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LETTER FROM THE EDITOR-IN-CHIEF

Reinventing RUC

I
n my last column, I explained how physi-
cian reimbursement is determined by a rel-
atively obscure and highly politicized com-

mittee shockingly biased by specialist rep-
resentation. The so called “RUC” (Relative
Value Scale Update Committee) has created

a pay formula that heavily favors proceduralists at the undeni-
able expense of the primary care physician. This biased system
of reimbursement has not only created an unbalanced pay scale
amongst physicians, but has equally contributed to skyrocket-
ing healthcare costs. It should come as no surprise that physi-
cians favor procedures and procedural specialties when their reim-
bursement can be as high as 12 times the hourly rate for clini-
cal evaluations. 

Paul Fischer, MD, a family physician, and 5 of his colleagues, have
filed suit against the Department of Health and Human Services
and the Centers for Medicare & Medicaid Services for the conflicts
inherent in their relationship with RUC. These conflicts, the suit
claims, have led to a biased payment system that has encouraged
medically unnecessary procedures at the expense of fair payment
for primary care physicians. Dr. Fischer blames the complicated
way procedures are billed as the primary cause of overuse and abuse.
He notes that while evaluation and management services are billed
on a five-level scale, procedures are billed using a system of codes
that consumes 400 pages of the CPT manual. Each CPT code
accounts for subtle differences between procedures, which can
represent significant differences in reimbursement. By contrast,
despite the well-known subtleties and work variability of clinical
evaluations, we have only five levels of care from which to choose.
Add on a layer of fear for billing higher level codes, and you have
a perfect formula for underpayment. 

Dr. Fischer goes on to suggest that the current CPT codes be
replaced with a “Procedure and Follow-up” coding system that
resembles the evaluation and management (E&M) coding rules.
In it would be four categories of procedure: “Easy,” “not too easy,
“hard,” and “very hard.” RUC would be tasked with determin-
ing which procedures fall into each category and how much to
reimburse at each level. Many will argue that the formula does
not take into account the wide subtleties and intricacies of each
of these procedures. That said, an equally compelling argument
surely can be made with regard to E&M services. Although Dr.

Fischer’s proposal can easily be criticized as an oversimplifica-
tion, he is clearly attempting to pull back the curtain and reveal
that the great and powerful proceduralist is no more a physician
than his or her primary care colleague.

Other, more modest proposals have been offered as bridg-
ing actions until more permanent solutions can be achieved. For
example, the American Academy of Family Physicians has pro-
posed the following:*

� Four more primary care seats
� A permanent seat for gerontology
� Sunsetting of the RUC’s rotating subspecialty seats
� New seats for non-physicians, such as economists, pur-

chasers and consumers
In addition, several insurers are subverting RUC and proac-

tively seeking to increase the effective role of primary care by
increasing payment for their services. WellPoint recently
announced a 10% primary care pay increase with promises of
more to come. In collaboration with several pilot practices,
WellPoint has seen tremendous cost savings with the approach
while participating physicians are generating bonuses topping
$100,000 per year. Specialty and emergency room referrals are
way down, and advanced diagnostics are less utilized. Perhaps
we are seeing a novel revision of the managed care craze of the
early 1990s. Instead of actively restricting care or punishing uti-
lization, primary care physicians are simply fairly paid for doing
the job they were trained to do. 

It seems that perhaps we are capable of doing the right
thing when we are simply rightly paid to do it. A novel con-
cept indeed. ■

*Source: Klepper B. The AAFP’s bold value initiative. Brian Klepper, PhD Web site.
http://brianklepper.info/2011/07/20/the-aafps-bold-valuation-initiative/#more-5339
Accessed March 16, 2012.

Lee A. Resnick, MD
Editor-in-Chief
JUCM, The Journal of Urgent Care Medicine
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On page 26 of the March 2012 print edition of JUCM, we ran
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I
n our cover story this month, Kimberly Gibson, MD,
explains how to accurately diagnose UTI in infants
and children in the urgent care setting who may not

be able to communicate symptoms. She reviews meth-
ods of urinalysis, options for treatment, red flags for high-risk patients,
indications for referral, and consideration for special populations. 

Dr. Gibson is Lead Physician at Doctors Express in Tampa, Florida. 
In this month’s case report, Erica

Marshburn, BS, BA, and John Shufeldt,
MD, JD, MBA, FACEP continue their series
on back pain diagnostics with the case

of a 17-year-old male who presents with para-spinous cervical pain
after a front-end automobile collision 3 days ago. As this account
underscores, while significant cervical spine injuries are rare, it’s impor-
tant to pay attention for signs and symptoms suggestive of these
problems because missing one can have serious implications for
patient and provider.

Ms. Marshburn is an independent business consultant and the
principal of Medical Business Technologies in Scottsdale, Arizona.
Dr. Schufeldt is principal of Shufeldt Consulting and a member of
the editorial board of JUCM. 

Telemedicine is a new growth opportunity for urgent care cen-

ters that want to attract consumers looking for on-
demand medicine. Ian Vasquez’s review will help you
understand applications of telemedicine to urgent care
and assess key risks and benefits that the technology
can afford your practice.

Mr. Vasquez is the Chief Operating Officer of MeMD, a virtual
provider network for telemedicine.

The second growth opportunity for urgent care cen-
ters that we review this month is travel health care.
In her review, Lynne Bunnell, RN, offers a step-by-step
plan for increasing a practice’s income and enhanc-

ing its client base by providing pre-travel health services to clients.
Ms. Bunnell is the CEO of Travel Health 101, LLC.
The goal of our third practice management arti-

cle this month, by Jordan Todd Rice, MD, is to help
urgent care center owners understand formulas for
performing a cost-per-patient analysis. Such an
exercise may not work for every practice, but it can help determine
which pricing model will best serve an urgent care center,
whether it’s for-profit, nonprofit, a single location, or a practice with
multiple locations.

Dr. Rice is President, Immediate MedCare, LLC.

J U C M C O N T R I B U T O R S



We’ve made the decision to upgrade to digital x-ray a no-brainer.

©2012 FUJIFILM Medical Systems USA, Inc.

The small, fast, light and inexpensive PRIMA-T makes it easy for your practice to move a-head 
with digital. Finally there’s a digital x-ray system that delivers brilliant image quality, dose efficiency 
and ease-of-use — all for a very compelling price. PRIMA-T is one of the lightest, smallest tabletop 
systems in the world, easily fitting on a desk or counter. Its images feature 100 micron resolution 
and Fujifilm’s world renowned image processing technology. Whatever your imaging requirements 
and workflow needs, we have a CR or DR solution that’s head and shoulders above the rest. Call 
1-866-879-0006 or visit www.fujiprivatepractice.com.

PRIMA-T is the newest addition to our line of CR and DR systems.

www.facebook.com/FUJIMEDUSAPPG @FUJIMEDUSA 



www. jucm.com JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  Apr i l  2012 7

FROM THE EXECUTIVE DIRECTOR

I
f you were at the 2011 Members Meeting in Chicago, or if you
are a regular column reader, you know that one of the major
Urgent Care Association of American (UCAOA) initiatives

for 2012 is for us to put significant resources toward raising
industry awareness. When it comes down to it, this is the root
of our industry issues – lack of awareness and true understand-
ing among patients, payors, employers and the government.
So, this is the year we do something about that – TOGETHER
– starting in June.

Here’s what UCAOA has done so far:
� Engaged a national healthcare public relations and brand-

ing firm in Chicago to develop a year-long urgent care
awareness campaign (remedychicago.com).

� Created a series of quarterly (seasonal themes) campaign
messages and graphics that we will be using nationally
and providing to you FOR FREE.

We’re unveiling the campaign themes, messages and graph-
ics for the first time in Las Vegas at the 2012 convention. It’s
based around a series of very short rhymes, so they really stick
in your head.

How the Campaign Will Work
In late April/early May, we’ll launch a campaign web page
through which we’ll provide original artwork for ads, direct mail
pieces, website graphics, html templates for emails and more
—all in easy-to-use templates that you can download and
customize with your own center information.

We’ll also provide a “campaign toolkit” with a schedule, tips,
and all kinds of other goodies in it.

In June, July, and August ALL OF US will launch the campaign
together. UCAOA will roll it out nationally to payors, employers

and the government, and you will roll it out locally to your pa-
tients, media, referral sources – and anyone else who will listen!

We’ll all be saying the same thing—all across the country –
all at the same time—in lots of different ways. Whether you are
big or small, you can (and must!) participate. If we do this right,
it will be amazing.

Come September, October, and November we’ll do it all
again—with a new rhyme and new free resources. In Decem-
ber, January, and February, we’ll do it a third time, then again
in March, April, and May.

By this time next year, it should be a whole new ballgame.
We may all be rhyming in our sleep, but people WILL UNDER-
STAND URGENT CARE!

What Comes Next
Later this month, we’ll start showing you how it’s done—in the
vein of “See One, Do One, Teach One”—so next you’ll See One
—then in June you’ll Do One. We’ll keep it simple, and easy, and
doable.

For today, just start looking at your marketing budget with
an eye toward setting aside a portion to take advantage of all
the creative materials that UCAOA will provide. We’ve done the
design work for you and all you need to do is use the materi-
als—whether that’s in email, on your website, or as part of your
advertising. 

Together, we can do this. ■

Raising Awareness About Urgent
Care: It’s Coming
■ 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.

“Are you a Vendor? Investor? Insurer?
We’d love to have you participate, too.

Make sure you are on the UCAOA
email list and we’ll make sure you 
get access to everything. The more

publicity the better.”
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Cases such as the following are common in urgent
care and they present unique challenges: 

J
.S., a 2-year-old girl, presents to an urgent care clinic
on a Saturday afternoon for evaluation of low-grade
fever and fussiness. Her parents have been trying to

potty train her, but now the child is indicating that it
hurts her to urinate. She has no prior history of a urinary
tract infection (UTI). Her parents deny any cough, com-
plaint of ear pain, vomiting or diarrhea. The child’s
dietary intake is normal.

On observation, J.S. is quiet but interactive, and she
appears to be a well-developed child. Her temperature
is 99.2°; pulse 110. Physical exam is normal except for
mild pain on palpation of the bladder area. Examination
of the child’s external genitalia is normal.

J.S. is not cooperative with collection of a clean-catch
urine specimen. Therefore, the urgent care clinician
gently cleanses her perineum with an obstetrical tow-
elette and applies a bag for urine collection underneath
her “pull-ups.” Forty-five minutes later, a urine sample
is obtained. Dipstick urinalysis reveals the following:

� pH: 6
� Blood: negative
� Sp. Gravity: 1.020
� Nitrites: positive
� Glucose: negative
� Leukocytes: 250/microL
� Protein: negative

Introduction
Urinary tract infections (UTIs) in children, such as that
illustrated by the case vignette above, are common and
a major source of morbidity. Estimates indicate that 7%
of girls and 2% of boys will have a UTI by age 6. Among
infants younger than age 1, more boys are diagnosed
with UTI than girls, and incidence is 10-fold greater in
uncircumcised than in circumcised boys. Beyond age 1
year, UTIs are largely diagnosed in girls.

UTI can involve the bladder or the kidney. Kidney
infections are of particular concern because they can lead
to permanent renal scarring in children. Kidney infec-
tions represent a significant health burden, accounting
for 13,000 annual inpatient pediatric admissions in the
United States, at an estimated cost of $180 million.

Clinical

Urinary Tract Infection in the
Pediatric Patient
Urgent message: Diagnosing UTI in a child is challenging in the urgent
care setting. Fever, abdominal or back pain, frequency or new onset
of incontinence all should raise your index of suspicion.

KIMBERLY GIBSON, MD
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Kimberly Gibson, MD, is Lead Physician at Doctors Express in Tampa,
Florida. She is a founding member of the Urgent Care College of
Physicians and sits on its board as secretary.
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In the urgent care setting, diagnosis of UTI can be
divided into two categories. The first category is differ-
ential diagnosis of fever in a child who is too young to
communicate symptoms. The second category is eval-
uation of dysuria in the child who can talk.

Our challenge, as with all illnesses and injuries for
which patients present to an urgent care clinic, is to
accurately diagnose, treat if appropriate, triage if hospi-
tal work-up and care is necessary, and arrange for timely
follow-up care and/or consultation.

History
Fever may be the only presenting complaint of a signif-
icant UTI in a non-verbal child. In one study, 5.9% of
infants with fevers higher than 38° C had culture-con-
firmed UTIs. In older children who present with UTI,
most of whom are girls, the children themselves (or the
parents) may give a history of vomiting, diffuse or
suprapubic abdominal pain, constipation, dysuria,
urgency, frequency and enuresis, as well as fever (Table
1). Evidence supports that most UTIs are ascending
infections that begin with perimeatal colonization. The
shorter length of the urethra, rather than the narrower
caliber, accounts for the increased incidence of UTI in
girls. Therefore, urethral dilatation is not useful in lim-
iting UTIs and is discouraged. 

Local irritation is a common cause of dysuria and
should be explored. However, diagnostic evaluation for
UTI should be pursued because local irritation is a com-
mon finding in children with and without UTI. It
should also be noted that urinary frequency, urgency,
and intermittent incontinence are common, even in
potty-trained children, largely because of uninhibited
detrusor muscle contractions in this age group. 

Neurogenic and congenital abnormalities should be
considered potential risk factors for UTI. Vesicoureter-
al reflux (VUR) is the most common anatomic abnormal-
ity. Neurogenic causes of voiding dysfunction vary and
predispose patients to UTI via impaired urodynamics.
Often, overlapping cognitive impairment lends addition-
al challenges that can predispose these children to UTI.

Secondary incontinence, starting after at least 6

months of continence, can be associated with sexual
abuse, though not exclusively. Withdrawn nature and
unusual fear of examination are also risk factors.

Sexual activity is the most common risk factor for UTI
in older children. Careful history-taking is warranted to
evaluate for the presence of risk factors. Sexually trans-
mitted diseases (STDs) such as chlamydia, gonorrhea
and trichomoniasis all can cause urethritis and symp-
toms that mimic UTI.  The pain of herpetic lesions also
may be described as “burning with urination.” It is
advisable, as a matter of routine, to interview all
teenagers both with and without a parent in the room.
The presence of fever, abdominal pain, or vaginal dis-
charge should alert the clinician to the possibility of an
STD in this age group and should prompt consideration
of pelvic examination and diagnostic testing.

Physical Examination
Findings on physical examination can be non-specific.
In addition to a thorough general examination to rule
out other sources of fever, particular attention should be
paid to documenting the abdominal exam, including
presence or absence of suprapubic and/or costovertebral
angle tenderness (Table 2). An external genital exam
also should be performed to look for vulvovaginitis,
vaginal foreign body, epididymitis, and circumcision.
Irritation of the urethral opening from yeast infection or
dermatitis should be considered in children who com-
plain of dysuria but in whom a urine specimen is nega-
tive for UTI. Presence of genital or perianal bruising or
lacerations should alert the clinician to the possibility of
sexual abuse. Prompt—and even immediate—referral
to child protective services is warranted in such cases.

