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LETTER FROM THE EDITOR-IN-CHIEF

Judgment Day

C
arl Jung said, “We should not pretend to
understand the world only by the intellect.
The judgment of the intellect is only part of

the truth.” In medicine, reliance on intellect
alone is a significant danger. Ignorance of cul-
tural, social, and even psychological context can

mislead the clinician and risks misdiagnosis and error. Yet the very
basis of medical decision-making is rooted in the rule of intellect.
Evidence-based medicine is, after all, the accepted rule of law in clin-
ical circles these days, and it has become the rallying cry of every-
one from healthcare reformers to physician colleges. But sometimes,
the evidence can mislead. We fall victim to the bias of intellectual
facts and past experience, and ignore the power of context and
nuance. To understand how, we must first examine the roots of med-
ical decision-making.

The decision-making process is fed by a steady stream of facts
and calculations learned through study and experience and filtered
through the evidence-based guide of the scientific model.  The sci-
entific model is a rather rigid premise and leaves little room for spec-
ulation. It is not based on hope or belief, nor is it fond of irresolute
thinking. The scientific model creates the framework for “answers”
in medicine. It generates judgments, and while there may be debate
over the “strength of evidence,” it is nonetheless a path towards rel-
ative certainty of thinking. 

In practice, the scope of knowledge derived from the lifelong pur-
suit of the most certain and relevant of these judgments is what drives
our medical decision-making. With each encounter we attempt to
lump presentations into neat and factual compartments in an effort
to bring definition and appropriate action. The longer you practice,
the better you get, and after a while you feel like you can efficiently
compartmentalize with ease and confidence. The result is a very sys-
tematic and productive machine that can generate conclusions and
their associated interventions with minimal risk of error. 

Consider the 30-year-old postpartum female with leg pain,
swelling, and shortness of breath; the patient with runny nose, con-
gestion, and cough for 4 days; or the man with non-traumatic back
pain for 2 days with no neurologic symptoms. The decision-mak-
ing machine will accurately and reproducibly determine the appro-
priate diagnosis and intervention for each of these clinical scenarios.
Assessment is swift and painless.

And yet, despite all my calculated certainty, every day in practice

reveals cracks in the scientific armor. I see patients who can’t give
me the history I want; patients with their own agendas; patients with
conclusions drawn from the Internet and Aunt Susie; patients who
present irrelevant clues that lead me down the wrong diagnostic path.

Consider these common presentations:
1. A 26-year-old male on his third visit for a back problem who

is visibly, albeit “dramatically” in pain.
2. Anxious, 34-year-old female with dizziness and tingling in her

fingers.
3. 45-year old-female, seen on multiple occasions for migraines

and well known to staff as “challenging and difficult,” pres-
ents in her usual sunglasses and pajamas complaining of wors-
ening headache.

In the middle of a busy day at the urgent care, all three of these
patients run the risk of falling victim to judgments deemed factual
by virtue of the certainty of our past experiences. At risk of falling
victim to the drug seeker, the panicky worrywart and the “borderline”
migraineur, we quickly compartmentalize and don our emotional
armor to protect ourselves and our staff. Odds are that our judgments
are right. But what happens when we are wrong? What opportu-
nities did we miss to help someone in need? How many epidural
abscesses, acute MIs and subarachnoid bleeds will we miss if we rely
on the certainty of our judgments and experiences? 

When we remove all that armor and dispense with our pre-judg-
ments, we expose ourselves to risk and uncertainty, but we also unveil
nooks of opportunity. Within these exposed cracks lie the real joys
of medicine. These are the encounters you remember. These are the
motivational stories from everyday practice. For all the emphasis
on “calculation” in medical decision-making, and despite all the pres-
sures to be productive and efficient, it is ability to defer judgment
and challenge our intellectual biases that makes this profession so
special and worthwhile. ■

Lee A. Resnick, MD
Editor-in-Chief
JUCM, The Journal of Urgent Care Medicine
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J U C M C O N T R I B U T O R S

A
ccording to one study, 91% of parents suffer
from “fever phobia”—the erroneous belief that
fever alone could hurt their child. It’s not sur-

prising, then, that fever is one of the most com-
mon chief complaints in pediatric patients presenting at urgent
care centers. In the vast majority of these cases, the source of
the fever will be discovered on physical exam or the explana-
tion will be a self-limited viral illness. The challenge for urgent
care providers is to identify the pediatric patient with fever who
is at high risk of a serious bacterial infection (SBI) such as uri-
nary tract infection, pneumonia, bacteremia, or meningitis. This
month’s cover story, by Brendan Kilbane, MD, FAAP, offers rec-
ommendations for an age-based approach to laboratory test-
ing that is rigorous yet ensures prompt identification of the “not
well” pediatric patient with fever and appropriate evaluation
of the “well” pediatric patient to rule out any possible SBIs. 

Dr. Kilbane is Assistant Professor, Pediatric Emergency
Medicine, Rainbow Babies & Children’s Hospital, University
Hospital Case Medical Center, Cleveland, OH. 

Diagnosing childhood cancers accurately and in
timely fashion is a challenge for urgent care
providers, as underscored by this month’s case
report, by Janet D. Little, MD. The patient was a 12-

year-old girl with shortness of breath not relieved by her
albuterol inhaler but no cough. Her presenting complaints were
episodes of nausea and vomiting, sore throat, and chest discom-
fort. The diagnosis, based on diagnostic studies including chest
x-ray? Hodgkin Lymphoma, a disease with peak incidence in the
teen years and again in the third decade of life. The message?
Remember to counsel patients about the need for close follow-
up, particularly when their symptoms are non-specific. 

Dr. Little is staff physician and Director of Education at My
Care Express Urgent Care in Eldersburg, MD.

Terminating an employee means much more
than simply saying “You’re fired.” It’s unpleasant
and whether the rationale is job performance or
economic necessity, it has an impact on the
employee beyond loss of income. For an urgent care provider,
termination is a business decision that also involves legal
implications, as described in this month’s practice management
article by Alan A. Ayers, MBA, MAcc. Meant as “food for
thought” and not a substitute for legal advice, the piece
emphasizes the need to do your homework before letting an
employee go, balance risks and benefits if the action is “for
cause,” and plan ahead for the consequences and the actual
meeting with the employee. 

Mr. Ayers is Associate Editor, Practice Management, JUCM,
Content Advisor, Urgent Care Association of America, and
Vice President, Concentra Urgent Care.

Also in this issue:
John Shufeldt, MD, JD, MBA, FACEP, offers 46 “pearls”
about ideas that seemed good at the time but in retrospect
present potential medicolegal disasters that urgent care
providers would do well to avoid. 

Nahum Kovalski, BSc, MDCM, reviews new abstracts on
literature germane to the urgent care clinician, including
studies of DTaP injection site reactions, UTI recurrence in
men, and computed tomography for evaluation of right
lower quadrant pain.

In Coding Q&A, David Stern, MD, CPC, discusses primary
care in the urgent care setting, E/M codes with other services,
and penicillin injection.

Our Developing Data end piece this month looks at 
what methods urgent care providers are using for patient
 registration. ■

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

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

We prefer submissions by e-mail, sent as Word file attach-
ments (with tables created in Word, in multicolumn format) to
editor@jucm.com. The first page should include the title of the
article, author names in the order they are to appear, and the
name, address, and contact information (mailing address, phone,
fax, e-mail) for each author.

To Subscribe to JUCM
JUCM is distributed on a complimentary basis to medical prac-
titioners—physicians, physician assistants, and nurse practition-
ers—working in urgent care practice settings in the United States.
If you would like to subscribe, please log on to www.jucm.com
and click on “Subcription.”





U
rgent care took center stage in The University of Alabama –
Birmingham (UAB) 7th Annual Health Administration Case
Competition. With only three intense weeks to prepare,

graduate students from 32 CAHME-accredited health adminis-
tration programs applied their incredible knowledge to a cap-
stone experience that tested their analytical skills, teamwork and
presentation skills on a real-life, real-time case regarding the
opening of urgent care centers. As I am sure my fellow judges
(including Alan Ayers, Cindi Lang, Laurel Stoimenoff, and Steve
Sellars) will agree, we were privileged observers and urgent care
was the winner! 

This is the first time that urgent care has been the subject
of this type of national competition. It attests to the key role
that urgent care as a specialty will continue to play in the health
care arena as the focus shifts away from the hospital and
toward recognition of alternative care delivery channels and
issues such as the shortage of primary care physicians, over-
crowding of emergency departments, and access challenges.
Urgent care centers were keenly represented in the contest as
playing a key role in ensuring that convenient access to qual-
ity, cost-effective healthcare services is available.  

That said, the ongoing growth of the urgent care industry will
undoubtedly lead to a greater need for administrative expert-
ise. Steve Sellars noted, “I encourage urgent care operators to
consider the many talented students completing their MHA
coursework. I’m certain they will represent urgent care organ-
izations just as well as they represented their universities at the
UAB Health Administration Case Competition.” And, Alan

Ayers added, “Program directors from the graduate programs
represented showed a great interest in placing students in non-
hospital operating models. The sponsoring group, new to
urgent care, is now clearly aware of the benefits that UCAOA
will offer to them, from physician recruitment to benchmark-
ing to resources for starting up new centers.”

The first, second, and third place teams received cash awards.
All participating teams should be considered winners just by
virtue of their participation in this integrative case competition.
Those who excelled to the top of the competition included:

1st Place: University of North Carolina at Chapel Hill
2nd Place: University of Minnesota
3rd Place: Rush University
Finalists: Texas A&M, University of Illinois – Chicago, and
Baruch/Mt. Sinai College
Honorable Mention: Baylor University, Ohio State
University, University of Florida, University of Iowa,
University of Pittsburgh, and Virginia Commonwealth
University
UCAOA was a significant presence in the competition. More

than 25 of the students joined UCAOA to gain access to key
resources as they prepared their recommendations. Our
esteemed judges brought real feedback and realistic bench-
marks to the evaluation of each team’s presentation. Further
discussion among the participants, leaders, and sponsoring
groups will be held in the coming weeks and months to explore
unresolved issues from the case, which may provide opportu-
nities to discover even more input and applicable outcomes. 

Congratulations to the talented students, kudos to their
astute faculty mentors, and thank you to UAB and the UCAOA
judges who represented us well. Ultimately, I fully expect that
a few bright leaders from this competition will find their way
into our industry, bringing with them innovative approaches to
the future of urgent care! ■
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FROM THE CHIEF EXECUTIVE OFFICER

UAB-hosted Case Competition
Highlights Innovative Approaches
To Urgent Care
■ P. JOANNE RAY

P. Joanne Ray is chief executive officer of the
Urgent Care Association of America. She may be
 contacted at jray@ucaoa.org.
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Introduction

F
ever is one of the most common chief complaints in
pediatric patients who present for urgent evaluation.
A surprising number of families continue to suffer

from “fever phobia,” with one study noting that 91% of
parents believe that a fever alone could hurt their child.1

In the vast majority of pediatric patients who present
with a fever, either physical exam will lead to identifi-
cation of the source or the cause will be a self-limited
viral illness. In a small percentage of children, however,
the source of fever is a serious bacterial illness (SBI)
such as a urinary tract infection (UTI), pneumonia, bac-
teremia, or meningitis. The challenge for an urgent
care provider is to identify the patient who is at high risk
of these SBIs with the least amount of invasive testing. 

Background
Over the last 30+ years, the question of how best to
manage the febrile pediatric patient has been the sub-
ject of countless studies. This research has primarily
resulted in a variety of guidelines that identify groups of
patients who are either at high or low risk of certain

infections. That classification allows clinicians to decide
if a patient requires treatment or admission. The other
main finding of these studies is that different age groups
have different risks of SBIs.2 As a result, it is helpful to
group patients by age ranges when discussing what
evaluation is required. 

