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LETTER FROM THE EDITOR-IN-CHIEF

MOC…Part Duhhh!

I
first wrote about the disaster that is Mainte-
nance of Certification (MOC) in June 2012. As
a refresher, MOC was adopted by all 24 Amer-

ican Board of Medical Specialties (ABMS) mem-
ber boards in 2006. The move was promoted
under the guise of a commitment to quality care

and best practices. Despite no clear evidence that MOC works to
achieve these goals, the requirements were adopted without debate.
That’s right, the nation’s 800,000 certified physicians had
absolutely no say in what has become the most expensive, time-con-
suming and unvalidated professional certification process in the world. 

Unfortunately, the autocratic power wielded by ABMS has gone
relatively unchallenged since its inception. Worse yet, the ABMS board
chairmen have “millions” of reasons to maintain the status quo, see-
ing that many of them make Fortune 500 money to do so. Throw
in the political power and legitimacy that we have granted them,
and you have a recipe for collusion and self-promotion without any
independent oversight. All said, you have an eerily mafia-like organ-
ization with the ABMS “Dom” overseeing the neighborhood mob
bosses, lavishing them with money and power and thus ensuring
that no one has any incentive or desire for reform.

Since my last column, for the most part and not surprisingly, ABMS
has dug in their heels and negotiated even greater power through
government mandates and CMS payment penalties. That’s right,
MOC is a requirement for the Physician Quality Reporting System
(PQRS), and beginning in 2015, CMS begins enforcing penalties for
not participating, a move many worry will trickle down into com-
mercial contracts. Several previous moves by ABMS have been
adopted as the standard by which insurance companies credential
physicians for contracting purposes, including many that require
ABMS board certification. 

Who’s representing the physicians in all this? The AMA? The AAFP?
Hardly! The very physician societies created to represent the collec-
tive interest of its independent physicians stand to gain the most from
MOC. Tasked with implementation and oversight, member boards
have unearthed a river of gold, perpetually delivering millions of dol-
lars a year in new revenue…money used to fatten the ever-burgeoning
wallets of the ever-bloating executive rolls. To keep the doubters in
physician societies like AAFP quiet, the “supposed to be independ-
ent” certifying board gives their academy counterparts a big piece of
the action, accrediting all the modules with CME through the artifi-
cially inflated fees for their “prescribed” credit. These education monop-
olies provide the lifeblood for every one of these groups. Don’t believe

me? Just check their tax returns. They can be viewed at
www.guidestar.com. This CME monopoly is being fed by the very MOC
requirements established by the “independent” ABMS board. Sounds
like “hush” money to me. And consider this: The AAFP and ABFM, the
two “nonprofit” mega-organizations tasked with overseeing the inter-
ests of my designated specialty, have combined net assets of over $100
million and combined annual revenues of over $110 million. Despite
representing a suffering specialty just trying to survive in a sea of reg-
ulation and inferior compensation, the executives and board mem-
bers all fly first class with their spouses, have generous retirement plans,
and earn Fortune 500 pay. All on the backs of their members. 

Why do I pay nearly $1,000 per year as a member of an organ-
ization that requires me to obtain their expensive CME and main-
tain certification through their equally expensive MOC process? With
all the challenges and regulations family physicians face, why are
we devising new self-imposed rules that make it even harder? Well,
you can’t generate new income without new rules that force par-
ticipation in unchecked, unproven, and unwanted legitimacy path-
ways. That’s a great way to secure a fruitful financial future for the
executives that control the coffers. Unfortunately, the future is not
as bright for their members. 

The overwhelming majority of practicing physicians oppose MOC
in its current form—as many as 91% in one poll. Yet individual physi-
cians carry little weight and are “represented” by a system of organ-
ized medicine that looks more like “organized crime” to me. It is highly
unlikely that an already overwhelmed practicing physician is pre-
pared to fight a battle against well-connected and well-resourced
executives who spend all their time lobbying and positioning them-
selves as “untouchables.” Unfortunately, we have created what
appears to be an organizational structure whose executives and lead-
ers are “made” men and women. Lawsuits are being considered,
but as you can imagine, the odds are long and, with lopsided
resources, may simply be an exercise in futility. For more information,
go to www.changeboardrecert.com. ■

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



To learn more about how our technology, process, and service innovations can help your 

facility meet its goals, contact your Abbott Point of Care or Distribution Representative, or 

visit www.abbottpointofcare.com and www.piccoloxpress.com.

For in vitro diagnostic use only

Technology I Process I Services

Improving the patient experience just got easier—

with the i-STAT® System and Piccolo Xpress®, now available 

from Abbott Point of Care Lab Solutions. Faster turnaround of 

lab-quality results to accelerate your clinical decision-making. 

More ways to increase patient satisfaction.

© Abbott Point of Care Inc.

400 College Road East, Princeton, NJ 08540

(609) 454-9000   (609) 419-9370 (fax)

www.abbottpointofcare.com

i-STAT is a registered trademark of the Abbott 

group of companies in various jurisdictions.

Lab Solutions End User Ad 031433 Rev. A 05/13

Piccolo Xpress® is a registered trademark of Abaxis, Inc.

Abaxis Part Number 888-3236 Rev. A

Increase Your Efficiency.
Improve Their Experience.

M
E

NU  AVA ILAB

L
E

M
O

ST

 C
OMPREHENSIV

E



www. jucm.com JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  March  2014 3

M a rc h  2 0 1 4
VOLUME 8 ,  NUMBER 6

The Official Publication of the UCAOA and UCCOP

™

9 Assessment and Manage-
ment of Asthma Exacerbation
in Urgent Care: Part 1
Asthma is increasing in prevalence and so, too, presentations of asthma in
ambulatory settings. Urgent care providers have an important role to play in
identifying and treating acute asthma exacerbations. 

Bradley M. Turner MD, MPH, MHA, FCAP, FASCP and 
Janet M. Williams, MD, FACEP

Left: Illustration of mild and chronic asthma, with details of the bronchial tubes.

CLINICAL

IN THE NEXT ISSUE OF JUCM
When asthma exacerbation is the suspected diagno-

sis, efficient short-term management is critical for a

positive outcome. The urgent care provider’s role in

asthma care, however, doesn’t stop there. Effective

long-term management of the disease—the subject

of next month’s cover story—requires appropriate

use of pharmacotherapy, attention to the latest pro-

tocols for treatment, and provision of a written asth-

ma action plan to patients at discharge.

20Expert Perspectives on
Grassroots Marketing in
Urgent Care
Grassroots marketing tactics can be effective in
engaging a center's providers and staff with the
communities they serve while also educating
prospective patients about the availability of
urgent care.

Alan A. Ayers, MBA, MAcc, Tina Bell, Gary Derk,
Felicia S. Fortune, and Hillary Myers

CASE REPORT

29 Side Effects of New
Weight Loss Medications
With the epidemic of obesity and recent 
FDA-approval of weight loss drugs, urgent 
care providers should be on alert for patient
presentations related to side effects of 
these agents.

Madison Bean and 
John Shufeldt MD, JD, MBA, FACEP

D E P A R T M E N T S
7 From the Chief Executive Officer
32 Health Law
35 Insights in Images
39 Abstracts in Urgent Care
42 Coding Q&A
48 Developing Data

C L A S S I F I E D S
44 Career Opportunities

PRACTICE  MANAGEMENT



4 JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  March  2014 www. jucm.com

JUCM EDITOR-IN-CHIEF

Lee A. Resnick, MD
Chief Medical and Operating Officer
WellStreet Urgent Care
President, Institute of Urgent Care
Medicine
Assistant Clinical Professor, Case Western
Reserve University
Department of Family Medicine

JUCM EDITORIAL BOARD

Alan A. Ayers, MBA, MAcc
Concentra Urgent Care

Tom Charland
Merchant Medicine LLC

Richard Colgan, MD
University of Maryland School of Medicine

Jeffrey P. Collins, MD, MA
Harvard Medical School
Massachusetts General Hospital

Tracey Quail Davidoff, MD
Accelcare Medical Urgent Care

Kent Erickson, MD, PhD, DABFM
Unlimited Patient Care Center, PLLC

Thomas E. Gibbons, MD, MBA, FACEP
Doctors Care

William Gluckman, DO, MBA, FACEP, 
CPE, CPC
FastER Urgent Care

David Gollogly, MBChB, FCUCP 
(New Zealand)
College of Urgent Care Physicians

Wendy Graae, MD, FAAP
PM Pediatrics

Nahum Kovalski, BSc, MDCM
Terem Emergency Medical Centers

Peter Lamelas, MD, MBA, FACEP, FAAEP
MD Now Urgent Care Medical Centers, Inc.

