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LETTER FROM THE EDITOR-IN-CHIEF

A DisconnectedWorld

T
exting, chatting, networking, blogging, and
posting. The evolution of communication
into characters ona screen...digitized snip-

pets, factoids, and acronyms used to ex-
press, display, inform, and explain. Even
emotions have been whittled down into

emoticons....a semicolon “wink” and a parenthetic “frown.” E-
mail? That is soooo last decade!

Electronic communication technologyhaspractically replaced
more traditional forms. Sowhat does thismean?What is the im-
pact on socialization, relation, and emotional connection? Are
there anynegative effects?Are therepublic health implications?

To date, very little scientific inquiry has been directed at the
sociologic, psychologic, and neurologic impact of electronic
communicationand social networking. Yet, no single technology
since the telephone has had the potential to produce such ex-
pansive evolutionary change.

Electronic communicationhas revolutionizedeverything from
business and education to casual social interaction.What nega-
tive effects, if any, have been observed?

Themost-cited risk is a function of the technology itself: per-
sonal and social cues are all but absent, and can lead to the “de-
personalization” of communication. While depersonalization
can be an unwanted side effect of electronic communication, it
is, at times, sought out for this very effect. Scientific observers
havenotedagravitation towardelectronic communicationwhen
theuser is intentionally avoidingunwanted social interaction. The
great and powerful Oz is a confident communicator...but, “pay
no attention to theman behind the curtain!”

Perhaps themost critical evolutionary impact of depersonal-
ization is occurring in children. You’ve all witnessed this curious
scene: two teenagers sitting side by side texting to each other.
Close enough to speak, for sure, but the teenswould rather text
than talk. Why?

Writing and speaking are two different neural activities.
Whenwriting, the communicator can thinkaboutwhathe/she

wants to say before putting pen to paper (or thumb to keypad,
as it may be).

Speaking involves what youmight call a “social undressing.”
The curtain is pulledand the speaker is confrontedwith the judg-
ments of those in the audience. Visual and verbal references are
flying all around, and the communicator must react and re-
spond in perfect symphony in order to be effective. Spoken

communication is a dance requiring amental agility not seen in
written communication. The ability to communicate orally, with
all of thepotential for error andembarrassment, is an important
mental exercise that builds confidence and relational skills that
writing—err, texting—cannot.

SusanGreenfield, aprofessorof synapticpharmacologyatOx-
ford, has written extensively on the social and biological impli-
cationsof electronic social networkingon thegrowingmind. She
warns, “Real conversation in real time may eventually give way
to these sanitizedandeasier screendialogues, inmuch the same
wayaskilling, skinning, andbutcheringananimal toeathasbeen
replaced by the convenience of packages of meat on the super-
market shelf. Perhaps future generations will recoil with similar
horrorat themessiness, unpredictability, and immediatepersonal
involvement of a three-dimensional, real-time interaction.”

Additional concernshavebeen raisedabout the impact of vir-
tual communication on everything from attention span to ad-
diction, self-identity to sensationalism, and a disordered sense
of reality.

The very technology that was created to help us “connect
and network” may very well be creating the ultimate evo-
lutionary paradox.

It is time for healthcare professionals to respond to this im-
pending public health crisis. Consider what I would call an as-
sessment of “social connectivity” at every visit. Your history
might include: Howmany hours a day do you spend “virtually”
communicating compared with face to face? Are electronic de-
vices allowed at the dinner table? Are you comfortable talking
with peers andwith adults?Do youavoid situations that require
direct communication?

Consider these depersonalized communication disorders as
the “textually transmitted diseases” of the 21st century!

Test, treat, and prevent! n

Lee A. Resnick, MD
Editor-in-Chief
JUCM, The Journal of Urgent Care Medicine
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from Sexual
Harassment Claims
Like any other workplace, urgent care
centers must also be vigilant for
improper behavior among staff members or betweenmanagement
and subordinates. Firm, well-defined policies must be in place—and
communicated clearly to all parties.

By Alan Ayers, MA, MAcc

PRACTICE MANAGEMENT

Fever Phobia
Fear of fever leads many parents to seek urgent
care for their children. Addressing their concerns
should be part of the care of febrile children.
Available only at www.jucm.com.
By Deena R. Zimmerman, MD, MPH, IBCLC;
Nahum Kovalski, MD; Baruch Hain, BA; and
Joshua Lipsitz, PhD

Many infections and injuries of the ear, nose, or throat are
unique to the pediatric population—and many are deemed by par-
ents to be urgent enough to require immediate attention. An
overview of the more common ENT issues with which children are
likely to present.

IN THE NEXT ISSUE OF JUCM

W E B E X C L U S I V E
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J U C M C O N T R I B U T O R S

Oneof thekey, distinguishing factors thatdrawspatients tour-
gent care—efficient assessmentofmostnon-life-threatening
conditions—can also be a challenge for the practitionerwho

may bemorewell-versed in some areas than others.
Your experience in the EDmay have left you expert in man-

aging fractures or acute chest pain, but would you be prepared
if a nervous single dad brought in an adolescent daughter with
concernsabouther firstexperiencewithmenstruation?Howwould
your assessment differ if the patient were going through peri-
menopause, or is of unknown gravid status?

InAssessingAbnormalUterineBleeding in the
UrgentCareCenter (page9),ThomasSunshine,
MD, FACOG draws on 15 years of experience as
an OB/GYN and current work as an urgent care
provider in Idaho tooffer a reviewof commonetiologies, patient
history, and demographic consideration.

Dr. Sunshinehaspublishedarticlesanddeliveredpresentations
in theOB/GYNarena, andwe’re fortunate thathehasoffered to
share that expertise with JUCM.

Oneconcernthatdoesnotdistinguishurgentcare
fromother settings—or fromotherworkplaces in
general, for thatmatter—isvulnerability toaccusa-
tions of sexual impropriety. As Alan Ayers, MA,

MAcc explains in Protecting theUrgent CareCenter fromSexu-
alHarassmentClaims (page27), clear,well-definedpoliciesonac-
ceptablebehavior amongall employeesgoesa longway toward
helping staff members feel safe when they come towork.

Mr. Ayers is practicemanagement content advisor to theUr-
gent CareAssociation of America and vice president of strategy
and execution for Concentra Urgent Care in Dallas.

And, exclusively at www.jucm.com, Deena Zimmerman,
MD,MPH, IBCLC;NahumKovalskiMD;BaruchHainBA; and

Joshua Lipsitz PhD offer insight, backed up by their own data,
intoFeverPhobia—UrgentFears inUrgentCare. This teamofau-
thors from Terem Emergency Medical Centers and Ben Gurion
Universityof theNegev in Israelmaintains thataddressingparental
concerns that “something bad” will happen to a child by virtue
ofhigh fever,whilenotas immediateaconcernasexamining the
patient, is of key importance in the overall patient encounter.

Also in this issue:
n EmoryPetrack,MD,FAAP, FACEPoffers adviceon red flags

tobeon the lookout forwhenchallengedwithexamining the
well-appearing irritable infant.

n NahumKovalski, BSc,MDCM reviews newabstracts on di-
agnosticmedical errors, older patientswith syncope, the val-
ueofmuscle relaxants in cervical strain, lowbackpain, anddi-
agnosis andmanagement of red eye.

n JohnShufeldt,MD, JD,MBA,FACEPwarnsof the fivemark-
ers that a business is in trouble. Toyotamay not have recog-
nized them; would you?

n FrankLeone,MBA,MPH reasons thatabusiness thathascut
back on its workforce may actually be a good prospect for a
pitch for thewellness services you offer.

n David Stern, MD, CPC responds to readers’ questions
about coding x-rays ordered by providers outside your ur-
gent care center, G-code for drug testing, and 99051 for
scheduled visits.
Do you have an idea for an article, case report, or insight to

be gleaned from an x-ray or electrocardiogram? Describe it an
e-mail to our editor-in-chief, Lee A. Resnick, MD, JUCM’s edi-
tor-in-chief, at editor@jucm.com.Wewant each issueof JUCM to
reflect your experiences so others can benefit from what
you’ve learned. n

To Submit an Article to JUCM
JUCM, The Journal of Urgent Care Medicine encourages you to
submit articles in support of our goal to provide practical,
up-to-date clinical and practice management information to
our readers—the nation’s urgent care clinicians. Articles
submitted for publication in JUCM should provide practical
advice, dealing with clinical and practice management
problems commonly encountered in day-to-day practice.

Manuscripts on clinical or practice management topics
should be 2,600–3,200 words in length, plus tables, figures,
pictures, and references. Articles that are longer than this
will, in most cases, need to be cut during editing.

We prefer submissions by e-mail, sent as Word file
attachments (with tables created in Word, in multicolumn

format) to editor@jucm.com. The first page should include the
title of the article, author names in the order they are to
appear, and the name, address, and contact information
(mailing address, phone, fax, e-mail) for each author.

Before submitting, we recommend reading “Instructions
for Authors,” available at www.jucm.com.

To Subscribe to JUCM
JUCM is distributed on a complimentary basis to medical
practitioners—physicians, physician assistants, and nurse
practitioners—working in urgent care practice settings in the
United States. If you would like to subscribe, please log on
to www.jucm.com and click on “Free Subcription.”
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FROM THE EXECUTIVE DIRECTOR

S
ometimes, writing this column is the easiest thing in the
world—but not often. Sometimes, it is hard to conjure up
a compelling topic, and sometimes (like now) it’s hard to

choose between way too many, especially with the National
Urgent Care Convention right around the corner.
I re-read an article yesterday that was written by Dr. David

Stern in Emergency Medicine Review; it began, “The year ####
has been the most dramatic year ever for the rapidly growing
urgent care industry.” The wonderful and challenging thing
about our industry is that the “####” could easily be replaced
by this year, last year, the year before, etc. It seems like every
subsequent year is the “most dramatic year ever”! (For the
record, the actual year referred to was 2005.)
In the UCAOA offices, we see this firsthand. The ques-

tions our members ask continue to grow more complex. The
non-member callers are much more diverse.
Every week, we hear from the media, venture capitalists,

state governments and medical societies, fellow association
leaders, prospective urgent care owners or franchisees, bankers,
lawyers, real estate agents, patients…you name it. The number
of stakeholders in urgent care has grown exponentially.
This is probably even more apparent to our members who

are operating on a regional or national level, as you have to
navigate the various obstacles to expanding your organization’s
reach. As time goes on, those only seem to increase in num-
ber, as various other parties see urgent care as competition and
create additional roadblocks. At times, it makes me wonder if
there’s a patient shortage we should all be discussing instead
of a physician shortage.
For the vast majority of you, however, your primary ongo-

ing focus is getting your individual center through the
day/week/month/year in a quality-driven, patient-centered,
ethical and profitable manner. It is the baseline of what all suc-
cessful centers do: deliver efficient, effective, episodic care.