Clinical

An Age-Based Approach to
Fever of Uncertain Origin in
the Pediatric Patient
Urgent message: Fever in pediatric patients, while frequent, is rarely
the result of a serious illness. Urgent care practitioners must be able
to consistently distinguish between serious and benign causes with
a minimum of invasive testing.
BRENDAN KILBANE, MD, FAAP
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Brendan Kilbane is Assistant Professor, Pediatric Emergency Medicine,
Rainbow Babies & Children’s Hospital, University Hospital Case Medical
Center, Cleveland, OH.
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A N  A G E - B A S E D  A P P R O A C H  T O  F E V E R  O F  U N C E R T A I N  O R I G I N  I N  T H E  P E D I A T R I C  PA T I E N T

When evaluating a febrile pediatric patient, an urgent
care provider’s first and most important task is determin-
ing whether the patient is “well or not well.” A good deal
of research has been done in an attempt to quantify what
exactly a clinician relies on to make this distinction, with
limited success, and it appears that experienced urgent
care providers should trust their clinical intuition because
they are very good at recognizing well patients in the
older age ranges. They should be more cautious, how-
ever, when making this determination in younger
patients or if they have limited exposure to pediatric
patients on a regular basis.3,4

If a clinician determines that a patient is “not well,”
then the child needs appropriate laboratory studies, treat-
ment with antibiotics and transfer to a higher level of
care, independent of the lab results or the patient’s age.
If a patient is determined to be “well,” than an urgent
care provider can use the following age-based approach
to guide decision-making about additional laboratory eval-
uation and treatment.

Aged 0 to 28 Days
History and Physical
Fever in this age group is defined as a rectal temperature
≥38°C and a reading should be obtained along with a
full set of vital signs on every patient. In this age group,
the history of present illness is often brief and should focus
on the family’s reporting of the infant’s level of arous-
al as well as his or her ability to feed. 

Past medical history
should include details
surrounding the infant’s
delivery as well as a
maternal history, includ-
ing Group B streptococcus
status. During the phys-
ical exam, an urgent
care provider should
pay particular attention
to an infant’s general
tone and appearance.
Does the child arouse
easily to stimulation? Is
her or she irritable or
unable to be consoled?
Limp or flaccid? Given
the difficulty in localiz-
ing symptoms such as
pain during an infant
exam, it is recommend-

ed that even those who appear “well” be managed
aggressively (Figure 1).

Evaluation and Management
Numerous studies have documented a high rate of
SBI—approximately 10% to 20%—in febrile infants.5

Based on this high risk, the American College of Emer-
gency Physicians and the American Academy of Pedi-
atrics currently recommend that these infants receive a
“full septic work up.” Such a work up includes a com-
plete blood count (CBC) with blood culture, urinalysis
(UA) obtained by catheterization or suprapubic aspira-
tion with urine culture, lumbar puncture (LP) with cere-
brospinal fluid (CSF) analysis and culture, and a chest x-
ray (CXR) if the patient has any focal lung findings or
hypoxia.2,6 All infants in this age group should be
treated with antibiotics and admitted for observation.
Initial intravenous (IV) antibiotics of choice include
ampicillin 50 mg/kg and either gentamycin 3 mg/kg or
cefotaxime 50 mg/kg. 

Aged 28 to 90 Days
History and Physical
Fever continues to be defined as 38°C for this age range
and a reading should be obtained rectally, along with a
full set of vital signs. As with younger infants, the his-
tory should focus on the family’s impression of the
infant’s general appearance, including any excessive
sleepiness or irritability, and ability to feed. During the

Figure 1. Evaluation of Fever of Uncertain Source in Well-Appearing Infants <3 Months

Age >28 Days

UA & Urine Culture
CBC & Blood Culture

LP and Culture

Antibiotics
Inpatient Admission

OPTION 1

Admit and antibiotics
if UA, CBC, or
LP Abnormal

Discharge with close
follow up if UA, CBC

AND LP Normal

OPTION 2

If UA and CBC are Low Risk
and Family Has Follow Up =
NO LP and Either Admit for

OBS or D/C With Close
Follow Up

If CBC or UA are not Low
Risk= LP, Admit and

Antibiotics

UA & Urine culture
CBC & Blood culture

Age ≤28 Days

*A full lab evaluation is required for patients already being treated with antibiotics, with a significant past medical history, or with signs of a
focal infection on exam.
CBC = complete blood count; LP = lumbar puncture; UA = urinalysis; WBC = white blood count
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physical exam, the urgent care provider should again
observe the infant’s general tone and level of arousal.
Many clinicians, depending on their experience, will be
able to make a general impression as to whether the
infant is “well or not well.” However, additional labo-
ratory evaluation is required for even “well”-appearing
infants in this age group. Any infant that a clinician feels
is “not well” should have a full evaluation and be admit-
ted for observation, independent of any laboratory
results (Figure 1).

Evaluation and Management
Previous research has established that 5% to 10% of
infants in this age group will have an SBI, the majority
of which are UTIs, whereas 1.5% to 2% will be found to
be bacteremic and 0.5% will have meningitis.7 An urgent
care provider’s goal should be to classify each patient as
either at high or low risk of having an SBI, which will
then dictate if inpatient admission is required or man-
agement can safely be done on an outpatient basis.8 The
process of classifying such patients by incorporating lab-
oratory results into assessment arises from research from
the 1990s that led to development of “city”-based crite-
ria for Rochester, Boston, and Philadelphia, among oth-
ers. Unfortunately, these criteria all use slightly different
ages and lab values, which results in some minor varia-
tions among the recommendations.9-11

A reasonable approach is that ALL patients should
receive a CBC with blood culture and a UA with urine cul-
ture obtained by catheterization. Patients with focal res-
piratory findings or hypoxia should have a CXR. A Patient
is considered at low risk of SBI if he or she has the follow-
ing results: A CBC with 5,000 to 15,000 WBCs and less than
1,500 bands, a UA with less than 10 WBCs/high-powered
field and no bacteria on gram stain, and a CXR with no
focal infiltrate concerning for pneumonia. This approach
is supported by a clinical policy statement from ACEP and
an expert panel of pediatric emergency medicine physi-
cians, as well as  evidence-based guidelines employed at
a leading children’s hospital.2,6,12

The question is often raised about whether a less
invasive approach would also be reasonable. Currently,
however, there are minimal prospective data to support
this approach. In one study of outcomes in febrile
infants managed by general pediatricians, a non-guide-
line-based approach was found to be equally effective,
when judged by incidence of serious infections that
were missed.13 However, 95% of the infants in that
study had more than one encounter with their pediatri-
cian. Because most urgent care providers cannot guar-

antee such close follow up, it is difficult to generalize
these results to an acute care setting. This lack of conti-
nuity is a main driver behind the recommendations for
such an aggressive approach to identify at-risk patients
during an the initial patient encounter.

Another contested point when managing patients
in this age range surrounds the need to perform a LP to
rule out meningitis in a patient with a low-risk CBC and
UA. More conservative sources advocate the necessity
for LP to truly consider an infant low risk and that
urgent care providers should err on the side of caution
and perform an LP on all these patients because they
may have inconsistent follow up. To support this posi-
tion, they cite the fact that an LP is part of the Boston
and Philadelphia criteria 9,11 and that a later study doc-
umented that up to 40% of all febrile infants, both well
and not well, aged less than 90 days who were eventu-
ally diagnosed with a SBI had a CBC that would have
made them low risk.14

Others argue that risk of meningitis is very small in
infants aged 28 to 90 days and the vast majority of such
patients are either “not well” or would have a CBC or UA
that would classify them as high risk. To support this posi-
tion, they cite that the Rochester criteria did not automat-
ically include a LP for all such patients and they were able
to accurately classify patients as high or low risk.10

Whether LP is required in all infants aged 28 to 90
days to classify them as low risk remains debated. How-
ever, LP should be strongly considered in any patient
with symptoms of systemic illness as well as in infants
with a history of current antibiotic therapy, who have
unreliable follow up or a complex medical history or
who are being treated with IV antibiotics for any reason. 

Infants classified as high risk based on CBC or UA
results should undergo LP before receiving antibiotics
and should be admitted for a period of observation.
Low-risk infants by lab results are eligible for outpatient
observation but an urgent care provider must be confi-
dent that they are well-appearing and that the family
has established follow up and can be contacted and will
return promptly for treatment. If a clinician is not con-
fident about these factors, such patients should be
admitted for observation. Several studies support not
treating low-risk patients with antibiotics before dis-
charge, however, it is also acceptable to administer a sin-
gle dose of ceftriaxone 50 mg/kg IV or intramuscularly.

Aged 3 to 36 Months
Background
The focus when evaluating patients with fever in this
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age group shifts from the approach used in younger
infants, where a high risk of SBI requires a laboratory
evaluation, to one where the goal is to use selective test-
ing to identify the very small percentage that have an
occult infection that may progress into a SBI. 

Research in the 1980s demonstrated that 2% to3% of
well-appearing children with a temperature 39°C had
bacteria in their bloodstream.15 It also found that of
these patients, up to 20% would return days later with
a serious illness including osteomyelitis, sepsis, or
meningitis. Thus the practice of performing a “screen-
ing” CBC, UA, and cultures was introduced as a means
of identifying these at-risk children before they returned
with a focal infection. However, more recent data have
raised the question of whether performing such
screens—especially the CBC and blood culture—is still
the right approach (Figure 2).

History and Physical Exam
In this age range, the height of fever that triggers further
evaluation increases to 39°C. That does not mean that a
child with a fever of 38.5°C cannot have an occult infec-
tion but, rather, that the risk is low enough to justify out-
patient observation without automatically obtaining lab-
oratory data. It is again crucial to identify the patient as “well
or not well.” If an urgent care provider judges a child to
be “not well” based on the results of clinical exam, then

aggressive evaluation, treatment with
antibiotics, and transfer to a high level
of care is required. Only a “well” child
is a candidate for selective laboratory
evaluation and antibiotic therapy. 

Fortunately, arriving at this clinical
assessment is easier because as patients
age, they are able to provide a more use-
ful history and physical, including
information on focal signs and symp-
toms. It is still important to continue
to involve the parents as they can relate
any change in a child’s normal behav-
ior that can serve as a possible clue for
a localized process, such as not using
an arm as a sign of a soft-tissue infec-
tion. In addition, particular attention
should be paid to a patient’s immuniza-
tion status, because advances in vacci-
nations have made a tremendous
impact on each individual’s risk. Final-
ly, vital signs become a more sensitive
marker of occult illness and it becomes

even more crucial to be aware of tachypnea and tachycar-
dia, especially if it does not improve after administration
of antipyretics.  

Occult Bacteremia
As previously mentioned, the “screening” CBC and
blood culture were introduced in the 1980s in an
attempt to identify children whose fever was the only
sign of bactermia (ie occult bacteremia) who were at risk
of developing a localized infection. However, ongoing
improvements in childhood vaccinations have resulted
in a re-examination of this approach. 

The Haemophilus influenza type b (Hib) vaccine was
introduced in the late 1980s and has effectively elimi-
nated Hib as a childhood pathogen in immunized
patients. The 7-valent conjugate pneumococcal vaccine
against Streptococcus pneumoniae (PCV7), introduced in
2000, also has had a dramatic impact. Initial surveillance
has documented a decrease in Sp pneumoniae bacteremia
by 70% to 90%.16 In addition, a 13-valent S pneumoniae
vaccine was introduced in 2010 and is anticipated to
result in an even larger decrease. Also of note is that sur-
veillance data demonstrate that most children are actu-
ally receiving the immunizations. One study found that
85% to 90% of 3-year-olds had received at least 3 doses
of PCV7.17 Finally, an impressive herd immunity has
been demonstrated in patients who may not have

Figure 2. Evaluation of Fever of Uncertain Source in Well-Appearing
Infants 3 to 36 Months

YES

Aged ≥6 months
&

3 Doses of Both
Hib & PCV7?

NO

Antipyretics
Observation

No Routine Blood Work

YES

UA & Urine Culture for:
• Uncirc Males <1 yr

• Female <3 yr
No Routine Blood Work

NO

UA & Urine Culture
CBC & Blood Culture
CXR if WBC ≥ 20,000
Antibiotics if WBC 

≥15,000

Fever >39°C?

CBC = complete blood count; CXR = chest x-ray; Hib = Haemophilus influenza type B; PCV7 = 7 valent
Streptococcus pneumonia vaccine
UA = urinalysis; WBC = white blood count. 





18 JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  Apr i l  2013 www. jucm.com

A N  A G E - B A S E D  A P P R O A C H  T O  F E V E R  O F  U N C E R T A I N  O R I G I N  I N  T H E  P E D I A T R I C  PA T I E N T

received the vaccines so that their risk of invasive pneu-
mococcal disease is decreasing as well.

