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At Odds: Do Clinical Practice Metrics 
Incentivize Bad Medicine? 
 
n Justin R. Murphy, MMSc, PA-C
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URGENT CARE PERSPECTIVES

W
e live in a world that revolves around data. If you 
have been in the medical field for a decade or 
longer, you have observed the trend toward increas-

ingly data-driven medical practice. If you have been prac-
ticing more recently, you have lived it. Metrics 
continually shape our practice patterns and influence 
our care, and their utilization will only increase. Cur-
rently, analytics and artificial intelligence tools cannot 
directly process human cognition and emotion. There-
fore, data is required.  
 
The Conflict 
Although most data-driven solutions are promised to 
make our lives easier, at times it feels like various clinical 
metrics are pulling us in different directions. Some data-
backed incentives may even seem to directly oppose our 
moral or ethical obligations to the patient. Recently, a 
prime example of apparently conflicting clinical incen-
tives has been on my mind. As urgent care clinicians, we 
are generally tasked with achieving high patient satisfac-
tion scores while simultaneously implementing good an-
tibiotic stewardship practices. We try to key in on patient 
wishes, and good antibiotic stewardship sometimes 
seems to run in opposition. I occasionally struggle with 
this tension and reflect on how challenging it is to con-
sistently achieve both goals.  

We all know how crucial it is that we continue to keep 
patients satisfied with their care and keep them return-
ing to our clinics. However, let us remember the ever-in-
creasing dangers around antibiotic resistance. Deaths 
attributable to antimicrobial resistance are estimated to 
reach 1.91 million globally by the year 2050.1  Although 
there is potential these projections may change for the 

better, these numbers are cause for alarm. 
The apparent clash between patient satisfaction and 

responsible antibiotic prescribing really came to the fore-
front for me over the past year when our urgent care 
group began openly publishing provider antibiotic pre-
scribing data. Patient satisfaction scores have been 
broadcast in our group for years. But now seeing the an-
tibiotic prescribing data, distributed to all, truly brought 
this conflict to light for me. The expectation to deliver on 
sound antibiotic stewardship practices while simulta-
neously pleasing our antibiotic-seeking viral patients 
was now plain as day. Can we have our cake and eat it 
too? 
 
The Game-Changer 
Education and reframing really helped to change my per-
spective on this. W. Kevin Broyles, MD, a veteran in our 
urgent care group, served as lead physician in the ambu-
latory antibiotic stewardship committee of our health-
care organization for many years. He was responsible for 
publishing and distributing our antibiotic stewardship 
data report. Along with that, he provided some pearls for 
our group that I believe every urgent care clinician 
should hear at least once. He promised to teach us how 
to frame the conversation around viral respiratory infec-
tions with patients in a positive way, somehow explain-
ing the lack of necessity of antibiotics while still 
achieving high patient satisfaction. I was intrigued. 

Dr. Broyles’ teachings drew from the publication Dia-
logue Around Respiratory Illness Treatment (DART)2 out 
of the University of Washington Department of Pedia-
trics. The core tenet of this framework includes a 4-part 
formula to assist in supporting both antibiotic steward-
ship and patient satisfaction. Step 1 is to review physical 
exam findings with the patient or parent out loud. The 
second step is to deliver a clear diagnosis, such as “viral 
pharyngitis.” The third step is to provide a 2-part neg-
ative then positive treatment recommendation. As an ex-
ample, “I have bad news and good news. The bad news 

Justin R. Murphy, MMSc, PA-C, is a student at High Point Uni-
versity in the Doctor of Medical Science Program.
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is that you have a virus, and antibiotics will not help. The 
good news is that there are some things that we can do 
to get you feeling better.” The order of the delivery 
matters, as studies show a decrease in patient satisfac-
tion when the recommendations end with bad news. The 
last step in the DART process is to include a contingency 
plan for follow-up.  
 
The Evidence  
Dr. Broyles shared his antibiotic prescribing rates and 
patient experience scores before and after he imple-
mented this technique, and the numbers speak for them-
selves. He analyzed his own antibiotic prescribing 
patterns during a 4-month period in respiratory illness 
season before using the DART approach, and then he 
compared it to the same 4-month period the following 
year, in which he implemented the DART approach.3 In 
the pre-intervention period, he saw 1,937 patients and 
noted a 41% antibiotic prescribing rate. In the interven-
tion period, he saw 1,570 patients and noted a 25% anti-
biotic prescribing rate. Remarkably, his patient 
satisfaction scores were exactly the same during both 
periods. All this was accomplished by tactfully educating 
his patients. 

Positive results have also been replicated in the litera-
ture. In a clinical trial by Kronman et al.4, clinicians in a 
network of pediatric outpatient practices received train-
ing on the DART method. Overall antibiotic prescribing 
rates for acute respiratory tract infections were then com-
pared to a baseline control period. The authors found a 
significant reduction in the antibiotic prescribing rate 
during the post-intervention period, and they call for 
broader dissemination of the DART training to clinicians 
based on their findings.  

After learning about the DART approach, I have fol-
lowed this formula on nearly every patient that I have 
seen with viral upper respiratory symptoms over the past 
year. While I don’t have any objective data from my own 
practice, my experience is that this approach has been 
overwhelmingly well-received by my patients. Since im-
plementing this method, I have begun to enjoy a sense 
of fulfillment that comes from providing evidence-based 
care while simultaneously maintaining high patient 
 satisfaction. 
 
The Big Picture 
What is it that patients really want when they come in to 
see us in clinic? Patients are seeking safe, timely, and ef-
fective treatment, human connection and caring from 
staff, and a healing and comfortable care environment.5 
Our care should focus on consistently delivering across 

these three pillars. We all intend to do no harm, and fo-
cusing on these priority values can guide our efforts to-
wards that aim, even in an increasingly complex, 
data-driven care environment with competing incentives. 
 
Conclusion 
Through the process of implementing intentional pa-
tient-centered antibiotic stewardship, I have experienced 
greater harmony among aspects of clinical practice, in-
cluding quality metrics, that I used to consider incon-
gruent. You really can have the best of both worlds. n 
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“The patient doesn’t read the textbook. Listen to their story 
and put the pieces together, even if it isn’t a ‘classic’ 

textbook presentation.” 
— Lindsey E. Fish, MD, FCUCM 

JUCM Editor in Chief

“Be aware of mimics. Pediatric heart failure is a great mimic, 
and 49% will go undiagnosed on their first presentation. 

Symptoms often mimic a simple upper respiratory infection, 
and while most cases will be a straightforward infection,  

it is important we remain diligent in looking for that needle 
in a haystack.” 

— Brittany Wippel, MD 
JUCM Pediatrics Editor 

“Your chart is a story that should have a well-told 
beginning, middle, and end. The diagnosis should be 
supported by the data you have gathered during the 

encounter.” 
— Michael Weinstock, MD 
JUCM Senior Clinical Editor 

Call for Manuscripts 
JUCM accepts submissions on most 
topics related to urgent care medi -
cine. Following are a few examples of 
the types of topics that would be of 
interest to the JUCM audience. If you 
have a question, please contact us at 
editor@jucm.com. To submit an arti -
cle for consideration, access our 
author guidelines at https://www. 
jucm.com/author-instructions. 

• How to increase clinically 
appropriate, timely use of ECGs 

• Treatment approaches to 
anterior and posterior nose 
bleeds 

• Distinguishing morbilliform and 
other measles-like skin rashes  

• Who has clinical oversight when 
AI takes the lead?

ICYMI 
Last month, many 
industry leaders shared 
their thoughts on the 
last 20 years of urgent care’s 
evolution to help us celebrate 
JUCM’s 20th anniversary. If you 
missed it, you can access the full 
issue from the archives.
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From Momentum to Action 
n Steve Sellars

M
ay is a time to reflect, reset, and carry forward the 
momentum we’ve built over the first part of the year. 
Coming out of our 2026 Urgent Care Convention in 

Chicago, that momentum feels real and shared by all Ur-
gent Care stakeholders. Over the past several months, 
we’ve talked about advocacy, about proving our value, 
and about the importance of showing up for one another 
as an industry. The Convention brought all of that into 
focus. It was a reminder that Urgent Care is not just a col-
lection of centers, but a connected community working 
toward a common purpose.  

I want to start by saying thank you. Thank you to the 
operators, leaders, and clinicians who showed up en-
gaged, bringing real-world perspective to every conver-
sation. Thank you to our speakers who challenged our 
thinking,  our sponsors and partners who continue to in-
vest in this field, and the Urgent Care Association (UCA) 
team for delivering a Convention that reflected the 
strength of this industry. 

I also want to recognize and thank Gerry Cvitanovich, 
MD, for his leadership and service as our outgoing Board 
President. His guidance helped strengthen UCA’s role as 
a unified voice for the field. At the same time, I welcome 
Cassandra Donnelly, DO, as our new Board President, 
along with our 2026 – 2027 Board of Directors. Their 
leadership, supported by our many volunteers, will con-
tinue shaping the direction of our association and our 
field. 

What stood out most in Chicago was the level of en-
gagement. Conversations were candid, practical, and for-
ward-looking. Whether discussing policy and 
reimbursement, workforce challenges, payer strategies, 
employer relationships, or the impact of AI and automa-
tion, one thing was consistent: no one is solving these 

challenges alone. 
In an increasingly complex and competitive healthcare 

environment, this alignment matters. Fragmentation is a 
risk. Alignment is an advantage. What we saw in Chicago 
was alignment taking shape. A shared understanding of 
where we need to go, recognition that Urgent Care plays 
a critical role in access, and growing confidence in the 
power of our collective voice.  

But momentum requires continued engagement. This 
is where I want to be direct. The future of Urgent Care will 
not be shaped by observation; it will be shaped by par-
ticipation. 

Over the past year, many leaders have stepped for-
ward to serve on the Board, participate on committees, 
and contributed to our advocacy efforts. That level of in-
volvement is making a difference, but we need more. 
More operators becoming members. More leaders get-
ting involved. More voices contributing to data, insight, 
and perspective. Because when more of us participate, 
we are more credible with policymakers, more effective 
with payers, better positioned with employers, and 
stronger in our communities. 

This is not just about supporting UCA. It is about 
strengthening your organization and your market. En-
gagement at the national level helps shape the policies 
that affect your local operations and connects you with 
peers navigating the same challenges.  

If you were in Chicago, I encourage you to build on that 
momentum. If you were not there, now is the time to 
raise your hand and join us. Become a member. Get in-
volved. Your participation matters. 

As we look to the remainder of 2026, our priorities re-
main clear: advancing advocacy with a unified voice, 
proving the value of Urgent Care through data and out-
comes, and deepening engagement across our member-
ship.  

The Convention was an important moment, but it was 
not the finish line. It was a starting point for what comes 
next. I look forward to continuing this work with you in 
the months ahead. n

 

Steve Sellars is Chief Executive Officer of the Urgent Care 
 Association.
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When a Headache is the Worst-Case Scenario: A Case 
Report of Glioblastoma (page 11) 
1. What device could be used to identify warning signs 

and red flags for evaluation of a patient presenting 
with headache? 
a. SNOOP mnemonic 
b. STARS mnemonic 
c. HIPAA mnemonic 
d. HEAT mnemonic 

 
2. What is the median survival rate for glioblastoma? 

a. 4 to 5 months from diagnosis 
b. 14 to 15 months from diagnosis 
c. 4 to 5 years from diagnosis 
d. 14 to 15 years from diagnosis 

 
3. What are some of the earliest symptoms of 

glioblastoma? 
a. Cognitive deficits, altered motor function, and 

headaches 
b. Ear pain and cough 
c. Nausea and vomiting 
d. All of the above 

 
Gynecologic Causes of Abdominal and Pelvic Pain: 
Diagnosis and Management (page 15) 
1. What is the leading cause of first-trimester maternal 

mortality? 
a. Ectopic pregnancy 
b. Dysmenorrhea 
c. Ovarian cysts 
d. Ultrasounds 

 
2. What is the recommended course of action for urgent 

care clinicians when ovarian torsion is suspected? 
a. Refer to primary care 
b. Conduct on-site lab testing 
c. Refer to emergency department 
d. Administer ceftriaxone 500 mg intramuscularly 

 

3. What is the imaging modality of choice for patients 
with suspected ovarian cysts? 
a. Ultrasound 
b. Radiography 
c. Computed tomography 
d. There are no imaging options 
 

Urgent Care Evaluation and Management of De Quervain 
Tenosynovitis (page 23) 
1. Which population is more likely to be affected by  

De Quervain tenosynovitis? 
a. Children under age 5 
b. Adults age 75 and older 
c. Men 
d. Women 

 
2. Of these, which activity may lead to De Quervain 

tenosynovitis? 
a. Sleeping in a prone position 
b. Long-distance running 
c. Repetitive thumb and wrist motions 
d. Pointe ballet dancing 

 
3. Which of these is a typical symptom of De Quervain 

tenosynovitis? 
a. Pain 
b. Swelling and stiffness 
c. Popping or creaking sensation 
d. All of the above 
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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 

When a Headache is the Worst-Case 
Scenario: A Case Report of 
Glioblastoma 
 

Urgent Message: While most headache presentations are not life-threatening, urgent 
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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.  

WHEN A HEADACHE IS THE WORST-CASE SCENARIO: A CASE REPORT OF GLIOBLASTOMA
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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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Editor’s Note: The patient case scenario is hypothetical to 
enhance educational value. 
 
Abstract 
Causes of abdominal and pelvic pain in reproductive-aged 
women include many diagnoses as well as some potential 
gynecologic emergencies. This review article highlights 
key gynecologic etiologies including ectopic pregnancy,  
pelvic inflammatory disease, ovarian torsion, ovarian cysts, 
endometriosis, and dysmenorrhea. A thorough history, 
abdominal and pelvic examinations, and ultrasound are 
essential for diagnosis, appropriate triage, and treatment 
for patients who present with these complaints. 
 
Introduction 

A
bdominal and pelvic pain are common clinical com-
plaints.1 Urgent care clinicians must understand how 
to diagnose, triage, and manage these cases effec-

tively. High consideration should be given for gynecol-
ogic etiologies, which include pregnancy-related, infec-
tious/inflammatory, structural/mechanical, and hor-
monal factors, as well as ectopic pregnancy, pelvic 
inflammatory disease (PID), ovarian torsion, ovarian 

CME: This peer-reviewed article is offered for AMA PRA  Category 1 Credit.™  
See CME post-test questions on page 9.

Gynecologic Causes of  
Abdominal and Pelvic Pain:  
Diagnosis and Management 

 
Urgent Message: Abdominal and pelvic pain are common presentations to urgent 
care. Clinicians need to maintain a broad differential to make the correct diagnosis 
and offer appropriate treatment. 
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cysts, and dysmenorrhea. Ectopic pregnancy remains 
the leading cause of first-trimester maternal mortality 
and must be ruled out in any patient with pelvic pain 
and potential pregnancy.2 PID is a common, clinically 
diagnosed infection requiring prompt broad-spectrum 
antibiotics to prevent infertility and chronic pain. Ovar-
ian torsion represents a surgical emergency due to the 
risk of ovarian ischemia, while ovarian cysts are 
frequently benign but may cause pain or torsion. Dys-
menorrhea, the most common gynecologic condition, 
is pain related to menstruation.3 
  
Case Presentation 
A 25-year-old G1P1 (gravida 1, para 1, ie, 1 pregnancy 
and 1 birth) woman presented to urgent care with 2 
days of right lower quadrant (RLQ) sharp and stabbing 
abdominal pain. She reported it began gradually and 
was progressively worsening. The pain was 8 out of 10 
in intensity, without radiation of the pain. Her last 
menstrual period was roughly 6 weeks ago. She had 
been sexually active with her male partner, but they 
had been inconsistent with using condoms. She denied 
dysuria, increased urinary frequency or hesitancy, vom-
iting, diarrhea, or vaginal discharge. The urine preg-
nancy test was positive. 