When children present to an urgent care clinic with
a history of recurrent UTIs, structural abnormalities
such as VUR or renal scarring, and/or chronic conditions
that render them immunocompromised, the clinician
should have a low threshold for transferring them to the

U R I N A R Y  T R A C T  I N F E C T I O N  I N  T H E  P E D I A T R I C  PA T I E N T

Table 1. Signs and Symptoms of UTI in Children

• Fever

• Dysuria

• Urgency

• Urinary Frequency

• Enuresis

• New-Onset Incontinence

• Constipation

• Genitourinary Irritation

Table 2. Diagnostic Essentials for UTI in Children

• Abdominal Examination: Presence/absence of suprapubic
and/or costovertebral angle tenderness

• External Genital Examination: Presence/absence of
vulvovaginitis, vaginal foreign body, epididymitis,
circumcision

• Urine Dipstick: Presence of leukoesterase and nitrites
highly specific for UTI

• Urine Culture: Obtain culture on all children in whom
dipstick is positive



Stop wading through spreadsheets and paper reports  

to determine how your clinic is performing. DocuTAP’s  

Enterprise Dashboard provides you up to the minute stats 

to understand where your clinic is at — and where it’s going.

Ready toUse a Smarter EMR?  Schedule a demo today:

urgentcare@docutap.com | 877.697.4696 | docutap.com

DO YOU KNOW WHERE YOUR MONEY IS? 
DON’T MANAGE YOUR URGENT CARE 
WITHOUT THE INFORMATION YOU NEED.

EMR PM DASHBOARD



12 JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  Apr i l  2012 www. jucm.com

U R I N A R Y  T R A C T  I N F E C T I O N  I N  T H E  P E D I A T R I C  PA T I E N T

emergency room (ER), where a more in-depth work-up
can be undertaken. Likewise, unstable children who
appear septic and those with drainage problems or
underlying renal insufficiency should be transferred to
the ER for evaluation and possible admission.

Diagnosis
The standard test for diagnosing UTI is urine culture
yielding a colony count of greater than 105 cfu/mL of
pure bacterial growth. However, this method requires a
48- to 72-hour incubation period, reducing its perform-
ance in the acute evaluation of children. 

In the urgent care setting, the primary diagnostic tool
is a dipstick urinalysis. A well-collected urine specimen
is critical to making the diagnosis of UTI, but an uncon-
taminated specimen can be hard to obtain. In children
who are not toilet-trained, urine collection can be from
a bag, or from a urine pad, provided that the pad is
changed every 30 to 45 minutes to reduce the risk of con-
tamination. The National Institute for Health and Clin-
ical Excellence (NICE) guidelines suggest urine collection
pads over bags, because they are most cost-effective,
have a similar contamination rate, and are easier for both
clinic staff and parents. Perineal/genital cleansing prior
to application of a pad or bag will reduce risk of false-pos-
itives and unnecessary antibiotic treatment.

Suprapubic aspiration and catheterization are invasive
approaches for obtaining non-contaminated urine, but
may be impractical in an urgent care setting because
most urgent care providers lack experience with the pro-
cedures and they can be anxiety-provoking for both par-
ents and physician. Dipstick urinalysis via bagged spec-
imen is suitable for the diagnosis of UTI in
non-toilet-trained infants and children aged 2 months
to 2 years. There remains some disagreement over
whether a properly obtained bagged specimen can be
used for culture, although the most current American
Academy of Pediatrics (AAP) guidelines still suggest a
more sterile method (like transurethral catheterization)
for culture. This is of particular importance in the eval-
uation of infants with fever of undetermined source. For

infants with fever without a source, empiric antimicro-
bial therapy should be withheld until a sterile specimen
is obtained. Likelihood of UTI in febrile infants increases
with temperature greater than 39°C for at least 2 days
in girls or more than 24 hours in boys, along with
absence of another source of infection. It is also well
appreciated that uncircumcised boys are at significantly
greater risk for UTI than are circumcised boys.

In toilet-trained children, a clean-catch urine speci-
men is the most popular noninvasive method for
obtaining urine and has been defined by NICE (2007)
as the gold standard. This involves catching a sample by
holding a sterile specimen bottle in the urine stream.
Reports indicate that in girls aged 2 to 12 years, rates of
contamination are similar for clean-voided specimens
and those obtained by catheterization, therefore, a
clean-catch specimen is acceptable for culture. 

The presence of leukoesterase and nitrites in a dipstick
specimen is highly specific for UTI, with a false-positive
rate of 2%. Likewise, a sample negative for both
leukoesterase and nitrite is considered to accurately rule
out disease. A dipstick specimen should be interpreted
as positive if either leukoesterase or nitrite is positive.
The literature supports sending a urine specimen for cul-
ture on all children in whom a dipstick is positive.

Urine Gram stain and microscopy have been found
to be more sensitive for determining presence of UTI,
but they are not readily available or cost-effective in an
urgent care setting.

Treatment
Enterobacteriaceae, which include Escherichia coli, Kleb-
siella, Proteus, Pseudomonas, and enterococci, account for
more than 95% of urinary isolates. Initial oral antibiotic
treatment should address these pathogens. After a pos-
itive urine dipstick has been obtained, and urine has
been collected for culture, empiric antibiotic treatment
for cystitis can be initiated with trimethoprim/sul-
famethoxazole (TMP/SMX). Traditionally, amoxicillin
was used as a first-line antibiotic, but rates of E. coli resist-
ance are increasing, and studies have found higher cure
rates with TMP/SMX. Amoxicillin/clavulanate or
cephalosporins, such as cefixime, cefpodoxime, cef-
prozil and cephalexin, are good alternatives in patients
with sulfa allergy (Table 3).

Fluoroquinolones are not generally used in children
because of concern about injury to developing joints.
Ciprofloxacin, however, is FDA-approved for compli cated
UTI and pyelonephritis in patients aged 1 to 17 years.

The duration of treatment for uncomplicated lower

Table 3. Selected Antibiotic Regimens for UTI in
Children

• Trimethoprim/sulfamethoxazole

• Amoxicillin/clavulanate

• Cephalosporins (cefixime, cefpodoxime, cefprozil,
cephalexin)
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UTI is controversial. Shorter courses of therapy have
been advocated in order to reduce cost, limit side effects,
and increase compliance. In children older than age 5,
cystitis can be treated with a 3- to 5-day course of oral
antibiotics. In children younger than age 5, antibiotics
should be continued until radiologic evaluation has
been completed to detect renal scarring.

Children with pyelonephritis have a much higher
(40%-50%) risk of renal scarring, therefore, treatment
should be started immediately with an oral third-gen-
eration cephalosporin or consideration for 1 to 2 days
of ceftriaxone administered intramuscularly. This
should be followed by a full 10- to 14-day course of the
appropriate oral antibiotic, as determined by culture.

Consideration of admission should be given for any
child who is acutely ill or younger than age 2 months,
and in the following circumstances:

1. Toxicity
2. Dehydration
3. Inability to manage oral fluids
4. Failure of outpatient treatment

5. Concerns regarding compliance with 
recommendations

Follow-up
Follow-up assessment in 48 to 72 hours should be
arranged for all children in whom antibiotic therapy is
initiated. Strong consideration should be given to refer-
ring all children with positive dipsticks back to their pedi-
atricians for follow up on culture results and considera-
tion for imaging of the upper urinary tract to look for
reflux, renal stones, or renal scarring. A history of high-
grade fever with a UTI suggests kidney involvement.

In 1999, the AAP recommended renal ultrasound
and a voiding cystourethrogram (VCUG) to identify
anatomic abnormalities that could lead to recurrent
infections and kidney damage. Although renal ultra-
sound is noninvasive, VCUG requires urethral catheter-
ization and radiation exposure. An alternative to this is
to take a “top-down” approach and do an initial dimer-
captosuccinic acid (DMSA) renal scan and proceed to
VCUG only if DMSA shows renal cortical defects.
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Prevention
While preventive advice is plentiful, little in the way of
scientifically valid studies support any specific recom-
mendations for UTI. Nonetheless, several practical sug-
gestions can be made, with little in the way of risk or
undue burden.

Perineal exposure to chemical irritants is best avoided
whenever possible, including exposure to bubble baths,
oils, and many lotions (especially fragrances). Swim-
ming and using a hot tub can cause chemical irritation
that is exacerbated by friction from water slides, etc.

Cotton underwear dries readily, whereas synthetic
undergarments retain moisture and create an environ-
ment conducive to bacterial overgrowth. Airing out the
perineum is a good idea when practical, and night time
would be an appropriate time for a child to go without
clothing from the waist down. Moisture barriers such as
petroleum jelly can be useful for children who are not
yet potty-trained.

Aggressive management of constipation is perhaps
the most important intervention for reducing the risk
of UTI and other urinary voiding problems in children.

Children should be encouraged to take their time
when urinating to allow for the bladder to completely
empty; to take bathroom breaks every 3 to 4 hours
while awake; and to drink plenty of fluids. They should
be instructed to drink enough fluids to turn urine light
yellow in color. Dark yellow or brown urine indicates
they are not getting enough fluids. Cleaning the per-
ineal/anal area from front to back after using the toilet
is common sense, but supporting evidence for preven-
tion of UTI is limited.

Indiscriminate use of antibiotics for viral illness not
only contributes to resistant organisms, but greatly
diminishes helpful bacteria counts in the perineal area,
thereby contributing to overgrowth of bacteria known
to cause UTI.

Patient information on UTI can be downloaded for
free from the Website for the National Institute of Dia-
betes and Digestive and Kidney Diseases of the U.S
Department of Health and Human Services.

Visit http://kidney.niddk.nih.gov/KUDiseases/pubs/utichil-
dren/UTIs_in_Children_508.pdf for the publication “Uri-
nary Tract Infections in Children” and http://kidney.niddk.
nih.gov/KUDiseases/pubs/utichildren_ez/WINTKA_Child_UT
I_508.pdf for the publication, “What I Need to Know
About My Child’s Urinary Tract Infection.”

Conclusion
Diagnosing UTI in children, particularly in those who

cannot verbalize their symptoms, presents challenges in
the urgent care setting. The presence of a fever in addi-
tion to abdominal pain, back pain, dysuria, frequency
or new onset incontinence, increases the likelihood of
the diagnosis by two– to six-fold. Special consideration
should be given to infants with fever of uncertain ori-
gin, risk factors for STD, signs of child abuse and/or his-
tory of recurrent UTI. Hospitalization should be consid-
ered for newborns aged less than 2 months and any
patients who are unable to tolerate or fail to respond to
outpatient therapy.

Finally, while bagged specimens are reasonable for
preliminary diagnosis of UTI, sterile specimens are nec-
essary for culture and should be strongly considered
before empiric therapy is initiated in infants with fever
of uncertain source. The AAP guidelines released in
2011 stress that urinalysis of an appropriately collected
specimen can only suggest a UTI diagnosis. Confirma-
tion is made by definitive culture of 50,000 colonies/mL
or more of a single uropathogenic organism. ■
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U
rgent care providers are well positioned to take
advantage of new market opportunities being driven
by consumers and employers who increasingly look

to the Internet for on-demand medicine. Telemedicine
represents one such opportunity. This article will help
you understand applications of telemedicine to urgent
care and assess key risks and benefits that the technol-
ogy can afford your practice. 

Case Study: Conjunctivitis
Twenty years ago, the emergency room (ER) was the
only available option for the parents of a child with con-
junctivitis, whose primary care physician was unavail-
able for an extended period of time because of a full
appointment book or office closure. The concept of
urgent care did not yet exist. 

Last year, more than 8,700 urgent care clinics were
available to parents in the United States in a similar sit-
uation, according to estimates from the Urgent Care
Association of America (UCAOA).1 In addition, there
were 1,100 retail clinics in stores such as Walmart, Tar-
get, CVS, and Walgreens according to the Deloitte Cen-
ter for Health Solutions.2 Growth projections for both
urgent care and retail clinics were, and still are, high.

Meanwhile, two-thirds of ERs had closed since the late
1980s as the marketplace shifted towards urgent care
and most ERs became financially insolvent.3

Today, the parents of a child with conjunctivitis have
a new option that doesn’t require them to leave the
house. Through telemedicine and the emergence of
numerous online services connecting patients and physi-
cians over the Web, these individuals can receive care
from home, the office, or a hotel room for conjunctivi-
tis and a large list of other low-acuity yet urgent ailments.

Practice Management

Telemedicine’s Impact on
Urgent Care: What You Need
to Know
Urgent message: Telemedicine represents a new growth opportunity for
urgent care centers that want to attract consumers looking for on-demand
medicine.
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Currently, most consumers are not yet aware of the
Internet/telemedicine option, but awareness is growing
– fast. The impact that telemedicine will have on urgent
care cannot be overstated. It will be critical in the months
and years ahead for the urgent care industry to determine
how to capitalize on this movement rather than be dis-
placed by it. 

Thankfully, modern telemedicine is creating new
opportunities to drive growth for urgent care centers. Using
telemedicine, urgent care practices and providers can grow
patient volume during early months of operation and even
before they open their doors. With telemedicine, the
patient pool a clinic or provider can treat can be expand-
ed statewide rather than including only those who live
within a 3- to 5-mile radius. Clinics and providers can also
provide telemedicine-based follow-up visits that create
stronger relationships with patients, increase repeat
business, and potentially reduce risk of medical malprac-
tice claims. Moreover, urgent care centers can leverage
telemedicine to compete in the rapidly growing space of
employer-based health and wellness services.

Modern Telemedicine
Despite strong awareness of the potential telemedicine
holds, broad use of the practice was stymied for years,
but not for lack effort. Notable politicians and thought-
leaders such as Newt Gingrich and Tommy Thompson
spoke and wrote at length about the potential for
telemedicine to expand access while simultaneously
lowering costs.4, 5 Even Barack Obama described the pos-
sibility for patients to have Web-based video-chats with
their providers in his 2011 State of the Union address.6

Until recently, however, telemedicine was challenged by
persistent obstacles. Rather than gaining widespread
adoption, telemedicine has been limited to highly spe-
cialized, high-cost pilot programs connecting specialists
to patients with acute needs via fixed access points and
private broadband networks. 

Today things are changing. An emerging class of
telemedicine solutions are becoming available that tar-
get the routine ailments of regular people using every-
day Web technology. Five basic factors have driven
these recent advancements:

1) Basic videoconferencing technology and access to
the Web are now commonplace for people at all
socioeconomic levels. Virtually every laptop and
mobile device comes with a webcam pre-installed.
A basic webcam capable of broadcasting high-qual-
ity video for computers not already equipped with
one typically costs only $20. 

2) Medical malpractice risk associated with telemed-
icine encounters is now readily underwritten.
Many insurers now underwrite telemedicine in
their existing policies or will do so upon request.
This ensures a competitive market, fair rates and
manageable application processes.

3) States are increasingly requiring payors to reimburse
telemedicine visits and many private insurers are
voluntarily doing so as a way to reduce costs and
improve outcomes. Twelve states (California, Col-
orado, Georgia, Hawaii, Kentucky, Louisiana,
Maine, New Hampshire, Oklahoma, Oregon, Texas
and Virginia) have some form of mandate requiring
payors to reimburse for telemedicine visits and such
legislation is in process in many more states.7

4) Providers are becoming more familiar and comfort-
able with telemedicine practices. The same aca-
demic medical centers researching the antiquated
form of high-cost, highly specialized telemedicine
are those where new physicians are completing
their educations.