Which brings me to a recent experience I wanted to share
that picks up on a theme started by our editor-in-chief in
the March issue of JUCM (Are You Really Listening?).
Most patients are really terrible communicators; I speak from

being one myself. This winter I slipped on some ice and
sprained my ankle. I hobbled around for a while, unwilling to
go to a doctor because: 1) it was probably nothing and would
go away on its own, 2) it’s early in the year and I haven’t met
my deductible, 3) what could they tell me that I didn’t already
know? It’s sprained; I’m familiar with the RICE routine.
After several days with little improvement, I did the next

“natural” thing: I looked on the Internet. Outcome: confused.
Next, I started bothering my physician contacts and

attempted a plan called “diagnosis by e-mail.” Outcome:
not really possible.
Finally, I headed into urgent care. Outcome: answer with a

bonus.
While the x-ray did not show an ankle fracture, the sharp-

eyed physician/radiologist team found a bone spur—a com-
pletely unrelated problem that I never mentioned during the
visit, but one that had been bothering me for weeks via heel
pain of unknown origin (which, obviously, I never saw a doc-
tor about).
As I said, I’m speaking from experience. Patients don’t

communicate, so sometimes caregivers have to “listen” with
their eyes, not just their ears.
Why am I sharing this story? Because it goes back to the

core of what you are all doing amidst the turmoil swirling
around our country and our industry. It all goes back to you and
the patient.
It goes back to the fact that after all the external forces are

done with you (as if they ever will be), it comes down to an 8
x 10 room in your center, with a hurting person who is not
going to do a very good job telling you what they need—and
yet you have to figure it out anyway. Ultimately, the Internet
can’t do that.
So, while there’s plenty to say about the shifting sands

we all tread on—and those sands blow around a lot—they actu-
ally shift pretty slowly. We all need to keep an eye on them, but
right now you have patients waiting to see you. n

WhenWordsWon’t Do
n LOU ELLEN HORWITZ, MA

Lou Ellen Horwitz is executive director of the
Urgent Care Association of America. She may be
contacted at Ihorwitz@ucaoa.org.
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Introduction

P
atients presenting with
what they perceive to be
vaginal bleeding will not

knowwhether that bleeding
is specifically uterine, cervi-
cal, or (rarely) vaginal in ori-
gin. It is incumbent upon
the urgent care provider to
have a sound working
knowledge of the many
terms in the lexicon to de-
scribe such bleeding, and to
be able to identify its source
in order to appropriately
direct treatment.

Abnormal uterine bleeding
(AUB) encompasses both
ovulatory and anovulatory
uterine bleeding.

Dysfunctional uterine bleeding implies hormonal origin
and is less specific.

Menorrhagia is excessive uterine bleeding at the time

of the menstrual cycle, de-
fined as menstrual blood
loss of >80 cc per cycle or
bleeding more than seven
days.

Metrorrhagia is uterine
bleeding occurring at times
separate fromdefinedmen-
strual bleeding.

Dysmennorhea implies
pain associated the men-
strual bleeding.
Simply knowing the vo-

cabulary is not enough to
effectivelymanage such pa-
tients, of course. One must
bear in mind quantifying
factors such as different pad
or tampon size with differ-
ing absorbencies, differing

patient criteria for changing, and saturation.
This article will offer a systematic review of possible

etiologies, patient history and demographic considera-

© Anatomical Travelogue / Photo Researchers, Inc.

Clinical

Assessing Abnormal
Uterine Bleeding
in the Urgent Care Center
Urgent message: Vaginal bleeding is a common presentation in the
urgent care setting. An assessment of hemodynamic status, aswell as an
understanding of potential causes, is necessary to initiate treatment and
triage the patient correctly.

Thomas Sunshine, MD
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tions, and discussion of special patient populations.

Etiology
Likely etiologies of AUB vary broadly. Recognition of de-
mographic and historic factors can help guide the clini-
cian in identifying the likely cause.
For example, an adolescent who just recently

started her menstrual cycles will present different
considerations than those of a post-menopausal
woman or one who has had an established menstrual
history. A complete evaluation of the premenarchal
patient will not be addressed in this paper, but basic
consideration in this age group should include foreign
body, infection, trauma or abuse, and, rarely, bleed-
ing secondary to tumor.
Abnormal bleeding in a pregnant patientmust also be

assessed uniquely.
Common to the evaluation of all these patients is the

initial assessment of hemodynamic status, which is fa-
miliar to the urgent care provider already. Following
this, the initial work-up and treatment are determined
by the etiology of the bleeding.

Adolescent patients
The occurrence of “irregular” bleeding is common in
adolescent patients. If the cycle fits the expectations of
physiologic variation, it requires an assessment of hemo-
dynamic parameters, excluding coagulopathy and then
reassurance, or, occasionally, treatment.
While themedian age for menarche across all demo-

graphics is 12.43-years-old, only 10% of girls will start
their menses by age 11, and 90% will have started by
13.75 years old. It is noteworthy that the average age of
menarche is slightly younger in blacks and Hispanics
and in those patients with a higher body mass index.
Thus, while menarche occurring before age 11 may

not be abnormal, it should be considered in respect to
other signs of the development of secondary sexual
characteristics.
Oncemenarche is established, not all girls will follow

the same pattern and, thus, may present with com-
plaints of “irregular” bleedingwhichmay ormay not be
physiologic. Knowing the range of what can be consid-
ered “normal” allows the provider to decide whether
further evaluation is warranted.
It is expected that anovulation will occur during the

first year after menarche. By three years following
menarche, 70% of females will establish a cycle interval
lasting between 21 and 34 days. However, in the first
years, 5%will experience an interval at 23 days; 5%will

experience intervals >90 days. Despite this wide range,
the duration of the cycle should still not be longer than
seven days.

von Willebrand’s disease
With any bleeding heavier than average, the clinician
should be alert for undiagnosed coagulopathies, partic-
ularly von Willebrand’s disease. With an estimated
prevalence of 1%, it is a commonmedical diagnosis as-
sociatedwithmenorrhagia atmenarche. Historymay re-
veal episodes of bruising, nosebleeds, ormucosal bleed-
ing, as well. Many coagulopathies are inherited,
including von Willebrand’s, so family history may be
relevant and helpful.

Polycystic ovary disease
Polycystic ovary disease, known alternately as Stein-
Leventhal syndrome and PCO, should also be consid-
ered when menstrual irregularities occur with signs of
hyperandrogenism or insulin resistance. Evaluation
may demonstrate hirsutism, acne, or androgenic alope-
cia with evidence of metabolic syndrome. The etiology
of PCO is uncertain, but may be related to either over-
production of ovarian androgens, excess pituitary
luteinizing hormone (LH), or hyperinsulinism.

Structural abnormalities
Structural abnormalities such as polyps, fibroids, and tu-
mor are unlikely in adolescents. As the age of the patient
increases, however, anatomic causes become more
prevalent. It is estimated that as many as 70% of white
women and 80% of black women by age 50 have
leiomyoma. Pedunculated and submucousal fibroids
are most likely to cause irregular bleeding, as intramu-
ral, subserosal, and pedunculated fibroids do not directly
communicate with the endometrial cavity. Imaging
studies, primarily ultrasound, are needed to precisely de-
fine the nature and location of suspected fibroids.
Polyps can arise from either the cervix or the en-

dometrium. Visual inspection is usually all that is nec-
essary to diagnose an endocervical polyp, but those of
endometrial origin would require an imaging study.
Removal of an endocervical polyp could be accom-
plished in the urgent care setting. Although almost al-
ways benign, sending the specimen for definitive
pathology is appropriate. Bleeding at the base of the
polyp, from where it was removed, is generally easily
controlled by a variety of hemostatic techniques.
Endometrial adenocarcinoma is the most likely ma-

lignant cause of AUB. Although less likely to present to
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urgent care for vaginal bleeding, postmenopausal pa-
tients with any bleeding warrant evaluation. Attention
should be given specifically to anatomic causes, with
concern for malignancy, atrophic bleeding, and bleed-
ing disorders. Outpatient endometrial biopsy is a proce-
dure readily adaptable to the urgent care setting.

Anovulation
In the patient group outside of the initial menarchal pe-
riod and up to menopause, anovulation is the most
likely etiology.

In the anovulatory patient, no corpus luteum
forms, and the endometrium experiences excessive es-
trogen exposure. Such endometrial growth is com-
prised of both glands and vessels, yet without proges-
terone from the corpus luteum, there is not adequate
stromal support to sustain endometrial stability;
bleeding ensues. However, not all areas will bleed si-
multaneously, giving rise to the irregular nature of the
vaginal bleeding (metrorrhagia).

Causes of anovulatory bleeding are numerous, but
can be simplified in terms of those that are secondary
to normal physiologic processes such as adolescence,
perimenopause, and lactation, and those with patho-
logic causes secondary to endocrinologic disorders, sys-
temic disorders, ovarian factors, and external factors
such as medications (Table 1).

A S S E S S I N G A BNORMA L U T E R I N E B L E E D I N G I N T H E U RG EN T C A R E C EN T E R

Table 1. Common Causes of Anovulatory
Bleeding

Physiologic � Menarche

� Perimenopause

� Breastfeeding

� Medications

Pathologic � Abnormalities of central hypothalamic-
pituitary hormonal axis

� Abnormalities of ovarian hormones
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Assessment
The initial evaluation of the hemodynamic status of the
patient with bleeding is familiar to the urgent care
provider. Treatment of the unstable patient will de-
pend on the capabilities of the particular setting.

In cases where there is an anatomic cause of irregu-
lar bleeding, there may well be a normal cyclic, ovula-
tory pattern, as well. When evaluating the bleeding
pattern, it is helpful if the patient can differentiate from
her normalmenses, often associated with premenstrual
symptoms indicative of ovulation. The pattern of bleed-
ing may be consistent with ovulation and feature nor-
malmenstrual bleeding, as well as intermenstrual bleed-
ing,metrorrhagia. Or, the patternmay be solely irregular
bleeding consistent with anovulation. Thus, while de-
veloping the history of the bleeding pattern, it is not as
helpful to focus on diagnostic terms as it is to differen-
tiate between ovulatory or anovulatory bleeding.

The provider should evaluate the patient for en-
docrine disease, looking for signs and symptoms of thy-
roid, cortisol, prolactin, and sex hormone disorders.

In addition, the history should review clues for coag-
ulopathies.Medicines, specifically psychotropics, can in-
terfere with ovulation. Chronic systemic illness, such as
diabetes, liver disease, or hypertension, is also associated
with anovulation.

The physical exam should include thyroid size and
symmetry, evidence of acanthosis nigricans, evaluation
of hirsutism, or even virilization.

When performing the pelvic exam, initial speculum
examwill sometimes reveal a vaginal or cervical source
for the bleeding. In the sexually active patient, infec-
tions with either endocervicitis or endometritis can
produce irregular bleeding based on capillary fragility as-
sociatedwith stromal inflammation. A full screening for
sexually transmitted disease screen would be advisable
if this is suspected. In this setting, swabbing the endo-
cervix may produce bleeding. In fact, postcoital bleed-
ing may be the presenting symptom.

Bimanual pelvic exam should be performed to eval-
uate anatomic pelvic abnormalities such as fibroids or
ovarian cysts. However, even in the best hands pelvic
exam is not sufficient to detect intracavitary fibroids or
polyps, necessitating ultrasound.

Treatment
In the non-pregnant patient, AUB can represent the ur-
gent problem itself if associated with hemodynamic
compromise.

If active bleeding is associated with orthostatic

changes and low hemoglobin level, then referral to a fa-
cility that can provide both transfusion and possible sur-
gical intervention will be necessary. However, if the
patient is stable, then treatment of the bleeding depends
onwhether the source is irregular endometrial shedding
associatedwith anovulation, is from an anatomic source
such as fibroid or polyp, or is from other cause.

Pharmacologic treatment for the irregular endome-
trial shedding and bleeding relies upon the vessel stabi-
lization effects of estrogen, and the stromal effects of a
progestin.When using a combined hormonal approach,
the drawback is that the combination produces some
endometrial growth which may subsequently result in
heavier bleeding. Such is the drawback with high-dose
estrogen, as well.