Melvin Lee, MD, CCFP, RMC
FastMed North Carolina

Sean M. McNeeley, MD
Network Medical Director
University Hospitals of Cleveland

Patrice Pash, RN, BSN
NMN Consultants

Mark E. Rogers, MD
West Virginia University

Mark R. Salzberg, MD, FACEP
Stat Health Immediate Medical Care, PC

Shailendra K. Saxena, MD, PhD
Creighton University Medical Center

Elisabeth L. Scheufele, MD, MS, FAAP
Massachusetts General Hospital

John Shufeldt, MD, JD, MBA, FACEP
Urgent Care Integrated Network

Laurel Stoimenoff
Continuum Health Solutions, LLC

Thomas J. Sunshine, MD, FACOG
Doctors Express Cherrydale

Joseph Toscano, MD
San Ramon (CA) Regional Medical Center
Urgent Care Center, Palo Alto (CA) Medical
Foundation

Janet Williams, MD, FACEP
Rochester Immediate Care

Mark D. Wright, MD
University of Arizona Medical Center

JUCM ADVISORY BOARD

Michelle H. Biros, MD, MS
University of Minnesota

Kenneth V. Iserson, MD, MBA, FACEP,
FAAEM
The University of Arizona

Gary M. Klein, MD, MPH, MBA, CHS-V,
FAADM
mEDhealth advisors

Benson S. Munger, PhD
The University of Arizona

Emory Petrack, MD, FAAP
Petrack Consulting, Inc.;
Fairview Hospital
Hillcrest Hospital
Cleveland, OH

Peter Rosen, MD
Harvard Medical School

David Rosenberg, MD, MPH
University Hospitals Medical Practices
Case Western Reserve University 
School of Medicine

Martin A. Samuels, MD, DSc (hon),
FAAN, MACP
Harvard Medical School

Kurt C. Stange, MD, PhD
Case Western Reserve University

Robin M. Weinick, PhD
RAND

UCAOA BOARD OF DIRECTORS

Nathan “Nate” P. Newman, MD, FAAFP,
President

Laurel Stoimenoff, Vice President

Steve P. Sellars, MBA, Secretary

Robert R. Kimball, MD, FCFP, Treasurer

Mark R. Salzberg, MD, FACEP,
Immediate Past President

Alan Ayers, MBA, MAcc, Director

Don Dillahunty, DO, MPH, Director

William Gluckman, DO, MBA, FACEP,
CPE, CPC, Director

Roger Hicks, MD, Director

Jimmy Hoppers, MD, Director

Peter Lamelas, MD, MBA, FACEP,
FAAEP, Director

Pamela Sullivan, MD, FACP, Director

EDITOR-IN-CHIEF
Lee A. Resnick, MD
editor@jucm.com
EDITOR
Judith Orvos, ELS
jorvos@jucm.com
ASSOCIATE EDITOR, PRACTICE MANAGEMENT
Alan A. Ayers, MBA, MAcc
CONTRIBUTING EDITORS
Nahum Kovalski, BSc, MDCM
John Shufeldt, MD, JD, MBA, FACEP
David Stern, MD, CPC
MANAGER, DIGITAL CONTENT
Brandon Napolitano
bnapolitano@jucm.com
ART DIRECTOR
Tom DePrenda
tdeprenda@jucm.com

120 N. Central Avenue, Ste 1N
Ramsey, NJ 07446

PUBLISHERS
Peter Murphy
pmurphy@braveheart-group.com • (201) 529-4020
Stuart Williams
swilliams@braveheart-group.com • (201) 529-4004
CLASSIFIED AND RECRUITMENT ADVERTISING
Russell Johns Associates, LLC
jucm@russelljohns.com • (800) 237-9851

Mission Statement
JUCM The Journal of Urgent Care Medicine supports the evolution of urgent care medicine by
creating content that addresses both the clinical practice of urgent care medicine and the
practice management challenges of keeping pace with an ever-changing healthcare mar-
ketplace. As the Official Publication of the Urgent Care Association of America and the Urgent
Care College of Physicians, JUCM seeks to provide a forum for the exchange of ideas and
to expand on the core competencies of urgent care medicine as they apply to physicians,
physician assistants, and nurse practitioners.

Affiliations
JUCM The Journal of Urgent Care Medicine (www.jucm.com) is published through a partner-
ship between Braveheart Group, LLC (www.braveheart-group.com) and the Urgent Care Asso-
ciation of America (www.ucaoa.org).

Disclaimer
JUCM The Journal of Urgent Care Medicine ( JUCM) makes every effort to select authors who
are knowledgeable in their fields. However, JUCM does not warrant the expertise of any
author in a particular field, nor is it responsible for any statements by such authors. The opin-
ions expressed in the articles and columns are those of the authors, do not imply endorse-
ment of advertised products, and do not necessarily reflect the opinions or recommenda-
tions of Braveheart Publishing or the editors and staff of JUCM. Any procedures, medications,
or other courses of diagnosis or treatment discussed or suggested by authors should not
be used by clinicians without evaluation of their patients’ conditions and possible contraindi-
cations or dangers in use, review of any applicable manufacturer’s product information, and
comparison with the recommendations of other authorities. 

Advertising
Advertiser and advertising agency recognize, accept, and assume liability for all content
(including text, representations, illustrations, opinions, and facts) of advertisements print-
ed and also assume responsibility for any claims made against the Publisher arising from
or related to such advertisements. In the event that legal action or a claim is made
against the Publisher arising from or related to such advertisements, advertiser and
advertising agency agree to fully defend, indemnify, and hold harmless the Publisher and
to pay any judgment, expenses, and legal fees incurred by the Publisher as a result of said
legal action or claim. The Publisher reserves the right to reject any advertising that he feels
is not in keeping with the publication’s standards.

Copyright
© Copyright 2013 by Braveheart Group, LLC. No part of this publication may be reproduced
or transmitted in any form or by any means, electronic or mechanical, including photocopy,
recording, or any information storage and retrieval system, without written permission from
the Publisher.

Address Changes
JUCM (ISSN 1938-002X) printed edition is published monthly except for August for $50.00
by Braveheart Group LLC, 120 N. Central Avenue, Ste 1N, Ramsey NJ 07446. Periodical
postage paid at Mahwah, NJ and at additional mailing offices. POSTMASTER: Send address
changes to Braveheart Group LLC, 120 N. Central Avenue, Ste 1N, Ramsey, NJ 07446.



www. jucm.com JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  March  2014 5

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

T
he epidemiology and pathophysiol-
ogy of asthma is the subject of this
month’s cover story, the first of a

two-part series. In it, authors Bradley
M. Turner, MD, MPH, MHA, FCAP, FASCP and Janet M. Williams,
MD, FACEP, provide guidance on key aspects of medical history-
taking and examination in patients with a condition that is becom-
ing more prevalent and commonly seen in urgent care clinics.
Urgent care providers who see individuals with acute exacerbation
of asthma have a unique opportunity to impact not only short-
term outcome for these patients but also long-term management
by providing them with a written asthma action plan.   

Dr. Turner is an Assistant Professor of Pathology at the Uni-
versity of Rochester School of Medicine in Rochester, NY, and
a staff physician with Team Health/Exigence Rochester Imme-
diate Care in Rochester NY, and Team Health/Exigence Western
New York Immediate Care in Buffalo, NY. Dr. Williams, previ-
ously Professor of Emergency Medicine at the University of
Rochester School of Medicine, currently serves as the Medical
Director of Team Health/Exigence Rochester Immediate Care
in Rochester, NY.

More than 150 million Americans
are estimated to be obese and when
diet and exercise fail, many turn to
prescription weight loss drugs. Such

medication should only be used with a prescription from and
under the supervision of a physician, as is underscored by this
month’s case report. In it, authors Madison Bean and John
Shufeldt, MD, JD, MBA, FACEP, describe the outcome for a 46-
year-old male who decided that more medication would equal
faster weight loss in advance of his wedding. The moral of the
story for urgent care providers is to be alert for potential side
effects of FDA-approved weight loss drugs.  

Madison Bean is a third-year pre-health student at Arizona
State University. John Shufeldt is principal of Shufeldt Consulting
and sits on the Editorial Board of JUCM.

This month’s practice management article is a first for JUCM:
An expert roundtable, moderated by JUCM’s Associate Editor,

Practice Management, Alan A. Ayers,
MBA, MAcc. The topic is effective
use of grassroots marketing—such
as community events and sponsor-
ships—for urgent care clinics and
the experts are Tina Bell, Gary Derk
(not shown), Felicia S. Fortune, and
Hillary Myers. During their live dis-
cussion, presented here in an edited transcript, they provided
real-world examples of the hands-on approaches urgent care
operations large and small are using right now to connect
with prospective consumers, build relationships, and spur
word-of-mouth in the community. 

Mr. Ayers is on the Board of Directors, Urgent Care Association
of America, Associate Editor, Journal of Urgent Care Medicine,
and Vice President, Concentra Urgent Care. Tina Bell is Director
of Marketing and Chief Brand Officer for Healthcare Express
Urgent Care and Occupational Medicine Clinic, Texarkana, TX.
Gary Derk is Associate Director of Field Marketing for MedExpress
Urgent Care, Morgantown, WV. Felicia S. Fortune is Director of
Marketing for American Family Care, Hoover, AL. Hillary Myers
is Director-Business Development and Marketing for Lansing
Urgent Care, Lansing, MI. 

Also in this issue:
In Health Law this month, John Shufeldt, MD, JD, MBA, FACEP,
discusses trends in medical malpractice in urgent care and retail
medicine. The column is coauthored by Andrew Sniegowski,
RN, JD. 

Sean M. McNeeley, MD, and The Urgent Care College of
Physicians review new abstracts on literature germane to the
urgent care clinician, including studies of antibiotics for COPD
and steroids for pediatric asthma.

In Coding Q&A, David Stern, MD, CPC, discusses diagnosis
codes, E/M guidelines, and ICD-10.

Our Developing Data end piece this month looks at the per-
centage of patients that urgent care centers assist in finding a
primary care physician. ■

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

Manuscripts on clinical or practice management topics should

be 2,600–3,200 words in length, plus tables, figures, pictures,
and references. Articles that are longer than this will, in most
cases, need to be cut during editing.

We prefer submissions by e-mail, sent as Word file attachments
(with tables created in Word, in multicolumn format) to
editor@jucm.com. The first page should include the title of the
article, author names in the order they are to appear, and the
name, address, and contact information (mailing address,
phone, fax, e-mail) for each author.
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O
rganized medicine and the strength of our “Association” is
critically important today. It’s not difficult to imagine why.
After all, we are living through some of the most dramatic

changes to America’s health care system in more than a century:
Accountable Care Organizations, electronic health records,
physician quality reporting, health insurance exchanges. And,
let’s face it – we didn’t open urgent care centers and embark on
our careers just so someone could tell us how to practice
medicine or run our “practices.” 

Those who started UCAOA 10 years ago did so because they
knew the value and the power of organized medicine. They
knew that, if we were to grow, thrive, and succeed as individuals
and as an industry, we would need to do so TOGETHER. 