5) Overall healthcare costs continue to spiral higher,
and despite Congressional Budget Office (CBO)
analysis to the contrary, many experts predict that
healthcare reform legislation will have a com-
pounding as opposed to moderating effect on total
healthcare costs. The financial case for telemedi-
cine, thus, continues to become more compelling. 

Modern telemedicine has made it possible for urgent
care clinics to compete for patients in an entirely new
space. However, it is also now possible for new Web-
based services to compete for urgent care patients. It is
therefore critical that urgent care providers understand
this emerging space. The following are four market-
based opportunities to consider building a telemedicine
growth strategy around:

Opportunity 1: E-Visits
E-visits allow providers to complete the same interview
and diagnosis that occurs in a traditional office visit
using the Web and videoconference technology. Routine
ailments that commonly drive urgent care visits, such as
upper respiratory infections, urinary tract infections,
and minor abrasions can be treated via e-visits. 

E-visits enable providers to treat patients wherever their
license allows them to legally do so. A provider in Califor-
nia, for example, can therefore expand his or her potential
pool of customers to all of California’s 37 million residents
instead of only those within a 3- to 5-mile radius. In addi-
tion, providers can perform e-visits to expatriates overseas. 
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Opportunity 2: Follow-Up Care
Urgent care patients rarely follow up directly with their
urgent care clinic or provider after making an office visit.
Urgent care customers are inherently conscious of cost
and time. Provided that a patient’s condition is not wors-
ening, the cost and drive time associated with a follow-
up visit are prohibitive to pursuing a follow-up encounter.

Urgent care centers that offer e-visits for follow-up can
do so at a lower cost and in significantly less time on the
part of both patient and provider. Patients inevitably
respond favorably to a differentiated service, greater
personal attention, and more convenient access to a
provider. Increasing a clinic’s number of “promoter”
customers drives more referrals and increased loyalty.
Closer follow up also improves compliance and lowers
medical malpractice risk.

Opportunity 3: Virtual Worksite Healthcare
Large employers and an increasing number of medium
and small employers are adopting population-health-
management strategies in an attempt to control rising
health insurance premiums. Providing care at the work-
site and/or through contracted providers has become a
primary strategy for controlling costs. The profusion of
worksite clinics is one of the fastest-growing trends in
employer-based healthcare. A 2008 Watson Wyatt study
concluded that nearly one-third of all large companies
had or were considering a worksite clinic for their busi-
nesses.8 However, the high up-front investment and
fixed overhead costs of a worksite clinic remain a major
impediment to further adoption. 

Leveraging telemedicine e-visits, urgent care centers
and providers can join networks that staff virtual work-
site clinics. Employees can obtain access to physicians for
the same ailments they would in a traditional worksite
clinic at a dramatically lower cost to employers and
employers benefit from reduced absenteeism and
increased employee satisfaction. A typical worksite clinic
nets the employer $1 in savings via increased productiv-
ity for every $1 spent on the clinic.9 By reducing the up-
front capital investment, virtual worksite clinics prom-
ise to deliver a significantly higher return on investment. 

Opportunity 4: Worksite Wellness
Another opportunity in employer-based healthcare is
the constantly expanding realm of wellness visits and
personal pathway programs. Today, the first step toward
implementation of the modern employer wellness pro-
gram is establishing a population “baseline” that typi-
cally includes all employees completing a Health Risk

Assessment (HRA) questionnaire and a biometric screen-
ing. The HRA provides an individual employee feedback
on his or her personal risk factors based on self-reported
behavioral choices and biometrics, such as height and
weight. A biometric screening provides verified measure-
ments of height, weight, and blood pressure, as well as
basic blood-panel information such as cholesterol. 

Taken together, these baseline assessments help iden-
tify individuals considered to be “at-risk” for more seri-
ous chronic conditions such as heart disease and dia-
betes. Employees are then provided a recommended
“personal pathway” program designed to address the
specific chronic diseases for which they are considered
to be at risk. Employers are provided the de-identified
baseline information to understand how their group
compares with the general population and strategies for
interventions that best suit their employee base. 

Employers are now looking for medical providers to be
involved in the review of employee HRAs, biometric
screening results, and development of personal pathways
for at-risk employees. Payors are increasingly covering
these types of wellness visits in their standard plans. 

The burgeoning wellness industry is delivering these high-
margin services to employers by bringing medical providers
directly to the worksite during wellness fairs and screening
events. By joining virtual networks that provide telemed-
icine-based wellness visits, HRA reviews, and personal path-
way program development, urgent care clinics can signif-
icantly participate in this rapidly expanding field while pro-
viding a more cost-effective solution to employers. 

Risk Factors, Legal Considerations, 
and Technological Issues
Urgent care centers and providers must be cognizant of
the myriad of risk factors, legal considerations (which
vary considerably by state), and technological chal-
lenges associated with practicing telemedicine. It would
be ill-advised, for example, for a clinic to simply use
Skype to chat with patients and call that a telemedicine
e-visit. Such a practice would almost certainly be in vio-
lation of the Health Insurance Portability and Account-
ability Act (HIPAA), the Health Information Technology
for Economic and Clinical Health (HITECH) act, and
state medical board regulations. 

Issues to consider differ from state to state, but some
of the more common issues of which to be aware are: 

Notifications to patients and informed consent. Many
states have very specific requirements for notifications
that must be provided to patients at the time services are
rendered through telemedicine. 
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HIPAA and HITECH act compliance. The entire soft-
ware set-up and provision of service must ensure the
privacy and security of patient data. This includes
technical requirements such as encrypting data feeds,
electronically logging who accesses medical records,
and instituting password strength and expiration poli-
cies. It also includes process requirements, such as pre-
venting inappropriate disclosure of personal health
information to non-covered entities. 

Malpractice coverage. Not all malpractice policies current-
ly cover telemedicine. Urgent care providers should be cer-
tain their policy covers telemedicine or purchase a sepa-
rate policy that specifically covers telemedicine visits. 

Various telemedicine solutions and providers are
now available to urgent care providers through subscrip-
tions or partnerships. Some solutions providers even
offer to cover the medical malpractice insurance asso-
ciated with telemedicine visits. Urgent care owners and
providers would be advised to make a thorough review
of their state’s telemedicine regulations and available
solution providers before launching their e-practice.

Evaluating Telemedicine As An Urgent Care Growth
Strategy
Despite extensive education and training, business
managers often rely too heavily on raw intuition to make
mission-critical decisions that warrant methodical analy-
sis. Pets.com, for example, was one of the most notable
overreaches for Internet-based commerce. The compa-
ny closed its doors after less than 2 years in business and
with expenditures of more than $300 million in venture
capital; their business selling pet supplies online actual-
ly lost more money than it took in. Pets.com is now
known best for the sock-puppet mascot that appeared in
Super-Bowl XXXIV commercials and as one of the most
notable corporate failures in history. Conversely, many
other household brands have been wiped off the corpo-
rate map as a result of underestimating the Internet’s
impact on their core business. Circuit City, Blockbuster
Video and Borders come to mind, among others. 

A growth strategy framework commonly taught in
business schools is Igor Ansoff’s “Product-Market
Growth Matrix”.10 It suggests that growth can be cre-
ated via four approaches: 

1. Market Penetration: Driving more sales of existing
services to existing customers;

2. Product Development: Offering new services to
existing customers;

3. Market Development: Selling existing services to
new markets; and
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4. Diversification: Selling new services to new markets. 
A telemedicine growth strategy for urgent care cen-

ters, then, can be evaluated based on the answer to four
basic questions:

� Does it help expand your existing patient base
for your current service offerings?

� Can it help deliver new services to the existing
patient base?

� Will it expand your existing services into new
markets?

� Will it enable you to offer new services to new
patients?

The urgent care industry is in a state of rapid trans-
formation. Larger corporate players, insatiable for
increased scale and leverage, are acquiring and build-
ing at a rapid pace. Occupational medicine and work-
site wellness are driving an increased focus on
employer-based services. Retail clinics and alternative
concierge models seek to siphon patients away.

Given the rapidly changing nature of the industry,
urgent care enterprises and providers should evaluate
a telemedicine strategy using the four basic strategic
questions derived from Ansoff’s product-market growth
matrix, and assess the associated legal and technolog-
ical considerations. An examination of the current
marketplace of telemedicine solution providers is
another critical step to determine if a partnership will
help your clinic navigate the risk factors and state-by-
state regulations. Once adopted, appropriate imple-
mentation and monitoring is paramount. ■
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P
roviding pre-travel health services in an urgent care clin-
ic makes good business sense. The setting is natural to
patients who want to be seen for care just days before

leaving on a trip. It also works well for those who are more
flexible in scheduling visits because their trips are
planned further in the future. Whether clients plan ahead
or delay treatment until right before travel, providing trav-
el health services can help grow an urgent care clinic’s
business by addressing an unmet need and contributing
to patient satisfaction and loyalty over time

Where should you begin if you want to add travel
health services to your urgent care clinic? This article
will introduce you to things you need to consider and
provide the resources you need to get started.

Services Provided by Travel Health Care Providers
Among the services provided by travel health care
providers are:

1. Talking to patients about details of their planned
trips, including countries to be visited, expected
activities, and accommodations;

2. Gathering travelers’ health and immunization his-
tory.

3. Customizing a risk-reduction plan for each patient
that includes vaccines, prescriptions, and con-
sciousness-raising about behavioral risks, drawing
on available resources; 

4. Referring travelers to primary care and/or special-
ists as indicated; 5. Reviewing Vaccine Information Statements (VIS),

giving the first round of immunizations, and plan-
ning follow up to complete the series;

6. Providing prescriptions, if indicated;
7. Educating travelers about how to stay healthy dur-

ing travel and what to do if they become ill; and

Practice Management

Enhancing Profits with 
Travel Health Care
Urgent message: Adding travel health services to an urgent care  
center can increase a practice’s income and enhance its client base.
LYNNE BUNNELL, RN

©
 iS

to
ck

Ph
ot

o.
co

m

Lynne Bunnell is the CEO of Travel Health 101, LLC and has provided
travel health care for more 25 years. She has earned the ISTM Certificate
of Knowledge in Travel Medicine from the International Society of Travel
Medicine.



The Journal of Urgent Care Medicine | Apr i l  2012 23

ENHANCING PROFITS  WITH TRAVEL  HEALTH CARE

8. Charting everything and giving travelers an
immunization record and appropriate handouts.

Start With What Your Office Already Has
Urgent care clinics already have office setups and
highly visible locations designed to encourage walk-in
traffic. They have examination rooms and a waiting
room, plus medical and support staff. There is a refrig-
erator and the capability to store and administer vac-
cines. Emergency medications and training are part of
an urgent care clinic’s scope of current practice. And in
today’s health environment, computers are obviously
an integral part of the office setup. With a few addi-
tions, your clinic can easily accommodate the function
of a travel clinic. Here are the steps to take:   

■ Evaluate your clinic refrigerator for reliability and invest
in thermometers if you don’t already have them.
Your refrigerator should have a separate freezer
section and maintain consistent temperatures.
Identify at least two staff members who will be
responsible for receiving and logging in vaccines,
plus recording the refrigerator and freezer temper-
atures twice daily so that the cold chain is main-
tained in order to ensure that vaccines are properly
stored. Many resources on proper vaccine storage
and handling and documentation (such as temper-
ature logs) are available for free through the Immu-
nization Action Coalition (IAC) at www.immu-
nize.org. 

■ Invest in a wall map of the world and/or a good atlas.
This helps staff learn about world geography and
facilitates discussion with travelers about their
destinations. 

■ Subscribe to some travel magazines for the waiting
room to help set the scene. Put up a sign prompt-
ing patients to ask about travel health needs when
they plan trips so they know you provide such care. 

■ Apply to the local public health department for a Yel-
low Fever Stamp in order to administer that vaccine.
There is a course on the CDC site called: Yellow
Fever Vaccine: Information for Health Care Profession-
als Advising Travelers.

■ Familiarize yourself with the Centers for Disease Con-
trol Website at www.cdc.gov/travel. The CDC’s
Health Information for International Travel, also
known as “The Yellow Book,” is an essential
resource because it sets out the U.S. standard of
care in the field. On the CDC site, you can look up
destination recommendations and requirements
for the countries your travelers plan to visit. As
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your practice grows, you may want to subscribe to
a service like TravelCare (www.travelcare.com) or
Travax (www.shoreland.com) that provides regu-
larly updated, computerized information about
destination countries and vaccine recommenda-
tions/education concerns for specific itineraries. 

■ Add some new reference books to your clinic library for
quick staff reference and also for patients to look
at during appointments. The CDC’s Yellow Book
is available online, but it’s good to have a current
hard copy on hand as well. The indexed pages of
Shoreland’s Travel & Routine Immunizations (The
Blue Book) provide an easy way to quickly access
vaccine information. Becoming familiar with the
contents allows you to field patient questions
with ease. The CDC Pink Book, Epidemiology and
Prevention of Vaccine-Preventable Diseases, is
another excellent reference source. As time goes
by, other books can be added to your clinic’s
travel health library.

■ Develop and adopt policies and procedures related to
your practice’s new function. Many examples of such
policies and procedures are available online to
download and review/change as needed by your
clinic. The Immunization Action Coalition (IAC;
www.immunize.org) has many standing orders for
vaccines. By becoming a member of the American

Travel Health Nurses Association you also
can gain access to their recommended poli-
cies via their Website (www.athna.org).
While adverse reactions are rare, it is important
to orient all staff to your plan for dealing with
anaphylaxis.
■ Obtain history and charting forms online,

from your reference books or use an elec-
tronic medical record for documentation.

■ Obtain International Certificates of Vaccina-
tion or Prophylaxis for travelers (“yellow
cards”) from the U.S. Government Print-
ing Office. Consult The Yellow Book for
information about how to order them. 

■ Obtain VIS forms, which federal law requires
that you show to patients before administer-
ing vaccines, at www.immunize.org/vis or
www.cdc.gov/vaccines/pubs/vis/default.htm. 

Links to online resources on travel health
are listed in Table 1. 

Understandably, this article cannot cover
everything you need to consider when

expanding your clinic to include travel medicine. Details
about setting up a travel clinic are available from vari-
ous sources, including those listed in Table 2.

Determine What To Charge for Travel Health Care
Services
Decide upon a consultation fee for travel health services
that is in line with the fees your clinic charges for other
longer consultations. Consider reduced fees for cou-
ples or groups of travelers who visit the clinic together.
A small administration charge can be added to each vac-
cine charge. Most travel clinics require that patients pay
on the day they receive the services in cash or with a
credit card, and patients then submit claims to their
health insurance companies. 

Travel clinic billing should be kept separate from
billing for urgent care services. If your urgent care clinic
has contracts with medical insurers, you will need to set
up the travel clinic as a separate business with its own
tax ID#. Otherwise, you will have to accept insurance
discounts for the vaccinations. As an alternative, Travel
Clinics of America membership eliminates the need for
setting up a separate business and accounting system for
the travel health function (see reference in Table 2).

