses/by-sa/4.0/legalcode

® Hyporeflexia or areflexia

® Reduced anal sphincter tone

® Saddle anesthesia

u Lower extremity weakness

m Recent trauma to suggest a fracture

If spinal cord compression is suspected in the ED,
dexamethasone would be initiated immediately until
specialists evaluate the patient.'* Pretreatment ambu-
latory status is the strongest predictor of function post-
treatment in these patients, meaning that if a patient is
ambulatory at diagnosis, they have the greatest likeli-
hood of retaining mobility.!* In appropriate cases, the
ED can facilitate direct admission to the hospital for
medical treatment or to hospice for end-of-life care.'

Urgent Care Management

Managing back pain in urgent care primarily focuses
on alleviating acute symptoms and identifying clinical
features that warrant a prompt referral to the ED. Back
pain is a common reason patients seek help from
healthcare providers and is a leading cause of disability
worldwide.!¢ Urgent care providers should be familiar
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with the indications of referring patients presenting
with back pain to the ED.

A 2019 study examined over 2 million ED discharges
with nonspecific diagnoses to assess for primary out-
comes, and researchers found the most commonly
missed condition that presented with back pain was an
intraspinal abscess. Additionally, patients with an un-
derlying malignancy were found to have a higher like-
lihood of experiencing adverse outcomes.!” Although
this study did not evaluate cases in urgent care settings,
it underscores the critical importance of a thorough
history and physical exam in all clinical environments
to avoid missing serious pathologies.

Assessing the risk of fracture is also an essential com-
ponent to managing these patients in urgent care, espe-
cially in weight bearing bones. If a fracture is suspected
or confirmed on imaging, an ED referral for surgical
evaluation and treatment options is needed.!®

Next Level Urgent Care Pearls

m Persistent back, hip, or rib pain in a patient with
prostate cancer should raise a high suspicion for frac-
ture. Order x-rays and arrange for urgent ED eval-
uation for a CT/MRI (Figure 2).

= Evaluate indications for immediate referral to the ED,
including age, genitourinary symptoms, constitu-
tional symptoms, neurological symptoms, saddle
anesthesia, and recent trauma.

Management of Metastatic Prostate Cancer
In order to conduct a proper risk assessment, the Mirel
scoring system is used to predict pathological fracture
risk and whether a patient is likely to benefit from pro-
phylactic fixation. The scoring system is based on 4 fac-
tors: site of the lesion; size; type of lesion (lytic, blastic,
mixed); and pain, each scored from 1-3 points. A score
of =8 indicates the need for surgical intervention.'
Surgical techniques may include decompression and
stabilization for spinal metastases causing cord com-
pression.? Fixation methods could include applying
prostheses for lesions destroying the articular surfaces.?!
Prostate cancer metastasizes to the spine occur through
the venous drainage system known as Batson'’s plexus.?
Respectively, the thoracic spine is most commonly af-
fected, followed by lumbar, sacral, and cervical areas.?

Case Disposition

In the ED, the patient was further evaluated by orthope-
dic surgery, oncology, and urology. He was immediately
started on an intravenous pain regimen. After ruling
out spinal cord compression, he was admitted for on-
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cology staging and initiation of therapy. After a com-
plete evaluation, the patient was discharged with an
outpatient oncology follow-up recommendation to re-
ceive palliative radiation for pain management. He con-
tinued to follow up with his primary care physician for
additional supportive care.

Ethics Statement
The patient provided consent for the publication of
this case.

Red Flags and Legal Pitfalls

m Sending a patient with red flag signs/symptoms in-
cluding back pain, weakness, and urinary incon-
tinence home instead of an immediate ED transfer
can result in a delayed diagnosis and management.

m A delayed diagnosis of a pathological fracture can
occur when localized bone pain is dismissed or ap-
propriate imaging is not obtained.

= When considering analgesia, weigh risks and benefits
as well as degree of pain. A combination of aceta-
minophen and nonsteroidal anti-inflammatory drugs
(NSAIDs) is appropriate for most with consideration
of potential side effects of NSAIDs. A short acting
opioid would be appropriate in those with a higher
degree of pain caused by metastatic disease.

m A lack of a follow-up plan, including the need for ED
transfer and referrals to orthopedics, neurosurgery,
and oncology, can compromise timely patient care.

Takeaway Points

® The physical exam is important, and providers should
pay close attention to red flag findings such as motor
and sensory deficits, including hyporeflexia, muscle
weakness, saddle anesthesia, and gait abnormalities.

m Persistent, non-mechanical back pain in an older
male with up-trending PSA in the medical history is
highly suspicious for metastatic prostate cancer.

m Prevention of pathological fracture, adequate pain
management, and immediate transfer to the ED is
essential for further evaluation.

® Avoid relying solely on radiographs to rule out un-
derlying pathology, as they have significant lower
diagnostic accuracy compared to MRI. W

Manuscript submitted April 29, 2025; accepted July 23,
2025.
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Abstract

Introduction: Often the chief complaint is the primary
focus of urgent care visits. However, it is important to
consider other aspects of the patient’s health, especially
in pediatric patients with comorbid medical conditions.
Worsening of chronic conditions, such as iron-defi-
ciency anemia, may not be the patient’s primary com-
plaint but may require emergent care.

Clinical Presentation: A 2-year-old boy with history
of Trisomy 21 presented to urgent care with fever and
congestion for 4 days, vomiting for 2 days, and mild
conjunctival injection with exudate for 1 day. The
guardian reported significant fatigue and increased pal-
lor for several weeks. The patient drank cow’s milk (50
oz daily) as his primary source of nutrition. Initial lab
workup included a positive rapid strep test as well as a
complete blood count with results as follows: Hemo-
globin 2.8 g/dL; and mean corpuscular volume 53.8 fL.

Case Resolution: The patient was transferred to the
emergency department and started on intravenous (IV)
fluids and 3 ml/kg packed red blood cells (PRBCs). Fol-
lowing stabilization, the patient was admitted to the
pediatric intensive care unit, where he was diagnosed
with severe iron-deficiency anemia due to lack of nu-

Author Affiliations: Aaron ) Maki, MD, PhD, Nationwide Children’s Hospital, Columbus, Ohio; The Ohio State University College of Medicine. Eliana
H. Kim, DO, Nationwide Children’s Hospital, Columbus, Ohio. Authors have no relevant financial relationships with any ineligible companies.
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tritional intake. Additionally, he was found to be posi-
tive for adenovirus. A dose of intramuscular penicillin
G was given for strep pharyngitis treatment. The patient
received a total of four 3 ml/kg PRBCs until achieving a
hemoglobin greater than 5 g/dL, and one 15 mg/kg IV
iron replacement. After symptomatic improvement, the
patient was discharged home on oral iron therapy and
scheduled for follow up with hematology, nutrition,
and his primary care pediatrician.

“For children with cognitive
Impairments presenting with
non-specific symptoms, it is
especially important to conduct a
chart review, obtain an expanded
history,and consider a broad
differential diagnosis.”

Conclusion: For patients with complex medical con-
ditions such as Trisomy 21, it is important to review
the medical chart to ensure the patient is receiving
adequate preventive care, including frequent primary
care provider (PCP) visits. While urgent care cannot
fulfill the role of a PCP, it can act as a safety net for pa-
tients with worsening of chronic and comorbid con-
ditions.

Introduction

risomy 21, also known as Down syndrome, is a ge-
-‘rnetic disorder caused by an additional copy of chro-

mosome 21, which causes a distinct physical pheno-
type with a wide range of medical conditions and
cognitive impairments.! Comorbidities of Trisomy 21,
including autism, motor delays, and sensory issues, can
cause feeding challenges and inadvertently lead to other
conditions such as iron deficiency anemia.?

Iron deficiency anemia results in a low hemoglobin
(Hgb) concentration due to insufficient dietary intake
or absorption of iron. Laboratory findings include low
mean corpuscular volume (MCV), serum ferritin and
reticulocytes.? Increased consumption of cow’s milk has
a positive correlation with decreased serum ferritin due
to its low iron content, calcium'’s inhibition of iron absorp-
tion, and association with occult intestinal blood loss.*®
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For children with cognitive impairments presenting
with non-specific symptoms, it is especially important
to conduct a chart review, obtain an expanded history,
and consider a broad differential diagnosis.

Case Presentation
A 2-year-old boy with a past medical history significant
for Trisomy 21 and feeding difficulties presented to the
urgent care with fever and congestion for 4 days, vomiting
for 2 days, and mild conjunctival injection with exudate
for 1 day. The patient was directed to urgent care by his
PCP on the same day with concern for dehydration.
On arrival to urgent care, the guardian provided ad-
ditional history of significant fatigue and increased pal-
lor over several weeks. The patient had also had poor
oral intake and decreased urine output for several days.
Weight was measured at 1% percentile and height was
6" percentile on the Down syndrome-adjusted growth
chart. These measurements have been stable at these
relative percentiles since birth. The patient’s father and
sibling had gastrointestinal symptoms the prior week.
The patient drank around 500z of cow’s milk daily as
his primary source of nutrition.

Prior Recent PCP Visits
The patient was also seen by ears, nose, and throat as
well as developmental/behavioral pediatrics providers.
= 12-month well child check: Hgb 9.8 g/dL, T4/TSH
normal. No other concerns.
= 18-month well child check: Diet of vegetables,
fruits and cow’s milk. No portions discussed. No
known history of anemia or blood transfusions.
No other concerns.
u 24-month well child check: Overdue

Physical Exam Findings

The patient presented febrile with temperature of
38.7°C, tachycardic with heart rate of 140 beats per mi-
nute, and had a respiratory rate of 40 breaths per minute
with an oxygen saturation of 98%. His features were
consistent with Down syndrome. Significant general
pallor was noted. He was alert but fatigued and fussy.
Eye exam was notable for pallor of bilateral inner eyelids
and mild bilateral conjunctival injection. Mouth was
dry. Throat was erythematous with soft palate petechiae.
Tympanostomy tubes were in place in the bilateral tym-
panic membranes and were without drainage. Cardiac
exam had notable tachycardia without murmur. Ab-
domen was soft, non-tender, non-distended with nor-
mal bowel sounds. Neuro exam revealed no focal defi-
cits. His exam was otherwise benign.

www.jucm.com
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Urgent Care Management
In addition to the chief complaint, the patient’s history
of chronic medical issues, worsening feeding difficulties
and significant pallor on exam warranted diagnostic
laboratory tests and imaging. While awaiting results,
an oral challenge was attempted and was unsuccessful.
Imaging and lab results included the following.
= Rapid strep: Positive
u Chest x-ray: Negative for focal pneumonia
= Complete blood count (CBC): Hgb 2.8 g/dL; MCV
53.8 fL; reticulocytes 1.3%; white blood cell 11.5 x
1073/uL; platelets 334 x 1073/uL
Given the critical hemoglobin value, need for re-
sources not available in urgent care, and importance of
ongoing monitoring, the patient was transferred to the
emergency department (ED).