As a result of these two vaccines, the risk of occult bac-
teremia in an immunized febrile patient is now approx-
imately 0.2% to 0.5%, down significantly from the ear-
lier rate of 2% to 3%.18 The clinical impact of these
advances is that most guidelines are recommending
that fewer patients have labs done as a screen for occult
bacteremia.

A reasonable approach is to continue to perform a
CBC and blood culture on “well”-appearing pediatric
patients with a fever 39°C who have not yet received
three Hib and three S pneumoniae vaccinations. If the
family is unsure if all three vaccinations have been
given, it is reasonable to proceed as if they have not been
given. Because these vaccines are currently recom-
mended to be given at ages 2, 4, and 6 months, most
patients older than age 6 months will not require
blood work as part of their evaluation. The CBC results
are currently still used to guide subsequent antibiotic
therapy, with a WBC >15,000 or <5,000 indicating a
slight increased risk of bacteremia. As a result, these
patients should receive a dose of 50 mg/kg ceftriaxone
IV/IM while their blood cultures are followed. Research
is ongoing but to date there is no clear role for using
other inflammatory markers—specifically C-reactive
protein or procalcitonin—in place of the CBC as a
screen for occult bacteremia. 

Occult UTI
Although occult UTIs often receive significantly less
attention than occult bacteremia, the numbers support
that their diagnosis should actually be a higher priority
for urgent care providers. Numerous studies have doc-
umented approximately a 2% to 5% rate of UTI in well-
appearing children with fever 39°C.19 This rate is con-
cerning because most of these patients cannot give
historical factors, such as dysuria, which would assist a
clinician in reaching the diagnosis. However, research
has identified other factors that can mark a patient as
high risk and requiring additional testing. 

The most important risk factor is
patient gender because the preva-
lence of UTIs in females is more than
twice that in males. In females, the
two risk factors to consider are race
and age. Several studies noted up to
twice the risk of UTI in white females
compared with non-white females.
Younger female infants are at high-

er risk due to the fact that anatomical abnormalities, which
predispose patients to UTIs, typically present by age 3 to
6 months. For males, the two factors to consider are age
and circumcision status. Several studies have docu-
mented a risk of UTI 8 to 10 times higher in uncircum-
cised males than in circumcised males.20,21 Younger males
have a higher risk, again due to the role of anatomic abnor-
malities. Lastly, several studies document that having
either a positive test for a viral illness (influenza and res-
piratory syncytial virus) or a clinical syndrome matching
a viral illness decreased the risk of UTI by about half.22

Based on current recommendations, UA and urine cul-
ture are a reasonable approach to infants aged 3 to 6
months with a temperature 39°C who have no viral symp-
toms or whose fever has lasted longer than 2 days. For
uncircumcised males, this recommendation holds true
up to age 12 months. For females, this recommendation
holds true until they are no longer using diapers and are
able to indicate more specific symptoms by history.23

Obtaining a catheterized urine for culture is recom-
mended for all patients until they are able to provide a
voided specimen. Use of urine bags to obtain urine for
culture is unreliable because they are associated with a
very high rate of contamination.  Some sources advocate
use of a bag for screening UA in infants older than age
6 months, followed by culture by catheterization if the
UA is positive for either nitrates or leukocytes. This is not
recommended for younger infants because of the con-
cern about false-negative UA results.19 Cultures should
be obtained on any pediatric patient diagnosed with a
UTI to confirm the diagnosis, which is critical to inform-
ing the decision for further outpatient evaluation, as
well as to monitor for resistant pathogens.

The decision about treating these patients as outpa-
tients versus inpatients should be made in concert with
the family and their regular physician. Any patient
with symptoms of a systemic illness, especially vomit-
ing, requires inpatient treatment. Strong consideration
also should be given to admission for infants aged 3 to
6 months because they are at slightly higher risk of con-
current bacteremia and less able to demonstrate that

TABLE 1. Antibiotic Options for Occult UTI

Amoxicillin-clavulanate 20-40 mg/kg/day Divided TIB

TMP-SMX 6-12 mg/kg/day Divided BID based on the TMP

Cephalexin 50-100 mg/kg/day Divided QID

Cefixime 8 mg/kg/day Once a day

TMP-SMX = trimethoprim-sulfamethoxazole
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they do not have signs of systemic illness. 
Ceftriaxone (75 mg/kg) is the recommended choice

for either an initial dose before outpatient therapy or
before transfer for inpatient admission. Oral therapy for
7 to 14 days should be guided by local resistance pat-
terns for common urinary pathogens.  Several reason-
able options are listed in Table 1. Amoxicillin should
be used cautiously because rates of resistance to com-
mon pathogens of up to 50% have been reported in
some locations. As always, “not well”-appearing
patients, especially those aged <1 year, will likely need
transfer for a high level of care.

Occult Pneumonia
Concern for this entity arose from several studies that
examined young febrile infants and included a screen-
ing CXR. The reports demonstrated signs of pneumonia
on CXR in a small percentage of subjects who had no res-
piratory symptoms. Since that time, occult pneumonia
remains a hotly debated topic with studies finding dif-

ferent rates, mainly depending on the type of patients
enrolled, how a lack of respiratory symptoms was
defined, and what constituted a positive finding on CXR. 

Current recommendations indicate that routine
screening CXR is not required in patients aged 3 to 36
months with fever alone. CXR should be considered in
patients with unexplained tachypnea, hypoxia, focal
physical exam findings or whose fever has lasted longer
than would be expected with a typical viral infection.
CXR should also be considered in patients with a 
WBC > 20,000 without a source of infection on exam.24

Infants aged 3 to 6 mouths in whom pneumonia is diag-
nosed are likely to benefit from hospitalization. In addi-
tion, children with respiratory distress or oxygen satura-
tion below 90% should be admitted for observation and
IV antibiotics. For outpatient therapy, high-dose amoxi-
cillin (80-100 mg/kg/day divided BID) for 10 days is rec-
ommended as first-line therapy. Azithromycin for atyp-
ical pneumonia is not routinely recommended in this age
group unless indicated by the history or physical.25 ■
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Letting an employee go, whether due to job perform-
ance or economic necessity, is never a pleasant situ-
ation. Although an urgent care center strives to pro-

vide high-quality patient care, it’s also a business. This
means that difficult decisions regarding front-line
staffing must take into account the bottom line.

Despite the ease with which Donald Trump termi-
nates his apprentices, the reality for urgent care opera-
tors is much more complicated than simply saying
“You’re fired.” Terminating an employee affects an
individual’s ability to provide for him or herself and
family, interrupts daily routines and social relation-
ships, and skews the person’s sense of purpose, identity,
and fairness. A child’s security and wellbeing—both
today and in the future—is jeopardized when a parent
loses a job. In this regard, the act of terminating an indi-
vidual’s employment is quite traumatic and, as such, it
psychologically impacts everyone concerned, including
co-workers and even patients.

In addition to making the difficult decisions con-
cerning staff terminations, as well as planning how
that uncomfortable meeting may play out, there are also

legal considerations that are designed to protect the
employer and the employee. Doing your homework
prior to terminating an employee is necessary to limit
potential adverse outcomes to the organization.

The Consequences of Ignoring Problem Employees
Because of the time, effort, and frustration that human
resource issues can create for managers, sometimes it’s

Practice Management

Dealing With Employee
Termination: Smart Strategies
for Optimizing Your Team
Urgent message: Letting employees go is never easy. This article offers
tips for protecting your business and yourself if termination is nec-
essary. Among the key recommendations are compiling documenta-
tion and seeking legal advice.
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tempting for a supervisor to ignore a chronic problem
with an employee. Unfortunately, ignoring a problem
won’t make it go away and will most likely compound
the situation and create additional issues with other
employees who are valuable to the business. 

When faced with the potential for a performance
issue with an employee, the manager’s first step should
be some type of intervention and corrective action
plan—to give an employee an opportunity to fully
understand the expectations of the position, to receive
coaching, and to have a “fair shot” at improving his or
her performance. But assuming that doesn’t work, the
employee who is chronically late, frequently absent, has
a negative attitude, cannot or does not perform his or
her duties, treats patients poorly, or alienates “good”
employees through gossip and other forms of harass-
ment, is a liability to the organization, and one it can-
not afford to keep. 

Why Urgent Care Operators Retain Poor Employees
Despite the damage they know problem employees cause
the business—in addition to day-to-day impact on gen-
eral morale, resources, and time—managers have been
known to keep these people on board for three reasons: 

� “Any staff is better than no staff.” Finding qualified
employees can be difficult. There’s a learning curve

for new hires and the business continues at its reg-
ular pace without a let-up for new or short-handed
staff. As a result, managers assess there’s less risk in
sticking with the status quo than facing staffing
issues. This commonly occurs when a manager is
asked to perform the duties of the vacant position
in addition to his/her own responsibilities. 

� “I don’t have time to replace him/her.” It does (and
should) take time to find a candidate who would be
a good fit for the center’s culture and who has the
skills and personal qualities desired. Posting a help
wanted ad, screening resumes, and conducting inter-
views takes time away from a manager’s already
hectic day. Plus, the manager may believe that for all
the effort, there is a possibility he/she you won’t find
a person with the qualities and experience needed.

� “Maybe the situation will improve if I just give it a lit-
tle more time.” Terminating an employee is never
enjoyable, but ignoring the situation will likely
make it worse, not better. The message sent to this
employee is one of tolerance. That is, manage-
ment knows about it and is clearly okay with
underperformance, poor attitudes, workplace
harassment, and unethical conduct. Such percep-
tions can devastate a center’s cohesive work envi-
ronment, esprit de corps, and synergy.

Table 1: The Effect of a Problem Employee on an Urgent Care Center

• Loss of productivity - An employee who arrives late to work, leaves early, and spends most of his/her working time “stirring
the pot of discontent” is not committed to you or your business, which means you’re being short-changed on the wage you pay. 

• Employee morale - An employee whose underperformance is tolerated or who is allowed to behave badly decreases morale and
creates a workplace that can be detrimental to your effective and committed employees.

• Bad behavior is contagious - Problem workers’ bad attitudes and habits sometimes “rub off” on their fellow employees. An em-
ployee who does not face consequences for poor performance may cause other employees to believe that they, too, can get away
with such behavior.

• Breeding resentment - Your employees who care about their jobs, the business, and your opinion of them will resent that they
work harder, better, and more professionally—and may draw the unflattering conclusion that you care more about one problem
employee than about the rest of the team.

• Staff turnover - If you want to retain staff, nipping an employee problem in the bud will prevent your most productive and
happy employees who resent working with “deadweight” from leaving. “Like attracts like” so those who are disengaged or lack
opportunities elsewhere stay, and over time your center spirals down to a “B-” or “C-” grade operation.

• Potential legal issues - Employees who cross the line with other employees may land you in hot water legally. Harassment or
discrimination of one employee by another employee may involve the employer if it can be proven that the employer was aware
and did nothing to remedy the situation.

• Lost customers/revenue - A poor employee who does not value customer service, who will not go out of his/her way to serve
patients, or constantly seeks to “punish” the owners will cost you word-of-mouth and will negatively impact the ability to attract
repeat visits and grow your business.

Adapted from: The Consequences for Supervisors Who Ignore Poor Business Performance. Shaddock, Dianne (2011). Articlesbase. http://www.articlesbase.com/human-
resources-articles/the-consequences-for-supervisors-who-ignore-poor-employee-performance-4191377.html
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Keeping a bad employee will affect not only you—the
urgent care operator—but also your other employees,
your patients, your reputation, and ultimately your
bottom line. Table 1 lists the adverse consequences of
ignoring problem employees. 

Termination Tips and Considerations
When you decide an employee needs to go, termination
typically occurs under one of three conditions. An
employee may choose to be let go voluntarily, he or she
may be fired for cause (involuntary termination), or may
be let go as part of an organizational restructuring or
reduction in force. The condition upon which an
employee is terminated determines, in large part, both the
employee’s and the employer’s rights and obligations.

Voluntary Termination
Employees sometimes choose to leave their jobs of their
own volition. When an employee resigns, he or she is
generally not entitled to state unemployment or

employer separation payments. Employees may “quit”
for many reasons, such as a spouse’s transfer, a better/ dif-
ferent opportunity at higher pay or more desirable hours,
to pursue higher education or because they decide they
don’t need the money. Don’t assume that someone is
leaving because of unhappiness in his/her present posi-
tion. If there is any doubt as to why an individual is leav-
ing, it’s a good idea to ask. If there is a problem that you
are unaware of that has caused someone to feel dissatis-
fied, that is information that you should know—either
because you may want to attempt to persuade the indi-
vidual to stay or you may need to make improvements
to your operation before other employees follow his/her
lead out the door. This is why a standard exit interview
process may answer some of these questions. 