� Past medical history: None 
� Medications: None 
� Social history: Occasionally smokes; minimal al-

cohol  
� Physical exam: Temperature of 37.2°C; heart rate 

of 105 beats per minute; blood pressure of 100/60 
mm Hg; respiratory rate of 15 breaths per minute; 
and oxygen saturation of 99% on room air  

� General: No acute distress; appeared uncomfort-
able 

� Chest: Tachycardic rate and regular rhythm; no 
murmurs or bruits 

� Lungs: Clear to auscultation bilaterally; no wheezes 
or rhonchi 

� Abdomen: Normal appearance without surgical 
scars; soft, moderately to severely tender to palpa-
tion in RLQ with mild guarding; no rebound ten-
derness 

� Pelvic exam: Blood in the vaginal vault; positive 
cervical motion tenderness; right adnexal tender-
ness 

 
Epidemiology 
Abdominal pain in women has a broad differential dia-
gnosis, ranging from benign to life-threatening con-
ditions. According to the Centers for Disease Control 

and Prevention (CDC), stomach and abdominal pain 
were the number 1 reason for emergency department 
visits in the United States from 2016 to 2022.1  

When a female patient presents with abdominal pain, 
providers must consider a wide range of etiologies, in-
cluding gynecologic, gastrointestinal, urinary, muscu-
loskeletal, and traumatic etiologies. However, this review 
will focus specifically on gynecologic etiologies, which 
can be categorized into 4 broad groups:  

� Pregnancy-related 
� Infectious/inflammatory 
� Structural/mechanical 
� Hormonal 

There are many diagnoses that may be considered in 
each of these groups; however, this review will focus 
on the following etiologies:  

� Pregnancy-related—ectopic pregnancy 
� Infectious/inflammatory—pelvic inflammatory dis-

ease 
� Structural/mechanical—ovarian torsion, ovarian 

cysts, and endometriosis 
� Hormonal—dysmenorrhea 

 
Pregnancy-Related Causes: Ectopic Pregnancy 
Ectopic pregnancy is defined as the implantation of a 
fertilized ovum outside the normal uterine cavity. The 
fallopian tube is the most common site of implantation, 
accounting for more than 90% of cases.4 In the United 
States, ectopic pregnancies occur in approximately 1–
2% of all reported pregnancies.5 Despite being relatively 
uncommon, ectopic pregnancy remains the leading 
cause of pregnancy-related death in the first trimester, 
responsible for 3–6% of such fatalities, primarily due to 
complications related to tubal rupture.2 The classic triad 
of ectopic pregnancy includes amenorrhea, abdominal 
or pelvic pain, and vaginal bleeding. However, these 
symptoms are often nonspecific, making clinical dia-
gnosis challenging. 

Risk factors for ectopic pregnancy primarily involve 
conditions that lead to tubal inflammation or scarring, 
such as a history of pelvic inflammatory disease and 
prior pelvic or fallopian tube surgeries. Women with a 
history of ectopic pregnancy have an increased risk of 
recurrence. After 1 prior ectopic pregnancy, the recur-
rence risk is approximately 10%, rising to more than 
25% after 2 or more prior ectopic pregnancies. Ad-
ditional risk factors include maternal age over 35 years, 
use of fertility medications, history of in vitro fertiliza-
tion, and tobacco use.4 

On physical exam, several findings are associated 
with ectopic pregnancies. Examples include the pres-
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ence of an adnexal mass without evidence of an intra-
uterine pregnancy (IUP), which has a favorable likeli-
hood ratio (LR+) of 111; cervical motion tenderness, 
which has an LR+ of 4.9; and adnexal tenderness, which 
has an LR+ of 1.9.2 Given these limitations, physical 
examination should always be interpreted in the 
context of the complete clinical picture. 

In urgent care, initial evaluation for any woman of 
reproductive age presenting with abdominal pain or 
vaginal bleeding should begin with a urine pregnancy 
test. If an ultrasound to rule in IUP is not available, the 
patient should be referred to the emergency department 
(ED) for further evaluation. 

In the ED, an ultrasound should be performed to 
either rule in IUP, or if a fetus (with heart tones) is not 
seen, then a transvaginal ultrasound (TVUS) should be 
done to evaluate for ectopic pregnancy.4 �-hCG quan-
titative testing is helpful in the evaluation but cannot 
alone confirm or exclude ectopic pregnancy. A “dis-
criminatory level” of �-hCG refers to the threshold 
above which an intrauterine gestation should be visible 
on TVUS.4 According to the American College of Ob-
stetricians and Gynecologists, if no IUP is visualized 
when the �-hCG exceeds 3,500 mIU/mL, this strongly 
suggests a likely nonviable gestation, either ectopic or 
early pregnancy loss.4 When the clinical picture raises 
concern for an abnormal gestation, a repeat �-hCG 
level after 48 hours is indicated; its interpretation de-
pends on serial measurements and correlation with ul-
trasound findings. Falling �-hCG levels may indicate a 
failing intrauterine pregnancy or an ectopic pregnancy, 
which should prompt continued observation and fol-
low-up with OB/GYN specialists. 

TVUS is the diagnostic modality of choice. The pres-
ence of a gestational sac containing a yolk sac or fetal 

pole outside the uterus is diagnostic of ectopic preg-
nancy.2 Ultrasound identifies an ectopic pregnancy in 
many cases, most commonly appearing as a heteroge-
neous adnexal mass that is separate from the ovary, 
which is seen in roughly 60% of patients.2 Free intra-
peritoneal fluid on ultrasound raises concern for he-
moperitoneum and may warrant emergent operative 
intervention.6 

Management depends on the patient’s hemodynamic 
stability and presence of rupture. For hemodynamically 
stable patients with confirmed, unruptured ectopic preg-
nancies, medical management with methotrexate is a 
safe and effective treatment. Although single-dose me-
thotrexate regimens are more convenient, multidose 
protocols have demonstrated higher success rates.6 Med-
ical management avoids surgical risks but requires mul-
tiple office visits and close monitoring of �-hCG levels 
to ensure resolution. In contrast, surgical management, 
typically via laparoscopy with salpingectomy, is nec-
essary for unstable patients who have evidence of rup-
ture or who fail medical therapy.  
 
Infectious/Inflammatory Causes: Pelvic Inflammatory 
Disease 
PID is an ascending infection of the upper female repro-
ductive tract that primarily affects young, sexually active 
women.7 It is a significant clinical concern in urgent care 
and emergency department settings due to its often subtle 
presentation and the potential for serious complications, 
which include ectopic pregnancy, infertility, tubo-ovarian 
abscess (TOA), and chronic pelvic pain.7 

According to analyses of data from the National 
Health and Nutrition Examination Survey 2013–2014, 
approximately 4.4% of sexually active women aged 18–
44 years in the United States reported a history of PID, 
equating to roughly 2.5 million women.8  

PID may affect any part of the upper genital tract, in-
cluding the uterus (endometritis), fallopian tubes (sal-
pingitis), ovaries (tubo-ovarian abscess), and even the 
peritoneum (pelvic peritonitis). The infection can spread 
to the perihepatic area, leading to inflammation of the 
liver capsule and the formation of perihepatic adhesions 
(ie Fitz-Hugh–Curtis syndrome, which is pathogno-
monic for PID).7 

PID most commonly results from the ascent of 
pathogens from the lower genital tract. Sexually trans-
mitted infections (STIs) are frequent culprits, particularly 
Chlamydia trachomatis and Neisseria gonorrhoeae.7 Ap-
proximately 15% of untreated chlamydial infections 
progress to PID.9 Bacterial vaginosis (BV) has also been 
associated with increased PID risk, although no evidence 
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exists that screening for BV reduces PID incidence.9  
Key risk factors for PID include:9 
� Age <25 years 
� Multiple or new sexual partners 
� Unprotected intercourse with a symptomatic part-

ner 
� Early onset of sexual activity (<15 years) 
� History of STIs or previous PID episodes 
The diagnosis of acute PID can be challenging due to 

its nonspecific presentation. Patients often report lower 
abdominal or pelvic pain, which may be accompanied 
by abnormal uterine bleeding, dyspareunia, dysuria, 
nausea, or vomiting. Despite the severity of the under-
lying infection, more than half of patients may be afe-
brile on presentation. Systemic signs such as fever or 
sepsis tend to occur only in more advanced or severe 
cases.7 PID is a diagnosis usually made clinically. 

Findings on pelvic examination may include muco-
purulent cervical discharge, cervical motion tenderness, 
and adnexal tenderness. A bimanual and speculum 
exam should be performed in suspected cases. Lab test-
ing, including complete blood count and inflammatory 
markers like erythrocyte sedimentation rate and C-re-
active protein are not typically done, but may become 
abnormal in severe cases.7 STI testing reveals chlamydia 
and gonorrhea in approximately 20–30% of cases, and 
BV is present in more than 50%.7  

According to CDC guidelines, outpatient manage-
ment of PID should include:7,10 

� Ceftriaxone 500 mg intramuscularly once at dia-
gnosis 

� Doxycycline 100 mg orally twice daily for 14 days 

� Metronidazole 500 mg orally twice daily for 14 days 
 
Structural/Mechanical Causes: Ovarian Torsion 
Ovarian torsion is a gynecologic surgical emergency. 
Approximately 30% of adnexal torsion cases occur in 
women under age 20.11 Ovarian torsion is the partial or 
complete rotation of the ovary around the infundibu-
lopelvic ligament, leading to obstruction of ovarian 
blood flow. Ovarian torsion occurs more frequently on 
the right side due to the restrictive presence of the de-
scending colon on the left, which limits ovarian mo-
bility.12 Prompt diagnosis is critical, as delays can result 
in ischemia, necrosis, and reduced fertility. 

Risk factors for ovarian torsion include:11 
� History of pelvic mass >5 cm found on physical 

exam or imaging modality 
� Prior pelvic surgery 
� Congenitally long ovarian ligaments 
� Excessive pelvic ligament laxity 
� Small uterus 
The hallmark symptom of ovarian torsion is sudden-

onset, non-radiating, intermittent unilateral lower ab-
dominal pain (present in more than 80% of patients), 
often accompanied by nausea and vomiting.11 Given 
the nonspecific symptoms, a high index of suspicion is 
recommended. Rebound tenderness and peritoneal 
signs are only present in 12–27% of patients.11  

Unfortunately, lab tests are not helpful in confirming 
the diagnosis.11 Transabdominal ultrasound is the first-
line imaging modality, with a sensitivity of 92% and 
specificity of 96%. Common findings include:11 

� Enlarged, heterogeneous ovary 
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Table 1. Ovarian-Adnexal Reporting and Data System (O-RADS) Risk Stratification for Adnexal Masses13 
O-RADS Malignancy Risk Example Findings 
0 Not applicable • Incomplete evaluation 
1 Not applicable • Normal ovary, follicle development, corpus luteum 
2 <1% • Simple cyst <10 cm in size 
3 <10% • Larger unilocular cysts ≥10 cm 

• Larger typically benign lesions ≥10 cm 
• Multilocular cysts <10 cm 

4 10-49% • Multilocular cysts ≥10 cm 
• Unilocular cysts with solid components (0–3 papillary projections) 
• Solid cysts 

5 ≥50% • Unilocular cysts with ≥4 papillary projections 
• Multilocular cysts with solid components 
• Ascites and/or peritoneal nodules



� Asymmetric ovarian size (torsed ovaries may be up 
to 12 times the volume of the unaffected ovary) 

� Peripheral displacement of follicles 
� Whirlpool sign (twisted vascular pedicle, which is 

highly specific but difficult to detect) 
Ultrasound Doppler flow studies have limitations: Up 

to 60% of confirmed torsion cases demonstrate normal 
arterial flow due to intermittent or collateral circulation.11 
While computed tomography (CT) and magnetic res-
onance imaging (MRI) can also be used, no clinical or 
imaging finding can definitively exclude torsion. Emer-
gent diagnostic laparoscopy is the gold standard.11 

 
Structural/Mechanical Causes: Ovarian Cysts 
Ovarian cysts are a common finding in both premeno-
pausal and postmenopausal women. These fluid-filled 
sacs arise from the ovary and can be classified as phys-
iologic (functional) or pathologic. While the vast majority 
of ovarian cysts are benign, ovarian cancer must remain 
on the differential. Stage 1 ovarian cancer can be cured 
in up to 90% of patients, however, as the ovarian cancer 
spreads and metastasizes, advancing to stages 3 and 4, 
the survival rate drastically drops to 20% or less.13,14 

Most ovarian cysts are discovered incidentally on im-
aging.13 When symptomatic, patients may present with 
abdominal or pelvic pain, a sensation of pressure or 
fullness, or complications such as torsion or rupture—
causing peritoneal inflammation with the fluid that is 
inside the cyst wall.  

TVUS is the imaging modality of choice due to its 
accessibility, cost-effectiveness, and diagnostic utility.13 
Simple cysts up to 10 cm in diameter are typically be-
nign. Concerning features include septations, irregular 
margins, solid components, or increased vascularity.13 

The American College of Radiology developed O-
RADS (Ovarian-Adnexal Reporting and Data System) 
to standardize ultrasound reporting and risk stratifica-
tion for malignancy (Table 1). If TVUS is inconclusive 
or technically limited, MRI is the next best modality.13 

Most ovarian cysts are benign and can be managed 
conservatively with follow-up imaging. Current rec-
ommendations are to have a repeat TVUS in 8–12 weeks 
for simple or hemorrhagic cysts measuring 5–10 cm.13 
If a hemorrhagic cyst persists beyond this period, referral 
to gynecology is warranted. Oral contraceptives are no 
longer recommended for the prevention or treatment 
of ovarian cysts.13 Patients who present with persistent 
pain, an increase in cyst size, or any imaging features 
suggestive of malignancy should be referred for surgical 
evaluation.  
 

Hormonal Causes: Dysmenorrhea  
Dysmenorrhea is painful menstruation and is the most 
common gynecologic condition affecting women.3 Pain 
severity can range from minimal to debilitating.  

Primary dysmenorrhea refers to painful menstruation 
without an underlying pelvic pathology. In contrast, 
secondary dysmenorrhea is associated with an ad-
ditional pelvic diagnosis, such as endometriosis, PID, 
uterine fibroids (leiomyomas), or interstitial cystitis.3 

Primary dysmenorrhea typically begins with the onset 
of ovulatory menstrual cycles, usually within 6–12 
months of menarche, though it may occur up to 2 years 
later in some adolescents.3 The prevalence decreases 
with age. The pain is characteristically crampy, fluctu-
ates in intensity, and begins shortly before or at the 
start of menstruation, often lasting up to 72 hours.3 It 
is most commonly localized to the suprapubic region 
and may radiate to the lower back or upper thighs. 

