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LETTER FROM THE EDITOR-IN-CHIEF

‘First, Do No Harm’ But Don’t Be a
Harmful Do-Nothing!

A
s scientists, we are trained to question
through research—to pose hypotheses
and test for proof. Science, however, is

notoriously flawed and imperfect, and has
left a trail of discarded practice standards
refuted through additional study or missed

statistical error. Many a medical proverb has fallen out of favor
this way—but none has withstood the test of time longer than
“First, do no harm.” With an almost religious fervor, physicians
have embraced the saying as fundamental doctrine and would
not dare to challenge its unquestionable truth.

“First, do no harm” has been a subconscious rule of thumb
in medicine for centuries now. While not officially part of the Hip-
pocratic Oath (a surprise to most), it was born of the same teach-
ings. The problem with such heuristics is their potential for error.
Blind acceptance can mislead, whereby, one does not consider
or prematurely closes the door on alternatives. In clinical med-
icine, this can lead to diagnostic and/or treatment errors.

When ‘First, Do No Harm’…Harms
Unwillingness to prescribe controlled substances is perhaps the
best example of overconfidence in the “First, do no harm”
heuristic. It is assumed that drugs with the potential for abuse
and dependence should be avoided at all costs. Accordingly,
patients in pain are judged critically on the legitimacy of their
pain. If their pain is deemed clinically “unworthy,” narcotic pain
relievers are withheld. Worthiness is determined through a
semi-clinical assessment of objective and subjective criteria.
While clearly prone to errors of assumption and judgment, we
routinely rely on this assessment to designate these drugs as
“harmful,” with very few clinical exceptions. And while no
one can specifically quantify the error rate of these assess-
ments, it is almost certainly non-trivial. 

So, what if we are wrong? What is the risk of our diagnos-
tic error? 

Two negative outcomes are possible: 
� A missed opportunity to help a patient in need
� A missed diagnosis of potentially threatening nature.
Take, for example, back pain. Clinicians often feel the need

to determine the truthfulness and expected intensity of this pres-
entation despite the lack of reliable diagnostic tools. We seek to

quickly label those patients we deem drug-seeking or histrionic,
often based on simple first impressions. While we defend this
step as protecting the patient from harm, all too frequently we
are simply protecting ourselves from the discomfort of our own
uncertainty. At risk is a missed opportunity to help a patient in
pain, or far worse, a missed epidural abscess or tumor. When con-
fronted with the possibility of being bamboozled by a drug seeker
for a few Vicodin, we seem willing to accept the risk of undue
harm and pain. Our overconfidence in the principle of “First, do
no harm” has unwittingly led us to miscalculate overall risk—an
error with serious, and ironically harmful implications.

We have, in effect, been bamboozled by our own arro-
gance and scripture, and failed to account for the implications
of our blind faith. 

I propose that we reassess the judicial nature by which we
interpret our patients’ pain, and more honestly consider the
cost of false judgments. We need to grow more comfortable
and accepting of being “conned” in return for the opportunity
to help a patient in need. I would argue that is the true mean-
ing of the Hippocratic Oath. With no intention to shred the prin-
ciples of “First, do no harm,” I offer you this counter-principle
from the famous Old-English author, Samuel Johnson: “It is bet-
ter to suffer wrong than to do it, and happier to be sometimes
cheated than not to trust.” ■

Lee A. Resnick, MD
Editor-in-Chief
JUCM, The Journal of Urgent Care Medicine

“We need to grow more comfort-
able and accepting of being

‘conned’ in return for the oppor-
tunity to help a patient in need.”
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P
atients who have been in motor vehicle accidents, tum-
bled from bicycles, or gotten into physical altercations of-
ten present to urgent care providers with trauma. Their

biggest concerns about oral and facial injuries may be re-
lated to cosmesis, but providers need to look below the sur-
face for more serious sequelae. 

That’s one of the observations made by Sean
McNeeley, MD, author of our cover story this
month. Dr. McNeeley reviews steps in a com-
prehensive oral and facial examination, includ-
ing significant problems that should not go un-

missed. He also reviews treatment of oral injuries ranging
from external lacerations to pharynx and soft palate in-
juries and dental trauma. As Dr. McNeely notes, nasal lacer-
ations are the most common facial fractures, followed by
mandible fractures. Included in the cover story are tips for
assessing mandible fractures, recognizing midface fractures,
and knowing when an oral and facial injury can be managed
in an urgent care setting and when to refer to a specialist.

Dr. McNeeley is Medical Director for University Hospitals
Urgent Care Network, a member of the Board of Certifica-
tion of Urgent Care Medicine, and Treasurer of the Urgent
Care College of Physicians.

Chest pain is a common presentation in ur-
gent care, but what is the cause in a 36-year-
old woman with a normal physical examina-
tion? Dr. Jospeh Toscano tackles that question
in our Case Report this month, which underscores the need
to look beyond physical examination and pay careful atten-
tion to chest x-ray findings. A plain chest film that reads as
normal on initial review may reveal a significant problem on
closer inspection. See if your differential diagnosis includes
the final diagnosis.

Dr. Toscano is a member of the JUCM editorial board and
in practice at San Ramon (CA) Regional Medical Center Ur-
gent Care Center, Palo Alto (CA) Medical Foundation.

Diagnostic studies are an important part of
care at urgent care centers and many practices
are facing a decision about whether to use
conventional imaging or digital technology. In

our first practice management article this month, Registered
Technologist Trip Hale puts into perspective the advantages
of digital imaging and provides a real-world case study of the
cost to operate a digital vs analog radiology area in the set-
ting of a start-up clinic.

In addition to his radiology certification, Mr. Hale is Re-
gional Manager of Blue Ridge X-Ray Co., Inc., in Arden,
North Carolina.

More than 45 million people in the United States today
speak a language other than English, notes Bruce Merley
of Pacific Interpreters in setting the stage for our second

J U C M C O N T R I B U T O R S
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practice management article this month. We truly live—
and practice medicine—in a global community, and lan-
guage, says Mr. Merley, and it takes the average non-English-
speaking person 7 years to become sufficiently fluent to
communicate about and understand instructions about his
or her healthcare in English. Using telephone interpreters in
an urgent care setting to better understand patients who are
Limited English Proficient, he believes, can improve health-
care outcome and save money. 

Also in this issue:
John Shufeldt, MD, JD, MBA, FACEP, continues the discus-
sion he started in the January issue, of capital sources for
funding an urgent care startup or expansion. In this month's
column, Dr. Shufeldt reviews the multiple sources of debt
and equity capital. While noting the country's current finan-
cial problems, he believes there is money available for ur-
gent care practices that are poised for growth and willing to
work at raising capital. 

Nahum Kovalski, BSc, MDCM, reviews new abstracts on
current literature germane to the urgent care clinician, in-
cluding a study that shows healthcare workers often neglect

hand hygiene when using gloves; a report on antibiotic pre-
scribing practices during ambulatory pediatrics visits in the
United States; FDA approval of the first hand-held device de-
signed to aid in detection of intracranial hematomas, using
near-infrared spectroscopy; a large study that outlined pre-
dictors of death in the 1 in 2,000 adult patients who suc-
cumb within 7 days after discharge from an emergency de-
partment; and troponin assays for evaluation of patients with
chest pain.

In Coding Q&A, David Stern, MD, CPC, discusses admin-
istration codes for injections, billing for a Medicare wellness
exam, billing joint injections with E/Ms, and coding for
keloid injection.

Our Developing Data end piece this month looks at the
number of hours per month and hours per shift by day that
physicians are working in urgent care practices. Most cen-
ters staff with a mix of physicians and/or nurse practition-
ers and/or physician assistants, with only about 36% of
centers having a physician-only model. How many hours are
physicians working at urgent care centers? You’ll find the an-
swer on the last page of this issue. ■

THE ORIGINAL…
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FROM THE EXECUTIVE DIRECTOR

Y
ou probably know by now that we are having our Conven-
tion in April. We’re going back to Las Vegas, but there are
many new things you’ll see and experience, so I thought

I’d give you a little preview this month.
The first new experience will be on our PreCon day,

when we typically have 1-day courses on different topics,
plus the first day of Clinic Startup. We’re still doing that, but
we’ve added both morning and afternoon “half day” courses
so you can get a little education and have the afternoon off
to play in Las Vegas, or you can sleep in and just do a
course in the afternoon. Or, you can combine them and have
a full day just as usual. 

Our most unusual new full-day PreCon is “What if ____
Ran Your Urgent Care?” For this Convention, we’re filling in
that blank with Southwest Airlines, Zappos, and Caesars
Palace. We’re hoping this can turn into a regular series that
will bring in different companies every year to help you
think out of the box about how you run your center. The last
surprise for the PreCon day is an offsite tour to the head-
quarters of Zappos to spend a few extra hours with their
leadership and staff.

Because the exhibit hall opens the evening of the PreCon,
let’s talk about that, too. We’re opening it a little early that
afternoon, which is a good thing because it’s bigger than it
has ever been, so you’ll need plenty of time to see every-
thing. We have many, many new companies this year, and
you can check them all out ahead of time online and in the
Exhibit Hall guide we’ll mail out before you come. We will
have a little something extra happening in the Hall off and
on during the Convention, but you’ll have to wait and see
what those “extras” turn out to be!

We are keeping our opening and closing general sessions
in the panelist format so you can hear from experts with
many different perspectives, instead of just one keynote
speaker. Our opening session brings in leaders from differ-

ent areas of healthcare delivery to discuss what they see as
the future for urgent care. Our panelists include someone
from the telemedicine industry, an accountable care organ-
ization (ACO) expert, a payor’s medical director, an indus-
try “watcher,” a private equity professional, and someone
representing urgent care itself. I can’t wait to hear the per-
spectives of these different leaders, given everything that
is happening in our industry.

The closing general session will be something a little
different as well. Before and during the meeting we’ll be
mining your thoughts about urgent care success. Beyond
having a good location and good contracts, there are addi-
tional critical factors that make some centers wildly success-
ful, while others struggle. For the closing session, we’ll tap
into those results and the experiences and observations of
our three panelists, who are each very experienced consult-
ants in the industry. We hope you’ll take home more than
one new way of thinking about what drives your center’s
success.