Sometimes a job is just not a good fit, and the
employer and employee agree together that this is the
case. This usually occurs during a 90-day post-hire “pro-
bationary period.” In other cases there is a blatant vio-
lation of company policy, such as stealing, and the
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employee agrees to quit rather than be fired “for cause,”
which can impact the employee’s ability to secure future
employment. From a management standpoint, this is
the preferred result in a performance situation. After
educating and coaching an employee as to your expec-
tations of the position, he or she may realize that it isn’t
a strong match.

Regardless of whether quitting is an employee’s sole
decision or a mutual decision between employer and
employee, formal written notice of resignation should
be provided by the employee to prevent future legal
issues. Because an employee who resigns surrenders
legal rights, it’s very important that evidence show the
resignation was not forced or compelled. When an
employee resigns, it’s also important to ensure:1

� company property is returned and accounted for
(phones, laptops, keys, badges, etc);

� outstanding charges are paid;
� a discussion is held for a successful hand-off of

accounts, customers, or projects;
� confidentiality/non-compete agreements are dis-

cussed;
� employee is counseled by human resources or pay-

roll personnel regarding any insurance, retirement
funds or benefits and how transition will tran-
spire; and

� an exit interview is performed to discuss the
employee’s reasons for leaving and to identify areas
for improvement for the business.

When employees quit voluntarily, it is customary for
them to give advance notice. However, “at will”
employment does not require the employer to accept
the notice. The manager may choose to end the
employment relationship immediately to prevent
morale problems with other staff members or the
opportunity to steal information or assets. To prevent
other employees from abandoning their jobs in the
future, as a courtesy, the employer should consider
paying the 2 weeks’ salary even in the event that the
employee does not work that time.
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Table 2: Failure to Document Expectations and Performance Results in Discrimination Claim*

About 15 years ago, a physician entrepreneur started his urgent care center with the intention of treating employees and patients
like “family.” He hired a seasoned medical assistant who was returning to the workforce after the graduation of her teenage sons.
Through focus and dedication, over the years, she learned clinical coding, medical billing, bookkeeping, payroll, and other busi-
ness “basics.” As the number of patients at the urgent care center grew, the woman’s responsibilities increased, and the owners
eventually added additional center locations to serve the community. Being involved with the business from the beginning, she
was promoted to the role of Director of Operations.

But while the business was advancing, the operations director was falling behind. Equipped with a modest formal education but
years of on-the-job training and “trench knowledge,” her capabilities had been stretched to their limits by the now multimillion
dollar enterprise. Employee turnover increased, major accounts were lost, receivables bloated, and volume stagnated due to process
and system issues affecting front-line service. The employee was simply incapable of taking the business to the “next level.” When
outside investors evaluated the enterprise for equity funding and future expansion, one of their requirements was that a new direc-
tor with an MBA and experience managing larger entities be put into place.

Because of the close relationship between the entrepreneurial-founder and the operations director—and his strong desire to not
“hurt anyone’s feelings”—there were no annual performance reviews. Expectations of the changing work environment were never
outlined. Nor was there a plan for the operations director to address her skill deficits. She was constantly told “great job,” “good
work,” and “keep it up” by a boss who wanted to avoid confrontation and “be encouraging.” Although the business was suffering
a number of cracks, the woman’s personnel file was flawless and she was promised a prosperous future with the business.

Then one day the former owner and new management sat her down with a termination agreement. They explained the new direc-
tion of the business and how they didn’t feel she was any longer a “good fit” for the role. To “clear the way” for the new director,
the former director was not offered a different position, was not offered a remediation plan, and was not offered the opportuni-
ty to pursue higher education. She was given a check and her walking papers.

Her reaction? Years of praise and a flawless personnel file meant this firing could mean only one thing…age discrimination because
the individual who replaced her was 20 years younger. By failing to follow a process of outlining, measuring, and providing feed-
back on performance expectations, the urgent care center had set itself up for a discrimination lawsuit.

*A fictional, hypothetical example, based on common circumstances in growing urgent care centers.
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Involuntary (For Cause) Termination
Firing a non-performing employee is never a simple or
easy matter. Even with intelligent hiring, encourage-
ment for development, and a program for performance
evaluation and corrective action, there will always be
situations in which termination is still necessary. 

Many states have “at-will” employment, meaning
that employees can be fired at any time, for almost
any reason, or even for no reason at all. However,
there are exceptions to every rule, and especially to this
one. Exceptions include circumstances such as when
an employee has:

� A collective bargaining agreement or other bind-
ing contract (oral or written) with the employer;

� Been subject to illegal discrimination (e.g., age,
sex, race, religion, disability, sexual orientation in
some jurisdictions, etc.);

� Filed a workers’ compensation claim;
� Insisted on a safe/healthy workplace;
� Reported or refused to engage in criminal acts;
� Been called for military duty or jury duty; or 
� Experienced financial indebtedness (e.g., wage

attachment including child support and IRS gar-
nishment). 

In addition, an employer may be subject to civil lia-
bility if harassment has occurred.

Discrimination, harassment, and hostile work envi-
ronment claims may arise from a seemingly routine
performance-based termination. These situations can
pose traps for employers because although the direct
cause of termination (e.g., performance) may be well
documented, the “poor performance” could ultimately
be traced to an inconsistent application of company
policy or other harassing or discriminatory actions or
conditions (e.g., unequal access to training, threaten-
ing or degrading statements, withholding necessary
resources, etc.). 

Before you decide whether to terminate an
employee, you will want to ensure that no contract
exists and that none of these exceptions to “at will”
employment apply. The state department of human
rights or employment is a valuable resource for back-
ground and education in this area. It’s always best to
seek legal advice if you have any questions.2

At the conclusion of the period you have allowed to
see the employee’s performance improve, you may
conclude that he or she has not met the minimum
expectations for the position and should be terminated
for cause. The following steps should then be taken:3
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� Make the decision by balancing risks/rewards. If at
this point you see no other way to remedy the sit-
uation and improve the employee’s performance to
the minimum acceptable standards, you must
begin the process of protecting yourself and your
company against any possible negative repercus-
sions. Documentation is essential, and should be
collected throughout the improvement process.
Examples of poor performance or violation of com-
pany policy should be “written up” and addressed
with the employee in a timely manner. In addition,
notes about any performance meetings or discus-
sions of write-ups should be documented. This
should be a “Memo to the File” and completed
immediately after the conversation.  

� Investigate the conduct/incident. Employers should
conduct an independent investigation, particu-
larly if the issue resulting in the decision to termi-
nate did not directly involve the employer (i.e.
theft witnessed by another employee, claims of
sexual misconduct between employees). Again, a
written report is required. Be wary when an
employee claims discrimination and be prepared
to defend against such a claim. Let the employee
tell his/her side of the story and interview all rel-
evant parties to the incident/conduct. Every
urgent care center should have policies and pro-
cedures for handling harassment allegations. If an
employee claims that he or she has been subject
to illegal discrimination, you should follow the
procedures laid out by Human Resources and
make sure that the issue is examined with profes-
sionalism and discretion.

� Check the personnel file of the employee. You should
become knowledgeable regarding the employee

file and any documentation therein, especially any
documentation of previous problems. Check the
file for mention of written/verbal warnings,
employee evaluations, previous discussions with
the employee, and the discipline matters or policies
violated. An empty personnel file may indicate
that this behavior or incident has occurred for the
first time. This may play a role in your decision to
give the employee another chance. In addition, an
empty personnel file may also create the conditions
for litigation over the employee’s dismissal. [See the
example in Table 2]

� Examine written policies. Make sure you are inti-
mately familiar with your company policies in
effect during the employee’s tenure. Make sure you
have followed your own policies! The employee should
have received adequate written notice that his or
her conduct could result in termination (written
communication of verbal warnings, clear written
policies in an employee handbook or obvious mis-
conduct). Ensure that your policies do not pre-
clude you from terminating the individual’s
employment, and that you have taken all of the
required and prescribed actions in the organiza-
tion’s termination process. When legal challenges
arise, one of the first questions typically asked is
“did the employer follow its own handbook?”

� Review any statements made to the employee. Review
written memos or notes on verbal conversations
that have taken place with the employee. Ensure
that oral statements have not contradicted your
policies or written statements. Ensure that nothing
has been said that could be construed as harass-
ment or discrimination.

� Examine treatment of other employees. Make sure
that you treat all employees fairly and equally. If
you have treated other employers differently for
engaging in the same conduct, can you defend
this? That is, is there a genuine legal justification for
disparate treatment?

� Consider the possibility of a lawsuit. Based on your
knowledge of the employee do you feel that he or
she might consider litigation? This may be a factor
in deciding whether to offer a severance package. 

� Consider alternatives. Ask yourself if there are any
other options short of termination. Can the
employee improve his or her performance? Has he
or she been given ample opportunity to do so? Is
there a different position that is better suited for the
employee’s skills? Can an accommodation be

D E A L I N G  W I T H  E M P L O Y E E  T E R M I N A T I O N :  S M A R T  S T R A T E G I E S  F O R  O P T I M I Z I N G  Y O U R  T E A M

“The typical objective in a layoff is to reduce expenses
through the paring down of payroll and benefit related
costs. Such cost savings may make a RIF attractive, but
large-scale reductions also entail substantial costs, both
in upfront severance-related compensation, and in longer-
term, often hidden costs, such as legal expenses associated
with claims by terminated employees, attrition of valued
employees, and downstream costs of hiring again when
economic circumstances improve.”
—Tips for Planning Reductions in Force. Rosen, Michael.

(2009). Foley Hoag LLP, Foley Hoag eBook Library.
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made on the employee’s
working arrangements or
supervision?

� Get a second opinion. It
may be helpful to obtain
a second opinion from
an unbiased person with-
in the company, or from
an outside source (i.e.
legal advice). Along these
same lines, when appro-
priate, ask another manag-
er to review the situation
and your documentation.

� Document the reasons for terminating the employee. Doc-
ument your reasoning for ending the individual’s
employment and the factors and reasons that sup-
port this decision. Document clearly, unemotional-
ly, and factually. Use the tone of a newspaper arti-
cle when drafting these documents. Specify the pol-
icy violation or the failure of the employee to achieve
the minimum performance expectations agreed upon
in the meetings and coaching sessions leading up to
this point. Summarize warnings, conversations,
and disciplinary meetings that have occurred.

� Plan ahead for possible consequences. Be careful with
whom and how you discuss the employee’s termi-
nation to avoid a defamation lawsuit. The best
answer to any questions about an individual’s ter-
mination is simply, “John is no longer with the
company.” Also adopt a neutral reference policy,
which only includes the employee’s title, salary,
and dates of employment, should a future poten-
tial employer inquire, and let that person know
that it is the policy of the company to only release
those specific pieces of information.

� Unemployment compensation. Employees may ask
you about their eligibility for unemployment
compensation and whether you will contest such
a claim. If the reason for termination is due to
poor job fit or an isolated, minor or uninten-
tional infraction, the employee may be eligible
for unemployment compensation. Rules vary
from state to state, so be familiar with the rules
in your state. Remember, misconduct (willfully
performing an action that harms the business) is
open to interpretation. You may choose to waive
your right to contest unemployment as part of an
employee’s severance package. Moreover, you
should contest unemployment only if you have

sufficient reason because
contesting unemployment
benefits usually results in
angry and combative former
employees.
� Severance packages. If you
have a severance policy in
place, you should treat all
employees who qualify for it in
the same manner. The package
should be based on objective
criteria. This should include the
time of service and level in the

organization, rather than personal or subjective fac-
tors, such as the spouse’s income, the employee’s
ability to quickly get employment elsewhere, or the
employee’s perceived financial needs. The severance
package should be—whenever possible—condi-
tioned on the employee signing a release from sub-
sequent legal claims. Nonetheless, a release does not
guarantee that an employee will not try to sue. A
release should: 1) offer sufficient cash payment to
ease the transition for the employee; 2) avoid impos-
ing too many future responsibilities on the employ-
ee; and 3) contain language that effectively discour-
ages or removes the potential for future litigation.