Therapeutic Intervention

In the ED, the patient immediately received 2 boluses
of IV normal saline for rehydration and was started on
empiric antibiotics (ceftriaxone and vancomycin) for
possible sepsis. The hemoglobin was re-checked and
was consistent with the prior result from urgent care.
Given the low repeat hemoglobin value (2.7 g/dL) the
patient was transfused with 3 ml/kg packed red blood
cells (PRBCs) for suspected severe iron deficiency ane-
mia. The early working diagnosis was that the history
of high cow’s milk intake (50 oz daily) was the likely
cause of the iron deficiency anemia. However, more
labs were planned to confirm.

Following stabilization, the patient was admitted to
the pediatric intensive care unit (PICU) and hematology
was consulted for further management. During admission,
the patient received maintenance fluids, additional blood
transfusions (4 transfusions total), and IV iron replace-
ment. Further workup was obtained while in the PICU.

PICU workup labs included the following.

u Respiratory infection array: Adenovirus positive,
other viral testing negative

u Iron deficiency labs: Low serum iron 21 ug/dL
(normal 50-150 ug/dL); low iron saturation 5%
(normal 15 - 50%); normal ferritin 14 ng/mL (nor-
mal 6 - 70 ng/mL); normal total iron binding ca-
pacity 406 ug/dL (normal 250 - 450 ug/dL)

u Other labs: Hemolysis, hemoglobin electrophore-
sis, direct/indirect Coombs, and lead level were all
negative

B Cultures: Negative blood and urine cultures

Diagnosis
The patient’s history of significant cow’s milk intake

www.jucm.com

and lab findings were consistent with the final diagnosis
of severe iron deficiency anemia. Other potential causes
for anemia including hemolysis (parvovirus, cytomeg-
alovirus, autoimmune) or bleeding were ruled out. Strep
pharyngitis was treated with intramuscular penicillin
G. Adenoviral conjunctivitis self-resolved. Nutrition was
consulted for dietary support, and the patient was dis-
charged after 3 days.

“The severity of low-intake iron
deficiency anemia can often be
alleviated or prevented with
adequate patient supervision
and dietary counseling.”

Follow-Up and Outcomes

At discharge, the patient was instructed to continue
iron supplementation with oral ferrous sulfate daily,
limit milk/dairy until hemoglobin normalized, and
drink nutritional supplement drinks with iron fortifi-
cation and high calories. At the 2-week follow up with
hematology, the patient’s acute symptoms had resolved
with good tolerance of oral iron and supplement drinks.
The patient continued to be a picky eater but had im-
proved appetite and successfully reduced cow’s milk in-
take. Follow up clinic labs showed improving anemia
(Hgb 8.6 g/dL and MCV 79.5 fL). Three months later,
after completing the course of oral iron, the patient’s
anemia resolved (Hgb 12.9 g/dL and MCV 85.3 fL) and
iron improved (ferritin 26 ng/mL). The patient was per-
mitted to reintroduce dairy (no more than 16 oz a day)
and continued to take a multivitamin with iron. The
primary care pediatrician continued to monitor growth
and diet.

Discussion

Trisomy 21 is a genetic disorder caused by an extra copy
of chromosome 21 with an occurrence of 1 in 319-1000
live births.® It can be diagnosed through various methods
such as prenatal screenings with ultrasound and chorionic
villus sampling, or genetic testing with karyotyping and
fluorescence in situ hybridization.” There are many clinical
conditions associated with Trisomy 21 including char-
acteristic facial features, developmental disabilities, and
cardiac, gastrointestinal, hematologic, neurologic, endo-
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crinologic, musculoskeletal, visual, and otorhinolaryn-
gologic disorders. Trisomy 21 is managed with parental
education, therapy, and enhanced monitoring in primary
and specialty care, including screening for cardiac, thy-
roid, and spinal disorders.

Iron deficiency anemia is defined as hemoglobin
below 2 standard deviations from the mean for age and
sex secondary to insufficient dietary intake or absorp-
tion of iron, an essential component of hemoglobin.
One common reason, especially in pediatric patients,
includes excessive cow’s milk consumption, due to
milk’s low iron content and the presence of calcium,
which further inhibits iron absorption from other
sources. Approximately 2% of children between 12 to
35 months of age have iron deficiency anemia.® Labo-
ratory diagnosis includes hemoglobin and MCV, which
can be obtained from a CBC. Iron studies include iron,
ferritin, transferrin saturation, and total iron binding
capacity. Further evaluation can be obtained by hema-
toscopy, hemoglobin electrophoresis, and bone marrow
aspiration. While iron deficiency is the most common
etiology of anemia in children, other important causes
to rule out include malignancy, autoimmune disease,
lead poisoning, and anemia of chronic disease. The sev-
erity of low-intake iron deficiency anemia can often be
alleviated or prevented with adequate patient supervi-
sion and dietary counseling.

Symptoms of anemia are typically vague and non-
specific, including fatigue or shortness of breath. Un-
usual behavioral changes, increased irritability, and pica
can also be common anemia presentations. Patients
may also be asymptomatic, but examination may reveal
pallor and tachycardia. Treatment is achieved by treat-
ing the underlying cause, use of oral or IV iron supple-
mentation, as well as blood transfusions in severe cases.

For patients with chronic medical conditions, devel-
opmental delays, or limited communications skills pre-
senting to the urgent care, it is important to consider
investigation beyond the initial chief complaint. Pa-
tients who have difficulty communicating their state
may also present with non-specific symptoms that are
less acutely bothersome to the patient. Medical chart
review for prior preventive care visits, frequency of PCP
or specialist encounters, and an expanded history for
collection of general health aspects, such as dietary his-
tory, can sometimes reveal more emergent needs than
the chief complaint for the visit. While urgent care can-
not fulfill the role of a PCP as a healthcare institution,
urgent care can act as a safety net when necessary for
patients with worsening of chronic conditions.
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Ethics Statement and Guardian Perspective

Informed consent for publication was obtained from
the patient’s mother. She said she hoped discussion of
her son’s case would help reduce these events from
happening to other children.

Takeaway Points

m Especially for patients with chronic conditions, de-
velopmental delays, or poor communications skills,
it is important to investigate beyond the chief com-
plaint with chart review and history-taking and con-
sider further workup.

® Labs indicating iron deficiency anemia include low
levels of hemoglobin, hematocrit, mean corpuscular
volume, serum iron, ferritin, transferrin saturation,
and high levels of total iron binding capacity.

® At 12 months of age, pasteurized whole milk may be
introduced but should be targeted to 16 oz or less
daily and should not exceed 24 oz daily. Above that
level, there is no additional nutritional benefit and
complications such as iron deficiency anemia can
ensue. M

Manuscript submitted April 1, 2025; accepted July 28, 2025.
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COVID-19 Antiviral Prescribing In
Urgent Care By Patient Ethnicity

Urgent Message: This study confirms variable prescription rates among different ethnicities
in Aotearoa, New Zealand, for COVID-19 antiviral medication despite efforts to reduce
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Abstract

Introduction: In Aotearoa, New Zealand, COVID-19 dis-
proportionately increased mortality and morbidity out-
comes in Maori and Pacific patients. In an effort to
counteract these health inequities, the government aimed
to increase access to COVID-19 antiviral medication for
Maori and Pacific patients with COVID-19 by changing
the age threshold among ethnicities for those who would
otherwise not be eligible based on medical comorbidity
or vaccination status (age >50 years old for Maori and
Pacific patients compared to >65 years old for other eth-
nicities). This study looked at whether prescribing for
COVID-19 antivirals in an urgent care setting had any
prescribing differences among patient ethnicities.

Methods: A retrospective review was performed for all
consultations for patients with confirmed or probable
COVID-19 with a first presentation to White Cross Ur-
gent Care Clinics in Auckland, New Zealand, between
September 14, 2022, and March 6, 2023. Demographic
data was collected along with eligibility status for
COVID-19 antiviral medication and whether a COVID-
19 prescription was provided. Statistical analysis was
performed using Fisher’s exact test.

i

Results: A total of 571 patient records were reviewed;
175 patients were excluded, leaving a final sample of
396 patients. Only 37.5% of eligible Maori patients
with COVID-19 received a COVID-19 antiviral prescrip-
tion in this study, and this was statistically significantly
lower than all other ethnicities (p=0.017). Other eth-
nicity patients had the next lowest prescription receipt
rate (61.5%), followed by Pacific (61.9%), New Zealand
(NZ) European (71.0%), and Asian (100.0%) ethnicities.

Discussion: This study confirms variable prescription
rates among different ethnicities for COVID-19 antiviral
medication despite efforts to reduce health inequities
for these groups. Further studies are needed to under-
stand the underlying causes of these differential pre-
scribing practices.

Author affiliations: M. Adrianne Pimentel, MBChB, MHIthLd, FRNZCUC, Royal New Zealand College of Urgent Care, Auckland, New Zealand. Author

has no financial relationships with any ineligible companies.
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Introduction and Aims

uring the COVID-19 pandemic outbreak in Aotearoa,
I] New Zealand (Ao/NZ), beginning February 2020,

Maori and Pacific people were shown to have a
higher risk of clinically severe outcomes from COVID-
19, including risks of hospitalization and death.'>3Hos-
pitalizations early in the pandemic demonstrated that
Europeans and those with higher socioeconomic status
were mainly affected (likely due to the majority of cases
being associated with overseas travellers rather than
community transmission at this stage). However, Maori
and Pacific patients that were hospitalized tended to
be younger and with longer lengths of hospital stay,
despite making up under 40% of the cases.*®> During
the Omicron wave in 2022, cases were highest per capita
and occurred earliest in age among Maori and Pacific
people.® At that time, Maori people also had the highest
risk of hospitalization.? This is similar to historical in-
equitable health outcomes for Maori during the 1918
influenza and 2009 H1N1 outbreaks.!67891011,12,13,14,15,16
Ao/NZ data reflected similar patterns to other countries,
with multiple countries showing that either indigeneity
or ethnic minority were both individual risk factors for
more severe disease in COVID-19.1616

As well as disparities in mortality and morbidity out-
comes, studies have also shown that Maori and Pacific
patients tend to receive lower prescription rates than
other ethnicities for a wide range of diseases.”!81920 While
no studies in Ao/NZ have looked at COVID-19 antiviral
prescribing by ethnicity, studies overseas have shown
that there have been ethnic disparities for medications
given for COVID-19.2! In the Unites States, Black, Asian
and Hispanic ethnicities were less likely to receive out-
patient medication for COVID-19 than White patients.?
Potential reasons given were limited access to care, lack
of a primary care provider, potential biases in prescribing
practices, and lack of communication to certain com-
munities regarding the COVID-19 antivirals.??