Hormonalmonotherapywith either a progestin or es-
trogen can be employed with differing expectations.
Many providers use a progestin only for anovulatory
bleeding. The endometrium, being at varying stages of
maturation, is then converted to a uniform state of
maturation prepared for shedding, similar to the natu-
ral menstrual cycle. The bleeding should occur a few
days following the course of progestin.

Some of the different proposals, in summary:
� Low-dose OCP qid x 3 d, tid x 3d, bid x 3 d then qd

until stopped for menses
� Conjugated equine estrogen 10 to 20 mg/day PO

(2.5 mg – 5 mg qid)
� IV Estrogen 25 mg q 4 x 24 hours
� 10 mg medroxyprogesterone qd PO x 10 days

Pregnant patients
The importance of establishing whether the patient
with AUB is pregnant cannot be understated. There are
many different brands of tests to detect the presence of
HCG in the urine, and it is important for the provider
to be familiar with the specifics of the one they rely
upon. Many providers have come to consider the preg-
nancy test a “vital sign” of a woman with abdominal
pain or vaginal bleeding.

Most such tests will detect enough HCG in the urine
at 10 to 14 days post-conception to be positive. In some
circumstances, the urinary qualitative test may bemore
accurate than a qualitative blood test due to the pres-
ence of serum heterophilic antibodies to the assay’s
anti-HCG antibody. Such heterophilic antibodies are
produced in response to animal-derived antigens, and
are thus more common in patients with animal expo-
sures. The heterophilic antibodies are not present in
urine. Thus, care needs to be exercised when interpret-
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ing a serum qualitative result.
Amenstrual history and gestational history should fo-

cus on risk factors formiscarriage and ectopic pregnancy.
Prior tubal infection or surgery is significant, as roughly
one third of all pregnancies following sterilization are ec-
topic. However, half of women with an ectopic preg-
nancy have no risk factors or physical finding. Lastmen-
strual period may be reliable in a woman with regular
cycles, but onemust use cautionwhen seeking to rely on
this factor to determine the duration of pregnancy.
Most providers will not have a quantitative HCG

level available in a timely fashion and will make a de-
termination based on history, risk factors, and physical
exam. However the provider should be familiar with the
discriminatory zone for transvaginal ultrasound (TVUS)
at their institution. These will usually be in the range of
a serum HCG level between 1,500 mIU/mL and 2,000
mIU/mL; this is the HCG level at which the findings on
TVUS should confirm an intrauterine singleton preg-
nancy based on a gestational sac either with or without
a yolk sac, as well. There are exceptions to this, such as
multifetal gestations or guided intrafallopian transfer.
The risk of simultaneous intrauterine pregnancy and co-
existent tubal pregnancy is approximately 1/3,000.
Though serum progesterone levels may not be appli-

cable to the decision-making in the urgent care setting,
they may be useful in longer-term management. Low
progesterone level (<5 ng/mL) is highly associated with
an abnormal pregnancy; levels >20 ng/mL are associated
with normal pregnancy.
Also helpful in long-term assessment will be serial

HCG levels. In a normal pregnancy, the HCG level
should double every 1.4 to 2.1 days, but there aremany
different interpretations as to what constitutes a “nor-
mal” rise, and this must always be used in conjunction
with other testing and the clinical picture.
Bleeding from a pregnancy located within the uterus

during the first trimester can be associated with a viable
or nonviable pregnancy. Such pregnancies are described
as threatened abortion, incomplete abortion, or com-
plete abortion.
(An important note regarding patient communica-

tions: Experience should tell us to be quite careful using
the term “abortion” when discussing this with the pa-
tient. Be prepared to answer concerns and engage in pa-
tient education.)
A threatened abortionoccurswith first trimester bleeding,

a closed cervical os, andultrasoundor laboratory findings,
if present, still consistent with a normal pregnancy. This
is often assumed to be a result of implantation bleeding.

If the cervix is open or tissue has been passed, then
it is an incomplete abortion.
If all the tissue has been passed, then it is a complete

spontaneous abortion; however, this is typically a diagno-
sis made after HCG follow-up.
The management of first trimester bleeding starts

with establishing hemodynamic status and patient com-
fort. Either one of thesemay indicate the need for emer-
gent uterine evacuation or laparoscopy for ectopic preg-
nancy. Not every patient with an incomplete abortion
needs to undergo a surgical evacuation, and the decision
to proceed with one depends on the patient’s hemody-
namic status and personal choice.
In such a situation, consultation with an obstetrician

should be considered.
Once beyond the first trimester, patients typically

have a known estimated gestational age (EGA), with the
evaluation including both fetus and mother. A specific
age for fetal viability is not established, and is more
strongly correlated with fetal weight.
Following the first trimester, it is safer to assume

there is no estimated EGA that can completely eliminate
concerns over potential viability, as many procedures
(including tocolysis and cerclage) may delay a delivery
long enough for a pregnancy to reach viability. Since the
diagnostic considerations include cervical incompe-
tence, preterm labor, abruptio placenta, and placenta
previa, the evaluation should be done in a setting suit-
able for surgical interventions; transfer is appropriate.
Some ectopics are now managed medically using

methotrexate (MTX) if they are less than 3.5 cm dilated,
unruptured, and have no fetal cardiac activity. Serum
HCG level will determine dosing, and many treatment
protocols exist.
It is important to note thatMTX is a folic acid antag-

onist which inhibits DNAmetabolism, with greatest im-
pact on rapidly dividing cells. When MTX is used, be
sure to instruct the patient to discontinue prenatal vi-
tamins or other folic acid supplementation.
Other diagnoses, besides ectopic pregnancy andmis-

carriage, to consider with pain and bleeding in the first
trimester include intrauterine pregnancy (IUP) with
ruptured corpus luteum, appendicitis or abdominal
pathology, and ovarian or fibroid torsion.When consid-
ering ruptured corpus luteum cyst, supplementation
with natural progesterone should be provided.
First trimester vaginal bleeding in the presence of fe-

tal cardiac activity either threatensmiscarriage or, if the
cervix is opened or tissue has been passed, portends an
inevitable miscarriage. Care should be taken, because
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the external os of themultiparous patient can be open,
giving the impression of a dilated cervix, yet the inter-
nal os remains tightly closed. In addition, retracted fib-
rin in aged clots can take on a whitish appearance sim-
ilar to actual products of conception.
The treatment for threatenedmiscarriage is expectant

management. The patient’s hemoglobin and blood
type should be checked and Rh sensitization prophy-
laxis given as indicated. Treatment for inevitable or in-
complete miscarriage can be individualized to the pa-
tient, with both uterine evacuation and expectant
management allowing the patient to pass the products
spontaneously; both are acceptable. With expectant
management, close follow-up is needed tomonitor he-
moglobin, evidence of infection, and following the
HCG to zero.

Summary
Occasionally,most urgent care clinicians will encounter
a patient whose visit was initiated by concern over ab-
normal gynecologic bleeding. Managing such encoun-
ters effectively requires a working understanding of
likely etiologies and the role demographics and history
play in considering differential diagnoses, as well as an
appropriate level of suspicion regarding the patient’s
confirmed or suspected gravidity. Each of these factors
will influence the decision to treat , to consult, or refer
to a specialist. n
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S
aturday morning. A mom appears at your urgent care
center, looking tired and frustrated. She says that she
was up much of the night with her 3-month-old son, who

was crying and fussy. The baby has not had any fever, she
tells you, but has not been feeding as well as he normally
does.

On first look, the infant seems to be well appearing, but
you are concerned that he is quite young, and you want to
be sure you are not missing something more serious.

Where would you start?
A common, yet challenging presenting complaint for any

provider is the “irritable infant.” While the vast majority of
infants presenting with this chief complaint are ultimately
well or have only a mild illness or injury, it is important to
consider and rule out more serious causes (Table 1). A care-
ful, stepwise approach to the evaluation of the irritable in-
fant often leads to a diagnosis—the key to developing an ap-
propriate management plan.

Distinguishing Atypical Irritability
All infants are irritable at times, so defining exactly when ir-
ritability becomes concerning can be difficult.

The term irritable infant refers to a pediatric patient less
than 1 year of age whom the caregiver deems to be exces-
sively fussy, cranky, or crying. Frequently, the fussiness will
have subsided by the time the child is seen by the clinician.

The vast majority of infants who are seen for irritability
are stable. Nevertheless, as with any potentially ill patient,
initial attention is given to evaluation and stabilization of the
airway, breathing, and circulation. Once this is accomplished,

attention can be directed toward a thorough history and
physical examination.

In a study by Poole,1 of 56 infants without fever present-
ing with excessive crying, history contributed to the diagno-
sis in 11 patients (20%).

Physical examination revealed the final diagnosis in 23 pa-
tients (41%), while contributing to the diagnosis in another
seven patients (13%).

Laboratory studies, electrocardiography, or radiologic
studies were required to establish the final diagnosis in 11 pa-
tients (20%).

Notably, final diagnoses were established in 22 patients
(39%) through follow-up alone, emphasizing the impor-
tance of ensuring appropriate care after discharge.

The author notes that in his population, the presence of
evidence of significant illness during evaluation, or persist-
ent crying beyond the initial assessment, was predictive of
serious illness with a sensitivity of 100%, specificity of 77%,
and positive predictive value of 87%. In addition, no infant
with a normal evaluation and lack of persistent crying after

The Irritable Infant
nEmory Petrack, MD, FAAP, FACEP

Emory Petrack is president of Petrack Consulting,
Inc. (www.petrackconsulting.com), based in Shaker
Heights, OH and medical director of the Pediatric
Emergency Department at Fairview Hospital and
Hillcrest Hospital in Cleveland. He also sits on the
Advisory Board of JUCM. Dr. Petrack may be
contacted at epetrack@petrackconsulting.com.

Table 1. Serious Causes of Infant Irritability

Acute surgical abdomen
Congestive heart failure
Corneal abrasion
Electrolyte disturbance
Foreign body
Hair tourniquet
Incarcerated hernia
Intussusception
Physical abuse
Serious infectious illness
Supraventricular tachycardia
Testicular torsion
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the assessment was found to have serious illness.
A thorough history can aid in the differentiation of infants

at risk for serious illness from those in whom underlying se-
rious disease is unlikely. It is important to ask for a detailed
description of the infant’s birth history, significant past
medical illnesses or injuries, feeding history, medications,
history of known trauma, presence of vomiting and/or diar-
rhea, and immunization history.

Physical Examination
A complete and thorough physical examination is essential.
This exam should include completely undressing the infant
and examining all parts of the body.

Skin findings can include uncomfortable rashes such as
eczema or varicella, minor trauma, redness or swelling from
an immunization reaction, or subtle findings of abuse.

Vital signs are important to note. Fever can be associated
with a variety of infections, including viral illnesses, otitis
media, urinary tract infection, or meningitis. Tachycardia
might be indicative of blood loss from trauma, dehydration,
stress reaction, congestive heart failure, or if >200, supraven-
tricular tachycardia. Tachypnea can be associated with a va-
riety of respiratory illnesses, hypoxia, or heart failure.

Potential findings in the ears, eyes, nose, and mouth in-
clude various foreign bodies, otitis media, infectious
processes, and evidence of teething. Eyes should be exam-
ined with fluorescein to look for a corneal abrasion.

Respiratory findings, such as wheeze or rales, suggest a
variety of respiratory-related illnesses, including asthma,
bronchiolitis, pneumonia, foreign body, and congestive
heart failure. The latter is further supported by auscultation
of a significant murmur.

Abdominal findings, such as significant tenderness or
guarding, are suggestive of potential surgical concerns usu-
ally requiring timely intervention. These include incarcerated
hernia, volvulus, intussusception, and appendicitis. Gas-

troenteritis can present with irritability, but should be accom-
panied by other signs related to the gastrointestinal system
(vomiting, diarrhea).