In there somewhere we’ll have about 40 other sessions
to help you build great urgent care centers. It will be a full
week in Vegas! You should have a brochure by now with all
the details, and you can visit our website (ucaoa.org) or just
give us a call. I didn’t even have room here to go into our
new ways for you to network with each other. It’s crystal
clear to me—you need to be there! See you in April. ■

What Happens in Vegas
■ LOU ELLEN HORWITZ, MA

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

“Our most unusual 
new full-day PreCon is 

‘What if ____ Ran Your Urgent
Care?’ For this Convention, 

we’re filling in that blank with
Southwest Airlines, Zappos, 

and Caesars Palace.”
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Introduction

P
atients with oral and related facial injuries often pres-
ent to urgent care providers. Consider JT. He is a 25-
year-old male who was taken to an urgent care clin-

ic by his friends after falling while mountain biking near
his Ohio home. His friends were concerned because the
hill was steep, and although he was wearing a helmet,
JT fell over his handlebars and landed face-first in a bush
surrounded by rocks. JT, however, was concerned about
his lacerations and the cosmetic outcome he could expect. 
As urgent care providers, we also are often concerned
about cosmesis and the patient’s reason for evaluation;
however, it is important to consider other possibly
more serious or even life-threatening injuries as well (see
Problems Not to Miss on page 10). This article considers
some of the oral and dental injuries that are commonly
seen in the urgent care setting. 

Patient Assessment
Patient assessment for oral and dental injuries includes
a complete physical examination to rule out life-threat-
ening injury, followed by a comprehensive oral and
facial examination. 

Physical examination 
As with any patient, the best approach is to begin with
the basics: airway, breathing, and circulation. Once you
establish that the patient is stable, you should perform
a complete exam, including visualization of any possi-
ble injury. Important considerations for patients with

facial trauma include evaluation for neck or brain injury.
While assessing the neck, evaluate for any cervical bone
tenderness, decreased range of motion, or paresthesia,
preferably by CT scan, because it has high sensitivity and
specificity. Lower-risk patients can be screened with ade-
quate plain-film radiography. These patients should also
have a cervical collar placed until cleared. Evaluation for
clinically important brain injury should take into con-
sideration the need for CT scan of the brain. Patients
with a Glasgow Coma Score (GCS) of less than 15 should
be transferred to a trauma center. Those with a normal
GCS should be considered carefully for use of a CT scan. 

Oral and facial examination
Once life-threatening injuries are ruled out, a comprehen-
sive oral and facial exam can be performed. The lips are
the most obvious structure that must be evaluated. Under-

Clinical

Oral and Facial Injuries in
Urgent Care
Urgent message: For patients, cosmesis is often the top priority. But
for clinicians, ruling out serious or life-threatening injury is paramount.

SEAN MCNEELEY, MD
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Sean McNeeley is Medical Director for University Hospitals Urgent Care
Network, a member of the Board of Certification of Urgent Care
Medicine, and Treasurer of the Urgent Care College of Physicians
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standing their anatomy and healing potential is critical
for the best results. Important anatomical considerations
include the external skin, vermillion border, internal
mucous membrane, and the muscles within the substance
of the lip. From a cosmetic standpoint, the most impor-
tant consideration is the vermillion border. Even a 1-mm
variance in how it is closed will be readily visible. 

Treatment of Oral Injuries
Oral injuries in the urgent care setting can include exter-
nal lacerations, multilayer lacerations of the lip, buccal
lacerations, tongue wounds, posterior pharynx and soft
palate injuries, tooth injury, and mandible fractures. 

External lacerations
External lacerations, particularly those that are gaping,
should be closed. Shallow lacerations that are not under
tension are often good candidates for dermal glue. Oth-
ers often can be closed with 6-0 nylon or polypropylene.
Lacerations that cross the vermillion border should be
closed, starting with alignment of the border. 

Multilayer lacerations of the lip
Providers should carefully weigh their skills against con-
sideration for a plastic surgery consultation. This is of
particular concern when a laceration splits the lip in a
V-shaped pattern that involves the outside, muscle,
and inner lip. Such multilayer lacerations usually are
repaired by first closing the muscle with absorbable
material, closing the outside with attention to the ver-
million border, and then loosely approximating the
inside.1 Lacerations limited to the inner lip usually can
be left to heal on their own as long as they are small (<2
cm), not open to the outside, and do not deform the lip. 
It is not uncommon to find missing pieces of teeth in
a lip laceration.1 Careful examination is needed. When
deformity is present, consideration must also be given
to the effect of swelling compared with the actual lac-
eration. The deformity often is more related to swelling
than to laceration. Laceration through the lip, such as
a hole from the patient’s own teeth, is best closed on the

outside, even if it is small. Most providers then leave the
internal laceration to close on its own. 

Buccal lacerations
Buccal lacerations are treated similarly to lip lacera-
tions. External lacerations are usually closed with 6-0
suture, and occasionally, with dermal glue. Internal lac-
erations less than 2 cm are left to close on their own.
Larger internal lacerations are loosely closed with
absorbable suture. Before closing any oral laceration,
thoroughly examine the wound, including searching for
foreign bodies such as chips from the patient’s teeth.1

Tongue wounds
Tongue wounds are another common injury, often caused
when a patient bites down at the time of impact. Like
most of the oral cavity, the tongue heals quite quickly
and is also difficult to anesthetize and stabilize during
repair. For these reasons, careful consideration should be
given to whether to repair a tongue laceration. Small
wounds and puncture holes often heal quite well with
dietary restrictions, including a soft diet that avoids items
that might sting—such as spicy or salt-covered food—
and a recommendation to rinse after eating. Lacerations
that cause deformities, such as forking of the tongue, need
to be closed. Lacerations greater than 1 cm also should
at least be reapproximated. Often a quick, single stitch
with an absorbable suture can accomplish this. Anesthe-
sia of the anterior two-thirds of the tongue can be per-
formed with a local field block or lingual nerve block.2

Posterior pharynx and soft palate injuries
Posterior pharynx and soft palate injuries most often are
caused by foreign bodies in the mouth at time of impact.
Even a straw or water bottle can be at fault. More impor-
tant than closing soft palate injuries is controlling bleed-
ing and risk of more significant unseen damage. Bleeding
from the area of the tonsils can be life-threatening and
should be completely controlled before discharge. Con-
sideration for imaging once bleeding is controlled should
include soft-tissue plain films and, if more serious trauma
is suspected, CT. Although considered rare, dissection of
the internal carotid has been reported. Antibiotic prophy-
laxis has not been well researched but generally is suggest-
ed.3 Discharge instructions, including risk of return of bleed-
ing and infection, should be provided to the patient or a
parent if the patient is a minor. 

Tooth injury
Tooth injury, although not entirely a physician’s spe-
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• Maxillary fractures
• Ellis class 3 dental injury
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cialty, is important to detect to at least begin the heal-
ing process. Dental trauma can span a spectrum from a
tiny chip to complete avulsion. The most significant
injury is complete tooth loss. Avulsed primary teeth
should not be replaced. Permanent teeth need to be
replaced as soon as possible. If a tooth is contaminated,
gentle rinsing with normal saline should be performed
before re-implantation. 

If it is necessary to transport a tooth, a special trans-
port device and media should be used. Lacking that,
milk, normal saline, or the buccal mucosa are reasonable
alternative transport media for teeth.4 A delay of more
than 5 minutes greatly decreases the likelihood of long-
term success with reimplantation. If more than 30 min-
utes have elapsed since avulsion, the patient should
understand the low likelihood of success. 

Teeth also can be subluxed. A subluxed tooth is loose
but in the correct place. The etiology is loss of connec-
tion of the periodontal ligament. Treatment consists of
splinting of the tooth in place. There are two types of lux-
ation: extrusion and intrusion. Extrusion is similar to avul-

sion. The tooth remains partially out of the socket but is
not loose. Replacement without removal to the original
location with splinting is the best treatment. Intrusion
occurs when a tooth is pushed into the socket. Intrusions
less than 3 mm often will heal on their own. A tooth that
has been intruded 3 to 6 mm should be moved back into
place and splinted. Intrusion of more than 6 mm carries
a poor prognosis because of severe compression of peri-
odontal ligament and surrounding structures. Whether
a tooth is avulsed, extruded, or intruded, dental consul-
tation should be obtained as soon as possible.

Damage to a tooth itself is classified based on the
depth of the injury. An Ellis class 1 dental fracture is

Important Facial Trauma Considerations

• Airway
• Bleeding
• Vision
• Sensation

• Tenderness
• Crepitus
• Mechanism of injury
• Best location for evaluation
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damage to only the outermost layer: the enamel. This
is just a cosmetic problem and can be smoothed and
fixed at the patient’s convenience. Ellis class 2 injuries
involve the dentin as well. These injuries cause pain, and
the dentin will be visible as a brownish-orange color.
These injuries should be covered with dental cement,
such as calcium hydroxide paste, and the patient should
be sent to a dentist for follow-up within 24 hours. Ellis
class 3 injuries involve the enamel, dentin, and pulp,
where the blood vessels and nerve roots are found.
Urgent dental consultation is best for these. 

Dental fracture also can occur when a tooth is sepa-
rated into two pieces at all three layers. This is often sub-
tle and best seen on true dental films, but not an urgent
matter because fractured teeth cannot be repaired and
eventually will have to be extracted. 

Other Facial Trauma
Facial lacerations unrelated to the mouth are also
common. As stated before, all facial lacerations are
complicated by the patient’s expectations. Most such
injuries bleed heavily at first but respond well to pres-
sure. The risk of infection is usually less and therefore
the commonly used 6- to 8- hour window for primary
closure is often extended to improve cosmetic out-
come. Uncomplicated forehead, lateral face, and chin
lacerations usually can be repaired in an urgent care
setting. Topical mixtures of lidocaine, epinephrine,
and tetracaine often can be used on these areas with
great success, particularly in children. Non–absorbable
6-0 sutures are most commonly used to close these
wounds. Dermal glue also works well for closing low-
tension wounds without anesthesia. Some physicians
even use deep sutures to reduce tension and then
glue the area above them. (This is an off-label use of
the glue.) Lacerations of the eyelids, nose, and exter-
nal ear often are complex, and therefore, beyond the
scope of this article.

Facial trauma also can lead to damage to the bones of
the face including the nose, orbit, maxilla, and
mandible. When entertaining the possibility of a facial
fracture, you should also consider the airway, bleeding,
vision, sensation, and other related trauma. Palpation
for tenderness, crepitus, and deformity combined with
mechanism of injury should be used to guide decisions
for imaging. Patients with multiple injuries are best
treated at a trauma center, if possible.

Nasal fractures
Nasal fractures are the most common facial fracture.