Ao/NZ's response to COVID-19 always prioritized the
aim of equitable outcomes, unfortunately, the burden
of COVID-19 continued to disproportionately affect
Ma3ori and Pacific people.? One strategy involved how
COVID-19 antiviral medication was distributed after its
initial introduction to the country in 2022. In Ao/NZ,
patients have access to medications that are chosen by
Te Pataka Whaioranga (Pharmac), a government agency
that decides which medicines and therapeutic products
are government-funded so patients can access them at
no (or heavily subsidized) cost.?* In March 2022, pro-
tection against the risk of severe outcomes from COVID-
19 was expanded from purely a vaccination and elim-
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ination strategy, to include therapeutic medication with
nirmatrelvir/ritonavir.? Initial eligibility criteria for pa-
tients with COVID-19 included an immunocompro-
mised status, or having a minimum of at least 5 risk
factors for poor outcomes (risk factors included a high
risk ethnicity such as Maori or Pacific, age thresholds
determined by COVID-19 vaccination status, or comor-
bidities as defined by the Ministry of Health).?*

In light of growing concerns about the emerging dis-
proportionate burden of COVID-19 on Maori and
Pacific people, particularly given historical inequities
across other diseases affecting Maori particularly, Phar-
mac made the decision to amend their access criteria
to COVID-19 antivirals in September 2022.%6 The key
change made was lowering the age threshold for Maori
and Pacific patients (regardless of vaccination status or
comorbidities) to those aged 50 years or above, as com-
pared to other ethnicities that still required a minimum
age of 65 years.? Access to COVID-19 antivirals at the
time required a prescription from a relevant healthcare
practitioner or select pharmacists, though pharmacist-
only prescriptions accounted for only 5% of antivirals
dispensed.?5?” As most COVID-19 cases in Ao/NZ were
not hospitalized, medical physicians were a major
source of COVID-19 antiviral prescriptions.?32°30

During the COVID-19 pandemic in Ao/NZ, urgent
care (UC) played a key role in both the assessment and
management of COVID-19 patients, particularly as gen-
eral practitioners (GPs) moved to telehealth early in
the pandemic.?'3?> Many UC clinics continued face-to-
face patient consultations, including initial assessment
and management of COVID-19 patients, with some
clinics completely converted into community testing
centers for COVID-19 polymerase chain reaction (PCR)
testing, prior to the availability of COVID-19 rapid
antigen tests (RATs).3%3¢

As key providers for COVID-19 patients, particularly
those requiring in-person assessment, it is imperative
that UC does not perpetuate the health inequities that
have and continue to affect the Maori and Pacific
people.t? Ideally, UC should be a driver for reducing these
inequities, particularly considering that Maori and Pacific
people have the lowest enrollment in primary care.3
This means that UC may see higher levels of Mdori and
Pacific patients, as unenrolled patients make up a sig-
nificant proportion of the UC patient base.* Furthermore,
equitable health outcomes for Mdori are a commitment
under the obligations of Te Tiriti o Waitangi (the Treaty
of Waitangi)—the foundational legal document which
protects the rights of Maori as tangata whenua (indigen-
ous people) of Ao/NZ. 3 This is a responsibility for all
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Table 1. Demographic Characteristics and Method of
Diagnosis

Median Age (Years, IQR) 35 (38)

Gender-n (%)
Male 190 (48.0%)
Female 206 (52.0%)

Ethnicity - n (%)

NZ European 70 (17.7%)
NZ Maori 28 (7.1%)
Pacific 83 (21.0%)
Asian 144 (36.4%)
Other 57 (14.4%)
Not Stated 14 (3.5%)

Case Diagnosis - n (%)
Confirmed
Probable

389 (98.2%)
7 (1.80/0)

Abbreviations: IQR — interquartile range; NZ — New Zealand

healthcare providers in Ao/NZ.%

White Cross is a network of urgent care clinics (UCCs)
that treat acute illnesses and injuries in the community.
There are a total of 8 White Cross clinics spread across
Auckland - Ao/NZ'’s largest city—comprising a mix of
either dedicated UCCs or hybrid clinics with a mix of
urgent care and general practice.?”*® The geographic
spread of this network serves an ethnically and age di-
verse population of patients.

The primary aim of this study was to examine rates of
COVID-19 antiviral prescribing to eligible patients in an
urgent care setting. A secondary aim was to identify any
differences in COVID-19 antiviral prescription rates for
Maori and Pacific patients in an urgent care setting.

Methods

A Health and Disability Ethics Committee screening
application was submitted for this project, and it was
considered out of scope and therefore, not requiring
ethics approval. White Cross organizational approval
was also obtained prior to any data collection.

Data was collected using a retrospective review. Records
were only included in the final sample if they met all
the following inclusion criteria:

m Patients presenting to any White Cross clinic in
Auckland between September 14, 2022, and March
6, 2023
m Presentation was for a current COVID-19 illness
m Presentation was the first consultation with a doc-
tor for this episode of COVID-19
m The consultation was a face-to-face consultation
with an urgent care doctor
Diagnosis of COVID-19 was based on Medtech Evol-
ution READ codes of “Probable” or “Confirmed” COVID-
19 disease, and the consultation notes were manually
cross-checked to ensure diagnosis was met based on the
following definitions at the time of patient presentation:

Confirmed case

B A patient with symptoms consistent with COVID-
19 as per the NZ Ministry of Health symptom crite-
ria (at least 1 of: new or worsening cough, sneezing
and runny nose, fever, anosmia/altered sense of
taste, sore throat, shortness of breath, fatigue)3

m AND a positive PCR test OR a positive supervised
or unsupervised COVID-19 RAT

Probable case
= Symptoms in keeping with COVID-19 case criteria
as for confirmed case
m Patient reported a household contact that was posi-
tive for COVID-19 in the last 2 weeks

Patient level data collected included age, ethnicity,
method of diagnosis, eligibility status for COVID-19
antivirals during the study period, whether an antiviral
was prescribed during the urgent care consultation, and
if so, which antiviral was prescribed. In cases where pa-
tients were eligible, but antivirals were not prescribed,
the reason for not prescribing was also collected if docu-
mented in the clinical notes.

Statistical significance was checked with a Fisher’s
exact test using SPSS Statistics software.

Results
A total of 571 patient records were reviewed with 175
patients excluded, leaving a final sample of 396 patients.

Table 2. Demographic Characteristics By Ethnicity

NZ European NZ Maori Pacific Asian Other Not Stated
Total-n 70 28 83 144 57 14
Median Age (years, IQR) 58 (44) 41.5 (24) 28 (49) 33(32.5) 41 (39.5) 22 (56)
Male - n (%) 27 (38.6%) 14 (50.0%) 35 (42.2%) 75 (52.1%) 31 (54.4%) 8 (57.1%)
Abbreviations: IQR — interquartile range; NZ — New Zealand

www.jucm.com

JUCM The Journal of Urgent Care Medicine | October 2025 37




COVID-19 ANTIVIRAL PRESCRIBING IN URGENT CARE BY PATIENT ETHNICITY

Table 3. COVID-19 Antiviral Prescribing By Ethnicity

NZ European Maori Pacific Asian Other Not Stated
Total (n) 70 28 83 144 57 14
Median age (years, IQR) 58 (44) 41.5 (24) 28 (49) 33 (32.5) 41 (39.5) 22 (56)
Eligible for COVID-19
antivirals 3t 8 2 4 3 2
Median age of eligible
patients (years, IQR) 75 (9) 58 (12) 60 (13) 63 (17) 73.5 (8) 73 (N/A)
Prescribed COVID-19 5 N J 2
antivirals (n) 3 4 3 7 9
Proportion of eligible 1(50.0%)
patients who received an 22 (71.0%) 3 (37.5%) 13 (61.9%) 14 (100.0%) 8 (61.5%) 50.0%
antiviral prescription (n,%)
Total antiviral prescriptions
(n) and proportion relative o o o o o o
to number of eligible 23 (74.2%) 4 (50.0%) 13 (61.9%) 17 (121.4%) 9 (69.2%) 2 (100.0%)
patients (%)
Eligible patients that meet
at least one other access o 8 o
criteria for COVID-19 9 3
antivirals*
Abbreviations: IQR - interquartile range; NZ — New Zealand
*Additional criteria include a variety of conditions relating to comorbidities, mental health, COVID-19 vaccine status and risk factors for severe COVID-19 disease as defined by the Pharmac
website.>® In this sample, 7 patients met additional access criteria based on having at least 3 pre-existing high-risk factors for severe illness from COVID-19 and 1 patient met criteria based on
having a health condition expected to impair an adequate immune response to COVID-19.

Reasons for exclusion were: incorrect READ code diag-
noses; duplicate records; negative RAT; phone consulta-
tions; and asymptomatic patients (for example, private
screening for fitness to fly). A summary of the final sample
including demographic characteristics are shown in
Tables 1-2. Fourteen patients did not have ethnicity
documented. For this study, these patients were counted
in the “Other” ethnicity sample and were considered
ineligible for COVID-19 antiviral medication.

Analysis by ethnicity demonstrated that patients of
Maori ethnicity were prescribed COVID-19 antivirals
at a lower rate compared to all non-Maori ethnicities,
including Pacific (Table 3). Analysis using Fisher’s exact
test confirmed this difference was statistically significant
(p=0.017, 2-tailed).

Of the 396 patients seen with their first presentation
of COVID-19, 89 patients met eligibility criteria for
COVID-19 antiviral medication. If eligibility was uncertain
based on lack of documented co-morbidities or ethnicity,
these patients were considered “Not eligible” (n=1). Of
the 89 patients who were eligible for COVID-19 antivirals,
61 (68.5%) received prescriptions, which were mostly
nirmatrelvir/ritonavir (Table 4). Reasons for a lack of pre-
scription are shown in Table 4 and Figure 1.

Reasons for not prescribing COVID-19 antivirals varied,
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but in most cases, were not documented (Figure 1). How-
ever, this was only seen in non-NZ European patients as
all eligible NZ European patients who did not have a
COVID-19 antiviral prescribed had reasons documented.