UCAOA consistently brings you urgent care-specific education
and updates by: 

� Setting the course from the outset with Clinic Startup; 
� Enhancing and expanding the clinical and practice man-

agement skill sets of new and seasoned staff members;
� Informing owners, operators, and practitioners about how

healthcare reform may affect urgent care;
� Providing eLearning and live webinars through the Online

Education portal; and,
� Organizing views, statements and presentations to influence

state and national leaders.
Recently, we witnessed the partnership between state and

national leadership in addressing broad-sweeping regulatory
recommendations from the Public Health and Health Policy
Committee and the New York Department of Health. There are
many chapters yet to be written in that endeavor. But thanks to
the tireless efforts and industry experience and expertise of
UCAOA board and staff and a very dedicated group of North

East Regional Urgent Care Association volunteers, we were
successful in squashing some of the inappropriate recommen-
dations and barriers to practice such as the threat to require
urgent care centers to take Medicaid or to limit the number of
times patients could come to us. Now, we are focusing on
helping to guide the way with the remaining regulations and
how they are implemented. If you practice or own a center in
New York, and you have not yet read up on the regulations
being implemented, please visit the UConnect New York State
Working Group at http://uconnect.ucaoa.org/group/New%20York
for more details. And, send an email to jray@ucaoa.org if you
wish to become more involved in the solutions.

The changes proposed will not only affect those urgent care
center owners, practitioners, and patients in New York, but po-
tentially patients and clinics across the country. The collective
voice and energies of local and national entities working
together have the power to make a difference. 

Organized medicine has an astounding record of achievements
in this country. Urgent care is new to this collective endeavor.
Last month, Dr. Nate Newman highlighted the beginnings of
key agency partnership meetings in Washington, DC. The col-
laborative influence we can wield will surely help to shape the
environment within which we practice and operate.

More and more, media representatives including The Wall
Street Journal, The New York Times, The Huffington Post, and
NBC.com (to name a few) are turning to UCAOA representatives
as the experts not only about urgent care but about the health
care climate in general. We bring a unique perspective to the
dialogue and our role is poised to continue to grow. 

Together we can accomplish what none of us could have
done alone. This is true in the health and public policy, practice
management, clinical practice, and patient experience arenas
alike. There is so much more to be learned, accomplished, and
shared. Reach out to your colleagues. Encourage involvement
by your staff. Embrace UCAOA and get engaged with the or-
ganization yourself. Contact the UCAOA office today to learn
how you can join us and make a difference! ■
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FROM THE CHIEF EXECUTIVE OFFICER

UCAOA – Accomplishing more
TOGETHER!
■ P. JOANNE RAY

P. Joanne Ray is chief executive officer of the
Urgent Care Association of America. She may be
 contacted at jray@ucaoa.org.
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P
atients often seek assistance in urgent care centers for
acute presentations of asthma. This provides unique
opportunities for short- and long-term management

in the urgent care setting. Identification of relevant his-
tory, adequate treatment, and appropriate follow-up
are essential, and are areas where the urgent care
provider plays an important role. Protocols can be help-
ful in short-term management of the asthmatic patient
presenting to an urgent care center. A written asthma
action plan at discharge may help to improve long-term
outcomes. In the first of a two-part series, we review the
epidemiology and pathophysiology of asthma, and pro-
vide guidance on key aspects of medical history-taking
and examination of the patient who presents for urgent
care with symptoms suggestive of asthma. Part 2, in a
subsequent issue, will review both short and long-term

management of asthma through the use of pharma-
cotherapy, protocols for treatment, and a written
asthma action plan at discharge.

Introduction
Asthma is a multifactorial chronic disorder of the air-

Clinical

Assessment and Management
of Asthma Exacerbation in
Urgent Care: Part 1
Urgent message: Asthma is increasing in prevalence and so, too, pre-
sentations of asthma in ambulatory settings. Urgent care providers
have an important role to play in identifying and treating acute
asthma exacerbations, including providing a written asthma action
plan at discharge to improve long-term outcome. 

BRADLEY M. TURNER MD, MPH, MHA, FCAP, FASCP and JANET M. WILLIAMS, MD, FACEP
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Bradley M. Turner is an Assistant Professor of Pathology at the
University of Rochester School of Medicine in Rochester, NY and a staff
physician with Team Health/Exigence Rochester Immediate Care in
Rochester NY, and Team Health/Exigence Western New York Immediate
Care in Buffalo, NY. Janet M. Williams, previously Professor of
Emergency Medicine at the University of Rochester School of Medicine,
currently serves as the Medical Director of Team Health/Exigence
Rochester Immediate Care in Rochester, NY.
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A S S E S S M E N T  A N D  M A N A G E M E N T  O F  A S T H M A  E X A C E R B A T I O N  I N  U R G E N T  C A R E :  PA R T  1

ways, characterized by variable and recurring symp-
toms, airflow obstruction, bronchial hyper-responsive-
ness, and an underlying chronic airway inflammation.1-

3 Inflammation is a central feature of asthma, and
continues to be the foundation for assessment of asthma
severity and control of the disease. The prevalence of
asthma increased dramatically in the last decade,4 and
ambulatory care use for asthma has also continued to
increase during this period.2,5 These statistics suggest
that urgent care facilities will continue to play a vital role
in the short and long-term management of asthma
patients.

It is essential that urgent care providers understand
the underlying pathogenesis of asthma, and inquire
about the risk factors associated with asthma exacerba-
tions. The medical history and subsequent focused
examination will provide the foundation for effective
short-term management of asthma in the urgent care
setting, and proper discharge planning in order to facil-
itate better long-term management of the disease.

Epidemiology
Asthma data are reported as prevalence (percentage of

current population) because there are no national
mechanisms in place to measure incidence (rate at which
new cases of asthma occur in a population).3 Approxi-
mately 34 million Americans (24 million adults and 10
million children) have a diagnosis of asthma.3,6-8

Approximately 12 million (35%) have an asthma exac-
erbation (a worsening in asthma symptoms that requires
a change in the intensity of treatment to prevent further
deterioration in clinical status) over a 1-year period.2,3

The prevalence of asthma is higher in non-Hispanic
African Americans and individuals with lower socioeco-
nomic status.2-4 The prevalence of asthma increased
approximately 12.3% between 2001 and 2009, with an
estimated $50.1 billion spent on asthma-related costs in
the United States in 2010.4,9 A percentage of these costs
were generated by increased use of ambulatory care set-
tings by patients who had an acute asthma exacerbation.
Of note, the rates of emergency department (ED) visits,
hospitalizations, and mortality for asthma have either
held steady or, more importantly, declined over the last
decade.3 These patterns suggest that an increasing num-
ber of patients with acute asthma exacerbations may pres-
ent to urgent care centers for treatment and short-term
management. In addition, if the pattern of decreased ED
visits and hospitalizations is to continue, it is imperative
for urgent care providers to provide appropriate and ade-
quate discharge instructions for patients with the goal
of preventing future asthma exacerbations. Under-
standing the pathogenesis is a fundamental building block
to this end. 

Pathophysiology
Central to the pathogenesis of asthma is presence of
underlying airway inflammation.1,3 Airway inflamma-
tion is the result of many cell types, whose interactions
ultimately result in epithelial cell injury and subse-
quent airflow limitation. Airflow limitation results in air-
way hyperresponsiveness and/or airway obstruction,
both of which result in clinical symptoms of cough,
wheeze, and shortness of breath. These clinical symp-
toms present in a variety of severity patterns that reflect
different aspects of the disease, such as intermittent
versus persistent asthma, and well versus poorly con-
trolled asthma. Understanding the fundamentals of
asthma pathogenesis is a key factor in understanding
the rationale behind both short-term and long-term
management. Short-term management for asthma exac-
erbation is directed at controlling inflammation and air-
flow limitation, using drugs to reduce inflammation and
relax the airway musculature in hopes of reversing air-

Table 1. Key Indicators for Considering a Diagnosis of
Asthma *

History
• Cough, worse at night
• Recurrent wheeze
• Recurrent difficulty in breathing
• Recurrent chest tightness

Review of symptoms
• Symptoms occur or worsen

– Exercise
– Viral infections
– Animals with fur or hair
– House-dust mites
– Mold
– Smoke
– Pollen
– Changes in weather
– Strong emotional expression
– Airborne chemical or dusts
– Menstrual cycles
– At night, awakening the patient

Physical exam
• Wheezing

*Adapted from the National Heart, Lung, and Blood Institute National Asthma
Education and Prevention Program Expert Panel Report 3: Guidelines for the
Diagnosis and Management of Asthma Full Report [EPR-3].Consider a diagnosis
of asthma and either performing or referring for spirometry if any of these key
indicators are present
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flow obstruction. While short-term management can, to
a large extent, reverse some of these processes, reversibil-
ity of airflow limitation may be incomplete in some
patients with asthma. Long-term management is
directed at prevention, through avoidance of triggers,
and using drugs that help to reduce airway inflamma-
tion, airway hyper-responsiveness, and airflow obstruc-
tion. Understanding the rationale behind short and
long-term management will lead more efficient assess-
ment and management of patients presenting to an
urgent care center with suspected asthma exacerbation.

Medical History and Exam
Patients may present to an urgent care center without
a known diagnosis of asthma. While it may not be
practical to diagnose asthma in the urgent care setting,
an urgent care provider can at least suspect the diagnosis
and provide appropriate follow-up care for a patient. A
patient’s medical history is essential in establishing
whether a diagnosis of asthma is a consideration.
Although short-term management of a patient in respi-
ratory distress may be similar in different diseases, estab-
lishing a specific diagnosis of “asthma exacerbation” is
particularly important in patients without a known

diagnosis for proper short-term and long-term man-
agement. The provider trying to establish a diagnosis of
asthma should determine that episodic symptoms of air-
flow obstruction are present and that airflow obstruction
is at least partially reversible. Alternative diagnoses
should be excluded.1

Table 1 highlights key indicators that have been
suggested by the National Heart, Lung, and Blood Insti-
tute National Asthma Education and Prevention Pro-
gram Expert Panel Report 3 (EPR-3) for considering a
diagnosis of asthma. Although these indicators are not
by themselves diagnostic, multiple key indicators
increase the likelihood of a diagnosis of asthma.1 In the
initial history and review of symptoms, an urgent care
provider should attempt to identify precipitating factors
(e.g., exposure at home, work, daycare, or school to
inhalant allergens, or irritants such as tobacco smoke, or
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Table 2. Risk Factors for Death From Asthma*

Asthma history
• Previous severe exacerbation requiring intubation or

intensive care unit admission for asthma
• Two or more hospitalizations for asthma in the past year
• Three or more emergency department (ED) visits for asthma

in the past year
• Hospitalization or ED visit for asthma in the past month
• Using >2 canisters of a short-acting beta2-agonist per month
• Using >2 canisters of a short-acting beta2-agonist per month
• Sensitivity to Alternaria

Social history
• Low socioeconomic status
• Inner city residence
• Illicit drug use 
• Major psychosocial problems 

Comorbidities
• Cardiovascular disease
• Other chronic lung disease
• Chronic psychiatric disease

Other
• Lack of a written asthma plan

*Adapted from the National Heart, Lung, and Blood Institute National Asthma
Education and Prevention Program Expert Panel Report 3: Guidelines for the
Diagnosis and Management of Asthma Full Report [EPR-3].