Examination of the nose begins with external visual-
ization to identify for swelling, bruising, lacerations,
or visible deformity. Periorbital ecchymosis usually
indicates nasal fracture. Palpation may reveal crepitus,
excessive movement, or other deformities. Internal
exam for septal deviation, lacerations, septal
hematoma, and presence of cerebral spinal fluid
should be performed next. Plain films rarely change
the management of nasal fractures but often are done
because of patient expectations. Clinical exam alone
should reveal the need for emergent treatment.
Patients with uncomplicated nasal fractures, and par-
ticularly those who have significant swelling, should
be referred to an ear, nose, and throat specialist for
treatment in 6 to 10 days. Results are better when
swelling does not obscure the cosmetic result of reduc-
tion. After 10 days, reduction becomes more difficult
because the healing process has begun. Septal
hematomas should be treated emergently with inci-
sion and drainage by an experienced physician with
necessary tools, including suction. Treatment of sep-
tal hematomas prevents septal necrosis and elimi-
nates a nidus for infection.5, 6

Mandible fractures
Mandible fractures are the second most common facial
fractures.7 Mandible alignment is best assessed by hav-
ing the patient open and close the mandible and testing
alignment of the bite. Causes of bite misalignment include
subluxation or displacement of the temporomandibular
joint and fracture of the mandible. Fractures tend to cause
pain with minimal movement and are best seen on
panorex films or CT scan.8 Most maxillary fractures are
a result of significant trauma, such as motor vehicle acci-
dents and severe beatings. They usually are not subtle and
require referral to a specialist. If you note or suspect a frac-
ture, perform a careful intra-oral examination to rule out
an open fracture. Patients with open fractures should be
considered for admission. Because small mucosal tears are
common with mandible fractures, antibiotics should be
prescribed for patients with such injuries.

Midface fractures
Midface fractures are uncommon in urgent care practice,
but they are important to recognize when present. They
usually result from significant impact and can be life
threatening. The LeFort classification represents the most
common maxillary fractures. With a Type I fracture (the
least serious) the maxillary teeth are separated from the
remainder of the face. On physical exam, the upper
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teeth and hard palate are loose, similar to an upper denture. LeFort
II fractures extend into the nasal portion of the face, forming a pyra-
mid. Extension into the orbits and through the zygomatic suture
lines describes a LeFort III fracture. These are the most significant
injuries and usually compromise the airway and sometimes cause
blindness. All midface fractures are best identified with CT scan.6

Isolated zygomatic fractures present in two types: tripod and
depressed. Depressed fractures are less common and usually palpa-
ble as a depression. Tripod fractures can be non-displaced (10%) and
require only observation, or they can be displaced or depressed frac-
tures and require urgent expert consultation.9 

Orbital floor fractures usually present with infraorbital anesthe-
sia and often result in muscle entrapment. Orbital blowout fractures
usually occur when an object smaller than the eye sends forces
through the eye to the orbit. Patients who have isolated orbital frac-
tures but no globe, eye muscle, or nerve damage often can be sent
home with antibiotics such as amoxicillin/clavulanate and decon-
gestants. They should also be instructed not to blow their noses.
Expert consultation is suggested before discharge. 

Most other orbital fractures are not isolated. Significant trauma to
the nose also can cause naso-orbito-ethmoid fractures. Patients with
these injuries present with the proximal upper nose pushed back-
ward. Serious complication include possible CSF leakage, ocular
injury, and damage to the lacrimal apparatus.7 Orbital and other com-
plex facial fractures are best managed with expert consultation and
possibly transfer to the emergency department, particularly if CT scan
and appropriate personnel to monitor the patient are unavailable.

Conclusion
With the few exceptions described above, most common oral injuries
can be managed in an urgent care setting. Midface fractures other
than to the nose are uncommon in an urgent care setting, but you
should consider them in any patient who has significant facial
trauma. Your initial evaluation must include the patient’s overall con-
dition, severity of other injuries, and consideration of head and neck
trauma. Once life-threatening conditions are ruled out, a comprehen-
sive oral and facial exam will help guide the care provided next. ■
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Introduction

T
he traditional differential diagnosis for chest pain
includes spontaneous pneumothorax. Chest x-ray
is necessary for confirming the diagnosis, and some-

times the findings can be subtle. As in dealing with any
infrequently encountered condition, clinicians
should consider the diagnosis and closely examine
every chest film they order to avoid missing this
uncommon diagnosis. 

Case Presentation
TE is a 36-year-old female who developed right-sided
chest pain while at rest earlier that same day. She had
a constant sensation of soreness in her anterior and
apical right chest, with periods of increased, sharper
pain with deep inspiration. TE had mild shortness of
breath and denied trauma, recent illness, fever, or
cough. She otherwise felt well and noted no prior his-
tory of similar problems. Her past medical history was
negative for asthma, other pulmonary problems or
medical conditions. She took oral contraceptives, but
no other medications and had no allergies. She did
not smoke or use illicit drugs.

Observations and Findings
Evaluation of the patient revealed the following:

� Temp: 98.9 °F
� P: 84
� R: 22  
� BP: 115/74
� O2 Sat: 98% RA
� Gen: WD, WN, no Marfanoid features; mild dis-

tress due to intermittent sharp pain
� HEENT: No signs of trauma, mass, infection,

edema, 
� Neck: Supple, nontender, no lymphadenopathy,

no JVD
� Chest: No visible abnormalities or tenderness
� Lungs: Decreased breath sounds, no wheezes or

rales
� CV: RRR, no murmur or gallop, palpably sym-

metric radial pulses
� Abd: Nontender, no distension
� Neuro: Normal MS; no abnormalities of strength,

sensation, coordination, gait

Radiology results revealed the following:
Chest x-ray (Figure 1): Initially read by the urgent
care clinician as showing a normal cardiac and medi-
astinal silhouette, clear lung fields, no effusions.

Case Report

Spontaneous Pneumothorax
Urgent message: In patients with chest pain, check chest films care -
fully to avoid missing an uncommon diagnosis.
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Course and Treatment
The patient was diagnosed with pleurisy and prescribed
ibuprofen and hydrocodone/APAP, and primary MD fol-
low-up was recommended for 2-3 days later. A radiologist
over-read the film later the same day and diagnosed a
right pneumothorax. The patient was contacted and
instructed to go to the emergency depart ment, where a
chest tube was placed, with successful re-expansion of her
lung. The patient was admitted, her chest tube was dis-
continued after 3 days, and she was discharged. A CT scan
of the chest showed no bullous changes or other pul-
monary parenchymal abnormality.

Discussion
Pneumothorax results from the passage of air into the
normally gasless pleural space, either through a de-
fect externally in the chest wall or internally in
the pulmonary parenchyma or tracheobronchial tree.
The majority of pneumothoraces are due to trauma,
but some do occur spontaneously, at an annual rate
of about 0.007-0.018% in men and a rate of about
one-third to one-fifth of that in women. Recurrence

rates can be as high as 35%. The typical patient who
develops spontaneous pneumothorax is a tall, thin
male smoker, so TE is an unusual case. 

Typical symptoms include dyspnea and chest dis-
comfort, which may be sharp or achy. Small pneu-
mothoraces (<15% of the hemithoracic volume) may
be difficult to detect on physical exam. Although CT
scanning is more sensitive than plain films, clinically
significant pneumothoraces should be visible on
chest x-ray. In addition to a lack of normal pul-
monary markings in the periphery of the hemitho-
rax, finding a “pleural line” (Figure 2) increases the
specificity of the diagnosis. Since the advent of digi-
tal radiography, there are some data to suggest that
diagnostic accuracy is lower at resolutions near 1.25
line pairs per millimeter (lp/mm), so those using dig-
ital technique at their clinics should ensure system
settings of at least 2.5 lp/mm. Reliable techniques for
diagnosing pneumothorax using bedside ultrasound
have been developed for situations in which rapid di-
agnosis is important. Otherwise, though it is arguable
whether every patient with chest pain requires a chest

Figure 1: TE’s PA and lateral chest film obtained in urgent care clinic.
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x-ray (and ECG), this diagnosis cannot be confirmed without it.
Treatment includes evacuation of air from the pleural space

through any of a variety of methods, some of which (such as a
small-gauge catheter and Heimlich valve) may be performed in
an outpatient setting. Further work-up of patients with sponta-
neous pneumothoraces includes chest CT without contrast to
identify pulmonary parenchymal abnormalities such as bullae
that predispose to recurrence and can be corrected surgically. 

Simple pneumothoraces are not life threatening, though a rare
complication includes development of a tension pneumothorax,
which occurs when a flutter-valve effect develops in the chest
wall or pulmonary defect. This permits air to pass only into the
pleural space, allowing positive pressure to develop there, com-
pressing the lung tissue, and more importantly, impeding venous
return to the heart, causing hemodynamic instability. This re-
quires immediate needle thoracostomy. 

Conclusion
Spontaneous pneumothorax is a rare cause of chest discomfort or
dyspnea and patients with it can present to the urgent care clinic.
Correct diagnosis requires careful attention to chest x-ray findings. ■
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Figure 2: In addition to decreased lung markings in the periphery of the
hemithorax (asterisk), pneumothorax is indicated by the presence of a
discernable pleural line (white arrow) between normal lung tissue and
surrounding pleural air.

www.MeMD.me/Join
1-855-MeMD-NOW

Enrich your business 
by joining the 
growing community 
of providers utilizing 
telehealth.

YOUR        
PATIENTS ARE 
ONLINE NOW

Receive patient
referrals online and in 
your clinic with MeMD

NPs & PAs 
Earn More 

See MeMD patients on 
the web and start your 

own online practice

Urgent Care 
Centers

Grow your practice 
Increase provider 

productivity and your 
clinic’s profi tability 

YOU should be too!

We’ve got you covered!
MeMD provides                         

malpractice insurance

Find out more today!



18 JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  February  2012 www. jucm.com

Introduction

F
or today’s urgent care clinics, imaging is an integral part
of providing complete diagnostic and treatment serv-
ices. Because reimbursement for diagnostic studies is

lower for physician-owned than for hospital or outpatient
imaging facilities, a well-planned and efficient imaging
area is a must. With advances in image capture devices
and more user-friendly x-ray units, it is possible to achieve
outstanding image quality on a very modest budget. 

This article will explain the differences between the
two primary types of digital imaging and the advantages
that digital technology can offer an urgent care practice.
The box on page 20 provides a comparison of cost of
ownership for x-ray imaging with digital vs analog tech-
nology for a new or start-up urgent care practice. 

Understanding Imaging Modalities 
The two primary types of digital imaging are comput-
erized radiography (CR) and direct radiography (DR). 

CR technology utilizes image plates with various types
of phosphor material, which are housed in a traditional
cassette. The cassettes come in various sizes, and fit in stan-
dard trays for x-ray tables and wall stands. Once the mate-
rial is exposed, the cassette is inserted in a digitizer and a

laser scans the image plate. Processing times range from
45 to 180 seconds per plate. Manufacturer-specific algo-
rithms are used for processing to produce a a digital image.
CR images typically are stored in the standard DICOM (Dig-
ital Imaging and Communications in Medicine) format. 