Of note, 7 patients who did not meet Pharmac eligi-
bility criteria had antivirals prescribed. Three of these
patients requested the prescription to self-fund, while
4 patients had no reason documented. Of note, those
did have some medical co-morbidities including cardiac
disease and diabetes; however, their co-morbidities did
not meet the threshold for antiviral eligibility. The eth-
nicity breakdown of patients who received an antiviral
prescription without meeting eligibility were: Maori;
NZ European; Asian; Other; and Not Stated.

Discussion
This study demonstrated that in Ao/NZ, Maori patients
had the lowest rates of COVID-19 antiviral prescriptions
given. This finding provides valuable insight into pre-
scribing patterns in urgent care. It shows inequitable
prescribing practices in Ao/NZ are potentially present
which may result in inequitable COVID-19 antiviral
access in a population which is already vulnerable to
severe outcomes from COVID-19.13

Another study based in the United States showed
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that Black, Asian and Hispanic ethnicities were less
likely to receive outpatient medication (monoclonal
antibodies such as bamlanivimab) for COVID-19 com-
pared to White patients.?? In this same study, potential
reasons given were limited access to care, lack of a pri-
mary care provider, potential biases in prescribing prac-
tices, and lack of communication to certain commu-
nities regarding the COVID-19 antivirals.?> My study
only looked at patients who presented to an urgent
care clinician, suggesting that access to care is likely
not a contributing factor. Instead, this suggests that po-
tential biases in prescribing practices may be a more
significant contributing factor.

My study suggests that lower COVID-19 antiviral pre-
scribing rates may be contributing to Maori patients’
inequitable health outcomes for COVID-19. Factors im-
pacting the prescribing behavior of physicians may be
a potential target to improve prescribing rates. In the
treatment of other respiratory infectious diseases, 1
study showed that physician attitude was the dominant
factor in the decision to prescribe antibiotics, specifically
fear of disease complications, patient reactions, and pa-
tient expectations for antibiotics.** In order to change
prescribing behavior, education for physicians and tools
which reflect a physician’s own practice have been pro-
posed as potential solutions.*#° These may be potential
targets to influence COVID-19 antiviral prescribing prac-
tices for urgent care physicians to ensure equitable care.

Other potential contributing factors for disparities in
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Table 4. Patients Eligible for COVID-19 Antivirals,

Antivirals Prescribed, Reasons For Not Prescribing
Eligible for COVID-19 Antivirals (n) 89

Prescribed COVID-19 Antivirals (n, %) 61 (68.5%)

Antiviral Prescribed (n)
nirmatrelvir/ritonavir 45
molnupiravir 16

Reason Documented For Not Prescribing (n)
Patient declined 1
Clinically improving 1
Referred acutely to hospital 2
Recommended by hospital specialist* 2
Uncertain symptom onset/time frame 1
Drug interaction 1
Blood test required 1

No documented reason 13

*Documentation showed phone consultation from acute hospital specialist
who advised COVID-19 antivirals were not recommended based on patient
and/or clinical case factors (eg, drug interactions, patient co-morbidities)

ethnic health outcomes across a range of infectious disease
pandemics in the literature also include financial barriers
to medications and patient health literacy.'> However,
financial barriers to medications are unlikely to be con-
tributing as Ao/NZ has a publicly funded healthcare sys-
tem, and COVID-19 antiviral medication was free for eli-
gible patients at the time.?* Patient health literacy may
play a role, as perhaps patients who received prescriptions
in this study requested them from the clinician, which
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Figure 1. Reasons Documented for Not Prescribing COVID-19 Antivirals in Eligible Patients by Ethnicity
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could increase the likelihood of a COVID-19 antiviral
being prescribed for eligible patients. However, which
patients requested a prescription was not included in the
data collected in this study. Regardless, clinicians still
have the responsibility of being aware of the eligibility
criteria and correctly applying it rather than relying on
patients requesting these medications.

Given the findings in the literature, there are addi-
tional areas which may need to be addressed to correct
the identified gaps in prescribing. Lack of clinician
knowledge regarding eligibility criteria for community
access to COVID-19 antivirals may be a potential con-
tributing factor. During the pandemic, particularly the
early waves, Ao/NZ was a country with very frequent
communication updates from the central health
agency.??* Given the sheer volume of information, in
combination with rapidly evolving guidelines, it may
have been difficult for clinicians to be aware of the
most current recommendations.?* Another area to ad-
dress particularly when looking at the lower prescribing
rates of Maori to non-Maori patients, may be clinician
implicit bias as has been theorized in other studies.
17,18,19,20,39,40,41,42

While health and prescribing disparities affecting
Maori are seen in the literature, there are a few con-
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ditions where Maori patients have received higher pre-
scription rates than non-Maori patients.**** This in-
cludes prescriptions for antipsychotics and antibiotics
for pharyngitis.*>** For antibiotics for pharyngitis, a
driving factor may be that acute rheumatic fever affects
a disproportionate number of Maori and Pacific people
in Ao/NZ and guidelines for pharyngitis management
reflect this increased risk based on ethnicity.** Con-
sequently, antibiotics are more likely to be commenced
in these at-risk groups based on Ao/NZ’s pharyngitis
guidelines.®3# It is surprising therefore, that this study
did not show similarly higher rates of COVID-19 antivi-
ral prescriptions compared to other ethnicities, given
the role of ethnicity in the Pharmac eligibility criteria.
As such, physician prescribing behavior may contribute
more to this disparity.

An interesting result from this current study was that
Pacific patients had higher rates of prescriptions than
Maori, which were comparable to other ethnicities such
as NZ European. One possible reason may be that Pacific
patients had similar eligibility rates based on multiple
comorbidities to NZ European and Asian patients.
Therefore, prescribing could have been based on medi-
cal comorbidities, rather than the different age thresh-
olds based on ethnicity. Ao/NZ also tried to mitigate
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the effects of COVID-19 on Pacific people early on in
the pandemic with specific strategies to engage with
these communities, which were largely Pacific- and
community-led.® This may have resulted in an increase
in health literacy, and consequently a higher likelihood
of requesting COVID-19 antivirals by the patients them-
selves, which could impact physician prescribing be-
havior as previously discussed.*

However, the Maori also took a similar community
led strategic approach early in the pandemic.’® This
may suggest that indigenous peoples suffer more from
implicit bias even compared with other ethnic minor-
ities. Previous studies have shown that Maori patients
experience alienation, micro-aggression, and discrimi-
natory behavior from a wide range of healthcare ser-
vices.* While it is possible that clinicians may have
been more aware of the co-morbidities part of the
COVID-19 antivirals eligibility, the “Other Ethnicities”
group also had the same proportion of patients who
met additional COVID-19 therapeutic access criteria
compared with Maori, yet COVID-19 antiviral prescrib-
ing rates for Maori were still lower. This suggests that
co-morbidities may not be the key factor in prescribing
decisions. These initial findings show a significant need
for further studies on COVID-19 antiviral and other
prescribing rates by ethnicity to better understand po-
tential disparities in an effort to develop interventions
to minimize inequities.

To date, there have been no published studies in
Ao/NZ looking at prescribing patterns for COVID-19
antivirals either in the outpatient or inpatient setting
and specifically regarding whether there have been any
ethnic disparities. Globally, literature is also limited for
research in prescribing patterns based on ethnicity for
COVID-19 specifically. This study, though small, pro-
vides preliminary insight into potential ethnic in-
equities in Ao/NZ, particularly involving populations
that have already had historical inequities from a range
of diseases.!6%64” Larger studies across primary health-
care, such as multi-center UCC studies, GP prescribing
practices, and direct pharmacist supply to patients of
COVID-19 antivirals, would be useful in confirming
whether the findings in this study are present more
broadly. Next steps should also include what may be
potential contributing factors. Future work to address
barriers to achieve equitable care for patients, such as
addressing clinician implicit bias and physician pre-
scribing behavior, is also needed.

Limitations
The largest limitation of this study is the small sample
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size. Additionally, this study was limited to UCCs in a
single large urban city. However, when comparing both
Auckland region and Ao/NZ 2018 census data, the
sample in this study is still mostly representative.3:348
Key differences in the sample size include a lower pro-
portion of Maori, and higher proportion of Pacific,
Asian and Other ethnicities, compared to Census
data.?”3848 [t should also be noted that ethnicity data in
the 2018 Census was counted differently to this study.
In the census, multiple ethnicities resulted in a count
for every different ethnicity whereas in this study, each
patient could only report a single ethnicity.?*4° Census
data also grouped European and NZ European in the
same category of “European” in contrast to this study
which grouped non-NZ European ethnicities under
“Other.”?’

Another limitation is ethnicity data was not obtained
for all patients, and the ethnicity was self-reported.
Lastly, this study did not examine a relationship be-
tween COVID-19 antiviral prescribing and COVID-19
illness outcomes.

Conclusion

This study showed that Maori patients a significantly
lower proportion of COVID-19 antiviral prescriptions
given, compared to all other ethnicities. These results
show further work is required to improve prescribing
practices in urgent care, and further research needed to
identify the causes of variable prescribing practices.l

Manuscript submitted March 5, 2025; accepted August 22,
2025.
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Cannabis Use and
Cardiovascular Outcomes in
Adults

Take Home Point: This study suggests that cannabis use
has a strong, statistically significant association with ad-
verse cardiovascular outcomes independent of tobacco
use.

Citation: Jeffers A, Glantz S, Byers A, et. al. Association of
Cannabis Use With Cardiovascular Outcomes Among US
Adults. / Am Heart Assoc. 2024 5;13(5):e030178. doi:
10.1161/JAHA.123.030178

Relevance: Animal studies have previously shown endo-
thelial cell dysfunction, a precursor to endovascular dis-
ease, occurs with cannabis use. However, with increased
cannabis use in recent years, itis unknown if a correlation
exists between cannabis use and cardiovascular out-
comes.

Study Summary: This was a population- based, cross-sec-
tional study of data from the Behavioral Risk Factor Sur-
veillance Survey from 27 American states and 2 territories.
The authors quantified cannabis use as a continuous vari-
able, (days of cannabis use in the previous 30 days divided
by 30). Analysis included multiple demographic variables,
socioeconomic variables, and cardiovascular risk factors.
Multivariable logistic analyses examined use of cannabis
with lifetime occurrence of coronary heart disease (CHD),
myocardial infarction (MI), stroke, and the composite of
the 3 with cannabis use.

