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LETTER FROM THE EDITOR-IN-CHIEF

‘What Happens If We Do Nothing?’
|s Still the Right Question

1] t only hurts right here,” Rich told me, pointing to a

tender spot on his ribs under his arm pit.

| palpated his chest wall and observed as he winced
when | hit the spot.

“l'just need to make sure I’'m okay to go back to work.”

Rich was middle-aged and had a mustache with hints
of grey. He was a large man, but his potbelly was over-
shadowed by his towering height. He had a polite, unas-
suming demeanor and came in wearing his uniform for
the mechanic shop he worked in, complete with his
name embroidered on the chest and a collage of grease
stains. He’d left work to come to urgent care (UC) to get a
note clearing him for work after slipping and falling on
some steps the night before.
It was clear he didn’t want to
be here.

“How’s the pain? Have you
taken anything for it?” |
asked.

“Just some ibuprofen. It’s
manageable,” he said.

| recommended we get a
chest x-ray to make sure he
hadn’t punctured his lung. He
somewhat reluctantly agreed.
It was clear anything | sug-
gested was going to seem like
overkill to him.

Not surprisingly, his x-ray
showed no pneumothorax,
hemothorax, or lung con-
tusion. I thought | might be
able to make out a single rib fracture, but | didn’t see any
reason to keep him any longer. | knew he was more
eager for the discharge conversation than | was.

As | got ready to discuss the “good news,” with him, |
reviewed his vitals. His blood pressure (BP) was 197/115.
Maybe it was just the pain, | thought. So, | looked back
at his pressures from infrequent prior visits over the last
5 years or so: 175/108; 182/101; 173/99. It was clear this

was more than just the adrenaline from his rib pain driv-
ing this. Looking through his chart further, | found no
mention of his elevated blood pressure or any doc-
umented history of hypertension. He was only taking
metformin for diabetes. Then | saw his last HbA1c; it was
over 10. It seemed like there was more than the rib frac-
ture | needed to discuss with Rich.

| went back to the exam room and found him standing
at the doorway with his coat on. He was clearly only wait-
ing for his note for work. “How often do you check your
blood pressure and blood sugar?” | asked.

“I don’t check either. They check them for me if | go to
the doctor’s,” he said. It turned out this wasn’t very
often.

We see patients like Rich every day in UC, and we find
ourselves in similar situations as this almost as
frequently. He was in a hurry, | was in a hurry. The imme-
diate issue had been assessed, and we both had other
things to do.

I imagine if you polled a group of UC clinicians about
how they’d address his undiagnosed hypertension and
poorly controlled diabetes, many would say they
wouldn’t. Perhaps some would comment on his high BP
and that he should see his primary care provider about
it. However, | am certain that most UC practitioners
would spend several minutes—likely the vast majority of
the interaction—discussing the suspected rib fracture
and things like bracing, incentive spirometry, pain con-
trol, and cautions around developing pneumonia. After
all, it’s why he came in that day. But while it’s undeni-
able Rich presented for his rib injury, it was arguably the
least important topic to discuss.

My October 2023 editorial entitled “What Happens If
We Do Nothing?” presented an argument for doing less
rather than more for the majority of the acute issues that
land on our doorsteps.* | contended that most UC pa-
tients are at higher risk of adverse outcomes by us order-
ing questionably indicated tests and medications. This
position, while potentially controversial, is based on the
undeniable premise that most UC presentations repre-
sent minor, self-limited conditions (eg, lumbar strains,
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minor skin infections, sinusitis etc.). Appreciating the
self-resolving nature of these issues alongside the pro-
spect of doing harm though intervention, | alluded to the
important and juxtaposed concepts of natural history
and iatrogenic potential. For minor, self-limited prob-
lems, the natural history is full recovery, and therefore,
the potential risks of most testing and treatment are not
justified because our patients are typically very likely to
recover fully regardless. An isolated rib fracture from
minor chest trauma in a middle-aged patient is another
example of such a condition.

However, while most patients elect to visit UC for
acute issues, undiagnosed or inadequately managed
chronic conditions commonly become apparent through
the course of our assessments. This was the case with
Rich. Additional issues that present high-yield opportu-
nities for affecting our patients’ future health outcomes
include obesity, overdue cancer screening, safer sex
practices, and substance use patterns (eg, tobacco and
alcohol consumption). Although these issues are rarely
the sole impetus for UC visits, we ignore them at our pa-
tients’ peril, and we know what happens if nothing is
done about them. Cardiovascular disease and cancer are
the two leading causes of death in the U.S. Stroke, dia-
betes, liver failure, lung disease, and dementia also
make the top 10 list. Whereas dying from sinusitis, uri-
nary tract infection, or a rib fracture, unsurprisingly,
aren’t.2 We know, with as much certainty as is possible in
medicine, that these chronic health conditions and life-
style choices, however, are clearly major contributors to
premature morbidity and mortality.

Our primary duty in UCis indeed to address patients’
proximate concerns and exclude immediate life threats.
But to be honest, we can do this for most patientsin a
matter of a few moments. This is, however, when we
reach the critical decision point: Do we stop there and
move onto the next patient, or do we invest an extra mo-
ment and a bit more effort to do something that can
really make a difference in a patient’s life?

Addressing Versus Managing

When we take our cars in for an oil change, it’'s common
practice for the service technician to comment on the
overall “well-being” of our vehicle. In addition to chang-
ing the oil and filter, we may be told that the brake pads
are wearing thin or the timing belt is fraying. This infor-
mation is incredibly valuable, even though it isn’t espe-
cially relevant to the reason we stopped in for service,
because these mechanical issues are looming disasters
for our car’'s mechanical function and our safety. While
we don’t hold the technician solely responsible for reme-

dying every problem they find then and there, most of us
would feel betrayed if these issues were to be identified
but not communicated with us. With less expertise in
automotive maintenance and repair, we become accus-
tomed to the way our cars handle and are insensitive to
small changes that accrue over time. It often takes an ob-
jective and expert eye to recognize impending disasters.

Similarly, our patients rarely present to UC to discuss
chronic health conditions. Rather, they present with
what they feel is a discrete need: a new symptom needs
evaluation, a medication needs to be refilled, or they
feel they should have a specific test. Increasingly, fewer
of our patients have a primary care clinician, and we may
be their only contact with the healthcare system for
months or years.3 Like the auto mechanic, we often
quickly identify looming trouble for our patients’ health
(eg, uncontrolled hypertension, severe obesity, etc.). But
this undeniable reality does not imply that we are
obliged to “fix” these chronic issues (nor should that be
our patients’ expectation). However, we are as remiss as
a reticent repairman if we do not at least draw the pa-
tient’s attention to the concerning nature of what we ob-
serve and convey what’s likely to happen if the problems
are ignored.

Many UC clinicians may balk at the idea of having any
responsibility in such scenarios. “This isn’t our job,” is a
common refrain. Yet, if we are concerned about the well-
being of our patients, that argument doesn’t really hold
water. There are many cracks in the American healthcare
system—and indeed most nation’s healthcare systems—
however, focusing on these deficiencies does little to
protect the health of our patients.

There is also a common sentiment that counseling
about health behaviors and lifestyle changes in the acute
care setting is overly time consuming and futile.* However,
we often underestimate the effect of these brief (ie, 1-2 mi-
nute) interventions.5 This is likely largely because without
continuity with our patients, we don’t see the effects of
our efforts. We plant the seeds, but we don’t get to see
them grow. It’s worth remembering however, as Warren
Buffet said, “Someone is sitting in the shade today be-
cause someone planted a tree a long time ago.”

Conversely, if we ignore these chronic situations that
we know pose significant risks for longer term outcomes,
we send an implicit message that they’re really not so
important. If you’re a parent and you catch your teen-
ager with a beer, not calling it out sends the message
that “drinking is okay.” Our patients, whether either of
us realize it, look to us for guidance and therefore, say-
ing nothing when an unmitigated chronic problem is ap-
parent is meaningful.
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Ticking Time Bombs

As UCis increasingly becoming patients’ lone interface
with healthcare practitioners, it is worth scrutinizing how
we approach these obvious “ticking time bomb”
situations.

Again, the question, “what happens if we do noth-
ing?” becomes critical. Since we’ve all chosen UC be-
cause we care for our patients, we must offer prescient
warnings when we see where their stories are heading.
In an ideal world, these responsibilities wouldn’t fall on
our shoulders, but we practice in world and healthcare
environment that is tragically short of perfect.

The reality of UC practice is that we have precious little
time with each patient, so our greatest perpetual duty is
to spend each moment in the most meaningful way pos-
sible. Had | focused only on Rich’s rib fracture, he would
have been perfectly content to continue on with his day
and life. He may have even given me a 5-star review for
getting him in-and-out so quickly. However, | believe we
are called to look beyond asking ourselves, “What do |
need to do for the issue this patient came in for?” In-
stead, we should consider the natural history of wha-
tever long-standing medical issues we inadvertently

uncover and again ask ourselves, “What happens if | do
nothing?” Because if we don’t, then who will?
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rk Note Seeking’

“Efficient documentation under the
updated American Medical
Association guidelines for urgent
care centers enhances coding
accuracy and malpractice protection.

‘:ﬁ!ﬂ}ﬁ.‘l otk Focus on meaningful patient history,
ﬂnlk%“L%nl;Wﬁlf m relevant exams, and detailed medical

decision-making to minimize risk.”

— Jeff Willis, D

In response to the November 2023 Letter from the Editor in Chief, . Authorof Charting with Purpose:
“Broader Issues Surround ‘Work Note Seeking’” . Precision Strategies for Accurate

i Coding and Malpractice Defense
| was completely shocked with the statistics on the potential cost in (page 13)

healthcare for work note visits...What has really shocked me the most is
that employers have sent home their employee because “the cough
sounded bad” and expected treatment, proof of treatment, and a work
note...Employers are seeking guidance for recommendations and
regulations ever since COVID-19 as they do not want to be held liable
for an outbreak of any kind at their company. My suggestion would be to
have more rights as a patient and the freedom on whether they want to
seek medical care or provide a note to their employer....Thanks for a
great read.

“Research is an interesting area of
medicine and new to urgent care.

Miranda Langloss, DNP, FNP-C It's about being curious about why

Taylorville Urgent Care :  wedo things in a particular way and
....................... whether things can be done

| agree that the incentives are complicated...Infectious disease is a . differently and/or better. It's about

the evolution of our practice.
The key thing in research is to
start with ‘why.””

—Ivan Koay, MD, MBChB, MRCS,

straightforward process for the work note because of preventing costs of
additional sick workers. | don't think we should view these visits as a :
sunk cost to urgent care. The economic benefit is achieved by the follow-
on visit from the initial walk-in and word of mouth to [fellow] employees.