Risk factors include:3 
� Age <30 years 
� Body mass index <20 
� Smoking 
� Early menarche (before age 12) 
� Longer or heavier menstrual periods 
� Irregular cycles 
� History of sexual assault 
� Family history of dysmenorrhea 
Physical examination typically reveals a mobile, non-

tender uterus of normal size with no adnexal masses, 
uterosacral nodularity, or mucopurulent discharge. In 
patients with a concern for a diagnosis, such as PID, 
toxic shock, foreign body, or mass, a pelvic exam is rec-
ommended.15 

For patients with dysmenorrhea not seeking preg-
nancy, hormonal contraception is considered first-line 
therapy, either alone or in combination with nonste-
roidal anti-inflammatory drugs (NSAIDs). These ther-
apies reduce endometrial proliferation and prostaglan-
din production, thereby relieving pain.15 Options 
include combined oral contraceptives, progestin-only 
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methods, and intrauterine devices (IUDs). 
Other therapies may include: 
� NSAIDs: A nonhormonal option, they work by in-

hibiting prostaglandin synthesis and are superior 
to both placebo and acetaminophen for treating 
primary dysmenorrhea. They should be initiated 
1–2 days before the onset of menses and continued 
during the first 2–3 days of bleeding.15 

� Nonpharmacologic options: While physical ac-
tivity, acupuncture, and high-frequency transcuta-
neous electrical nerve stimulation have been stud-
ied, none have demonstrated superiority compared 
with hormonal or NSAID therapies. Small studies 
suggest potential benefits from Chinese herbal 
medicine and dietary supplements, but these find-
ings require further validation.15 

 
Structural/Mechanical Causes: Endometriosis 
Endometriosis should be considered in the gynecologic 
differential diagnosis of chronic pelvic pain. This chronic, 
estrogen-dependent inflammatory disease is characterized 
by ectopic endometrial-like tissue outside the uterine 
cavity and affects approximately 10% of reproductive-
age women worldwide. It is a prevalent cause of chronic 
pelvic pain and infertility, with most patients reporting 
dysmenorrhea, noncyclic pelvic pain, or dyspareunia, 
and approximately one-quarter experiencing infertility.16 
Established risk factors include early menarche, shorter 
menstrual cycle length, lower body mass index, nulli-
parity, and obstructive Müllerian anomalies.16  

Diagnosis is frequently delayed by several years, often 
following evaluation by multiple clinicians. Although 
a definitive diagnosis requires laparoscopic visualization 
with histologic confirmation, a clinical diagnosis is 
commonly made based on characteristic symptoms sup-
ported by examination and imaging findings.16 TVUS 
is useful for identifying ovarian endometriomas, and 
pelvic magnetic resonance imaging may assist in de-
tecting deep infiltrating disease; however, normal im-
aging does not exclude endometriosis. For patients not 
seeking pregnancy, first-line management consists of 
hormonal suppression with combined estrogen-proges-
tin contraceptives or progestin-only therapies. Gonad-
otropin-releasing hormone analogs, antagonists, and 
surgical excision are reserved for persistent or refractory 
symptoms, although recurrence remains a recognized 
limitation of treatment.16 
 
Case Resolution 
Given the high concern for ectopic pregnancy, the pa-
tient was sent to the emergency department where an 

OB/GYN specialist was consulted. The patient was then 
taken to surgery for diagnostic laparoscopy where she 
was confirmed to have a ruptured right tubal ectopic 
pregnancy. Right salpingectomy was performed. The 
patient had an uneventful post-op course and made a 
full recovery. 
 
Pitfalls in Abdominal and Pelvic Pain Diagnosis and 
Management 
Several common diagnostic errors can delay appropriate 
management of gynecologic causes of abdominal and 
pelvic pain. A urine pregnancy test should be obtained 
in all reproductive-age patients presenting with abdom-
inal or pelvic pain, as ectopic pregnancy may present 
with subtle or nonspecific findings.2,4,5,6 Ectopic preg-
nancy should not be excluded based solely on a �-hCG 
value below the discriminatory threshold or a single 
nondiagnostic ultrasound.2,4,5,6 

A thorough pelvic examination remains essential. 
Failure to perform a speculum and bimanual examina-
tion may result in missed findings such as cervical mo-
tion tenderness, adnexal tenderness, uterine enlarge-
ment, or abnormal discharge, which help distinguish 
ectopic pregnancy and PID from other etiologies.7,9 Iso-
lated pyuria without bacteriuria should prompt con-
sideration of STI or PID rather than empiric treatment 
for urinary tract infection.7,9,10 

Ovarian torsion cannot be excluded by preserved 
Doppler flow, as normal arterial perfusion may be pres-
ent in confirmed cases.11,12 Likewise, the presence of 
free pelvic fluid without a discrete adnexal mass does 
not rule out ruptured ovarian cyst.13 In patients with 
chronic pelvic pain, symptoms should not be attributed 
to primary dysmenorrhea without evaluating for sec-
ondary causes such as endometriosis or uterine leio-
myomas, which are frequently underrecognized and 
associated with delayed diagnosis.3,16 
 
Conclusion 
Pelvic pain in women can range from benign to life-
threatening, with delays in diagnosis leading to signif-
icant morbidity, including surgical complications, in-
fertility, and mortality. Given that abdominal pain is 
one of the most common clinical complaints, urgent 
care facilities must understand how to triage and man-
age these cases effectively. As reviewed, several common 
etiologies of acute abdominal pain in women can be 
identified through a thorough history, physical exami-
nation, and the use of ultrasound, all of which are crit-
ical in making a timely diagnosis and preventing further 
complications. 
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Takeaway Points 
� Ectopic pregnancy is the leading cause of first-tri-

mester maternal mortality. In women of childbearing 
age with abdominal or pelvic pain, always perform a 
urine pregnancy test. 

� PID is a clinical diagnosis typically seen in young 
and sexually active women. It requires broad-spec-
trum antibiotics, given promptly to prevent infertility 
and other sequelae. 

� Ovarian torsion is a surgical emergency that should 
be referred to an ED.  

� Ovarian cysts are common and usually benign, but 
ovarian cancer should remain on the differential. 

� Dysmenorrhea is best managed with NSAIDs and/or 
hormonal contraception. n 

 
Manuscript submitted November 25, 2025; accepted March 
15, 2026. 
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Abstract 
De Quervain tenosynovitis (DQT) is a frequent cause of 
radial-sided wrist pain, resulting from tendinopathy of 
the first extensor compartment. DQT is associated with 
repetitive movements of the thumb and wrist, and is 
characterized by inflammation of the tendons within 
this compartment—the abductor pollicis longus and 
extensor pollicis brevis. This review provides a clinically 
focused framework for the urgent care provider on the 
evaluation and management of DQT, structured around 
common questions faced at the bedside. The patho-
physiology is discussed, highlighting a modern under-
standing that includes both degenerative changes and 
a secondary inflammatory response. 

Diagnosis is primarily clinical, based on a history of 
gradual-onset pain over the radial styloid, exacerbated 
by movement. The physical exam is notable for point 
tenderness and a positive provocative maneuver, such 

as the Finkelstein or Eichhoff tests. While imaging is 
not required for diagnosis, radiography is appropriate 
to rule out underlying bony pathology, such as osteoar-
thritis or fracture in the hand or wrist. 

Urgent care management is centered on conservative, 
non-operative therapies. The most crucial components 
include comprehensive patient education on activity 
modification, immobilization with a thumb spica splint, 
and a course of oral or topical nonsteroidal anti-inflam-
matory drugs. The provider must also be able to differ-
entiate DQT from “red flag” conditions (eg, scaphoid 
fracture, septic tenosynovitis) and common mimics (eg, 
Wartenberg syndrome). Patients with severe or refrac-
tory symptoms unresponsive to initial conservative 
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Tenosynovitis 
 

Urgent Message:  Patients presenting with radial wrist pain that is exacerbated by 
thumb and wrist motion may raise the suspicion for De Quervain tenosynovitis (DQT). 
Utilizing a clinically focused framework is important for the evaluation and management 
of DQT.  
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Questions for the Clinician at the Bedside

1. What historical clues point toward De Quervain 
tenosynovitis (DQT) over other causes of wrist 
pain? 

2. How is the Finkelstein test properly performed, 
and what does it signify? 

3. What are the key components of initial 
conservative management for DQT in the urgent 
care setting? 

4. Which patients with radial wrist pain require 
imaging or immediate referral?



management warrant referral for specialty evaluation, 
which may include corticosteroid injections or surgical 
consultation. 
 
Clinical Scenario 
A 21-year-old female college senior presented to urgent 
care. She said she had been typing a term paper and 
practicing for the spring softball intramural league. She 
reported pain on the radial aspect of her right wrist, 
which she described as dull and throbbing. The pain 
began 4 days prior and was worse with range of motion. 
She denied fever, numbness, or injury to the hand or 
wrist. 

Her vital signs and general appearance were normal. 
She was breathing comfortably, and the right wrist was 
normal in appearance. There was tenderness to palpa-
tion over the radial aspect of the distal forearm, which 
was worse with range of motion, particularly ulnar de-
viation of the wrist. There was no erythema or swelling. 
Her neurovascular status was intact with 2+ radial pulse, 
and sensation was intact in the distribution of the radial, 
ulnar, and median nerves. 
 
Background and Epidemiology 
De Quervain tenosynovitis (DQT) is a common cause 
of wrist pain with clear demographic patterns. The con-
dition affects women more often than men, with an 
incidence rate of 2.8 cases per 1,000 person-years, com-
pared to just 0.6 in men.1 The peak age of onset is typi-
cally between 40 and 59 years.2 It is famously linked to 

pregnancy and the postpartum period, with a cumu-
lative incidence of 2.1% in pregnant women.3 Rheu-
matoid arthritis is also a significant risk factor; teno-
synovitis is a known feature of rheumatoid arthritis, 
with one study showing its presence in 47.7% of pa-
tients with the disease.4 

The condition is strongly associated with activities 
involving repetitive thumb and wrist motion, including 
certain sports. Increased training time in professional 
volleyball players has been shown to increase the like-
lihood of the disease,5 and it is also identified in amateur 
tennis players, particularly those using a grip that pro-
motes radial-sided wrist movements.6 DQT has also 
been linked to frequent texting,7 and a survey of teen-
agers who play mobile games found a positive Finkel-
stein test in 49% of participants, with the risk increasing 
with prolonged play time and frequent changes in wrist 
position.8 Despite popular belief, there is no association 
between the disease and manual labor.9 
 
Relevant Anatomy 
DQT involves the first extensor compartment of the 
wrist, a fibro-osseous tunnel situated on the radial side 
of the wrist, directly over the radial styloid process. Two 
key tendons responsible for thumb movement travel 
through this sheath: the abductor pollicis longus (APL) 
and the extensor pollicis brevis (EPB).10 (Figure 1) 

Anatomical variations within this compartment are 
common and have significant clinical implications, par-
ticularly regarding the failure of treatment. Septations 

within the compartment are a key 
anatomical variation contributing to 
DQT. A complete or partial septum 
dividing the compartment is found 
in 40%–60% of cases.11,12 The pres-
ence of a septum isolating the EPB 
tendon in its own subcompartment 
may be a primary reason for the fai-
lure of corticosteroid injections if the 
medication fails to reach both sub-
compartments.11,12 Multiple varia-
tions of tendons of the APL, found 
in all specimens in one cadaveric 
study, are also considered clinically 
relevant to the development of 
DQT.13  
 
Pathophysiology 
Historically, DQT has been consid-
ered a noninflammatory, degener-
ative process, making the “-itis” suffix 
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Figure 1. First Extensor Compartment Anatomy in De Quervain 
Tenosynovitis



in “tenosynovitis” a misnomer.14,15 Histopathological 
studies have consistently characterized the condition 
to be without inflammation, but with thickening of 
the EPB and APL tendon sheaths and the accumulation 
of mucopolysaccharide, an indicator of myxoid degen-
eration.15 These changes were considered pathogno-
monic, resulting from intrinsic degenerative mech-
anisms.14,15 This thickening of the EPB and APL tendons 
or the extensor retinaculum itself causes impaired glid-
ing of the tendons within the extensor retinaculum, 
resulting in mechanical impairment. 

More recent research has provided direct evidence that 
an inflammatory response is present in DQT. A study 
found that inflammatory markers, including neutrophil 
elastase and cyclooxygenase, were present and increased 
with the severity of collagen disorganization. The study 
also identified macrophage infiltration in more advanced 
stages of the disease, providing clear evidence for the role 
of inflammatory cells and factors in its pathophysiology.16 
This suggests that the pathology of DQT is likely a com-
bination of both degenerative changes and a secondary 
inflammatory response, which helps explain the clinical 
efficacy of anti-inflammatory treatments. 
 
History 
A thorough clinical history is essential, as the diagnosis 
of DQT is based primarily on patient presentation.17 

The onset of symptoms is typically gradual over weeks 
to months and is not associated with a single acute 
traumatic event.18 

Pain is the most prominent symptom, localized to 
the radial side of the wrist over the styloid process. 
Painful sensation may radiate proximally into the fore-
arm or distally into the thumb. The pain is constant 
but is exacerbated by specific movements, such as grasp-
ing objects, abducting the thumb, and ulnar deviation 
of the wrist. It is crucial to inquire about aggravating 
activities, which often involve repetitive or unaccus-
tomed hand use. Common examples include lifting a 
child (“mommy’s thumb”), wringing out clothes, using 
scissors, or engaging in hobbies like golf. 17,18 The pain 
can be severe enough to disturb sleep or render the 
hand immobile.18 While pain is the primary complaint, 
patients may also report stiffness or swelling. Patients 
may also report a sensation of “popping” or “creaking.” 
Typically, symptoms are relieved with rest, icing, or im-
mobilization.17 
 
Physical Examination 
The diagnosis of DQT is primarily clinical,17,19 established 
via patient history and physical examination.20 The car-

dinal finding is localized tenderness upon palpation of 
the first extensor compartment at the radial styloid.20 

Visual inspection may also reveal localized swelling or 
fullness over the compartment, though the physical 
appearance is often normal.20 

The diagnosis is supported by provocative maneuvers, 
though significant confusion persists in the literature 
regarding the “Finkelstein test.”21 The maneuver most 
commonly employed in clinical practice is the Eichhoff 
test, wherein the patient flexes the thumb into their 
palm and closes the fingers over it, after which the ex-
aminer passively ulnar-deviates the wrist.19,21 This test 
is frequently, and incorrectly, referred to as the Finkel-
stein test.19 The true Finkelstein test, as originally de-
scribed in 1930,22 involves the examiner grasping the 
patient’s thumb and applying sharp ulnar abduction.19,22 

This original maneuver is noted to be sensitive but less 
specific as described in the most recent European 
HANDGUIDE consensus from 2014, as it may elicit 
pain in asymptomatic individuals.19 More recent studies 
from 2018, however, have shown that the opposite is 
true: the Finkelstein test produces fewer false positives 
than the Eichhoff test.23 

To improve diagnostic precision, the wrist hyperflex-
ion and abduction of the thumb (WHAT) test has been 
proposed as a more precise tool.21 A prospective study 
that used sonography as the diagnostic standard found 
the WHAT test demonstrated a greater sensitivity (0.99) 
and an improved positive predictive value (0.95) when 
compared to the Eichhoff test.21 

The physical examination must also exclude com-
mon pathologies with similar presentations.19 This dif-
ferential diagnosis includes carpometacarpal osteoar-
thritis, which can be assessed using a “grind test” (axial 
compression and rotation). Other pathologies include 
Wartenberg syndrome (superficial radial nerve irrita-
tion), assessed by checking for a Hoffmann-Tinel sign 
(percussion over the nerve eliciting radiating paresthe-
sia), and intersection syndrome, which presents as pain 
4-8 cm proximal to the radial styloid.19 
 
Diagnostic Imaging 
While the diagnosis is clinical, imaging serves to con-
firm clinical suspicion and, more importantly, to rule 
out other underlying pathologies.20 
 