Table 3. Differential Diagnosis of Asthma in Infants,
Children, and Adults*

Infants and Children
• Upper airway disease

– Allergic Rhinitis and Sinusitis

• Obstructions involving large airways
– Foreign body in trachea or bronchus
– Vocal cord dysfunction
– Vascular rings or laryngeal webs
– Laryngotracheomalacia
– Tracheal stenosis
– Bronchostenosis
– Enlarged lymph nodes
– Tumor

• Obstructions involving small airways
– Bronchiolitis
– Cystic Fibrosis
– Bronchopulmonary dysplasia
– Heart disease

• Other
– Recurrent cough not due to asthma
– Aspiration (swallowing defect or reflux disease)

Adults
• Chronic obstructive pulmonary disease
• Congestive heart failure
• Pulmonary embolism
• Pulmonary disease (i.e. fibrosis, eosinophilia)
• Tumor
• Vocal cord dysfunction
• Drugs, including pharmaceuticals (i.e. angiotensin converting

enzyme inhibitors)

*Adapted from the National Heart, Lung, and Blood Institute National Asthma
Education and Prevention Program Expert Panel Report 3: Guidelines for the
Diagnosis and Management of Asthma Full Report [EPR-3].
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viral respiratory infections) and comorbidities that may
aggravate asthma (e.g., sinusitis, rhinitis, gastroe-
sophageal reflux disorder, obstructive sleep apnea).

The physical exam should focus on the upper respi-
ratory tract, chest, and skin. Physical findings that
increase the probability of asthma include1:

� Hyperexpansion of the thorax, especially in children;
use of accessory muscles; appearance of hunched
shoulders; and chest deformity

� Sounds of wheezing during normal breathing, or a pro-
longed phase of forced exhalation (typical of airflow
obstruction). Wheezing may only be heard during
forced exhalation.

� Increased nasal secretion, mucosal swelling, and/or
nasal polyps

� Atopic dermatitis/eczema or any other manifesta-
tion of an allergic skin condition.

Note that wheezing is not a reliable indicator of air-

way limitation; however, it is the only physical exam
finding that has been suggested as a key indicator for
likelihood of a diagnosis of asthma. Although hyperex-
pansion of the thorax, nasal findings (i.e. nasal polyps),
and skin findings (i.e. eczema) are often associated with
asthma, they have not been suggested as key indicators
by the EPR-3.

Once a diagnosis of asthma is suspected, the provider
should consider risk factors associated with worse out-
comes (Table 2), which may become important when
considering discharge and follow-up.

Laboratory testing is essential in assessing the severity
of a patient’s presentation. The EPR-3 recommends that
office-based physicians who care for asthma patients
have access to spirometry. For diagnostic purposes,
spirometry is generally recommended over measure-
ments with a peak flow meter because there is wide
variability even in the published predicted peak expira-
tory flow (PEF) reference values. Spirometry, which meas-
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Table 4. Components and Classification of Asthma Severity*

Components of Severity Age Group
Classification of Severity

Persistent
Intermittent Mild Moderate Severe

Impairment
Normal FEV1/FVC:
8-19 years: 85%

20-39 years: 80%
40-59 years: 75%
60-80 years: 70%

Symptoms
0-4

≤2 days/week >2 days/week but not
daily Daily Throughout 

the day5-11
≥12

Nighttime awakenings

0-4 0 1-2 times a month 3-4 times a month >1 time a week

5-11
≤2 times per month 3-4 times a month >1 time a week, 

but not nightly Often, 7 times a week
≥12

Short-acting 
beta2-agonist use 
for control (not

prevention)

0-4

≤2 days/week

>2 days/week but 
not daily

Daily Several times per day
5-11

≥12 >2 days/week but not 
>1 time per day

Interference with
normal activity

0-4
None Minor limitation Some limitation Extremely limited5-11

≥12

Lung Function

0-4 N/A N/A N/A N/A

5-11

• Normal FEV1

between
exacerbations

• FEV1 >80%
predicted

• FEV1/FVC > 85%

• FEV1 = 80%
predicted

• FEV1/FVC >80%

• FEV1 = 60-80%
predicted

• FEV1/FVC = 75-80%

• FEV1 <60%
predicted

• FEV1/FVC <75%

≥12

• Normal FEV1

between
exacerbations

• FEV1 >80%
predicted

• FEV1/FVC normal 

• FEV1 ≥80%
predicted

• FEV1/FVC normal

• FEV1 >60 but <80%
predicted

• FEV1/FVC reduced
5%

• FEV1 <60%
predicted

• FEV1/FVC reduced
5%

Risk
Exacerbations 

requiring oral systemic
corticosteroids 

0-4
0-1/year

≥2 exacerbations in 6 months requiring oral steroids, or ≥4 wheezing
episodes per year lasting >1 day AND risk factors for persistent asthma 

5-11
≥2 exacerbations  requiring oral steroids in 1 year

≥12

*Adapted from the National Heart, Lung, and Blood Institute National Asthma Education and Prevention Program Expert Panel Report 3: Guidelines for the Diagnosis
and Management of Asthma Full Report [EPR-3].
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ures the rate at which the lung changes volume during
forced breathing maneuvers, should be performed using
equipment and techniques that meet standards devel-
oped by the American Thoracic Society. Basic spirome-
try can be performed in the urgent care setting with rel-
ative ease and inexpensive equipment (CPT code 94010
for normal spirometry and both CPT codes 94010 and
94060 for abnormal spirometry with the addition of a
pre versus post bronchodilator spirometry test). 

Normal spirometry implies a forced vital capacity
(FVC) and forced expiratory volume in 1 second (FEV1)
of 80% to 120% predicted, and an absolute FEV1/FVC

ratio >0.7. The normal ranges for spirometry values
vary depending on a patient’s height, weight, age, sex,
and racial or ethnic background. Contraindications to
spirometry include vomiting, nausea, vertigo, hemop-
tysis, pneumothorax, recent abdominal surgery, recent
eye surgery, recent myocardial infarction or unstable
angina, and thoracic aneurysms.10 If a diagnosis of
asthma is not already documented, and cannot be estab-
lished with spirometry in the urgent care setting, PEFs
can act as surrogate data. Any abnormal results should
be documented by the provider and the patient should
be referred back to either a primary care provider or a

Table 5. Components and Classification of Asthma Control*

Components of Control Age Group
Classification of Control

Well Controlled Not Well Controlled Poorly Controlled

Impairment

Symptoms

0-4 ≤2 days/week >2 days/week

Throughout the day5-11 ≤2 days/week but not more
than once on each day

>2 days/week or multiple
times on ≤2 days/week

≥12 >2days/week >2 days/week

Nighttime awakenings
0-4

≤1 time a month
>1 time a month >1 time a month

5-11 ≥2 times a month ≥2 time a week
≥12 ≤2 times a month 1-3 times per week ≥4 time a week

Short-acting 
beta2-agonist use 

for control (not prevention)

0-4
≤2 days/week

>2 days/week but not daily
Several times per day5-11

>2 days/week
≥12

Interference with normal
activity

0-4
None Some limitation Extremely limited5-11

≥12

Lung Function

0-4 N/A N/A N/A

5-11

• FEV1 or peak flow >80%
predicted or personal
best

• FEV1/FVC >80%

• FEV1 or peak flow 60-
80% predicted or
personal best

• FEV1/FVC 75-80%

• FEV1 or peak flow <60%
predicted or personal
best

• FEV1/FVC <75%

≥12
• FEV1 or peak flow >80%

predicted or personal
best

• FEV1 or peak flow 60-
80% predicted or
personal best

• FEV1 or peak flow <60%
predicted or personal
best

Validated 
questionnaires:

• ATAQa

• ACQa

• ACTa

0-4
N/A N/A N/A

5-11

≥12
• 0
• ≤0.75b

• ≥20

• 1-2
• ≥1.5b

• 16-19

• 3-4
• N/A
• ≤15

Risk

Exacerbations 
requiring oral systemic

corticosteroids 

0-4
0-1/year

2-3 times per year >3 times per year

5-11
≥2 exacerbations  requiring oral steroids in 1 year

≥12

Reduction or progressive
loss of lung function

0-4 N/A
5-11

Evaluation requires long term follow-up care
≥12

Treatment-related adverse
effects

0-4 Consider treatment-related effects in the overall assessment of risk. Patients 
with worrisome treatment-related side effects may be at higher risk of poor 

control (i.e. non-compliance).
5-11
≥12

*Adapted from the National Heart, Lung, and Blood Institute National Asthma Education and Prevention Program Expert Panel Report 3: Guidelines for the Diagnosis
and Management of Asthma Full Report [EPR-3].
a. Asthma Control Questionnaire ( Juniper et al. 1999)11; Asthma Therapy Assessment Questionnaire (Vollmer et al. 1999)12; Asthma Control Test (Nathan et al. 2004)13

b. ACQ values of 0.76-1.4 are intermediate regarding well controlled asthma. Another validated questionnaire might be more useful
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specialist with a “suspected
diagnosis” of asthma exacer-
bation.