With DR technology, the detector is directly x-rayed.
This eliminates the need for cassettes or a digitizer. DR

Practice Management

Technology in Urgent Care:
Digital or Conventional
Imaging?
Urgent message: More and more urgent care clinics are wrestling with
whether to offer digital or conventional x-rays. In this article, Registered
Technologist Trip Hale offers expert advice on how to make the decision.
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technology combines speed (image acquisition in 4– 20 seconds) with
superior image quality. DR typically is more expensive to purchase
and maintain, but the cost gap is closing. As with most high-tech
products, supply and demand determine price. DR detectors come
in a variety of configurations from charge-coupled device (CCD) to
thin film transistor (TFT). DR panels can be either fixed devices or
portable. For the urgent care market, portable panels usually have a
tether or cable connecting the panel to the acquisition computer.
With a tethered portable panel, a special housing cabinet replaces the
typical bucky or grid cabinet.

Benefits of Digital vs Conventional Imaging
Digital technology has a number of advantages over conventional
imaging, including higher quality, more flexibility in image manip-
ulation, and greater storage capacity.

Consistent image quality. Because digital images have a much
higher dynamic resolution range, more latitude is possible in image
quality. As long as exposure factors are within plus or minus 30%,
current algorithms will produce a good image.

Image manipulation. Digital images have very large data sets (10-
16MB per image). Because there is so much data, images can be mag-
nified, the contrast and density adjusted, and annotations added to
allow better diagnostic qualities.

Reduced construction cost. No darkroom or file room space is
required for digital imaging and the total square footage needed for
an imaging area is reduced by about 30%. There is no need for
plumbing or electricity for a film processor

Availability of images. All digital modalities can be stored elec-
tronically and made available immediately on a typical personal
computer. Image quality is very good when displayed on a standard
1.5-mp monitor. If you use larger monitors, be sure to consult with
an IT professional to ensure that the resolution is set properlty and
the right graphics card is installed.

Integration with electronic medical records (EMR). As dig-
ital imaging continues to mature, integration with EMRs will
become easier and more streamlined. Digital image files are stored
in a standard file structure, called DICOM. Integration with HL7 files
requires a broker or bridge.

Image sharing. With digital technology, images can be transmit-
ted over a VPN to a radiologist for over-reading, which is much
quicker and easier than sending films by courier. Most digital view-
ing systems include the capability to burning a CD with a DICOM
viewer embedded. Referral images thus can be created easily and
viewed and manipulated on most standard PCs.
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Conclusion
Urgent care clinics just starting up or looking to add
imaging to their practices should weigh the pros and
cons of offering digital versus conventional x-rays. 

Understanding the differences between the two tech-
nologies and assessing the true cost of ownership are the
keys to an educated decision. ■

Cost of Ownership for X-Ray Imaging: Digital vs Analog in an Urgent Care Start-Up Setting

Exams: 2,290
$/Study

CR Filmless Operation Film-Based Operation

Material — 3.67

Facilities 5.82 9.76

Equipment 5.38 2.89

Resources — —

Total 11.21 16.32

Savings (5.11)

Images: 6,424
$/Image

CR Filmless Operation Film-Based Operation

Material — 1.67

Facilities 2.65 4.44

Equipment 2.45 1.31

Resources — —

Total 5.09 7.42

Savings (2.32)

Annual Expense
CR Filmless Operation Film-Based Operation

Material — 10,712

Facilities 17,000 28,500

Equipment 15,720 8,440

Total 32,720 47,652

Annual Savings 14,932.02 —

The summary sheet shows the entire cost of ownership for both digital and analog imaging in a sample start-up urgent care prac-
tice. The difference in annual costs is shown in red. The assumptions underlying the calculations are as follows:
• Site information: Daily procedures assume eight studies per day, 7 days per week. Total printed images include retakes, lost films,

multiple views, etc.
• Material: This is the cost for consumables such as film, chemistry, filing jackets, and utilities. Film pricing is at current cost. Spec-

ulation in the industry is widespread that film and chemistry costs are going to rise significantly based on supply and demand.
• Facility cost: This is the cost of space for the imaging area. An x-ray unit is required for a digital or analog set-up. With digital tech-

nology, however, neither a darkroom area—which typically measures 6’ x 8’—nor film storage space (usually 6’ x 12’)—is required. 
• Equipment cost: This is based on an average single-plate CR reader and x-ray system for a digital configuration versus a table-top

processor, darkroom accessories, and x-ray system for an analog version.
• Maintenance cost: This includes a monthly fee for processor maintenance for an analog system, and the service contract on a CR

system for digital technology.
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elderly. Long-term administration of NSAIDs has resulted in renal papillary necrosis and other
renal injury such as interstitial nephritis and nephrotic syndrome.

Anaphylactoid Reactions. As with other NSAIDs, anaphylactoid reactions may occur in patients
with or without a history of allergic reactions to aspirin or NSAIDs and in patients without known
prior exposure to ketorolac. SPRIX® should not be given to patients with the aspirin triad.

Cardiovascular Effects
Cardiovascular (CV) Thrombotic Events 

Clinical trials of several COX-2 selective and nonselective NSAIDs of up to three years duration
have shown an increased risk of serious CV thrombotic events, myocardial infarction and
stroke, which can be fatal. Patients with known CV disease or risk factors for CV disease may
be at greater risk. To minimize the potential risk for an adverse CV event in patients treated
with an NSAID, the lowest effective dose should be used for the shortest duration possible.

Hypertension 
NSAIDs can lead to onset of new hypertension or worsening of preexisting hypertension, either
of which may contribute to the increased incidence of CV events. Patients taking thiazides or
loop diuretics may have impaired response to these therapies when taking NSAIDs.

Congestive Heart Failure and Edema
Fluid retention, edema, retention of NaCl, oliguria, and elevations of serum urea nitrogen and
creatinine have been reported in clinical trials with ketorolac. Therefore, only use SPRIX® very
cautiously in patients with cardiac decompensation or similar conditions.

Skin Reactions. NSAIDs, including ketorolac, can cause serious skin adverse events such
as exfoliative dermatitis, Stevens-Johnson Syndrome (SJS), and toxic epidermal necrolysis
(TEN), which can be fatal. These serious events may occur without warning. Inform patients
about the signs and symptoms of serious skin manifestations, and discontinue use of the
drug at the first appearance of skin rash or any other sign of hypersensitivity.

Pregnancy. Starting at 30 weeks gestation, SPRIX® can cause fetal harm when administered
to a pregnant woman due to an increased risk of premature closure of the ductus arteriosus. If
SPRIX® is used at or after 30 weeks gestation, the patient should be apprised of the potential
hazard to a fetus.

Hepatic Effects. Use SPRIX® with caution in patients with impaired hepatic function or a history of
liver disease. Borderline elevations of one or more liver tests may occur in up to 15% of patients
taking NSAIDs, including ketorolac. In addition, rare cases of severe hepatic reactions, including
jaundice, fulminant hepatitis, liver necrosis, and hepatic failure, some of them with fatal outcomes,
have been reported.

Inflammation and Fever. The pharmacological activity of SPRIX® in reducing inflammation and
fever may diminish the utility of these diagnostic signs in detecting infections.

Preexisting Asthma. Patients with asthma may have aspirin-sensitive asthma. The use of
aspirin in patients with aspirin-sensitive asthma has been associated with severe bronchospasm
which can be fatal. Since cross reactivity, including bronchospasm, between aspirin and other
NSAIDs has been reported in such aspirin-sensitive patients, do not administer SPRIX® to patients
with this form of aspirin sensitivity, and use with caution in patients with preexisting asthma.

Eye Exposure. Avoid contact of SPRIX® with the eyes. If eye irritation occurs, wash out eye
with water or saline, and consult a physician if irritation persists for more than one hour.

ADVERSE REACTIONS
The most frequently reported adverse reactions were related to local symptoms, i.e., nasal 
discomfort or irritation. These reactions were generally mild and transient in nature. The most
common drug-related adverse events leading to premature discontinuation were nasal 
discomfort or nasal pain (rhinalgia).

The data described below reflect exposure to SPRIX® in patients enrolled in placebo-controlled
efficacy studies of acute pain following major surgery. Most patients were receiving concomitant
opioids, primarily PCA morphine.

Table 1. Post-operative Patients with Adverse Reactions Observed at a rate of 2%
or more and at least twice the incidence of the placebo group.  

SPRIX® (N=455) Placebo  (N= 245)
Nasal discomfort 15% 2%

Rhinalgia 13% <1%

Lacrimation increased 5% 0%

Throat irritation 4% <1%

Oliguria 3% 1%

Rash 3% <1%

Bradycardia 2% <1%

Urine output decreased 2% <1%

ALT and/or AST increased 2% 1%

Hypertension 2% 1%

Rhinitis 2% <1%

In controlled clinical trials in major surgery, primarily knee and hip replacements and abdominal 
hysterectomies, seven patients (N=455, 1.5%) treated with SPRIX® experienced serious adverse
events of bleeding (4 patients) or hematoma (3 patients) at the operative site versus one patient
(N=245, 0.4%) treated with placebo (hematoma). Six of the seven patients treated with SPRIX®

underwent a surgical procedure and/or blood transfusion and the placebo patient subsequently
required a blood transfusion.

DRUG INTERACTIONS
Ketorolac is highly bound to human plasma protein (mean 99.2%). There is no evidence in 
animal or human studies that ketorolac induces or inhibits hepatic enzymes capable of 
metabolizing itself or other drugs.

Warfarin, Digoxin, Salicylate, and Heparin. Therapeutic concentrations of digoxin,
warfarin, ibuprofen, naproxen, piroxicam, acetaminophen, phenytoin, and tolbutamide did not
alter ketorolac protein binding.

Aspirin. When ketorolac is administered with aspirin, its protein binding is reduced, although
the clearance of free ketorolac is not altered. The clinical significance of this interaction is not
known;  however, as with other NSAIDs, concomitant administration of SPRIX® and aspirin is
not generally recommended because of the potential of increased side effects.

Diuretics. Clinical studies, as well as postmarketing observations, have shown that ketorolac can
reduce the natriuretic effect of furosemide and thiazides in some patients.

Probenecid. Concomitant administration of oral ketorolac and probenecid resulted in
decreased clearance and volume of distribution of ketorolac and significant increases 
in ketorolac plasma levels (total AUC increased approximately threefold from 5.4 to 
17.8 mcg/h/mL), and terminal half-life increased approximately twofold from 6.6 to 15.1
hours. Therefore, concomitant use of SPRIX® and probenecid is contraindicated.

Lithium. NSAIDs have produced an elevation of plasma lithium levels and a reduction in
renal lithium clearance. The mean minimum lithium concentration increased 15%, and the
renal clearance was decreased by approximately 20%. Thus, when SPRIX® and lithium are 
administered concurrently, observe patients carefully for signs of lithium toxicity.

Methotrexate. NSAIDs have been reported to competitively inhibit methotrexate accumulation
in rabbit kidney slices. This may indicate that they could enhance the toxicity of methotrexate.
Use caution when SPRIX® is administered concomitantly with methotrexate.