Radiography 
According to the American College of Radiology (ACR) 
Appropriateness Criteria, initial radiography of the wrist 
is “usually appropriate” for the evaluation of chronic 
wrist pain.24 Radiographs are effective in assessing for 

URGENT CARE EVALUATION AND MANAGEMENT OF DE QUERVAIN TENOSYNOVITIS

www.jucm.com JUCM The Journal of  Urgent Care Medicine |  May 2026  25



bony pathologies, such as a scaphoid fracture, radial 
styloid fracture, or osteoarthritis of the carpometacarpal 
joint.19,25 

Although Finkelstein’s original paper reported radio-
graphs as “uniformly negative,”22 subsequent evidence 
contradicts this. A study demonstrated that a focal radial 
styloid abnormality is a significant radiographic indi-
cator of DQT.25 These radiographic findings may include 
cortical erosion, sclerosis, or periosteal bone apposition. 
These osseous changes are hypothesized to be a reactive 
process secondary to the adjacent, thickened, and ab-
normal tendon sheath.25 
 
Advanced Modalities 
The ACR considers that ultrasound (US) “may be ap-
propriate” for the initial evaluation of chronic wrist 
pain.24 Both sonography and magnetic resonance im-
aging (MRI) can demonstrate findings consistent with 
DQT, including tendon sheath thickening and sur-
rounding soft-tissue edema.25 

If initial radiographs are negative and diagnostic un-
certainty persists or other pathology is suspected, the 
ACR lists MRI of the wrist without IV contrast as 
“usually appropriate” as the next imaging study.24 
 
Laboratory Testing 
Laboratory tests are not indicated unless the clinical 
picture is atypical. If significant systemic inflammation 
or polyarthralgia is present, referral for rheumatoid test-
ing may be warranted to investigate for an underlying 
inflammatory arthritis.4 
 
Urgent Care Management 
The management of DQT in the urgent care setting is 
centered on conservative, non-operative therapies.19 
The primary goals are to reduce pain, decrease inflam-
mation of the tendon sheath, and modify activities to 
prevent recurrence.19 Treatment is typically initiated in 
a stepwise fashion, beginning with the least invasive 
options.19 
 
Non-Pharmacological 
Patient Education and Activity Modification 
Providing adequate patient education is the most crucial 
step in treating DQT.19 Conservative management 
hinges on the patient’s understanding of the nature of 
the injury. The European HANDGUIDE consensus em-
phasizes that patients should always receive instructions 
on activity modification, such as avoiding repetitive 
thumb and wrist movements and avoiding movements 
that cause pain.19  

Splinting 
Immobilization with a splint is a foundational compo-
nent of conservative management. The European 
HANDGUIDE consensus recommends a “long lower-
arm-based splint” that immobilizes the wrist, which 
can either include or exclude the interphalangeal (IP) 
joint of the thumb.19 This is typically worn for 3 to 8 
weeks. If a patient does not comply with splinting and 
activity modification, the underlying mechanical fric-
tion will continue, leading to treatment failure, frequent 
return visits, and progression to a chronic condition 
requiring more invasive intervention.19 

 
Pharmacological 
Nonsteroidal Anti-Inflammatory Drugs 
Oral nonsteroidal anti-inflammatory drugs (NSAIDs) 
are commonly used as a first-line agent, particularly for 
mild symptoms. A study on conservative management 
found that for patients with minimal symptoms, splint-
ing and NSAIDs provided adequate relief.26 For patients 
with minimal symptoms (acute and mild symptoms), 
splinting combined with oral NSAIDs has been shown 
to be an effective initial treatment.19,26 However, this 
combination was notably less effective for patients with 
moderate to severe symptoms.26  
 
Glucocorticoids 
Although not routinely performed in the urgent care 
setting, local corticosteroid injection (CSI) is a highly 
effective primary treatment for DQT. A 2009 random-
ized controlled trial demonstrated that 1 or 2 local in-
jections of triamcinolone acetonide (TCA) provided sig-
nificant short-term improvement in symptoms 
compared to a placebo injection, with a number needed 
to treat of 2.27 This beneficial effect was maintained in 
responders at a 12-month follow-up.27 Experts rec-
ommend using intermediate-acting corticosteroids, such 
as methylprednisolone or triamcinolone, mixed with a 
local anesthetic.19,28  

The role of splinting as an adjunct to CSI is debated 
in the literature. A 2014 study found that combining CSI 
with a thumb spica cast resulted in a significantly higher 
treatment success rate (93%) compared to CSI alone 
(69%).28 However, a 2020 prospective randomized trial 
found that immobilization following CSI did not con-
tribute to improved patient outcomes and noted that 
CSI alone was superior for the resolution of wrist pain.29 

Providers must be cautious regarding the rare but 
serious complication of a tendon rupture following cor-
ticosteroid injection. A recent review of tendon ruptures 
after local steroid injection for stenosing tenosynovitis 
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of the hand identified that this complication is frequently 
associated with the use of triamcinolone acetonide at 
doses of 10 mg or greater.30 While the risk is often linked 
to repeated injections, instances of rupture have been 
documented after as few as 1 or 2 applications.30 

 
Referral and Follow-up 
Sports Medicine 
For patients whose symptoms are refractory to initial 
conservative measures—specifically splinting, activity 
modification, and NSAIDs—referral to a non-operative 
sports medicine specialist for further evaluation and 
possible corticosteroid injection is the most appropriate 
next step.19 

 
Orthopedic Surgery 
Referral to an orthopedic hand surgeon is indicated for 
patients whose symptoms are refractory to conservative 
management, which typically involves failing 1 or 2 
corticosteroid injections.19 Surgical intervention is also 
a primary consideration for patients presenting with 
severe, chronic symptoms. Surgical management has a 
high rate of success. A retrospective study found a sur-
gical cure rate of 91%, with 88% of patients reporting 
full satisfaction with the outcome.31  
 
Next Level Urgent Care Pearls 
� Know the difference between the Finkelstein and 

Eichhoff tests. The maneuver most taught—making 
a fist over the thumb followed by ulnar deviation—
is the Eichhoff test.  

� Upgrade your diagnostic testing. Consider using 
the wrist hyperflexion and abduction of the thumb 
(WHAT) test. Recent studies suggest the WHAT test 
demonstrates greater sensitivity and an improved 
positive predictive value compared to the traditional 
Eichhoff test. 

� Consider anatomic variations in refractory cases. 
A complete or partial septum dividing the first ex-
tensor compartment is found in 40% to 60% of cases. 
If a patient fails conservative management or injec-
tion therapy, it may be due to a septation preventing 
medication from reaching the subcompartment.  

� Screen for texting thumb. Modern usage of mobile 
devices is a significant risk factor. Ensure patient edu-
cation includes modification of how to hold and use 
handheld devices.  

� Consider mimics such as Wartenberg syndrome. 
Prominent numbness, tingling, or paresthesia over 
the dorsum of the hand and thumb should raise sus-
picion for Wartenberg syndrome, an entrapment of 

the superficial branch of the radial nerve.19,32 This 
condition can mimic DQT or, importantly, coexist 
with it.33,34 

 
Red Flags and Legal Pitfalls 
� Delaying or failing to initiate effective conserva-

tive treatment. DQT can progress from an acute, 
manageable condition to a chronic state.19 As symp-
toms become more severe and persistent (ie, lasting 
over 3-6 months), patients are less likely to respond 
to simple measures and often necessitate corticoste-
roid injections or surgical referral.19 The condition 
should not be dismissed as minor, as it can be associ-
ated with significant disability, impairing a patient’s 
work and daily activities.35 

� Failing to consider a differential diagnosis in the 
context of trauma. A history of a fall on an out-
stretched hand or a direct blow to the wrist changes 
the clinical picture. Radial-sided wrist pain, especially 
with tenderness in the “anatomic snuffbox,” must 
be evaluated to rule out a scaphoid fracture.36  

� Confusing DQT with osteoarthritis of the thumb 
carpometacarpal (CMC) joint.19,35 The conditions 
can coexist, but a positive “grind test” eliciting pain 
or crepitus upon axial loading and rotation of the 
thumb metacarpal points toward CMC arthritis.37 
Misdiagnosis is a key reason for the persistence of 
symptoms; in analyses of failed De Quervain surgery, 
a notable number of patients are found to have un-
derlying CMC osteoarthritis that was the true source 
of their pain.38 

� The provider must be alert for signs of septic te-
nosynovitis. Clinical features not typical of De Quer-
vain, such as significant erythema, warmth, fever, or 
severe, unrelenting pain at rest, warrant an urgent 
workup for infection.  

 
Clinical Scenario Conclusion 
The patient’s history of repetitive wrist and thumb mo-
tion from typing and softball, combined with her phys-
ical exam findings, was highly suggestive of DQT. She 
was diagnosed clinically in urgent care. The patient was 
provided with a forearm-based thumb spica splint and 
educated on activity modification, including taking 
breaks from typing and adjusting her grip during athletic 
activities. A course of over-the-counter naproxen was 
recommended for pain and inflammation. She was given 
instructions to follow up with her primary care physician 
or student health services if her symptoms failed to im-
prove after 2-3 weeks of conservative treatment. 
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Takeaway Points 
� DQT affects the APL and EPB tendons in the first ex-

tensor wrist compartment. 
� Suspect DQT in patients with radial wrist pain exac-

erbated by thumb and wrist motion, especially new 
parents or those with jobs requiring repetitive hand 
movements. 

� The diagnosis is clinical; positive Finkelstein, Eich-
hoff, or WHAT tests combined with point tenderness 
over the radial styloid is highly suggestive. 

� Initial UC management is conservative: immobilize 
with a thumb spica splint, advise NSAIDs and ice, 
and educate on avoiding painful activities. 

� Imaging is only necessary to rule out a bony pathol-
ogy; refer patients who fail conservative treatment 
for specialty evaluation and possible corticosteroid 
injection. n 

 
Manuscript submitted December 16, 2025; accepted March 
11, 2026. 
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I
n today’s polarized political climate, the line between 
private citizen and public professional hasn’t vanished, 
but social media has made it dangerously easy to 

cross—often without a second thought regarding the 
professional consequences. 

Increasingly, healthcare workers are voicing inflam-
matory opinions online—sometimes even while wea-
ring their scrubs. But what happens when a worker’s 
off-duty digital commentary contradicts their on-duty 
oath? Specifically, when a licensed professional makes 
public pronouncements that alienate patients, how 
does this create a professional liability?1,2,3 
 
The Oath to Do No Harm 
At its core, clinical licensure requires compassion for 
all patients. When a provider publicly wishes harm 
upon people—regardless of the political context—it 
fundamentally undermines their fitness to offer “care.” 

Moreover, clinicians are held to a legal standard of 
care regardless of a patient’s beliefs or standing. When 
a provider’s expressed biases suggest they might deviate 
from this standard, employers must act. For instance, 
in 2020, the Ohio State Medical Board permanently re-

voked the license of a physician who was terminated 
from 2 residency programs after old antisemitic tweets 
surfaced—including a post in which she threatened to 
give Jewish patients the wrong medications.4,5 

Similarly, in January 2026, a labor and delivery nurse 
at Baptist Health Boca Raton (Florida) Regional Hospital 
was terminated after a TikTok video appeared to show 
her making graphic, violent comments about White 
House Press Secretary Karoline Leavitt, who had recently 
announced her pregnancy.6 

These are not just public relations problems. They 
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Urgent Message: There is effectively no right to "free speech" in a private employer-
employee relationship. That means private healthcare employers have the authority 
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are serious liability risks. What message does it send to 
the community if a healthcare employer retains staff 
who have wished harm upon patients, even in jest? 
Worse, consider the legal exposure: If an adverse out-
come were to occur with a patient from that targeted 
group, would any jury believe it was unintentional? 

 
Federal Law Protects Private Employers 
A private employer has the right to restrict a private 
employee’s use of social media and to discipline the 
employee when he or she makes statements that violate 
the policy, especially when the statements may put the 
employer in a bad light. Nothing “limits a private em-
ployer’s ability to discipline employees for expression.”7 

Courts have noted that while the First Amendment 
of the Constitution protects individuals from govern-
ment restraint on their freedom of speech, it does not 
restrict private entities, such as employers, from impos-
ing limits upon an employee’s public statements.8 It’s 
not uncommon for employers to place restrictions on 
employee speech. However, courts have established that 
a state cannot condition public employment on a basis 
that infringes the employee’s constitutionally protected 
interest in freedom of expression.9 

The primary distinction is public vs private employ-
ment. Many healthcare professionals mistakenly believe 
that because their employer accepts federal funds (like 
Medicare and Medicaid) or operates under strict state 
licensure, the organization is effectively a state actor 
bound by the First Amendment. However, courts have 
firmly rejected this view, establishing that even heavy 
government involvement does not transform a private 
business into a public one. 

Note that the mere fact that a business is subject to 
state regulation does not by itself convert its action 

into that of the state for purposes of the Fourteenth 
Amendment. In Jackson v. Metropolitan Edison Co,10 the 
Supreme Court stated that the “fact that a business is 
subject to state regulation does not by itself convert its 
action into that of the State.”10 In that case, the court 
held that a heavily regulated, privately owned utility 
was not a state actor.10 The court explained that the 
“mere existence” of a “regulatory scheme” did not 
render the utility a state actor.10 Nor did it matter 
whether the state had authorized the utility to provide 
electric service to the community, or whether the utility 
was the only entity providing electric service to much 
of that community.11 
 
Malpractice Risk: Weaponizing the Joke 
While offensive speech alone typically does not meet 
the strict legal definition of medical malpractice—which 
requires a deviation from the standard of care resulting 
in physical injury—it creates a serious vulnerability in 
the event of an adverse outcome. 

Medical errors and adverse events are an unfortunate 
reality of clinical practice. In a standard malpractice defense, 
the argument is often that the provider did their best but 
a known complication occurred. However, if that provider 
has a history of inflammatory public statements—even if 
made “in jest”—that defense becomes weak. 

Imagine a scenario where a patient suffers a compli-
cation, and the plaintiff’s attorney introduces a social 
media post where the provider “joked” about harming 
that specific demographic of patients. At that point, a 
jury may not be looking at a clinical error. They may 
be looking at potential intent or malice. No amount of 
clinical brilliance can explain away a prior statement 
of hostility toward a patient group. What might have 
been a defensible medical judgment becomes an inde-
fensible breach of trust, exposing the practice to possible 
liability and punitive damages. 
 
From Negligence to Criminal Intent 
Beyond the financial impacts of a malpractice verdict, 
criminal liability is a far more troubling prospect for 
the clinician. 

In a standard medical error case, the legal system 
generally assumes the provider intended to help but 
failed due to negligence. However, if a provider has pre-
viously expressed a desire to harm a specific group of 
patients—even if they claim it was “in jest”—and then 
a patient in that group suffers an injury, that presump-
tion of good faith vanishes. 

Prosecutors can utilize those public statements as ev-
idence of mens rea (criminal intent). As a result, an in-

“A private employer has the right 
to restrict a private employee's 

use of social media and to 
discipline the employee when he 

or she makes statements that 
violate the policy, especially when 

the statements may put the 
employer in a bad light.”



correct dosage or a missed diagnosis is no longer viewed 
as an accident; it is viewed as the execution of a threat. 
For example, if a physician tweets about giving the 
“wrong meds” to a specific group and subsequently 
commits a medication error affecting a patient in that 
group, the physician could face charges of criminal bat-
tery or even manslaughter. The speech may contribute 
to a case being interpreted as a targeted criminal act. 
 