If anything, these could be handled by the nurse practitioner for a high- FRNZCL.IC

acuity urgent care environment. If the workplace is making people sick, JUCM Abstracts Editor (page 21)
our public health duty is to shine a light on the problem and assuage :

the worker.

Steven Bayer, MD
Hwy 53 Urgent Health Care

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

Recharge Your Batteries

M Lou Ellen Horwitz, MA

that we build on each year. When you are busy
“Driving Change” in healthcare delivery, there aren’t
a lot of breaks.

In just the normal day-to-day of Urgent Care, you are
anticipating, meeting, and exceeding the needs of your
patients. You are doing the same for your occupational
medicine employer customers. You are doing the same
foryour colleagues. You are doing the same for your
strategic partners.

Add onto that the internal calling that most of us have
in Urgent Care: We want to make healthcare even better
than itis now. It’s the whole reason Urgent Care came to
be. We saw gaps and saw ways to fill them, and we keep
seeing gaps and keep working to fill them.

You also have a unique ability that most working in
healthcare do not have, and that’s the ability to quickly
and skillfully adapt to change. You not only adapt to
change, you see ways to make things better and—most
importantly—you actively pursue making those changes.
Most segments of healthcare take a long time to do that,
which is why they look at Urgent Care and see a model.

These are the reasons why Urgent Care, and all of you
working in Urgent Care, end up (or should end up!) in the
driver’s seat.

However, that isn’t how it always happens. Some-
times, we are forced into the back seat, and we can end
up being back seat drivers! It’s hard to remain quiet
when you can see the pathways forward so clearly, and
it’s important for patients and communities that we do
not remain quiet.

These are the reasons why driving change is an essen-
tial requirement in Urgent Care and also the reasons why
it requires a lot of energy—a lot of energy. This year at the
Urgent Care Convention, April 13-17 in Las Vegas, we are

”|] riving Change” is our overarching convention theme

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

“You also have a unique ability
that most working in healthcare
do not have, and that’s the
ability to quickly and skillfully
adapt to change.”

making sure that your reserves are replenished and your
batteries are recharged. Of course, how that looks will be
different for different people, and as we’re planning,
we’re taking it all into account.

Maybe foryou it means restoring faith in yourself and
what you know to be right. Maybe it means connecting
with people who understand what you are trying to do at
your organization and can give you a fresh perspective. It
could mean going to an event you didn’t have to plan
and eating wonderful meals without having to worry
about doing the dishes. Or it could mean having experts
answer your questions so you can make sure you know
your stuff and know it well. Perhaps it’s finding a space
thatisn’t “go, go, g0,” so you can pause and think about
the hard questions. And maybe it means going to an
awesome party and dancing it all out. You deserve all of
this, and we want to give it to you. And we will. The more
we thought about how we wanted to keep driving change
this year, the more we realized that since 2019, you have
not really had a break to truly recharge. We hope that the
2024 Urgent Care Convention will be where you give
yourself that gift. | very much hope to see you in Las
Vegas in April. Registration is open now, and if you take a
few minutes to see what we have planned, | think you’re
going to like it. Happy new year and thank you, as al-
ways, for all of the energy you are giving to making
healthcare better for everyone. ®
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Charting with Purpose: Precision Strategies for Accurate | 3. A useful mnemonic device for clinicians to remember
Coding and Malpractice Defense (page 13) the type of information best to include in radiology
1. What percentage of malpractice claims in urgent care orders is:

are the result of significant injury or death?
a.22%

b. 80%

G 900/0

d.100%

2. Which of these serves as the determinant of the

evaluation and management (E/M) level in a typical

a. Who-what-where
b. Who-where-how
c. What-when-where
d. None of the above

Quadriceps Pyomyositis After Aspiration of Patellar
Bursitis: A Case Report (page 25)
1. Pyomyositis is an infection of skeletal muscle that is

urgent care setting?

a. Time criteria

b. Differential diagnosis

c. Medical decision making
d. None of the above

3. E/M coding guidelines require an urgent care provider
to document which of the following?
a. Medically appropriate history
b. Location
c. Duration
d. Severity

The Importance of Providing Clinical History for
Radiology Studies in the Urgent Care Setting (page 17)
1. Clinical history provides context for radiology

technologists to ensure which of these benefits?

a. Appropriate triage of exams

b. Correct study is performed

c. Correct body part is imaged

d. All of the above

2. Clinical history is important to generate what kind of
code for billing purposes?
a.1CD-10
b. DSM-5
c. RSV
d. HCC

frequently associated with:
a. Abscess formation

b. Atopic dermatitis

c. Multiple sclerosis

d. Legionnaires’ disease

. Contiguous spread or local penetrating wounds in

instances of pyomyositis are referred to as:
a. Atypical pyomyositis

b. Primary pyomyositis

c. Secondary pyomyositis

d. Prolonged pyomyositis

. Risk factors for primary pyomyositis include which

condition?

a. HIV/AIDS

b. Diabetes mellitus

c. Chronic kidney disease
d. All of the above
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Charting with Purpose: Precision
Strategies for Accurate Coding and
Malpractice Defense

Urgent Message: A well-told story explaining your thought process during a patient
encounter should contain all the elements required for accurate coding. Attorneys
are less likely to question care when a logical and complete story is clearly documented.

Jeff Willis, MD

Citation: Willis J. Charting with Purpose: Precision
Strategies for Accurate Coding and Malpractice Defense.
J Urgent Care Med. 2024; 18(4) 13-16.

malpractice claims are an unfortunate reality of prac-

ticing medicine. The good news is only 1% of paid
malpractice claims are related to care provided in urgent
care centers.! The bad news is this number is expected
to rise as we expand the number of urgent care facilities
that provide resources for patients with limited primary
care and emergency care access. As the number of ur-
gent care centers increases, so might the complexity of
conditions for which patients are seeking treatment.
Currently, about 22% of urgent care paid malpractice
claims are the result of significant injury or death.! The
increasing complexity of patients being seen in UC will
certainly result in higher numbers of claims and higher
settlements or verdicts.

Despite well-trained providers, carefully designed
triage systems, and exceptional staff and technology,
bad outcomes are inevitable. When patients suffer
harm, the most relevant record of events is our provider
note, which will be scrutinized by the patient, attorneys,
expert witnesses, and juries. Even with the potential
for such scrutiny, we typically spend only a few minutes
to complete each encounter note.?

In addition to the legal implications, the provider

As a medical legal consultant, I have learned medical

note also establishes the evaluation and management
(E/M) level for our billing departments. The E/M level
guidelines are published by the American Medical As-
sociation (AMA) and referenced by public and private
payers to determine the reimbursement for provider
services based on the complexity of the patient visit. If
we want to complete our documentation at work and
not spend time finishing up charts at home, we must
efficiently document the patient encounter and satisfy
the AMA guidelines. To make our lives easier (and help
our coders produce quick and accurate E/M levels for

Author affiliations: Jeff Willis, MD, On-Call MedLegal Consulting. The author has no relevant financial relationships with any ineligible com-

panies.
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CHARTING WITH PURPOSE: PRECISION STRATEGIES FOR ACCURATE CODING AND MALPRACTICE DEFENSE

billing), each of the electronic health record (EHR) ven-
dors have systems optimized with checkboxes, macros,
and complaint-specific templates.? Providers, however,
must use great care when using these methods of chart-
ing to avoid “mis-clicks” that might require an uncom-
fortable explanation during deposition or trial.

AMA'’s revision of the E/M guidelines in 2021 gives
providers the opportunity to avoid this potential
mishap. The previous guideline versions relied on a
complex point system in the history of present illness
(HPI), review of systems (ROS), physical exam, and med-
ical decision making (MDM). The updated urgent care
E/M levels are based entirely on the MDM or time spent
on the visit.

These guidelines were revised again in January 2023,
further solidifying AMA’s commitment to the Centers
for Medicare and Medicaid Services’ (CMS) Patients over
Paperwork Initiative.* Since most urgent care visits are
brief, time criteria are rarely used, and the MDM serves
as the sole determinant of the E/M level. After spending
years checking boxes and point-and-clicking our way
to efficient charts, we now have the opportunity to
change our approach. With the recent changes to the
E/M coding guidelines, providers can now use our lim-
ited time to produce much higher quality charts.

While published for purposes of simplified and ac-
curate coding and billing, the current AMA E/M guide-
lines have the added benefit of helping providers avoid
successful malpractice claims. With the current guide-
lines almost entirely focused on medical decision mak-
ing, providers now have more time available to focus
on critical components of risk-mitigating documenta-
tion: describing the patient’s clinical course and medical
decision-making process.’ To realize the full opportunity
offered by the current guidelines, providers should re-
consider their approach to each section of the encounter
note.

History of Present Illness

E/M coding guidelines require a provider to document
only a “medically appropriate” history for any level of
service. There are no requirements for location, quality,
severity, duration, or any of these specific—but
frequently not applicable—details. If checkboxes are
still present in our EHR, we can likely disregard them
for the purposes of coding and billing.

Checkboxes work well to generate narrative para-
graphs outlining the basic components of a patient’s
HPI, but they generally require “yes/no” answers to spe-
cific questions or symptoms. If a patient tells the pro-
vider they have a burning sensation in the skin just

14 JUCM The Journal of Urgent Care Medicine | January 2024

above their right breast, but the only checkbox available
is “Chest Pain: Yes/No,” an undisciplined “Yes” click
might create a narrative that reads, “The patient has
chest pain.” A common strategy employed by plaintiff
attorneys is the use of affirmative questions in deposi-
tions to force defendant providers to answer uncom-
fortable questions.® In this strategy, an attorney will get
an affirmative answer to a simple question such as, “Do
patients having a myocardial infarction frequently pres-
ent with chest pain?” Once the defendant provider
agrees with this seemingly obvious assertion, the attor-
ney will point out the narrative in the HPI that describes
the patient as having chest pain. This forces the provider
to now explain why they did not rule out or even con-
sider a myocardial infarction. Had the provider not
used checkboxes in the HPI and simply described the
symptoms as a burning sensation, they could have
avoided this uncomfortable situation.

Instead of using checkboxes, we can now use our
time to document the actual history of present illness.
Our patients tell us their story, and we should document
that story. Were they running down the hall because
they were late to math class when they tripped and
landed on their wrist? Were they driving to the grocery
store to pick up a few things to make a birthday cake
for their 12-year-old’s birthday when they got dizzy
and almost passed out?

Why do these details matter? While generally unim-
portant to diagnosis and treatment considerations, doc-
umenting specific details of the HPI helps us remember
the patient years down the road when a malpractice
case unexpectedly arises. It is like leaving a little re-
minder to ourselves to differentiate between the 200
wrist injuries we have seen in the last few years. This
can be important when a provider needs to recall spe-
cifics that might not have been documented. For ex-
ample, if a plaintiff asserts they were never told to fol-
low-up with an orthopedic surgeon, but the provider’s
note helps them recall the case more clearly, they might
remember the patient asking them if the surgeon’s cast
could be in their school colors. While not as concrete
as documented follow-up instructions, these details
have the potential to help a provider out of a sticky sit-
uation in a deposition.