Seek Training For Providers
The body of knowledge in the travel medicine field is

Table 1. Resources on Travel Health*

• CDC Travelers’ Health Homepage: http://www.cdc.gov/travel 
Includes current travel health notices, disease- and destination-specific
health recommendations, and guidance on a variety of topics in travel
medicine.

• CDC Travelers’ Health Yellow Book Homepage:
http://www.cdc.gov/yellowbook. Includes a searchable version and a list of
any updates occurring between print editions

• U.S. Department of State country-specific information, travel warnings,
and travel alerts: http://travel.state.gov/travel/cis_pa_tw/cis/ cis_4965.html 

• The Practice of Travel Medicine: Guidelines by the Infectious Diseases
Society of America: http://www.journals.uchicago.edu/doi/pdf/
10.1086/508782 

• U.S. Advisory Committee on Immunization Practices: Recommendations
on individual vaccines http://www.cdc.gov/vaccines/pubs/ACIP-list.htm 

• CDC vaccine information statements for patients:
http://www.immunize.org/vis/ 

• CDC Pink Book: Epidemiology and Prevention of Vaccine-Preventable
Diseases: http://www.cdc.gov/vaccines/pubs/pinkbook/default.htm

*Source: CDC Yellow Book 2012, Table B-01
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large and encompasses vaccines and pre-
scriptions, geographical risks for diseases,
consultation with and management of trav-
elers of various ages and in different states of
health, special risks associated with travel
activities and destinations, and how to deal
with illness and accidents abroad. These
wide-ranging clinical responsibilities and
information are reviewed very well in the
clinical article, “The Traveling Patient,” by
Francine Olmstead, MD, FACP, in the Febru-
ary 2010 issue of JUCM—The Journal of Urgent
Care Medicine.

The challenge (and fun) of providing trav-
el health care is in the details. Each traveler pres-
ents a new profile of history and itinerary needs and it can
be satisfying to sort out the risk-specific recommendations
for vaccines, prescriptions, and health education. Providers
who want to serve international travelers must first com-
mit to learning the basics, and continue to study as new

scenarios arise and as vaccine and destination informa-
tion changes. Providers must also cultivate an awareness
of what is going on in the world from a political, clima-
tologically, and disease-outbreak point of view and keep
abreast of current medical literature pertinent to the field.

E N H A N C I N G  P R O F I T S  W I T H  T R A V E L  H E A L T H  C A R E

Table 2. Resources for Setting Up a Travel Clinic

• Travel Clinics of America offers membership and assistance in setting
up a travel clinic, travel medicine course, marketing, accounting,
corporate referrals, a vaccine buying group and a listing on their
website at http://www.TravelClinicsofAmerica.com.

• The International Society of Travel Medicine’s (http://www.ISTM.org)
monograph, How to Begin and Operate a Travel Clinic, is available to
members. 

• Shoreland’s Clinic Guide, which can be found at
http://www.shoreland.com, is available for free.

• VaxServe, a subsidiary of Sanofi Pasteur, has a program to help people
start providing travel health care. Contact Robert Hettes at
rhettes@vaxserve.com
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Reading the CDC Yellow Book from cover to cover is
a great start, but daunting. It is easier to take a course
about pre-travel care and then familiarize yourself with
the rich CDC resources. The ISTM website (www.istm.org)
has a listing of available courses, of various lengths—
courses to travel to and attend at a particular place and
time, and others that can be taken online at your conven-
ience. At the outset, taking a shorter course probably
makes the most sense so that you are not overwhelmed
by the quantity of information to be learned. The
www.TravelHealth101.com online course is a thorough
introduction in a format that is especially accessible to
beginners in the field because the material can be viewed
multiple times over several months. ISTM offers more spe-
cialized online courses related to specific areas of travel
health care.

A key part of your learning process will be identifying
mentors in the field who are willing to help you as you
start out, and who can later help you find solutions to
difficult cases. Even the most seasoned travel health care
providers find it helpful to compare patient scenarios
with colleagues.

The payoff for providers is the enjoyment derived
from talking to travelers. Listen closely to the stories
your travelers tell you about what they look forward to
doing on their trips to identify the type of travelers you
are dealing with—such as conservatives, risk-takers,
high-end vacationers, and backpackers. The challenge
is to provide quality care for all travelers based on the
current CDC guidelines, taking into account the facts
and risks unique to each individual.

Educate Travelers
Vaccines and prescriptions are important because of
the diseases and illnesses for which they afford protec-
tion. But accidents pose the greatest risk to travelers and
can be life-threatening. Intestinal problems also can
contribute to loss of productive vacation days. Educat-
ing travelers is essential because knowledge about
behaviors that reduce the risks of getting ill or injured
during travel can mean the difference between a won-
derful trip and a stressful one. The teaching process
should also include information about travel health
insurance and how to access health care during a trip.

While taking a client’s history and listening to stories
about his or her previous travel, a provider can learn
about a patient’s specific concerns, which in turn help
identify what to teach. Patients often listen best when
being taught about ways to avoid a repeat problem.

Some providers give patients handouts that review the

important points about issues such as precautions against
insects and concerns about food and water. If a particu-
lar patient is going to a high altitude or will be doing
riskier travel activities, such as deep sea diving or a bicy-
cle tour, extra time for teaching may be indicated. 

To save time, you may want to show travelers the
video at www.travelhealth101.com (offered by subscrip-
tion), which reviews essential pre-travel health informa-
tion that every traveler should know. Clients can view
it during the pre-travel visit, while you are writing chart
notes and filling out the traveler’s immunization record,
and they can also be signed up to view the video again
later at home to enhance their learning, which they will
see as an added service provided by your clinic. 

During the pre-travel visit, don’t forget to chart every-
thing, including the patient’s medical and immuniza-
tion history, destination information, details about the
vaccines and VIS forms given, educational topics cov-
ered in the session, and your plans for follow up. You
may want to have travelers sign a vaccine consent form,
although it is not required. Give each patient a handout
with a reminder about the need for follow up and have
him or her address a “reminder” postcard. A follow-up
email reminder also can be sent to travelers.

Finally, provide travelers with a record of all immu-
nizations on a World Health Organization Certificate of
Vaccination, or update the certificate that a patient
brought to his or her appointment. Encourage travelers
to make copies of this document so the data are not lost.

Networking and Advertising Your Clinic’s New
Service 
There are many ways to get your urgent care clinic’s
name out there as a resource for travelers. For example,
you can write a press release to let people in your com-
munity know that you are available to see travelers or
have a grand opening. 

Another idea for expanding your market is offering to
discuss travel needs with groups of travelers, such as mis-
sion groups, students, seniors, and clubs like Rotary
International. Talking to a group will help educate them
all at once, after which the travelers can come to the
clinic for one-on-one appointments to get their vaccines
and prescriptions. You can also write articles for your
local newspaper.

To promote your services to business travelers,
research corporations in your area and identify those
that are likely have employees traveling abroad on busi-
ness. Make an appointment to meet with the human
resources or corporate medical officer of each company

E N H A N C I N G  P R O F I T S  W I T H  T R A V E L  H E A L T H  C A R E
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to offer your clinic’s services.
To increase your exposure among the medical community, pres-

ent an interesting case at a hospital grand rounds. Or call special-
ists such as infectious disease providers to whom you can refer com-
plex cases or patients with post-travel illness. Tell primary care
physicians about the travel services you provide and invite them to
refer their patients to you. Many primary care providers don’t have
time to spend with travelers, or an interest in doing so. After you see
a traveler who was referred to you, write a thank you note to the
referring clinician and list the vaccines and patient education top-
ics covered to reinforce the referral relationship.

Remember to Listen 
Listen carefully as you see urgent care patients, because you may
identify travelers who have come into the clinic to check a health
need before a trip but were not aware that they needed special pre-
travel care. For such last-minute travelers, you may only be able to
provide fairly basic information, and perhaps administer a tetanus
booster or hepatitis A immunization. Nevertheless, you can use this
visit to agree on scheduling a follow-up appointment after the trip
to complete the immunization series and plan ahead for future
travel. As you get to know your travelers, subsequent visits will be
easier because you will build on the previous encounters. Remem-
ber that you won’t have time to do everything for every traveler; the
goal and challenge is to do the best that you can. ■
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Overview

I
n this continuing series on back pain diagnostics in
urgent care medicine, we urge providers to carefully con-
sider any high-risk spinal conditions that could be pre-

senting as simple back pain. Although many cases of back
pain can be attributed to musculoligamentous injury and
respond well to physical measures and pain medication,
it is important to pay attention to signs and symptoms
of more precarious spinal conditions. In order to avoid
diagnostic mishaps, providers should be aware of com-
plaints indicative of spinal injury or degeneration.

Case Presentation
A 17-year-old male presents with para-spinous cervical pain
after a front-end automobile collision 3 days ago. He says
he was driving and was wearing a seatbelt, and his car suf-
fered moderate front-end damage. The patient was ambu-
latory on the scene and had a contusion to his forehead,
but did not lose consciousness and had no chest wall pain.

Pertinent Physical Exam
All vital signs are normal. HEENT examination demon-
strates ecchymosis to forehead. 

The patient’s neck elicits para-spinous muscle spasm and
slight midline bony tenderness. Neurological exam reveals
that the central nervous system is intact with no focal neu-
rological deficits. Chest exam indicates tenderness to the
anterior chest wall, with no bruising or crepitus.

Labs/Imaging
No lab tests are indicated. A plain film is ordered, reveal-
ing the images in Figures 1 and 2. 

The first view shows an adolescent cervical spine, as
determined by the non-fused bony end plates. These are
evident at the inferior surfaces of each vertebral body.
This patient’s neck was “cleared” after the first film and

Case Report

High-Risk Conditions
 Presenting as Back Pain (Part 2)
Urgent message: Significant cervical spine injuries are rare in urgent care
but missing one can have serious implications for patient and provider. 
ERICA MARSHBURN, BS, BA, and JOHN SHUFELDT, MD, JD, MBA, FACEP

Erica Marshburn is an independent business consultant and the principal
of Medical Business Technologies in Scottsdale, Arizona. She plans on
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at jshufeldt@shufeldtconsulting.com.

Figure 1. Cervical x-ray
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the patient was then allowed unprotected movement.
Shortly thereafter, he developed symptoms consistent
with cervical injury. If you look closely, you can see a
widened pre-vertebral soft tissue space, a widened pre-
dental space, and a subtle widening of the C2/C3 inter-
spinous space with subtle anterior subluxation of C2 on
C3 or reversal of the lower cervical lordosis.

With a passive patient flexion view, we now see obvi-
ous ligamentous disruption of C2-C3 (Figure 2).
Widening of the interspinous space and a subluxation/
dislocation of C2 on C3 are apparent.

Magnetic resonance imaging (MRI) demonstrates evi-
dence of cervical ligamentous injury and cord com-
pression (Figure 3). 

Diagnosis
The patient was diagnosed with C2-C3 anterior sublux-
ation. A subluxation is an aggregation of functional,
structural, and pathological changes in the spinal joints
that can compromise neural integrity and may affect
organ system function. A lateral radiograph with the
neck in neutral position may only show widening of
both the interspinous and intervertebral spaces posteri-
orly at the level of injury. Oblique views may demon-
strate widening or abnormal alignments of the facets.

Findings are often subtle and may be missed if flexion
views are not obtained.

Differential diagnoses that should be considered are
cauda equina syndrome, cervical strain, vertebral artery
dissection, hanging injuries and strangulation, neck
trauma, spinal cord neoplasm, septic shock, spinal cord
infection, spinal cord injury, thoracic outlet syndrome,
and torticollis.

Trauma from an automobile accident, falling, poor
lifting techniques and bad posture can cause or exacer-
bate subluxations. Cervical subluxation is a potentially
unstable condition that can cause cord compression.
Cervical subluxation can cause symptoms ranging from
migraines to insomnia, tingling, facial pain, dizziness,
and difficulties with balance. 

Course and Treatment
The patient should be referred to an emergency depart-
ment for consultation with a neurosurgeon, and can
be given a C-spine collar to immobilize the cervical
spine. Treatment ranges from conservative rehabilita-
tion to surgical stabilization. 

Discussion
Vertebrae that are not properly aligned create tension or
stretching in the nerves of the spinal cord and around
the spine. Nerve signals cannot be transmitted properly
in this situation, causing a number of deleterious side
effects. It is important to correctly diagnose subluxations
because undiagnosed spinal trauma can significantly
impair sensory, motor and involuntary functions. 

Imaging is very important in correctly diagnosing
subluxation. Plain films have the benefit of being rela-
tively easy to obtain, depending on patient body mor-
phology. Also, the control of the patient and direct
observation are not relinquished because most of these
studies can be done in an urgent care setting. 

Bony injuries and the soft tissue abnormalities asso-
ciated with fractures are common with cervical sub-
luxation. The negative predictive value of plain films,
however, may not be high enough with a severe
mechanism of injury. An occult fracture or ligament
injury can still exist with “normal films.” Alignment
or the lack thereof may be seen if ligament injuries are
present. Limitations that can decrease the usefulness
of plain films include patient body habitus, lack of
patient cooperation, and associated musculoskeletal
injuries. Further, a certain percentage of patients may
have fractures or ligamentous injuries that are uniden-
tifiable even on good quality plain films.

Figure 2. Flexion view cervical x-ray
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Plain films with supplemental stress views are very helpful to
identify ligament injuries when neutral views are thought to be
normal. These should only be obtained in patients who are coop-
erative and have no signs or symptoms of a cord injury. Obvi-
ously, that would not include neck pain because pain itself would
not disqualify a patient from getting flexion or extension views.

In theory, stress views can cause cord damage, but the risk is small
if these views are obtained properly. Ask the patient to flex his or
her neck forward until just at the point of discomfort. Typically, that
is enough forward motion to identify a ligamentous injury. Occa-
sionally, occult fractures that are invisible on plain films may
become apparent on stress views, although that is not the intended
purpose of the studies.

Computed tomography (CT) scans (obviously contrast is not
needed for the trauma C spine) should identify all cervical fractures
that are present, particularly those requiring coronal and sagittal
reconstruction. Rapid-sequence scanners allow additional studies to
be done with minimal time delay. If you believe a patient requires
a CT scan of the C-spine to rule out an injury, sending him or her
to the nearest emergency department is typically the path of least
resistance. 

MRI is an important outpatient imaging technique that provides
objective visualization of bony and soft tissue injuries. Rarely is MRI
necessary during the acute phase of an injury.

Significant cervical spine injuries are rare in an urgent care setting.
That having been said, providers must remain vigilant because missed
spinous injuries are a significant patient safety and medical malprac-
tice concern. ■

C A S E  R E P O R T

Figure 3. Magnetic resonance imaging of C-Spine with subluxation
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The graphs and illustrations in this article are illustrative only
and are not meant to represent an actual center. Members of
the Urgent Care Association Of America (UCAOA) can
download from the UCAOA website an Excel worksheet into
which they can import information from an accounting pro-
gram, practice management software, or electronic medical
record to help determine the cost per patient.