ACE Inhibitors/Angiotensin II Receptor Antagonists. Concomitant use of ACE
inhibitors and/or angiotensin II receptor antagonists may increase the risk of renal 
impairment, particularly in volume-depleted patients. Reports suggest that NSAIDs may
diminish the antihypertensive effect of ACE inhibitors and/or angiotensin II receptor 
antagonists. Consider this interaction in patients taking SPRIX® concomitantly with ACE
inhibitors and/or angiotensin II receptor antagonists.

Antiepileptic Drugs. Sporadic cases of seizures have been reported during concomitant
use of ketorolac and antiepileptic drugs (phenytoin, carbamazepine).

Psychoactive Drugs. Hallucinations have been reported when ketorolac was used in
patients taking psychoactive drugs (fluoxetine, thiothixene, alprazolam).

Pentoxifylline. When ketorolac is administered concurrently with pentoxifylline, there is 
an increased tendency to bleeding. Therefore, concomitant use of SPRIX® and Pentoxifylline
is contraindicated.

Nondepolarizing Muscle Relaxants. In postmarketing experience there have been reports
of a possible interaction between ketorolac and nondepolarizing muscle relaxants that 
resulted in apnea.

Selective Serotonin Reuptake Inhibitors (SSRIs). There is an increased risk of 
gastrointestinal bleeding when selective serotonin reuptake inhibitors (SSRIs) are combined
with NSAIDs.

Fluticasone/Oxymetazoline. The rate and extent of absorption of ketorolac from 
SPRIX® administration  were assessed in subjects with allergic rhinitis before and after the
administration of a single daily dose of fluticasone and oxymetazoline. There was no effect
on the pharmacokinetic characteristics of SPRIX® that can be considered clinically significant.

DRUG ABUSE AND DEPENDENCE 
Ketorolac does not bind to opiate receptors.

Symptoms and Signs. Symptoms following acute NSAID overdose are usually limited 
to lethargy, drowsiness, nausea, vomiting, and epigastric pain, which are generally reversible
with supportive care. Gastrointestinal bleeding can occur. Hypertension, acute renal failure,
respiratory depression, and coma may occur, but are rare.

Treatment. Manage patients using symptomatic and supportive care following an NSAID 
overdose. There are no specific antidotes.

PATIENT COUNSELING INFORMATION 
Instruct patients to read the NSAID Medication Guide that accompanies each prescription 
dispensed.
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Imagine that it is late Friday night and you and a nurse are
the last remaining staff on duty at your urgent care center. A
couple arrives and the woman appears to have several facial
cuts and bruises. When you greet them, the man responds in
a language you do not understand. You turn to the woman
and she only says one or two words, also in a language you
do not know. Finally, the man says in very limited English
that they are from Russia, his wife has fallen, and asks you
to fix her wounds—he will tell her to do as you say. You
immediately suspect domestic violence but have no way of
communicating with the woman. Now what?

I
n the United States today, there are over 45 million
people who speak a language other than English as
their primary language at home. Even more people are

considered by our government to be “Limited- English
Proficient” or LEP, which means that they do not speak
or understand English sufficiently well to understand
instructions about their healthcare. Amazingly, there are
over 325 different languages spoken in the United
States, with the number growing almost every month,
and over 6,000 languages spoken in our ever-so-mobile
global population. Linguists tell us that because English
is a complicated language fraught with exceptions to its

grammatical structure, it takes the average non-English-
speaking person 7 years to become sufficiently fluent to
communicate about and understand instructions about
their healthcare in English. 

Practice Management

Telephone Interpreting:
Improving Healthcare Outcomes
and the Bottom Line
Urgent message: Using interpreters in the urgent care setting can help
you provide quality healthcare and save time and money.

BRUCE MERLEY
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Bruce Merley is senior vice president of sales and marketing for Pacific
Interpreters in Portland, Oregon, and a member of the National Board
for Certification of Medical Interpreters. 
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While immigration to the United States from Central and South
America continues at high rates, less noticed but even more challeng-
ing are the large numbers of immigrants, both voluntary and refugee,
arriving on our shores from all over the world. In recent years, we
have seen large numbers of new immigrants from Africa and South-
east Asia. Refugees from Myanmar (formerly Burma) who speak a
number of languages new to the United States, are settling in towns
and cities all across the country. As air transportation takes the
dominant role for global travel, many new cities are appearing as
immigration gateways: Atlanta, Buffalo, St. Louis, New Orleans, and
Dallas, among others. New immigrants need work to survive, so they
go where the jobs are—often to growing suburban communities. 

When you combine the immigration trends above with the
socio-economic demographics (new immigrants are, as a group,
underinsured and on the lower end of the socio-economic scale),
and add to that a generalized social mistrust of authority and gov-
ernment, it is not surprising that the LEP population tends to keep
a low profile and seek healthcare in community health centers, local
walk-in clinics, and small hospital emergency rooms. If you aren’t
seeing them already, it is only a matter of time before they find you.
The U.S. LEP population represents an enormous healthcare mar-
ket if you can successfully meet the challenges. Urgent care centers
are ideally positioned to serve this community.

But why do you have to use interpreters? After all, insurance com-
panies don’t cover the cost, it’s really expensive, and a lot of your
patients bring their children to interpret for them, right? Well, not
exactly. Let’s look at some of the facts and some reasons why using
interpreters makes good sense.

Why Use Interpreters?
First, there is the law. Title VI of the Civil Rights Act of 1964, and
President Clinton’s Executive Order 13166 of August 16, 2000
(www.justice.gov/crt/cor/Pubs/eolep.pdf) make it clear that it is illegal to
discriminate against someone because of national origin, and lan-
guage is specifically identified as an indicator of national origin. Fur-
thermore, the National Standards on Culturally and Linguistically
Appropriate Services (CLAS standards) mandate that healthcare
organizations receiving Federal funds must offer and provide lan-
guage assistance services at no cost to each LEP patient. In addition,
the Joint Commission now has very specific requirements about lan-
guage services for LEP patients that hospitals must meet to maintain
their accreditation. The federal government, most states, and the
Joint Commission discourage the use of family members, friends, and
ad hoc strangers as interpreters. Also, they prohibit the use of minor
children as interpreters except in dire emergencies. (The reasons are
fairly obvious, but you need only consider a teenage Arab boy inter-
preter who must explain to his mother that she has a sexually trans-
mitted disease to understand the inappropriateness of this idea.)

To supplement the Federal laws, several states have passed regu-
lations regarding language services. New York State’s Patient’s Bill of
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Rights gives patients the right to communicate with
providers about their health care in a language they can
understand, and healthcare facilities are expected to
provide language assistance within 20 minutes or less. In
Massachusetts, Emergency Rooms are required by law to
provide interpreters. California now requires that health
insurance companies provide interpreting services for
non-English-speaking customers, and many other states
have regulations requiring healthcare entities to pro-
vide language services. 

The cost of a lawsuit for discrimination or the loss of
accreditation over language service dwarf any concerns
about the cost of providing the service. However, these
are only the compliance reasons for using interpreters.
There are much better reasons, the most obvious of
which is to provide the best health care you can as a
responsible medical professional. 

The second reason to use interpreters is to
improve healthcare outcomes. Without verbal com-
munication with patients, you cannot ask them for a med-
ical history, assess their degree of pain or distress, ask them
to show you where it hurts, how they feel, or whether they
are dizzy or nauseated. Medical schools tell us that 70% of
a doctor’s diagnosis comes from direct verbal communi-
cation with a patient. In addition, if a patient can under-
stand you, he or she is more likely to follow your instruc-
tions, use medication appropriately, appear for appoint-
ments on time, and so forth. Numerous studies have shown
that LEP patients who have been provided with interpreters
have better healthcare outcomes than those who were not
given language assistance. Consequently, using an inter-
preter significantly lowers your risk exposure as a provider. 

The third reason to use an inter-
preter—and this is a big one–is that
the service they provide saves money
in several ways:
� Using an interpreter to provide verbal

communication with the patient avoids
the cost of otherwise unnecessary diag-
nostic testing and longer-term observa-
tion. A 1988 study by Lee, Rosenberg et al,
showed that an Emergency Room doctor
was 70% more likely to order additional
testing and overnight stays for LEP
patients, when the doctor could not ver-
bally communicate with the patient.

� Using an interpreter improves provider
and support staff productivity. You waste less
time trying to communicate inadequately
with an interpreter than without one.

� Better compliance from LEP patients with your
healthcare instructions means fewer unnecessary
return visits and improved payment histories. A
recent study at a Massachusetts medical center
showed that providing easy access to language serv-
ices at every point of patient contact reduced the
cost of care, improved staff productivity, enhanced
patient satisfaction, and reduced the LEP inpatient
length of stay by 1.3 days. To read the entire study,
visit http://www.innovations.ahrq.gov/content.aspx?id=
2657. 

Currently, most health insurers do not cover the cost
of interpreting services. However, it is worth noting that
some insurers are considering it, and 17 states have
plans in place or in progress to offer some reimbursement
for interpreting expenses for Medicaid patients.

Telephone Interpreting
So the healthcare industry has taken to using inter-
preters to communicate with the ever-growing number
of LEP patients. Many hospitals have staff interpreters,
especially for frequently needed languages like Spanish.
In major cities, interpreters for a number of languages
are often available from local agencies. However, find-
ing interpreters for hundreds of languages when you
need them is not easy. Even more challenging is find-
ing interpreters who understand our healthcare sys-
tem, know the vocabulary needed for medical conver-
sations, have the skills to manage an interpreting
encounter, abide by a code of ethics and confidential-
ity agreement, and qualify under HIPAA regulations.
The cost of recruiting and training qualified interpreters
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Dual-handset phones provide 
a handset for each party and 
offer privacy.

Cordless dual-handset phones
are convenient in environments
with multiple exam rooms.

Left: © Med-Pat, Inc.; Right: © Panasonic Corporation of North America
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is high and few facilities can afford the luxury of on-site
interpreters for more than a couple of languages. An
agency interpreter might cost upwards of $100 for a 2-
hour minimum call where the actual encounter with
the patient might only take 10 or 15 minutes. Enter tele-
phone interpreting. 

Launched by AT&T in the 1980s, telephone interpret-
ing has grown into a $1 billion industry that serves mul-
tiple industries and worldwide markets. With its
economies of scale and ability to source and deliver
interpreters anywhere in the country where there is
phone service, telephone interpreting has transformed
language services in health care from an expensive lux-
ury to an indispensible everyday tool. Using a tele-
phone interpreter or an over-the-phone interpreting
(OPI) company, obtaining an interpreter on-demand in
over 200 languages can be as easy as picking up the
phone. The cost is equally accessible—in many markets,
OPI costs approximately $1 per minute. Furthermore,
you can access interpreters who are skilled and experi-
enced in healthcare interpreting and who have qualifi-
cations to ensure compliance with federal laws, state
laws, and accrediting agencies.