Review of Systems

We rarely elicit a full ROS, but we have historically doc-
umented a complete ROS to satisfy our perceived coding
requirements.’” Since 2021, the AMA guidelines for E/M
coding have dispensed with any requirement for doc-
umenting a ROS. However, a pertinent review of asso-
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ciated systems should still be incorporated into the HPL
This approach is much more logical and helps tell a
full story in one section of the chart rather than adding
details in a completely separate area. Even better, it
keeps the plaintiff attorneys from keying in on irrelevant
documentation. It also prevents the provider from in-
advertently checking the “negative” box in the system,
which is clearly affected by the chief complaint. These
discrepancies are easy targets to discredit us and our
entire chart.

Past Medical History/Medication List

Just like ROS, there are no specific documentation re-
quirements for past medical, surgical, or social histories.
This data is typically auto-imported to our note and
simply creates duplicate information from another user’s
prior documentation. This practice is so prevalent that
a recent study found over 50% of documentation in
one health system’s records was actually duplicate
content from a previous note.® It is not uncommon for
this data to be outdated or entered inaccurately,” con-
fusing the clinical picture and offering more opportu-
nity for a plaintiff attorney to discredit us and our doc-
umentation.

For EHRs that permit end-user template modification,
we should take the time to remove these automatic im-
port functions from our notes. If this feature is not
available, medical directors should work with their in-
formation technology department to modify the stan-
dard note templates. If there is relevant past history,
include it in the HPI where it makes more sense and
provides more proof that we considered the patient’s
presentation in the context of their chronic illnesses.

Physical Exam

The current AMA E/M guidelines require a “medically
appropriate” physical examination. Similar to ROS, we
rarely complete a full head-to-toe exam, but our doc-
umentation frequently suggests otherwise.” We do this
based on our perceived necessity of a full exam to
achieve an appropriate coding level. The current guide-
lines, however, allow us to focus on the appropriate
body system and document only the exam we actually
perform. This is critical for medical malpractice cases,
as plaintiff attorneys can pick apart exam documenta-
tion, building their case around even a single errant or
imprecise word.

For example, providers will often document a “nor-
mal neurologic exam” on patients who clearly did not
require that portion of the exam. When pressed during
a deposition on exactly what was done during the neu-

www.jucm.com

rologic exam, providers could be stuck explaining why
they did an unnecessary exam or why their documen-
tation was fabricated. Instead of using valuable charting
time to document a full exam, we should only doc-
ument a detailed and focused exam without the use of
checkboxes or macros. This supports your testimony in
deposition or trial significantly more than a generic
normal exam.

“The MDM becomes the primary
location for providers to tell the
story of a patient encounter. This
Is where we’d be wise to spend
90% of our charting time.”

Medical Decision Making

The documentation strategy discussed above is focused
on minimizing unnecessary information and replacing
it with a focused and medically necessary history and
physical examination. In other words, less is more.
MDM is just the opposite. This section of our chart
should be robust and detailed. The E/M level for an ur-
gent care visit is primarily determined by our MDM.
Equally important, with our elimination of unnecessary
information in the remainder of the chart, the MDM
becomes the primary location for providers to tell the
story of a patient encounter. This is where we’d be wise
to spend 90% of our charting time.

The AMA coding guidelines recognize four types of
MDM: straightforward; low; moderate; and high. The
MDM serves to establish diagnoses, assess the patient’s
status, and/or select management options. The E/M
level is defined by three elements of the MDM:

® The number and complexity of problem(s) that
are addressed during the encounter

® The amount and/or complexity of data to be re-
viewed and analyzed (tests, orders, independent
historians, discussion with external providers, in-
terpretation of tests, etc.)

u The risk of complications and/or morbidity or mor-
tality of patient management (decision to refer pa-
tients to an emergency department (ED), presence
of relevant co-morbidities, prescription drug man-
agement, need for surgery, etc.)

These are well-defined categories with several sub-
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groups and details contained within each. As providers,
we work through most of these elements for each pa-
tient, but we do not need to remember them to produce
a chart maximized for both coding and medical mal-
practice protection. If we just tell the story of our patient
evaluation, the coders have all they need to accurately
assign an E/M level.

"A purposeful approach to
documentation allows us to
provide the best care, get
appropriately reimbursed, and
protect ourselves from medical
malpractice allegations."

If we order and review labs or imaging, we simply
document why we ordered them and how the results
affected our diagnosis and treatment. If we obtain the
history from a family member, we write down who
they were and what they said. If we talk with the patient
and use shared decision making to determine a course
of treatment, we document our agreement or concern
with the decision. If we consider referring the patient
to the ED, but they decline, we document their specific
objection for the refusal and our encouragement to
seek further treatment if they change their mind. If we
talk to a specialist on the phone to get guidance on
timing of follow-up, we write it down. We simply need
to document the story like we would tell it to a colleague
at shift change. A well-told story will contain all the
elements required for accurate coding mentioned above.

As a malpractice consultant, | work with attorneys to
help them understand the medical aspects of their cases.
Of all the notes I review for allegations of medical mal-
practice, those that clearly tell the provider’s thought
process in the MDM rarely get pursued beyond initial
review. It is difficult for attorneys to question a pro-
vider’s care when a logical and complete story of the
patient encounter is clearly documented. Despite con-
ventional wisdom in the medical field, plaintiff attor-
neys do not want to sue doctors unless they truly
breached the standard of care. In fact, the majority of
attorneys reject between 95-99% of cases they screen.'®
If they read our MDM and it sounds logical on the sur-
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face, they will typically pass on the case and move on
to the next. There are other factors that go into their
decision, but the quality of our documentation is a
main determinant.

Conclusion

Medical billing consultants offer charting strategies to
maximize reimbursement. Risk managers provide guid-
ance on how to avoid successful malpractice suits. Until
recently, the Venn diagram of these documentation
recommendations barely overlapped. With the simpli-
fied AMA E/M coding guidelines, this is no longer the
case. A purposeful approach to documentation allows
us to provide the best care, get appropriately reimbursed,
and protect ourselves from medical malpractice allega-
tions should a bad outcome occur. When we document
only what is relevant in the history and exam and
spend our precious charting time explaining our
thought process in the MDM, we can quickly and effi-
ciently produce a note which reflects the important
elements of the encounter and which will be robust
enough for adequate coding and billing. M

Manuscript submitted August 24, 2023; accepted November
21, 2023.
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The Importance of Providing Clinical
History for Radiology Studies in the

Urgent Care Setting

Urgent Message: Providing clinical history for radiology orders ensures that the correct
exam is performed, an accurate ICD-10 code is assigned for billing, and radiologists are
able to provide high-quality reports that contribute to timely and appropriate patient

care in the urgent care setting.
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Citation: McBee M, McBee L. The Importance of Pro-
viding Clinical History for Radiology Studies in the Ur-
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Abstract

n urgent care, providing a concise clinical history for

radiology exams is essential, as it may be the only

source of clinical information available to the radiol-
ogist and can increase their diagnostic accuracy of in-
terpretation. Furthermore, a complete clinical history
enables the generation of an accurate International
Classification of Diseases, Tenth Revision (ICD-10) code,
which is crucial for successful billing. For these reasons,
providing a comprehensive clinical history can ulti-
mately improve patient care.

Introduction

Radiology plays a pivotal role in the diagnosis and man-
agement of various conditions encountered in the ur-
gent care setting. Between 5-11% of patients seen in
urgent care have imaging performed. * Most urgent
care centers have most or all of their radiology studies
interpreted by a radiologist. * While these studies can
provide valuable information, the radiologist’s inter-
pretation greatly relies upon the clinical history pro-

vided by the urgent care clinician.

Radiology technologists are healthcare professionals
trained to operate different imaging modalities such as
radiography (x-ray), ultrasound, computed tomography
(CT), and magnetic resonance imaging (MRI) to aid in the
diagnosis of pathology. In a study of pediatric urgent care
centers, centers staffed with radiology technologists pro-
duced higher quality radiography exams compared to
those that were not staffed with radiology technologists.*

Clinical history provides clinical context for radiology

Author affiliations: Morgan P. McBee, MD, CIIP, Medical University of South Carolina. Leah S. McBee, MD, Medical University of South Caro-
lina. Authors have no relevant financial relationships with any ineligible companies.
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technologists to ensure that exams are appropriately
triaged and that the correct study to answer the clinical
question is performed. >¢ Without this information, the
incorrect body part or side may be imaged, or a study
may be performed that does not answer the clinical
question when another exam or even modality may be
more appropriate. In a busy urgent care center, multiple
imaging studies could be ordered nearly simultaneously.
When provided with appropriate clinical indications,
technologists can use this information to triage the
order in which exams get performed. ” For example, a
patient in acute respiratory distress with low O2 sat-
uration would require a more urgent chest radiograph
compared to the patient with exertional dyspnea for 2
weeks, but this determination could not be made if the
indication provided for both was only “shortness of
breath.”

“‘Accurate clinical history can
impact the interpretation of
radiology studies by providing
essential information to form a
differential diagnosis or
localize disease.”

Once the exam has been performed, accurate clinical
history allows radiologists to tailor their interpretation
to the specific clinical question at hand, leading to
more clinically relevant reports. Several meta-analyses
have shown that clinical history improves diagnostic
accuracy. However, some studies have indicated a po-
tential increase in false positives when radiologic find-
ings are consistent with the provided symptoms. Non-
etheless, these findings should not overshadow the
overall value of clinical history in improving diagnostic
accuracy. 810

In their recent metanalysis, Yapp et al. found that
clinical history improved diagnostic performance in all
metrics in the majority of the analyzed studies, and
only a single study demonstrated decreased diagnostic
performance. ° Clinical history does have the ability to
adversely affect specificity, especially when it fosters an
elevated anticipation of abnormality. Radiologists might
exhibit lower confidence in categorizing a study as nor-
mal, a phenomenon that could be ascribed to cognitive
bias theory. ' In a study of 226 foot radiographs with 7
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readers, Sarwar et al. found accuracy increased from
79% to 82%, sensitivity increased from 67% to 73%,
degree of confidence increased from 8.1 to 8.4 (1-10
point scale), while specificity minimally increased from
93% to 94% for fracture detection when a graphic was
used to indicate the site of pain, which serves as a visual
form of clinical history. 1? Leslie et al. compared the ef-
fect of 3 radiologists interpreting 50 CTs with and with-
out clinical history. Each CT was double read for a total
of 100 reports. They found that 19% (19/100) of reports
were changed after clinical history was provided with
11 major changes and 8 minor changes. However, the
accuracy of the provided information is essential. When
the provided clinical history was accurate, 83% (10/12)
of those reports became more accurate and 17% (2/12)
became less accurate. When the provided clinical his-
tory was inaccurate, 100% (3/3) of those changes re-
sulted in less accurate reports. 13

In the urgent care setting, where patients frequently
present with acute symptoms and may have limited
medical records available, providing thorough clinical
history becomes even more crucial as it may be the
only source of clinical information for the radiologist.
Jo et al. found that 24% (47/199) of major discrepancies
of after-hours radiology resident and fellow preliminary
reports could have been avoided if better clinical history
was provided. ' Accurate clinical history can impact
the interpretation of radiology studies by providing es-
sential information to form a differential diagnosis or
localize disease. !> For instance, in an extremity radio-
graph of a pediatric patient with a suspected fracture,
knowing the time and mechanism of injury and loca-
tion of pain can allow the radiologist to more accurately
differentiate between a normal variant and fracture.