The authors identified 434,104 respondents who an-
swered the cannabis module questions and found prev-
alence of daily cannabis use was 4.0%, nondaily use was
7.1% (median: 5 days per month; interquartile range, 2—
14), and nonuse was 88.9%. They found 30-day cannabis
use was statistically significantly associated with M,
stroke, and composite outcomes of CHD, MI, and stroke;
controlling for tobacco use status, age, sex, race and eth-
nicity, body mass index, diabetes, alcohol use, educational

Ivan Koay, MBChB, MRCS, FCUCM, FRNZCUC, MD, is an urgent care
physician and the Medical Lead for Kings College Hospital Urgent Treat-
ment Centre, London, England, and Watford General Hospital Urgent
Treatment Centre, Watford, United Kingdom. He is also the Convener for
Ireland and UK Faculty for the Royal New Zealand College of Urgent Care,

' | aswellas the London Representative of Faculty of Pre-Hospital Care for
WS the Royal College of Surgeons, Edinburgh, Scotland.

attainment, and physical activity. Additionally, there was
a dose-response relationship with more days of use asso-
ciated with higher risks.

Editor's Comments: The study was limited by its cross-
sectional design, which provides only a snapshot of the
timeframe studied, making it difficult to track change in
behavior and long-term effects. Participant self-reporting
makes the results susceptible to recall bias. However, the
large number of participants allowed the authors to provide
a subset analysis of participants who never used tobacco—
indicating that cannabis use is potentially an independent
risk factor for poor cardiovascular outcomes. Although
further research is necessary to substantiate this associ-
ation, this study represents the first instance in which
such conclusions have been drawn. For urgent care (UC)
clinicians, regular screening questions regarding cannabis
use might be appropriate when assessing patients pres-
enting with symptoms concerning for acute coronary syn-
drome or stroke.

Do All Facial Fractures Require
Emergency Department
Transfers? Defining Criteria
for Referrals

Take Home Point: In this study, more than half of patients
with isolated facial fractures did not require immediately
surgical intervention or hospitalization.

Citation: Castillo Diaz F, Anand T, Khurshid M, et. al. Look
me in the face and tell me that | needed to be transferred:
Defining the criteria for transferring patients with isolated
facial injuries. J Trauma Acute Care Surg. 2025 May 9. doi:
10.1097/TA.0000000000004651.

Relevance: Facial trauma is a common presentation to
both emergency department (ED) and UC settings with a
large proportion of patients referred on for specialist eval-
uation. However, many of these patients do not have
further intervention, and the authors of this study reviewed
facial trauma cases and outcomes to develop facial injury
guidelines to help clinicians determine transfer needs.

Study Summary: This was a retrospective analysis of data
from patients transferred to a level 1 trauma center in Ari-
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zona, USA, with craniomaxillofacial trauma over a 5-year
period. Data for patients =18 years of age who were trans-
ferred to the facility for evaluation and/or management of
isolated facial injuries were reviewed based on outcome
and by a panel of experts. The primary objective of this
study was to develop the facial injury guidelines (FIG), an
evidence-based algorithm to standardize interfacility trans-
fers for facial trauma.

The authors identified 511 patients for review. They
noted that 252 (49%) were classified as appropriate trans-
fers, while 259 (51%) were potentially inappropriate trans-
fers. The FIG that the authors developed suggests that pa-
tients with isolated zygomatic arch fractures, nasal bone
fractures, maxillary sinus fractures, Le Fort type 1 injuries,
hard palate fractures, and maxillary alveolus fractures do
not require transfer. None of the 247 patients with these
injuries required intervention at the time of transfer, and
all were discharged home. Although, 26 patients sub-
sequently did require surgical intervention indicating that
outpatient follow-up is still recomended. None of the pa-
tients with delayed intervention had significant complica-
tions due to the delay in management.

Editor's Comments: Limitations of this study include the
authors’ inability to assess those patients who required
transfer but were not and the exclusion of patients who
were transferred for cosmetic and aesthetic reasons. Local
guidelines and specialist preferences may also vary and
therefore incorporating the Facial Injury Guidelines into
urgent care practice need to be tailored accordingly. |

Does a Negative Chest X-Ray
Rule Out Pneumonia in
Children?

Take Home Point: In pediatric patients with suspected
pneumonia, the development of pneumonia following a
negative chest x-ray (CXR) was rare. However, the authors
do recommend caution on performing CXR for all children.

Citation: Hirsch A, Wagner A, Lipsett S, et. al. Risk of Sub-
sequent Pneumonia After a Negative Chest Radiograph in
the ED. Pediatrics. 2025;155(5):€2024069829

Relevance: There has been concern that radiographic fea-
tures of pneumonia lag behind clinical findings; therefore,
raising doubt on the reliance of plain chest x-rays (CXR) to
diagnose pneumonia in children presenting to emergency
departments (ED).

Study Summary: This was a retrospective cohort study in
a large US tertiary pediatric ED over a 10-year period (2012-
2021) to determine the percentage of children with sus-
pected pneumonia who developed radiographic pneu-
monia after an initial negative CXR. The authors reviewed
medical records of patients presenting with fever or respi-
ratory symptoms who had CXR to evaluate for pneumonia
with repeat imaging within 14 days of the initial visit.

The authors identified 9,957 children with negative ini-
tial CXRs, among whom 240 (2.4%) underwent a repeat
CXR within 14 days. Of the 240 children with a follow-up
CXR, only 27 children (11.3%) developed radiographic
pneumonia. This equated to 0.27% of all children with an
initially negative CXR. The children that subsequently de-
veloped pneumonia after initial negative CXR were more
likely to have tachypnea on initial presentation. There were
no other differences in clinical or demographic character-
istics. As such, CXR during the initial visit had a negative
predictive value of 99.7%.

Editor’s Comments: It is critical to remember that the In-
fectious Diseases Society of America (IDSA) recommends
against the routine use of CXR to diagnose pneumonia in
pediatric patients in the outpatient setting. This is due to
concerns with radiation exposure and the difficulty in dis-
tinguishing viral from bacterial infections. For many urgent
care clinics, the lack of radiography technicians may also
limit availability. However, this study was based in an in-
stitution that utilized CXR as part of the diagnostic pathway
for suspected pneumonia with very few patients not re-
ceiving a CXR. Therefore, UC clinicians who choose to per-
form a CXR on a pediatric patient with suspected pneu-
monia can feel confident with a negative CXR. l

Safer Treatment of Urinary
Tract Infections in the First
Trimester of Pregnancy

Take Home Point: First trimester of pregnancy exposure to
trimethoprim-sulfamethoxazole (TMP-SMX) is associated
with increased risk of any congenital malformation, severe
cardiac malformation, other cardiac malformation, and
cleft lip and palate compared with B-lactam exposure.

Citation: Osmundson S, Nickel K, Shortreed S, et. al. First-
Trimester Antibiotic Use for Urinary Tract Infection and Risk
of Congenital Malformations. JAMA Netw Open. 2025 Jul
1;8(7):€2519544. doi: 10.1001/jamanetworkopen.2025.

19544,
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Relevance: Urinary tract infections (UTI) are common in
pregnancy and treatment is indicated to prevent negative
maternal and neonatal outcomes. However present guid-
ance regarding appropriate antibiotics is vague due to un-
certainty regarding risks of congenital malformations as-
sociated with the most commonly prescribed antibiotics.

Study Summary: This was a population-based cohort study
of commercially insured pregnant individuals who were
treated for UTI in the Merative Market Scan Commercial
Database. Congenital malformations were identified using
the Kharbanda algorithm to review inpatient and out-
patient diagnosis codes on birthing parent claims for the
first month after delivery and infant claims up to 365 days
after birth.

The authors identified 71,604 pregnancies to review. Of
these, 42,402 individuals (59.2%) had first-trimester ex-
posure to nitrofurantoin; 3,494 (4.9%) had first-trimester
exposure to TMP-SMX; 3,663 (5.1%) had first-trimester ex-
posure to fluoroquinolones, and 22,045 (30.8%) had first-
trimester exposure to B-lactams. They found 1,518 infants
with any congenital malformation, including 729 with car-
diac malformations. In the analysis, first-trimester expo-
sure to TMP-SMX was associated with increased risk of
any congenital malformation (weighted RR, 1.35; 95%Cl,
1.04 to1.75, indicating 1 additional malformation per 145
pregnant individuals treated with TMP-SMX vs B-lactams).
No elevated risk was found with nitrofurantoin.

Editor’s Comments: The study design was subject to other
potential confounders which were not factored into any of
the results namely, genetic factors, obesity, tobacco use,
alcohol use, substance use, and severity of infection. Ad-
ditionally, the study’s data was limited to only live births
which has the potential of introducing selection bias. This
study has also limited generalizability to Medicaid and
uninsured populations. The findings point to preferred an-
tibiotic choices in the treatment for UTI for patients in their
first trimester of pregnancy. M

Saline Irrigation for Acute
Sinusitis

Take Home Point: In this pilot study, the use of hypertonic
saline nasal irrigation with a delayed antibiotic prescription

is deemed an acceptable management plan for patients
presenting with acute sinusitis.

Citation: Venekamp R, Ainsworth B, Thomas T, et. al. Saline
nasalirrigation for acute sinusitis (SNIFS I): a randomised

controlled pilot trial with nested process evaluation. B/GP
Open. 2025 Mar 31:BJGP0.2024.0307. doi: 10.3399/
BJGPO.2024.0307

Relevance: Acute sinusitis is a very common presentation
to urgent care, where many patients have the expectation
of treatment with antibiotics. Evidence shows antibiotics
do not change recovery time, so finding alternative treat-
ments can help both clinicians and patients.

Study Summary: This was an open label, individually ran-
domized (1:1) controlled pilot trial with a nested process
evaluation at 24 English general practices. Participants
included those with sinus discomfort, and at least 2 of
the following: patient-reported nasal obstruction, patient
reported purulent nasal discharge, or pus seen in the nasal
cavity by the clinician. Those in the intervention group
were asked to irrigate the nose (150 ml through each nos-
tril) using a SinuCleanse 19 nasal cup (“Netipot™) daily for
up to 21 days or until symptoms had resolved. Those in
the control group were given usual care. Delayed prescrip-
tions of penicillin V soomg 4 times a day or alternatively
amoxicillin soomg 3 times a day for 1 week, or clarithro-
mycin soomg 2 times a day for 1 week (for penicillin allergy)
were provided to all patients. The main clinical outcome
of interest was patient-reported antibiotic consumption
during 4-weeks follow-up.