Reputational Risk 
Notwithstanding the seemingly limited risks of mal-
practice and criminal liability, the reputational risk to a 
healthcare organization is very real. Reputational risk 
is the result of negative public opinion and publicity 
concerning business practices. It can be a significant 
threat to a company’s standing.12 These risks can dam-
age credibility, public image, market value, and stake-
holder relationships.13 

For example, consider a major healthcare system that 
relies on significant philanthropy from the Jewish com-
munity. The fear created by a provider’s threats of phys-
ical harm—or even the perception of the institution’s 
tolerance of antisemitism—has the potential to cost 
millions in lost services, revenue, and withdrawn fi-
nancial support. Patients and donors alike will not sus-
tain a relationship with an organization where they do 
not feel safe or welcome.  

Misinformation and deceptive or incorrect interpre-
tations of health information—both prevalent in social 
media—negatively impact public perception of health-
care. As such, they may dissuade people from seeking 
the preventive care and treatments they need.14 Thus, 
assessing and managing reputational risk is non-nego-
tiable. Private employers must recognize that when a 
provider’s speech violates ethical or licensing standards, 
it is no longer a personal matter—it is a fundamental 
performance failure that justifies, and often necessitates, 
disciplinary action to protect the institution’s integrity.15 
 
Conclusion 
While the First Amendment restricts the government, 
it does not strip private employers of the right to protect 
their reputations and their patients. Legal precedent 
confirms that nothing limits a private employer’s ability 
to discipline employees for expression that violates 
company policy.  

The bottom line is simple: A medical license is a priv-
ilege that places the preservation of patient trust above 
a clinician’s impulse to post. If a clinician cannot dis-
tinguish between these elements, they may no longer 
be suitable for the profession. n 

 
References 
1. Roberts R. Democracy at risk: the public employee freedom of speech crisis. 
Adm Soc. 2023;55:613-631.  
2. Sandefur C. Protecting free speech in medicine. Cato Institute. Summer 2017. 
https://www.cato.org/regulation/summer-2017/protecting-free-speech-medicine 
3. Weiner S. Is spreading medical misinformation a physician’s free speech right? 
It’s complicated. AAMC. December 26, 2023. https://www.aamc.org/news/spread-
ing-medical-misinformation-physician-s-free-speech-right-it-s-complicated 
4. Ohio doctor who boasted she would give Jews the wrong medications loses li-
cense. Times of Israel. August 25, 2020. https://www.timesofisrael.com/ohio-
doctor-who-boasted-she-would-give-jews-the-wrong-medications-loses-license/. 
5. Schweikart SJ. Constitutional regulation of speech (and false beliefs) in health 
care. AMA J Ethics. 2018;20(11):E1041-1048. doi: 10.1001/amajethics.2018.1041. 
6. BenteFri K. Boca Raton nurse fired after graphic TikTok targeting Karoline Leavitt. 
CBS 12 News. January 23, 2026. https://cbs12.com/news/local/boca-raton-nurse-
fired-after-graphic-tiktok-targeting-pregnant-white-house-official-karoline-leavitt-
white-house-press-secretary-karoline-leavitt-baptist-health-boca-raton-regional-
hospital-january-23-2026 
7. Barnett v Aultman Hosp., 2012 U.S. Dist. LEXIS 156073, ¶ 18 (N.D. Ohio Oct. 31, 
2012). Knopp v Bhd of Locomotive Eng’rs, 699 F Supp 3d 615, 621 (N.D. Ohio 
2023). 
8. Knopp v Bhd of Locomotive Eng’rs, 699 F Supp 3d 615 (N.D. Ohio 2023). Eastwood 
Mall v Slanco, 68 Ohio St 3d 221, 223, 1994-Ohio-433, 626 NE2d 59 (Ohio 1993). 
Manhattan Cmty Access Corp v Halleck, 587 US 802, 139 S Ct 1921, 1926 (2019). 
Jackson v Metro Edison Co., 419 US 345, 352 (1974). 
9. Connick v Meyers, 461 US 138, 142 (1983). Garcetti v Ceballos, 547 US 410, 418 
(2006). Kennedy v Bremerton Sch Dist, 597 US 507, 527 (2022). Lee v York Cnty Sch 
Div, 484 F3d 687, 693 (4th Cir 2007). Polk v Montgomery Cty Pub Sch, No. 25-1136, 
2026 US App LEXIS 2140, at *29-30 (4th Cir Jan. 28, 2026). 
10. Jackson v Metro Edison Co., 419 US 345, 352 (1974). 
11. Manhattan Cmty Access Corp v Halleck, 587 US 802, 815, 139 S Ct 1921, 1932 
(2019). 
12. Reputational risk explained. LogicGate. October 28, 2025. Anderson v AHS 
Hillcrest Med Ctr Ltd Liab Co., No. 19-CV-468-TCK-JFJ, 2021 US Dist LEXIS 149861, 
at *25-26 (N.D. Okla. Aug. 10, 2021). Wheat v Chase Bank, 2014 US Dist LEXIS 
14003, 2014 WL 457588, at *19 (S.D. Ohio Feb. 3, 2014). Ellis v Bank of New York 
Mellon Corp., No. CV 18-1549, 2020 US Dist LEXIS 88567, 2020 WL 2557902, at 
*12 (W.D. Pa. May 20, 2020). 
13 .Mira JJ, Lorenzo S, Navarro I. Hospital reputation and perceptions of patient 
safety. Med Princ Pract. 2024;23:92-94. 
14. Recognize, assess, and manage reputational risk. LightStream Insights. No-
vember 29, 2023. https://www.thelightstreamgroup.com/recognize-assess-and-
manage-reputational-risk/ 
15. Teichman PG. Documentation tips for reducing malpractice risk. Fam Pract 
Manag. 2000;7(3):29-33. 

H O W  O F F - D U T Y  S TAT E M E N T S  C R E AT E  O N - D U T Y  L I A B I L I T Y

www.jucm.com JUCM The Journal of  Urgent Care Medicine |  May 2026  33

“Private employers must 
recognize that when a provider's 

speech violates ethical or 
licensing standards, it is no 

longer a personal matter—it is a 
fundamental performance failure 

that justifies, and often 
necessitates, disciplinary action 

to protect the institution's 
integrity.”



GOOGLE
RESERVE

PRE-VISIT

POST-VISIT

FLIP, CARE AGENT

FLIP, CARE AGENTAccelerate Your 
Growth with the 
#1 Urgent Care 
Platform
Shifting visit volumes, rising consumer expectations, 
fragmented demand, and other market conditions 

businesses. Adapt to these changes with platform 
that connects every touchpoint in the patient 

grow at a pace that makes sense for you. 

EMR/PM
RCM/BILLING
PATIENT ENGAGEMENT
TELERADIOLOGY
BUSINESS INTELLIGENCE

PATIENT ENGAGEMENT

Ad_SprdPage_Sized.indd   2



MASTER CLINICIANS, AI SCRIBE

AI INSURANCE MATCHING

EXAM ROOM

CARE AGENT

RCM AUTOMATION

RCM/BILLING

TELERADIOLOGY

EMR/PM

$3B
COLLECTED FOR
RCM PATIENTS IN 

LAST 5 YEARS

150M+
PATIENTS SEEN ON EXPERITY

50%
URGENT CARE CLINICS 

RUN ON EXPERITY

ExperityHealth.com  |  815.544.7480 

BUSINESS INTELLIGENCE

Ad_SprdPage_Sized.indd   3



How VisualDx Can Help:

Save time

Improve operational 
efficiency

Reduce unnecessary 
referrals

Solve Challenging 
Cases Quickly

visualdx.com/jucm

JUCM Readers
Get

$50 OFF

Don’t pay out of pocket, 
use your CME Money!*

*We accept CME reimbursement, as long as your employer allows it. Check with them to confirm. Learn more: visualdx.com/earn-cme

Ad_FullPage_Sized.indd   1



Original Research

www.jucm.com JUCM The Journal of  Urgent Care Medicine |  May 2026  37

Citation: Bowles J, Lopes M, Pflugeisen C. The Effect of 
Computer Use in the Exam Room on Patient Satisfac-
tion in Urgent Care. J Urgent Care Med. 2026;20(8):37-
42 
 
Keywords: electronic health records; physician-patient 
relations; patient satisfaction; ambulatory care facilities; 
communication; surveys and questionnaires 
 
Abstract 
Objectives: Primary care literature has shown that the 
use of technology in the examination room does not 
impact patient satisfaction. The purpose of this study 
was to evaluate the effects of medical provider exam-
room computer use on patient satisfaction and patient 
perceptions of provider interpersonal skills in an urgent 
care setting. 
  
Methods: In a single urgent care setting in suburban 
Puget Sound (Washington), care days were randomized 
to in-room computer use or non-use, with all providers 
staffing a given day adhering to randomization status. 
Following the visit, patients were surveyed to assess the 
provider’s ability to make eye contact, listen, talk, un-
derstand their concerns, empathize, foster a healing re-
lationship, collect information, and provide infor-
mation, as well as overall satisfaction with their provider 
and their urgent care experience. Mann-Whitney U 

tests were performed to evaluate the relationships be-
tween each measure and computer use/non-use. 
 
Results: Across intervention days, 302 patients per 
group (use/non-use; n=604) responded to the survey, 
representing roughly 50% of patients seen in the clinic 
on the study days. All relationships were nonsignificant 
(each p 0.33), suggesting the provider’s computer use 
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leads to no difference in patient satisfaction with pro-
vider interpersonal behaviors or overall satisfaction with 
the provider/encounter. Spearman correlations showed 
especially strong (r>0.9) relationships between several 
interpersonal behavior measures, but only moderate 
(0.4  r  0.69) relationships between measures of over-
all satisfaction and interpersonal behavior measures.  
 
Conclusion: This study is consistent with previous find-
ings in other medical settings that technology use by 
medical providers does not significantly impact patient 
satisfaction. As such, urgent care clinicians can use med-
ical technologies in the exam room without impacting 
patient satisfaction. 
 
Introduction 

T
he use of an electronic health record (EHR) during 
the clinical encounter is a standard part of modern 
medical practice1 and using a computer during the 

information gathering segments of the visit is widely 
considered to be both “appropriate and expected by 
patients.”2 EHRs are designed to optimize the quality 
and efficiency of healthcare delivery.1 They facilitate 
collection and analysis of patient information, diagno-
sis, decision making, development of treatment plans, 
and sharing of medical information in ways not pre-
viously possible.3,4 However, using the EHR in a way 
that preserves a satisfying clinical experience for both 
the patients and the healthcare provider can be chal-
lenging.1  

Physicians report spending 42% of their consultation 
time in contact with the computer.5 This has led some 
to view the EHR as a “third agent” in the exam room,6 
shifting the traditional doctor-patient dyad into a triadic 
relationship.7 With the many popups, alerts, messages, 
warnings, flags, and alarms, the price a provider pays 
for the EHR is distraction.1 Multitasking clinicians may 
miss opportunities for authentic engagement with their 
patients due to demands from the EHR.2 Many medical 
providers are concerned about the impact of the EHR 
on their ability to look at, listen to, and understand the 
patient’s concerns.5 Conversely, providers who do not 
occasionally enter information into the computer dur-
ing the encounter risk patients questioning if their con-
cerns are being taken seriously.2 Additionally, they carry 
the extra cognitive load of recalling correct details later.  

Despite physicians’ concerns regarding the impact 
of computer use on patient-physician communication, 
patients’ perceptions of the same interaction are mostly 
positive.5 Patients’ attitudes toward the EHR occa-
sionally have generational, cultural, and socioeconomic 

differences,8 however, meta-analyses of patient percep-
tions of EHR use show almost exclusively positive or 
neutral effects on both patient satisfaction and patient–
physician communication.1,7,9,10 Patients’ estimates are 
lower than those of their physicians regarding the 
amount of time the computer is used for completing 
the chart review, recording patient data, prescribing 
treatments, placing referrals, internet research, and in-
ternal communication.5  

A meta-analysis of 53 studies on the impact of EHR 
use on the patient–physician relationship and com-
munication concluded that since patient perceptions 
are not affected by their providers computer use, med-
ical providers should embrace these technologies in a 
patient centered way.10 An intervention as small as a 1-
hour lecture on patient centered EHR use with a struc-
tured debrief made a significant difference on medical 
students’ performance on a clinical skills examination.11  

Urgent care is a unique and expanding medical spe-
cialty.4 According to the Urgent Care Association’s 2022 
Benchmarking Report, the percentage of urgent care 
centers that operate in retail spaces nearly doubled from 
2019 to 2022.12 In recent years, many acute care clinics 
have adopted a “retail health” model, with a heavy 
focus on the consumer experience, adhering to the phi-
losophy that the key to success in urgent care is provid-
ing patient experiences that yield “positive reviews and 
word-of-mouth referrals.”13  

A majority of studies regarding the impact of EHR 
on patient satisfaction were conducted in adult, out-
patient, primary care settings.2,3 It has been proposed 
that patient’s acceptance of their provider’s EHR use 
may be due to a previously established, strong patient–
physician relationship,10 confounding the interpretation 
of the impact of technology use. Thus, the next step to 
understanding the impact of computer use in the exam 
room should be investigation at low-continuity and 
medical-specialty settings.10 As urgent care is often 
viewed by patients as more transactional than tradi-
tional medical settings, primary care literature exploring 
the impact of computer use in the exam room on pa-
tient satisfaction may not be generalizable to this clin-
ical setting. The aim of this study was to evaluate the 
effect of computer use in the exam room on patient 
perceptions of the medical provider’s ability to com-
municate, empathize, foster a healing relationship, and 
balance their attention in an urgent care setting. 
 
Methods 
Setting and Participants 
This study was conducted in a single, free-standing ur-
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gent care clinic situated in a suburban retail space in 
the South Puget Sound region of Washington State. 
Each provider averages 3-4 patient encounters an hour. 
A total of 13 providers (3 physicians, 6 nurse prac-
titioners, 4 physician assistants) participated in the 
study. Study days were selected according to the princi-
pal investigator’s (PI) clinic schedule to ensure appro-
priate and consistent study oversight and management. 
These days were randomly assigned as “computer use” 
or “no computer use” using a balanced design. All pro-
viders working that day were assigned to the same 
group, and all patients seen on these days were invited 
to participate in the study by completing a brief survey 
at the time of discharge. The medical providers were 
not blinded to the objectives of the study or the survey 
instrument. Parents completed surveys with or on be-
half of minors. 
 
Instrument 
A 10-item survey inventory was adapted from relevant 
previous studies.2,5 The impact of computer use was 

evaluated using a 6-point Likert-type scale question 
without a neutral response option (Very Satisfied to 
Very Unsatisfied) and assessed the patient’s perception 
of the provider’s ability to make eye contact, listen, 
talk, understand their concerns, empathize, foster a 
healing relationship, collect information, and provide 
information. Patients were also asked to rate their gen-
eral satisfaction with their medical provider and their 
overall experience before self-reporting basic demo-
graphic information including age, gender, and race. 
Built and distributed using a REDCap survey,14 the ques-
tionnaire did not collect any patient identifying infor-
mation, was not tied to a specific encounter or provider, 
and responses were not accessible to the providers. The 
study was reviewed by our organization’s Institutional 
Review Board and approved as exempt (IRB number 
2024/08/01).  
 