Billing Documentation

Accurate coding and billing for radiology studies rely
on proper documentation of clinical information, spe-
cifically the clinical history provided by the urgent care
clinician in the order. Since the conversion to Inter-
national Classification of Diseases, Tenth Revision (ICD-
10) in the United States, clinical history is even more
important to generate an accurate ICD-10 code, which
is required for billing. ICD-10 codes are typically gener-
ated based on findings made within the radiology re-
port, but if a study is interpreted as normal or negative,
codes that derive from the indication for the exam and
patient’s symptoms are used instead. !¢ As a result, in-
correct ICD-10 codes may be assigned if clinical history
is incomplete or inaccurate, leading to potential billing
errors and reimbursement issues. Furthermore, when

www.jucm.com



THE IMPORTANCE OF PROVIDING CLINICAL HISTORY FOR RADIOLOGY STUDIES IN THE URGENT CARE SETTING

Table 1. Aspects of a Complete Clinical History Utilizing “What-When-Where”

Element Explanation Example

What Mechanism of injury and/or specific symptoms Fall down stairs
When How long ago injury happened and/or duration of symptoms | 2 days ago

Where Relevant location or injury and/or body part affected Right shoulder pain

ordering an exam to “rule out” a condition, the signs
and symptoms that prompted the order must also be
included. For example, “rule out fracture” is not suffi-
cient to produce an ICD-10 code, but “sharp lateral
right ankle pain for 2 weeks, rule out fracture” is.

The provided clinical history does not need to be
lengthy in order to be useful. The common generic in-
dication of “pain” provides minimal to no actionable
information and cannot generate a specific ICD-10
code. A useful mnemonic for what type of information
to include in radiology orders is “what-when-where”
to encompass what happened, when it happened, and
where or to what body part it happened (Table 1).

An example of a complete history utilizing this method
for a pediatric patient would be: “fell from monkey bars
2 weeks ago; pain along lateral wrist.” 7 This history
would clue the radiologist that if a fracture is found, it
should be showing signs of healing given that the injury
should have had sufficient time to start to heal. 1

Since radiologists in urgent care settings are rarely
ever physically located at the same facility as the referring
urgent care providers, they seldom have the opportunity
to directly interact with the patients to obtain additional
clinical information themselves. However, radiology
technologists by necessity are physically present and
can be utilized to obtain additional information directly
from patients when the provided history is incomplete
as this falls within their scope of practice.® Some insti-
tutions have implemented systems that provide this in-
formation directly to the radiologist. >!71® However, with-
out such mechanisms in place, the information must
be provided by the urgent care clinician in the clinical
information included with the study order.

Conclusion

Providing succinct but comprehensive clinical history
is crucial for appropriate acquisition and meaningful
interpretation of radiology studies in the urgent care
setting. Clinical history provides context for radiology
technologists to triage and perform the correct and ap-
propriate exam to answer the clinical question; it also
allows radiologists to interpret imaging findings with
higher accuracy and for coders to accurately generate
ICD-10 codes for billing. M
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ABSTRACTS IN URGENT CARE

Can Artificial Intelligence Be
Used as a Behavioral Health
Tool for Adolescents?

Take Home Point: Conversational Artificial Intelligence
(CAl) may have potential as a tool to help address the
unmet needs of adolescent behavioral health treatment.

Citation: Opel D, Kious B, Cohen I. Al as a Mental Health
Therapist for Adolescents. JAMA Pediatr. doi:10.1001/]a-
mapediatrics.2023.4215

Relevance: Mental health issues among adolescents have
been rapidly increasing in prevalence. The increasing need
foradolescent mental healthcare has led to the exploration
of CAIl as a possible adjunctive treatment via the use of
various chatbots.

Study Summary: This was an editorial exploring the pos-
sible role Al may play in filling the demand gap for adoles-
cent behavioral health care. The authors note that there
has been arapid increase in the development of CAl within
this area specifically. Preliminary evidence suggests that
CAl may be effective in decreasing symptoms among users
with mild depression. The allure of CAl is accessibility with
low expense for anyone with a smartphone and internet
connection. This makes this option especially appealing
for adolescents who nearly universally have constant ac-
cess to technology and who are generally willing to em-
brace these new technologies when compared to tradi-
tional psychotherapy.

The authors do warn about the lack of accountability
and transparency that currently exists with most CAl plat-
forms. Two duties inherent to mental health services high-
light the importance of accountability for CAl: the duty to
protect confidentiality and the duty to warn. The quickly
evolving Al landscape poses additional risks for children.
Generative Al (GAI) is now being integrated into social
media platforms. GAI differs from CAl as it can create new
content in response to a user-generated prompt, not just
provide responses using a rules-based system. How con-

Prepared by Ivan Koay MBChB, MRCS, FRNZCUC, MD; Urgent
Care Physician and Medical Lead, Kings College Hospital
Urgent Treatment Centre, London; Convenor Ireland and UK
Faculty of the Royal New Zealand College of Urgent Care;
Independent Assessor European Reference Network, Anda-
' lusian Agency for Healthcare Quality

versations with CAl might be monitored for concerning
patterns or warning signs for self-harm is also unknown.

Editor’s Comments: The viewpoints expressed were those
of the authors. In the ever-evolving landscape of Al, it is
important for urgent care practitioners to be aware of these
resources and their benefits and risks. Given the large
unmet need for adolescent behavioral health care, CAI
offers a promise for closing this gap. However, its imple-
mentation must be monitored with caution as there are
likely to be unintended consequences. ®

Comparative Efficacy of Acne
Treatments

Take Home Point: The most effective treatment for acne is
oral isotretinoin, followed by triple therapies containing a
topical retinoid, benzoyl peroxide (BPO), and an antibiotic.

Citation: Huang C, Chang I, Bolick N, et. al. Comparative
Efficacy of Pharmacological Treatments for Acne Vulgaris:
A Network Meta-Analysis of 221 Randomized Controlled
Trials. Ann Fam Med. 2023 Jul-Aug;21(4):358-369. doi:
10.1370/afm.2995

Relevance: Acne is a common skin condition and the sec-
ond highest cutaneous condition for disability-adjusted
life years, with annual costs of $3 billion in the US.

Study Summary: This was a meta-analysis of present literature
comparing the common pharmacological treatments foracne,
including oral and topical medications as single or combined
treatments. The authors only included randomized controlled
trials comparing efficacy of pharmacological therapies for
acnevulgaris. Some 37 treatment modalities were reviewed
in the meta-analysis, including 6 oral antibiotics, 5 topical
antibiotics, oralisotretinoin, 5 topical retinoids, 6 combined
oral contraceptives, topical clascoterone, 10 combination
therapies, BPO, azelaic acid, and placebo. The primary end
points were mean percentage reduction in total, inflammatory,
and noninflammatory lesions.

The authors included 210 articles describing 221 trials
comprising 65,601 patients for analysis. They found oral
isotretinoin the most effective treatment, followed by com-
bination therapies consisting of an oral or topical antibio-
tic, topical retinoid, and BPO. Local side effects or discon-
tinuation due to adverse events were more commonly

www.jucm.com
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observed for the topical adapalene with BPO combination
group than other combinations. Common side effects of
oral isotretinoin were mucocutaneous (eg, dry lip, dry skin,
cheilitis), while oral tetracyclines caused nausea, vomiting,
and abdominal pain.

Editor's Comments: It’s important to note that oral iso-
tretinoin, while more effective than other acne treatments,
has a significant side effect profile and teratogenic poten-
tial. Prescription of this medication is typically limited to
dermatologists or other practitioners with longitudinal fol-
low-up with patients. Given delays in specialist care, par-
ticularly with dermatologists, and an increasing number
of patients without primary care, itis likely UC practitioners
will be seeing patients presenting with complaints of acne
vulgaris with increasing frequency in the coming years. |

A New Cutoff for Positive
Urine Cultures in Children?

Take Home Point: In this study, a cutoff of 10,000 colony
forming units (CFU) per mL provided the optimal balance
between sensitivity and specificity for children undergoing
bladder catheterization.

Citation: Shaikh N, Lee S, Krumbek ], et. al. Support for
the Use of a New Cutoff to Define a Positive Urine Culture
in Young Children. Pediatrics. 2023 Oct 1;152(4): €202306
1931. doi: 10.1542/peds.2023-061931

Relevance: The identification of urinary tract infection in
young children requires different considerations given like-
lihood of disease progression and chronic complications
which must be weighed against the risks of unnecessary
antibiotic treatment.

Study Summary: This was a prospective cross-sectional
study of children presenting to the emergency department
at Children’s Hospital of Pittsburgh, PA. The authors en-
rolled children aged 1 month to 3 years who had a fever
(documented in the emergency department or by parental
report) within 24 hours of presentation and also had a
urine sample collected via catheter. Each child had a mi-
croscopic urinalysis in which white blood cells (WBCs)
were counted as well as a colorometric dipstick test in
which the leukocyte esterase test was reported semi-quan-
titatively (none, trace, 1+,2+,3+).

The authors included 341 children in the final analysis.
They found 46 children with urinary tract infection (UTI).
Using a cutoff of 210,000 CFU to define a positive urine

culture, among these 46 children with UTI, 45 were correctly
identified by conventional urine culture (sensitivity of 98%,
confidence interval [Cl]: 93% to 100%). Changing the cutoff
to 250,000 CFU/mL decreased the sensitivity of urine cul-
ture to 80% (95% Cl: 68%—93%) and had a negligible ef-
fect on specificity. Using a cutoff of 100,000 CFU/mL (the
present adult range), resulted in a significantly inferior
sensitivity as well 70% (95% Cl: 55%—84%).

