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Abstract 
Introduction: Patients often present to urgent care (UC) 
clinics for headaches. While most headaches are non-
life-threatening, the UC provider must remain vigilant 
in identifying patients with potentially serious con-
ditions who require expedited evaluation at a higher 
level of care. 
 
Case Presentation: A 53-year-old man with a history 
of cervical strain for 4 months from a motor vehicle ac-
cident presented to the UC with worsening headaches 
that were increasing in both frequency and severity. 
The patient also complained of speech difficulties. 
 
Physical Exam: Exam findings included a blood pres-
sure of 150/100 mm Hg, right eye ptosis, and right pu-
pillary dilation. The patient demonstrated difficulty 
with speech and displayed signs of emotional lability 
during the encounter. 
 

Diagnosis: The UC provider referred the patient to the 
emergency department where imaging and subsequent 
biopsy revealed a multifocal glioblastoma in the left 
hemisphere. 
 
Case Resolution: Neurosurgery performed a subtotal 
resection, and following surgery, the patient transferred 
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care to an out-of-state facility. His oncology team there 
performed a second resection, but unfortunately, he 
succumbed to his disease approximately 5 months fol-
lowing the initial UC presentation. 
 
Conclusion: UC providers play a critical role in helping 
to identify patients presenting with vague symptoms. 
It remains important to gather a thorough patient-spe-
cific history, perform a comprehensive exam, and con-
sider a broad differential diagnosis, especially in patients 
who complain of headache. 
 
Introduction 

T
he presentation of patients to an acute care setting 
with “headache” is quite common, with the majority 
of cases being benign (~96%).1 There are 3 classifica-

tions of headaches, which must be differentiated at 
presentation: primary, including migraines or cluster 
headaches; secondary, where there is a known or sus-
pected underlying causative factor; and lastly, neuro-
pathies, facial pains, and other headaches.2 It is the role 
of the urgent care (UC) provider to identify which pa-
tients may be at risk for a more serious, underlying con-
dition and to decide what further actions are necessary. 
The SNOOP mnemonic (Table 1) can be used to identify 
warning signs and symptoms as well as “red flags” dur-
ing the patient evaluation.3  
 
Case Presentation 
A 53-year-old man presented alone to the UC clinic 
with a complaint of a worsening headache. In a rear-
end motor-vehicle incident 4 months earlier, he sus-
tained a cervical strain. A computed tomography (CT) 
scan of the brain at the time of his car accident was 
normal. On the day of the UC visit, he reported feeling 
that his neck was still “out of place,” and he believed 
that it may be contributing to his headache.  

The patient described the location of his headaches 
as localized to the frontal and left temporal regions and 
described his pain as “intermittent” and like a “dull 
toothache.” His headaches had recently increased in 
frequency and were now occurring daily. The patient 
also reported 3 weeks of difficulty with speaking, spe-
cifically, “getting out what I want to say.” He reported 
that his friends and family had also noted that he 
seemed confused and was having difficulty with his 
speech. They had even become concerned that he may 
be using drugs or alcohol, which he denied. The patient 
also reported that he had felt more “emotional” lately 
and that he was having trouble controlling new-onset 
tearful outbursts. Due to the headaches, his primary 

care provider (PCP) had him start checking his blood 
pressure at home, and he reported that it had been 
“higher than normal.”  

On the day of the visit, he denied numbness, syn-
cope, weakness, blurred vision, chest pain, shortness of 
breath, and facial drooping.  
 
Physical Exam Findings 
At the UC visit, vital signs were normal except for a 
blood pressure of 150/100 mm Hg and a body mass 
index of 34. The patient was well appearing and per-
sonable. There was a subtle right eyelid droop and a 
slightly dilated right pupil, which had a normal reaction 
to light. The remainder of the cranial nerve exam was 
normal. A neurological exam found the patient alert 
and oriented to person, place, and time. He showed no 
mobility deficits or evidence of unilateral weakness. He 
demonstrated difficulty recalling words and appeared 
to be stuttering at times. He had difficulty finishing 
sentences and seemed frustrated with his inability to 
speak clearly and coherently. He had several crying 
spells over the course of the physical exam.  
 
Medical Decision Making 
The provider recognized several red flags including age 
greater than 50, labile emotions, right eyelid and pu-
pillary abnormalities, personality changes, dysphasia, 
and a worsening headache pattern. The provider rec-
ommended immediate transfer to the emergency de-
partment (ED) for evaluation.  
 