� During the actual meeting to terminate an individual’s
employment,- use objective language and provide the
employee with a letter that gives a truthful and brief
explanation as to why he or she is being fired. Watch
the language. Do not use any language that could
be construed as biased or discriminatory. Explain
clearly the reasons for the termination, such as spe-
cific behavior or actions, policy violations, and/or
any discipline and the schedule agreed upon for
the individual’s improvement that was received
prior to termination. For example, you might ref-
erence the following: “On May 1, 2013, you agreed
to achieve minimum standards for your position
by July 1st as indicated in my memo to you dated
04/28/2013. We have not seen that improvement
within that time period.” Keep a copy of this doc-
ument for yourself, give one to the employee, and
place one copy in the employee’s file. 

Plan ahead for the termination meeting. Prior to this
meeting, discuss with your manager and/or Human
Resources who should be present, their roles, and what
should be stated. Plan who will have the conversation in
which the employee is terminated. (Ideally it should be
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“If the reason for termination
is due to poor job fit or an

isolated, minor or
unintentional infraction, 

the employee may be eligible
for unemployment
compensation.”
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someone in personnel or
Human Resources and not
someone with whom the
employee has a poor or antag-
onistic relationship). The person
who terminates should not be
an unknown to the employee.
This meeting should be well doc-
umented. Choose a private and
comfortable location. Be firm
and professional, and keep the
meeting short and to the point.
Do not become engaged in an
argument or in any discussion about specific incidents or
a defense of the action. If available, assign the Human
Resources representative to explain the severance package
(if offered) and to review any responsibilities that the
employee must fulfill (return of equipment, etc.), as well
as the company’s position regarding future references. Most
importantly, this brief meeting should be kept confiden-
tial. Escort the individual to his or her area to gather any
personal items and then escort him or her to the exit.
(Arrange for assistance from security in advance if you think
the individual may not go without disrupting the work area.)

Reduction in Force
A reduction in force (RIF) is the elimination of multiple
positions due to a business slow down or re-structuring.
A RIF may be voluntary (voluntary separation or incen-
tive program) or involuntary. There are advantages and
disadvantages to each. Employees who leave voluntar-
ily in exchange for immediate compensation may be
less inclined to sue and may be required to sign an agree-
ment; however, too many or not enough employees
may choose this route, and you must be prepared to lose
good employees who are valuable assets to your com-
pany. Typically the employees with the greatest mar-
ketability are those who take the cash and run. So, in
contrast to a voluntary or incentive program, an invol-
untary RIF offers the employer complete control.

There are a few things that employers must keep in
mind when planning a reduction in force:

� Develop unbiased and uniform selection criteria
when deciding which employees are to be laid off.

� Conduct a layoff analysis. Ensure that you are not
disproportionately affecting certain groups, such as
older employees or members of a protected class.

� Worker’s Adjustment Retraining and Notification
ACT (WARN) - Federal and state laws require that
a certain time period must be adhered to in noti-

fying employees that they may
be laid off (NOTE: this law
often affects employers with
large numbers of employees;
check the laws in your state).
� Create a plan that lays out eli-
gibility for severance.
� Ask employees to sign a
release. A valid release should be
obtained from workers over
age 40 under the Older Work-
ers Benefit Protection ACT
(OWBPA).

� Keep immigration implications in mind if you lay
off sponsored foreign workers and be sure you are
aware of your legal and contractual obligations to
them.

Because a reduction in force can undermine morale
for all remaining employees, it’s a good idea to first
exhaust all alternatives to a RIF including hiring freezes,
reduction/elimination of performance bonuses, reduced
hours of work, engaging in selected performance-based
reductions, selectively not re-hiring for positions lost to
normal attrition, and postponing wage or benefit
increases. Understanding that a temporary downturn is
likely affecting other health care providers, employees
who are content in their positions and want to keep
their jobs are often willing to compromise in order to do
so. “It’s better to give up a little than to be seeking
another job,” is their rationale.

Conclusion
Letting an employee go is never an easy decision. It
involves (or should involve) much forethought and
planning in order to ensure that you have covered all
the bases to protect your business. This article is not
meant in any way to substitute for legal advice, but
rather to provide “food for thought” if you should find
yourself in the position of having to let an employee go.
When in doubt it is always wise to seek competent
legal counsel to protect your business and yourself. And
remember to document everything! ■
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Introduction

T
his case presentation reflects the challenge of diagnos-
ing childhood cancers in a timely and accurate way.
The presenting signs and symptoms are oftentimes

nonspecific and can mimic those of common childhood
conditions.1 The frequency of delayed diagnosis for
childhood cancers is high, and reflects the importance
of close follow-up instructions for patients with vague
and non-specific presentations.

Case Presentation
A 12-year-old female with a past medical history signif-
icant for mild-intermittent asthma presented to the
urgent care center complaining of 3 episodes of nausea
and vomiting, sore throat, mild shortness of breath, and
chest discomfort. Her shortness of breath was not
accompanied by a cough and was not relieved with use
of her albuterol inhaler. 

She had been seen by her dentist just 2 days prior to
the onset of her symptoms for a dental abscess and was
on penicillin, which she had taken numerous times
before. She had decreased appetite at the onset of her
symptoms. The patient denied any recent upper respi-
ratory symptoms, abdominal pain, fever, chills, weight
loss, fatigue, or rashes.

She was otherwise healthy with no known drug aller-
gies. She took Albuterol as needed and Flovent for her
asthma, which typically was triggered by environmen-
tal allergens and exercise. Her mother noted that the
child had pneumonia in the past. There was no other
significant past medical, surgical, family or social history
contributory to her presentation.

Observation and Findings
Physical examination of the patient revealed the following: 
T: 98.1oF
BP: 114/76
P: 100
R: 20
SpO2 98% on RA. 

In general, the patient was a well-developed, well-
nourished female in no acute distress, respiratory or oth-
erwise. Examination of ENT, cervical lymph nodes,
cardio vascular, respiratory, and skin were normal.

Diagnostic Studies and Differential Diagnosis
Laboratory tests were negative for rapid strep. Prelimi-
nary reading of her chest x-ray was notable for lack of
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infiltrates and effusions, and normal cardiac size (Fig-
ures 1 and 2). 

Differential diagnosis at the time included reaction to
antibiotics or recent dental procedure. A less likely cause
that was also considered was infective endocarditis
seeded from her recent dental abscess/procedure. The
mother was mostly concerned for pneumonia. The
patient was discharged home with an antiemetic and
recommendation for follow up in 1 day if her symptoms
were not improving. The parent was also advised that
a radiologist would do a final read of the chest x-ray and
that she would be notified of the results.

The final chest x-ray report noted the lungs to be clear
and the heart size within normal limits. However, there
was a lobulated anterior mediastinal mass. Considera-
tions included germ cell tumor, lymphoma, or thymic
origin tumor. It was recommended that computed
tomography (CT) with contrast be completed for further
evaluation.

The patient was sent for a STAT CT scan of her chest
2 days after her initial visit. The preliminary report iden-
tified a very large, confluent, anterior/superior mediasti-
nal mass, approximately 10 x 8 x 3 cm. Differential diag-
nosis: Lymphoma, thymoma (uniform non-enhancing
tissue with no cystic area). The lungs were clear.  Aside
from the mass, no adeno pathy was seen.

The patient and her family returned to the urgent care
center to review the test results. At that time she
reported feeling much better with the antiemetic but

still had some shortness of breath. The case was dis-
cussed with physicians at the nearest university hospi-
tal, to which care was then transferred.

Hospital Course (review of records obtained)
The patient was admitted by the university hospital
pediatric subspecialty team for further evaluation.
She was noted to have an approximately 2-cm non-
tender supraclavicular lymph node near the right
sternal border. 

Initial positron emission tomography/CT scans were
notable for abnormally increased metabolic activity of
a large multilobulated anterior mediastinal mass with
associated mediastinal and supraclavicular lym-
phadenopathy, consistent with Hodgkin Lymphoma
without evidence of metastasis.

Bone marrow biopsy of the patient’s left hip showed
no evidence of lymphoma. An excisional lymph node
biopsy of the right supraclavicular node was also com-
pleted. Preliminary results were also concerning for
Hodgkin Lymphoma. A final diagnosis of Stage IIA
Hodgkin Lymphoma was given at the time of discharge
1 week later. The plan was to place a PICC line and per-
form a bone marrow biopsy of the child’s right hip. The
patient currently is undergoing chemotherapy and
receiving outpatient care from the hematology/oncol-
ogy service. It is believed that the large mediastinal
mass will respond favorably to chemotherapy without
the need for surgical excision at this time.

Figure 1. A PA radiograph of this patient shows a
widening of the superior mediastinum.

Figure 2. On the lateral chest film the retrosternal
clear space is  obliterated.
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Discussion
Differential diagnosis of anterior mediastinal masses
can be remembered by the 5Ts mnemonic: 

� Thymus
� Thyroid
� Thoracic Aorta
� Terrible Lymphoma
� Teratoma and germ cell tumors

Hodgkin Lymphoma is a cancer of the lymphatic
system of unknown eitiology. While Epstein-Barr virus
has been associated with some cases of Hodgkin Lym-
phoma, no specific link has been consistently impli-
cated. The disease peaks in the teen years and then
again in the third decade of life.2

Painless lymphadenopathy of the cervical, supraclav-
icular, and axillary lymph nodes is the most common
presentation. Symptoms consistent with mediastinal mass
include cough, chest pain and dyspnea. When these are
combined with unexplained lymphadenopathy, especial-

ly supraclavicular or axillary, an urgent care provider
should have a high index of suspicion and proceed with
further investigation. Fever of unknown origin, night
sweats, and weight loss are also frequent presenting symp-
toms in Hodgkin Lymphoma as well as many other child-
hood cancers, and should always be taken seriously.2

Conclusion
In this case, the patient presented with very non-specif-
ic symptoms, demonstrating the difficulty of diagnos-
ing childhood cancers, particularly because they are rare
and oftentimes mimic other more common childhood
illnesses. It is important for the urgent care provider to
counsel patients about the importance of close follow up,
especially when their symptoms are non-specific or incon-
sistent with the presenting history. ■

References
1. Young G, et.al. Recognition of common childhood malignancies. J Am Fam Phys.
2000;61(7):2144-2154.
2. Glass C. Role of the primary care physician in Hodgkin lymphoma. J Am Fam Phys.
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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

The patient, a 37-year-old woman, pre-
sented after a blow to her left hand. 

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: The x-ray reveals a frac-
ture at the base of the distal phalanx
(arrow), but what is most important is
that it is consistent with a mallet
deformity of the DIP. If this injury is
not properly managed from the
beginning, it can lead to serious com-
plications in the future. The finger
must be placed in a metal splint with
the DIP in hyperextension. Immediate
referral to a hand surgeon is needed
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

It Seemed Like a Good Idea
at the Time
■ JOHN SHUFELDT, MD, JD, MBA, FACEP

H
ave you seen poster with the phrase, “IT COULD BE THAT THE
PURPOSE OF YOUR LIFE IS ONLY TO SERVE AS A WARNING
TO OTHERS?” Have you ever had “one of those days” where

you believed the poster was a sign from God directed only to
you?

Over the years I have heard hundreds of patients and numer-
ous friends and acquaintances mutter the phrase, “It seemed
like a good idea at the time.” I’ve even been known to say it
once in a great while. (Ok, maybe even often.) I have been
 cataloging these “good ideas” for a number of years in the hope
that if one ever pops into my head, I can refer back to the list
and gain some additional and apparently much-needed
 perspective. 

However, given the nature of some of these, I hope they
never “pop” anywhere near my head! Anyway, I would be re-
miss in my endeavor to enlighten you or put you to sleep if I
did not share. In random order, here are 46 of the more mem-
orable, medical legally-related “good ideas at the time” I have
heard, witnessed or experienced.

1. Taking creative liberties with the medical records while
trying to defend a medical board complaint. Epilogue: Once
the chart is complete, do not make ANY changes unless
they are time and date stamped.

2. Being uncooperative (or lying) to the medical board in the
hope that they “go away.” Epilogue: Medical boards don’t
“go away”; they are like a pit bull on a poodle. 