How It Works
Several vendors provide telephone interpreting (OPI)
services in the United States, and some offer services
specifically for the healthcare industry. With most, you
can easily open an account, after which they will pro-
vide you with a toll-free phone number to call and an
account code to access the service. Once you indicate
the language needed, typically in a minute or less, you
will be connected to an interpreter who will facilitate the
communication between you and your patient. The
interpreter will introduce her/himself to both parties in
both languages and you are ready to go.

Once on the phone with the interpreter, if you are
using an ordinary phone, you will have to pass the
handset back and forth with your patient while the
interpreter consecutively interprets the conversation in
both directions. Good telephone interpreters are skilled
at helping set the rhythm of this process to make it eas-
ier for you, and once you have done it a couple of
times, you’ll find it relatively easy. If you have privacy
(for confidentiality), using a speakerphone eliminates
the need to pass the phone back and forth and offers the
added benefit of leaving you hands-free. However,
speakerphones, depending on the physical environ-
ment, often make it more challenging for the interpreter
to hear all parties clearly. Another option is a dual-

handset phone, which provides a handset for both par-
ties, a modicum of privacy, and good hearing capabili-
ties for all parties. Cordless dual-handset phones often
are more convenient in an urgent care or clinic environ-
ment where multiple exam rooms may not have phones
lines installed, and they avoid the complication of extra
wires in technology-congested areas. These devices can
normally be purchased for $50 to $100 per set.

When your budget so dictates, you can often simply
add a splitter to your business phone base unit, and plug
in two handsets, basically creating your own dual-hand-
set phone for about $15-$20. If you are fortunate enough

• Centers for Medicare & Medicaid Services:
https://www.cms.gov/ 

• International Medical Interpreters Association:
http://www.imiaweb.org/ 

• The Joint Commission: http://www.jointcommission.org/ 
• National Council on Interpreting in Health Care:

http://www.ncihc.org 
• U.S. Dept. of Health & Human Services Office for Civil

Rights: http://www.hhs.gov/ocr/ 

Comprehensive Study by UMass Memorial Medical Cen-
ter Offers Cost-Effective Interpreting Solution
UMass Memorial Medical Center participated in an 18-month
collaborative sponsored by Robert Wood Johnson Founda-
tion's National Language Services Network. Its purpose was
to test various measures of the effectiveness of interpreter
services in 10 different hospitals throughout the United
States.

Through this collaborative, UMass Memorial’s Language
Service department came up with innovative solutions to their
various language access challenges. In order to do so, they
had to implement a solid data collection and analysis proto-
col to identify performance trends. From there they worked
towards cost-effective solutions including increased use of
OPI services, electronic transfer shift logs instead of paper
logs, automatic scheduling for interpreter appointments, and
a more prominent display of LEP patients' preferred lan-
guages, as well as how to access an interpreter.

The results of the program were overwhelmingly positive,
including a lower length of stay time, increased language
and interpreter availability, and shorter wait time for an in-
terpreter. The full study and results can be found on the
Agency for Healthcare Research and Quality’s Innovations
Exchange website at http://www.innovations.ahrq.gov/con-
tent.aspx?id=2657.

Additional Resources
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to have some of the more advanced communications
devices like the voice-activated Vocera lapel communi-
cator, telephone interpreting services are easily accessed
through these devices, again improving your communi-
cations with your patients and your productivity.

The LEP Population and Culture Collisions
As you might expect, with the arrival in the United
States of people from throughout the world—from
countless different cultures, faiths, and social systems—
there are inevitable conflicts where, through ignorance
or misunderstanding, either our behavior or the LEP’s
behavior offends, conflicts with, or makes no sense to
the other party. Issues of gender, modesty, spiritual
beliefs, and social authority all can contribute to misun-
derstandings and embarrassment at a minimum, and
even to treatment failures and catastrophic healthcare
outcomes at the other end of the spectrum. This is
where a qualified interpreter is an invaluable resource;
the qualified interpreter brings a sound, first-hand
understanding of both cultures to each encounter. Pro-
fessional medical interpreting allows for the interpreter
to intervene with either party to explain a potential cul-
tural roadblock and recommend solutions for address-
ing the issue. The reputable telephone interpreting com-
panies in our industry make a point of hiring
interpreters with qualified cultural competence that
can help you avoid the pitfalls of practicing your best
Western medicine with people of other cultures. 

Interpreter Qualifications
Reputable telephone interpreting companies have strict
qualification requirements for interpreters, particularly
in healthcare, and are normally prepared to address all
the quality compliance obligations of government and
regulatory agencies. Some telephone interpreting com-
panies require interpreter candidates to take tests that
measure bilingual fluency, cultural competence, knowl-
edge of medical terminology, process and procedures;
knowledge of ethical dilemmas and conflicts of interest,
and the ability to manage both; demonstrable interpret-
ing skill; knowledge of HIPAA, Joint Commission and
Centers for Medicare & Medicaid Services (CMS) regu-
lations as they relate to language services; the ability to
remain transparent (to not take sides); and the ability to
intervene appropriately when required, among other
protocols. In addition to passing the aforementioned
tests, ideal interpreters would have at least 2 years of col-
lege-level education, professional interpreter training,
and 2 years of previous interpreting experience.

The Joint Commission, CMS, and several states
now have specific guidelines about the qualifications
they expect for people providing language services for
healthcare professionals. You may wish to visit the
resources section of the websites of the National
Council on Interpreting in Healthcare or the Interna-
tional Medical Interpreters Association for additional
information. In addition to source documents on
compliance issues and links to primary sources such
as the Office of Civil Rights and CMS, there are a num-
ber FAQ documents and recommendations for lan-
guage service programs that can help you craft a lan-
guage access program for your facility that addresses
your resources and the needs of both your patients
and your organization. 

Recently, the community of medical interpreters
across the country has pushed to develop a third-
party professional certification for medical interpret-
ing. At this point in time, there are two very new bod-
ies offering certification in medical interpreting in
Spanish: The Commission for Certification of Health-
care Interpreters (CCHI) and the National Board for
Certification of Medical Interpreters (NBCMI). As of
this writing, there are approximately 450 Certified
Spanish Medical Interpreters in the United States,
divided between the two bodies. Over time, both
organizations will offer certifications in additional
languages, but there will always be a need for qualifi-
cation assessments of interpreters, either for specialty
skills (pediatric interpreting, for example) or for lan-
guages where the demand does not justify the test
development costs for the certifying organizations. 

In the next few years, as the number of certified
interpreters grows to a meaningful number, it will be in
your best interest to work with OPI vendors that have
a clear strategy toward the offering of Certified Medical
Interpreters whenever possible.

The Global Community
Living in a global community is something we have
talked about for years. Now it appears we are actually
experiencing it. Our discoveries may be amusing, terri-
fying, and even catastrophic. However, we must accept
and embrace the reality of our world. Language is key
to understanding culture and an anchor to our social
stability. Using interpreters where language skills are
missing can open doors of success in providing quality
health care and of personal discovery that enrich our
lives beyond measure. Oh, and yes, it will actually save
you time and money. ■



www. jucm.com JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  February  2012 27

H E A L T H L A W

To P.E. or not to P.E.
■ JOHN SHUFELDT, MD, JD, MBA, FACEP

I
n last month’s column, I presented an overview of capital
sources that can be used to fund your urgent care start-up or
expansion. This month I will discuss the different sources of

debt and equity capital.
Much of the decision regarding which capital source is best

for you is determined by your stage of development. For a
startup, you will probably have to use traditional bank debt or
raise capital, either in the form of debt or equity from friends
and family. If your center has been up and running for a period
of time, factoring receivables may be an option, as well as a
bank-sponsored line of credit based upon your accounts receiv-
ables. If you have 5 to 10 centers open, a solid track record, and
a proven management team, you may be able to garner some
attention from a private equity (PE) firm.

Sources of Debt Capital
Debt capital is simply money supplied to a business from a loan.
The loan can be from traditional sources, such as a bank. Or from
less traditional sources, such as friends and family, credit card,
mezzanine financing (a hybrid of debt and equity), and factor-
ing. Debt capital is capital that typically is repaid based on a fixed
annual percentage and may have a prepayment penalty. 

Most of us start or started with the most traditional form of
financing: a bank loan. These loans are generally at a “low” fixed
interest, do not have a prepayment penalty, and require a
personal guarantee as well as sufficient collateral. The days of
getting “signature loans” are probably over. Physicians were his-
torically considered good credit risks, thus finding a bank to
loan 70% to 80% of the amount necessary to open and fund
working capital was not terribly difficult. Although securing
credit has become a bit more challenging, banks are still will-
ing to lend physicians start-up capital, provided they have a
good business plan, solid advisors, and a solid credit history and
are adequately collateralized. 

Banks continue to lend on the 5 “Cs” of credit: Character, Ca-
pacity, Collateral, Condition, and Capital. However, even if you
have mastered the 5 “Cs,” the time to borrow money is when
you don’t need it. Going to a bank for a loan in the midst of a
cash flow crisis is doomed for failure. 

Credit card financing is simply using credit cards to get cash
advances to fund your operations. I would strongly caution
against this form of debt capital. Credit card balances usually
carry very high interest and significant penalties are charged
for not paying timely. 

Mezzanine capital or “mezz financing” refers to a subordi-
nated debt which is senior only to common stock. Mezz capi-
tal is more expensive than traditional bank debt because it is
typically unsecured and subordinated. In other words, mezz fi-
nancing is less likely to be paid back until all other obligations
have been satisfied. A typical mezz note will consist of an in-
terest payment to be made in cash; payable in kind (PIK) inter-
est, which is not paid but added to the principle amount; and
warrants that permit the holder of the note to buy a portion of
the stock in the company at an agreed upon strike price. 

Factoring is a financial tool used by businesses that carry a
balance of receivables on their books. In most medical practices,
the average time it takes to collect money owed runs between
35 and 65 days (DSO). A practice may consider selling part or
all of their accounts receivable at a discount in order to receive
cash on a timelier basis. Companies involved in factoring typ-
ically concentrate more on the value or credit worthiness of the
receivable as opposed to banks, which focus more on the
credit worthiness of the borrower. Most factoring companies
allow a borrower to factor governmental and other third-party
payors but will not factor patient self-pay receivables. Gener-
ally speaking, bank lending is much less expensive than factor-
ing; however, by factoring, small companies can time their cash
flows more closely to their cash needs, especially during times
of growth.

Four Avenues for Equity
Generally speaking there are four ways in which to obtain eq-
uity financing. 