Differential Diagnosis and Final Diagnosis 
The differential diagnoses at the time of transfer included 
hypertensive emergency, cerebrovascular accident, nor-
mal pressure hydrocephalus, brain mass, affective dis-
order, and substance use disorder. A CT angiogram with 
and without contrast showed a 4.5 cm ill-defined left 
frontal lobe mass with mass effect and vasogenic edema 
(Figure 1). Magnetic resonance imaging (MRI) was sug-
gestive of multifocal glioblastoma in the left hemisphere 
with compression of the right ventricle (Figure 2). Dex-
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Table 1. SNOOP Mnemonic11

S Systemic signs and disorders 
N Neurologic symptoms 
O Onset new or changed; patient age >50 years  
O Onset in thunderclap presentation 

P Papilledema, Pulsatile tinnitus, Positional 
provocation, Precipitated by exercise 



amethasone, famotidine, and levetiracetam were started. 
A biopsy result showed a “high-grade astrocytoma, favor 
glioblastoma.” Neurosurgery performed a subtotal re-
section 10 days after initial presentation and temozolo-
mide and ondansetron were started. The patient had 
pending appointments with local neuro-oncology and 
neuro-radiation clinics but opted to transfer his care to 
an out-of-state facility where a second resection was per-
formed 8 weeks later. We were notified of his death al-
most 5 months after initial UC presentation.    
 
Discussion  
Glioblastoma multiforme is an aggressive form of a central 
nervous system glioma with a median survival rate of 14 
to 15 months from diagnosis.  Glioblastoma multiforme 
accounts for 60% of all brain tumors in adults.4,5 Interest-
ingly, this patient had undergone a head CT scan due to 
a motor vehicle crash 4 months prior to his headache pres-
entation at the UC clinic. That CT scan was normal. 

Some of the earliest symptoms reported at diagnosis 
of glioblastoma include cognitive deficits, dizziness, al-
tered motor function, and headaches.6,7 While rare, 
tumor-related headaches can mimic more common 
headaches, including tension headaches, migraine, and 
others.8 The lifetime risk of developing a malignant 
tumor in the brain or spinal cord is less than 1%.9 Ho-

wever, providers must consider tumor and other sec-
ondary causes in situations where symptoms are atypi-
cal. Some research studies have reported that preceding 
any visible or pronounced symptoms, subtle changes 
are noticed by loved ones or the patient themselves.7 
Patients may describe themselves as “feeling off,”7 or as 
in this case, “having difficulty getting out what I want 
to say.” The patient reported that his loved ones also 
noticed these changes and had shared their concerns 
related to the patient seeming “confused” when speak-
ing several weeks before his first medical encounter. 
This highlights the importance of both educating pa-
tients to seek care for uncharacteristic changes in be-
havior or function and maintaining provider awareness 
of early warning signs of serious underlying conditions.7  

Patients often present to the UC clinic for a complaint 
of headache. Clinic evaluation and treatment resources 
vary, but all UCs should be able to consider concerning 
secondary causes of headache.10 In addition, UC clinics, 
when integrated within larger health systems, can rap-
idly communicate with a patient’s PCP and ED providers 
to efficiently refer the patient for further evaluation or 
emergent follow-up care.  

Although a chief complaint of headache is common 
across spheres of care, the incidence of the “worst-case 
scenario,” remains rare.9 Prompt evaluation of headache 
is vital in identifying all potential critical causes and 
initiating timely treatment. Providers must remain dil-
igent in gathering patient-specific history and perform-
ing a comprehensive examination during encounters 
for complaints of headache.  
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Figure 1. Intracranial CT Angiogram Figure 2. MRI Suggestive of Multifocal Glioblastoma



Ethics Statement 
We contacted next of kin and obtained verbal permis-
sion for publication of this case, allowing for the com-
pletion of a system-required, Authorization for Medical 
Case Study and Publication for the Use of Deidentified 
Medical Information form, placed in the patient’s elec-
tronic health record by the provider. 
 
Takeaways for Urgent Care Providers  
� Perform a thorough history and physical examination 

to evaluate for headache “red flags.” 
� Headaches associated with neurological symptoms 

should prompt further investigation. 
� Prompt evaluation of headache is vital in identifying 

concerning secondary causes and initiating timely 
treatment. 

� Although rare, glioblastoma and other central nerv-
ous system malignancies must remain on the differ-
ential diagnoses of UC providers as they evaluate pa-
tients with headache. n 

 
Manuscript submitted August 13, 2025; accepted March 
11, 2026.  
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