Introduction

A
cost-per-patient analysis may not work for every
urgent care center owner, but this article is intended
to give JUCM readers the basic tools they need to under-

stand the formulas. It can also serve as a baseline for dis-
cussions with urgent care center staff, executives, man-
agers, clinicians, and owners. 

The goal of the exercise is to help urgent care
providers better understand key elements of patient
costs so they can determine which pricing model will
best serve their organizations, be they for-profit, non-
profit, a single urgent care center or a practice with
multiple locations. We will focus on three salient issues:

1. How do operators of urgent care centers truly break
down the cost for providing care to a single patient
for primary care, urgent care or Workers’ Com-
pensation services?

2. How can the operator of an urgent care center do a
true cost/benefit analysis to find out if it makes sense
to switch to a single payment from payors rather than
traditional fee-for-service reimbursement?

3. How can and will paperless and digital systems
affect the answers to the previous two questions?

Overcoming Accounting Obstacles
One of the biggest challenges in calculating cost per
patient is getting information from an urgent care cen-
ter’s accounting and practice management systems.
This is the most difficult task because such systems are
great for generating information about pricing and rev-
enue but not set up to provide costs, unless the Relative

Practice Management
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Urgent message: Assessing the true cost per patient is key to deter-
mining which pricing model will generate the most revenue for an
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Value Unit (RVU) option is switched on. Some providers
thought that the advent of all-in-one systems and sin-
gle databases combining practice management (billing,
scheduling, claims follow-up, etc.) and an electronic
medical record would make the task easy to accomplish.
In fact, automation helps practices do better charge
capture, speeds up patient visits (after the normal 3- to
6-month learning curve for the switch from paper to
paperless) and may even automate coding. It does not,
however, compute the true cost per patient.

The other obstacle is the accounting program. Virtu-
ally every transaction in every category can be seen in
an urgent care practice’s Chart of Accounts, but calcu-
lating the cost of each transaction is not as easy as you
might think. For example, if your practice has a 401(k)
plan or your employees pay a portion of their health
insurance, is that a true “cost” that needs to be factored
into the computation of average cost?

Finally, an urgent care practice must be able to differ-
entiate types of payors and services. For example, if
your practice is a hybrid that provides both primary care
and urgent care services, payors typically pay the same
amount regardless of the type of visit. The main differ-
entiators for most states and payors are factors such as
the type of provider (some payors discount a physician
extender visit by as much as 15%), use of “S” codes for

a particular facility (fee-for-service or global fee) and
whether a service was rendered “after hours” compared
with the hours of an average practice. All of these fac-
tors affect reimbursement and cost, assuming that physi-
cian extenders are paid less than MDs and DOs. Even
the place of service can affect reimbursement, but it usu-
ally does not impact cost. The same is true for treating
Workers’ Compensation cases or providing occupa-
tional medicine services. The reimbursement levels may
be higher or lower than those for a non-work-related
injury, but the cost should be relatively similar for treat-
ing a 10-cm laceration, an aggravated left ankle sprain,
or carpal tunnel syndrome, which is now becoming
more and more common outside of the workplace
because of the advent of home computers, pads, tablets,
and even smartphones.

Thus we need to focus on cost only and in this case
we will look across the board. Table 1 is a typical chart
of accounts for an urgent care practice by category.

Your urgent care practice may have more or less
accounts, but the ones listed are typical whether you
have one office or 50. 

For simplicity, let’s assume that for June 2011, the
total for the accounts shown in Table 1 was $100,000.
In a very unsophisticated model, we would simply take
the number of patients for the month and divide that

U N D E R S T A N D I N G  Y O U R  C O S T  P E R  PA T I E N T

TABLE 1. Chart of Accounts for an Urgent Care Practice by Category

AALL EXPENSES
• Ancillary provider benefits
• Ancillary provider continuing

education
• Ancillary provider retirement plan
• Ancillary provider wages
• Capital (IRS section 179) purchases
• Doctor associate benefits
• Doctor associate continuing education
• Doctor associate retirement plan
• Doctor associate wages
• Doctor-owner net income (practice

profit)
• Donations and contributions
• Dues
• Fees: Lab
• Fees: Retirement plan
• Insurance: Business
• Insurance: Malpractice

Janitorial/maintenance

• Journals
• Lease payments: Equipment
• Legal, accounting and consultants
• Loan payments: Interest
• Loan payments: Principal
• Marketing: Ads, promotion and yellow

pages
• Marketing: Meals and entertainment
• Meals: Business/staff meetings
• Miscellaneous
• Outside services
• Physicians’ auto
• Physicians’ benefits
• Physicians’ dues
• Physicians’ individual and student

loans
• Physicians’ insurances
• Physicians’ journals
• Physicians’ marketing: Meals and

entertainment

• Physicians’ other

• Physicians’ retirement plan

• Physicians’ wages/draws

• Postage

• Rent and utilities

• Repairs and maintenance: Building

• Repairs and maintenance: Contracts

• Repairs and maintenance: Equipment

• Staff benefits

• Staff continuing education

• Staff retirement plan

• Staff wages

• Supplies: Clinical

• Supplies: Office

• Taxes and licenses

• Telephone/answering service/pager

• Travel and professional meetings

• Uniforms and laundry
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into $100,000 to get the cost per patient. If the practice saw 50
patients per day for 30 days in June, the total number of patients
seen that month would have been 1,500. The cost per patient, then,
would be $66.66 ($100,000 divided by 1,500). Net revenue of
$120,000 from the 1,500 patients (understanding that most billings
would be collected in June, some in July, and the remainder in
August) would result in net profit of $20,000. The collected amount
per patient would be $80 and the profit per patient, in our simplis-
tic model, would be $14.34.

Continuing with our simplistic example, if a payor were to offer
the practice a global fee of $90 per patient, which would typically
encompass all services, including on-site laboratory, x-ray, electrocar-
diography (ECG), spirometry and most other patient costs, the prac-
tice would then receive a profit of $24.34 per patient. That is one rea-
son that practices receiving global fees use digital technology for
x-rays, ECG, and spirometry and send most laboratory work out to
be processed. There are also savings to be had on the billing and col-
lection side because global fees don’t get rejected, don’t have to be
re-filed, and co-pays are received at the time of service, so there is lit-
tle patient follow-up in terms of collections. 

Real-World Complications
Why, then, do simple cost-per-patient calculations not work in the
real world? The factors involved are myriad, some of which we’ve
already discussed. One issue is how payroll is processed. In a tradi-
tional medical model, employees and clinicians are paid every 2 weeks.
Some urgent care practices pay employees weekly, whereas others
pay twice a month, and others even pay clinicians daily. 

Clearly, when employees are paid every 2 weeks, there will be
three pay periods in several months every year, which skews costs
tremendously. Also, many insurance premiums are paid quarter-
ly, semi-annually or even annually. That, too, affects month-to-
month costs. Other factors include benefits payments, such as
401(k) or retirement contributions, which may happen every pay
period, monthly, or annually. Utility, water, sewer, and other costs
also fluctuate from month to month. In Maine and Oregon, heat-
ing costs may sky rocket in mid-winter, whereas Arizona and Flori-
da may have high cooling costs from mid-spring to mid-fall. Water
and sewer costs tend to fluctuate less, but even they can go up and
down. Therefore, it might make sense to do computations for your
urgent care practice using quarterly, semi-annual, or even annu-
al numbers. 

If our model urgent care center had $1.2 million in true costs
and 18,000 patients, the cost per patient would be the same: $66.66.
But what if the center’s costs were actually $1.4 million and it had
only 17,000 patients? Now the cost zooms to $82.35 per patient.
Conversely, if the center only had $1 million in costs and 20,000
patients, the cost per patient would be only $50. Again, ANY addi-
tional revenues above this would be profits (or surplus for non-
profit urgent care centers).

U N D E R S T A N D I N G  Y O U R  C O S T  P E R  PA T I E N T
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Now, let’s do some addition and sub-
traction from revenues for your urgent
care center. Do you sell products for
weight loss or durable medical equip-
ment, or do your physicians dispense
drugs? If so, those services usually are
not paid by fee-for-service or global con-
tracts. Laboratory services and x-rays
typically are included in a global fee, but
they usually are separate fees for a payor.
Do you bill separately for them? The
same question applies to Healthcare
Common Procedure Coding System
items, which are reimbursed and may
be a “carve out” paid in addition to a
global fee, depending on the individ-
ual contract. Cash-only services such as
allergy testing, home sleep studies
(elective), Holter or event monitoring
are revenue. But their costs should be
separated from the equation to compare
fee-for-service and global fees and truly
understand your actual cost per patient.

Understanding a Cost Benefit
Analysis Spreadsheet
Next, let’s look at how a cost benefit
analysis spreadsheet works. A typical
one that includes all costs is available
in the Resources section of UCAOA’s
Members Only portal, UConnect
(http://uconnect.ucaoa.org), and can
be downloaded for free. A screenshot
of what typical data entry looks like is
shown in Figure 1.

Please note that annualized num-
bers were used in our example for the
reasons we previously mentioned.
There are too many expenses that are
not paid on a monthly basis, and pay-
roll can skew the numbers from
month to month. 

What is key is to understand that
each provider uses different resources,
some of which are reimbursed and
some are not. Once again, x-rays
could be a profitable venture, but you
have to understand the true cost of
each x-ray. What is the cost of the
unit? Is it leased or purchased? How

Figure 1.
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much developer or fixer does it
take if you use plain film for 100 or
1,000 x-rays? Is there a mainte-
nance contract on the development
unit? How about on the x-ray tube
and collimator? 

What cost benefit analysis does is
permit the operator of an urgent care
center operator to know the exact
cost per x-ray, based on ALL costs
against ALL revenues. In fact, I have
worked with owners of urgent care
centers who insisted they made
money with a particular payor on a
three-view ankle x-ray. But when we
looked at all costs, including the cost
for the room (rented or owned facil-
ity), personnel and over-reads if
required, many times those x-rays
were costing money not producing
revenue. Even digital units have
costs associated with them other than
just the lease or amortized purchase
price, such as the price of replace-
ment cassettes, DVDs, maintenance,
and replacement tubes.

The Impact of Variations in
Reimbursement
The hardest part of determining cost per patient is fac-
toring into the equation varying reimbursements.
Unless your urgent care center accepts cash only, you
may be receiving 100 different reimbursements for a
three-view ankle x-ray. Medicare, Medicaid, Indian
Health Service, Tri-Care and some Federally Qualified
Health Center fees are all under the Centers for Medicare
& Medicaid Services (CMS) umbrella, but each will have
a different reimbursement level. And even that number
can be affected by the clinician on duty and whether
that individual was a physician extender or a physician,
for whom discounts of between 10% and 15% might
apply. Figure 2 illustrates this computation, focusing on
one insurance company. 

For our example, we used fictitious numbers and a fic-
titious payor and chose an arbitrary reimbursement of $35
for a three-view ankle x-ray for a Delta employee. From there,
we included all costs involved with taking three x-rays. Note
that we added every possible cost. Most are inputted as an
annual cost and then we worked backward to the cost per
x-ray. We can do this working off the annual number or

the monthly number. The spreadsheet includes ALL
costs for the facility and takes into consideration the total
amount of space for x-rays, including the development
room, x-ray storage, x-ray room, and operator area. If you
pay for over-reads and they are not reimbursed separate-
ly or directly by a payor, then that needs to be included.
We added all costs associated with the x-ray unit (assum-
ing a lease, in this case), such as maintenance, fixer, devel-
oper, film, and any other direct costs. We also added in 15%
(every center will be different) for billing and administra-
tion to collect and bill for the service. So, after looking at
our sample $35 payment and subtracting these expenses,
we came out with a profit of $1.64 per three-view ankle x-
ray for this particular insurance company.

The same cost can be used when negotiating global
fees. You simply need to look at the total number of x-
rays you do for that particular payor over a period of time
(1 year is safe) and interpolate the same costs minus some
administration and billing, because they will be lower.
If you receive a global fee of $150, for example, and one
out of three patients has an x-ray and the average cost
of that x-ray is $33.36, that equals a cost of $11.12 per

U N D E R S T A N D I N G  Y O U R  C O S T  P E R  PA T I E N T

Figure 2.
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patient under the global fee.
This same calculation can be
done for all payors and all x-
rays your center offers and for
which it bills. This is true of in-
house laboratories.

A lot of work? Absolutely!
There is no easy way to do a
cost benefit analysis. It takes
time and effort and requires a
complete knowledge of true
costs and actual reimburse-
ments net of any write-offs,
charge-offs, collection fees,
and any other factors that will
affect the actual cash that goes
into the center’s bank account.

Understanding RBRVS
Now we turn to Resource-
Based Relative Value Units
(RBRVS). Why are these help-
ful to your practice, if your
practice management system
allows you to use them? This is
a neutral system used by CMS, HMOs, and many pay-
ors to determine how much money providers should be
paid. All procedures (CPTs) are assigned a base value,
which is influenced by three factors: physician work
(52%), practice expense (44%), and malpractice expense
(4%). The value for a particular CPT code is then further
adjusted by a geographic factor because it clearly costs
more to deliver services in New York and San Francisco
than it would in small towns where there are no physi-
cian shortages. And finally, there is an annual conver-
sion factor.

A debate about the issue of payment for effort-based
medicine versus outcomes-based medicine is beyond the
scope of this article. Reimbursement for urgent care
services traditionally has been done based on our efforts
and not the actual outcomes because urgent care
providers usually do little follow up and are the largest
referral source in all of medicine, save the emergency
department. An argument can be made for reimbursing
hybrid urgent care centers for outcomes-based medicine,
but the focus of this article is understanding costs. And
costs based on RBRVS can be a helpful indicator of
what it should cost to provide a particular procedure
coded via CPT for conditions from urinary tract infec-
tion, to ankle sprain, to upper respiratory infection.

Weighing Fee-for-Service
Versus Global Fees
Once you understand the cost
per patient for your urgent care
center, you can start evaluating
whether fee-for-service is better
than global fees on a payor-by-
payor basis. In other words, the
center will have to absorb the
cost per x-ray, which will ONLY
be affected on the global fee basis
(because it is part of the global
fee), but the actual cost per x-ray
to the center should be a bit
lower because there is less
administration and the pay-
ment is stable from patient to
patient. Yes, the comparison
between fee-for-service and glob-
al fees is apples to oranges, but
in the end, the issue is which
generates more profit or surplus
(for non-profits). This article
has not addressed hospital-based
centers that have a facility fee

and professional component, because a global fee for both
typically is precluded by regulatory issues at the state and
federal level. Physicians employed by a hospital-owned
center may want to consider comparing global fees with
fee for service. Again, such calculations can take a lot of
time and one center may have a global fee with Medi-
caid but a fee-for-service arrangement with Blue Cross
Blue Shield, for example. However, without calculating
the true cost per patient, no urgent care center can be
in a position to properly to make a case that an insur-
ance company or CMS is underpaying for its providers’
services.