A differential diagnosis
should be established (Table
3), with additional labora-
tory testing in to rule out
other possible etiologies.
Once a suspected diagnosis
of asthma exacerbation has
been established, information obtained from the diag-
nostic evaluation should be used to characterize a
patient’s asthma severity and control in order to guide
decisions for therapy (Tables 4 and 5).11-13 For clini-
cal management, the emphasis should be on assessing
asthma severity for initiating therapy and assessing
control for monitoring and adjusting therapy.1 Asthma
severity is defined by the EPR-3 as the intrinsic intensity
of the disease process,1 or the difficulty in controlling

asthma with the patient’s
current treatment.3 Severity
is most easily measured in a
patient not receiving long-
term-control therapy,1 and
should be evaluated after
exclusion of modifiable fac-
tors such as poor adherence,
smoking, and comorbidities.
Severity largely reflects the

required level of treatment and the activity of the under-
lying disease state during initial treatment.3 During a
patient’s initial presentation, if he or she is not currently
taking long-term control medication, asthma severity is
assessed to guide clinical decisions on the appropriate
medication and other therapeutic interventions.1

Asthma control is defined by the EPR-3 as the degree to
which the manifestations of asthma (symptoms, func-
tional impairments, and risks of untoward events) are
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minimized and the goals of therapy are met.1 Asthma
control not only encompasses a patient’s current clini-
cal state, but also considers future risk. If a patient has
a documented established diagnosis, the emphasis for
clinical management should be on assessment of
asthma severity and control. The level of asthma con-
trol will guide decisions to either maintain or adjust
therapy.1 Asthma severity and control should be based
on both the patient’s impairment over the last 2 to 4
weeks and the most severe impairment or risk cate-
gory. In patients aged 5 years and older, spirometry or
peak flow measurements should also be used to assess
asthma control. Table 6 outlines an example of how
asthma severity and control might be assessed in the
urgent care setting based on the EPR-3 guidelines. 

Conclusion 
The increase in prevalence of asthma with increasing
presentations to ambulatory care settings presents
unique opportunities in short and long-term manage-
ment for the urgent care provider. An appreciation of
the fundamental pathogenesis of airway inflammation
in asthma and the variable, interactive expressions of
airway hyperesponsiveness and airway obstruction will
give an urgent care provider a better understanding of
the opportunities to control the disease. Suspecting a
diagnosis of “asthma exacerbation” is particularly
important in the patient without a known diagnosis for
proper short-term and long-term management. Knowl-

edge of key indicators for a diagnosis of asthma on his-
tory and examination is important in further evaluating
risk factors for worse outcomes in patients with asthma.
Part 2 of this topic, in a subsequent issue, will review
both the short- and long-term management of the dis-
ease in the urgent care setting. ■
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TABLE 6. Classifying Severity of Asthma Exacerbations and Control in the Urgent Care Setting*

Mild
Dyspnea only with activity,
or tachypnea in young
children

PEF ≥70% predicted or
personal best

• SABA as needed should provide prompt relief
• Possible short course of oral systemic

corticosteroids 

Moderate Dyspnea interferes with or
limits usual activity 

PEF 40% to 69% of
predicted or personal best

• Scheduled inhaled SABA use should provide
relief

• Oral systemic corticosteroids Symptoms may
persist for 1-2 days after treatment is begun

Severe Dyspnea at rest; interferes
with conversation

PEF <40% of predicted or
personal best

• Scheduled inhaled SABA use should provide
relief

• Oral systemic corticosteroids Symptoms may
persist for >3 days after treatment is begun

• Adjunctive therapies might be helpful
• May require admission

Life-threatening Too dyspneic to speak;
perspiring

PEF <25% predicted or
personal best

• Minimal or no relief from inhaled SABA
• Intravenous corticosteroids
• Adjunctive therapies might be helpful
• Requires admission

*Adapted from the National Heart, Lung, and Blood Institute National Asthma Education and Prevention Program Expert Panel Report 3: Guidelines for the Diagnosis
and Management of Asthma Full Report [EPR-3].
SABA = Short-acting beta2-agonist; FEV = forced expiratory volume; PEF = peak expiratory flow
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Introduction
This roundtable focuses on grassroots marketing for
urgent care centers, which differs from traditional adver-
tising in that it involves more interaction with prospec-
tive patients and requires a hands-on approach to build-
ing relationships and spurring word-of-mouth in the
community. The panel of experts we’ve assembled will
share their unique perspectives and experience in use of
marketing techniques beyond traditional advertising
media to help educate and inform urgent care providers
about methods they might adopt for grassroots market-
ing in their own centers.

Grassroots and community marketing as part of a
center’s overall marketing plan 
Alan Ayers: What is the role of grass roots and commu-
nity marketing in your center’s overall marketing plan? 
Tina Bell: Healthcare Express has seven urgent care
centers in four states; two more centers will be opening
in the spring. Roughly 80% of our marketing plan is
focused around community marketing and we hire

community educators in each community we’re in.
Our organization is dedicated to giving back to the
community and to growing through the positive word-
of-mouth generated by community involvement.
Hillary Myers: Lansing Urgent Care has three urgent
care centers, all in greater Lansing, and about 40% of my
resources and budget each year are dedicated to grass-
roots and community marketing. We are highly tradi-
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EXPERT PERSPECTIVES ON GRASSROOTS MARKETING

tional, but sponsorship of community events is a huge
part of what we do and what my team does in terms
of attending, supporting and planning these events.
Gary Derk: Grassroots marketing plays a fairly large role
in every market that MedExpress Urgent Care is in.
Our goal is to maintain a local feel for the 127 centers
we have in nine different states. Grassroots and commu-
nity marketing really gives us the ability to react quickly
to whatever is going on in a market, which is especially
important for newer centers as well. It offers a good
avenue to support our overall campaign calendar.
Felicia Fortune: American Family Care has 44 urgent
care centers open 4 states (AL, GA, TN and FL) and
another 16 in development. Anywhere from 50% to
60% of our marketing effort is devoted to grassroots
and community marketing. We do sports-related com-
munity events, health fairs involving churches and we
sponsor health-related nonprofit organizations and
participate in health expos to “give back” to the com-
munity. Our “Meet the Doctor” events are designed to
help increase patient volume for new doctors and clin-
ics or older facilities that are not seeing a lot of patients.
We encourage community members to come out to
“Meet the Doctor,” get a blood pressure check, and
learn about our services and hours of operation. We
also set up onsite flu clinics and health fairs where
patients can get a flu shot during flu season; at other
times, we may offer glucose testing or cholesterol
screening.

Staffing for and Execution of Grassroots Marketing
Campaigns
Alan Ayers: Who in your organization is responsible
for identifying and executing grassroots marketing
opportunities?
Tina Bell: We have a community educator in each
market who identifies specific opportunities. At the end
of every year, we also ask all of our team members
which organizations they want to support and what
kind of activities they want to be involved in through-
out the next year. We rely not just on the community
educators but very, very heavily on a volunteer effort
within the community from all of the team members
at our different clinics. We want our community edu-
cators to be very, very passionate about giving back to
the community and all of our team members to also
share that spirit because it is such an important part of
our plan for marketing and for growth. Team members
include front office staff, medical assistants, and physi-
cians and they are required to participate in at least two
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community events a year. 
Alan Ayers: Could you
describe the role of the “Com-
munity Educator”?
Tina Bell: Our community
educators are empowered to go
out and educate and teach
people on a daily basis. They
help answer questions about
what an urgent care center
does and what an occupation-
al medicine clinic does. Nine-
ty percent of patient com-
plaints relate to not under-
standing insurance billing and
our community educators can help answer those ques-
tions. They used to be called “marketing coordinators”
but we didn’t want them to feel like they were out there
marketing and selling our company. 
Alan Ayers: Hillary, in your organization, who is respon-
sible for identifying and executing grassroots marketing
opportunities?
Hillary Myers: With our model, every employee of
Lansing Urgent Care shares what organizations or com-
munity groups are important to them. I oversee all of
the grassroots activities and coordinate and determine
what we’re going to focus our efforts on in a given
year. We also require that every staff member participate
in at least one event per year, although some people
come to every event.
Alan Ayers: What is your process for gathering input
from team members about organizations, community
groups, or events? Do you send out a survey or is there
a sign-up period for each event? 
Hillary Myers: We use our intranet to notify staff about
upcoming events a month in advance and through the
home page, they can volunteer electronically. The cal-
endar is very visible and the volunteer information can
be integrated into an individual’s schedule request
down the road, which is important if an event has spe-
cial meaning to a staff member.
Alan Ayers: Gary, your organization has a footprint
spread out over a larger area. Who in it is responsible for
identifying and executing the grassroots marketing
opportunities?
Gary Derk: We have marketing teams in each of our
regions. A field marketing manager in each region takes
a high-level view of how we are marketing in that spe-
cific area, overseeing national and statewide relationships
and sponsorships.The field marketing coordinators, in con-

trast, are focused specifically on
grassroots efforts and commu-
nity involvement. They help to
bring to fruition what staff at
individual urgent care centers
want to do. Their job is to
support our staff because our
best marketing tool are our
centers and we want to get the
people who are providing great
care out into the community.
We could have just our field
marketing coordinators doing
the events, but we think it’s bet-
ter that people also see the

staff who are going to take care of them when they come
to MedExpress as patients. So, it’s a team effort. We rely
on local staff to be the local eyes and ears of the commu-
nity and when they identify something that will help the
community, we support what they want to accomplish. 
Alan Ayers: Felicia, who at American Family Care is
responsible for grassroots marketing activities?
Felicia Fortune: With our model, I rely heavily on our
clinic managers to help me identify community events.
The CEO and President of AFC are responsible for major
sponsorship opportunities. We use a “team approach”
to identify successful activities in the community.