Findings on genitourinary examination may suggest tes-
ticular torsion. Hair tourniquet of a digit or penis is an un-
common cause of irritability which can only be discovered
on careful examination.

Abnormal neurologic findings, including a markedly ab-
normal cry or specific neurologic signs, are suggestive of
meningitis.

Lastly, the extremities should be examined for abnormal
movement or tenderness, suggestive of trauma or an infec-
tious process, such as osteomyelitis or septic arthritis.

The history and physical examination, taken together,
often uncover the etiology of infant irritability. However, the
clinician will still frequently be faced with a patient who has
a negative evaluation.

The good news is that the majority of these infants will
prove to be quite consolable by feeding or holding during or
shortly after their evaluation. This group of infants is unlikely
to have significant underlying illness, and is more likely to
be exhibiting behavior related to the many non-urgent
causes of irritability (Table 2).

Colic
For the infant less than 3- to 4-months-old, a common diag-
nosis is either normal crying or infantile colic.

While a detailed discussion of colic is beyond the scope
of this article, it is important to remember the basic defini-
tion of colic: unexplained paroxysms of irritability, fussing,
or crying lasting for a total of more than three hours a day
on more than three days per week. These “attacks” typically
occur in the evenings, starting between 3-days and 3-weeks-
of-age and subsiding by 3- to 4-months-of-age.

If the patient you are examining does not fall within
these parameters, it is unlikely to be colic. Specifically, one
needs to use caution in giving the diagnosis of colic in a
young infant presenting with new-onset irritability.
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“A complete and thorough

physical examination…

should include

completely undressing the

infant and examining

all parts of the body.”

Table 2. Common Non-urgent Causes of Irritability

Otitis media

Minor trauma

Viral syndrome with or without fever

Stomatitis

Immunization reactions

Minor skin rashes

Teething

Insect bites
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Other Possibilities
For other infants, it is important to discuss the various pos-
sibilities with the caregivers. Issues concerning feeding
(over- or underfeeding), teething, and parental stress related
to infant care are all important to explore. Caregivers should
be questioned about the options for increased support,
such as family or friends, during this stressful period. Most
importantly, since a definitive diagnosis has not been estab-
lished, infants in this group should receive follow-up within
24 to 48 hours (or sooner, if indicated) to ensure that a more
serious illness was not missed.

Occasionally, an infant will have a negative evaluation, yet
will continue to be inconsolable during and after the eval-
uation. Although infants in this group may prove to have a
benign underlying cause, a substantial number of infants in
this category will ultimately prove to have a significant ill-
ness or injury.

In the truly inconsolable infant with a history of persist-
ent irritability, it is prudent to consider some ancillary test-
ing. At a minimum, electrolytes, CBC, urinalysis and urine
culture, and lumbar puncture with evaluation/culture of
the cerebrospinal fluid, should be considered.

Urinary tract infection has been found to be a significant
cause of irritability in infants with a non-contributory history
and physical examination.

Other tests to consider include skeletal survey and head
CT scan (for trauma or abuse).

An infant with a negative laboratory and radiographic
work-up who becomes consolable may be sent home with
reliable parents and close follow-up, generally within 24
hours. Any infant who remains inconsolable is best admit-
ted to the hospital until a diagnosis can be established.

Conclusion
Although at times a simple diagnosis is easily established,
the infant presenting with excessive irritability often pres-
ents a significant challenge. Establishment of the likely di-
agnosis, combined with exclusion of significant illness or in-
jury, is a prerequisite to the formulation of an appropriate
management plan.

Through a logical and stepwise approach, the urgent care
clinician can usually establish the etiology and develop a
treatment plan for infant irritability. When unable to deter-
mine the underlying cause for a particular infant, close fol-
low-up should result in optimal patient care. n

Reference
1. Poole S. The infant with acute, unexplained, excessive crying. Pediatrics.
1991;88:450-455.
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ABSTRACTS IN URGENT CARE

Diagnostic Medical Errors:
What Goes Wrong and Why
Key point: Errors often occur because clinicians don’t consider
the diagnosis, test for it, or follow up on abnormal test results.
Citation: Schiff GD, HasanO, Kim S, et al. Diagnostic error in
medicine: Analysis of 583 physician-reported errors. Arch In-
tern Med. 2009;169:1881-1887.

Autopsy data from the past few decades reveal diagnostic er-
ror rates of 10% to 15%, but do not informus about the causes
of these errors. Absent extraordinary surveillance of the clini-
cal process, only reporting by clinicians who have committed
or observed errors can tell us aboutwhat goeswrong andwhy.
Researchers recruited U.S. physicians by mail and at meet-

ings and asked them to anonymously report three cases of di-
agnostic errors (their own cases or those of close associates)
and to fill out a questionnaire describing the error, the con-
tributing factors, the seriousness of its clinical impact, and the
correct diagnosis.
The steps in the diagnostic process that were most fre-

quently associated with errors were laboratory and radiologic
testing, accounting for 44% and 32% of errors, respectively.
Pulmonary embolus and drug reactions were the most fre-

quently missed diagnoses (4.5% each), followed by lung can-

cer (3.9%), colorectal cancer (3.3%), breast cancer and acute
coronary syndrome (3.1% each), and stroke (2.6%).
Seriousness of clinical impact was rated as major for 28%

of errors, moderate for 41%,minor for 22%, and none for 6%;
data were missing for 3%.
How to ensure that physicians always consider and rank the

possible etiologies of their patients’ symptoms remains vexing.
A system of real-time, computer-driven data management
that is embedded in physician workflow could go a long way
toward meeting this goal.
[Published in J Watch Emerg Med, December 18, 2009—J.

Stephen Bohan, MD, MS, FACP, FACEP.]n

Can We Risk Stratify Older Patients with
Syncope?
Key point: A syncope score stratifies patients aged ≥60 into
groups with low, intermediate, and high risk for serious events
within 30 days.
Citation: Sun BC, Derose SF, Liang L-J, et al. Predictors of 30-
day serious events in older patientswith syncope.AnnEmerg
Med. 2009;54(6):769-778.

Guidelines suggest that patients <60 years of age with no ob-
vious cause of syncope or evidence of cardiac or electrocardio-
gram abnormalities can be treated as outpatients. Less evi-
dence is available to guidemanagement of syncope in patients
aged≥60,who have higher rates of syncope and associated se-
rious events than younger patients.
In a retrospective chart review, researchers identified clini-

cal variables that correlated with the occurrence of serious

Nahum Kovalski is an urgent care practitioner and
assistant medical director/CIO at Terem Emergency
Medical Centers in Jerusalem, Israel.

On Med Errors, Syncope in Older
Patients, Pain with Cervical Strain,
Low Back Pain, and Red Eye
n NAHUM KOVALSKI, BSc, MDCM

Each month, Dr. Nahum Kovalski reviews a handful of abstracts from, or relevant to, urgent care practices and practitioners.For the full reports, go to the source cited under each title.
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events within 30 days in 2,584 pa-
tients aged ≥60 who presented
with syncope or near syncopewith-
out a serious underlying cause to
three emergency departments in
California during a four-year period.

Serious events included arrhyth-
mia, hemorrhage or anemia, my-
ocardial infarction, structural heart
disease, stroke, pulmonary em-
bolism, aortic dissection, subarach-
noid hemorrhage, and death.

Variables associated with in-
creased risk for serious eventswere
age >90, male sex, history of ar-
rhythmia, triage systolic blood pres-
sure >160mmHg, abnormal ECG re-
sult, and abnormal troponin I level.
One variable—complaint of near
syncope rather than syncope—was
associated with lower risk.

The authors calculated risk
scores by adding high-risk predic-
tors and subtracting the low-risk
predictor. A score of -1 or 0 corre-
lated with an event rate of 2.5%
(low risk); a score of 1 or 2 with an
event rate of 6.3% (intermediate
risk); and a score of 3 to 6 with an
event rate of 20% (high risk).

[Published in J Watch Emerg Med,
January 8, 2010—Richard D. Zane,
MD, FAAEM.]n

Muscle Relaxant Adds No
Benefit to Ibuprofen for
Cervical Strain
Key point: Pain relief did not differ
amongpatientswho received ibupro-
fen, cyclobenzaprine, or both drugs.
Citation: Khwaja SM,MinneropM,
Singer AJ. Comparison of ibupro-
fen, cyclobenzaprine or both in pa-
tients with acute cervical strain:
A randomized controlled trial.
CJEM. 2010;12(1):39-44.

Muscle relaxants often are pre-
scribed for neck and back pain, de-
spite the lack of evidence of bene-
fit. Researchers evaluated the effect

A B S T R A C T S
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of cyclobenzaprine in a prospective, randomized, double-blind
study in a convenience sample of 61 adult patients (mean
age, 34; 58% women) who presented to a level I trauma cen-
ter emergency department with acute cervical strain.
Patients received ibuprofen (800 mg), cyclobenzaprine (5

mg), or both drugs three times daily for up to seven days, as
needed for pain. All patients received an initial dose of 800mg
of ibuprofen in the ED.
Patients rated pain severity on a 100 mm visual analog

scale 30 to 60minutes after taking themorning dose of med-
ication. Pain scores improved significantly over seven days in
all three groups and did not differ among groups. Adverse ef-
fects were minimal.
A small dose of cyclobenzaprinewas used in this study, per-

haps to avoid the anticholinergic, antihistaminic, and sedative
side effects of this drug, which is closely related chemically to
tricyclic antidepressants.
No convincing evidence supports theuse of cyclobenzaprine

in painfulmusculoskeletal conditions, and thedrug’s benefit-to-
adverse effect profile, therefore, argues against prescribing it.
[Published in J Watch Emerg Med, February 5, 2010—Kristi L.

Koenig, MD, FACEP.]n

Low Back Pain and Best Practice Care: A
Survey of General Practice Physicians
Key point: Usual Care for Low Back Pain Doesn’t Align with
Guideline Recommendations
Citation: Williams CM, Maher CG, Hancock MJ, et al. Arch In-
tern Med. 2010;170(3):271-277.

Researchers examineddataon some 1,700visits togeneral prac-
titioners fornew lowbackpain from2005 to2008, afternational
guidelines for treatingmusculoskeletal pain were released.
Among the findings: Although guidelines recommend

acetaminophen as a first-line analgesic, it was prescribed for
only 18% of patients. NSAIDs and opioids were prescribed
for 37% and 20%, respectively. One fourth of patients were
referred for imaging, despite guidelines advising against rou-
tine referral. Only one fifth of patients received advice and
education as recommended.
The authors concluded that “the results indicate that in

most cases, usual care is not evidence-based care and so is not
likely to provide the best outcomes.”n

Diagnosis and Management of Red Eye in
Primary Care Reviewed
Key point: Primary care physicians can handle/triage cases of red
eye.
Citation: Barclay L. Diagnosis and management of red eye in
primary care reviewed.
Available at: www.medscape.com/viewarticle/715549.