This primer offers basic tools for starting the process
of identifying your urgent care center’s cost per patient.
More information is available from the following
resources to help providers further refine the process:

� http://www.sjsu.edu/faculty/watkins/cba.htm
� http://management.about.com/cs/money/a/

CostBenefit.htm
� http://www.mindtools.com/pages/article/

newTED_08.htm
� http://www.archives.gov/federal-register/

publications/faqs.html
� http://www.physicianspractice.com/rvu/content/arti-

cle/1462168/1867117 ■
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There is no easy way
to do a cost benefit

analysis. It takes time
and effort and requires
a complete knowledge

of true costs and
actual reimbursements.
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In each issue, JUCM will 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 email 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, a 45-year-old man,
presented with vomiting and
chest pain.

View the image taken 
(Figure 1) and consider what
your diagnosis 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

Diagnosis: Tension pneumothorax. 

A follow-up contrast-enhanced computed tomography scan (Figure 2) revealed a ruptured esophagus (Boerhaave’s
Syndrome).

Acknowledgement: Case presented by Sian C. Hughes, MBBCh, and Elmari Janssen, MB ChB. Dr. Hughes is a Trust Grade Doctor
in Intensive Care Medicine, Department of Critical Care Medicine and Anaesthesia, Cheltenham District General Hospital,
Cheltenham, England and Dr. Janssen is a Staff Grade Physician in Emergency Medicine at the University Hospital of Wales,
Cardiff.

FIGURE 2
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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, a 14-year-old
male, presented with a limp
following trauma to his left
leg.

View the image taken
(Figure 1) and consider
what your diagnosis 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

This  x-ray shows a fracture
of the distal tibia (arrows). 
A cast splint and follow-up
with an orthopedist are
appropriate for this patient.

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

FIGURE 2
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H E A L T H L A W

Curing ‘Cancer’
■ JOHN SHUFELDT, MD, JD, MBA, FACEP

S
o you missed the “cancer.” Maybe you still don’t even know
you missed it. At this point the patient (your business) is dy-
ing and you plod along unaware of the impending doom, like

a smoker with a chronic cough. Your business is losing weight,
its cheeks are sunken, skin sallow, as it grows weaker each pass-
ing month. One day soon it will start coughing up blood, and then
it will be too late.

Now what?
There is a cure. In fact, the cure is not all that hard. Unlike treat-
ment for real cancer, it probably won’t cause you to lose much
hair, vomit often, or be susceptible to infections. You will, how-
ever, have to critically appraise your team. If you are going in for
treatment, don’t just cure the obvious tumor, do the positron
emission tomography (PET) scan and go after all of the cancer. 

What is the PET scan for eradicating the cancers in your com-
pany? It is called the People Performance Culture Model (Figure
1). It is a simple tool, variations of which have been around for
a long time. Some credit Jack “From the Gut” Welch (Former CEO
and Chairman of GE) with its wide application. Basically, it helps
leaders categorize employees into four groups. 

The model is simply an X-Y graph where the four quadrants
represent the four possible combinations of performance and cul-
ture. The vertical axis represents performance graded from high
to low. The horizontal axis represents conformity to the values
of the organization. 

Quadrant 1
No brainer. These are the “rock stars.” They look for the chal-
lenges, lead by example, and are willing to stretch and want to
be rewarded for success. Invest in this group. Give them progres-
sively harder assignments, coach, mentor and groom them for
future leadership positions by paying for graduate education. 

This is the group you want to hire before someone else

snatches them up. Pay them well, give them bonuses frequently

and reward and praise them. These are the rising stars on which
your company’s future depends. 

Quadrant 2
This group is more challenging. They will test your mettle as a
leader. This group “lives the culture.” They are enthusiastic, hard
working, and truly want to please. For whatever reason, they are
just not quite up to snuff. The quality of their work is average, yet
they keep coming back for more challenging assignments be-
cause they honestly want to grow. Their enthusiasm allowed
them to breeze through the interview process but the complex-
ity of the role may have simply caught up with them.

This is the group you want to work with to determine if they
are on the right seat on the bus. It may be that easy; simply
change the seating assignments. If these employees were aver-
age in a revenue cycle management role, try them in sales or mar-
keting. Their infectious enthusiasm may win clients. 

John Shufeldt is principal of Shufeldt Consulting and sits
on the Editorial Board of JUCM. He may be contacted at
Jshufeldt@Shufeldtconsulting.com.
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Figure 1 .People Performance Culture Model



These employees require the most work. If you can work with them to figure out
where they belong, you will have employees who will go to the wall with you. You
may even grow them from a 2 to a 1. 

Quadrant 3
No brainer. This is the big lesion in the colon that needs to come out. You should not
have hired these employees in the first place. They were someone you once trusted’s
brother, son, daughter, husband, etc., and they screwed you. They have neither the skill
set, nor the desire, to conform to the culture or quality espoused by your organization. 

They will last for a bit, but pretty soon, you will be forced to resect them. They will
threaten you on the way out, call you names, and swear they will bring down the com-
pany. Get rid of them nonetheless. Despite what these employees may promise, they
will never move to Quadrant 2 because they are incompetent and unaware; a lethal
combination. 

Quadrant 4
These “Q4’ers” are the most challenging individuals. They are smart and may even
work hard. Their work is solid and they turn it in on time. These employees may be
department leaders and even hold positions on your executive team. Despite their
work output, they are cultural misfits. They are ego-driven, manage up, and belittling
to others. They may be sexists or racists. They could be much more insidious by qui-
etly undermining (possibly inadvertently) the goals of the organization. You would
never have them for close friends, yet you can’t argue about the quality of their work. 

You speak with them, befriend them, encourage them, yet they make no lasting
changes. They get better for a short time and then revert back to their recalcitrant ways.
They either don’t get the importance of values and culture or truly do get it but be-
lieve by performing well they are above it. I have seen this challenge a number of times.
Sometimes these people have been in the organization for years. Everyone knows they
are a pain to interact with yet they seem to be ensconced. 

These people are akin to the lung nodule on the chest x-ray and the polyp in the
colon. Their cancer slowly spreads throughout the organization. They look for and at-
tract others to join their cause and then continue to spread their discontent among
even the most motivated people. It becomes hard day after day to not listen to them.
Their slow, constant de-motivational ideas and mantra slowly start to erode the very
fabric of the once-solid culture.

This is the rub. Despite their above-average work output, they will bring down your
organization by running off the rock stars in quadrant 1 who will learn through ob-
servation that “culture” is nothing more than a catch phrase at the organization.

Quadrant 4 individuals have to go, and go immediately. Jack Welch said that GE
did not make its rapid transformation until his leadership team went through the en-
tire organization and sought out and eradicated this group. After they accomplished
this very difficult task, they stood up in front of their team and said, “We had to make
a very difficult decision today. We let someone go who has been here for years and
whose work product was solid. However, they did not live the culture that we here
at GE espouse and thus, they have no place in our organization.” The ability to accom-
plish these challenging tasks sets the good leaders apart from the great ones and is
one of the primary reasons that some companies seem to consistently outperform
others within the same sector or space. After ridding your organization of the Q4s,
you may not see the results overnight; however, I guarantee that others will thank you
both in their words and in their work and your company will achieve results well be-
yond your expectations. ■

H E A L T H  L A W

44 JUCM The Journal of Urgent Care Medicine | Apr i l 2012

(800) 237-9851
info@urgentcarecareercenter.com

Open a barcode 
scanner app on 
your smartphone. 
Position your 
phone’s camera 
over this QR code 
to scan.

Find job 
opportunities 
in Urgent Care.

Search Urgent Care 
career opportunities and 
manage your job search 

on JUCM’s powerful 
online job board.

Upload your resume 
and apply online.

Start searching at:
www.UrgentCareCareerCenter.com



www. jucm.com JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  Apr i l  2012 45

ABSTRACTS IN URGENT CARE

Normalization of Vital Signs Does 
Not Reduce Risk for Acute Pulmonary
Embolism 
Key point: Up to one-third of patients whose abnormal triage vi-
tal signs reverted to normal values had PE.     
Citation: Kline JA, Corredor DM, Hogg MM, et al. Normaliza-
tion of vital signs does not reduce the probability of acute pul-
monary embolism in symptomatic emergency department
patients. Acad Emerg Med. 2012;19(1):11-17.

In a prospective single-center study, researchers evaluated
whether normalization of vital signs in patients who present
with symptoms of pulmonary embolism (PE) reduces the prob-
ability of the disease. Patients at an urban academic emergency
department (ED) in North Carolina were enrolled if they were
older than 17 years and had at least one predefined sign or
symptom and one risk factor for PE.

Of 192 patients, 35 (18%) were diagnosed with PE by com-
puted tomography in the ED. In patients whose abnormal
triage vital signs normalized at any time during their ED visit,
incidence of PE was not lower than for patients whose vital
signs did not normalize. The incidence of PE for patients with
abnormal pulse rate, respiratory rate, shock index, or pulse
oximetry at triage that subsequently normalized was 18%,
14%, 19%, and 33%, respectively.

Published in J Watch Emerg Med. February 17, 2012 — Diane
M. Birnbaumer, MD, FACEP. ■

Imaging Trends for Pediatric Appendicitis: Use
of Ultrasound Is Up and Use of CT Is Down 
Key point: Ultrasound alone or with CT, but not CT alone, was
associated with lower negative appendectomy rates     
Citation: Bachur RG, Hennelly K, Callahan MJ, Monuteaux
MD. Advanced radiologic imaging for pediatric appendicitis,
2005-2009: Trends and outcomes. J Pediatr. 2011 Dec 20; [e-
pub ahead of print].

Use of computed tomography (CT) and ultrasound (US) im-
aging have improved the preoperative diagnosis of appen-
dicitis in children with equivocal clinical findings. To exam-

Nahum Kovalski is an urgent care practitioner and
 Assistant Medical Director/CIO at Terem Emergency
Medical Centers in Jerusalem, Israel. He also sits on the
JUCM  Editorial Board.
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ine imaging trends for appendicitis and whether imaging is
associated with clinical outcomes, researchers retrospec-
tively reviewed administrative data from 55,238 children
with a diagnosis of appendicitis at 40 children’s hospital
emergency departments between 2005 and 2009.

Use of imaging modalities varied widely among institu-
tions (interquartile ranges, 21%–49% of patients for CT and
2%–26% for US). The median institution imaging rate for pa-
tients with appendicitis was 48%. Girls and children younger
than 5 years were significantly more likely to undergo an im-
aging study than boys and children older than 5 years. CT
rates peaked at 35% in 2007 and significantly declined to
29% in 2009. US rates increased from 17% in 2005 to 25%
in 2009. The negative appendectomy rate decreased from
0.044 in 2005 to 0.031 in 2009. Increased use of US or US
plus CT was associated with lower negative appendectomy
rates. Imaging was not associated with rates of rupture or
return admissions.

Published in J Watch Ped and Adol Med. February 1, 2012
— F. Bruder Stapleton, MD. ■

Amoxicillin Has No Effect on Acute,
Uncomplicated Bacterial Rhinosinusitis  
Key point: Amoxicillin doesn’t ameliorate the severity of acute,
uncomplicated bacterial rhinosinusitis any better than
placebo.     
Citation: Garbutt JM, Banister C, Spitznagel E, Piccirillo JF.
Amoxicillin for acute rhinositis: a randomized controlled
trial. JAMA. 2012;307(7):685-692.

Some 160 patients with clinically confirmed disease (purulent
nasal discharge and maxillary pain or facial tenderness) were
randomized to receive either 1500 mg/day of amoxicillin or
placebo for 10 days. In addition, all received a supply of symp-
tomatic treatments (such as acetaminophen) for use as needed.

Patients’ assessment of improvement in 16 sinus-related
symptoms did not differ between groups at day 3 or at day 10.
(While symptom scores did favor antibiotics at day 7, the au-
thors judge the difference to be “too small to represent any clin-
ically important change.”) ■

Chronic Headache After Traumatic Brain
Injury Is Common in Children 
Key point: The prevalence of headache 3 months after mild TBI
is highest in adolescents and girls.     
Citation: Blume HK, Vavilala MS, Jaffe KM, et al. Headache
after pediatric traumatic brain injury: a cohort study. Pedi-
atrics. 2012;129(1):e31-39.

Prospective data on the prevalence of headache in children af-
ter traumatic brain injury (TBI) are lacking. In the multicenter

Child Health After Injury Study, investigators prospectively
compared the prevalence of headaches in randomly selected
children (age range, 5–17 years) after treatment for TBI (512
cases) or arm fracture (137 controls). TBI was defined and
graded (mild, moderate, or severe) on the basis of recent CDC
and WHO definitions. Most mild TBIs resulted from falls or ob-
jects striking the head. Most moderate-to-severe TBIs resulted
from motor vehicle or bicycle crashes or falls.

Parents or guardians completed a baseline survey soon af-
ter the child’s injury and follow-up interviews at 3 and 12 months
after the injury. Adolescents ≥14 years also were interviewed
at follow-up. 

At 3 months, the prevalence of headache was significantly
higher in children with mild TBI (especially adolescents and
girls) than in controls (43% vs. 26%) and in children aged 5–12
years with moderate or severe TBI than in controls aged 5–12
years (60% vs. 27%). 

At 12 months, the prevalence of headaches did not differ sig-
nificantly among children with mild TBI (41%), those with
moderate-to-severe TBI (34%), and controls (34%). However,
girls with mild TBI had a higher (but not statistically significant)
prevalence of serious headache at 12 months than controls
(27% and 10%).

Published in J Watch Ped and Adol Med. February 15, 2012 —
Louis M. Bell, MD. ■

Rate of Physician Referrals On The Rise 
Key point: The increase was particularly large for cardiac, gas-
trointestinal, orthopedic, dermatologic, and ear/nose/throat
symptoms.     
Citation: Barnett ML, Song Z, Landon BE. Trends in physician
referrals in the United States, 1999-2009. Arch Intern Med.
2012;172(2):163-170.

Despite increased attention to the cost and quality of health-
care delivery, little is known about physician-to-physician re-
ferrals. Two major national databases were used to assess re-
ferrals in about 850,000 ambulatory care visits, with a focus
on referrals from primary care physicians from 1999 to
2009.

The rate of visits resulting in a referral to another physician
nearly doubled, from 4.8% to 9.3%, during the decade. Refer-
rals from primary care physicians varied with the nature of the
problem. Referral rates rose significantly for the following
symptoms: cardiac (8.5% to 14.9%), dermatologic (10.1% to
15.4%), ear/nose/throat (4.5% to 8.5%), gastrointestinal (12.3%
to 17.7%), and orthopedic (12.4% to 16.5%). Referral rates for
other categories of symptoms, such as gynecologic, pulmonary,
or urologic, did not change.

Published in J Watch Gen Med. February 2, 2012 — Thomas
L. Schwenk, MD. ■



Neurologists Sometimes Disagree with
Emergency Physicians’ Diagnoses of TIA 
Key point: Features associated with discordant TIA diagnoses be-
tween neurologists were headache, involuntary movement, and
dizziness.
Citation: Schrock JW, Glasenapp M, Victor A, et al. Variables
associated with discordance between emergency physician
and neurologist diagnoses of transient ischemic attacks in the
emergency department. Ann Emerg Med. 2012;59(1):19-26.