Dealing With Budgetary Issues
Alan Ayers: What type of budget do you allocate for
grassroots marketing activities?
Tina Bell: Our budgets differ by market, depending upon
what activities are going on in a given market. In a mar-
ket with a single clinic in a smaller town, we may spend
as little as $800 a month, whereas in one with multiple
clinics, it may be as much as $6,500 a month. Every
November, our team looks at the previous year’s events
and plans for events and budget for the coming year. 
Hillary Myers: Our three clinics are all in the same com-
munity and grassroots marketing accounts for about
40% of our overall budget, which may be as much as
triple what other urgent care centers are spending. We,
too, look at the activities we’ve done each year and track
and plan for the following year based on feedback from
our patients. We track social media activity leading up
to and following certain events or initiatives against the
information that we’ve put out there. We take into
account that social media “buzz” and while certain
events are more expensive, the resulting exposure is
greater as well. We also align ourselves with organiza-
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tions that are trying to come up with new and different ways of sup-
porting the community. For example, we work very closely with a
children’s museum in Lansing and every year they come up with new
ways in which to drive membership and interest in support of that
museum. We are learning from them as they go.
Alan Ayers: How specifically do you get feedback from patients on
your grassroots marketing activities? Do you ask on the intake form
for new patients at registration? 
Hillary Myers: Our electronic medical record includes a required
field for new patients that can be modified to capture information
as specific or as broad as we’d like. We sometimes use that field to
ask about specific events and sometimes ask about the broad cate-
gory of events.
Alan Ayers: Gary, what type of budget does MedExpress have for
grassroots marketing?
Gary Derk: I’m sure all of the panelists would agree that there is
never enough money for grassroots marketing. Like the other organ-
izations, our budget has regional variance, and as we grow across the
nation, we find that in some areas, the public is a little more edu-
cated about urgent care than in other areas. So, it’s important for us
to educate consumers, not only about MedExpress, but also about
what urgent care as a specialty has to offer. The level of awareness
of urgent care plays a large role in determining on how much time,
effort and money we spend in a specific community on education. 
Alan Ayers: How do you gauge a community’s awareness of urgent
care?
Gary Derk: Our analytics department looks at the number of urgent
care centers and utilization of emergency departments in a region vs.
primary care vs. urgent care centers (if they do exist). Members of our
marketing team also go out into the community and survey the pub-
lic about what options they have for care and where they would pre-
fer to go for care if they were sick or hurt. We do a lot of due diligence
when we move into a market because we want to be as efficient as we
can with our staff.
Alan Ayers: Felicia, what is American Family Care’s budget for
grassroots marketing?
Felicia Fortune: Grassroots marketing accounts for approximately
50% to 60% of our overall marketing budget and we allocate
approximately $500 to $1,000 per center per year, depending on a
center’s location and need to raise awareness. If, for example, a sin-
gle event that costs $750 will achieve the awareness we’re trying to
get, then we’ll add to that center’s overall budget so they are not left
with just $250 for the rest of the year. 

Measuring Return on Investment
Alan Ayers: How do you measure the financial return on investment
(ROI) for grassroots marketing? In my experience, that’s the num-
ber one question that comes up about it. But urgent care isn’t a dis-
cretionary purchase so measuring ROI can be very difficult because
of the time lag between an event and a community member’s use
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of a center. 
Tina Bell: We don’t have a
true way to measure so I
can’t tell you we spent $2500
on this event and it brought
“x” number of patients to
the door and so our true ROI
is such and such a percent-
age. We do have systems in
place for measuring ROI for
traditional marketing, but
what we really look at with
grassroots efforts is social
media. What type of
responses are we getting
from the community and participation in those events?
We pull a “how did you hear about us” report on a
monthly basis and one of the things we ask about is
community events. We also look at how many e-mail
addresses we collected at an event because e-mail mar-
keting is a big part of our overall plan. The big thing
we’ve learned over the 8 years since the first Healthcare
Express opened is that we can expect an increase in
patient growth at an urgent care center 3 to 6 months
after we put in place a good community educator who
follows our marketing plan—especially the grassroots
side—and who really gets out there and talks to people.
If we don’t have those community educators out in the
community talking to people, our patient numbers will
show that, too, about 3 to 6 months down the road.
Alan Ayers: What type of social media are you looking
at and how do you evaluate responses to it?
Tina Bell: Facebook is our primary social media tool. We
have Instagram and Pinterest accounts but they are not
as active. We post pictures from our events on Facebook
and track how many people “like” the pictures and
comment about the events and whether they were
excited that we were going to be there. For example, last
year, one community had its first Mardi Gras parade and
there was confusion about where it was happening. So,
we used our Facebook page to tell people we were going
to be there and we provided information on our booth
and a map of the parade route. We had more clicks on
that page for the parade map than anything else we had
ever posted, so we know that a lot of our patients and
Facebook fans were following us. Looking at the “likes”
and the interaction on the page is important.
Alan Ayers: Hillary, how does Lansing Urgent Care
measure financial return on grassroots marketing?
Hillary Myers: We collect as much data as possible

from our patients but that is
challenging because they are
not always feeling their best
when they come here, so
their memory doesn’t always
serve them that well. For us,
grassroots marketing has a
twofold return on invest-
ment. One is the financial
impact in terms of the num-
ber of new patients and the
existing patient base it helps
us retain. The second return
is what it does for our staff as
community members who

get to interact with patients outside of our walls. The
feeling that they get, knowing that their company is rep-
resenting and participating in a charity that means
something to them, is a retention tool. It’s fantastic
when our staff is out shaking hands, kissing babies,
and talking to everyone in the community and a neigh-
bor says, “I had no idea you worked for Lansing Urgent
Care.” Our company has grown year over year for the
past 8 years and our budgets dedicated to traditional and
grassroots efforts have also continued to increase. There
is a correlation and it’s hard to pinpoint it exactly, but
we’re confident that what we’re doing is working.  
Alan Ayers: Tina, have you had a similar experience
with staff engagement or impact?
Tina Bell: When we hire, we tell candidates that we’re
looking for people who want to give back to the com-
munity because that is a huge part of our company cul-
ture. In every community we’re in, one of the things
we’re most known for is community service and it helps
us attract and retain candidates. They see that we’re
really big on having a fun workplace and that the fun
and family environment carries over to the community
events that we do. Every year, we have 100% participa-
tion in the Susan G. Komen Race for the Cure in the
Texarkana market, and it’s had a great, great positive
impact on the staff in both recruitment and retention. 
Alan Ayers: Gary, how does MedExpress measure finan-
cial return on grassroots marketing activities?
Gary Derk: The ultimate goal is to increase new revenue
while maintaining an increase in patient loyalty but as
the other panelists have mentioned, we also reap ben-
efits in employee morale and accountability. By setting
our center teams up for success in getting out into the
communities, we’ve seen the culture shift in our centers
to where a center’s staff is excited to see their center suc-
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ceed. We look at it as it’s the staff’s center and their busi-
ness and they’re going to promote it and help it succeed.

To measure ROI, we use a site called “Patient Impact.”
Every patient that comes into MedExpress receives a sur-
vey and an e-mail address through which they can help
give feedback about how they heard about us. Word of
mouth is the most common way that folks hear about
any business, but it can mean a number of things. We
also drill down on community events. For example, if
we send out a direct mail piece or distribute flyers about
free flu shots, we cross-reference the names on the dis-
tribution list against the names of patients who came to
our center at 30, 60, or 90 days later to see if there is a
correlation. Our Facebook page has more than 10,000
“likes” right now and we use it as a way to communi-
cate to a large number of people for a number of rea-
sons. Right now, for example, we’re talking about win-
ter ailments such as colds and flu on Facebook. Field
marketing does help increase our social media exposure.
For example, we might collaborate with a local school

system on a “banner contest” in which students support
their local athletic team by creating banners with a
MedExpress logo. We post the banners on Facebook,
friends and family vote for best banner, and the winning
school’s athletic department gets a donation from us. It’s
a win-win-win for everybody. It educates folks about
MedExpress and urgent care in general and the schools
have a lot of fun with it.

Colleges and universities are a major area of our
focus. Being a parent, I know what it’s like to have a
child away at school who calls home unsure about
where to go for medical care. We want to help educate
both the students and their parents about urgent care
and let them know that they’ll receive great care at any
MedExpress location.
Alan Ayers: Felicia, how does your organization meas-
ure ROI for grassroots marketing?
Felicia Fortune: We routinely ask patients how they
heard about us, record that information in the patient’s
electronic medical record, and track changes in the
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clinic’s patient volume. If there has been an increase in
patient volume and revenue, then the employees are
rewarded from a program called “PS: It’s All About
YOU!” Our goal is 100% patient satisfaction for all our
patients. These factors determine whether our ROI was
a success. The employees receive a bonus and the
patients receive exceptional customer service.

Grassroots and Community Marketing Success
Stories
Alan Ayers: What types of grassroots and community
marketing activities has your organization found to be
most effective and why?
Tina Bell: The most effective thing we’ve done is create
a mascot who makes appearances at school systems
and community events. We never dreamed, when we
brought him on 3 years ago, that Klondike would
become as recognizable in the community to some
people as Tony the Tiger is to Frosted Flakes. Everywhere
we go, little kids say, “There’s Klondike, there’s
Klondike.” Klondike spends a large part of his time at
athletic events, daycare centers, and schools because
those venues are most beneficial for us. (Our CEO is a
fan of polar bears and she suggested him as a mascot
and our team agreed. Klondike is a big hit because he’s
unusual in the south but I wouldn’t recommend that
anybody get a white mascot because his feet are really,
really difficult to keep clean.)
Also, when the flu hit hard recently in Texas, we created
flu kits to take to area schools and restaurants as our way
of giving back. We talked to people one-on-one about
what we do and how to stay safe from the flu. Not only
was it effective from the PR side but we also got lots of
e-mails from individuals and one lady posted on Face-
book how grateful she was that we had come to her
business. In four communities, we got front-page press
coverage. It was really an effective grassroots activity.
Alan Ayers: I understand that you use the mascot for
photo opportunities and share the photos with the par-
ticipants at these events. Could you provide a little bit
more detail about that?
Tina Bell: We usually do a 20-minute educational pres-
entation at daycare centers, after which kids can take
pictures one-on-one with Klondike. They get a coloring
page to take home that has a letter on the back that tells
the parents that their child’s photo was taken today at
the daycare with Klondike the healthcare bear. It gives
a unique photo number and an e-mail address to which
they can write to get their child’s photo and explains
that by accepting the photo, they agree to be added to

the list for our e-mail newsletter. We originally posted
the photos on Facebook but that posed privacy issues so
we switched to the individual photos. That has worked
out better in the long run because we get to do the ongo-
ing communication with the parents and build a rela-
tionship through our patient newsletter.
Alan Ayers: Hillary, what types of grassroots and com-
munity marketing activities has Lansing Urgent care
found to be most effective and why?
Hillary Myers: Michigan State University is adjacent to
two of our urgent care centers so we do a lot of college
events and they’ve been very successful. We give the stu-
dents free stuff because they love free stuff and it affords
the opportunity to talk to them. Still, it’s tough to pin-
point how college students get their information
because it changes so fast. Every year I have a new crop
of freshmen to whom I have to introduce myself to and
I work hard to get their business during their tenure at
the school. College students tend to think they are
indestructible and they are fairly healthy for the most
part. When they’re away from home, as was mentioned,
they often turn to Mom & Dad to make decisions about
health care, so some of our events are for parents as well.
We’ve been invited to some of the open houses that the
university hosts, which is just an incredible opportunity
to introduce us to college students and their parents. 