Editor’'s Comments: This study had several limitations.
The total number of patients with UTI was only 46 and
only included febrile patients <3 years of age. The use of
bladder catheterization limits this study’s generalizability
to urgent care centers which frequently cannot obtain cath-
eter urine specimens in infants. However, these findings
do suggest that in reviewing urine culture results, a sig-
nificantly lower cutoff has been used. This threshold of
10,000 CFU/mL would lead to significantly better sensitivity
than 50,000 or 100,000 without sacrificing specificity. Per-
haps most significantly, outcomes were not reported and
therefore it is unclear if children with lower colony counts
may be less susceptible to complications of UTI than pa-
tients with greater CFUs. Rather, sensitivity and specificity
were simply reported based on the reference gold standard
molecular test. |

Does That Temperature
Recorded Indicate
Fever/Infection?

Take Home Point: Normal oral temperature varies in an
expected manner based on sex, age, height, weight, and
time of day.

Citation: Ley C, Heath F, Hastie T, et. al. Defining Usual
Oral Temperature Ranges in Outpatients Using an Unsu-
pervised Learning Algorithm. JAMA |Intern Med.
2023;183(10):1128-1135. doi:10.1001/jamainternmed.20

23.4291

Relevance: The present definition of “normal” temperature
of 37°C is based on historical data from over a century
ago. Temperature measurement has tremendous implica-
tions in the evaluation of undifferentiated patients and
oral temperature measurement is among the more com-
mon methods used in the outpatient setting.

Study Summary: This was a cross-sectional study based
on adult outpatient encounters in the divisions of Internal
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Medicine and Family Medicine at Stanford University, Cal-
ifornia. Temperature measurements were obtained orally
using annually calibrated digital thermometers (SureSigns
Vs4; Philips). Temperature, date and time of the tempera-
ture measurement, age, sex, weight, height, body mass
index, primary reason for the visit, prescribed medications,
and all ICD-10 codes were identified from each encounter.

The authors collated 618,306 sets of complete data
from 724,199 patient encounters. They found the chief de-
terminants of temperature were the time of day, age, and
gender of the patients. “Normal” (ie, mean) oral tempera-
ture among this data set was 36.64°C, with 95% of these
normal temperatures ranging from 35.96°C to 37.32°C.
Men had lower temperatures than women on average.
Temperature varied with time of day, peaking at 16:00 (eg,
late afternoon) and then decreasing rapidly in both men
and women. Older patients had lower temperature and
this age effect was more pronounced in men than women.
Women younger than 5o years had higher oral tempera-
tures than men of any age, with the oldest men aged 70 to
8o years having the lowest temperature. Increasing weight
was associated with a linear increase in oral temperature
for both sexes (0.001°C/kg among men and 0.0008°C/kg
among women; P<.o0o1 for both).

Editor’s Comments: The authors were not able to assess
non-healthcare related confounders like type of clothing
worn, hot or cold beverage or food consumption, smoking,
light exposure, activity prior to measurement, menstrual
cycle phase, and waking time. There was also a lack of in-
formation regarding ethnicity in the data analyzed, and
there were no pediatric data. m

Another Option to Simplify
Wound Closure, but How Well
Does it Work?

Take Home Point: In this study, microMend appears to be
an acceptable option for would repair.

Citation: Nizami T, Beaudoin F, Suner S, et. al. Evaluation
of microMend wound closure device in repairing skin lac-
erations. Emergency Medicine Journal. 2023;40:564-568.

Relevance: The microMend™ device has been approved
as wound closure deviceby the U.S. Food and Drug Ad-
ministration (FDA). It offers the advantage over sutures in
rapidity of closure and offers more tensile strength than
tissue adhesive or conventional adherent skin strips.

“They found chief
determinants of
temperature were the
time of day, age, and
gender of the patients.”

Study Summary: This was an open-label, single-arm study,
conducted at a large tertiary academic medical centre and
an affiliated community site in the US. Eligible participants
were adults recruited via convenience sampling who pre-
sented to the emergency department with a laceration re-
quiring skin closure. Each individual device is designed to
close 1.5 cm of wound length, and healthcare providers
were allowed to choose the number of devices to obtain
satisfactory closure. Participants were followed prospec-
tively for 3 months and participants with standardized dig-
ital photographs taken of each wound at each follow-up
visit. Quality of wound healing and cosmetic results were
rated independently by 2 plastic surgeons who reviewed
the photographs digitally and were not involved in the pa-
tients care and were blinded to the closure technique used.

The authors included 31 participants for final analysis.
They found the microMend device offered an acceptable
alternative for skin closure. Participants had satisfactory
cosmetic outcomes at 9o days. Just 5 patients reported
device detachment, which the authors postulate could be
due to failure to apply the device to dry skin. The inter-
rater reliability of the 2 plastic surgeons represented fair
agreement at the 9o-day review.

Editor’'s Comments: This was single-centered study with a
small sample size. The author also included participants
that had deep dermal sutures placed followed by the ap-
plication of the device to the skin, which limits the poten-
tial added utility of the device. This was also funded by
the device manufacturer. With the potential limitations in
mind, this device, like other similar non-suture closure
devices, offers an appealing alternative for UC practitioners
as many lacerations seen in UC centers are minor, and
rapidity of closure is critical for clinical efficiency. As non-
suture closure techniques proliferate, it will be of interest
how this affects provider skills and confidence in conven-
tional suturing. |
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JUCM The Journal of Urgent Care Medicine | January 2024 23




ABSTRACTS IN URGENT CARE

Use of 3D Printing to Teach
Interphalangeal Joint
Dislocation Reduction

Take Home Point: The 3D-printed dorsal and volar disloca-
tion reduction models used in this study were easy to use
and affordable. It improved perceived competency among
the learners.

Citation: Lord S, Greary S, Lord G. Application of a Low-
cost, High-fidelity Proximal Phalangeal Dislocation Reduc-
tion Model for Clinician Training. West / Emerg Med.
2023;24(5)839-846.

Relevance: Proximal interphalangeal joint (PIP)) disloca-
tions are a common UC presentation. Increasing UC clini-
cian confidence in managing these injuries would be help-
ful to improve patient care and limit ED referrals.

Study Summary: This was a prospective observational
study performed at a single, Level One trauma center in

the U.S. All study participants were EM resident trainees
and physician assistants (PAs) who were given a live dem-
onstration of how to perform a volar and dorsal reduction.
Following the demonstration, participants were assessed
for observed competency on the 3D-printed model.

The authors recruited 21 participants comprising 19 res-
idents and 2 PAs. They found all participants agreed the
dorsal proximal interphalangeal joint (dPIPJ) model im-
proved their competency in dPIP) reduction technique.
Likewise, 81% participants either agreed or strongly agreed
that the model mimicked a dPIP) dislocation, and 17/21
(81%) agreed or strongly agreed it mimicked a volar prox-
imal interphalangeal joint (vPIP)) dislocation.

Editor’s Comments: The 3D-model used in the study is not
readily available commercially and therefore limits this
study’s generalizability. While this was a very small study
which did not investigate competency among learners in
the care of actual patients after the intervention, the study
does demonstrate a novel and practical application for
3D printing as it pertains to medical education. ®
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Quadriceps Pyomyositis After
Aspiration of Patellar Bursitis:

A Case Report

Urgent Message: Deep tissue infections are possible considerations for diabetic
patients presenting to urgent care with muscle tenderness who recently have had

joint or bursal aspirations or injections.

Benjamin Mati, MD

Citation: Mati M. Quadriceps Pyomyositis After Aspi-
ration of Patellar Bursitis: A Case Report. ] Urgent Care
Med. 2024;18(4):25-27.

Key Words: quadriceps myositis, diabetes, patellar bur-
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Abstract

Introduction: Infectious myositis and pyomyositis are
uncommon and therefore easily overlooked with serious
potential complications of bursal aspirations.

Clinical Findings: A 56-year-old male with medical
history of moderately controlled diabetes, dyslipidemia,
and hypertension presented to urgent care (UC) with
several weeks of worsening thigh pain. Two months
prior to this presentation, he had a patellar bursal aspi-
ration, was diagnosed with septic bursitis, and was
treated with oral antibiotics. He had exquisite tender-
ness to palpation. Point of care ultrasound (POCUS)
did not show signs of deep vein thrombosis (DVT),
fluid collections, or evidence of cellulitis. Labs were re-
markable for elevated white blood cell count (WBC)
and C-reactive protein (CRP). A computed tomography
(CT) scan showed concern for myositis.

Diagnosis: The patient was sent to the emergency de-
partment for magnetic resonance imaging (MRI) and

orthopedic consultation. He was admitted to the hos-
pital, underwent surgical drainage and debridement,
completed 4 weeks of IV antibiotics, and ultimately
fully recovered.

Conclusion: Clinicians are encouraged to consider deep
tissue infections in diabetic patients who recently have
had joint or bursal aspirations or injection.

Author Affiliations: Benjamin Mati, MD, Ventura County Medical Center, Department of Emergency Medicine, Department of Critical Care Medicine.
Author has no relevant financial relationships with any ineligible companies.
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QUADRICEPS PYOMYOSITIS AFTER ASPIRATION OF PATELLAR BURSITIS: A CASE REPORT

Figure 1.

Introduction
his case illustrates an uncommon potential compli-
-"cation of joint or bursal aspiration: infectious myosi-
tis. It follows the trajectory of the patient, outlines
data points that led to the diagnosis, and reminds the
reader about the pitfalls of some cognitive biases.

Patient Information

A 56-year-old male with a past medical history of dia-
betes mellitus, hypertension, and hyperlipidemia pre-
sented to the urgent care (UC) with a contusion to his
right knee with pain, swelling, and decreased range of
motion. He underwent a prepatellar bursal aspiration,
was diagnoses with septic bursitis, and was started on
trimethoprim-sulfamethoxazole. Several days later, the
aspirate cultures grew back methicillin-susceptible Staph-
ylococcus aureus (MSSA). On follow up 3 weeks later, he
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confirmed completion of the antibiotic course and res-
olution of symptoms.

He returned to the UC 7 weeks later with 7 days of
worsening swelling, pain, and tenderness to his right
anterior thigh. He went to his primary care provider
who diagnosed a muscle strain and prescribed naproxen.

He was unable to bear weight on his right leg and
had swelling to the anterior thigh. He denied pain to
knee, groin, or lower leg. He denied fevers, chills, nau-
sea, or vomiting. He did not experience recent long
distance travel, recent surgery, or a personal or family
history of blood clots. Likewise, he experienced no new
traumatic events.

Clinical Findings

On exam, the patient was non-toxic appearing, afebrile,
with a heart rate of 76 and blood pressure of 135/68.
His right thigh appeared larger compared to his left
without any erythema or skin changes (Figure 1). There
was an area of approximately 4cm x 4cm of non-fluc-
tuant induration on the anterior thigh that was very
tender to touch. He had full range of motion. Sensation
and pulses were intact. There was an enlarged, mildly
tender inguinal region lymph node.