3. Believing that transferring your assets to your spouse (or
children) will protect the assets. Epilogue: An improper
conveyance will be struck down by the courts. In addi-
tion, I know of at least one case where, after the trans-
fer of assets, the spouse filed for divorce.

4. Accepting boilerplate contract language in an employment
agreement and not negotiating with your prospective em-
ployer. Epilogue: Always negotiate; the first contract (of-
fer) is never the best. 

5. Not having a truly independent attorney represent your
interests during a recapitalization event with a private eq-
uity (PE) group. Epilogue: PE groups do this for a living.
Do not get burned by blindly believing what they verbal-
ly represent. 

6. Prescribing controlled substances to yourself or members
of your immediate family. Epilogue: Prohibited in all states
and generally a very bad idea.

7. Sending home a patient with unexplained abnormal vi-
tal signs. Epilogue: The most common reason I have seen
for a medical misadventure.

8. Not having a fair governance agreement negotiated be-
fore partnering or joining a group or having a mechanism
for dispute resolution. Epilogue: The time to negotiate these
is BEFORE the dispute.

9. Not negotiating who is responsible for paying for “tail cov-
erage” or allowing your medical malpractice coverage to
have gaps. Epilogue: Having to cover your own extend-
ed reporting endorsement (tail coverage) significantly re-
stricts your freedom to change jobs. 

10. Not taking a restrictive covenant seriously. Epilogue: Un-
less unduly restrictive, most are enforceable. Take them
seriously.

11. Signing a contract with a one-sided termination provision

John Shufeldt is principal of Shufeldt Consulting and sits
on the Editorial Board of JUCM. He may be contacted at
Jshufeldt@Shufeldtconsulting.com.

Patients own their records.
You have a small window of time

to provide them with their
medical records. 
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where the employer can terminate you “at will.” Epilogue:
Negotiate some recourse whether it is rights upon ter-
mination or mirror language.

12. Going in blind to an interview and not conducting your
own due diligence prior to an interview. Epilogue: Knowl-
edge is power. Do your homework before the interview.

13. Ignoring HIPAA privacy rules and thinking that an enforce-
ment action would never happen to you. Epilogue:
HIPAA actions are becoming more prevalent. 

14. Unnecessarily delaying or refusing to give patients a copy
of their medical records. Epilogue: Patients own their
records. You have a small window of time to provide them
with their medical records. 

15. Believing the word “enhanced” actually means “better.”
Epilogue: Enough said…

16. Releasing medical results over the phone without first en-
suring some method of security clearance. Epilogue: I have
had employers call up demanding to know the results of their
employee’s non-work-related encounter. Don’t fall for it. 

17. Not alerting patients to mistakes made during their care
or not following up on abnormal test results. Epilogue: Mis-
takes happen. Identify, disclose, make it right, move on.

18. Upcoding of Evaluation and Management patient visit
codes. Epilogue: Ensure that your treatment AND docu-
mentation supports the code. 

19. Not properly adjudicating credit balances by keeping them
on your books and not returning the money to payors. Epi-
logue: You need to address credit balances. If the insurer
or patient is not owed the money, the State will claim it. 

20.Releasing confidential protected information without an
authorization from the patient or surrogate. Epilogue: Re-
leasing protected information to the wrong party is bad
on every level.

21. Terminating an employee without evaluating or consider-
ing whether or not the employee falls under a protected
status. Epilogue: Be aware of what constitutes a “protected
class” of individuals. 

22. Letting panic govern your actions when responding to an
audit or request for records. Epilogue: Take a deep breath
and evaluate. Panic NEVER does anyone any good. 

23. Operating without following your compliance plan or not
having one. Epilogue: If you have one– follow it. If you
don’t–develop one.

24.Blaming other providers during a malpractice deposition
or trial. Epilogue: Medical malpractice plaintiff attorneys
love this!

25. Not hiring seasoned consultants in order to save mon-
ey. Epilogue: Hire people who have already made all the
mistakes you will make if you don’t hire them.

26.Signing broad indemnification commitments with health
plans or health systems. Epilogue: Don’t get stuck hold-
ing the bag; misery loves company!

27. Discharging an intoxicated patient with altered mental
status knowing he/she is going to drive. Epilogue: You,
too, will be held responsible. 

28.Believing that a handshake somehow trumps a written
contract. Epilogue: Contracts are only as good as the peo-
ple signing them. That said, get it in writing.

29.Going in front of the medical board unrepresented. Epi-
logue: Your medical license cost you a lot of money and
time. Protect it like it is the most valuable possession be-
cause other than your health and your family, it is. 

30.Contacting the plaintiff after the initiation of a medical
malpractice complaint. Epilogue: After the suit is filed, it
is “game on.” Do not talk to the former patient/ current
plaintiff. 

31. Failing to negotiate a severance agreement and an indem-
nification provision with an employer. Epilogue: The time
to negotiate these is BEFORE they are needed. Once the
bird hits the windshield it is too late. 

32. Discharging a patient with the worst headache of his/her
life without a complete workup. Epilogue: Check the nurs-
ing notes to make sure no one else was given that his-
tory by the patient. 

33. Cardioverting someone while standing in water. Epilogue:
I used to have straight hair.

34.Not terminating or transferring an employee and hoping
his/her performance will improve or conduct will change.
Epilogue: A rotten apple never gets better tasting. 

35. Disciplining an employee before conducting a thorough
investigation. Epilogue: There are always two sides and
everyone deserves their “day in court” prior to being
judged. 

36. Discharging a patient you thought was only attention-seek-
ing with suicidal ideation, covered with gasoline, who hap-
pens to smoke a pack a day. Epilogue: It ended as badly
as you are imagining.

37. Becoming argumentative or defensive during a deposi-

I have had employers call up
demanding to know the results of
their employee’s non-work-related

encounter. Don’t fall for it.

Hire people who have already
made all the mistakes you will
make if you don’t hire them.



tion. Epilogue: You are being judged by the opposing coun-
sel as to how fit you are to stand trial. Prepare, stay calm,
and be honest and professional. 

38. Going into a deposition or trial unprepared, under-dressed
or arrogant. Epilogue: Again, you are being judged.

39.Making a job offer before a pre-employment screening,
(drug screen and background check) is completed. Epi-
logue: Wait for the data. A lot of seemingly normal ap-
plicants have checkered pasts–knowledge is power. 

40.Believing that the interests of your medical malpractice
carrier and yours are always aligned. Epilogue: Keep your
eyes open. Sometimes interests diverge. 

41. Forgetting to notify your state licensing board of a change
of address, a DUI, a payment made on your behalf by a
malpractice carrier (in some states), or a felony convic-
tion. Epilogue: Self-disclosure and following your state’s
medical practice guidelines are crucial. Ignorance is not
an excuse. 

42.Not retaining or destroying medical records. Epilogue: Keep
paper or electronic copies. They may be the only defense
you have. 

43.Failing to report adverse peer review actions on applica-
tions for credentialing. Epilogue: Don’t forget to disclose
your previous misadventures. 

44.Using the medical record to air complaints against nurs-
es or other physicians. Epilogue: Medical malpractice at-
torneys love this!

45.Not getting personal legal counsel if the malpractice claim
or verdict could exceed policy limits. Epilogue: This is one
instance in which your interests could diverge from your
malpractice carrier.

46.Not timely consulting specialists when a higher level of
care is necessary. Epilogue: Don’t try to be a hero. When
there is more to do and more to know, get some help. 

Please tear this column out and hang it on your mirror to re-
mind yourself of what not to do. ■

H E A L T H  L A W
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Your medical license cost you 
a lot of money and time.

Protect it like it is the most
valuable possession because

other than your health and your
family, it is. 
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ABSTRACTS IN URGENT CARE

Soft cast versus rigid cast for treatment of
distal radius buckle fractures in children 
Key point: Buckle fractures of the distal radius can be safely and
effectively treated with a soft cast and only a single orthopedic
outpatient clinic appointment. 
Citation: Witney-Lagen C, Smith C, Walsh G. Soft cast versus
rigid cast for treatment of distal radius buckle fractures in
children. Injury. 2012 Dec 21. pii: S0020-1383(12)00516-5. doi:
10.1016/j.injury.2012.11.018

Buckle fractures are extremely common and their optimum
management is still under debate. This study aimed to ascer-
tain whether buckle fractures of the distal radius can be safely
and effectively treated in soft cast with only a single or-
thopaedic outpatient clinic appointment.

A total of 232 children with buckle fractures of the distal ra-
dius were included in the study. 111 children with 112 distal ra-
dius fractures were treated in full rigid cast and 121 children with
123 fractures were treated with soft cast. The rigid cast children
attended outpatient clinic for removal of cast at 3 weeks. Soft
casts were removed by parents unwinding the cast at home af-
ter 3 weeks. Follow-up was conducted prospectively by tele-
phone questionnaire at an average of 6 weeks post-injury.

Outcome data were available for 117 children treated in
soft cast and for 102 children treated in rigid cast. The most
common mechanism of injury was a fall sustained from stand-

ing or running, followed by falls from bikes and then trampo-
line accidents. 

Overall, both groups recovered well. Overall satisfaction
with the outcome of treatment was 97.4% in soft cast and
95.2% in rigid cast. Casts were reported as comfortable by
95.7% in soft cast and 93.3% in rigid cast. Cast changes were
required for 6.8% of soft casts and 11.5% of rigid casts. The most
frequent cause for changing rigid casts was getting the cast wet.
None of the improved scores seen in the soft cast group were
statistically significant. No re-fractures were seen in either
group. Nearly all (94.9%) children in soft cast did bathe,
shower or swim in their cast. 

Parents of both groups preferred treatment with soft cast
(P<0.001). Reasons given for preferring the soft cast included
the ability to get the cast wet, avoidance of the plaster saw and
not having to take time off work to attend a follow-up visit for
cast removal. ■

Why Do Fully Vaccinated Kids Get Pertussis? 
Key point: Immunity wanes after the full series, but completing
five doses is still our best option for prevention.
Citation: Misegades LK, Winter K, Harriman K, et al. Associ-
ation of childhood pertussis with receipt of 5 doses of per-
tussis vaccine by time since last vaccine dose, California,
2010. JAMA. 2012; 308(20):2126-2132. 

In 2010, suffered a large pertussis outbreak; in addition to sig-
nificant infant mortality, a high disease burden was seen in 7-
to 10-year-olds. Investigators used 2010 data from 15 counties
to examine the association between pertussis and time since
completion of the five-dose diphtheria, tetanus, and acellular
pertussis (DTaP) series.

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.

■ NAHUM KOVALSKI, BSc, MDCM

Each month, Dr. Nahum Kovalski reviews a handful of abstracts from, or relevant to, urgent care practices and practitioners. 
For the full reports, go to the source cited under each title.

� Casts for pediatric fracture
� Pertussis vaccination
� Length of UTI treatment and recurrence
� CT for right lower quadrant pain
� A 'mother's kiss'
� Curbside consults
� DTaP injection-site reactions

� Hypertension drugs, NSAIDs and
kidney injury

� Antibiotics for COPD
� ED respiratory rate measurement
� FDA recommendation on zolpidem
� Adolescent suicide



Among 682 pertussis cases in children aged 4 to 10 years
and 2016 controls, cases were significantly more likely than con-
trols to be unvaccinated (7.8% vs. 0.9%) and to be older (me-
dian age, 9 vs. 7 years). Unvaccinated children were 8.9 times
more likely to contract pertussis than fully vaccinated children.
Among children who completed the five-dose series, the odds
for pertussis increased with time since administration of the
fifth dose (odds ratios ranged from 0.02 in the 12 months
since last dose to 0.29 at 60 months or longer). Vaccine effi-
cacy decreased during this period from 98.1% within the first
year to 71.2% after 60 months.

Published in Journal Watch Ped Adoles Med. January 16, 2013
— Peggy Sue Weintrub, MD. ■

No Relation Between Length of Treatment
for UTIs and Early Recurrence in Men 
Key point: How long to continue antibiotics in men with urinary
tract infections is still up for debate.
Citations: Drekonja DM, Rector TS, Cutting AC, Johnson RJ.
Urinary tract infection in male veterans: Treatment patterns
and outcomes. JAMA Intern Med. 2013;173(1):62-6 and Traut-
ner BW. New perspectives on urinary tract infection in men.
JAMA Intern Med 2013 Jan 14; 173:68. 