We’ve also been focusing on business-to-business
effort aimed at getting referrals from primary care offices.
We have an extremely strong and growing relationship
with approximately 60 different primary care, pediatric,
and internal medicine offices in great Lansing. Our goal
is to educate them and their staff about who we are, what
we do, and how we are there to support their efforts and
not to compete with them. At first, they were very skep-
tical and reluctant to introduce their patients to an
urgent care for fear of competition. Once they under-
stood our services and processes for referral back to pri-
mary care for follow up, we developed a strong referral
business. To break the ice, what we did was to spend an
hour or two in the break room of a primary care practice
talking to staff over a gourmet catered lunch that we pro-
vided. It’s been very successful and we now do a lunch
with each practice twice a year and we also collaborate
with them on charitable events and activities. 
Alan Ayers: I appreciate your perspective on primary care
referrals because urgent care operators often forget to put
effort into making and keeping those relationships.

Gary, what types of grassroots and community market-
ing activities has MedExpress found to be most effective?
Gary Derk: Our approach has changed over the years as
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we’ve grown from a single center to 127 but we’ve continued to try
to maintain a local feel while going global, which can be difficult. One
way we accomplish that is with the “MedExpress Ambassador Program,”
which empowers our center staff to get out there and get involved.
When a center opens or a center manager comes onboard, represen-
tatives from the regional marketing team review with the manager how
we do community marketing and the local tapestry segmentation and
they work together on an annual plan. We offer our expertise from
a marketing standpoint but also take into account their local expert-
ise in the market, which is important and can’t be discounted. 

Sitting down and explaining how we really want to be a direct
reflection of their business has also worked well in helping primary
care practices become comfortable referring their patients to a place
where they are going to receive quality care. The MedExpress
Ambassador Program really gives us the optics into the local mar-
ket via our center staff to know where we should be going and how
much time we should be spending in each location.
Alan Ayers: Felicia, what grassroots activities has American Family
Care found to be effective?
Felicia Fortune: Our “Meet the Doctor” community health fairs have
been most effective because community members actually get a chance
to see who’s going to be their physician before they need care and they
learn about the services that we offer. That eliminates patients com-
ing into the center and saying, “I didn’t know you had full lab or full
x-ray.” The community health fairs give us a chance to reach a lot of
people with information and to do different kinds of screenings. We
market to daycare centers and schools and this gets the word out that
our clinics see pediatric patients and do sports physicals.

Lessons Learned From Grassroots Activities
Alan Ayers: Have you found any types of grassroots or community
activities that have not worked for your organization?
Gary Derk: Some things work better than others and it’s a lot of trial
and error when it comes to type of initiative. If a center manager
really wants to support a community event that doesn’t hit our tar-
get market, we will try to find a way to get involved. It may turn out
to be valuable or a center manager may learn that it’s not the best
investment of our time. An example might be a Harley Davidson
rally. People aren’t really there to learn about healthcare but we can’t
discount the sheer number of people that such an event will attract.
Some activities provide better ROI than others, but we like to be
involved in the community in all aspects.
Alan Ayers: Tina, are there any grassroots or community marketing
activities that have not worked for Healthcare Express? Can you pro-
vide some insight as to why?
Tina Bell: When I first started, we were inundated with sponsorship
requests. We quickly realized that if we’re donating money or sup-
porting an event, we have to be able to talk to people one-on-one
as part of the outreach. The exception is donation of school supplies.
Just having your name on a banner is great for branding but we just
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truly didn’t see any other
return on that. We had a mar-
keter who was convinced that
handing out water to runners
at every 5K run in our com-
munity was the thing to do.
We let her try it but by the
fourth one, she realized that
the events attract people who
aren’t necessarily from the
community and runners have
no clue who is providing the
water they grab and there is
no opportunity to talk one-
on-one. So, we scratched giv-
ing out water at 5K races. We may run in them as a com-
pany to give back if they’re supporting us or an
organization that way. 
Alan Ayers: It sounds as if Healthcare Express, like Med-
Express, built in some flexibility for your community
educators to try things, learn from experiences, and
move on to other things if necessary.
Tina Bell: We’ve found it helpful to give somebody a
plan that explains what has worked and what hasn’t
worked. Our handbook gives an overview of the Health-
care Express brand, explains why we hire community
educators, and goes through our marketing budget
process and what we look for in a community. It
explains the marketing ROI we’ve found with tradi-
tional tactics since we opened our first urgent care cen-
ter in January 2006 and includes notes from every com-
munity educator we’ve ever had about what they’ve
done. The booklet is a tool on which to base decisions,
but at the same time, they have the freedom to say,
“Sorry; I know that will never work in this community”
or “I’m convinced it’s going to work in this commu-
nity.” We give them the leeway, if it’s not going to break
the company’s budget, to try something once or twice. 
Alan Ayers: Hillary, has Lansing Urgent Care tried any
grassroots activities that haven’t worked?
Hillary Myers: There is a lot of trial and error and there
are also going to be events that lose their luster Just
because an event has been great the past 5 years does-
n’t mean it will be great for the next 5 years. You have
to really pay attention to every event and ask if it’s grow-
ing or are we seeing the same people over and over again
or losing attendees. A $300 banner at a local ball field
is great but being there and being involved—having staff
there for several nights during the season to be intro-
duced to all the attendees—that’s a better use of our dol-

lars. It’s names and faces and
getting deeper into the com-
munity and really building
relationships. 
Alan Ayers: Often, we find
that urgent care providers are
looking for a silver bullet or
secret sauce that is going to
work on every occasion, but it
sounds like your grassroots
strategies have evolved over
time. It’s been a learning
process, with activities that
you tried and learned from,
and events that were hot one

year but didn’t work the next year. Is your overall expe-
rience one of constant change?
Hillary Myers: Most definitely. In one community, a big
event was successful for 10 years and then the organiza-
tion’s focus changed. The next year, I saw that the atten-
dance had dropped by 75% because I was paying atten-
tion to historical numbers but the staff that attended had
no idea that it was a poor event compared to years past.
There has to be someone paying attention and having
a pulse on all that information and data because year
over year you send different people to events. A single
point of contact is critical because we work hard to give
back to the community and we want to do the right
thing. It’s not just about the numbers; it’s about what
your goal is when you’re out in that community, too. 
Alan Ayers: Felicia, what has your experience been?
Felicia Fortune: I would not say that we have done any
grassroots activities that did not work, but certain activ-
ities are market-specific. Community-based health fairs,
for example, work with certain demographics. 

I would recommend that urgent care centers brand
their name by getting involved in the community.
Being involved in community events allows you to
find out who has used your center, and if they used your
center, whether the visits were a success. If our patients
are not satisfied, then there’s no need to be in business.
The best form of advertisement is word of mouth.

Last year, we started a “Patient Ambassador Program”
which allows us to get feedback from our patients about
their visit at AFC. If they had a bad experience we try to
solve their problem as quickly as we can. We ask that all
of our patients who had a great experience tell everyone
they know. We have to make sure that we take care of
the customers that we already have because they are the
ones who will bring more customers. ■
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“Just because an event 
has been great the past 

5 years doesn’t mean it will 
be great for the next 5 years.

You have to really pay
attention to every event 
and ask if it’s growing.”

Hillary Myers
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Overview

A
n estimated 154.7 million Americans over the age of
20 are currently overweight or obese. These Ameri-
cans are at increased risk of disease, including diabetes

mellitus, cardiovascular disease, end-stage renal disease
and cancer. If current trends remain unchanged, an
estimated $861 to $957 billion in health care costs in
2030 will be attributed to obesity. This obesity epi-
demic has resulted in an increase in advertisement of
products aiding weight loss. 

Many Americans use drug therapy as a last resort or
an attempt at quick weight loss. That is not true in all
cases, but whatever the motivation, a decision to use
drug therapy for weight loss should be carefully consid-
ered and directed by a physician knowledgeable about
weight loss management. 

Before a weight loss drug can be prescribed to
patients, it must receive approval from the US Food and
Drug Administration (FDA). In 2012, the FDA approved
two drugs—Qysmia and Belviq—as safe to use for
weight management alongside a reduced-calorie diet
and regular exercise. Before that, it had been 13 years
since a weight loss drug—Orlistat—was approved in
1999. 

The US Federal Food and Drug Administration (FDA)
requires approval of weight loss drug therapies before it
can be prescribed to patients. Until 2012, the FDA has
not approved a drug therapy since Orlistat in 1999. In

the summer of 2012 the FDA approved two drugs—Qys-
mia and Belviq—to be used for weight management
along with a reduced-calorie diet and exercise. 

The FDA initially declined to approve either drug in
2010 because of potential side effects, but both were
approved in 2012 when the FDA determined that the
benefits outweighed the risks. To be prescribed these
medications, patients must have body mass index (BMI)
>27 kg/m2 with weight-related disease or BMI >30 kg/m2

without secondary illness. 

Case Presentation
A 46-year-old obese male presents to an urgent care with

Case Report

Side Effects of New Weight
Loss Medications
Urgent message: With the epidemic of obesity and recent FDA-approval
of weight loss drugs, urgent care providers should be on alert for patient
presentations related to side effects of these agents.
MADISON BEAN and JOHN SHUFELDT MD, JD, MBA, FACEP

Madison Bean is a third year pre-health student at Arizona State
 University. John Shufeldt is principal of Shufeldt Consulting and sits on
the Editorial Board of JUCM.
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C A S E  R E P O R T :  S I D E  E F F E C T S  O F  N E W  W E I G H T  L O S S  M E D I C A T I O N S

his significant other, complain-
ing of hallucinations and an
unremitting, painful erection. 