Diagnostic Assessment

Labs collected from urgent care were unremarkable
other than a WBC of 10.4 x 10%/uL and a CRP of 25
mg/dL. Point of care ultrasound showed no blood clots
along the femoral vein into the popliteal, no knee joint
effusion, however, a small suprapatellar effusion was
noted. A large lymph node was noted in the inguinal
area as well.

A CT scan was obtained, which showed a large region
of intermediate density along the rectus femoris muscle
and tendon with areas of fluid along the fascial planes
throughout the thigh. The patient was sent to the emer-
gency department for an MRI and admission. An MRI
showed intramuscular abscess in the anterior compart-
ment of the thigh with adjacent muscular edema.

The patient was diagnosed with pyomyositis, started
on IV vancomycin after blood cultures were collected,
and admitted to the hospital.

Therapeutic Intervention

In the operating theater, a large area of purulence was
found in the anterior thigh which communicated with
the prepatellar area. Ultimately, all cultures grew back
MSSA. The patient was discharged with a peripherally
inserted central catheter (PICC) and cefazolin for 4
weeks.
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QUADRICEPS PYOMYOSITIS AFTER ASPIRATION OF PATELLAR BURSITIS: A CASE REPORT

Follow-up and Outcomes

The patient completed his course of antibiotics without
complications. Physical therapy helped him return to
baseline functional status.

Discussion

Infectious myositis is inflammation of muscle caused
by an infectious agent.! Pyomyositis is an infection of
skeletal muscle and is frequently associated with abscess
formation.? Whereas primary pyomyositis refers to cases
when there is no obvious local source of infection and
hematogenous spread is assumed,® secondary pyomyo-
sitis refers to instances when there is contiguous spread
or local penetrating wound.*

This case is interesting in that the presumed inciting
incident—the bursal aspiration—was many weeks prior
to the onset of symptoms. This delay in onset raises
the potential for a primary pyomyositis. Risk factors
for primary pyomyositis include conditions where the
immune system is suppressed such as HIV/AIDS, dia-
betes mellitus (DM), organ transplant, and chronic kid-
ney disease; other risk factors include muscle overuse,
blunt trauma, malnutrition, and skin conditions (eg,
eczema or varicella).>>8

In our case, MRI and surgical findings point to a sec-
ondary pyomyositis. The primary causative infectious
agent in both primary and secondary pyomyositis is
most commonly Staphylococcus aureus.’ In our case, all
cultures grew back MSSA. There is often a 3-stage pro-
gression noted in pyomyositis: an insidious phase last-
ing days to weeks; abscess formation; and, if untreated,
potential septic shock due to bacteremia.® It is possible
that our patient had an infectious myositis partially
treated by his initial oral antibiotics then had a pro-
longed initial phase with eventual abscess formation.

The case illustrated the high index of suspicion often
needed to make this diagnosis early, as exam findings
can be subtle.® Our patient had pain without evidence
of cellulitis or DVT. It would have been easy to dismiss
his complaints, as occurred with the primary care clini-
cian, knowing muscle strain may trigger pyomyositis.!

However, given his comorbid DM, relatively recent
bursal aspiration, enlarged lymph node, exquisite ten-
derness to palpation, and negative POCUS for DVT, cel-
lulitis, or fluid collection, further workup was pursued.
POCUS identification of fluid collecting within fascial
planes is indicative of pyomyositis and a signal to further
investigate with MRL!! In our case, POCUS was used to
make other diagnoses on the differential less likely, spe-
cifically DVT, cellulitis, and subcutaneous abscess.

Obtaining labs and noting an elevated CRP further

www.jucm.com

“The presumed inciting
incident—the bursal aspiration—
was many weeks prior to the
onset of symptoms.”

increased our suspicion for an underlying inflammatory
process such as infection. Ultimately, recovery of puru-
lent fluid in the operating room provided the definitive
diagnosis, but CT scan with IV contrast was easily avail-
able in our urgent care and provided enough evidence
to admit to the hospital and start IV antibiotics.

Patient Perspective

The patient was unhappy spending so much time in
the hospital and rehabilitating from the surgical incision
and debridement. But he was very appreciative of the
care he received in the urgent care. Specifically, he was
grateful for being listened to and having his symptoms
taken seriously.

Ethics Statement
Consent to publish the case was verbally obtained over
the phone by speaking to the patient directly. B

Manuscript submitted September 11, 2023; accepted
November 22, 2023.
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Case Report ’

Does This Finger Laceration Need
Immediate Vascular Surgery
Consultation? Perspectives Based on an
Urgent Care Patient Experience

Urgent Message: Clinicians can apply best-practice care principles for lacerations
of the hand in the urgent care setting by gaining a better understanding of the anat-
omy and wound repair techniques. Such competency can also help reduce non-
indicated referrals to the emergency department.

Patrick O'Malley, MD
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urgent care (UC) clinics. Unfortunately, many UC

clinicians have limited experience and confidence
with suturing and laceration management. Better un-
derstanding of anatomy and basic wound care principles
is important for increasing UC clinician confidence and
minimizing non-indicated referrals to higher levels of
care.

Lacerations are a common presenting complaint to

Introduction

Acuity degradation is an increasingly recognized issue
facing urgent care in America. Acuity degradation refers
to the trend demonstrating lower average complexity
of presentations in UC centers. One manifestation of
this phenomenon is that UC clinics are caring for fewer
lacerations than in previous decades. The reasons for

acuity degradation are multifactorial and synergistic
with one another.!

This case presentation illustrates how provider defi-
ciencies in understanding of the anatomy of the hand
and inadequate confidence in basic wound manage-
ment resulted in a patient being referred to the emer-
gency department (ED) for a 1.5 cm laceration of the
finger. (Figure 1)

Author Affiliations: Patrick 0'Malley, MD, Emergency Medicine, Newberry County Memorial Hospital. Author has disclosed a relevant financial
interest in Medline Industries in the form of consulting and product/royalty licensing fees.
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DOES THIS FINGER LACERATION NEED IMMEDIATE VASCULAR SURGERY CONSULTATION?

Figure 1.

Case Presentation

The patient presented to urgent care shortly after acci-
dentally lacerating her finger with a pair of scissors.
The wound had continued oozing, but did not experi-
ence arterial pulsations.

Therapeutic Intervention
At the UC center, she received a tetanus vaccination, and
the wound was bandaged. She was then sent to the local
ED due to concern of a potentially severed artery and rec-
ommendation that she should see a vascular surgeon.
Upon arrival to the ED, there was no active bleeding.
The ED clinician performed a transthecal digital block
to provide anesthesia.>? The wound was irrigated with

www.jucm.com

Figure 3.

tap water at the sink, and a finger tourniquet was ap-
plied, allowing for inspection and evaluation of the
wound (Figure 2).3 Four simple interrupted nylon su-
tures were placed (Figure 3). There was a small amount
of oozing after the tourniquet was removed. Bacitracin
ointment and a bandage were applied, and the patient
was discharged with routine wound care and suture re-
moval guidance.

Ethics Statement
The patient provided verbal and written consent for
case description and clinical images to be used for edu-
cation purposes.

Discussion

Management of lacerations requires a fundamental
knowledge of relevant regional anatomy, principles of
acute wound care, and the technical skills necessary for
wound repair. However, it is understandable that pro-
viders with limited exposure to laceration care may be
overwhelmed in such scenarios. The expectation of some
bleeding and tissue distortion is crucial to avoid panic
in the urgent care setting and reflexive ED referrals.

A better understanding of finger anatomy (Figures
4-5) may have mitigated this patient’s unnecessary re-
ferral. Her wound was not near any major artery—as
the digital arteries are deeper and more lateral.

There is significant collateral and redundant circula-
tion in the finger. Even if one of the small dorsal or
volar arteries are injured, orthopedic or vascular surgery
is not required unless there are signs of ischemia.*
Wound closure would be the primary treatment and is
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useful for achieving hemostasis.

This case demonstrates how the knowledge of rel-
evant anatomy and the principles of acute wound care
are perhaps more important than technical suturing
skills in appropriate care for lacerations. The four inter-
rupted sutures ultimately used for wound closure were
simple as a repair technique, however, having the nec-
essary knowledge of the anatomy, physiology, pharma-
cology, and applying it appropriately for a simple repair
was equally requisite.

Additionally, hand injuries can result in important
loss of function and subsequently disability, so it is crit-
ical for UC clinicians to be familiar with indications for
immediate ED referral. These include:>®

m High-pressure injection injury

B Open fracture/dislocation with bone protrusion or

gross contamination

m Concerns for severe infection (eg, flexor tenosyn-

ovitis, necrotizing soft tissue infection)

® Animal or human bite wound with evidence of

deep tissue involvement or infection

m Concerns for acute digital ischemia

m Partial amputation with visible bone or complete

amputation

If immediate clinic or phone consultation with a
hand specialist is available, this is reasonable (and often
preferable as an alternative). Importantly, tendon in-
juries are commonly repaired in a somewhat delayed
fashion, and ED referral can be deferred if follow-up
with an orthopedist within 24-48 hours can be assured.”
In such cases, irrigation, loose skin approximation, and
splinting in UC is a reasonable practice.

Patient Perspective

The patient presented in this case had an unfavorable
opinion about her urgent care experience. From her
perspective, she expected this small wound could be
fully addressed in the UC center. Instead, she incurred
significant additional hassle, wait time, and financial
costs as a result of following the guidance of the UC
provider.

Conclusion

While acuity degradation is an ongoing phenomenon
in urgent care in the United States, patients with lacer-
ations still present to UC centers frequently. UC clini-
cians can improve patient experience and mitigate ex-
cessive ED referrals by ensuring adequate understanding
of relevant anatomy and wound care closure techniques
and principles. ®
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Practice Management ’

Thinking Outside the Box to Bring
Urgent Care to the Patient

Urgent Message: Urgent care is a consumer-driven phenomenon, and physician
entrepreneurs continue to evolve the delivery of urgent care services in response
to changing consumer preferences, both inside and beyond the brick-and-mortar

facility.

Alan A. Ayers, MBA, MAcc

care” historically has come to mean a base offering

of extended hours, on-site x-ray and lab, IV
hydration, EKG, and procedures including laceration
repair at a brick-and-mortar location. These standards
are derived from the national Urgent Care Association
Certification Criteria.!

However, from a patient standpoint, “urgent care” is
more commonly taken to mean an acuity of symptoms
(ie, non-emergent cuts, fractures, fever), visit priority
(walk-in or same day), or services offered (rapid lab
testing, x-ray, minor procedures). This definition expands
the use of urgent care beyond traditional delivery models.
After all, from a clinical standpoint, diagnoses of otitis
media, allergic rhinitis, or streptococcal pharyngitis are
the same regardless of venue.