Most research to examine length of antibiotic treatment for un-
complicated urinary tract infections (UTIs) has been conducted
in women, for whom clinical guidelines are well established. In
a retrospective study of 33,336 veterans with uncomplicated
UTIs (all outpatients; mean age, 68; median antibiotic-therapy
duration, 10 days), researchers explored whether length of an-
tibiotic therapy was associated with recurrence in men. Most
patients received ciprofloxacin or trimethoprim-sulfamethox-
azole; about one third were treated for <7 days, and the rest
were treated for >7 days.

Researchers found 1373 cases of early recurrence (at <30
days; 4% of the cohort) and 3313 cases of late recurrence (at
>30 days; 10%). In multivariate analyses, no difference was
noted in risk for early recurrence between men who received
longer- or shorter-duration initial treatment; risk for late recur-
rence was significantly higher among those who received
longer-duration treatment than among those who received
shorter initial courses (11% vs. 8%).

Published in J Watch Gen Med. January 31, 2013 — Thomas L.
Schwenk, MD. ■

Computed Tomography for Adults with
Right Lower Quadrant Pain 
Key point: When CTing for RLQ pain in adults, in about a third
of patients, diagnoses other than appendicitis were evident. 
Citation: Pooler BD, Lawrence EM, Pickhardt PJ. Alternative

diagnoses to suspected appendicitis at CT. Radiology.
2012;265(3):733-742. 

Most adults with acute right lower quadrant abdominal pain
now undergo computed tomography (CT) when suspicion for
appendicitis is at least moderate. In a study from one teaching
hospital in , researchers reviewed the results of CT scans or-
dered explicitly to evaluate 1571 consecutive adults for appen-
dicitis or right lower quadrant pain. All patients were referred
from the emergency department or urgent-care settings.

CT revealed appendicitis in 24% of patients; according to re-
view of clinical records, sensitivity and specificity of CT for ap-
pendicitis were 99% and 98%, respectively. CT also demon-
strated specific alternative diagnoses in 32% of patients, and
no specific diagnoses in 45%. Adnexal abnormalities accounted
for nearly one third of alternative diagnoses in women; other-
wise, the spectrum of alternative diagnoses was fairly similar
in men and women. The most common alternative diagnoses
(as a proportion of the 496 patients with alternative diagnoses)
were inflammatory enteritis or adenitis (17%), urolithiasis
(12%), diverticulitis (8%), and constipation (7%). Small bowel
obstruction, inflammatory bowel disease, and cholecystitis
each accounted for 4% of alternative diagnoses.

Published in J Watch Gen Med. January 15, 2013 — Allan S. Brett,
MD. ■

A ‘Mother’s Kiss’ for Removal of Nasal
Foreign Bodies 
Key point: In a systematic case review, this technique worked in
most children.
Citation: Cook S, Burton M, Glasziou P. Efficacy and safety of
the “mother’s kiss” technique: A systematic review of case
reports and case series. CMAJ. 2012;184(17):E904-E912. 

The “mother’s kiss” is a technique first described in 1965 for nasal
foreign body removal in children. A trusted adult occludes the un-
affected nostril and blows into the child’s mouth gently until they
feel resistance caused by closure of the glottis, and then they blow
more forcefully to expel the foreign body. Researchers system-
atically reviewed eight case series and case reports involving 154
patients (age range, 1–8 years). Foreign bodies ranged from
beads to a piece of sausage and a doll’s plastic shoe.

The technique was successful in 60% of cases, with similar
success rates for smooth, regularly shaped objects and irreg-
ularly shaped objects. When noted, most foreign bodies were
visible at presentation, and about half the children had under-
gone previous attempts at removal; these factors, as well as
length of time since object insertion, were not described in
enough detail to allow for subanalysis. One study of 31 patients
noted that introduction of the mother’s kiss reduced the need

A B S T R A C T S  I N  U R G E N T  C A R E
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for general anesthesia for nasal foreign body removal (from
33% to 3%). No adverse events were reported.

Published in J Watch Ped Adoles Med. January 2, 2013 — Cor-
nelius W. Van Niel, MD. ■

Should We Curb the Curbside Consult?
Key point: Inpatient curbside consults are often inaccurate and
incomplete and often result in flawed recommendations. 
Citation: Burden M, Sarcone E, Keniston A, et al. Prospective
comparison of curbside versus formal consultations. J Hosp
Med. 2013;8(1):31-35. 

Curbside consultations are widespread in medicine, but how
they relate to patient care is largely unknown. Researchers con-
ducted a prospective single-center study that involved 18 hos-
pitalists to compare the accuracy, completeness, and recom-
mendations of curbside versus formal consultations for 47
hospitalized patients.

After completing a curbside consultation, a hospitalist re-
quested verbal approval from the requesting provider to per-
form a formal consultation in the same patient. If granted, a for-
mal consultation was completed by a different hospitalist
within a few hours. The two hospitalists determined whether
the information obtained during the curbside consultation
was complete and accurate compared with that of the formal
consultation, and whether the advice given led to different rec-
ommendations for patient management. A physician with >35
years of inpatient experience also evaluated independently
whether the formal consultation changed management.

Information obtained from curbside consultations was inac-
curate or incomplete in 51% of cases. When information from
the curbside consult was inaccurate or incomplete, recommen-
dations provided in the formal consult changed management
in 92% of cases.

Published in J Watch Hosp Med. January 16, 2013 — Aaron J.
Calderon, MD, FACP. ■

Injection-Site Reactions Less Common When
DTaP Vaccine Given in Thigh 
Key point: Young children are less likely to have local reactions
to the DTaP vaccine when it is administered in the thigh rather
than the arm. 
Citation: Jackson LA, Peterson D, Nelson JC, et al. Vaccination
site and risk of local reactions in children 1 through 6 years
of age. Pediatrics. Published online January 14, 2013 (doi:
10.1542/peds.2012-2617)

Researchers assessed the medical records of 1.4 million children
aged 1 to 6 years who received intramuscular vaccines for in-
activated influenza, hepatitis A, or DTaP. 

For DTaP, medically attended local reactions occurred more

often when the vaccine was administered in the arm versus the
thigh (66.8 vs. 25.3 per 10,000 vaccinations). The difference was
only significant in children aged 12 to 35 months. 

For hepatitis A and influenza vaccines, there was no signif-
icant difference in the rate of local reactions based on injection
site. ■

Hypertension Drug Combo Plus NSAIDs
Associated With Risk of Acute Kidney Injury 
Key point: Common antihypertensive agents are associated
with increased risk of kidney injury when used concurrent with
NSAIDs.
Citation: Lapi F, Azoulay L, Yin H, et al. Concurrent use of di-
uretics, angiotensin converting enzyme inhibitors, and an-
giotensin receptor blockers with nonsteroidal anti-inflamma-
tory drugs and risk of acute kidney injury: nested case-control
study. BMJ. 2013;346:e8525

Using UK national databases, researchers followed half a mil-
lion patients who were prescribed antihypertensives over a
mean of roughly 6 years. The incidence of kidney injury in the
entire cohort was 7 per 10,000 person-years. Patients receiv-
ing “triple therapy” (an NSAID plus a diuretic plus either an an-
giotensin-converting–enzyme inhibitor or angiotensin-recep-
tor blocker) had a 31% increased risk for hospitalization for
acute kidney injury, relative to those not taking NSAIDs. “Dou-
ble therapy” (an NSAID plus either a diuretic, ACE inhibitor, or
ARB) was not associated with increased risk. 
Editorialists note that the confidence interval around the dou-
ble therapy estimate was wide, and thus the evidence for the
absence of risk was not strong. The study’s authors urge cau-
tion, especially early in the course of treatment when risk
seems highest and patients may be taking NSAIDs for arthri-
tis or flu-like syndromes. ■

Antibiotics for COPD: Further Evidence of
Benefit 
Key point: Inpatients with COPD exacerbations had better out-
comes when treated with both steroids and antibiotics.
Citation: Stefan MS, Rothberg MB, Shieh M-S, et al. Associ-
ation between antibiotic treatment and outcomes in pa-
tients hospitalized with acute exacerbation of COPD treated
with systemic steroids. Chest. 2013;143(1):82-90.

Patients who are admitted with exacerbations of chronic ob-
structive pulmonary disease (COPD) are treated routinely with
steroids and bronchodilators. However, the incremental ben-
efit of antibiotic therapy is unclear, despite some promising re-
sults from previous studies (e.g., JW Gen Med Jun 3 2010).

Investigators retrospectively studied 53,900 patients admit-
ted to inpatient wards with acute exacerbations of COPD (not

A B S T R A C T S  I N  U R G E N T  C A R E
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critically ill or requiring ventilatory support). Patients were
drawn from a pool of hospitals, predominantly urban (83%),
nonteaching (66%), and located in the South (52%). Patients
who received both steroids and antibiotics were compared with
those who received steroids alone.

In-hospital mortality was low in both groups but was signif-
icantly lower in patients treated with antibiotics (1.0% vs.
1.8%. Rates of readmission by 30 days also were lower (5.4%
vs. 6.8%). These results remained significantly different after
multivariable analysis and propensity-score matching. Patients
who received antibiotics had a slightly but significantly longer
mean length of stay and higher cost of admission. The choice
of antibiotic regimen did not affect outcomes.

Published in J Watch Gen Med. January 31, 2013 — Patricia
Kritek, MD. ■

Emergency Department Triage Respiratory
Rate Measurements Are Often Inaccurate 
Key point: Manual measurement of respiratory rate often is in-
accurate.
Citation: Bianchi W, Dugas AF, Hsieh YH, et al. Revitalizing
a vital sign: Improving detection of tachypnea at primary
triage. Ann Emerg Med 2013;61(1):37-43. 

Inaccurate measurement of respiratory rate can have signifi-
cant implications for patient care. In this cross-sectional study
of 191 emergency department patients, investigators com-
pared the accuracy of respiratory rate measurement by usual
care (direct observation of respirations by a triage nurse for 15
seconds, multiplied by 4) and by an electronic BioHarness de-
vice (detection of respirations by a thoracic pressure sensor) for
identifying tachypnea. They used direct observation of respi-
rations by a trained research assistant for 60 seconds as the cri-
terion standard measurement.

Of 191 patients, 44 (23%) were characterized as tachypnic
(respiratory rate >20 breaths/minute) by criterion standard
measurement. Usual measurement identified 10 of these pa-
tients as tachypnic (sensitivity, 23%; specificity, 99%), while
electronic measurement identified 40 patients as tachypnic
(sensitivity, 91%; specificity, 97%).

Published in J Watch Emerg Med. January 11, 2013 — Richard
D. Zane, MD, FAAEM. ■

FDA Lowers Recommended Dose for
Insomnia Drug Zolpidem 
Key point: Taking the insomnia drug zolpidem at night could im-
pair alertness the next morning—especially in women—and
recommended doses should be lowered.
Citation: http://www.fda.gov/Safety/MedWatch/SafetyIn-
formation/SafetyAlertsforHumanMedicalProducts/ucm33473
8.htm 

Taking the insomnia drug zolpidem (e.g., Ambien) at night could
impair alertness the next morning — especially in women —
and recommended doses should be lowered, the FDA warned
on Thursday. 

The warning applies to both generic and brand-name ver-
sions of zolpidem and is based on data showing the sedative-
hypnotic stays in the body longer than previously thought. The
risk for women is higher because they process the drug at a
slower rate than men.

Among the agency’s recommendations:
� For immediate-release products (including Ambien, Ed-

luar, and Zolpimist), the dose for women should be low-
ered from 10 mg to 5 mg. 

� For the extended-release product Ambien CR, the dose
for women should be lowered from 12.5 mg to 6.25 mg. 

� For all zolpidem and other insomnia drugs, the lowest
dose needed to treat symptoms should be prescribed for
both men and women. ■

Many U.S. Adolescents Have Considered
Suicide 
Key point: One in eight U.S. teens has seriously considered sui-
cide, and one in 25 has attempted it.
Citation: Nock MK, Greif J, Hwang I, et al. Prevalence, corre-
lates, and treatment of lifetime suicidal behavior among ado-
lescents. JAMA Psychiatry. 2013;():1-11.doi:10.1001/2013.
jamapsychiatry.55

Nearly 6500 adolescents (aged 13 to 18) were surveyed about
their lifetime history of suicidal behaviors and mental disorders.
Among the findings:

� A third of those who considered suicide go on to make a plan,
and nearly two thirds of those with a plan attempt suicide. 