Patients who present with symptoms consistent with tran-
sient ischemic attack (TIA) require emergent evaluation, includ-
ing imaging and specialty consultation, to confirm the diagno-
sis and initiate management. In a retrospective review of 429
adult patients who received emergency department (ED) diag-
noses of TIA at a single academic center during a 4-year period,
the authors evaluated how often neurologists disagreed with
emergency physicians’ diagnoses and whether ABCD2 score ≥4
or atypical presenting features (headache, tingling, involuntary
movement, seeing flashing lights or wavy lines, dizziness, con-
fusion, incontinence) were associated with discordant diag-
noses. The neurologists’ diagnosis was the gold standard.

Overall, 156 patients (36%) received discordant diagnoses.
Features associated with discordant diagnosis were headache,
involuntary movement, and dizziness. Features associated
with concordant diagnoses were tingling and ABCD2 score ≥4.

Published in J Watch Emerg Med. February 3, 2012 — Richard
D. Zane, MD, FAAEM. ■

How fast does oral dexamethasone work in
mild to moderately severe croup? A
randomized double-blinded clinical trial 
Key point: For children with croup, an oral dose of 0.15 mg/kg
dexamethasone offers benefit by 30 minutes.
Citation: Cobrovoljac M, Geelhoed GC. How fast does oral
dexamethasone work in mild to moderately severe croup? A
randomized double-blinded clinical trial. Emerg Med Aus-
tralas. 2012;24(1):79-85.
For children with croup controversy remains over dosage and
time to onset of action of oral steroids. The Cochrane Col-
laboration and other reviews have suggested 0.6 mg/kg dex-
amethasone be used (despite some evidence that 0.15
mg/kg is effective) with no expectation of benefit before 4-
6 hours.

This randomized double-blinded clinical trial examined
whether 0.15 mg/kg dexamethasone works by 30 minutes.
Children with croup older than 6 months presenting to a ter-
tiary paediatric ED with a Westley croup score of mild to mod-
erate range (scores 1-6 out of 17) were randomized to receive
either 0.15 mg/kg dexamethasone or oral placebo solution. 

Each group contained 35 children. There was a growing trend

to a lower croup score in the dexamethasone group, evident from
10 minutes and statistically significant from 30 minutes. 

For children with croup an oral dose of 0.15 mg/kg dex-
amethasone offers benefit by 30 minutes, much earlier
than the 4 hours suggested by the Cochrane Collaboration.
This result might encourage doctors to treat more children
with all severities of croup being less worried about poten-
tial side-effects and delayed benefit.

Recording Pain Score at Triage Improves
Time to Analgesia 
Key point: Median time to analgesia dropped from 123 minutes
at baseline to 78 minutes 1 year after triage pain scoring became
mandatory at an emergency department in Australia.
Citation: Vazirani J, Knott JC, Mandatory pain scoring at
triage reduces time to analgesia. Ann Emerg Med.
2012;59(2):134-8.e2. 

In a prospective study at an emergency department in Aus-
tralia, researchers evaluated the effect on time to analgesia
of requiring triage nurses to record a numeric pain score in
the electronic medical record for all patients and, separately,
of a focused educational program for staff (1-hour didactic
presentation on the need to improve time to analgesia).

During the 8 weeks before the scoring intervention, pain
scores were recorded for 73% of patients; median time
from patient arrival to administration of analgesia was 123
minutes. Eight weeks after the intervention, scores were
recorded for 93% of patients (exceptions were critically ill
patients who bypassed usual triage), and median time to
analgesia decreased to 95 minutes. At 1 year, median time
to analgesia was further reduced to 78 minutes. The focused
educational program, which was initiated after the scoring
intervention, did not have any additional effect on time to
analgesia.

Published in J Watch Emerg Med. February 10, 2012 — Richard
D. Zane, MD, FAAEM. ■

Antibiotics and Severe Bleeding Among
Older Adults on Warfarin 
Key point: In a case-control study, all concomitant antibiotics
were associated with increased risk for bleeding.
Citation: Baillargeon J, Holmes HM, Lin YL, et al. Concurrent
use of warfarin and antibiotics and the risk of bleeding in
older adults. Am J Med. 2012;125(2):183-189.
Warfarin—the most commonly prescribed oral anticoagulant
worldwide—has a narrow therapeutic range. Many drugs, in-
cluding antibiotics, have been linked to bleeding in warfarin
users. Patients receiving anticoagulants generally are older
and have more comorbidities than the general population and
may be at increased risk for this complication.
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To assess the bleeding risk associated with concomitant war-
farin and antibiotic use in older patients, researchers per-
formed a case-control study involving a cohort of Medicare
beneficiaries who were using warfarin continuously in
2007–2008. Within this group of 38,762 patients, 798 (2.1%)
were hospitalized in 2008 for bleeding and met the study cri-
teria. Each case patient was matched with three control patients
from the cohort, based on age, sex, race/ethnicity, and indica-
tion for warfarin use. Controls were assigned an index month
corresponding to the event date of the matched case.

Concomitant exposure to any antibiotic doubled the risk for
a bleeding episode, compared with no such exposure (adjusted
odds ratio, 2.0; 95% confidence interval, 1.6–2.5). The risk was fur-
ther increased among individuals whose antibiotic prescriptions
began ≤15 days before the index event (AOR, 2.4; 95% CI, 1.8–3.2).
The six antibiotic categories examined were all associated with
a significant risk for bleeding, but azole antifungals were asso-
ciated with the greatest risk (AOR, 4.6; 95% CI, 1.9–11.0).

Published in J Watch Infect Dis. February 22, 2012 — Neil M.
Ampel, MD. ■

Standard-dose and high-dose daily antiviral
therapy for short episodes of genital HSV-2
reactivation: three randomised, open-label,
cross-over trials 
Key point: Short episodes of subclinical shedding of HSV occurred
frequently, even during high-dose regimens of antivirals.  
Citation: Johnston C, Saracino M, Kuntz S. Standard-dose and
high-dose daily antiviral therapy for short episodes of geni-
tal HSV-2 reactivation: three randomised, open-label, cross-
over trials. The Lancet. Early Online Publication, 5 January 2012
doi:10.1016/S0140-6736(11)61750-9. 

HSV-2-seropositive, HIV-seronegative people were enrolled at
the University of Washington Virology Research Clinic (WA,
USA). The authors did three separate but complementary
open-label cross-over studies comparing no medication with
aciclovir 400 mg twice daily (standard-dose aciclovir), valaci-
clovir 500 mg daily (standard-dose valaciclovir) with aciclovir
800 mg three times daily (high-dose aciclovir), and standard-
dose valaciclovir with valaciclovir 1 g three times daily (high-
dose valaciclovir).

Of 113 participants randomised, 90 were eligible. Partic-
ipants collected 23,605 swabs; 1,272 (5.4%) were HSV-pos-
itive. The frequency of HSV shedding was significantly higher
in the no medication group (n=384, 18.1% of swabs) than in
the standard-dose aciclovir group (25, 1.2%; incidence rate
ratio [IRR] 0.05, 95% CI 0.03—0.08). High-dose aciclovir was
associated with less shedding than standard-dose valaci-
clovir (198 [4.2%] vs 209 [4.5%]; IRR 0.79, 95% CI 0.63—
1.00). Shedding was less frequent in the high-dose valaci-

clovir group than in the standard-dose valaciclovir group
(164 [3.3%] vs 292 [5.8%]; 0.54, 0.44—0.66). The number of
episodes per person-year did not differ significantly for
standard-dose valaciclovir (22.6) versus high-dose aciclovir
(20.2; p=0.54), and standard-dose valaciclovir (14.9) versus
high-dose valaciclovir (16.5; p=0.34), but did for no medica-
tion (28.7) and standard-dose aciclovir (10·0; P=0·001). 

Median episode duration was longer for no medication
than for standard-dose aciclovir (13 h vs 7 h; P=0.01) and for
standard-dose valaciclovir than for high-dose valaciclovir (10
h vs 7 h; P=0.03), but did not differ significantly between
standard-dose valaciclovir and high-dose aciclovir (8 h vs 8
h; P=0.23). Likewise, maximum log10  copies of HSV de-
tected per mL was higher for no medication than for stan-
dard dose aciclovir (3.3 vs 2.9; P=0.02), and for standard-dose
valaciclovir than for high-dose valaciclovir (2.5  vs 3.0;
P=0.001), but no significant difference was recorded for
standard-dose valaciclovir versus high-dose aciclovir
(2.7 vs 2.8; P=0.66). 80% of episodes were subclinical in all
study groups. Except for a higher frequency of headaches
with high-dose valaciclovir (n=13, 30%) than with other reg-
imens, all regimens were well tolerated.

Short bursts of subclinical genital HSV reactivation are fre-
quent, even during high-dose antiherpes therapy, and prob-
ably account for continued transmission of HSV during sup-
pressive antiviral therapy. More potent antiviral therapy is
needed to eliminate HSV transmission. ■

Accuracy of Rapid Influenza Diagnostic Tests
A Meta-analysis  
Key point: Two meta-analyses offer cautionary notes about the
diagnosis and treatment of influenza.
Citation: Chartrand C, Leeflang MM, Minion J, et al. Accuracy
of rapid influenza diagnostic tests: a meta-analysis. Ann In-
tern Med. 2012 Feb 27 [Epub ahead of print]

One analyzed the accuracy of rapid diagnostic tests for in-
fluenza. The analysis was based on 159 studies that compared
rapid testing with a reference standard of either viral culture
or reverse-transcriptase polymerase chain reaction. The authors
found that the rapid tests had a specificity of 98% but a sen-
sitivity of only 54% in adults and 67% in children. Thus, they
write, a positive test is unlikely to be a false-positive, but a neg-
ative test “has a reasonable likelihood of being false negative.”

The authors of the other meta-analysis—on the benefits and
harms from available antiviral drugs—point to the low quality
of evidence from the 74 available studies. On the basis of that
evidence, they conclude that “oral oseltamivir and inhaled
zanamivir may provide a net benefit over no treatment.” The
benefits identified included lower mortality and shorter dura-
tion of symptoms. ■
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C O D I N G  Q & A

Q.What is the new modifier PD?

A.If your urgent care center is owned by a hospital or
health system, then Medicare has a new modifier for

your center. The new HCPCS Level II Modifier PD is defined as
a “diagnostic or related non-diagnostic item or service provided
in a wholly owned or wholly operated entity to a patient who
is admitted as an inpatient within 3 days, or 1 day.” The mod-
ifier expands the Center for Medicare & Medicaid Services
(CMS) “three-day payment window” for outpatient services
provided within 72 hours of an inpatient admission by apply-
ing it to both diagnostic and non-diagnostic services. Medicare
pays a reduced fee for services that are clinically related to an
inpatient admission; occur within 72 hours of the admission;
and are furnished by a facility owned by a hospital.

The modifier applies only to hospital-run urgent care centers
and went into effect January 1, 2012. Even though compliance
with the Final Rule is delayed until July 1, 2012, entities should
begin using modifier PD on applicable claims as soon as possi-
ble. It is recommended that hospital-run urgent cares hold

claims for 3 days before submitting them to ensure that patients
are not admitted within 72 hours, thus requiring modifier PD to
be added to the claim.  Urgent care centers should be reim-
bursed the full amounts when services are for visits that are “un-
related” to the hospital admission. However, CMS has refused
to identify all non-diagnostic services that should be considered
“clinically related.” CMS reasons that these determinations
should be made on a case-by-case basis. Thus, consultants are
encouraging facilities to document the reasoning for why the
clinic visit is “not clinically related” so the clinic can “receive full
payment.” In the urgent care center, however, a manual appeal
for each individual exception is rarely likely to be cost effective,
so the center will likely just lose the income on these cases. ■

Q.How should I code for a visit when a patient pres-
ents with a fracture, and the physician performs x-

ray and splinting and then refers the patient to an ortho-
pedic physician?

A.Use CPT codes 29000-29550 (initial application of cast,
splint or strapping). Don’t forget to code for splint sup-

plies (such as Q4017 and following). Make sure you have a sep-
arate, identifiable procedure note. Add the code for the appro-
priate radiologic study.  You should also document and code the
appropriate E/M code for assessing the injuries related to the
accident and add modifier 25 (significant, separately identifi-
able E/M service by the same physician on the same day of the
procedure or other service). ■

Medicare Modifier PD, 
Fracture Visit Coding, Coding for
Emergent Transport, ‘Big Ticket’
Reimbursement Codes, 
Medicare CLIA-Waived Codes
� DAVID STERN, MD, CPC

David E. Stern is a certified professional coder. He is a partner in Physi-
cians Immediate Care, operating 18 clinics in Illinois, Oklahoma, and
Nebraska. Dr. Stern was a Director on the founding Board of
UCAOA and has received the Lifetime Membership Award of
UCAOA. He serves as CEO of Practice Velocity (www.practicevelocity.com),
providing software solutions to over 750 urgent care centers in 48
states. He welcomes your questions about urgent care in general and
about coding issues in particular.
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Q.I heard about the “Y” code at the 2008 urgent care conference in Mem-
phis. We were told if a patient is transported out of our urgent care cen-

ter to the emergency department (ED) via ambulance, then we should do the
following: start the protocol; document the visit appropriately; contact the
ED; mark the superbill as level 5; and mark or write down the “Y” code, which
I thought represented an emergent transport. Is this code still valid? My billing
office says this code can only be used for ED, not urgent care centers. I can-
not find any information online about the “Y” code.

A.I am not aware of a “Y” code. Perhaps they were referring to 99058, which
is for service(s) provided on an emergency basis in the office (in addition to

basic service) that disrupt other scheduled office services. CPT Assistant has rec-
ommended that this code not be used in clinics that routinely offer services on a
walk-in basis.  However, CPT Assistant opinions are not official rulings, and some
urgent care coders object to this limitation, noting that emergency disruptions in
an urgent care center can be just as disruptive to staffing and to care for other pa-
tients as they are in a primary care center.  

In addition, if you code a level 5 E/M code, make sure that your documentation
supports that code. For the history, it is compliant to take credit for a comprehen-
sive history and simply note that a full history was not obtained because of the
emergency nature of the visit. The physical exam and the complexity of medical
decision-making, however, do not follow this rule, and appropriate levels of doc-
umentation for these sections are required to support a level 5 E/M. ■

Q.What is the most common highest reimbursement code for urgent care
center billing?

A.That is an interesting question. However, it is like asking, “What is the most
common big ticket item at the Dollar Store?” Urgent care revenue cycle man-

agement is not about collecting on big ticket items. The vast majority of visits (more
than 95%) do not have any so-called “big ticket” items. Thus, urgent care revenue
cycle management is not about cherry picking big ticket codes; rather, it is all about
intense, punctilious accounting for every detail in the revenue cycle. ■

Q.My urgent care center uses Clinical Laboratory Improvement Amend-
ments-waived (or CLIA-waived) laboratory tests to perform drug test

screening for multiple drug classes. We bill CPT code 80104 (drug screen, qual-
itative; multiple drug classes other than chromatographic method, each pro-
cedure) for non-Medicare payors. What code should we use for Medicare claims?