Eye discharge, redness, pain, photophobia, itching, and vi-
sual changes are the characteristic signs and symptoms of
red eye. The condition is usually benign and can be managed
by primary care physicians. Conjunctivitis is the most com-
mon cause of red eye.
Other common causes of red eye conjunctivitis include ble-

pharitis, corneal abrasion, foreign body, subconjunctival hem-
orrhage, keratitis, iritis, glaucoma, chemical burn, and scleritis.
Complete patient history and thorough eye examination are

needed to diagnose the cause of red eye. Useful questions to
cover in the history include duration of symptoms andwhether
they are unilateral or bilateral, type and amount of discharge,
visual changes, pain severity, photophobia, response to previ-
ous treatments, use of contact lenses, and history of allergies
or systemic illness.
Ocular examination should include thorough inspection of

the eyelids, lacrimal sac, pupil size and reactivity to light,
corneal involvement, and the pattern and location of hyper-
emia, as well as visual acuity and the presence or absence of
preauricular lymph node involvement.
In viral conjunctivitis, vision, pupil size, and reaction to

light are typically normal. Findings may include diffuse con-
junctival injections (redness), preauricular lymphadenopa-
thy, and a lymphoid follicle on the undersurface of the eye-
lid. Pain is usually mild or absent, but there may be
occasional gritty discomfort with mild itching and watery to
serous discharge.
Herpes zoster ophthalmicus is associated with a vesicular

rash, keratitis, and uveitis. Rash and conjunctivitis usually pre-
cede the pain and tingling sensation in a dermatomal distribu-
tion, followed by periocular vesicles. Someone presentingwith
these symptoms should be referred to an ophthalmologist.
Acute and chronic bacterial conjunctivitis are associatedwith

eyelid edema, conjunctival injection, mild to moderate pain
with stinging foreign-body sensation, andmild tomoderate pu-
rulent discharge. Visual acuity is usually preserved, with nor-
mal pupil reaction and no corneal involvement. Themost pre-
dictive factor is the presence ofmucopurulent secretionswith
bilateral glued eyes on awakening. Staphylococcus aureus is the
most common pathogen in adults, and Streptococcus pneumo-
niae and nontypeable Haemophilus influenzae are most com-
mon in children.
The underlying cause of red eye determines the appropri-

ate course of treatment. In the primary care management of
red eye, a crucial objective is to recognize when emergent re-
ferral to an ophthalmologist is required.
Conditionsmandating referral include severe pain refractory

to topical anesthetics, need for topical steroids, vision loss, co-
pious purulent discharge, corneal involvement, traumatic eye
injury, recent ocular surgery, distorted pupil, herpes infection,
or recurrent ocular infections. n
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In each issue, JUCMwill challenge your diagnostic acumen with a glimpse of x-rays, electrocardiograms,
and photographs of dermatologic conditions that real urgent care patients have presented with.
If you would like to submit a case for consideration, please e-mail the relevant materials and present-

ing information to editor@jucm.com.

I N S I G H T S I N I M A G E S

CLINICAL CHALLENGE: CASE 1

The patient is a 22-year-old male who fell and landed directly on his shoulder. On examination,
you note marked local swelling and decreased range of motion.

View the image taken (Figure 1) and consider what your diagnosis and next steps would be.

Resolution of the case is described on the next page.

FIGURE 1
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T H E R E S O L U T I O N

I N S I G H T S I N I M A G E S : C L I N I C A L C H A L L E N G E : C A S E 1

The x-ray shows a fracture of the coracoid process and a separation of the acromioclavicular
joint.

This is a significant trauma, meriting evaluation by an orthopedist in the hospital.

Acknowledgment: Case presented by Nahum Kovalski, BSc, MDCM, Terem Emergency Medical Centers, Jerusalem, Israel.

This case is one of hundreds that can be found in Terem’s online X-ray Teaching File, with more being added daily.
Free access to the file is available at https://www2.teremi.com/xrayteach/. A no-cost, brief registration is required.
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I N S I G H T S I N I M A G E S

CLINICAL CHALLENGE: CASE 2

The patient is a 26-year-old who presents to urgent care after “twisting” the right foot,
complaining of local pain but able to bear weight.

View the image taken (Figure 1) and consider what your diagnosis and next steps would be.

Resolution of the case is described on the next page.

FIGURE 1
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T H E R E S O L U T I O N

I N S I G H T S I N I M A G E S : C L I N I C A L C H A L L E N G E : C A S E 2

The patient suffered a cortical avulsion fracture of the navicular bone. This injury is usually
associated with ligamentous injury of the mid-foot.

Apply a posterior short leg splint and recommend orthopedic follow-up.

Acknowledgment: Case presented by Nahum Kovalski, BSc, MDCM, Terem Emergency Medical Centers, Jerusalem, Israel.

FIGURE 2
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S
exual harassment emerged
as a major human re-
sources issue in the 1990s.

Victims of alleged sexual
harassment—who can be
men or women—sometimes
find sympathetic juries will
award punitive damages and
attorney fees amounting to
thousands of dollars against
a business owner—regardless
of whether the owner en-
gaged in, or was even aware
of, the harassment.

To protect the business
and maintain its reputa-
tion, an urgent care opera-
tor must create a workplace
that is free of harassment
and promptly deal with
any allegations of inappropriate behavior.

What is Sexual Harassment?
According to the U.S. Equal Employment Opportunity

Commission, sexual harass-
ment involves any unwel-
come, one-sided, sexual ad-
vances; requests for sexual fa-
vors; and other verbal or
physical conduct of a sexual
nature that comes from su-
pervisors, coworkers, clients,
or other individuals in the
workplace. It may be perpe-
tratedbymen,women, trans-
gendered, or gender-con-
fusedpersons;victimsmaybe
heterosexual or homosexual,
and of the same or opposite
sex as the perpetrator.

Sexual harassment vio-
lates federal and many state
laws thatprohibitdiscrimina-
tion, intimidation, retalia-

tion, and other conduct which undermines the integrity
of the employment relationship.

Conventional definitions of sexual harassment divide
behavior into one of two categories:

© iStockPhoto.com

Practice Management

Protecting the Urgent
Care Center from Sexual
Harassment Claims
Urgent message: Sexual harassment claims can be costly for an urgent
care operator, not to mention ruinous to a center’s reputation. An urgent
care center should protect itself by having firm policies and procedures
in place to prevent and resolve sexual harassment issues.

Alan Ayers, MA, MAcc
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P R O T E C T I N G T H E U R G E N T C A R E C E N T E R F R O M S E X U A L H A R A S S M E N T C L A I M S

n Quid pro quo harassment:When advancement
of one’s career—such as a promotion, pay raise,
time off, ormore desirableworking condi-
tions or hours—is dependent onproviding
sexual favors. Quid pro quo also applies to
avoidance of a detriment, such as being
fired or demoted. Usually, the victim has
to choose between submitting to the ha-
rassment and losing his/her job. One oc-
currence is generally sufficient to prove
quid pro quo harassment.

n Hostile and offensive work envi-
ronment: More common but alsomore
difficult to prove than quid pro quo ha-
rassment is a hostile and offensive work
environment where unwanted physical
or verbal behavior interferes with an em-
ployee’s work performance, or where an
intimidating and offensive work setting is
created. The frequency and severity of
behavior contributing to a “hostile and
offensive work environment” is subject to
interpretation by the courts, but generally
the harassing behavior is repeated over
time.

Because some circumstances can be classified
under both headings—and many instances of
“sexual harassment” are neither “hostile” nor
“sexual”—courts have moved away from the
quid pro quo/hostile environment dichotomy
to instead look atwhether or not the terms and
conditions of employment are affected be-
cause of unwanted conductmotivated by gen-

der. Figure 1 illustrates this
new framework for determin-
ingwhether behavior is sexu-
al harassment.

Sexual Harassment Risks in
Urgent Care Centers
Numerous factors (highlight-
ed in Table 1) contribute to
sexual harassment being a
business risk for urgent care
centers.
In physician-owned and

operated businesses, providers
and staff not only work long
hours in close proximity, but

there are significant differences in power, income, and
social status between the two. It’s often easy for

Table 1. Factors That Make Urgent Care Centers Susceptible to
Sexual Harassment Claims

n Typically, urgent care centers are small businesses; when the owner,
operator, and supervisor are the same individual, an employee may
feel they are unable to voice a complaint without their job being
threatened.

n There are gender differences and a broad power differential between
the medical doctor—who is typically the center’s owner, operator,
and/or employee supervisor—and support staff in terms of income,
education, and social status.

n Providers and assistants working long hours in close proximity settings
like labs and exam rooms may be conducive to unwelcome touching
that could be considered harassment. In addition, medical practice
often occurs behind closed doors with no witnesses.

n Urgent care centers deal with patient privacy related to sexual
behavior and physical appearances on a daily basis. Comments to staff
about a patient’s sexuality or physical attributes outside the context of
providing medical treatment may be considered offensive.

n There is greater diversity in the medical workforce, with changes in
conventionally anticipated gender roles. Urgent care centers must be
sensitive to unexpected patterns of harassment—initiated by men or
women, heterosexuals or homosexuals, and targeting individuals of
the same or opposite gender.

n Start-up medical practices often fail to conduct thorough reference and
background checks. An individual who has been disciplined or
dismissed from previous employment due to harassing behavior can
bring a host of problems—including “negligent hiring” claims—to a
future employer if such behavior is not anticipated and contained.

Figure 1. Is the behavior sexual harassment?

Yes

First question is whether the behavior is sexual harrassment

If “no” to any one question, the conduct is probably not sexual harrassment.

Does the
conduct affect

employment terms
and conditions?

Is the conduct
motivated by

gender?

Is the conduct
unwanted?

If “yes” to all three, the behavior could be sexual harrassment.
Next question is whether the employer is liable for the behavior.

Yes Yes

NoNoNo
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providers and staff to become too casual in their
interactions and naïve as to the perceptions of
certain behavior or the liability posed to the
practice.

When is an Urgent Care Center Liable for
Sexual Harassment?
An urgent care centermay be liable for the acts
of its employees if an owner, officer, supervi-
sor, or other individual with power over an
employee engages in behavior that could be
considered sexual harassment.
Likewise, an employermay be liable for cre-

ating a harassing environment if the employer:
n fails to take steps to prevent a hostile and
offensive work environment

n fails to respond to specific complaints or
allegations of harassment

n knows about potentially offensive behav-
ior and fails to take corrective action.

Table 2 illustrates situations in which an
employer may be liable for harassment.

Urgent care centers have a duty to prevent
and correct harassment, and employees have
a duty to avoid harassment by using the cen-
ter’s complaint procedures. (Every urgent care
center should have such procedures in place
and known to employees, though further dis-
cussion of such is beyond the scope of this ar-
ticle.) However,many urgent care centers have
not addressed the issue or have not defined a
policy regarding sexual harassment.

Urgent Care Centers Need a Sexual
Harassment Policy
An urgent care operator’s best defense is to
make sure that everyone in the center—providers, ad-
ministrators, supervisors, and staff—understands there
will be zero tolerance of harassment in the workplace,
that complaintsmay be taken “straight to the top,” that
a timely, thorough, and impartial investigation of any
claims will occur, and that appropriate and swift correc-
tive action will be taken based on the findings.
A written sexual harassment policy, included in the

employee handbook, can avert much of the risk of sex-
ual harassment by providing instructions for employees
and managers when sexual harassment issues arise.
Common elements of a written sexual harassment pol-
icy are outlined in Table 3.

In addition, an urgent care center’s general policies
and procedures should address sexual harassment issues
specific to the urgent care operating model.
For instance, urgent care centers deal with a whole

host of patient contact issues. Any jokes or unnecessary
comments about a patient’s physical appearance or sex-
ual behaviors should be strictly off limits. A provider
must also be aware of the potential for patients to cre-
ate or engage in potentially hostile situations or ad-
vances towards staff, and implement policies that pro-
tect staff members. These include:

n A chaperone, most likely a staff member or some-
one the patient arrived with, of the patient’s gen-

P R O T E C T I N G T H E U R G E N T C A R E C E N T E R F R O M S E X U A L H A R A S S M E N T C L A I M S

Table 2. Is the employer liable for harassing behavior?