Friends and Family: Convincing people who know and trust

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



you that your idea and execution of that idea will be success-
ful. A word of caution. Do this the right way. Find an attorney
who drafts a note (debt instrument) or prepares the appropri-
ate subscription and other agreements necessary for the pur-
chase of an equity stake. As the old saying goes, “It’s all fun and
games until someone loses an eye.” Translation:“If everything
goes according to plan it’s all good. If something goes awry, you
may lose a friend in the process or family events can become
very chilly.”

Angel Investor: An offshoot of friends and family whereby
you convince one or a few high-net-worth individuals to invest
in your business plan. Again, have an attorney draft the appro-
priate agreements. If the angel investor has any sophistication
at all, this is something upon which he or she will insist. 

Venture Capital (VC): Early-stage or start-up equity. This is usu-
ally reserved for individuals who have great track records or an
already proven model. VC firms always take a controlling inter-
est in a company.

Private Equity (PE): Later-stage financing for companies that,
generally speaking, have at least $10 million in revenue and $1
million in EBITDA (earnings before interest, taxes, depreciation,
and amortization). PE groups want their capital deployed to
grow the business, that is, to purchase other centers, build out
de novo clinics, round out a management team, etc. In other
words, they want you to put their money to work.

Typically, companies looking for PE capital are farther along
in their life cycle. They have an existing track record of success,
senior management and a well-thought-out game plan for
growth. Although some PE firms may enter the business as a mi-
nority investor, they will ensure that they have a number of con-
trol levers they can pull if the business is not performing as planned. 

A word of caution regarding the use of institutional capital:
This is “smart money.” Despite everything they will tell you,
their obligation is only to their shareholders (as it should be).
They have no obligation to you, your management team, the
preservation of your culture, or even to your patients. They are
in the game to make money and will have no qualms about re-
placing you or any practice that does not lead to the highest
return on their investment (ROI) in the shortest amount of time.
These firms typically want their money out within 3 to 5 years,
therefore, long-term strategies, building “goodwill” amongst
your staff or patients, and “over the horizon strategies” are not
in their DNA because these types of activities do not produce
a tangible, near-term ROI.

Conclusion
Despite our country’s current financial challenges, there is
money available for you to grow your clinic. It will take some
work and some potential hardship to find it, but it is out there.
Also, the knowledge you will gain by going through the process
will be invaluable to your future endeavors! ■

H E A L T H  L A W
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Don’t Be Afraid
to Write for JUCM
If you have contemplated writing for JUCM
but are a little awed by the prospect of
becoming a published writer after all those
years of being convinced you weren't a
writer, we're here to say: You can do it. 

We need physicians, nurse practitioners,
and physician assistants in urgent care to
author review articles on a wide range of
clinical subjects, from dermatology to pedi-
atrics to orthopedics. Let us email you a
topic list, outline, and sample articles.

We would also welcome Case Reports on
common clinical problems and diagnostic
challenges in urgent care. We can email
you samples to follow for style.

Most JUCM authors are appearing in print
for the first time. You could, too.

Contact JUCM's editor, at editor@jucm.com.

JUCM. You can do it.
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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

CLINICAL CHALLENGE: CASE 1

The patient, an otherwise healthy 70-year-old, presented with a fever and cough on the right side of the chest.
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

The diagnosis is a cavitary lesion in the right upper lung. The following mnemonic can be used for differential diagnosis:
C = Carcinoma 
A = Autoimmune (Wegener’s granulomatosis, rheumatoid nodules)
V = Vascular (emboli) 
I = Infection (lung abscess, bacterial pneumonia, fungal pneumonia, tuberculosis, pneumatocele)
T = Trauma (pulmonary laceration)
Y = Young (congenital) (congenital cystic adenomatoid malformation, pulmonary sequestration, bronchogenic cyst)              

Refer for CT and further evaluation.

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

FIGURE 2
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I N S I G H T S  I N  I M A G E S

CLINICAL CHALLENGE: CASE 2
The patient, a 66-year-old male, pre-
sented with a twisted right foot, with
lateral tenderness.

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

The diagnosis is a true Jones facture
involving the metaphyseal-diaphyseal
junction of the fifth metatarsal, which
should not be confused with the more
proximal avulsion fracture involving
only the tuberosity (Figure 2).

Jones fractures are managed either
operatively or with a non—weight-
bearing (NWB) cast for 6 to 8 weeks.
Therefore, immobilization, a NWB cast,
and orthopedic follow-up are indicated
for this patient. For simple avulsion
fractures of the proximal tuberosity,
usual management is a bulky dress-
ing, postoperative shoe, and weight
bearing as tolerated.

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

FIGURE 2



www. jucm.com JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  February  2012 33

ABSTRACTS IN URGENT CARE

Gloves Are No Substitute for Proper Hand
Hygiene
Key point: Healthcare workers frequently neglect hand hygiene
when they use gloves.     
Citation: Fuller C, Savage J, Besser S, et al. “The dirty hand in
the latex glove”: a study of hand hygiene compliance when gloves
are worn. Infect Control Hosp Epidemiol 2011 Dec;32(12):1194-1199. 

Although the use of latex gloves by healthcare workers (HCWs)
can protect against transmission of pathogens, gloves are sub-
ject to perforation, and contamination can occur when the gloves
are donned or removed. Consequently, WHO guidelines recom-
mend that gloves be changed between patients and that hands
be cleaned both before putting on gloves and after removing them.
Investigators recently assessed compliance with these guidelines
in 56 wards in 15 hospitals in the United Kingdom that were par-
ticipating in a larger national study on HCWs’ hand hygiene.

Overall, gloves were used in 26% of 7578 HCW hand-hygiene
“moments.” They were worn in 17% of low-risk contacts (when
they would not have been clinically indicated) but were not
worn in 25% of high-risk contacts (when they would have been
indicated). The rates of hand-hygiene compliance before and af-

ter patient contact were 30% and 47%, respectively, when
gloves were worn — significantly lower than those observed
when gloves were not worn (40% and 52%).

Published in J Watch Infec Dis. December 14, 2011 — Richard
T. Ellison III, MD. ■

Pediatric Antibiotic Prescribing in the U.S.:
Frequent and Frequently Inappropriate   
Key point: Pediatric ambulatory care visits in the United States fre-
quently lead to antibiotic prescriptions for conditions for which
they are not clearly indicated.      
Citation: Hersh AL, Shapiro DJ, Pavia AT, Shah SS. Antibiotics
prescribing in ambulatory pediatrics in the United States. Pe-
diatrics. 2011;128(6):1053-1061.

Researchers examined nationally representative data from more
than 60,000 pediatric ambulatory visits for the years 2006
through 2008. Among the findings:

� Antibiotics were prescribed in roughly 20% of the visits. 
� Broad-spectrum antibiotics were prescribed in about half

the visits that resulted in antibiotic prescriptions. 
� Roughly a quarter of visits resulting in antibiotics were for

acute respiratory tract infections for which antibiotics are
not clearly indicated. 

� Factors increasing the likelihood of broad-spectrum pre-
scriptions included the use of private health insurance
and geographic variation (with the highest risk rates in the
South).

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.

� Gloves Are No Substitute for
Proper Hand Hygiene

� Pediatric Antibiotic Prescribing in
the U.S.: Frequent and Frequently
Inappropriate

� FDA Approves Hand-Held Device
to Spot Intracranial Hematomas

� Death Within 1 Week After
ED Discharge

� Troponin Assays Improve
Evaluation of Patients With
Chest Pain

■ NAHUM KOVALSKI, BSc, MDCM

Each month, Dr. Nahum Kovalski reviews a handful of abstracts from, or relevant to, urgent care practices and practitioners. 
For the full reports, go to the source cited under each title.
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Published in: PEDIATRICS Vol. 128 No. 6 December 1, 2011 pp. 1053
-1061 (doi: 10.1542/peds.2011-1337) ■

FDA Approves Hand-Held Device to Spot
Intracranial Hematomas    
Key point: This is the first hand-held device intended to aid in the
detection of intracranial hematomas, using near-infrared spec-
troscopy       
Citation: http://www.fda.gov/NewsEvents/Newsroom/PressAn-
nouncements/ucm283520.htm

By directing near-infrared light (which can penetrate bone) into
the skull, the Infrascanner Model 1000 can detect characteristic
differences in optical density that could signal intracranial bleed-
ing. The data are transmitted wirelessly to a hand-held computer.
Clinicians can use this information to help determine whether
brain imaging is warranted.

“While patients with suspected brain injuries routinely receive
a CT scan, this portable device offers emergency room physicians
a non-invasive mechanism to aid in assessing whether an imme-
diate CT scan is needed,” the FDA’s Christy Foreman said in a
news release. ■

Death Within 1 Week After ED Discharge
Key point: In a large study, 1 in 2000 adult patients died within 7
days after ED discharge. Predictors of death included increasing
age, noninfectious lung disease, and renal disease.         
Citation: Gabayan GZ, Derose SF, Asch SM, et al. Patterns and
predictors of short-term death after emergency department
discharge. Ann Emerg Med 2011;58(6):551-558.e2.

To determine the rate and predictors of death within 7 days af-
ter emergency department (ED) evaluation in adults, researchers
studied data from the Kaiser Permanente system in Southern Cal-
ifornia and government databases.

During 2007 through 2008, there were 728,312 discharges of
475,829 patients and 357 deaths.The rate of death within 7 days
of ED discharge was 0.05%. The major risk factor for death was
older age. Patients aged ≥80 had nearly 11 times the odds of death
relative to those aged 18–39. 

Comorbid diseases that were strong predictors of death in-
cluded noninfectious lung disease (odds ratio 7.1), renal disease
(OR, 5.6), ischemic heart disease (OR, 3.8), neoplasm (OR, 3.7),
and diseases of the blood (OR, 3.6).

Published in J Watch Emerg Med. December 22, 2011 — Daniel
J. Pallin, MD, MPH.  ■

Troponin Assays Improve Evaluation of
Patients With Chest Pain
Key point: Among patients with suspected acute coronary syn-
drome, hsTnl or cTnl determination 3 hours after admission may

facilitate early rule-out of AMI. A serial change in hsTnl or cTnl lev-
els from admission (using the 99th percentile diagnostic cutoff
value) to 3 hours after admission may facilitate an early diagno-
sis of AMI.
Citation: Keller T, Zeller T, Ojeda F, et al. Serial changes in highly
sensitive Troponin I assay and early diagnosis of myocardial in-
farction. JAMA. 2011;306(24):2684-2693.

To evaluate the diagnostic performance of a highly sensitive tro-
ponin I (hsTnl) assay, researchers compared it with a contempo-
rary troponin I (cTnl) assay and their serial changes in the diag-
nosis of acute myocardial infarction (AMI). A total of 1818 patietns
with suspected acute coronary syndrome were consecutively en-
rolled at the chest pain units of the University Heart Center Ham-
burg, the University Medical Center Mainz, and the Federal
Armed Forces Hospital Koblenz, all in Germany, from 2007 to
2008. Twleve biomarkers including hsTnl (level of detection, 3.4
pg/mL), and cTnl (level of detection, 10 pg/mL) were measured
on admission and after 3 and 6 hours.