Data Collection 
An a priori power calculation identified a sample of 600 
participants (300 per group) to have a 99% power to 
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Table 1. Clinic and Patient Demographics
No Use (10 days) Use (11 days) Total

Number of Providers in Clinic N % N % N %

1 Provider 59 19.50% 84 27.80% 143 23.70%

2 Providers 117 38.70% 155 51.30% 272 45.00%

3 Providers 126 41.70% 63 20.90% 189 31.30%

Total 302 100% 302 100% 604 100%

No Use Use Total

Patient Gender N % N % N %

Female 201 66.80% 201 67.20% 402 67.00%

Male 95 31.60% 93 31.10% 188 31.30%

Nonbinary 5 1.70% 5 1.70% 10 1.70%

Total 301 100% 299 100% 600 100%

No Use Use Overall

Patient Age in Years - Mean (SD) 38.5 (16.7) 37.2 (14.7) 37.9 (15.7)

Patient Age in Years - Median (IQR) 36 (24) 34 (18)

Patient Age in Years - Range 2-85 5-85

No Use Use Overall

N % N % N %

White Patients 224 74.20% 213 70.50% 437 73.80%



detect a small-medium effect size using Cohen’s d 
(d=0.3).15 During the morning huddle on intervention 
days, the principal investigator (JB) shared the day’s 
randomization status with the providers staffing the 
clinic that day and reminded them of the study proto-
cols. He ensured that QR codes were accessible in the 
clinic rooms to facilitate survey completion following 
the encounter. At the time of discharge, patients were 
invited to scan the QR code to access the survey on 
their personal phone to be completed at that time or 
later. Survey result data were accessible only to the re-
search team. 
 
Data Analysis 
We used descriptive statistics to explore patient demo-
graphic distributions and assessed these for significant 
differences between the computer-use and no-use 
groups using Fisher’s Exact, t-tests, and z-tests, as ap-
propriate. Frequency distributions by intervention 
group were generated for each of the 10 core measures 
(8 interpersonal skills, satisfaction with provider, and 
overall satisfaction). We used the nonparametric Mann-
Whitney U test to assess each of those distributions for 
significant differences by group with a significance 

threshold of �<0.01 to account for multiple testing.  
We also examined Spearman correlations between 

measures to better understand the relationship between 
the 8 assessed interpersonal-skills and between those 
skills and satisfaction with the provider and the en-
counter. We then used Fisher’s r-to-z transformation to 
calculate z test statistics and compare these correlations 
between groups. Any absolute z>2.576 was considered 
significant at the 0.01 level. Randomization and all data 
analysis was performed in the R statistical computing 
environment.14 
 
Results 
The study captured 10 days without provider computer 
use in the exam room (“no use”) and 11 days with 
computer use (“use”). Across these intervention days, 
302 patients completed surveys from each group, rep-
resenting 53.8% and 52.3% of patients seen on those 
days, respectively. Participants were 67.0% female and 
1.7% nonbinary with no difference in gender distribu-
tion between groups (Fisher’s Exact test, p=0.85). Ages 
ranged from 2–85 years old at the time of the encounter, 
with a mean age of 37.9 ±15.7 years and no significant 
difference in age distribution between groups (Student’s 
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Table 2. Participant Ratings of Patient Care Behaviors, Provider, and Overall Satisfaction, Between Encounters 
Where Providers Did Not Use (No Use) or Did Use (Use) the Computer

a) Eye contact b) Listen to me c) Talk with me d) Understand concerns e) Empathize

No Use Use No Use Use No Use Use No Use Use No Use Use

N % N % N % N % N % N % N % N % N % N %

Very Unsatisfied 
Unsatisfied 
Somewhat Unsatisfied 
Somewhat Satisfied 
Satisfied 
Very Satisfied 
Total

4 
0 
2 
0 
19 

277 
302

1% 
0% 
1% 
0% 
6% 

92% 
100%

1 
1 
0 
1 

19 
280 
302

0% 
0% 
0% 
0% 
6% 

93% 
100%

4 
1 
0 
1 

16 
280 
302

1% 
0% 
0% 
0% 
5% 

93% 
100%

1 
0 
1 
1 

17 
282 
302

0% 
0% 
0% 
0% 
6% 

93% 
100%

4 
1 
0 
1 

13 
283 
302

1% 
0% 
0% 
0% 
4% 

94% 
100%

1 
0 
0 
1 

16 
283 
301

0% 
0% 
0% 
0% 
5% 

94% 
100%

4 
1 
0 
3 
14 

279 
301

1% 
0% 
0% 
1% 
5% 

93% 
100%

1 
0 
0 
0 
17 

282 
300

0% 
0% 
0% 
0% 
6% 

94% 
100%

4 
0 
3 
0 
18 

275 
300

1% 
0% 
1% 
0% 
6% 

92% 
100%

1 
0 
1 
3 

20 
276 
301

0% 
0% 
0% 
1% 
7% 

92% 
100%

Mann-Whitney U p Value 0.63 0.73 0.84 0.48 0.96

f) Foster healing g) Collect information h) Provide information i) Satisfied w/provider j) Satisfied overall

No Use Use No Use Use No Use Use No Use Use No Use Use

N % N % N % N % N % N % N % N % N % N %

Very Unsatisfied 
Unsatisfied 
Somewhat Unsatisfied 
Somewhat Satisfied 
Satisfied 
Very Satisfied 
Total

4 
0 
2 
3 

25 
264 
298

1% 
0% 
1% 
1% 
8% 

89% 
100%

1 
0 
3 
5 

26 
265 
300

0% 
0% 
1% 
2% 
9% 

88% 
100%

4 
0 
1 
3 
19 

273 
300

1% 
0% 
0% 
1% 
6% 
91% 

100%

1 
0 
1 
0 
19 

281 
302

0% 
0% 
0% 
0% 
6% 

93% 
100%

4 
1 
0 
3 
17 

276 
301

1% 
0% 
0% 
1% 
6% 

92% 
100%

1 
0 
1 
3 

20 
275 
300

0% 
0% 
0% 
1% 
7% 

92% 
100%

0 
0 
1 
2 

23 
276 
302

0% 
0% 
0% 
1% 
8% 
91% 

100%

3 
0 
0 
3 

25 
271 
302

1% 
0% 
0% 
1% 
8% 

90% 
100%

1 
1 
1 
2 

34 
261 
300

0% 
0% 
0% 
1% 
11% 
87% 

100%

2 
1 
0 
5 

28 
266 
302

1% 
0% 
0% 
2% 
9% 

88% 
100%

Mann-Whitney U p Value 0.93 0.33 0.98 0.47 0.73

Patient care behaviors (a-h), provider (i), overall satisfaction (j). The N values vary slightly because not all participants answered every survey question.



t-test, p=0.31). Self-reported race/ethnicity also did not 
differ significantly between groups, with 73.8% of the 
respondents self-reporting as Non-Hispanic White (z-
test, p=0.36) (Table 1). 

Respondents generally reported very high satisfaction 
across the 10 measures, with 97-100% of respondents 
indicating that they were satisfied or very satisfied with 
any given measure across intervention groups. All 
Mann-Whitney U p-values were 0.33, suggesting no 
difference in satisfaction with provider interpersonal 
behaviors, overall satisfaction with the provider, or over-
all satisfaction with the encounter among patients 
whose providers used the computer during the en-
counter and those whose providers did not (Table 2). 

Each interpersonal measure was strongly (0.7  r  
0.89) to very strongly (0.9  r  1.0) correlated with 
the others (Table 3). Correlations between the inter-
personal behaviors and overall satisfaction with the 
provider or the encounter were moderate (0.4  r  
0.69). Several significant differences in correlations be-
tween computer use and no computer use did exist 
(Table 3, bold). Although no statistical difference in 
satisfaction was identified (Table 2), we saw stronger 
correlations in the no-use group in the relationships 
between providers listening and talking with the pa-
tient, listening and understanding, empathizing and 
talking with the patient, understanding and fostering a 
healing relationship, and the provider’s ability to both 
collect and provide information to the patient.  
 
Discussion 
This study is consistent with the current body of litera-

ture1,6,7,9,10 in finding that there is no significant differ-
ence in overall experience or any of the 8 interpersonal 
behaviors when providers use or don’t use the computer 
in the exam room. Since providers’ technology use is 
not associated with patient satisfaction, urgent care pro-
viders can feel confident in using the clinical interaction 
style that they find most efficient.  

This topic has been well studied, including several 
meta-analyses7,9,10 in the outpatient primary care setting. 
However, a previously established patient–physician re-
lationship may function as a confounder.10 This study 
expands the body of work to the retail health urgent 
care setting, where pre-existing patient-provider rela-
tionships frequently do not exist, thus removing it as a 
possible confounder.  

A recent study, involving nearly 33 million patient 
encounters from a nationwide urgent care network in 
2024, found that “more than half of net promoter score 
(NPS) is likely determined by non-quantifiable” factors 
that are described as “intangibles.”13 This study makes 
an additional contribution to the literature by exploring 
the relationship between key interpersonal skills used 
by our providers. A very strong correlation was found 
between the patient’s perception of the provider’s abil-
ities to listen and talk with them, as well as listen and 
understand their concerns. These correlations were sig-
nificantly higher when the provider was not using a 
computer in the room. Similarly, computer non-use 
showed significantly higher correlations between pro-
viders listening and talking with the patient, listening 
and understanding the patient, empathizing and talking 
with the patient, understanding and fostering a healing 
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Table 3. Spearman Correlations Between Measures Among Patients Whose Providers Did Not Use The Computer 
And Those Whose Providers Used The Computer During The Encounter

Patient reported satisfaction with 
provider ability to: Listen to me Talk with me Understand 

my concerns
Empathize 

with me

Foster a 
healing 

relationship

Collect 
information

Provide 
information

Satisfaction 
with provider

Computer Used? No Yes No Yes No Yes No Yes No Yes No Yes No Yes No Yes 

a) Listen to me    

b) Talk with me 0.93 0.89  

c) Understand my concerns 0.91 0.78 0.88 0.88  

d) Empathize with me 0.84 0.79 0.82 0.73 0.89 0.78  

e) Foster a healing relationship 0.74 0.68 0.72 0.63 0.73 0.59 0.76 0.72  

f) Collect information 0.86 0.87 0.83 0.87 0.82 0.81 0.76 0.81 0.76 0.68  

g) Provide information 0.82 0.79 0.79 0.79 0.78 0.74 0.67 0.70 0.65 0.59 0.86 0.77  

h) Satisfaction with provider 0.54 0.66 0.50 0.61 0.50 0.61 0.50 0.58 0.50 0.52 0.56 0.64 0.59 0.61  

i) Overall satisfaction 0.43 0.44 0.39 0.38 0.39 0.47 0.39 0.48 0.40 0.50 0.43 0.46 0.50 0.44 0.72 0.71 

Correlation strength is considered moderate at 0.4-0.69, strong at 0.7-0.89, and very strong from 0.9-1.0. Bolded correlations significantly differ between groups at the 0.01 level.



relationship, and the provider’s ability to both collect 
and provide information to the patient. This finding 
suggests that even though patient satisfaction was not 
statistically different between the computer-use and no-
use groups, it’s possible that there are less tangible, yet 
meaningful, differences in urgent care clinical inter-
actions when the computer is used in the examination 
room. 

Studies have shown that providers who deliberately 
apply skills like screen sharing,1 looking more frequently 
at their patients,6 maintaining eye contact,6 limiting 
EHR use during difficult and emotional topics,1 and 
employing other nonverbal cues when patients are de-
scribing their complaints6 can increase the amount of 
sensitive information shared with them. These providers 
are also perceived by patients as more trustworthy and 
genuine.1 It is reassuring for all providers to remember 
these skills can improve the patient interaction,6 and 
that these skills can be learned.11 

This study has several notable limitations. First, the 
patients surveyed received their care at a single urgent 
care clinic, limiting generalizability to other urgent care 
centers or regions. Much of the previous literature in-
cluded only experienced primary care physicians, which 
limits comparability. Ideally, each of the 13 providers 
included in the study would have completed an equal 
number of encounters with and without using the com-
puter in the room, however, this was not feasible in 
this real-world setting. Furthermore, the medical pro-
viders were not blinded to the intervention or assess-
ment tool. It is possible that they behaved differently 
during different study protocol days. 

Conclusion  
In a healthcare market where urgent care clinics are re-
quired to ensure a positive consumer experience, medical 
providers must accept that much of the patient’s satis-
faction will be derived from the patient-physician inter-
action13 and use of the EHR. This study is consistent 
with previous findings that technology use by medical 
providers does not affect patient satisfaction and expands 
this finding to the urgent care setting. Therefore, urgent 
care clinicians can use medical technologies in the exam 
room without impacting patient satisfaction. n 
 
Manuscript submitted July 14, 2025; accepted March 23, 
2026. 
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“This study is consistent with previous 
findings that technology use by 

medical providers does not affect 
patient satisfaction and expands this 

finding to the urgent care setting. 
Therefore, urgent care clinicians can 

use medical technologies in the exam 
room without impacting patient 

satisfaction.”
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ABSTRACTS IN URGENT CARE

Variation in Pretibial 
Laceration Management 
 
Take Home Point: Assessment and management of preti-
bial lacerations lack consistent standardized guidelines, 
which is needed to improve patient outcomes. 
 
Citation: Shafi S, Shaw A, Koubeh W, et al. Management 
of pretibial lacerations: A systematic review. Injury. 
2026;57(4):113101. doi: 10.1016/j.injury.2026.113101 
 
Relevance: Pretibial lacerations are commonly encountered 
in both emergency departments (EDs) and urgent care 
(UC) settings, especially among older adults. Despite their 
frequency, management approaches vary widely across 
settings and regions. 
 
Study Summary: This was a systematic review conducted 
and reported in accordance with the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses (PRISMA) 
checklist. MEDLINE, EMBASE, CINAHL, the Cochrane Cen-
tral Register of Controlled Trials (CENTRAL), and Clinical-
Trials.gov databases were used in the literature search to 
identify studies reporting on the assessment and/or man-
agement of pretibial lacerations.  

A total of 29 studies involving 2,893 patients were in-
cluded: 6 randomized controlled trials (RCTs); 12 cohort 
studies; and 11 case series. There was substantial vari-
ability in how lacerations were assessed, treated, and how 
outcomes were reported. 

In studies that reported on operative management, the 
mean time to complete wound healing ranged from 13 to 
70 days. Among the 3 RCTs that reported this outcome, 
mean time to complete wound healing ranged from 13 to 
42 days. In contrast, studies that reported on nonoperative 
management were associated with longer wound healing 
times, ranging from 18 to 123 days. In the nonoperative 
RCTs, mean time to complete wound healing ranged from 
32 to 123 days. Infection was the most common complica-
tion across both groups (0% to 63%). One month mortality 
rates were as high as 15%. Significant heterogeneity in 

study design and inconsistent definitions of outcomes 
and adverse events precluded meta-analysis. Comorbid-
ities were inconsistently reported, though commonly noted 
conditions included ischemic heart disease, diabetes, 
chronic obstructive pulmonary disease/asthma, and long-
term steroid use. 
 
Editor’s Comments: The review highlights marked variabil-
ity in treatment approaches and a lack of high-quality ev-
idence to guide practice. No studies from low- or middle-
income countries were identified, which may reflect 
under-reporting, differences in coding practice, or pub-
lication bias rather than absence of cases. 

There is a clear need for standardized wound classifi-
cation systems and consistent outcome measures, includ-
ing patient-reported outcomes for pretibial lacerations. 
Future RCTs comparing operative and nonoperative 
strategies—and techniques within each—are needed to 
better inform clinical decision-making. n 
 

Can We Age Adjust D-Dimer to 
Rule Out Deep Vein 
Thrombosis?  
 
Take Home Point: Using an age-adjusted D-dimer cutoff 
may safely exclude deep vein thrombosis (DVT) while re-
ducing unnecessary imaging. 
 