In total, 81 participants were randomized: 42 to saline
nasalirrigation; and 39 to usual care. Antibiotic use during
4-week follow-up was reported in 58% (19/33) of the saline
group vs. 40% (12/30) of the usual care group and did not
statistically significantly differ between groups in adjusted
analysis (adjusted odds ratio: 0.81, 95% confidence in-
terval [Cl] 0.23 to 2.87). The mean symptom score on days
2-4 was 2.7 (standard deviation [SD] 1.3) in the saline
nasal irrigation group and 3.0 (SD 1.1) in the usual care
group. Repeat consultations with new, non-resolving, or
worsening illness within 4 weeks occurred in 31% of the
saline group vs. 50% of the usual care group (adjust odds
ratio: 1.64, 95% Cl 0.47 to 5.74). Semi-structured interviews
with trial participants revealed that most were positive
about trial participation and viewed saline nasal irrigation
as acceptable, noting it as an alternative to antibiotics.

Editor’'s Comments: The study was not sufficiently powered
to assess the clinical effectiveness of the intervention
compared with usual care in terms of antibiotic use, dura-
tion and severity of symptoms, and associated cost. In
patients presenting to urgent care with acute sinusitis and
other upper respiratory tract illnesses, there are patient
expectations regarding antibiotics that need to be ac-
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knowledged. Effectively communicating findings from this
and similar studies demonstrating the non-antibiotic treat-
ments for these diagnoses support antibiotic stewardship
efforts. |

Screening for Intimate Partner
Violence and Caregiver Abuse

Take Home Point: The US Preventive Services Task Force
(USPSTF) continues to recommend screening for intimate
partner violence (IPV) in all women of reproductive age
and provide interventions for women who screen positive
either directly or via a referral process.

Citation: Feltner C, Peat C, Asher GN, et. al. Screening for
Intimate Partner Violence and for Caregiver Abuse of Older
or Vulnerable Adults: An Evidence Report and Systematic
Review for the US Preventive Services Task Force. JAMA.
2025 Jul 22;334(4):339-355. doi: 10.1001/jama.2025.2449

Relevance: IPV is an unrecognized issue which affects
many worldwide. Nearly half of all U.S. adult women and
men report experiencing sexual violence, physical violence,
or stalking in their lifetime.

Study Summary: This was a literature review performed
by the USPSTF to evaluate the benefits and harms of

screening for IPV, older adult abuse, and vulnerable adult
abuse. The objective was to produce an updated rec-
ommendation statement. Screening for IPV generally in-
volves a short questionnaire that assesses current or recent
abuse. Included screening tools include the Humiliation,
Afraid, Rape, Kick (HARK); the Hurt, Insult, Threaten,
Scream (HITS); and the Woman Abuse Screening Tools
(WAST).

The authors found no evidence on appropriate intervals
for screening. The authors noted that effective interven-
tions generally address the multiple factors related to IPV,
involve ongoing support services, and provide a range of
emotional support with behavioral and social services. In
line with previous guidance, the authors recommend
screening for IPV in all women of reproductive age, along
with ongoing support for affected women where appro-
priate. Further work is required to ascertain the accuracy
of current older and vulnerable adult abuse screening tools
including the benefits and harms of screening as well as
interventions to reduce this abuse.

Editor’s Comments: This remains a complex issue for UC
clinicians. However, this should not deter them from ask-
ing relevant questions when appropriate. In situations in-
volving IPV, every encounter is significant, and UC engage-
ment may bring previously unrecognized concerns to light.
Even a brief screening can play a critical role in safeguard-
ing patient well-being. |
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Practice Management ’

What is an Urgent Care Operator’s
Liability Concerning Trash

Disposal?

Urgent Message: Medical and non-medical waste produced by urgent care centers
must be handled in accordance with federal, state, and local regulations.

Alan A. Ayers, MBA, MAcc

Citation: Ayers A. What is an Urgent Care Operator’s
Liability Concerning Trash Disposal? ] Urgent Care Med.
2025; 20(1):49-51

Key Words: Urgent Care, Practice Management, Ancil-
lary Services, Business Operations

is public property once it is set on the curb.! The

Supreme Court opined that “[i]t is common knowledge
that plastic garbage bags left on or at the side of a public
street are readily accessible to animals, children, scavengers,
snoops, and other members of the public.”? If you set
your trash out for collection, it’s believed that you have
given up any “reasonable expectation of privacy.”?

However, the question remains who can be found li-
able if that trash is not disposed of properly and in ac-
cordance with federal, state, and municipal law. This
article will examine what urgent care owners should
know about trash disposal at their locations.

Federal regulations play a major part in molding waste
management practices in the U.S. The Resource Conser-
vation and Recovery Act (RCRA)* is one of the most sig-
nificant federal laws that regulates hazardous waste man-
agement. The RCRA provides the Environmental Protec-
tion Agency (EPA) with the authority to control hazardous
waste at all stages, including generation, transportation,
treatment, and storage. Most of the compliance mon-
itoring responsibility under the RCRA has been delegated
to the states and local authorities.

The EPA regulates household, industrial, and man-

"'he United States Supreme Court has ruled that garbage

ufacturing solid and hazardous waste under the RCRA.
The Act’s goals include protecting the public from the
hazards of waste disposal.
Analysis
In an urgent care center, waste is generally categorized
based on its origin and composition, which determines
the appropriate method of disposal. There are 3 types
of waste to be considered:
m Personal health information (PHI) displayed on
documents
= Non-regulated waste such as general trash or food
m Regulated waste, such as pharmaceutical products
and medical waste

Author affiliations: Alan A. Ayers, MBA, MAcc, is President of Urgent Care Consultants and is Senior Editor of The Journal of Urgent Care Medicine.
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Regulated medical waste includes:®

# Human blood and blood products

Needles and syringes (sharps)

Laboratory waste

Human pathological waste

Material contaminated with blood, body fluids, or
other infectious waste

An urgent care center typically has processes for the

following:

B Segregating and shredding paperwork containing
PHI (either shredder on-site or a shred bin serviced
by a third party)

m Disposal of biohazard materials via sharps con-
tainers or biohazard containers/bags/boxes serviced
by a third party, stored in an enclosed biohazard
space with a warning sign

= Emptying of trash cans for dry and wet waste by
janitor services

B Recycling locally specified waste

Legal Issues

Federal Regulations for the Destruction of PHI

The HIPAA Privacy Rule requires that covered entities
apply appropriate administrative, technical, and phys-
ical safeguards to protect the privacy of PHI, in any
form.” As such, covered entities—like urgent care
centers—must implement reasonable safeguards to limit
incidental, and avoid prohibited, uses and disclosures
of PHI, including in connection with the disposal of
this information. In addition, the HIPAA Security Rule
requires that covered entities implement policies and
procedures to address the final disposition of electronic
PHI and/or the hardware or electronic media on which
it is stored, as well as to implement procedures for re-
moval of electronic PHI from electronic media before
the media are made available for reuse.’

As such, urgent cares aren’t allowed to just abandon
or dispose of PHI in dumpsters or other containers that
are accessible by the public. However, the Privacy and
Security Rules don’t require a particular disposal method.
Covered entities must review their own circumstances
to determine what steps are reasonable to safeguard PHI
through disposal and develop and implement policies
and procedures to carry out those steps.’

A covered entity may, but isn’t required to, hire a
business associate!® to appropriately dispose of PHI on
its behalf.!! Thus, for example, an urgent care may hire
an outside vendor to pick up paper records or electronic
media from its premises, shred, burn, pulp, or pulverize
the PHI, or purge or destroy the electronic media, and
deposit the deconstructed material in a landfill or other
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appropriate area.

Failing to follow HIPAA can result in civil monetary
penalties ranging from $141 to $2,134,831 per violation,
depending on the level of culpability. In addition, criminal
penalties can also be imposed for intentional HIPAA vio-
lations, leading to fines and potential imprisonment.!?

State Laws Governing Regulated Waste

Each state has specific laws concerning the disposal of
biohazards, along with penalties for failure to comply
with state regulations. State agencies are usually tasked
with overseeing local waste management authorities
and programs, which include the collection, transpor-
tation, processing, and disposal of waste.

For example, New York State has strict requirements
on the storage, transport, and disposal of certain bio-
logical or healthcare-related materials. It is illegal to
dispose of these materials with household trash or re-
cycling. Fines for biohazard waste violations can range
from $5,000 to $70,000 per violation, depending on
the severity of the infraction.!

A violator of the Colorado Hazardous Waste Act or
of a related compliance order may be subject to an ad-
ministrative penalty of up to $15,000 per violation per
day. Moreover, violators may also be subject to a civil
penalty of up to $25,000 per violation per day.!*

In Minnesota, a person who knowingly disposes of
or arranges for the disposal of infectious waste as defined
in Minnesota state law is guilty of a gross misdemeanor
and may be sentenced to imprisonment for not more
than 364 days or assessed a fine of not more than
$10,000, or both.1s

Municipal Regulations Governing Ordinary Trash
Large and small communities across the country have
rules for the collection of “ordinary trash.” Some pro-
vide trash collection as a part of city services, and others
contract with 1 or multiple waste management com-
panies to complete the task.!®

For example, the city and county of Los Angeles (Cal-
ifornia) prohibit disposal of household hazardous waste
in the trash and instead provide designated centers for
residents to properly dispose of such waste.!” Cincinnati
(Ohio) considers these items to be hazardous and there-
fore unacceptable for regular trash collection: hazardous
or infections waste; propane or other pressurized gas
tanks; liquid paint; acids; household chemicals; and
more. 8

Recycling
According to EPA, the total generation of municipal
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solid waste equals 292.4 million tons or 4.9 pounds per
person per day. Of the municipal solid waste generated,
approximately 69 million tons are recycled, and 25 mil-
lion tons are composted. Together, almost 94 million
tons of waste are recycled and composted, equivalent
to a 32.1% recycling and composting rate.’” Many com-
munities have recycling services, but whether an urgent
care would have access to local recycling may depend
on how the locality regards recycling from commercial
businesses. Statistics show that 73% of all U.S. house-
holds have recycling access, however.2

The State of California enacted mandatory recycling
laws, for example. Since January 1, 2022, all businesses
and multifamily complexes are required to subscribe to
organics collection, which includes food waste and yard
trimmings. In addition, because the commercial sector
generates nearly three-fourths of the solid waste in Cal-
ifornia, the passage of Assembly Bill 341 in 2011 requires
all businesses that generate 4 cubic yards or more of trash
per week to arrange for recycling services. The law leaves
enforcement to be “consistent with a jurisdiction’s
authority, including a structure for fines and penalties.”2!

Other Trash Considerations
Finally, consider some of the common questions about
trash.

m Stealing your trash: Commonly referred to as
“dumpster diving,” stealing trash set out for col-
lection is not against the law. That’s because the
owner of the trash loses any expectation of privacy
by placing it in public.