Alas, healthcare entrepreneurs continue to reinvent
the urgent care model in response to patient demand.
One such model is Mobile Med, founded in Columbus,
Ohio, in April 2019 by Gregory LaFontaine, PA, and
Ryan Cantzler, MD, both of whom 1 recently
interviewed for this Practice Management exclusive in
The Journal of Urgent Care Medicine.

\Nhﬂe unregulated by most states, the term “urgent

Ayers: Mobile Med has a unique business model. Can
you describe the services you offer?

LaFontaine: Mobile Med was started as an in-home option
for patients to receive the same care and services they’d
expect at an urgent care. We can treat anything normally
seen at an urgent care, including suturing and draining

Gregory LaFontaine, PA

abscesses. Using telehealth, we can even triage their concerns
before a visit and advise if they should be seen at an
emergency department. We give patients the option to see us
through a house call or virtual appointment.

We have also added Dr. Bethany Recker, a board-certified
family practice physician, so we now offer primary care
services through a monthly membership program.

Mobile Med is a direct-pay service, and we do not contract
with insurance companies. Although patients pay out-of-

Author affiliations: Alan A. Ayers, MBA, MAcc is President of Experity Consulting and Practice Management Editor of The Journal of Urgent Care
Medicine. The author has no relevant financial relationships with any ineligible companies.
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Urgent Care Services and Pricing

Mobile Med offers urgent care Monday-Friday from 8AM
to 8PM and Saturday-Sunday from 10AM to 6PM,
consistent with “traditional” urgent care centers.

Ahousecall and medical assessment starts at $175 plus
$125 for each additional family member.

If Mobile Med determines a patient needs to be seen at
a brick-and-mortar urgent care or emergency room, the
patient is only charged a $50 travel fee.

Membership plans are offered at $115/month for one
person and $275/month for a family of 3 or more.

Source: Mobile Med Website. https://mobilemed614.com/plans-pricing/
Accessed October 29, 2023.

pocket for our services, we are priced competitively to what
they’d pay at an urgent care after co-pays, deductibles, and
other fees. Patients can use funds from health savings
accounts, which they have found to be a beneficial way to
use these accounts.

Ayers: How do you handle x-rays, lab testing, and
prescriptions?

LaFontaine: Currently, after evaluating a patient, we order
imaging at a local outpatient imaging center or give
recommendations on the next steps. We can order lab work
or obtain blood and urine samples and send them directly to
an outpatient lab. We send our prescriptions electronically
using mobile electronic health records.

Patients can use their insurance at testing centers or
outpatient labs, but we’ve found that many of these places
can offer a reasonable and competitive rate for patients who
pay directly.

Ayers: What is your clinical background and what led
you to start Mobile Med?

LaFontaine: I have been practicing as a physician assistant
for nearly 15 years in emergency departments and urgent
cares throughout central Ohio. I also served in the United
States Navy as a medical corpsman.

My co-founder, Dr. Ryan Cantzler, is a board-certified
emergency medicine physician and has been practicing for
18 years in Columbus. Our newest partner, Dr. Bethany
Recker, is a board-certified family practice physician with
19 years of experience. She completed her residency in
Columbus and has been practicing here ever since.

Ryan and I came up with the idea for Mobile Med during
a happy hour. We were both frustrated that many of the
problems we were treating patients for in the clinical setting

32 JUCM The Journal of Urgent Care Medicine | January 2024

didn’t need to be seen at a brick-and-mortar healthcare
facility. Patients shouldn’t have to be exposed to additional
diseases or spend excessive time waiting in a lobby for care.
A mother shouldn’t have to take all three of her kids to an
urgent care before dinner because that’s the only time she
can get one child treated for an ear infection.

Plus, as providers, we get to spend more time talking with
patients and explaining what’s happening instead of rushing
to get to the next bed.

Ayers: What gaps in care does Mobile Med address?
Why do patients choose Mobile Med over other
options?

LaFontaine: Mobile Med is healthcare that is centered on
the patient. It's convenient for the patient because we travel
to them, thereby cutting out travel time and time spent
sitting in a waiting room. We also spend more time with
each patient, ensuring we get a thorough history. This also
gives the patient time to ask questions and make sure they
understand the treatment plan.

We've found that the first-time patients choose Mobile
Med it’s often for convenience; however, they return because
they’re able to be seen and treated quickly and are impressed
by the level of service they receive.

Ayers: How did the COVID-19 pandemic accelerate
your business model?

LaFontaine: In previous generations, doctors made house
calls. Around the time of the pandemic, more and more
businesses began to deliver goods and services to your door,
however, healthcare was not one of them. Mobile Med
changed that. During the pandemic, we became popular for
COVID testing, especially before at-home testing was readily
available through government-supplied test Kits. Patients
appreciated our flexibility to come to their residence. Often,
we did the tests outside a patient’s home on the front porch
or in the garage to accommodate social distancing. The
pandemic also really solidified telehealth as an appropriate
and accepted option for some health concerns.

Ayers: What is your revenue model? Do you bill
insurance?

LaFontaine: Mobile Med is a direct-pay or fee-for-service
provider. We do not contract with health insurance
companies. However, we do accept HSA cards/funds and
patients can use their insurance for reference lab work and
other types of testing. Mobile Med also generates recurring
revenue from members who pay monthly dues, with
discounts for pre-paying for the quarter, semi-annually, or
annually.
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Ayers: How do you use technology to facilitate your
business model?

LaFontaine: As a mobile-based business, we use technology
in many ways. We use a HIPAA-compliant app to
communicate with patients—including video and text/chat
features. Patients really appreciate these options to send us
questions, concerns, or even photos if we need to visually
monitor their condition.

We're in the process of developing our own app that will
combine some of the technologies we’re currently using over
several platforms (EMRs, telehealth, chat/text with providers,
billing, plus more). We're also testing new ways to treat
patients, like using a mobile ultrasound to diagnose fractures,
start IVs, evaluate gallbladders, etc.

Ayers: A trend we're seeing in all urgent care is the
convergence of urgent and primary care. Your model
includes both. How do you define “primary care” and
how is primary care synergistic to urgent care in your
model?
LaFontaine: We started as an urgent care and found that
many ailments we were seeing could be easily managed by
a primary care provider (PCP). Also, patients were using
urgent cares because they couldn’t get an appointment with
their PCP—and many aren’t even established with a PCP.
Continuity of care is so important, and Mobile Med supports
that blending of urgent and primary care. Patients who have
used us for urgent care have enjoyed our service so much
that they’ve joined as primary care members with Dr. Recker.
This provides personalized care for the whole patient.
Primary care is the ongoing care of your day-to-day health,
including maintenance of chronic conditions and medication
management. Urgent care should be used when you cannot
wait to see your primary care provider or don’t have life-
threatening symptoms that need to be treated in an
emergency department. If patients are going to an urgent
care frequently, they’d likely benefit from consistent care
with a primary care provider who can address their issues.

Ayers: One of the criticisms of mobile urgent care
services is that it’s less efficient than brick-and-mortar
in that a clinic provider can see more patients per hour
going from exam room to exam room than from house
to house. How do you overcome this challenge and
drive efficiencies in your business?

LaFontaine: We're not an efficiency model—we’re a patient-
driven model. We gain cost advantages by using a lean staff,
technology, and the fact that we don't staff a brick-and-
mortar urgent care clinic. The providers do a lot of things
themselves instead of using support staff (taking vitals,
sending prescriptions, sending referrals, doing paperwork for

www.jucm.com

sports physicals, etc.). Because we don’t contract with
insurance, we also have less paperwork and billing needs
than other practices or clinics.

Ayers: How do you see your business growing and
evolving in the future?

LaFontaine: Our business model is constantly evolving.
For example, we've already added services based on patient
needs, like hormone replacement therapies, medical weight
loss, and medical marijuana. We’re adding innovative
aesthetic treatments that will give patients new options for
that type of care. We’re meeting our patients where they
want new or specialized care.

We are also constantly looking to technology and new
ways to run our practice. We've seen patients respond
positively to the technology they are already using in their
everyday lives, so it makes sense for Mobile Med to use it,
too. We're definitely reexamining healthcare business models
to find ways to make our business patient-centered, not just
about profitability.

Ayers: Is there anything else our readers should know?
LaFontaine: As providers, we’ve had much more
satisfaction in our jobs by spending more time with our
patients. We feel like we’re truly helping them instead of
just “treating and street-ing” them. Often our patients don’t
actually need an appointment with us. We can text them to
answer questions about their treatment plan and reassure
them that they’re doing the right things and recovering in
the right timeframe. And instead of being affiliated with
large healthcare groups or hospitals, we’re making decisions
that best fit our practice and patients. Spending time with
our patients and improving their lives—isn’t this why we all
went into medicine in the first place?

Conclusion

Urgent care was born of physician-entrepreneurs who
saw an opportunity to meet patients’ episodic medical
needs without the hassle and costs of emergency rooms
or waiting for a primary care appointment. Urgent care
grew as consumers loved the convenience and access
of an on-demand, extended hours facility near where
they work and play. Now that patients have acclimated
to urgent care services, entrepreneurs continue to evolve
the model in response to changing patient needs and
preferences. M

References
1. Urgent Care Association Website. Certification Criteria. https://urgentcare
association.org/quality/certification. Accessed November 30, 2023.
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INSIGHTS IN IMAGES

CLINICAL CHALLENGE: CASE 1

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

35-Year-Old With Heel Pain After a Fall

Figure1. - ‘ Figure 2.

A 35-year-old man presents to urgent care complaining of View the images taken and consider what your diagnosis
severe posterior heel pain. He works for a local roofing and next steps would be. Resolution of the case is de-
company and fell a few feet from a ladder, landing on a  scribed on the following page.

hard surface.
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INSIGHTS IN IMAGES: CLINICAL CHALLENGE THE RESOLUTION

Figure1. - k ; Figure 2.

Differential Diagnosis What to Look For
u Calcaneal spur = The mechanism of injury is most often heavy axial
= Achilles tendon rupture loading such as a big jump or fall
= Comminuted impacted posterior calcaneus fracture = Painis usually severe, and patients are unable to bear
= Heel bone contusion weight on the heel

= The heel usually has tenderness to palpation, ery-
Diagnosis thema, and swelling

The patient was diagnosed with comminuted impacted
posterior calcaneus fracture. The axial view image reveals  Pearls for Urgent Care Management
a comminuted irregular cortical overlap of the posterior = Initial management is with rest, ice, elevation, and
calcaneus, and the lateral view image reveals an oblique pain management
band of sclerosis of the posterior calcaneus. = Extraarticular fractures generally heal well with conser-
vative treatment
® Intraarticular fractures require surgical referral (podia-
try or orthopedics)
= As this is the result of trauma, keep in mind other pos-
sible concomitant injuries

Acknowledgement: Images and case provided by Experity Teleradiology (www.experityhealth.com/teleradiology).
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INSIGHTS IN IMAGES

CLINICAL CHALLENGE: CASE 2

Figure 1.