Citation: Le Gal G, Robert-Ebadi H, Thiruganasambanda-
moorthy V, et al. ADJUST-DVT Investigators. Age-Adjusted 
D-Dimer Cutoff Levels to Rule Out Deep Vein Thrombosis. 
JAMA. 2026 Feb 3;335(5):416-424. doi: 10.1001/jama.2025. 
21561. 
 
Relevance: D-dimer testing is a widely used tool to exclude 
DVT in patients with low or intermediate clinical probability 
(based on Wells Score). However, its specificity decreases 
with age, limiting its usefulness in older adults. 
 
Study Summary: This was a multicenter, multinational 
prospective diagnostic management outcome study, in-
volving 27 hospitals in 4 countries (Belgium, Canada, 
France, and Switzerland). Patients presenting to EDs in 
the participating hospitals with a suspected DVT were re-
cruited into the study. Clinical pretest probability of DVT 
was assessed using the Wells score. Patients with a low 

Ivan Koay MBChB, MRCS, FCUCM, FRNZCUC, MD, is an urgent 
care physician and Convenor of Ireland and UK Faculty of the 
Royal New Zealand College of Urgent Care as well as the Lon-
don Representative Faculty of Prehospital Care of the Royal 
College of Surgeons, Edinburgh.



or intermediate pretest probability had a D-dimer test per-
formed. The D-dimer result was interpreted according to 
the age-adjusted cutoff; in patients younger than 50 years, 
DVT was excluded in those with a D-dimer value below 
500 μg/L. In patients 50 years or older, the D-dimer test 
was considered negative if the result was below their age 
multiplied by 10, in μg/L (same as age-adjusted D-dimer 
for pulmonary embolism). Those with a positive D-dimer 
test underwent Doppler ultrasonography, while those with 
a negative test result had no further testing. All patients 
were followed for 3 months.  

In total, 3,205 patients were enrolled and 2,169 (67.7%) 
had low or intermediate pretest probability. Of those, 692 
patients (31.9% [95% confidence interval {CI} 30.0%-
33.9%]) had a negative D-dimer result according to the 
age-adjusted cutoff. 531 (24.5% [95% CI 22.7%–26.4%]) 
had a D-dimer level less than 500 μg/L, and 161 additional 
patients (7.4% [95% CI 6.4%–8.6%]) had a D-dimer level 
between 500 μg/L and their age adjusted cutoff. This re-
sulted in a 7.4% (95% CI 6.4%–8.6%) absolute increase, 
or a 23.3% (95% CI 20.3%–26.6%) relative increase, in 
the proportion of negative D-dimer results. There were no 
events among the 161 patients with a D-dimer level greater 
than 500 μg/L but below their age-adjusted D-dimer cutoff 
(0/161; 0.0% [95% CI 0.0%–2.3%]). 
 
Editor’s Comments: D-dimer assays were not standardized, 
with 11 different assays used, leading to some variability 
in interpretation. Additionally, the study was not random-
ized, limiting direct comparison between standard and 
age-adjusted D-dimer level cutoff strategies. There was a 
relatively low overall DVT prevalence, which may also in-
fluence generalizability. 

Despite these limitations, the findings support the po-
tential value of using age-adjusted D-dimer thresholds to 
improve diagnostic efficiency in the evaluation of DVT. 
This approach may help clinicians reduce unnecessary 
imaging while maintaining safety when applied correctly 
to symptomatic patients. n 
 

Casting Vs Surgery For 
Unstable Lateral Malleolus 
Fractures 
 
Take Home Point: Cast immobilization was non-inferior to 
surgery for the treatment of unimalleolar Weber B ankle 
fractures with a congruent mortise on initial radiography 
but deemed unstable by external rotation stress testing.  
 

Citation: Kortekangas T, Lehtola R, Leskelä H, et al. Cast 
immobilisation versus surgery for unstable lateral malleo-
lus fractures (SUPER-FIN): randomised non-inferiority clin-
ical trial. BMJ. 2026;392:e085295. doi: 10.1136/bmj-2025-
085295 
 
Relevance: Weber B fractures are a common fracture of 
the ankle and management decisions are based on 
whether the ankle mortise remains congruent and fracture 
stability.  
 
Study Summary: This was a randomized, parallel group, 
non-inferiority trial comparing cast immobilization for 6 
weeks to surgery for Weber B ankle unstable fractures with 
a congruent mortise in a single university hospital in Fin-
land. The study followed the Consolidated Standards of 
Reporting Trials (CONSORT) guidelines for non-inferiority 
trials. Participants with unimalleolar Weber B fracture, with 
congruent mortise on initial radiographs (medial clear 
space <4 mm and ≤1 mm wider than the superior clear 
space), were enrolled in the trial. All participants were in-
vestigated for fracture stability using the external rotation 
stress test. If unstable, they were then randomized in a 
1:1 ratio to undergo either cast immobilization for 6 weeks 
or surgery. Clinical follow-up continued for 2 years after 
randomization. The primary outcome was the Olerud-Mo-
lander Ankle Score (OMAS) at 2 years. OMAS is a validated, 
condition specific, patient-reported outcome measure for 
ankle fracture symptoms (range 0-100; higher scores in-
dicating better outcomes and fewer symptoms; minimal 
important difference 12 points). 

A total of 126 participants underwent randomization: 
62 to the cast immobilization and 64 to surgery. In the pri-
mary intention-to-treat analysis, the mean OMAS at 2 years 
was 89 in the cast immobilization group and 87 in the sur-
gery group (between group mean difference 1.3 points, 
95% CI −4.8–7.3). One participant in each group had a ra-
diographically confirmed nonunion. There were more com-
plications in the surgical group, which included wound 
infection (1), delayed wound healing (1), and hardware re-
moval procedures (9). 
 
Editor’s Comments: The narrow scope of the study limits 
its generalizability to other ankle fracture patterns, includ-
ing other Weber fracture types. Additionally, the general-
izability is limited as this was performed at a single center. 
However, the study highlights a prevailing shift to more 
conservative/nonoperative approaches in the treatment 
of fractures.  
For UC clinicians, this may inform decisions regarding or-
thopedic referral urgency and help identify fractures that 

ABSTRACTS IN URGENT CARE

44  JUCM The Journal of  Urgent Care Medicine |  May 2026 www.jucm.com

 



WHAT’S INSIDE?

• DOT Test Prep Course – a required step to become a certified DOT Medical Examiner, 
 with CME included (a rare perk!)
• All courses in this urgent care bundle are included in one comprehensive subscription
• Annual subscription with no extra fees. No separate platforms. Just one place for 
 all your training needs.

This is exclusive to Experity clients—no other urgent care partner offers this level of value.

EXPERITY CLIENT EXCLUSIVE!

200+ CME Hours. 
1 Subscription. 
Zero Extra Hassle.

Learn more at www.masterclinicians.net/experity-subscription

Ad_FullPage_Sized.indd   1



may be managed conservatively. This could decrease un-
necessary patient costs in time and money. UC clinicians 
are still advised to follow local protocols as practice pat-
terns and orthopedic treatment preferences vary. n 
 

Using Artificial Intelligence 
Powered Scribes for 
Documentation 
 
Take Home Point: AI-powered voice-to-text technology 
(AIVT) offers significant potential to improve clinical doc-
umentation and patient experience of clinical consulta-
tions through reduced clinician workload and improved 
clinician-patient interactions, though reliability and over-
sight remain important considerations.  
 
Citation: Alboksmaty A, Aldakhil R, Hayhoe B, et al. The 
impact of using AI-powered voice-to-text technology for 
clinical documentation on quality of care in primary care 
and outpatient settings: a systematic review. eBioMedi-
cine, 2025; 118 
 
Relevance: Documentation demands contribute signifi-
cantly to clinician workload. AI-based tools may help re-
duce this burden while maintaining or improving doc-
umentation quality. 
 
Study Summary: This systematic review followed the 
PRISMA 2020 Checklist to assess the evidence on using 
AIVT to document individual patient-clinician medical con-
sultations. This review focused specifically on effective-
ness, efficiency, safety, patient-centeredness, timeliness, 
equity, and integration. The authors reviewed publications 
across 5 databases (MEDLINE, Embase, Global Health, CI-
NAHL, and Scopus) to identify studies that assessed the 
use of AIVT in primary care or outpatient clinic settings in 
the documentation of 2-way medical consultations be-
tween a healthcare professional (HCP) and a patient.  

The authors identified 9 studies for analysis that in-
volved 524 HCPs and 616 patients, with a total of 1,069 
medical consultations. All studies reported improved doc-
umentation processes with AIVT, allowing clinicians to 
focus more on patient interactions. Five studies demon-
strated increased documentation efficiency. However, 1 
study noted increased time spent reviewing and correcting 
documentation, potentially contributing to after-hours 
work. The quality of AIVT-generated documentation was 
often comparable to, and sometimes better than, tradi-
tional methods. However, there was no clear consensus 

regarding the safety of relying on AIVT tools for clinical 
documentation without subsequent HCP review. General-
izability was limited due to limited included patient pop-
ulations, with most studies focusing on diabetes care and 
excluding pediatric and psychiatric settings. 
 
Editor’s Comments: Heterogeneity across studies—includ-
ing differences in AIVT systems, patient populations, and 
clinicians—limited comparability. Standardized measures 
such as word error rate could not be consistently applied. 
Implementation challenges remain, including developing 
standardized policies and regulations to guide AIVT in-
tegration into clinical practice. There remain concerns 
around ethical principles, confidentiality, data security, 
patient consent, and accountability for errors. Clinicians 
and organizations should use AIVT with awareness of its 
benefits and drawbacks. n 
 

Emergency Department 
Interventions in Smoking 
Cessation  
 
Take Home Point: Smoking cessation interventions incor-
porating nicotine replacement therapy (NRT) delivered in 
the ED resulted in increased quit rates with moderate cer-
tainty. 
 
Citation: Pope I, Gentry S, Livingstone-Banks J, et al. Emer-
gency department interventions for smoking cessation: a 
systematic review and meta-analysis. Emerg Med J 
2026;0:1–10. doi:10.1136/emermed-2025-215326 
 
Relevance: Supporting people who wish to quit smoking 
is among the most powerful interventions to improve 
health and combat health inequalities. The ED represents 
an opportunity to initiate cessation efforts. 
 
Study Summary: This was a systematic review reported in 
accordance with PRISMA guidelines. Database searches 
of the Cochrane Central Register of Controlled Trials, MED-
LINE, Embase, PsycINFO, CINAHL, US National Institutes 
of Health Ongoing Trials Register, and WHO International 
Clinical Trial Registry Platform were conducted for random-
ized controlled trials (RCTs) based in the ED, where the 
goal of the intervention was smoking cessation and fol-
low-up was at least 3 months.  

There were 19 studies included in the systematic review 
with 9,211 randomized participants (4,707 intervention 
and 4,504 control). Of these, 17 were incorporated into 
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the meta-analyses (6 RCTs for NRT interventions and 11 
RCTs for behavioral interventions without pharmacother-
apy). The authors found moderate-certainty evidence that 
interventions incorporating NRT were more likely to result 
in smoking cessation compared with control. The risk ratio 
(RR) was 1.55 (95% CI 1.27–1.89, p<0.0001). Trials involving 
behavioral support alone delivered in the ED demonstrated 
a RR of quitting compared with controls of 1.18 (95% CI 
0.85–1.64, p=0.32). 
 
Editor’s Comments: None of the included studies eval-
uated other smoking cessation pharmacologic therapies 
such as varenicline or bupropion, representing a promising 
area for future research. Considerable behavioral inter-
vention and pharmacotherapy heterogeneity existed ac-
ross both intervention and control groups, which may di-
lute the impact of any particular individual component.  
Smoking cessation programming implementation chal-
lenges exist, especially in high-volume ED or UC settings. 
These include limited clinician time and staffing. Alter-
native models, such as involving nonclinical staff during 
patient waiting times, may help integrate smoking cessa-
tion support into urgent care practice. This effort could 
promote health in local communities. n 
 

Intravenous Saline Plus Drug 
Therapy For Migraine 
Treatment 
 
Take Home Point: Adding 1,000 mL intravenous saline to 
nonsteroidal anti-inflammatory drug (NSAID)-based ther-
apy did not significantly improve pain relief at 2 hours in 
patients with acute migraine. 
 
Citation: Turan Y, Akoglu H, Unal E, et al. Efficacy of Adding 
Intravenous Saline Solution to Nonsteroidal Anti-Inflam-
matory Drug-Based Treatment of Acute Migraine in the 
Emergency Department. Ann Emerg Med. 2026;87(2):157-
166. doi: 10.1016/j.annemergmed.2025.09.013 
 
Relevance: Migraine affects approximately 10% of the 
global population and is a common presentation to EDs 
and UCs. Intravenous fluids are often used alongside phar-
macologic therapy (including NSAIDs), though supporting 
evidence is limited.  
 
Study Summary: This was a single-center, double-blind, 
parallel-group, randomized controlled trial conducted at 
a single tertiary care emergency department in Turkey. Par-

ticipants were adults diagnosed with migraine who pre-
sented with an acute attack and were able to provide 
written informed consent. Researchers randomized pa-
tients with a 1:1 ratio to receive 1,000 mL of normal saline 
solution by intravenous infusion at 1,000 mL/hour for 1 
hour (intervention group) or 10 mL of normal saline solution 
by intravenous infusion at 10 mL/hour for 1 hour (control 
group). Both groups also received 75 mg intramuscular di-
clofenac. The primary outcome was the change in head-
ache visual analog scale (VAS) scores 2 hours postinter-
vention. Secondary outcomes included use of rescue 
medication, ED length of stay, and adverse events. 

A total of 125 patients were included in analysis (64 in-
tervention group, 61 control group). The median change 
in VAS score for headache was 62.0 mm (interquartile 
range [IQR] 37.5–82.0) in the intervention group, and 48.0 
mm (IQR 26.0–74.0) in the control group. The estimated 
median VAS score difference between groups was 10.0 
mm (95% CI −2.0 to 20.0), however, this difference was 
not statistically significant. Headache, nausea, and func-
tional disability decreased over time in both groups, with 
no differences found between groups during the study. 
Rescue medication was used more frequently in the control 
group 23.8% vs 42.5% with a difference of 18.6% (95% CI 
2.1–35.0). Median ED length of stay was shorter in the in-
tervention group (150 vs 168 minutes; difference 19 mi-
nutes, 95% CI 0–39). No serious adverse events occurred. 
 
Editor’s Comments: The single-center design limits gen-
eralizability. The nurses involved in the care of the patients 
were not blinded, which may have influenced patient re-
sponses and physician decisions regarding rescue medi-
cation. Additionally, alternative migraine treatments were 
not evaluated, which limits the scope of the study’s results. 
Further research is needed to clarify the role of intravenous 
fluids in migraine management and to assess broader 
treatment strategies. n
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“Alternative models, such as 
involving nonclinical staff during 
patient waiting times, may help 

integrate smoking cessation 
support into urgent care practice. 
This effort could promote health in 

local communities.”
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CLINICAL IMAGE CHALLENGE  
X-RAY

26-Year-Old Female With Cough, 
Shortness of Breath, and Fatigue 
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A 26-year-old female presents to urgent care with a persist-
ent productive cough for 1 week. Over the past 3 days, she 
reports progressive shortness of breath and fatigue. She 
has a history of recurrent pneumonia. Vital signs show the 
patient is afebrile with normal blood pressure, heart rate, 
respiratory rate, and oxygen saturation. Physical examina-
tion reveals clear lung sounds with diminished air movement 
in the bilateral bases. Jugular venous distension (JVD) at 4 

cm above the sternal angle and trace bilateral lower ex-
tremity edema to the ankles are noted. Cardiac exam reveals 
rightward displacement of the point of maximal impulse 
(PMI) and a 2/6 systolic murmur. Chest radiographs are 
 ordered. 