Of the 1818 patients, 413 (22.7%) were diagnosed as having
AMI. For discrimination of AMI, the area under the receiver op-
erating characteristic (ROC) curve was 0.96 (95% CI, 0.95-0.97)
for hsTnI on admission and 0.92 (95% CI, 0.90-0.94) for cTnI on
admission. Both were superior to the other evaluated diagnos-
tic biomarkers.The use of hsTnI at admission (with the diagnos-
tic cutoff value at the 99th percentile of 30 pg/mL) had a sensi-
tivity of 82.3% and a negative predictive value (for ruling out AMI)
of 94.7%.The use of cTnI (with the diagnostic cutoff value at the
99th percentile of 32 pg/mL) at admission had a sensitivity of
79.4% and a negative predictive value of 94.0%. Using levels ob-
tained at 3 hours after admission, the sensitivity was 98.2% and
the negative predictive value was 99.4% for both hsTnI and cTnI
assays.Combining the 99th percentile cutoff at admission with
the serial change in troponin concentration within 3 hours, the
positive predictive value (for ruling in AMI) for hsTnI increased
from 75.1% at admission to 95.8% after 3 hours, and for cTnI in-
creased from 80.9% at admission to 96.1% after 3 hours. ■

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?



One-Stop Shopping for All Your
Urgent Care Needs Is Now Just 
a Mouse Click Away
The Urgent Care Buyer’s Guide Is Online on the JUCM Website
If you like the hardcopy edition of the JUCM Urgent Care Buyer’s Guide, you will love the online edition on
the JUCM website. Every word, every photo, every ad and listing that appears on the hardcopy edition of
the Buyer’s Guide is in the online edition. Plus the online edition of the Buyer’s Guide is interactive. 

� Click on any web address and you will be taken directly to
that website. 

� Click on any email address to connect directly with an
expert at the vendor. 

� Click on any entry in the Company Index at the back of the
guide and jump right to that company’s ad or listing within
the guide. 

� The online edition of the Urgent Care Buyer’s Guide is
convenient to use and always accessible.

www.urgentcarebuyersguide.com
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C O D I N G  Q & A

Q.What is the appropriate administration code for a
Medicare patient who receives influenza, Pneumovax,

and tetanus vaccinations? What are the proper administration
codes for the same patient if he/she receives a tetanus and
flu shot?
-Name Withheld

A.For Medicare: 
� Influenza vaccine administration is G0008
� Pneumovax administration is G0009
� Tetanus vaccine administration is 90471

Q.If you perform an annual Medicare wellness exam, can
you bill for additional services provided, such as ad-

ministration of Tdap and zoster vaccinations?
-Name Withheld

A.These vaccines are covered only under Medicare Part D pre-
scription plans. You have three choices here:  1) Become a

Medicare provider for Part D vaccines to receive payment di-
rectly; 2) Write a prescription for the patient to receive these vac-
cines at a pharmacy; or 3) Provide the vaccines at a direct cost to
the patient.  If you choose the last option, then you should provide
the patient with a printed CMS-1500 to submit to the Part D plan
for any benefits payable for out-of-network services.    

Q.Can I bill a joint injection on the same date as an E/M?
I was taught you should bill the joint injection only.

-Name Withheld

A.If you saw the patient previously and brought him/her back
in for a scheduled visit for the injection, then you may only

bill the joint injection. If the patient visited the clinic for evalua-
tion of a joint and if you evaluated the patient and documented
a significant and identifiable E/M, then you may bill the E/M with
modifier -25 (significant, separately identifiable evaluation and man-
agement service by same physician on same day of procedure or
other service), plus the CPT code for joint injection, plus the HCPS
code for the medication injection. Note: If you mix the corticos-
teroid with an anesthetic, such as lidocaine, there is no addition-
al HCPS code for the lidocaine medication. 

Q.What is the correct code for an 
injecting a keloid?

-Name Withheld

A.You should use code 11900 (intralesional injection up to
seven lesions). Note: You can only report one unit per seven

lesions even if multiple injections are required for some lesions.

Note: CPT codes, descriptions, and other data only are copyright
20121, American Medical Association. All Rights Reserved (or such other
date of publication of CPT). CPT is a trademark of the American Med-
ical Association (AMA).

Disclaimer: JUCM and the author provide this information for educa-
tional purposes only. The reader should not make any application of
this information without consulting with the particular payors in
question and/or obtaining appropriate legal advice.

Administration Codes for Injections,
Billing for Medicare Wellness Exam,
Billing Joint Injections With E/Ms,
Coding for Keloid 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.
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C A R E E R S

PRESBYTERIAN HEALTHCARE SERVICES
Albuquerque, New Mexico

Presbyterian Healthcare Services (PHS) is New Mexico’s
largest, private, non-profit healthcare system and named
one of the “Top Ten Healthcare Systems in America”. PHS
is seeking four BE/BC Family Practice Physicians to work
in our Urgent Care Centers. There are five Urgent Care
Centers in Albuquerque and full time providers work 14

shifts per month or average around 144 hours per month.

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

world class university.

These opportunities offer: competitive salary * relocation *
CME allowance * 403(b) with match * 457(b)* health, life,
AD&D, disability insurance, life * dental * vision * pre-tax

health and child care spending accounts * malpractice 
insurance, etc. (Not a J-1, H-1 opportunity) EOE. 

For more information contact: 
Kay Kernaghan, PHS

PO Box 26666, ABQ, NM 87125 
kkernagh@phs.org

866-757-5263

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

WellStreet Urgent Care.

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

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

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

desire to provide a top-notch patient experience. 

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

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

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

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

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

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

FLORIDA URGENT CARE OPPORTUNITIES
Titan Emergency Group is seeking qualified BE/BC Family
Medicine or Internal Medicine physicians for Fast Track inside
the Emergency Department. No overnights or call. Excellent
compensation with incentive bonus to include full-time with

benefits or independent contract options available.

Jacksonville, Florida
Servicing two main emergency department 

fast tracks in Jacksonville:
Memorial Hospital, a 353 bed tertiary care center with 15
bed Fast Track located aside the main ED. 12 hour shifts
(10a-10p) with midlevel and scribe support. Orange Park
Medical Center, a 252 bed facility seeking Level II Trauma
Center, with 12 bed Fast Track located aside the main ED.

8 hour shifts with midlevel and scribe support.

Tallahassee, Florida
Capital Regional Medical Center (198 bed hospital) 

services the community of Tallahassee, FL. 8 bed Fast
Track located inside the main ED. Nine hour shifts with 

midlevel and scribe support.

For more information, contact Alisha Lane at:
904-332-4322 or a.lane@titandoctors.com
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C A R E E R S

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

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

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

reimbursement
• NO STATE INCOME TAX!

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

Visit us at: www.watsonclinic.com

Setting tthe PPace… …for ppractice ddevelopment

…for aa bbalance bbetween wwork aand pplay

… ffor ggrowth, pprogress && pplanning ffor ttomorrow

Urgent Care Opportunity

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

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

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

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

physicians in practice. There are no call requirements.

• Additional earnings possible based on incentive payment model.

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

For details contact Kathy Schenk
Director of Physician Development Services

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

KSchenk@stmarys.org

All correspondence will be handled confidentially.

Urgent Care Opportunity
BASE SALARY $215,000

Urgent Care position 
Manchester, New Hampshire

Elliot Health System in Manchester, New Hampshire offers an outstanding practice 
opportunity for family medicine physicians with an interest in urgent care. The position

offers a variety of urgent care cases including pediatric and qualified candidates
should be comfortable with suturing, casting and reading x-rays and EKG’s. 

Enjoy outstanding compensation, full benefits and flexibility through a request driven
scheduling process. As a member of this highly cohesive team, you will share equally in 

providing weekday, weekend and night coverage. This is an excellent opportunity to
join a dynamic group that is involved and dedicated to caring, quality patient care. 

Elliot Hospital is a 296-bed, JCAHO-accredited acute care facility and Level II Regional
Trauma Center distinguished not only by its highly regarded Emergency Department,
but also by an extensive Primary Care Physician Network, Women's Health Program,

Geriatrics Programs, a Regional Cancer Center and a Level III NICU. 

Recently, Elliot Hospital was named one of healthcare's Top Wired Hospitals in the
country according to Hospitals & Health Networks Magazine. Elliot Health System has

made information technology a priority in patient care, implementing electronic 
medical records, My E Chart (which allows patients to manage their personal medical

records), wireless internet access for hospitalized patients, and a wealth of information
provided to both patients and staff via the internet

Manchester is located in southern New Hampshire and is less than one hour to Boston, 
Massachusetts. As the state’s largest city, Manchester offers the best of both worlds-the
amenities of a charming New England community with the advantages of cultural and

social options for every taste. You will enjoy four-season climate and have access to
both the White Mountains and the Atlantic Ocean. Outdoor activities are a way of life 

in this desirable community. Come see what tax-free New Hampshire has to offer!

Contact: Molly Alderson at: 800-678-7858 x64507
malderson@elliotphysicianjobs.org  

ID#140867C14



C A R E E R S

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

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

URGENT CARE
PHYSICIAN

MARKETPLACE

FOR SALE

MARKETPLACE
MEDICAL EQUIPMENT

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

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

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

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

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

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

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

www.75thstmedical.com
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Email: jucm@russelljohns.com
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D E V E L O P I N G  D A T A

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

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

In this issue: How many hours are physicians at your center working?

P H Y S I C I A N  W O R K  H O U R S

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

The majority of centers staff with a mix of physicians and/or nurse practitioners and/or physician assistants, with only about
36% of centers having a physician-only model. Results in the full survey further examined hours per month and hours per shift
per day by each provider type, which vary (not surprisingly) with the typical patient flow. Among centers which staff
physicians, the number of physician hours per month was highest in January and lowest in December. Physician hours per
shift per day were highest on Sundays between the hours of noon and 4 p.m. 

The 2008 Survey looked generally at the numbers of professionals on staff, as well as patient volume per provider 
(68.3 patients per physician per week, 41.86 per all clinicians per week [includes physicians, nurse practitioners, physician
assistants and registered nurses]), qualifications of physicians, and physician benefits. The 2010 Survey delved into these
aspects much more in depth and in some new areas. 
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Register Now!

National Urgent Care Convention
Urgent Care Association of America

Open Now! 
Regular tuition ends March 16th. 

www.ucaoa.org/spring 
877-698-2262

Monday, April 16

PreConference Courses:

® ®, or Zappos®

®

Tuesday-Thursday, April 17-19

Main Convention:

 for Urgent Care
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