� Most of those who attempt suicide do so within a year of
first considering it. 

� Roughly 90% of suicidal adolescents had at least one of
the 15 mental disorders included in the survey, most
commonly depression. 

� Between 55% and 73% of suicidal adolescents received
some form of treatment before symptom onset. ■
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C O D I N G  Q & A

Q. Can physicians see regular patients and schedule
routine care at urgent care facilities? If so, can the

urgent care center bill for those services at a separate,
lower rate than the urgent care rate?

A.Special attention should be paid to payor contracts in
these situations. If the insurance company views your pa-

tient’s visits as urgent care even though you provided primary
care, the patient could be responsible for higher urgent care co-
pays or even urgent care deductibles. You would want to check
with the payor to see if you must always collect urgent care co-
pays. Some urgent care contracts state that follow-up visits
should be handled by a patient’s primary care provider, so pro-
viding primary care services could be a violation of your contract.

If an urgent care provider wants to provide primary care, I would
recommend starting a new business with a new TIN incorp or ated
as a PC, LLC, or PLLC, depending on your state. New payor con-
tracts will also need to be initiated and there is the possibility of
running into an issue where a certain payor may not allow you
to do urgent care while operating a primary care facility.

You would want to seek legal counsel before making any
changes because certain provisions of the federal Stark law
could make it illegal to refer from an urgent care practice to pri-
mary care if any owner of the urgent care also has an owner-
ship stake in the primary care. A few states have additional laws
that are similar to Stark that may apply to all carriers and may
be even more restrictive.

Once your business is set up and tax documents are in place,
you will want to begin the contracting and credentialing
process. Although some urgent care contracts may not re-
quire you to credential all of your providers, it is very likely you
will have to individually credential all of your providers who ren-
der primary care services.

If providing primary care in an urgent care center is the di-
rection you take, it is also important to have specific guidelines
for your front desk staff so that they know the differences in
handling transactions between primary and urgent care visits.
For example, collecting the correct co-pays and reporting vis-
its appropriately to your billing staff. ■

Q. Would we bill with Outpatient E/M codes 99201-
99215 if we are a walk-in practice that does not

qualify as a true urgent care center?

A.E/M services are categorized into different settings, de-
pending on where the service is furnished. However, for

E/M services in an outpatient or other ambulatory facility (in-
cluding a walk-clinic, primary care practice and an urgent care
center), CPT codes 99201-99205 are used to report evaluation
and management services for a new patient. Use codes 99211-
99215 for established patients in this same type of setting. ■

Q. Can we bill both the S9088 and 99051 on same visit
for our urgent care visits?

Yes, you can bill both codes for the same visit along with the
E/M code.  HCPCS code S9088, “Services provided in an urgent
care center (list in addition to code for service),” is specifically
for use in an urgent care center. You would bill this code for
every visit. Keep in mind that Medicare does not recognize this
code at all so you would bill it to all payors except Medicare. 

Primary Care in the Urgent Care
Setting, E/M Codes With Other
Services, Penicillin Injection 
� 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.



CPT code 99051, “Service(s) provided in the office during
regularly scheduled evening, weekend, or holiday office hours,
in addition to basic service,” is another code that could be billed
to insurances, with the exception of Medicare. Evening hours
are generally considered to start at 5 p.m. This code was de-
signed to compensate your practice for the additional costs of
being open extended hours. This code is typically billed to pa-
tients seen after 5 p.m. Monday through Friday and all day on
Saturday, Sunday, and federal holidays.

Check the policies of each of your payors for both of these
codes to see if you can receive compensation from them. Try
to include reimbursement fees for these codes as well when ne-
gotiating contracts. ■

Q. Can S9088 be used with 
an E/M code?

A.Any urgent care center can use code S9088, “Services
provided in an urgent care center (list in addition to code

for service).” This code is an add-on code, so it cannot be billed
alone. However, you would not bill the code to Medicare,
since it is not covered. You will also want to check state regu-
lations as well as payor contracts to see whether this code
should be billed or not.

An urgent care center, as defined by the Urgent Care Asso-
ciation of America, is a walk-in medical clinic (offering at least
plain-film radiology and CLIA-waived labs) that is open to the
public for walk-in, unscheduled visits during all open hours and
offering significant hours beyond the typical 9:00 a.m. to 5:00
p.m., Monday through Friday. Some payors have outlined
more specific requirements, including ACLS-certified person-
nel, on-site inspections, crash cart with specific supplies, and
facility credentialing. Make sure you check for any specific re-
quirements in your state. ■

Q. Can 95992 be billed with an E/M code on the same
day of service?

A. Even though CPT code 95992, “Canalith repositioning
procedure(s) (e.g., Epley maneuver, Semont maneuver,

per day,”) was added in 2009, only Physical Therapists could
be reimbursed for the code and physicians had to report the
procedure using an E/M code until 2011. Now physicians may
also bill this code for the procedure. An Audiologist may not bill
the code since it is considered a therapeutic procedure.

If, during an office visit, it is determined that the procedure
needs to be performed on the same day as the visit, you may
code an E/M in addition to the procedure. You would append
modifier -25, “Significant, separately identifiable evaluation and
management service by the same physician or other qualified
health care professional on the same day of the procedure or

other service,” to the E/M code. Alternatively, if it was deter-
mined at a prior visit that the patient needed the procedure per-
formed and was returning for the procedure, you would only
bill CPT 95992 because the evaluation and management was
done at a prior visit. ■

Q. Can my facility bill for a penicillin injection? If so,
what is the code and pricing? Do I need to use a

modifier? 

A. There are several types of penicillin that could be 
billed:

� Penicillin G Benzathine 100,000 Units J0561
� Penicillin G Benzathine

and Penicillin G Procaine 100,000 Units J0558
� Penicillin G Potassium 600,000 Units J2540
� Penicillin G Procaine 600,000 Units J2510

For each of the HCPCS codes listed above, you would bill the
administration code 96372, “Therapeutic, prophylactic, or di-
agnostic injection (specify substance or drug); subcutaneous
or intramuscular.” If 1.2 Million Units of Penicillin G Benzathine
was administered, you would bill HCPCS code J0561 at12 units
and CPT code 96372.  

You will want to charge a price based on cost to you, and you
might also want to get reimbursement values from some of
your major payors to see how well the specific medication is
reimbursed. You will need to submit the NDC code to bill for
the medication.

If a separate E/M service was performed, you would bill the
appropriate E/M code with a modifier -25, “Significant, sepa-
rately identifiable evaluation and management service by the
same physician or other qualified health care professional on
the same day of the procedure or other service.” Keep in mind
that some payors will bundle the injection code into the E/M
service (or flat rate service), so be sure to check payor agree-
ments and payor policies. ■

C O D I N G  Q & A
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Case Reports are one of JUCM’s most popular features.
Case Reports are short, didactic case studies of 1,000-
1,500 words. They are easy to write and JUCM readers
love them. If you’ve had some interesting cases lately,
please write one up for us. Send it to Judith Orvos,
ELS, JUCM’s editor, at jorvos@jucm.com.

Had Any  Interesting
Cases Lately?



PRESBYTERIAN HEALTHCARE SERVICES
Albuquerque, New Mexico

Presbyterian Healthcare Services (PHS) is New Mexico’s 
largest, private, non-profit health care system and named 

one of the “Top Ten Healthcare Systems in America”. Over 
600 providers are employed by PHS and represent almost 
every specialty. PHS is seeking two BE/BC Family Practice 

Physicians to work in our Urgent Care Centers. There are five 
Urgent Care Centers in the Albuquerque area and full-time 
providers work 14 shifts per month. We currently employ 

over 13 MDs and over 20 midlevel providers in urgent care.

Enjoy over 300 days of sunshine, a multi-cultural environment 
and the casual southwestern lifestyle. Albuquerque has been 
recognized as “One of the Top Five Cities to Live”. It is also 
home to University of New Mexico, a world class university.

These opportunities offer: a competitive hourly salary * sign-on 
bonus * relocation * CME allowance * 403(b) w/match * 457(b) 
* health, life, AD&D, disability insurance, life * dental * vision 
* pre-tax health and child care spending accounts * occurrence 

type malpractice insurance, etc. (Not a J-1, H-1 opportunity) EOE. 

For more information contact: Kay Kernaghan, PHS
PO Box 26666, Albuquerque, NM 87125 

kkernagh@phs.org
505-823-8770 • 866-757-5263 • fax: 505-823-8734

Visit our website at www.phs.org or  http://www.phs.org/
PHS/about/Report/ 

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

44 JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  Apr i l  2013 www. jucm.com



C A R E E R S

FREE Luxury beach condo with pool. Sun and fun 
with us at our friendly urgent care/ family prac-

tice center. Salary, malpractice, flexible schedule, li-
cense 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

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
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C A R E E R S

SEATTLE AREA. Hospital employed. Seeking 
two Urgent Care physicians in desirable Puget 
Sound community 45 minutes to Seattle. As-
sociates with a new 137-bed hospital. Excel-
lent salary, bonus and benefits. 800-831-5475. 
Email: donohueandassoc@aol.com.

Exciting Urgent Care Opportunities 
in Midwest, Big Ten University Town
Due to growth, Sparrow Health System located
in the mid-Michigan area, is seeking BC/BE
Urgent Care physicians for opportunities

with Sparrow Medical Group. The positions
are shift based with a flexible schedule. 

The positions offer sign-on bonus, relocation
assistance, 401(k) with matching funds,
malpractice insurance that includes tail
coverage, EMR system-EPIC, vacation, 
personal time and holiday paid time off, 

medical, dental and vision coverage, generous
 CME time and money. Sparrow Health

System offers what you would expect from
mid-Michigan’s premier hospital. Sparrow 
Health System recently became the first 
health system in Michigan to become a 

member of the prestigious Mayo Clinic Care 
Network. I invite you to visit our website 
to learn more about our health system.

 
If interested in learning more about this 

exciting opportunity, please contact:
Barb Hilborn, Manager Physician Recruitment

Office: 800-968-3225 • Cell 517-614-1629
Email: barbara.hilborn@sparrow.org
Visit our website at www.sparrow.org

More information on the Lansing area can 
be obtained at www.lansing.org
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M A R K E T P L A C E
BUSINESS SERVICES

Busy, Profitable Urgent Care 
Business for Sale in Delaware 

Call for more information. 

Contact Tony Lynch or Steve Mountain at: 
610-527-8400

tony@mtbizbrokers.com 
www.mtbizbrokers.com

MT CONSULTING

BUSINESS BROKER 
SERVICES

MEDICAL EQUIPMENT PRACTICE FOR SALE

C A R E E R S

URGENT CARE/FAMILY PRACTICE CLINICS  
for sale in Northern and Central California. 
Please call (530) 276-1657 for further informa-
tion. Only serious potential buyers please.

PRACTICE FOR SALE

Visit the JUCM CareerCenter: 
www.urgentcarecareercenter.com
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D E V E L O P I N G  D A T A

These data from the 2012 Urgent Care Industry Benchmarking Study are based on a sample of 1,732 urgent care centers; 95.2%
of the respondents were UCAOA members. Among other criteria, the study was limited to centers that have a licensed
provider onsite at all times; have two or more exam rooms; typically are open 7 days/week, 4 hours/day, at least 3,000

hours/year; and treat patients of all ages (unless specifically a pediatric urgent care). 

In this issue: What Methods Are Urgent Care Centers Using for Patient Registration?

USE OF  PATIENT REGISTRATION SYSTEMS

Acknowledgement: The 2012 Urgent Care Industry Benchmarking Study was funded by the Urgent Care Association of America and admin-
istered by Anderson, Niebuhr and Associates, Inc. The full report can be purchased at www.ucaoa.org/benchmarking.

The 2010 survey showed that the vast majority (92.9%) of urgent care centers were using computerized systems for practice
management, though fewer (66.7%) were using them for clinical processes. The 2012 survey examined more specifically how
centers were using the technology they have.

Patient Registration
47.9% of centers allow patients to complete paperwork prior to their visit, though they execute this in different ways—online
being the most prevalent (n=140).
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Corporate Support Partners
UCAOA would like to thank all of our Corporate 
Support Partners for their ongoing support 
in helping UCAOA achieve its mission and vision.
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