An 18-year-old man presented to urgent care with fever, View the image taken and consider what your diagnosis
pain in multiple joints, and a back rash that had been and next steps would be. Resolution of the case is de-
progressive for the last few weeks. On examination of the  scribed on the next page.

back, there were multiple painful erythematous and vio-

laceous papules and nodules as well as several large pus-

tules. Some of the lesions were eroded and crusted. The

patient reported that he recently started an intensive body-

building regimen with a 3 month use of anabolic-andro-

genic steroid/testosterone prior to lesion presentation.
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INSIGHTS IN IMAGES: CLINICAL CHALLENGE THE RESOLUTION

Figure 2.

Differential Diagnosis What to Look For
® Acne vulgaris = Lesions most commonly located on the trunk
= Acne fulminans = Lesions are large inflammatory nodules and friable
= Folliculitis plaques that may be associated with erosions, ulcers
u PAPA syndrome and hemorrhagic crusts

= Systemic symptoms may include fever, arthralgias,
Diagnosis myalgias, fatigue, erythema nodosum and laboratory
The correct diagnosis in this case is acne fulminans. abnormalities

Acne fulminans is a rare, highly inflammatory, immuno-
logically induced form of acne that occurs most often in  Pearls for Urgent Care Management
male patients between the ages of 13 and 22 years. ® Mainstays of treatment include several week course

While the pathogenesis of acne fulminans is not fully of prednisone and isotretinoin (for patients not on
understood, the main inciting antigen is believed to be isotretinoin)

from Cutibacterium acnes (formerly known as Propioni- m If acne fulminans is caused by isotretinoin, discon-
bacterium acnes). Risk factors include chronic, severe tinue isotretinoin

acne (mean duration of 2 years), isotretinoin use (usually = If systemic symptoms are present, prednisone alone
in high doses), a positive family history, high testoste- should be started initially

rone levels, and history of anabolic steroid use. = Referral to dermatology should be considered

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

CLINICAL CHALLENGE: CASE 3

|

42-Year-Old With Facial Pain and History
of Hypertension

NEE I P

Figure 1: Initial ECG

A 42-year-old female with a history of hypertension pres- View the ECG captured above and consider what your
ents with facial pain after being assaulted. The patient diagnosis and next steps might be. Resolution of the case
has pain over her right eye but denies any other injuries.  is described on the next page.

She denies chest pain or shortness of breath but did com-

plain of palpitations, so an ECG was obtained.

Case presented by Catherine Reynolds, MD, McGovern Medical School at UTHealth Houston.
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Figure 2: (*) indicate prolonged PR interval

Differential Diagnosis

= Junctional Tachycardia
m First Degree Atrioventricular (AV) Block

u Hyperkalemia

= Second Degree Atrioventricular Block

® Sinus Arrhythmia

Diagnosis

The diagnosis is first degree AV block. The ECG reveals a
normal sinus rhythm with a rate of 72 beats per minute.
The axis is normal. The PR interval is prolonged at 240
msec. There are no signs of ischemia.

First degree AV block is a condition caused by an ab-
normally slowed conduction from atria to ventricles
through the AV node. This is diagnosed on an ECG with a
PR interval greater than 200 msec and is considered
“marked” when the PR interval exceeds 300 msec.* As
seen in Figure 2, this interval is measured from start of the
P wave to the beginning of the QRS complex. A normal PR
interval is 120-200 msec.

First degree AV block can be caused by anything that
slows the conduction from the atria to the ventricles. This
includes AV nodal disease, enhanced vagal tone, ischemia
such as inferior myocardial infarction, infection (eg, Lyme
disease), inflammation, electrolyte abnormalities, and
medications. Any medication that increases the refractory
time of the AV node will slow the conduction through the
AV node, such as calcium channel blockers, beta blockers,
antiarrhythmics, and digoxin.?

In this patient’s ECG, the conduction to the ventricles is
clearly slowed, but every atrial impulse is transmitted to

RESOLUTION

the ventricles, in contrast to second or third-degree AV
block. There are no other electrocardiographic abnormal-
ities, making electrolyte abnormalities unlikely, and the
rhythm appears to be regular, making sinus arrhythmia
less likely. Classically, first-degree AV block, in isolation,
is benign and asymptomatic, with no need for treatment
or follow-up. However, if first degree AV block is seen in
combination with other conduction deficits (eg, fascicular
and/or bundle branch block), the patient is at higher risk
of developing complete heart block. Therefore, recognition
of first-degree AV block should prompt a focused history,
physical, review of the patient’s medications, and com-
prehensive analysis of the ECG.

What to Look For

m First-degree AV block is diagnosed when the PR
interval is longer than 200 msec and is often an
incidental finding.

® In patients with first-degree AV block, look for
additional signs of conduction delay on ECG and any
other abnormalities such as ischemia or inferior
myocardial infarction.

Pearls for Initial Management, Considerations For

Transfer

u Typically, first-degree AV block is benign and requires
no treatment or follow-up.

u If additional conduction deficits coexist, consider
more advanced conduction system disease, assess
hemodynamic status, and, if the clinical presentation
warrants, consider transfer.

References
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ventricular Block: an extremely prolonged PR interval associated with Atrio-
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drome: a case report. BMC Res Notes. 2014 Nov 4;7:781.
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Case courtesy of ECG Stampede (www.ecgstampede.com).
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REVENUE CYCLE MANAGEMENT

The Challenges of Billing Out-of-Network

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

U ne of the biggest challenges foran urgent care is billing
insurance as a non-participating provider.

When opening a new practice or adding a clinic, com-
pleted credentialing and contracting is essential and has
a direct impact on the overall success for a new business.

Even when your practice is fully credentialed, the challenge
continues as you bring on new providers. Contracting and
credentialing remains an archaic process with little oversight
to complete processes in a timely manner. A new practice
can expect the process to take from nine up to 12 months.
With new providers, it can take 9o to 120 days to add them
to your contract when full credentialing is required. Full cre-
dentialing is when all claims must be billed underthe ren-
dering (ie, face-to-face) provider. Billing under a provider
thatis not the rendering provider when full credentialing is
required is also the biggest compliance risk in urgent care
with multi-million-dollar settlements with the Department
of Justice in recent years. With private payers creating similar
policies, it is no longer a gray area. Practices risk denial of
claims, recoupments, and loss of contracts.

“Fee-for-time compensation arrangements” (formerly
called “locum tenens”) is not an option for physicians, as
once credentialing starts, the physician becomes a member
of your group practice. One member of a group practice can-
not be a locum to another member of a group practice.

For non-physician practitioners, billing services under the
incident-to guidelinesis also notan option. “Incident-to” is
for practices where the patient’s condition requires follow-
up. Itis not for patients with new problems, which is almost
allof what is seen in the urgent care setting. Even in the case
of longitudinal care, incident-to billing is not an option as
often as the industry would lead practices to believe. Once
atreatment plan changes (ie, changing the dosage of a med-

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

ication), itis no longer an incident-to service.

Generally, claims process in one of three ways:

1. Claim will pay to the patient: When this occurs, a pay-
ment is made to the patient directly from the payer.
This does not guarantee that the practice will eventually
get the payment.

2. Claim will process toward the patient deductible: This
only occurs when the patient has out-of-network cov-
erage.

3. Claim will fully deny as out-of-network: Not all patients
will have out-of-network coverage, and they may be
responsible for the entire bill.

Asking the patient to pay cash at the time of the visit is
notan ideal option. Even with excellent care, patient satis-
faction can come down to the amount of the bill. The cash-
pay option will cause delays in the ability to become profit-
able due to lower patient volumes.

Start the contracting process at the beginning of your
project to avoid delays. Do not wait until you are ready to
open the doors. Once your business opens, your expenses
will inevitably go up. Heather Real, a senior consultant at
Experity, recommends having 75-85% of your credentialing
completed prior to opening.

Require new hires to provide all the information required
for credentialing during the onboarding process. The new
hire should not start until all necessary items are received.
The credentialing process cannot start until this information
is obtained.

In the case of one non-participating provider when mul-
tiple providers are available, train your front office staff to
direct patients to the in-network provider. Make sure the
patient knows when they are seeing a non-participating
provider and that they may be responsible for a large portion
of the bill.

Provide your customer service team instructions on what
to doif a patient calls to complain. This can be tricky as well.
Be sure to check with your legal team to set up a policy that
is compliant with all state and federal laws.

Bottom line: The best option for reducing the challenges
of out-of-network billing is planning. l
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DEVELOPING DATA

Flu Season Begins For Urgent Care

M Julie Miller

Percentage of UC Visits With Positive Test Result for COVID-19, Influenza, RSV

Percent Positive of Visits
-~
o
N
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Week of Visit Service Date (2023)

444

— Percent Positive of COVID-19 Visits
— Percent Positive of Flu Visits
Percent Positive of RSV Visits

Oct 15 Oct 22 Oct 29 Nov g Nov 12 Nov 19 Nov 26

n late November, the Centers for Disease Control and

Prevention (CDC) noted that the number of healthcare

visits related to influenza, COVID-19, and respiratory syn-
cytial virus (RSV) was particularly high among children,
causing concern in communities about this “tripledemic”
of respiratory illness.

According to Experity data, the first week of October ush-
ered in flu season for urgent care, when positivity rates for
the three viruses among all urgent care center visits began
torise.* Since then, the trendlines have continued a steady
climb, which is typical for this time of year, with peak season
expected to occur between December and February.

For the 14 weeks observed by Experity, flu positivity
recorded a low of 4.04% and a high of 8.07%—a near dou-
bling in the number of positive cases over the time period.
The week of October 22, 2023, was a turning point for pos-
itive flu cases as they surpassed the number of positive
COVID-19 cases presenting to urgent care centers. Positive
tests for SARS-CoV-2 among patient visits saw a low of
4.29% and a high of 7.44%—a 73% increase in the weeks

Julie Miller is Managing Editor of the Journal of Urgent Care
Medicine.

observed. RSV demonstrated a low of 0.18% and a high of
0.90%, with the most recent week showing a slight down-
turn in positive cases. RSV is of particular concern because
older adults and infants are more likely to develop severe
cases that lead to hospitalization.?

To compare against national trends, urgent care oper-
ators can look to CDC data. The agency reports the per-
centage of positive results based on the number of spe-
cimens collected—not on the number of healthcare visits.
Its data revealed influenza positivity at 6.8% of tests,
COVID-19 positivity at 11.7%, and RSV positivity at 11.5%
forthe week ending December 2, 2023.3%4

For urgent care centers, the most important concern
during respiratory illness season is the clinical decision
to determine which patients are appropriate for referral to
an emergency department for treatment and which pa-
tients are appropriate for recovery at home. M
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