® Unauthorized use of your dumpster: This con-
stitutes illegal dumping, and throwing trash in
someone else’s dumpster without their permission
is a crime, the severity of which depends on where
this occurs. In New Jersey, a perpetrator could be
faced with $50,000 in fines and arrest as well as
the confiscation of the vehicle used to transport
the waste. The vehicle will be forfeited to the state.?
In California, fines can be imposed up to $20,000.%

m Trespassing: This is knowingly entering another’s
property or land without permission, which en-
croaches on the owners’ privacy or property inter-
est. If an individual enters the property and dump-
ster dives or dumps trash, he or she would be guilty
of trespass. The consequences would depend on
the specific jurisdiction.

® Injury sustained in dumping or stealing: If some-
one is injured by waste while going through your
dumpster, he or she may have a claim for damages.
However, the success of an injured party’s claim

www.jucm.com

will depend on many factors. Primarily, a facility
may be able to show the person was contributorily
negligent—that the injured person contributed to
their injury and that negligence is a bar to recov-
ering damages. For example, a dumpster diver may
be trespassing when the injury occurs.

Conclusion

Urgent care owners and managers should educate them-
selves on the laws and regulations concerning trash.
Consult a local attorney to be certain you are in compli-
ance with federal, state, and local laws. |
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Editor's Note: While the images presented here are authentic, the patient cases are hypothetical.

24-Year-Old Male With Hand Pain

After a Golf Game

A 24-year-old male patient presents to urgent care with right
wrist pain that started while playing golf 2 days ago. The
patient recalls swinging the club and hitting the ground
rather than the ball, after which he felt a sharp pain in his
hand which has been constant since the incident. He has
not tried any treatments at home.

The provider notes increased pain when the patient flexes
his hand, along with a weakened grip compared to the left

side. Tenderness is noted to the hypothenar eminence of
the palm. Allen’s test is negative; sensation is normal to
fingertips. There is slightly decreased strength with flexion
and extension to ring and little fingers.

View the image taken and consider what your diagnosis
and next steps would be. Resolution of the case is described
on the next page.

Acknowledgment: Images and case provided by Experity Teleradiology (www.experityhealth.com/teleradiology).
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CLINICAL IMAGE CHALLENGE THE RESOLUTION

Differential Diagnosis = On examination, pain and tenderness is either

= Hamate fracture localized over the hypothenar eminence or diffusely

® Fractures and/or dislocations of other carpal bones over the volar surface of the wrist and hand; swelling

= Distal radial fracture may be minimal or absent.

= Metacarpal fracture = On x-ray imaging, you may see subtle hypodensity and

= Wrist sprain cortical indistinctness of the hamate bone, but plain

= Hypothenar hammer syndrome films have poor sensitivity and specificity for hamate
fracture.

Diagnosis

The correct diagnosis is a hamate fracture, which is the  Pearls for Urgent Care Management
third most common type of hand fracture. Among these, ® Often misdiagnosed as a soft tissue injury given

fractures of the hook of the hamate are more frequent than sometimes subtle findings on presentation.
those involving the body of the bone. This injury often oc- = If high clinical suspicion and indeterminate imaging,
curs either from a fall onto an outstretched hand or during send for a computed tomography scan of the wrist for
sports activities when the end of a club, racquet, or bat is definitive diagnosis.
driven into the palm, applying direct pressure to the hy- = Immobilize in short arm volar splint and provide basic
pothenar eminence. It can affect either the dominant or fracture care including rest, ice, elevation, and
non-dominant hand. Chronic, high-tension gripping may analgesia.
also contribute to the development of this fracture. = Avoid overuse or weight-bearing on hand.
= Referto orthopedic hand specialist. Hook of the

What to Look For hamate fractures may require surgical excision if non-
m High suspicion in athletes using bats, clubs, or union develops.

racquets. = Provide anticipatory guidance about ulnar nerve
= Symptoms include ulnar-sided wrist pain, pain with irritation which may feel like numbness in 4th/sth

gripping, and decreased grip strength. digits.
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A 75-year-old male presents to the walk-in clinic with the View the image taken and consider what your diagnosis
chief complaint of an asymptomatic rash on the lefttemple  and next steps would be. Resolution of the case is de-
of his face that developed over the past 2 months. On ex-  scribed on the following page.

amination, a shiny deep red papule is visible with scaly

macules (actinic keratoses) surrounding. The patient s on

rituximab for chronic lymphocytic leukemia (CLL).

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

www.jucm.com JUCM The Journal of Urgent Care Medicine | October 2025 55



CLINICAL IMAGE CHALLENGE THE

Differential Diagnosis
u Atypical fibroxanthoma

u Merkel cell carcinoma

= Pyogenic granuloma

u Keratoacanthoma

u Amelonatic melanoma

= Squamous cell carcinoma

= Microcystic adnexal carcinoma

= Nodular basal cell carcinoma

Diagnosis

This patient is diagnosed with Merkel cell carcinoma (MCC),
also known as cutaneous neuroendocrine carcinoma. MCC
is arare aggressive skin malignancy that typically appears
on the face, head or neck of adults between the age of 75-
8o years. MCC most commonly arises in fair-skinned males
and often appears on the head and face, upper extremities,
and torso. Lower extremity presentation is more common
for darker skinned individuals with erythema appearing
more subtle. Key risk factors include older age, ultraviolet
light exposure, immunosuppression, concurrent hematol-
ogic malignancy and infection with the Merkel cell polyo-
mavirus (MCPyV). Even with aggressive treatment, reoc-
currence probability is high with metastases common. The
5-year relative survival is approximately 60% in the United
States.

RESOLUTION

What to Look For

Presents as an asymptomatic, flesh-colored or bluish-
red, firm, non-tender, shiny, solitary, rapidly growing
nodule, usually between 0.5-5.0 cm in size. Ulceration
and crusting are relatively infrequent.

Neurologic symptoms such as ataxia, weakness, and
confusion may be present.

Pearls for Urgent Care Management

MCCis often misdiagnosed as a benign skin lesion,
therefore a high clinical suspicion is required to dia-
gnose it in its early stages.

Remember AEIOU when considering history and exam
findings: Asymptomatic/lack of tenderness, Expand-
ing rapidly (doubling in <3 months), Immunosuppres-
sion, Older than 5o years, Ultraviolet exposed skin
site.

Prompt biopsy is indicated for definitive diagnosis;
either narrow-margin punch biopsy in clinic or urgent
referral to dermatology is appropriate.
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A 28-year-old female presents to urgent care with mild
left lower quadrant (LLQ) abdominal pain that began earlier
in the day. The discomfort is dull, intermittent, and non-ra-
diating. She denies vaginal bleeding, fever, nausea, vomit-
ing, or urinary symptoms. Her last menstrual period was
approximately 2 months ago, although she reports a history
of irregular cycles.

She appears well and is hemodynamically stable. An ab-
dominal exam reveals mild LLQ tenderness without rebound

GA(CRL )Hadlock

or guarding. A pelvic exam shows no discharge, bleeding,
adnexal tenderness, or cervical motion tenderness. No
masses are appreciated. A urine pregnancy test performed
in the clinic returns positive. Given concern for ectopic preg-
nancy, a transabdominal point-of-care ultrasound (POCUS)
is performed.

View the POCUS images above and consider the likely
diagnosis and next steps. The resolution of the case is
described on the following page.

Case provided by Tatiana Havryliuk, MD, emergency physician in New York, New York, and founder of Hello Sono.

www.jucm.com
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CLINICAL IMAGE CHALLENGE THE

Differential Diagnosis

= Normal early intrauterine pregnancy

= Ectopic pregnancy

= Heterotopic pregnancy

m Gastrointestinal causes (eg, constipation,
diverticulitis)

Urinary tract infection

= Ureterolithiasis

= Ovarian cyst or mass

Diagnosis

Transabdominal POCUS revealed an intrauterine gesta-
tional sac containing a fetal pole with a crown-rump length
(CRL) measurement of 1.61 cm, consistent with an 8 week
and o day gestation. M-mode (motion mode) imaging con-
firmed fetal cardiac activity with a fetal heart rate (FHR) of
168 beats per minute (bpm). No adnexal masses or free
fluid were seen. The POCUS findings confirmed a live in-
trauterine pregnancy. Based on this, the providerwas able
to safely exclude ectopic pregnancy, avoiding an emer-
gency department (ED) referral, and instead provided out-
patient obstetrics-and-gynecology follow-up.

Discussion

Abdominal pain in early pregnancy, even if mild and with-
out bleeding, warrants evaluation for ectopic pregnancy.
Visualization of an intrauterine pregnancy (IUP) essentially
excludes ectopic pregnancy in patients without risk factors
for heterotopic pregnancy, which is the simultaneous oc-
currence of an intrauterine and an ectopic pregnancy.?
IUP is confirmed when the intrauterine gestation sac con-
tains either a yolk sac or a fetal pole.? Heterotopic preg-
nancy, while rare (incidence of 1 in 30,000 spontaneous
pregnancies), must be considered in patients with the fol-
lowing characteristics:

u Actively receiving assisted reproductive technologies

(ART)
= Prior ectopic pregnancy
u Pelvic inflammatory disease
= Tubal surgery or pathology
u Endometriosis

The incidence increases to 0.9 to 1% in patients under-
going ART.4 POCUS was critical in confirming an IUP and
thus excluding ectopic pregnancy in our patient without
any heterotopic pregnancy risk factors.

On transabdominal ultrasound, a yolk sac, the earliest
definitive sign of an IUP, is typically visible around 6.5-7
weeks of gestation when the mean gestational sac diam-
eter is at least 20 mm. A fetal pole and cardiac activity
usually become visible after 7 weeks on transabdominal
ultrasound, and at 6 weeks on transvaginal ultrasound.*

RESOLUTION

In our patient, fetal pole and cardiac activity were both
seen, placing the pregnancy at a minimum of 7 weeks of
gestation. CRL measurement dated the pregnancy to ap-
proximately 8 weeks and o days of gestation. FHR of 168
bpm was measured using M-Mode and fell within the nor-
mal range for an 8-week gestation.5 The normal range of
fetal heart rate during the first trimester is approximately
110-180 bpm, with the lower end seen at the earliest de-
tection and the upper end peaking around 8—9 weeks of
gestation.>® In this case, POCUS was used to confirm an
IUP, thus essentially ruling out an ectopic pregnancy and
avoiding ED referral.

What to Look For

® Intrauterine gestational sac containing a yolk sac or a
fetal pole confirms an IUP.

= Measurement of CRL estimates the gestation age.

u The presence of free fluid in the pelvis or an adnexal
mass should raise suspicion for ectopic pregnancy.