If the harasser is a(n):
then the employer is
liable when

unless the employer
can show

Owner
Manager
Stockholder
CEO
President

harassment occurs. NA

Supervisor harassment occurs
and results in a
negative employment
action.

NA

Supervisor harassment occurs
and causes a hostile
working environment

• employer took
reasonable steps to
prevent and quickly
stop harassing
behavior
and

• employee
unreasonably failed
to take advantage
of employer’s
efforts to prevent
or stop harassing
behavior or to
avoid harm.

Coworker employer knew or
should have known
about the harassment

employer took
immediate and
appropriate corrective
action.

Non-employees (e.g.
patient, office tenant,
vendor)

employer knew or
should have known
about the harassment

employer took
immediate and
appropriate corrective
action.

NA, not applicable.
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der should always be present when a doctor is
examining a patient of the opposite sex.
n The provider should document in the pa-
tient’s chart whowas present during the ex-
amination, to prevent from relying on
memory should an issue arise at a future
date.
Every complaint, nomatter how seemingly

trivial or easily resolved, should be docu-
mented and investigated according to the
written policy.

Creating a Process for Documenting and
Investigating Claims
As with any clinical issue that leads to litiga-
tion, thorough written documentation is the
employer’s best defense should a sexual ha-
rassment claim progress to a lawsuit.
The employer’s response to complaints, the

level of detail involved in conducting investi-
gations, and punitive consequences should
be applied consistently across cases to avoid
“double standards” in which a favored em-
ployee receives a “slap on the wrist” versus a
more negative outcome in another case. Not
only is being fair and equitable an important
component of preventing and correcting ha-
rassment, but efforts to intimidate or retaliate
against an employee who has filed a claim can
result in damages—even if it turns out no sex-
ual harassment occurred.
The individual receiving and investigating

claims should never be a supervisor or in the
chain of command of the alleged harasser or
victim, but rather, an independent or neutral
third party—such a human resources officer or
board advisor. Small businesses where the
owner, operator and supervisor are the same
individually typically refer complaints to their
attorney and utilize an experienced consultant
to conduct the investigation.
Any employee found to have participated in

sexual harassment that is still with the organ-
ization after punitive action is taken should be
monitored to assure the employee has com-
pletely disengaged from such behavior.

Assuring a Harassment-free Culture
Urgent care operators have a duty to provide

P ROT E C T I N G TH E U RG EN T C A R E C EN T E R F ROM S E XUA L HA RA S SM EN T C L A IM S

Table 3. Common Elements of a Sexual Harassment Policy

The urgent care operator’s duty to prevent sexual harassment starts with
developing a strong policy statement and disseminating it to all employees:

n Adopt an attitude of zero tolerance. A sexual harassment policy
should make it clear there are serious consequences to sexual
harassment and that employees should avoid all behaviors that cast
coworkers in sexual terms or have the potential of being offensive or
intimidating.

n Define sexual harassment and provide examples. The policy should
define what sexual harassment is and include examples of intolerable
behavior, such as comments about an employee’s body or clothing,
sex-based jokes or innuendo, gossip and rumors about an employee’s
personal life, dating or asking employees out, sexual assault or
inappropriate touching, and others.

n Develop a complaint procedure. Employees who feel they’ve been
harassed should understand their duty to report it timely and
accurately, using the employer’s complaint procedure. The policy
should outline every step of how to file a complaint, how an
investigation will occur, and how outcomes will be reported, as well as
punitive actions that may be taken.

n Document every incident.With a process in place, employers should
document every alleged incident—regardless of how seemingly
minor—and maintain detailed notes of every step taken in resolution.
Failure to document and investigate a claim can be held against an
employer at a later date, even if it’s found no harassment occurred.

n Assure confidentiality and anti-retaliation. All parties to a sexual
harassment claim can be embarrassed, and allegations—regardless of
whether they’re substantiated—can permanently damage reputations.
Except when necessary for an investigation or legal action, all
communication around a sexual harassment claim should be kept
strictly confidential.
Because sexual harassment is typically a power move of a supervisor

over a subordinate, those who have been subjected to harassment must
also know they will have protection against later vengeful acts.
Retaliation against someone who has complained about sexual
harassment is against the law.

n Implement an ongoing training program. Having a sexual
harassment policy is not enough; the policy must be accompanied by
an active and ongoing training program. The policy should, therefore,
describe how it is communicated to employees, including the content
and frequency of training.

Sources: Schickman MI. Sexual harassment: Employer’s role in prevention. American Bar Association
General Practice, Solo & Small Firm Practice Guide. 1996; Winter. Schleifer J. 8 elements your sexual
harassment policy must have…and why just having a strong policy isn’t enough. HR Daily Advisor.
2006; June 18. Hartmus D. Elements of a good sexual harassment policy. The Public Manager. 2000;
Spring. Reese L. Employee satisfaction with sexual harassment policies. Public Personnel
Management. 2004; March 22.

Continued on page 35

harrass-0410 3/23/10  8:31 PM  Page 30



www. jucm.com JUCM The Journa l o f Urgent Care Medic ine | Apr i l 2010 31

H E A L T H L A W

In his book How the Mighty Fall: And Why Some Companies
Never Give In, Jim Collins discusses the five markers or stages
of decline and how a company can identify these stages and

reverse itself even after large-scale defeats along the way.
(Or, as Bluto ( John Belushi) said in Animal House, “Was it over
when the Germans bombed Pearl Harbor?”)

Applying those stages to the rough patch of road Toyota
has been riding brings into focus a cautionary tale with ap-
plications to many other industries—including urgent care.

Stage 1: Hubris Born of Success
Arrogance or hubris kicks in when leaders believe that they
are entitled to their success because they are so (fill in the
adjective) smart/hardworking/innovative/disciplined, etc.

Toyota had enjoyed a 20-plus year history as the quality
automotive leader. Essentially, they were wedded to their
own success story. The company realized too late that its ve-
hicles had serious safety issues because their collective
ego, built upon 20 years of success, could not accept that
they, too, suffered from engineering missteps.

The most successful businesspeople I know remain both
humble and irrationally afraid that their success is only due
to luck or some other fortuitous circumstances that were
somehow out of their control. They continue to devote their
energies towards constant improvement and always be-
lieve their competitors are on their heels.

Take-home point: As Frank Leahy, the venerable Notre
Dame football coach once said, “Egotism is the anesthetic
that dulls the pain of stupidity.”

Stage 2: Undisciplined Pursuit of ‘More’
Undisciplined means that business leaders are delving into

new unexplored areas or are pursuing areas outside of their
core values without adequately assessing their risks.

If you believe that you can accomplish anything given
your past success, this headlong race to the unknown is the
logical next step. This has also been called growth for
growth’s sake, or overreaching.

Until about five years ago, Toyota spread its best engi-
neers out all over the world in its new plants or design stu-
dios to mentor young engineers. That stopped when they
dramatically increased their production capacity and did
not have enough of their seasoned engineers to go around.
Despite the fact they had large cash reserves, they did not
have the necessary fuel (human capital) to grow their infra-
structure.

Take-home point: Your growth cannot outpace your talent.

Stage 3: Denial of Risk and Peril
Discounting data which portend bad results is the hallmark
of stage 3. Leaders fall back on their egos and explain away
bad results as temporary or cyclical, never looking at the
root-cause of the issue. At the same time, leaders put a pos-
itive spin on neutral data and over emphasize good data.

In the case of Toyota, executives admitted that they had
purposely underplayed the disparate reports of unexplained
acceleration.

Think of it this way: If you are a fighter pilot flying an air-
plane, you consciously make some decisions and take some
risks which will subject your plane to some hits. However,
if you take a risk that can, if it fails, blow your wing off, you
will want to take a hard look at whether the risk outweighs
the benefit.

As Pappy Boyington, leader of the Black Sheep Squadron
said, “The air battle is not necessarily won at the time of the
battle. The winner may have been determined by the
amount of time, energy, thought and training an individual
has previously accomplished in an effort to increase his
ability as a fighter pilot.”

Too Big to Fail—Urgent Care
Lessons from Toyota
n JOHN SHUFELDT, MD, JD, MBA, FACEP

John Shufeldt is the founder of the Shufeldt Law Firm, as
well as the chief executive officer of NextCare, Inc., and sits
on the Editorial Board of JUCM. He may be contacted at
JJS@shufeldtlaw.com.

Continued on page 34
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OCCU PAT I ONA L MED I C I N E

Somewhere between the episodic nature of the typical urgent
care visit and the steady relationship between patient and
primary provider lies a need for employers—your occupa-

tional medicine customers and prospects—to support the
health of their employees.

This needmay be especially greatwithmany companies hav-
ing trimmed their workforces; fewer employees doing more
work than ever before means there is real economic value in
keeping those workers well and on the job.

Given that instilling proper health habits serves to enhance
the health status of aworker population, thereby reducing un-
necessary costs for a parent company, wellness servicesmight
seem like an “easy sell.” Nothing could be further from the
truth.

Consider the following:
n Historically, wellness services have been offered in a

standalone, a la cartemanner, along the lines of aweight
management lecture, or an isolated smoking cessation
program. Yet experts caution against wellness interven-
tions that are not developed in the larger context of an
integrated, long-term and systematic approach.

n Services have rarely been designed around the genuine
needs of the worker population at a given company.
Granted, Health Risk Appraisals have been out there for
decades, but they were rarely done in conjunction with
awellness programand,when conducted, the connection
between the results of an HRA and an ensuing interven-
tion strategy has been spotty at best.

n Wellness services have seldom been marketed (rather
than sold), and many clinics’ employer prospect uni-

verses were poorly educated about wellness services.
Wellness services, standalone commodities that they
were, invariably sat at the bottom of most sales profes-
sionals’ portfolios.

n Generally, it has proved difficult to articulate the value of
a wellness program. The typical approach was simply to
recite such buzz phrases as: “lowers cost,” “increases pro-
ductivity,” “lowers absenteeism.” On the rare occasions
when actual data were rolled out to support these plati-
tudes, the information tended to be confusing and/or
meaningless to the employer prospect.

The New Wellness Sales Paradigm
In the hope that we have learned from ourmistakes, I offer six
principles that support thenewwellness services sales paradigm:

1. Make eachwellness package needs based.Makewell-
ness programs responsive to the genuine needs of a com-
pany’s workforce. This is where HRA assessment tools
come in. A superior tool provides a roadmap to identify
high-risk individuals, associate unhealthy health habits
with an approximation of lost dollars, and serves as the
foundation for amultistagewellness intervention strategy.

But it does not end there. Far too often, the results
from an assessment instrument are not interpreted, are
interpreted poorly, and/or do not lead to a prudent inter-
vention strategy.

2. Anoint “wellness services”with a newmoniker.Well-
ness sales professionals are often victims of the errors as-
sociatedwith sellingwellness services in the past. Often,
prospective buyers recoil at themeremention of the term
“wellness.” Try not to enter the battle with one arm tied
behind your back. Comeupwith a synonym that suggests
a refreshingly new, modern intervention, such as “em-
ployee health enhancement.”