A.For Medicare, use code G0434 (drug screen, other than chromatographic, any
number of drug classes, by CLIA-waived test or moderate complexity test, per

patient encounter). Add modifier QW if you have a CLIA certificate of waiver. ■

Note: CPT codes, descriptions, and other data only are copyright 2011, American Med-
ical 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 educational purposes only.
The reader should not make any application of this information without consulting with
the particular payors in question and/or obtaining appropriate legal advice.

C O D I N G  Q & A
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C A R E E R S

A message from Lee Resnick, MD, Editor in Chief, 
JUCM, The Journal of Urgent Care Medicine/Chief Medical Officer,

WellStreet Urgent Care.

WellStreet Urgent Care is currently seeking qualified physicians to join
its growing urgent care practice in Atlanta, GA. With plans to open 12
high-end facilities in 2012, this is a great opportunity to become part 

of a world class team that is redefining the urgent care experience. 

WellStreet offers outstanding practice opportunities for board-certified
family medicine, emergency medicine, and med/peds physicians. 
Successful candidates will bring outstanding clinical acumen and a 

desire to provide a top-notch patient experience. 

You can look forward to outstanding earning potential including base
salary plus incentive, health, dental and vision insurance, CME allowance,
paid time off, relocation assistance, and malpractice coverage. This is 

a great opportunity to join a growing organization and have the 
opportunity to shape the practice and advance your career.

Positions are currently available in Atlanta - which consistently appears
on top ten lists of the best places to live. Find out more about Atlanta life

at: http://www.atlanta.net.

If you feel this could be a good fit for your interests and skills,
we would appreciate hearing from you. Please send your CV
to: cspringfield@wellstreet.com or call: 404-382-9902. You

can also check us out online at: www.wellstreet.com.

Stable, physician-owned group of 220+ physicians in Lakeland, Florida is
seeking an experienced BC Family Medicine physician to practice with 3
others in our busy Urgent Care Center.  Average 14-15 shifts per month.

No call. Urgent Care hours are Monday-Friday, 8am – 8pm and some
weekends, no holidays. EMR in all exam rooms.

• 11 exam rooms & 2 monitored beds
• Extensive diagnostic services in-house (MRI, CT, lab)
• Partnership opportunity after 2 years
• Excellent compensation based on productivity; 1st year guarantee +bonus
• Extensive benefits, malpractice insurance and relocation assistance 
• Exceptional suburban setting with varied patient mix & excellent 

reimbursement
• NO STATE INCOME TAX!

Call: (800) 854-7786 • Fax: (866) 316-5876
Email: wgonzalez2@watsonclinic.com

Visit us at: www.watsonclinic.com

Setting tthe PPace… …for ppractice ddevelopment

…for aa bbalance bbetween wwork aand pplay

… ffor ggrowth, pprogress && pplanning ffor ttomorrow

Urgent Care Opportunity
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C A R E E R S

Urgent Care Lead Physician Opportunities 
in Historic Abingdon, Virginia

Johnston Memorial Hospital and Mountain States Medical
Group are currently seeking Board Certified Physicians in

Family Medicine,  Med/Peds,  Emergency Medicine or
Internal Medicine to work as an Urgent Care Physician

with First Assist Urgent Care located in Historic 
Abingdon, Virginia.

Urgent Care and/or Emergency Medicine experience 
required. This is a full-time position. Physician will assume

the role as Lead Physician and will be based in the
Abingdon First Assist Urgent Care location. Provider will
also be required to do some shifts in Tennessee locations

(within 30-40 minutes from Abingdon) and will need 
Virginia and Tennessee medical licenses. Competitive
Compensation, full benefits, paid malpractice, sign-on

bonus and educational loan/relocation assistance 
provided to qualified candidate. Work Comp and 

occupational medicine services provided.

Please contact: Tina McLaughlin, CMSR
(276) 258- 4580; McLaughlinT@msha.com

Johnston Memorial Hospital
16000 Johnston Memorial Drive 

Abingdon, Virginia 24211

www.msha.com/jmh • EOE/AA

Community Health Network is seeking BE/BC
Family Medicine physicians for openings in
Urgent Care, Occupational Medicine and
School Based Clinics for locations throughout
Indianapolis and central Indiana.

Physicians will enjoy the flexibility of working
Full-time, Part-time or PRN and have the abil-
ity to see patients in multiple locations. Candi-
dates should have a consistent and consecutive
employment or training history.
MedCheck, Community Health Network’s Walk in Care Clinic, is located in various locations across
the Indianapolis area,  including Noblesville, Carmel, Anderson, Greenwood and Indianapolis. These
opportunities are geared towards a physician who enjoys flexible scheduling and the ability to see patients
in multiple locations.
Community Health Network is a network of 6 central Indiana hospitals and 5 Indiana Surgery Cen-
ter locations.  We are known for our physician partnerships and ranked among the top 40 integrated
health care networks in the nation. Indiana is consistently ranked as one of the nation's top physician
friendly states with low cost malpractice, a simplified licensing process and affordable cost of living.  

Urgent Care Opportunities
–––––––– Indianapolis Area ––––––––

For More Information, Contact:
Angela Trussel

DocJobs@eCommunity.com
317-621-1999

www.eCommunity.com/PhysicianRecruitment



C A R E E R S

Virginia - Urgent Care Physicians
Carilion Clinic is searching for Urgent Care physicians to
work at various locations in the Roanoke and New River 
Valley area as Carilion is expanding their UC operations 

due to patient need. Candidates must be BE/BC in Family
Medicine or Emergency Medicine with Urgent Care experience
preferred. Carilion hospitals located within a short distance

for transfers of acute care. UC sites will be open 7 days a
week 8 am-8 pm and include radiology and waived lab 

testing, along with the system wide EMR-Epic. Enjoy 
working 3 days one week and 4 days the next week.

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. The New River Valley
region comprises the localities of Christiansburg, Blacksburg,
and Radford, with a population of 175,000, home to Virginia
Tech and Radford University. The region is affordable, safe,

progressive and just minutes away from the Blue Ridge
Parkway and the Appalachian Trail.

Carilion Clinic is the largest, not-for-profit integrated health
system in southwest Virginia with 7 hospitals, 100+ multi-

specialty clinics, 9 residency and 7 fellowship programs 
affiliated with the Virginia Tech Carilion School of Medicine.

Benefits include competitive compensation with incentive,
relocation, paid malpractice, and much more.  

Please contact Andrea Henson, Physician Recruiter 
ahenson@carilionclinic.org or 540-224-5241

St. Mary’s Medical Center has two full service Urgent Care
Practices in Evansville, Indiana. We are in need of employing

an additional full time, Board Certified Family Practice 
Physician to cover our west side operation. Outpatient 

volume is 55-65 patients per 12 – hour day.

Hours will be approximately 36-40 hrs/week and must be 
willing to share evening and weekend shifts with other 

physicians in practice. There are no call requirements.

• Additional earnings possible based on incentive payment model.

• Other Benefits Include:  Medical Liability, Pension Plan, Health
Insurance, Disability Insurance, Dental Insurance, Vacation Days
(20 days per year), Life Insurance, CME Allowance, Sick Time.

For details contact Kathy Schenk
Director of Physician Development Services

St. Mary’s Medical Center
812-485-7962

KSchenk@stmarys.org

All correspondence will be handled confidentially.

Urgent Care Opportunity
BASE SALARY $215,000

Carolinas HealthCare System is the largest health care system in the

Carolinas (2nd largest in the United States) and operates one of the most

successful Urgent Care networks in the Southeast. We own and operate

19 urgent care facilities throughout the greater Charlotte area. These urgent

care facilities are open 12 hours a day, 7 days a week from 8am-8pm.

Each facility has two physicians on staff and they take turns covering the

12 hour shifts. There is also a nurse, lab/x-ray tech, and front desk staff.

Most of the urgent care facilities see the traditional urgent care needs;

however some of our facilities have a higher population of occupational

medicine. Due to tremendous expansion and growth, positions are available

for BC/BE FM or ER Physicians.

• Sign On Bonus!
• Salary guarantee with incentives
• Employer paid benefits
• No call or inpatient care
• Episodic care only
• 12 hour shifts
• Flexible schedule (work only 7 days within a two week period)

A lifestyle you deserve!

To discover more, visit our website:
http://www.carolinashealthcareurgentcare.org/

To submit a CV, please contact Sarah Foster, Physician Services:

sarah.foster@carolinashealthcare.org

or call: 800-847-5084 • fax: 704-355-5033
EOE/AA

�������	
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���������� a 325-physician group in East Central Illinois with
a service area of 1.5 million residents, is searching for additional �����
�����
�����
��������������� physicians. CPG is part of an integrated
network of healthcare services that is locally owned and physician-led; it’s

not-for-profit parent company is Carle Foundation Hospital, a Level I
Trauma Center with Level III perinatal services in Urbana, Illinois. 

Details include:

· Two positions available
· Shared responsibilities between Urbana and Champaign Convenient

Care sites
· The position will involve Urgent Care responsibilities, along with

some possible work in pre-op.
· No on-call
· Outpatient care only; no panel of primary care patients
· The Convenient Care Center is open 7 days a week from 

8:00 a.m. – 8:00 p.m. (year-round)
· Located 2 hours from Chicago and Indianapolis, and 3 hours from 

St. Louis

A few of the benefits we offer include competitive compensation packages,
health/dental/life insurance, ����������������
��
���������
�, and

vacation/meeting time. 

For more information, please contact Katie Schroeder at:
(800) 436-
3095, ex-
tension

Urgent Care – Urbana-Champaign, Illinois 
(population 195,000)
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Reliant Immediate Care at the LAX International Airport is one of the busiest 
Urgent Care/Comprehensive Care Clinics in Southern California, seeing almost

50,000 patients a year. We are open 24/7, with double and triple provider coverage
and a variety of shifts. Seeking BC/BE Emergency physicians or Primary Care/

Family Medicine physicians with experience in busy Urgent Care Centers.

Located on the campus of LAX International Airport, Reliant physicians see 
patients from all over the world, and also from our local community. There is
also ample opportunity to work with the many companies located on campus

who use our many medical, occupational health, and wellness services. 
See our site at: ReliantImmediateCare.com

This unique position is an opportunity to work with a progressive group dedicated
to high quality medical care and high patient satisfaction. Candidates should be

flexible with some weekend shifts and occasional night shifts.

This opportunity offers competitive salary with incentives, full health and dental,
paid vacation time off, CME assistance, and excellent malpractice with tail 
coverage. This is an opportunity to grow with us, and work with the many 

companies that are part of the LAX community.

If you would like to learn more about us or this opportunity, 
please send CV to: MLebow@reliantmedicalcenter.com

C A R E E R S
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Dunkirk and Solomons, Maryland
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.

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

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

Email: Recruitment@EMAonline.com

Salem, Oregon. Part-time or full-time.  
Email: conniefinicle@salemclinic.org

or fax CV to: 503-375-7429
Please visit our website: 
www.salemclinic.org

URGENT CARE
PHYSICIAN

is looking to hire Four Practitioners to work in a
fast paced medical facility in upstate New York.
• Positions in primary care or urgent care settings
• Four great locations - Lake Placid, Saranac
Lake, Massena & Malone offices

• Full-time, Part-time & Per Diem Positions
• Salay dependent on experience
• Prefer 1 - 2 years experience

Please contact Lindsay LaPointe for more information.
To apply please email: Ladams@mountainmedical.net

C A R E E R S

Velocity Care has several opportunities for 
a Board Certified Urgent Care, Emergency
Medicine or Family Practice Physician. We
are expanding in the Shreveport/Bossier

area in Louisiana and opening a new 
facility in Little Rock, Arkansas.

Our preferred candidate will be Board 
Certified, have at least one or two years 

experience in an Urgent Care or Emergency
setting, and have experience with typical
UC procedures such as Laceration Repair,

Incision & Drainage, Foreign Body Removal
and Fracture Diagnosis. Our physicians are
independent contractors who are paid on an
hourly basis as well as monthly productivity
bonuses. We have 12-24 hours of mid level

of coverage.  

Velocity Care is an enjoyable working 
environment with a well trained staff. Our

facility is focused on patient care and 
customer service. We were recently

awarded Small Business of the Year by the
Shreveport Chamber of Commerce. 

For more information about our clinics,
visit our website at www.velocitycare.com

If you are interested in joining our team,
please contact our Practice Administrator,
Leslie Oakes at loakes@velocitycare.com. 

FREE Luxury beach condo with pool. Sun and fun
with us at our friendly urgent care/ family practice
center. Salary, malpractice, flexible schedule, license

fees, bonuses and all condo costs included. 
NO ON-CALL! NO HMO!

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

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

www.75thstmedical.com
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South Florida's leading Urgent Care 
Medical Centers bring opportunity!

www.MyMDNow.com/jobs
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/jobs

®

MEDICAL EQUIPMENT
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FOR SALE

MARKETPLACE

MARKETPLACE

www.urgentcarecareercenter.com
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Will consider board-certified candidates in family
medicine, internal medicine, med-peds or emergency

medicine. Must be willing and experienced to care
for patients from newborns to geriatrics. 40-hour

work week with option for more hours if desired. Hourly
compensation with bonus and benefits provided.
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��

ID#144118C14

Now accepting applications from Florida
licensed physicians. Preference will be given
to individuals with experience in urgent care.
Must have Florida license and DEA, BE/BC.
Salary to commensurate with experience.

Must be able to start June 1st, 2012.

Email resume to: 
manager@urgicaretampa.com

Get results when you place
your classified ad online

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

T
hese data from the 2010 Urgent Care Benchmarking Survey are based on responses of 1,691 US urgent care centers; 32%
were UCAOA members. The survey was limited to “full-fledged urgent care centers” accepting walk-ins during all hours of
operation; having a licensed provider and x-ray and lab equipment onsite; the ability to administer IV fluids and perform

minor procedures; and having minimal business hours of seven days per week, four hours per day. 

In this issue: Is your center using computerized systems for practice management?

U S E  O F  C O M P U T E R  S Y S T E M S  F O R  P R A C T I C E  M A N A G E M E N T

Acknowledgement: The 2010 Urgent Care Benchmarking Study was funded by the Urgent Care Association of America and administered by
Professional Research Associates, based in Omaha, NE. The full 40-page report can be purchased at www.ucaoa.org/benchmarking.

Of the urgent cancer centers that responded to the survey, 92.9% use computerized systems for practice management. Most of
them were implemented several years ago. For those that do not use the systems, the majority do not have plans to start.

The 2008 survey revealed that utilization of computerized systems was fairly heavy for certain aspects of operations, such as billing
and claims management, and less so for other aspects, such as prescription ordering. The 2010 survey looked at this data a little
differently, examining also time in use. Where computerized systems were not in use, respondents were asked about plans for the
center’s future use.
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UConnect gives you the power to:

Visit uconnect.ucaoa.org today!

An Online Community Exclusively for UCAOA Members!

✓ Search and connect with other members 
so that you can stay in touch

✓ Add your voice to industry conversations

✓ Collaborate with colleagues 

✓ Access documents, presentations, 
and other content
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