View the chest x-ray image and consider what your dia-
gnosis and next steps would be. Resolution of the case is 
described on the following page. 

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

Editor's Note: While the images presented here are authentic, the patient cases are hypothetical.



T H E  R E S O L U T I O N
                 

CLINICAL IMAGE CHALLENGE 
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Differential Diagnosis 
� Bronchopulmonary sequestration  
� Pulmonary vein dilatation 
� Pulmonary abscess 
� Community-acquired pneumonia 
� Partial anomalous pulmonary venous return 
� Pulmonary nodule 
� Atelectasis 
 
Diagnosis 
A branching linear density is seen extending up from the 
slightly elevated right hemidiaphragm to the right lung 
base, and a vertical vein extends to the right upper chest. 
This may represent partial anomalous pulmonary venous 
return (PAPVR) with Scimitar sign.  

PAPVR is a congenital anomaly where 1 or more pul-
monary veins drain into the right atrium or systemic venous 
circulation instead of the left atrium of the heart. The defect 
itself often has no significant clinical impact, and asymp-
tomatic patients generally do not require intervention. The 
left-to-right shunting can increase pulmonary blood flow, 
which can lead to pulmonary hypertension and volume 
overload. The diagnosis of PAPVR is typically made with 
cardiovascular imaging or catheterization; echocardiog-
raphy may be sufficient for making the diagnosis in some 
cases. Surgical repair is the definitive treatment and fo-
cuses on redirecting the anomalous pulmonary veins into 
the left atrium. 

What to Look For 
� Frequent infections: Patients with symptomatic PAPVR 

often report a history of recurrent pulmonary infections 
such as pneumonia and bronchitis as well as fatigue 
and dyspnea. 

� Signs of right heart volume overload: Assess for peri -
pheral edema, increased jugular venous pressure (JVD), 
ascites, and hepatomegaly. These patients are more 
likely to have significant left-to-right shunts, and surgery 
is the definitive treatment. 

� The Scimitar sign on imaging: Assess for a curvilinear 
vascular shadow along the right cardiac border caused 
by an anomalous right pulmonary vein draining into the 
inferior vena cava (IVC), resembling a Turkish sword or 
“scimitar.” 

 
Pearls For Urgent Care Management 
� Laboratory testing: In the case of clinically significant 

fluid overload, laboratory testing including a metabolic 
panel to evaluate renal function and electrolytes is in-
dicated. 

� Diuretic therapy: consider starting low dose oral furo-
semide 20 mg daily for patients naïve to diuretics 

� Close follow-up with primary care and/or cardiology, 
especially if starting diuretics in urgent care, is encour-
aged. 

� Cardiovascular imaging: Patients with a scimitar sign 
noted on radiograph should be referred for cardiovas-
cular imaging. n



CLINICAL IMAGE CHALLENGE  
DERMATOLOGY
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67-Year-Old Man With Dark Patch  
on Ankle

A 67-year-old man visits urgent care for a lesion on his 
right ankle that was first noticed 25 years ago. He reports 
that it has progressively grown larger over the past 6 
months. The lesion is painless but is intermittently mildly 
pruritic. The patient denies any recent injury or past med-
ical history besides chronic venous insufficiency. On der-
matologic examination, a discrete dark brown plaque is 

noted posterior to the lateral malleolus with numerous 
surrounding spider veins, and deeper varicose veins are 
seen. A biopsy is taken, showing a proliferation of small, 
dilated vessels, fibrosis, and dermal edema.  

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

Acknowledgment: Image and case presented by VisualDx (www.VisualDx.com/jucm).
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Differential Diagnosis 
� Cutaneous T-cell lymphoma 
� Acroangiodermatitis 
� Stasis dermatitis 
� Kaposi sarcoma 
� Pigmented purpuric dermatoses 
� Lichen simplex chronicus 
 
Diagnosis 
The patient’s diagnosis is acroangiodermatitis (AAD), also 
known as pseudo-Kaposi sarcoma. AAD is a benign, rare, 
vasoproliferative skin disorder that occurs on the lower 
limbs due to chronic venous hypertension and hypostasis, 
most often in the setting of chronic venous insufficiency 
or stasis dermatitis. The condition is visually similar to Ka-
posi sarcoma but is distinguished histologically and by 
its association with chronic venous disease. 
 
What To Look For 
� History of venous insufficiency: AAD is a complication 

of venous insufficiency and stasis dermatitis; it should 
be considered in patients with chronic venous disease 
who develop purpuric plaques. 

� Lesions on legs and feet: Purpuric macules and papules 
may coalesce into large, purple-brown plaques on the 
extensor surfaces of the legs and dorsa of the feet.  

 

Pearls for Urgent Care Management 
� Address underlying causes: The mainstay of manage-

ment is to address the underlying venous hypertension 
and chronic venous insufficiency. 

� Compression therapy: Compression bandaging systems 
or compression stockings are the primary conservative 
treatment for stasis dermatitis and its complications, 
including AAD.  

� Lifestyle modifications: Encourage exercise, frequent 
walks, leg elevation, avoidance of prolonged standing 
to decrease venous hypertension and reduce edema. 

� Skin care: Gentle cleansing with mild, fragrance-free 
cleansers, and frequent use of bland emollients will 
limit dryness and itching. 

� Referral: If stasis dermatitis and its complications (in-
cluding AAD) do not improve with supportive care, re-
ferral to a vascular specialist is indicated for further 
evaluation and treatment. n 
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CLINICAL IMAGE CHALLENGE  
ECG

84-Year-Old With Palpitations

An 84-year-old woman presents to urgent care with palpi-
tations that have lasted for several hours. The patient is 
afebrile, slightly tachypneic on exam, with a blood pressure 
of 148/97 mm Hg. An ECG is obtained.

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

Figure 1: Initial ECG

Case presented by Benjamin Cooper, MD, McGovern Medical School, The University of Texas Health Science Center at Houston,  
Department of Emergency Medicine. 
 
 
Case courtesy of ECG Stampede (www.ecgstampede.com). 
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Differential Diagnosis 
� Atrial fibrillation 
� Sinus tachycardia 
� Supraventricular tachycardia 
� Multifocal atrial tachycardia 
� Atrial flutter 
 
Diagnosis 
The diagnosis in this case is atrial fibrillation with rapid 
ventricular response. The ECG reveals an irregularly irreg-
ular rhythm with narrow QRS complexes and a ventricular 
rate of 125 beats per minute. There are no discernible P 
waves.  
 
Discussion 
The presence of an irregularly irregular rhythm is indicated 
by R-R interval irregularity with no discernible pattern to 
the irregularity. The differential diagnosis for an irregularly 
irregular rhythm includes atrial fibrillation (most common), 
atrial flutter with variable conduction, and multifocal atrial 
tachycardia. Both atrial flutter and multifocal atrial tachy-
cardia show organized atrial activity, whereas atrial fibril-
lation does not.  

Atrial fibrillation is the most common arrhythmia, with 
an annual incidence in patients older than 65 years of 24 
per 1,000 person-years.1 There are many causes including 
valvular pathology, hypertension, heart failure, ischemia, 
electrolyte derangements, thyrotoxicosis, and excessive 
alcohol consumption.2 Management is guided by identi-
fying and treating primary pathology, rate or rhythm con-
trol, and stroke risk reduction.  

Atrial fibrillation increases stroke risk approximately 
fivefold.3 The mainstay of stroke prevention is anticoagu-
lation. Tools like the CHA2DS2-VASc score can help with 
risk stratification and guide anticoagulation decisions.2 
Patients with onset of atrial fibrillation within 12-48 hours 
might be candidates for early cardioversion, and emer-
gency department referral should be considered. In the 
absence of alternative primary pathology, rate control (ie, 
heart rate goal of less than 110 beats per minute) with 
atrioventricular nodal blocking agents can be pursued but 
should be performed in a monitored setting.2,4,5 Patients 
with hemodynamic instability (eg, hypotension, altered 
mental status, ischemic chest pain, or acute heart failure) 
should be immediately cardioverted.  

This patient was referred to an emergency department, 
where the providers elected to perform rate control.   
 

What To Look For 
� Irregularly irregular rhythms are defined by randomly 

changing R-R intervals over time (ie, no discernable 
pattern).  

� The differential for irregularly irregular rhythms 
includes atrial fibrillation, atrial flutter with variable 
conduction, and multifocal atrial tachycardia. 

� Early management of new-onset atrial fibrillation 
involves identification of underlying pathology and 
potentially rhythm or rate control.   

 
Pearls For Initial Management, Considerations For 
Transfer 
� Refer symptomatic patients or patients needing urgent 

identification and/or treatment to an appropriate 
emergency department.  

� Place pads on the patient if unstable while awaiting 
transport.  

� Cardioversion is the preferred strategy for 
hemodynamically unstable atrial fibrillation. n 
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REVENUE CYCLE MANAGEMENT

The Risks of Fully AI-Driven  
Revenue Cycle Management 

 
n Kimberly Hardin; Josh Rainey

A
s healthcare organizations look to modernize opera-
tions, the idea of a fully artificial intelligence (AI)-driven 
revenue cycle management (RCM) system is increasingly 

appealing in urgent care. Automating everything from cod-
ing and charge capture to claims submission and denial 
management promises efficiency, speed, and reduced 
labor costs. However, moving to a truly autonomous AI 
model introduces a range of risks that organizations must 
carefully evaluate before making the leap. 
 
Financial Exposure and Revenue Integrity 
One of the most immediate concerns with full AI RCM in 
urgent care is financial accuracy. AI systems rely on pattern 
recognition and training data, which means they can mis-
interpret clinical documentation. This can result in under-
coding—which leads to lost revenue—or overcoding—
which increases the risk of audits and penalties.  

More concerning is the scale at which errors can occur. 
A human mistake might affect a small percentage of 
claims, but an AI-driven error can propagate across thou-
sands of submissions before it is detected and resolved. 
Without strong monitoring, small inaccuracies can quickly 
become significant financial liabilities.  

Additionally, many AI systems operate as “black boxes,” 
making it difficult to understand how decisions are made. 
This lack of transparency complicates denial appeals and 
root-cause analysis, limiting an organization’s ability to 
recover revenue effectively. 
 
Compliance and Regulatory Challenges 
Healthcare billing practices are heavily regulated, and the 
use of AI does not remove accountability. Urgent care or-

ganizations remain responsible for compliance with payer 
rules and federal regulations, including HIPAA.  

AI systems generally need access to large volumes of 
patient data, raising concerns about maintaining data pri-
vacy and security—especially when third-party vendors 
are involved. Any mishandling of protected health infor-
mation (PHI) can result in significant legal and financial 
consequences. Furthermore, auditors and payers expect 
clear justification for coding and billing decisions. If an AI 
system cannot provide explainable reasoning, organiza-
tions may find it challenging to defend their claims during 
audits. There is also the risk that AI may apply rules in-
consistently, potentially creating piecemeal compliance 
gaps. 
 
Operational Vulnerabilities 
Implementing a fully AI-driven RCM system can create op-
erational dependencies that are difficult to unwind. Vendor 
“lock-in” is a common issue, as deeply integrated plat-
forms can be costly and complex to replace. Integration 
challenges also persist. AI systems must work seamlessly 
with electronic health records, clearinghouses, and payer 
systems. Misalignment in any of these areas can introduce 
errors or delays in the urgent care billing process. 

System downtime presents another major risk to busi-
ness operations. If the AI platform experiences outages or 
failures, the entire revenue cycle—from claim creation to 
reimbursement—can come to a halt.  
 
Workforce Implications 
While automation can reduce manual workload, it also in-
troduces additional workforce challenges in the urgent 
care space. As AI takes over more functions, staff may lose 
foundational coding and billing expertise. This erosion of 
skills can make it harder to identify and correct errors 
when they occur. There may also be resistance to adopting 
AI tools, particularly if staff do not trust the system or feel 
displaced by it. At the same time, leaner teams may lack 

Kimberly Hardin is Senior Vice President of 
RCM Operations for Experity. Josh Rainey is 
Vice President of RCM Strategic Initiatives 
for Experity.



the capacity to provide adequate oversight, increasing the 
likelihood that systemic errors go undetected. 
 
Loss of Transparency and Control 
Full AI RCM often means relinquishing a degree of control. 
Many systems offer limited customization, making it diffi-
cult to adapt to specific payer requirements or local work-
flow nuances. The lack of transparency in AI decision-mak-
ing further compounds this issue. Without clear insight 
into how claims are processed, organizations may find it 
challenging to intervene at critical points or optimize per-
formance over time. 
 
Strategic Considerations 
From a strategic perspective, the biggest risk may come 
from moving too far, too fast. Fully automating the revenue 
cycle without a phased approach can magnify existing in-
efficiencies and introduce new ones. AI systems may also 
struggle with the variability of payer rules, particularly in 
specialized or regionally complex markets. Organizations 
that expect immediate return on investment may be dis-
appointed if increased denials, compliance risks, or rework 
offset the anticipated gains. 

Balanced Path Forward 
While there are risks, it doesn’t mean AI should be avoided 
in RCM. Instead, successful organizations tend to adopt a 
balanced approach. They use AI to augment—not replace—
human expertise, focusing first on high-impact, lower-risk 
areas such as eligibility verification or claim scrubbing. 
Maintaining strong quality assurance processes, ensuring 
vendor transparency, and closely monitoring key metrics 
like denial rates and audit outcomes are essential. A 
human-in-the-loop model allows organizations to benefit 
from AI’s efficiency while preserving control, accuracy, and 
compliance.  

In the end, the goal is not full automation for its own 
sake, but a smarter, more resilient revenue cycle that com-
bines the strengths of both technology and human judg-
ment. n

REVENUE CYCLE MANAGEMENT

"From a strategic perspective, 
the biggest risk may come from 

moving too far, too fast."
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Which Generation Uses  
Urgent Care The Most? 
 
n Alan A. Ayers, MBA, MAcc

U
nderstanding generational demographics is critical for 
any organization because age drives consumer behavior.¹ 
While the U.S. population is distributed relatively evenly 

across adult cohorts,² urgent care utilization—based on an 
analysis of 2025 Experity EMR visit data conducted by Urgent 
Care Consultants—skews heavily toward younger adults.³ 

Gen Z and Millennials combined (born 1981–2012) 
account for more than 51% of all urgent care visits despite 
representing only 43% of the U.S. population—a combined 
over-index of nearly 20 percentage points. Baby Boomers 
(1946–1964) show the widest gap in the opposite direction, 
making up 20.5% of the population but only 14.1% of visits, 
reflecting the established primary care and specialist rela-
tionships that route older adults elsewhere. Gen X under-
indexes modestly (17% of visits vs. 19% of population), 
while Gen Alpha, the Silent Generation, and newborn Gen 

Beta track closely to their population share. 
This disparity confirms that urgent care has become the 

de facto primary care solution for digital natives who prioritize 
immediate access over long-term provider continuity. For 
operators, the insight is actionable on two fronts. First, it 
validates a strategy of high-visibility retail real estate, mobile-
first registration, and digital engagement designed to appeal 
to tech-savvy patients seeking “on-demand” convenience 
rather than chronic disease management. Second, the 6.4-
point Boomer gap signals an under-served opportunity — 
volume currently flowing to primary care offices, specialists, 
and emergency departments — that operators can pursue 
through chronic care integration, Medicare Advantage con-
tracting, and occupational medicine partnerships. n 
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