3. Recognize thatmarketing drives sales. Ideally,market-
ing drives sales, not vice versa. The probability of success

SellingWellness Services
to Employers
n FRANK H. LEONE, MBA, MPH

Frank Leone is president and CEO of RYAN Associates
and executive director of the National Association of
Occupational Health Professionals. Mr. Leone is the author
of numerous sales and marketing texts and periodicals,
and has considerable experience training medical profes-
sionals on sales and marketing techniques. E-mail him at
fleone@naohp.com. Continued on page 35
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C O D I N G Q & A

Q.We have quite a few primary care physicians who
regularly send patients to our urgent care center for

x-rays. These patients have a prescription for the x-ray
service, and they don’t want to be seen by the urgent care
doctor.
I have several questions related to this service:
1. Should we collect the urgent care copay (or) radiol-
ogy imaging services copay (which is usually $0)?

2. Should we code S9083 to payors whose contract
states that the only contractwemay bill is the urgent
care global code—S99083?

3. Shouldwe add S9088 (services rendered in an urgent
care center)?

4. Should I use the samediagnosis code that the patient
brings along with the script from their primary care
doc for billing purposes?

5. The urgent care physician does not see the patient
face-to-face, but is the physician still responsible to
read the x-ray?

– Question submitted by John Whalen, Aloma Urgent Care,
Florida

A.In answer to your questions:
1. Copay: Every payor is different, so youwill have to check
with each payor. Since you are contracted as an urgent
care, payorsmay automatically apply the urgent care co-
pay. Youmay, however, be able to get payors towaive this

copay when only radiological services are performed.
Contact each payor to understand their policy.

2. S9083:Most payorsmayaccept this code, especially since
they usually havenoway to see that nophysician services
were rendered by the urgent care center. The payor, how-
ever, is not likely to view this as the intended use of the
code. Just billing the x-ray codeswithout having the payor
change your setup is likely to result in denials.
Since their software is likely designed to allowonly this

code from your practice, you should contact the payor to
see if they will allow you to bill radiological services,
when this is the only type of service provided.
Some payorsmay refuse to pay for visits for radiolog-

ical services only, as theywill interpret the contract as of-
fering reimbursement for urgent care services only. But
with persistence on your part,most payorswill be reason-
able in finding away to reimburse you for this important
service to their members.

3. S9088: Payorsmay reimburse you for this code, though
doing so would not be consistent with the spirit of this
code for this type of visit, as you are not actually render-
ing urgent care services. Such coding abuses often result
in payors changing their policies and result in blanket de-
nials for certain codes, even for urgent care centers that
are using the codes as they were intended to be used.

4. ICD-9: Yes, the diagnosis on the prescription is appropri-
ate to use. You will want to be sure that the payor will
cover the specific radiological service (i.e., reimburse for
the CPT) when linked to that ICD-9 code.

5. Professional fee:Usually, the urgent care centerwill send
these films to an outside radiologist, who will provide a
reading back to the ordering physician and bill the appro-
priate CPT code with modifier -26 (professional compo-
nent) to get reimbursed for the reading of the study. In

David E. Stern, MD, CPC is a certified professional coder. He is
a partner in Physicians Immediate Care, operating 12 urgent care
centers in Oklahoma and Illinois. Stern serves on the Board of
Directors of the Urgent Care Association of America and speaks
frequently at urgent care conferences. He is CEO of Practice
Velocity (www.practicevelocity.com), providing urgent care software
solutions tomore than 500urgent care centers. Hewelcomes your
questions about coding in urgent care.

Coding X-Rays Ordered by Outside
Docs, G-code for Drug Testing, and
99051 for Scheduled Visits
n DAVID STERN, MD, CPC
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this arrangement, you would code the CPT code with
modifier –TC (technical component) to be reimbursed
for the actual shooting of the film.n

Q.Is it appropriate to use special after-hours coding(99051), if the appointment was scheduled prior
to the date of service?
– Question submitted by Annette Richardson, Mayo Hospital,

ME

A.This codingmethodmay fit into the strict definition ofthe code, but it does not seem to fit the intent of the
rules. Payors that reimburse this for this code typically intend
to reimburse urgent care centers for the additional expense
of offering an alternative to the ED on evenings, weekends,
and holidays. Payors are not generally intending to reimburse
a practice simply for scheduling convenient hours for simple
physician office visits.
You could check with each payor, but as a general rule I

would discourage this practice, as abuses such as these tend
to result in blanket changes of payor policies that end up be-
ing applied to practices that do code as intended by the
payor for these codes.n

Q.Weoffer painmanagement services, andwe have
started drug testing all patients upon their visit to

our clinic. We are trying to bill Medicare for an E/M and
a drug screen, using codeG0431. The explanation for the
denial is that the provider is not certified or eligible to
be paid from this service. We have a CLIA number at-
tached to the claim.
– Question submitted by Tammy Scott

A.This question illustrates howcomplicated coding canbeandhowcryptic explanations of denial canbe. The code
G0431 becameeffective on January 1, 2010.Until April 1, 2010,
however, CMS has instructed providers with a CLIA certificate
ofwaiver to report CPT80101QW.All other laboratoryproviders
must reportG0431. Youmayneed to re-bill any claims for serv-
ice dates between January 1 andMarch 31, 2010.n

Note: CPT codes, descriptions, and other data only are copyright
2010, American Medical Association. All Rights Reserved (or
such other date of publication of CPT). CPT is a trademark of the
American Medical Association (AMA).

Disclaimer: JUCM and the author provide this information for ed-
ucational purposes only. The reader should not make any appli-
cation of this information without consulting with the particu-
lar payors in question and/or obtaining appropriate legal advice.

C O D I N G Q & A

Or as Warren Buffet says, “It is only when the tide goes
out that you learn who has been swimming naked.” Around
now, Toyota President Akio Toyoda is looking for his suit.

Stage 4: Grasping for Salvation
By the time the decline is finally recognized, leaders typ-
ically respond one of two ways. When a leader ties their
hopes and the company’s fortune on a radical transforma-
tion, a new product, an untested strategy, or some other
sweeping game-changer, they have stepped into Stage 4.
Conversely, when they return to their core values and

culture, when they make deliberate, thoughtful choices
only then can they start back on the road to recovery.
To Toyota’s credit, much of their public statements have

focused on repairing their brand and returning to their
quality roots. Toyota, like many other companies facing
huge challenges (Xerox, HP, etc.), has experienced many
months of a downward spiral. Making a rapid course rever-
sal will not happen overnight, and will only come about
with a deliberate, focused strategy.

Stage 5: Rolling Over and Dying
Everyone knows someone who, when the going gets tough,
simply “folds up the tent.” In stage 5, after repeated “sil-
ver-bullet” failures and false starts, the company’s finances
and esprit de corps are so marginalized that the manage-
ment team gives up hope and simply settles for surviving
or dying.
The point of their struggle should not be to simply sur-

vive, but to persevere and regain their leadership position.
This requires leaders who keep the faith and never, despite
every setback, give up.
One of my favorite quotes on this subject is from Calvin

Coolidge, who said, “Nothing in this world can take the
place of persistence. Talent will not; nothing is more
common than unsuccessful people with talent. Genius
will not; unrewarded genius is almost a proverb. Education
will not; the world is full of educated derelicts. Persistence
and determination alone are omnipotent. The slogan ‘press
on’ has solved and always will solve the problems of the
human race.”
I suspect that Toyota will not be grasping for salvation;

nor will they roll over and die. It is more likely that they will
return to their roots, redesign their production system, take
their lumps from the various members of Congress, and
regain their dominace.
Great companies are not made or lost overnight.

Thankfully, the warning signs which portend collapse are,
according to Jim Collins, fairly consistent and are reversible
if the business’s leaders remain focused on their core
values and dedicated to persevering. n

H E A L T H L AW
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O C C U P A T I O N A L M E D I C I N E

on a given sales call goes up immeasurably if the
prospect is familiar with your organization, products,
and the inherent value of these products.

Update prospective buyers on the value and associ-
ated return-on-investment of packaged wellness serv-
ices. There is rarely enough time in a sales call to walk
a prospect though such concepts. Thus, a wellness ini-
tiative begins by steadily educating your public. Think
sound bites, testimonials, and the sharing of national
success stories.

4.Reflect your prospect’s perspective.When a sales pro-
fessional is selling a conceptual product, the inherent
reaction is to spout forth a litany of features and ration-
ale. Just the opposite is advisable.

Instead, use questions to understand the prospect’s
vantage point and encourage them to share their per-
spective. Useful questions might include:
• “Howdoes your absenteeism comparewith your ex-

pectations?”
• “Overall, how do you rate the overall health of your

employees on a scale of 1 to 5?”
5. Offer a taste test. I recently sampled a tiny chunk of

cheese at our local supermarket. Going in, I had not
planned to buy that or any other cheese; yet based on
the sample, I purchased an entire chunk.

So it iswith a discretionary purchase such aswellness
services.

Consider, for example, offering a discrete service—
say, a weight management program for up to five em-
ployees at each of 20 target companies. Granted, this
is not the long-term plan, but decision makers tend to
notice and participants tend to return to theirworkplace
as strong and vocal advocates of your program.

6. Educate. The more intangible a product is, the more
you need to become an educator and less a salesper-
son. Rather than “you should,” or “I suggest,” extend
phrases such as “the data show,” or “it is recognized
within the healthcare community that a fully integrated
approach to health and safety generates the most sig-
nificant long-term result to a company’s health and
safety.”

As of thiswriting,we are dealingwith an uncertain national
economy; better to bring it up, face it, and use it to your ad-
vantage than to ignore it. A compelling argument might be:

“In today’s economy,with a leaner company staff and
company resources, the well being of every one of
your employees becomes even more important. Your
company’s prosperity is contingent on sending the
healthiest, most positive team out there to the playing
field each and every day.” n

S E X UA L HA RA S SM EN T C L A IM S

a workplace that’s free of intimidation and harass-
ment; this starts with a culture where employees
treat with each other with mutual respect, interact
on a professional plane, and know to not even test
the “gray areas” of inappropriate behavior. Consis-
tent enforcement of policies that define unaccept-
able behavior and outline the consequences of
“crossing the line” is an important starting point for
prevention.

However, it’s not enough to simply adopt and
publish a sexual harassment policy; the urgent care
operator must also communicate the philosophy
and procedures associated with the policy to every-
one in the center.

One way to do this is to set a date each year in
which the policy will be delivered to every em-
ployee. Training should describe what the policy
contains, provide examples of what constitutes un-
acceptable behavior, and outline the process for
making a complaint. Sexual harassment training
should be mandatory, and employees should sign a
form confirming that they have received and under-
stand the policy. Records of training dates, atten-
dance, and content should be maintained in case it
becomes necessary to prove the center is taking ap-
propriate preventive steps.

Conclusion
Sexual harassment is a human resources reality that
can jeopardize the finances and reputation of an ur-
gent care center. However, urgent care operators
can fulfill their duties to limit the risks associated
with sexual harassment by developing policies pro-
hibiting such behaviors in the workplace, outlining
a procedure for investigating and resolving com-
plaints, and communicating to staff through recur-
ring training programs.n

Disclaimer: Sexual harassment is a complex legal issue. Please note that while the au-
thor offers practical management advice for the urgent care operator, he is not an at-
torney and his recommendations are not to be construed as legal advice. Always seek
competent legal counsel before acting.

Sexual harassment training
should be mandatory, and
employees should confirm
they understand the policy.
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Seeking part-time BC/BE EM, IM, and FP
physicians to practice urgent care medicine 

at Dunkirk and Solomons Urgent Care 
Centers in Calvert County, Maryland. Enjoy a
collegial relationship with nurses, mid-level

providers, and urgent care support staff, 
excellent work environment, a flexible 

schedule, and competitive compensation.

Dunkirk and Solomons, Maryland

Send CV: Emergency Medicine Associates
20010 Century Blvd, Suite 200

Germantown, MD  20874 
Fax: (240) 686-2334  

Email: Recruitment@EMAonline.com

FREE Ocean City, MD Condo 
Enjoy the Beach Life!