Pearls for Urgent Care Management

® Evaluate all reproductive-age women with abdominal
pain for pregnancy.

m Patients undergoing fertility treatment are at in-
creased risk for heterotopic pregnancy and should be
evaluated with same-day transvaginal ultrasound and
referred for gynecologic follow-up if they present with
abdominal pain, even when an IUP is identified.

® In well-appearing patients with a confirmed IUP on
transabdominal POCUS and no risk factors for hetero-
topic pregnancy, ED transfer is often unnecessary.
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CLINICAL IMAGE CHALLENGE

60 Year—Old With 2 Weeks of Dyspnea
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Figure 1: Initial ECG

A 60-year-old male presents to urgent care with progressive View the ECG and consider what your diagnosis and next
dyspnea for 2 weeks associated with lower extremity  steps would be. Resolution of the case is described on the
edema. The patient is afebrile and slightly tachypneic with  next page.

rales at the bilateral bases. An ECG is obtained.

Case presented by Benjamin Cooper, MD, MEd, FACEP, McGovern Medical School at the University of Texas Health Science Center at Houston

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

ECG¥STAMPEDE
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RESOLUTION
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Figure 2: Lead Il rhythm strip showing the “sawtooth” appearance of the atrial flutter waves (A).

Differential Diagnosis

= Atrial fibrillation

= Atrial flutter with 2:1 conduction

= Atrial flutter with variable conduction
u ST-elevation myocardial infarction

u Ventricular pre-excitation

Diagnosis

The diagnosis in this case is atrial flutter with variable con-
duction. The ECG reveals an irregularly irregular rhythm
with atrial flutter waves best seen in lead Il and in the lead
Il rhythm strip. There is variable ventricular conduction
with a ventricular rate of 96. There are T-wave inversions
in the lateral leads (I, aVL, V5, and V6) that were present
on prior ECGs but no signs of significant ST-elevation or
ventricular pre-excitation.

Discussion

The differential for an irregularly irregular rhythm in-
cludes: atrial fibrillation; atrial flutter with variable con-
duction; and multifocal atrial tachycardia. Atrial fibrilla-
tion lacks organized atrial activity (ie, no P waves),
whereas atrial flutter is an organized rhythm that occurs
when a re-entrant circuit forms in the right atrium, usually
in a counterclockwise fashion, leading to inverted flutter
waves in the inferior leads (Il, Il, and aVF, [Figure 2]).

It is characterized by an atrial rate of approximately
300 beats per minute (bpm). In the absence of treatment
or atrioventricular block, the most common atrial to ven-
tricular response is 2:1.%2 This patient had known atrial
flutter and was on carvedilol for blood pressure and rate
control.

The presence of atrial flutter itself does not warrant
any acute intervention if appropriately rate controlled
(heart rate < 110 bpm),3 but this patient’s clinical pres-
entation is concerning for heart failure exacerbation. An
emergency department transfer is indicated. Other indi-
cations include non-rate controlled or symptomatic atrial
flutter. In unstable patients, synchronized cardioversion
is indicated.

What to Look For

m “Sawtooth” appearing P waves that tend to be
negatively deflected and best seen in the inferior
leads.

u The atrial rate tends to approximate 300 bpm.

® 2:1 conduction is the most common type of atrial
flutter, and the ventricular rate tends to be around 150
bpm.

Pearls For Initial Management, Considerations

For Transfer

u Referto an emergency department for heart rates » 110
bpm, if symptomatic, or with signs/symptoms of heart
failure.

m |f able, synchronized cardioversion is indicated when
unstable while arranging for emergency referral via
ambulance.
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REVENUE CYCLE MANAGEMENT

M Tricia Krueger, CPC

|CD-10 Changes Impacting Urgent Care

CD-10 has been ever changing since it was first adopted
10 years ago. Each year, changes reflect advances in clin-
ical understanding and the need for more precise doc-
umentation in fast-paced care settings.

While ICD-10 changes can happen semi-annually, most
changes happen in October. For the upcoming 2025-2026
update, there are 487 new codes, 38 code revisions, and
28 deleted codes, all of which will take effect October 1,
2025. This update includes several additions that will im-
pact urgent care specifically. Centers that are trained and
ready will experience smoother claim submissions and
fewer rejections.

1. Pain-and Tenderness Codes
The old “pelvic and perineal pain” code (R10.2) has been
replaced with multiple newer, more detailed codes speci-
fying site and laterality. Providers must now capture later-
ality and exact pain location in the clinical note for proper
coding.

B R10.20 - Pelvic and perineal pain, unspecified side

B R10.21 - Pelvic and perineal pain, right side

B R10.22 - Pelvic and perineal pain, left side

B R10.23 - Pelvic and perineal pain, bilateral

B R10.24 - Suprapubic pain (subpubic region)
2. Laterality For Eyelid Inflammation
The single code Ho1.8 for eyelid inflammation is being
eliminated. In its place are g distinct codes differentiating
upper vs. lower eyelid and right vs. left eye. Clear doc-
umentation from clinicians about eyelid site will be es-
sential.

® Ho1.81 - Other specified inflammation of right upper

eyelid
® Ho1.82 - Other specified inflammation of right lower
eyelid

Tricia Krueger, CPC, is RCM Coding Supervisor for Experity.

3
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= Ho1.83 — Other inflammation of right eye,
unspecified eyelid

u Ho1.84 — Other specified inflammation of left upper
eyelid

® Ho1.85 - Other specified inflammation of left lower
eyelid

® Ho1.86 - Other specified inflammation of left eye,
unspecified eyelid

® Ho1.89 - Other specified inflammation of
unspecified eye, unspecified eyelid

® Ho1.8A - Other specified inflammation of right eye,
upper and lower eyelids

® Ho1.8B - Other specified inflammation of left eye,
upper and lower eyelids

3. New Allergy Codes

Urgent care clinics occasionally see presentations con-
cerning food allergies. The 2026 coding update introduces
many new codes for adverse reactions and anaphylactic
responses to foods such as eggs and milk/dairy.

Eggs
The update includes several new codes related to eggs,
including codes to capture adverse reactions, anaphylactic
reactions, and allergies to eggs. For example:
= T78.120A - Other adverse food reaction due to egg
with tolerance to baked egg, initial encounter
= T78.129A - Other adverse food reaction due to egg
with baked egg tolerance/reactivity, unspecified,
initial encounter
= T78.080A - Anaphylactic reaction due to egg with
tolerance to baked egg, initial encounter
m T78.081A - Anaphylactic reaction due to egg with
reactivity to baked egg, initial encounter
= T78.089A - Anaphylactic reaction due to eggs,
unspecified, initial encounter
B 791.0120 - Allergy to eggs, unspecified

Milk and Dairy Products
Like eggs, the update also includes several new codes re-
lated to milk and dairy products, including new codes re-

www.jucm.com
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lated to adverse reactions, anaphylaxis and allergies.

Some examples are:

T78.110A - Other adverse food reactions due to milk
and dairy products with tolerance to baked milk,
initial encounter

T78.111A - Other adverse food reaction due to milk
and dairy products with reactivity to baked milk,
initial encounter

T78.119A - Other adverse food reaction due to milk
and dairy products with baked milk
tolerance/reactivity, unspecified, initial encounter
T78.070A - Anaphylactic reaction due to milk and
dairy products with tolerance to baked milk, initial
encounter

T78.071A - Anaphylactic reaction due to milk and
dairy products with reactivity to baked milk, initial
encounter

T78.079A - Anaphylactic reaction due to milk and
dairy products, unspecified, initial encounter
Z91.0110 - Allergy to milk products, unspecified

ICD 10 Denial Trends in Urgent Cares

When documenting visits, it is always important to be as
specific as possible. Each year, we see an increase in de-
nials for unspecified codes. Insurance companies will not

reimburse a service such as an x-ray, for example, if the
laterality is unspecified. Providers need to keep this in
mind when it comes to selecting the proper codes.

= Code Specificity: Always select the most specific

and appropriate code based on documentation.

= Combination Coding: Recognize instances where

multiple codes are required, such as complications
or associated conditions.

= Documentation Quality: Ensure clinical staff

document with precise detail, clearly indicating
anatomical sites, severity, and associated health
conditions.

Another common denial can occur with ancillary tests.
We have found that payers do not want a definitive dia-
gnosis for testing. Instead, payers want to see the symp-
toms the patient presented with that led to the decision
to test. For example, a patient presents with fever, cough,
and a sore throat. The provider orders an influenza A&B
test and a strep test. The patient tests positive forinfluenza
B, so the patient is thus diagnosed. Providers also need
to diagnose the patient with fever, cough, and sore throat
to ensure those ancillary tests are properly paid.

Providers should be aware of updates in advance and
continue to practice documentation skills to increase the
chances of billing clean claims. ®

JUCM’is calling—

So, if you've ever had a situation arise in your
urgent care center and thought somebody should
write an article about this, maybe you should be
that “somebody.” Describe it in an email to
editor@jucm.com and we'll help you get started.

JUCNM

THE JOURNAL OF URGENT CARE MEDICINE®

JUCM, The Journal of Urgent Care Medicine is known as
the voice of the urgent care community, thanks to the
contributions of urgent care professionals just like you.

Our content works for the urgent care
community because it comes from the urgent
care community. And we aim to keep it that way.

*JUCM has garnered 17 awards in the prestigious
American Society of Healthcare Publication
Editors annual awards competition.
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DEVELOPING DATA

Credit Card on File Speeds
Collections, Decreases Bad Debt

M Alan A. Ayers, MBA, MAcc

PERCENTAGE OF PATIENT RESPONSIBILITY RECEIVED, BY MONTH
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credit card at the time of service, which is used to

cover balances afteran insurance claim adjudicates.
In addition to increasing total collections, charging
the card on file also enables an urgent care to capture
payments more quickly than time-consuming and costly
collection efforts, such as mailing statements.

In an Experity analysis of 392,699 comparable Blue

"'he credit-card-on-file practice requires a patient’s

Alan A. Ayers, MBA, MAcc is President of Urgent Care
Consultants and Senior Editor of The Journal of Urgent Care
Medicine.

Cross Blue Shield urgent care visits in 2024, 80% of
patient responsibility on CPT 99204 (new patient of-
fice or other outpatient visit, 45-59 minutes) was paid
in the first month when a credit card was on file ver-
sus only 60% being paid in the first month when no
credit card was on file. Patient balances included
here are those remaining after the date of service,
excluding co-pays.

Without a credit card on file, it takes 5 months to
collect at least 90% of the balance vs only 2 months
with a credit card on file.

Moreover, after 12 months, bad debt write-offs with
a credit card on file are only 1% versus 4% without a
credit card. m
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