PHYSICIANS, PA’S & NP’s
FT/PT – Now and Summer ‘10 

Luxury beach condo with pool. Sun and fun with  
us at our friendly urgent care/family practice 
center. Salary, malpractice, flexible schedule, 
license fees and all condo costs included. NO 
ON CALL! NO HMO! Please send resume to: 

75th St. Medical Center, Ocean City, MD 
Contact Dr. Victor Gong at: 

(410) 524-0075
vgongmd@yahoo.com 
Fax: (410) 524-0066 

www.75thstmedical.com

FAMILY PRACTICE, INTERNAL MEDICINE, MED/PEDS  
OR EMERGENCY MEDICINE PHYSICIANS OPPORTUNITY
If you are looking for an unsurpassed quality of life while pursuing an active, challenging medical career, then consider an 
employment opportunity in Charleston, West Virginia - a state that is rated as one of the top ten in the nation to practice. You 
will find that Charleston Area Medical Center has the best of both worlds if you are seeking the perfect life-work balance. 

Charleston Area Medical Center is recruiting for two full-time BC/BE Family Practice, Internal Medicine, Med/Peds or 
Emergency Medicine physicians to join our Urgent Care team. The facilities have been in operation for more than 25 years, and 
we have four convenient locations.  The hours of operation are from 9 a.m. to 9 p.m., seven days a week. Candidates should 
have a full range of urgent care skills. Easy referral access to more than 400 subspecialists on staff at our medical center.

This outpatient opportunity offers flexible scheduling, work only 14 shifts per 
month and no call. 

Our comprehensive benefits, enhanced compensation and productivity 
package as well as a generous sign-on bonus provide the opportunity to reach 
your financial goals quickly. Opportunity to work extra shifts if desired.  

Affordable housing is located in safe and attractive neighborhoods and  
our school system is exceptional with both private and public school options. 
This is the ideal place to raise a family in a balanced and fulfilled lifestyle.    

For consideration of our opportunity, please e-mail your formal CV to  
Carol Wamsley, Manager, Physician Recruitment at carol.wamsley@camc.org.
Toll free number:  866-551-8927.

Charleston Area Medical Center Health System, Inc. 2009

Expansion of south Florida's premier 
Urgent Care Centers bring opportunity!

Looking for Family Practice, Occupational
or Emergency Medicine BC/BE physicians,

Urgent Care experience preferred.

Full-/Part-time available. Opportunity
for growth and advancement. 

Competitive salary, generous benefits,
bonuses for the best physicians.

Beautiful new "state-of-the-art" facilities. 
Great staff, appreciative upscale patients, 

fast-paced, and lots of procedures.

Palm Beach County beaches, excellent 
schools, premier attractions, exceptional

restaurants, prestigious shopping - all 
enjoyed in perfect weather.

MD Now Urgent Care Medical Centers
Peter Lamelas, MD, MBA, FACEP  

(561) 420-8555
Fax (561) 420-8550

pldoc@MyMDNow.com
www.MyMDNow.com

®

C A R E E R S

CAPE MAY NEW JERSEY
Urgent Care - Seeking physician
with urgent care or emergency

medicine experience.
Contact: Dr. Bill Weisberg

609-827-2318

Contact: 
Trish O’Brien 

(800) 237-9851 • Fax (727) 445-9380
Email: jucm@russelljohns.com

With a circulation of 12,500 monthly,
reach your audience by specialty:

Family Medicine, Internal Medicine,
Pediatrics, Emergency Medicine,

Physician Assistants, and 
Nurse Practitioners.

Visit us online: www.jucm.com
Next available issue is June

with a closing date of April 30th
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Work and Play in the Blue Ridge Mountains of Virginia

Carilion Clinic is searching for an Urgent Care Physician to work at Carilion
Roanoke Community Hospital where the ED has converted to an Urgent
Care with the consolidation of two Carilion hospitals located in Roanoke,

Virginia. Candidates must be BE/BC in Family Practice or Emergency 
Medicine with Urgent Care experience preferred. Hours of operation are

Sunday – Saturday from 8 a.m. to 8 p.m., anticipating 36,000 visits 
annually. Flagship ED located within 1 mile for transfers of acute care.

Physician Assistants and nursing support 7 days a week. Enjoy working a
36 or 40 hour work-week and every other weekend or 5 out of 10 weekends
with days off during the week. Practice with cutting edge technology such
as Electronic Medical Records, PACS Imaging and web-based scheduling.

Roanoke, Virginia, a five-time “All America City”, population over 300,000,
and one of the top rated small cities in the US. Nestled in the gorgeous

Blue Ridge Mountains and close to 500 mile shoreline Smith Mountain Lake.

Carilion Clinic is the largest, not-for-profit integrated health system in
southwest Virginia with 8 hospitals, 82 multi-specialty clinics, 8 residency

and 3 fellowship programs affiliated with the University of Virginia and
VCOM, serving 1.5 million throughout the region. The Virginia Tech 

Carilion School of Medicine is slated to open Fall 2010. This opportunity
offers a salary plus incentive, 10% shift differential 7 p.m – 7 a.m., 

comprehensive benefits package, relocation, paid malpractice, 
CME days and allowance, and more.

Visit Carilion Clinic at www.carilionclinic.org
For more information or to submit your CV for consideration, please contact Andrea Henson,

Physician Recruiter at 540-224-5241 or ahenson@carilionclinic.org.

C A R E E R S

Are you tired of on-call and overnight?

Are you ready to enjoy a relaxed waterfront lifestyle and an
EXCELLENT URGENT CARE OPPORTUNITY?

MEP, a privately owned Emergency Medicine physician group is 
currently seeking a full-time BC Emergency Medicine or Family

Practice Physician to join our group at St. Mary’s Hospital.
This no call, no overnight schedule will leave you plenty of time

and flexibility to enjoy the carefree lifestyle in southern Maryland
yet be only an hour fromWashington, DC, Annapolis or Baltimore.

North County Express Care (NCEC) located in Charlotte Hall,
Maryland (a satellite location of St. Mary’s Hospital in 

Leonardtown), offers after-hours services staffed by Board 
Certified Physicians. NCEC is a 4-bed “after-hours” Urgent Care
facility with an annual patient volume of 7,800. Ancillary support
includes on-sight lab and radiology services and a complete staff
of mid-levels, nurses and technicians. This is the ideal setting for
the physician who desires a practice environment with excellent
compensation, competitive benefits and no on-call obligation.

MEP offers a comprehensive benefit plan
including paid Malpractice Insurance and tail, CME, 

and 401(k) enrollment for the full time physician working a
minimum of 120 hours per month. 

For more information on this opportunity, contact:
AC McEwan at 301-944-0049 or email

CV to ACMcEwan@EmergencyDocs.com

Urgent Care Physician Needed 
in North Central Wisconsin

Contact Karen Lindstrum
Physician Recruiter,

today about this 
outstanding opportunity

Phone: 800-792-8728
Fax: 715-847-2742

karenl@aspirus.org
www.aspirus.org

Very competitive compensation - full-time, starting at $185,000+

With...
• Exceptional CME Allowance
• Generous Retirement Plan
• Flexible Scheduling
• No Call
• No Pager
• No Hospital Rounds

BC/BE required 
Walk-in experience preferred

Excellent schools, endless outdoor activities, 
fine dining and cultural experiences  
await you in North Central Wisconsin

Not a Visa Opportunity

J
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PHYSICIAN WANTED
COLORADO SPRINGS, COLORADO

Minor Emergency, “Urgent Care Clinic”system. Seeking board-certified/residency
trained MD experienced in acute care,emergency medicine or family medicine.

Physician run, well-established company 25 years with five clinics in 
Colorado Springs and Pueblo, Colorado. Competitive salary and benefits. 

Fee-for-service.
Contact Jennifer Williams: jwilliams@emergi-care.com

or Michael Currey: mcurrey@emergi-care.com • 719-577-9855
or Robert S. Hamilton, M.D. 719-250-6942

~ ~

McLeod Health, located in Florence, South Carolina is seeking a BC/BE FM 
physician to work in our Urgent Care facility. The facility's hours of operation are Monday-Friday 

8:00AM-8:00PM and Weekends 9:00AM-4:00PM. The physicians work on average 
of 72 hours every 2 weeks with every other weekend off.  

We offer a very competitive salary, comprehensive benefits package, retirement package, paid 
malpractice insurance, CME allowance, a relocation allowance and a sign on bonus. 

The Urgent Care center has cutting-edge technology with a digital x-ray and CT scanner on site. 
Made up of 8 rooms and 2 procedure rooms we provide a variety of point of care tests.

Florence, South Carolina offers a wonderful family-oriented life style with great schools, civic events,
and sporting events. We are located at the intersection of I-20 and I-95 with a regional airport that is
operated by US Air and Delta airlines, making our location easy for travel. In addition, we are 1 hour

from the beach, and within 2 hours of Charlotte, North Carolina, and Charleston, South Carolina. 

McLeod is dedicated to patient-centered, evidence-based, and physician-lead health care. 
This is an opportunity where not only can you practice medicine, but also live a balanced 

and fulfilled lifestyle. For more information, please contact 
Angela Stukes, Physician Recruitment (843) 777-5169, 

astukes@mcleodhealth.org or visit our web site at www.mcleodphysicianrecruiting.org

C A R E E R S

24-hour 
Urgent Care Center
searching for a Family Practice or

Emergency Medicine oriented
physician, looking for long-term growth.

Located in York, South Carolina,
just 30 minutes south of Charlotte, 

North Carolina and a short drive to
mountains and many beaches.

Typical work week of three 12-hour
shifts with parity between nights and
days.  $200K/year salary with a $25K
benefits package plus paid CME and

malpractice. Provider owned, 
stable staff since opening in 1997.  

Variety of patients, 
attached medic substation.

Please fax CV to 803-628-6004
and/or direct any inquires to:  

Tanya Cowart, Dr. Terry Hayes, or 
Dr. Bryan Sink at 803-628-0004.

Get results when you place your 
classified ad online

www.jucm.com

With a circulation of 12,500
urgent care subscribers,

there are plenty of reasons
why your company should

be a part of 
The Journal of 

Urgent Care Medicine’s
11 monthly issues.

Visit our website 
www.russelljohns.com

for classified
advertising. 

Next available issue
is June, with a closing

date of April 30th

Contact: Trish O’Brien 
(800) 237-9851

Fax (727) 445-9380
Email:

jucm@russelljohns.com
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D E V E L O P I N G D A T A

In early 2008, UCAOA revamped its annual survey in conjunction with researchers at Massachusetts General Hospital and Harvard
University with the goal of assuring that the UCAOA Benchmarking Committee’s efforts produced a scientifically valid report.

Here, we present some of the data from this landmark survey.
In this issue: What orthopedic-related services do urgent care centers tend to offer?

The question regarding orthopedic-related services was just one segment of a section of questions on services offered
in urgent care centers. Future Developing Data pages will offer insight into lab tests processed and other diagnostic tests
performed on site.

Acknowledgment: Data submitted by Robin M. Weinick, PhD, at the time of the survey assistant professor, Harvard Medical School and senior scientist, Institute for
Health Policy, Massachusetts General Hospital. Dr. Weinick is also a member of the JUCM Advisory Board. Financial support for this study was provided by UCAOA.

If you are aware of new data that you’ve found useful in your practice, let us know via e-mail to editor@jucm.com. We’ll
share your discovery with your colleagues in an upcoming issue of JUCM.
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