The patient has been expe-
riencing auditory and visual
hallucinations that began 24
hours ago. He describes his hal-
lucinations as dissociation as if
he is standing next to himself. 

In addition, the patient has
had non-sexually stimulated
painful erection the last 6
hours without relief or testicu-
lar swelling. He denies the
application of any devices
designed to maintain erections.

The patient’s history is significant for poorly con-
trolled diabetes mellitus and hypertension. He denies
any alcohol, tobacco or illicit drug use. His associated
symptoms consist of a generalized headache, upper res-
piratory symptoms, lethargy and loss of appetite, but he
denies any chest pain, shortness of breath or fever. 

Upon further questioning, the patient states he began
using Belviq 2 weeks ago to aid his weight loss and con-
trol his diabetes. His significant other then states he has
been taking double the recommended dose of Belviq in
order to hasten his weight loss for their upcoming wedding. 

Observation and Findings
Physical examination of the patient reveals the follow-
ing:
� Pulse: 63
� BP: 169/102
� RR:18 O2 Sat: 97%
� Temp: 98.7°F 
� Pain Scale: 8/10
� GEN: The patient is diaphoretic and in moderate dis-

tress. 
� HEENT: Horizontal nystagmus on lateral gaze 
� CV: Heart is without murmur, 
� Abdominal exam: Protuberant, soft and non-tender. 
� Genitourinary exam: Positive for an erection,

unchanged for 6 hours per the patient. 
� Extremities: Tremors to all four extremities. 
Mental Status: He is oriented to date, time, and place but
some of his answers are nonsensical. 

Labs/Imaging
It is clear from the patient’s presentation that he needs
to be transferred to a higher level of care.  

While waiting for the ambu-
lance to arrive, a basic set of
labs are obtained. The results
are as follow:
� Point-of-Care Blood Sugar:

43mg/dL
� CBC: WBC 2.3, H/H 10.1/31
� U/A: Unable to obtain
� CXR: Cardiomegaly 
� EKG: Sinus tachycardia

Diagnosis and Treatment
The first clue in this bizarre
constellation of symptoms and
findings is that the patient

admits to taking a more than the prescribed dose of
Belviq. Typical dosing of Belviq is 10 mg twice a day. This
patient admits to taking 40 mg per day in divided doses. 

Side effects of Belviq include priapism and hallucina-
tions. Treatment consists of the patient discontinuing
use of Belviq and closely monitoring his glucose levels.
The patient ultimately needs to follow up with his pri-
mary care physician for changes to his antidiabetic drug
regimen. In the interim, he needs to be emergently
transferred to the Emergency Department for evaluation
and treatment of his priapism. 

Patients who take Belviq and have Type II diabetes
mellitus are at high risk of profound hypoglycemia.
Priapism associated with Belviq is a result of the drug’s
5-HT2c-receptor agonism mechanism of action. 

Bradycarida, leukopenia, and decreases in hemoglo-
bin and hematocrit are also side effects of Belviq. Psy-
chiatric disorders including euphoria, hallucination,
and dissociation have been noted in patients who
exceeded the usual dose.

In addition, the serotonin syndrome side effects of
Belviq include mental status changes, autonomic insta-
bility, neuromuscular aberrations, and gastrointestinal
symptoms. Patients may also experience dyspnea,
dependent edema, congestive heart failure, and a new
cardiac murmur. 

It should be clear that with the potential for serious
side effects, Belviq should not be prescribed without
careful deliberation and a thorough history and physi-
cal examination.  

Qsymia
Qsymia is the second weight loss management drug
approved by the FDA in 2012. Qsymia is a combination
drug consisting of phentermine and topiramate with

“With the potential for 
serious side effects, 

Belviq should not be
prescribed without careful

deliberation and a 
thorough history and 

physical examination.”
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SIDE EFFECTS OF NEW WEIGHT LOSS MEDICATIONS

alternating dosages at Weeks 2 and 12 of therapy. 
Side effects of Qsymia include headache, upper res-

piratory symptoms, acute loss of vision, eye pain, con-
stipation, insomnia, dizziness, paresthesia, palpita-
tions, back pain, nausea, and diarrhea. 

Renal effects consist of increased serum creatinine in
patients, which occurs primarily 4 to 8 weeks into
treatment. Topiramate has been associated with glau-
coma and hyperthermia. 

Hyperchloremic metabolic acidosis can occur due to
decreased serum bicarbonate concentrations from
increased renal bicarbonate loss. Patients on Qsymia
who are also taking antihypertensive medications may
experience hypotension; therefore, close monitoring of
blood pressure and adjustment of medication is recom-
mended in these cases. 

Patients who start on Qsymia and begin to experi-
ence untoward side effects should be slowly weaned off
the medication over 7 days to minimize the risk of
seizure. 

Summary
Both Qsymia and Belviq can cause serious side effects
and they should not be prescribed unless to patients
who have not failed other modalities of weight control. 

Along with diet, exercise, and lifestyle modifi cations,
drug therapy—when used appropriately—may be a
helpful component of treatment for obese patients. 

Given the number of patients who are plagued by
morbid obesity, it is clear that urgent care providers will
be treating patients exhibiting some of the effects and
side effects of weight loss therapy. ■

Priapism is defined as a persistent erection of the penis or clitoris that is not asso-
ciated with sexual stimulation. Experts differ on the length of time of erection used
to define priapism, but most agree it is an erection lasting at least 4 hours.
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T
ooth or tooth-related complaints are common present-

ing issues in patients seen at urgent care centers

because of the limited availability of dental services in

the evenings and on weekends. More patients also are

seeking emergency dental treatment in hospitals or

similar facilities as the U.S. population continues to

age and the number of individuals who are uninsured

(or underinsured) increases.1

Urgent care providers, therefore, need to have some

working knowledge of the management of common

dental emergencies but they may not because physi-

cians typically receive limited training about these prob-

lems. To meet the challenge of diagnosing and manag-

ing dental problems likely to be seen in an urgent are

setting, providers should understand the disease process,

be familiar with the presentation and diagnosis, and be

able to design a treatment protocol to manage a

patient’s injury, relieve his or her pain, and prevent the

spread of the infection.

Oral-related issues often after caused by hard- and

soft-tissue injuries, pain, or infection.2 Most dental

emergencies are localized, but some may spread to
involve fascial spaces (cellulitis), possibly requiring hos-

pitalization and more extensive and expensive systemic

treatment.2

Severe dental infections tend to occur in individuals

Clinical

An Urgent Care Provider’s

Guide to Managing Dental

Emergencies

Urgent message: Patients with tooth-related complaints   

increasingly are presenting to urgent care centers. Managing these cases

can be a challenge because physicians often receive limited training in

this area. 
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S
exual harassment emergedas a major human re-sources issue in the 1990s.Victims of alleged sexualharassment—who can bemen or women—sometimesfind sympathetic juries willaward punitive damages andattorney fees amounting tothousands of dollars againsta business owner—regardlessof whether the owner en-gaged in, or was even awareof, the harassment.

To protect the businessand maintain its reputa-tion, an urgent care opera-tor must create a workplacethat is free of harassmentand promptly deal withany allegations of inappropriate behavior.
What is Sexual Harassment?According to the U.S. Equal Employment Opportunity

Commission, sexual harass-ment involves any unwel-come, one-sided, sexual ad-vances; requests for sexual fa-vors; and other verbal orphysical conduct of a sexualnature that comes from su-pervisors, coworkers, clients,or other individuals in theworkplace. It may be perpe-tratedbymen,women, trans-gendered, or gender-con-fusedpersons;victimsmaybeheterosexual or homosexual,and of the same or oppositesex as the perpetrator.Sexual harassment vio-lates federal and many statelaws that prohibit discrimina-tion, intimidation, retalia-
tion, and other conduct which undermines the integrity
of the employment relationship.Conventional definitions of sexual harassment divide
behavior into one of two categories:

© iStockPhoto.com

Practice Management
Protecting the UrgentCare Center from SexualHarassment Claims

Urgent message: Sexual harassment claims can be costly for an urgent
care operator, not to mention ruinous to a center’s reputation. An urgent
care center should protect itself by having firm policies and procedures
in place to prevent and resolve sexual harassment issues.Alan Ayers, MA, MAcc
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3:15 p.m. at the UCAOA National Urgent Care
Convention and learn how to prepare clinical
and practice management articles and case
reports for JUCM. Lee A. Resnick, MD, Editor-
in-Chief, and other colleagues will explain re-
quirements for submitting articles to JUCM,
and provide guidance on how to structure and
format your paper, how to write clear, practical
prose, and where to find photos. 
Support your specialty by writing for UCAOA
and UCCOP’s official publication. Your col-
leagues will thank you for taking time to share
practical advice on problems they encounter
in day-to-day urgent care practice. And you
may help JUCMwin an award from the Amer-
ican Society of Healthcare Publication Editors.
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H E A L T H L A W

Malpractice Trends in Urgent Care
and Retail Medicine
■ JOHN SHUFELDT, MD, JD, MBA, FACEP with ANDREW SNIEGOWSKI, RN, JD CANDIDATE 2014

O
ver the last 6 years I have written a number of articles on
medical malpractice in urgent care medicine. The good
news is that I am seeing fewer cases despite the fact that

there are more urgent care centers and more patient visits.
The bad news is that I am still seeing the same fact patterns
time and again. 

Failure to diagnose is still the most common claim in all
malpractice suits, including those in urgent care medicine.1

One study of primary care, including urgent care centers,
found that “[p]neumonia, decompensated heart failure, acute
renal failure, cancer, and urinary tract infections were the
most commonly missed diagnoses, although each consisted
of less than 10% of the errors.”2,3 Other accounts vary in re-
gard to which diagnoses are most commonly missed.4

To date, there has not yet been a malpractice suit against
a retail health clinic (RHC) that I have been able to discover.
However, physician supervisors in RHCs may face liability
under an agency theory for the actions of (NPs) and physician
assistants who act as the primary providers in these settings. 

An urgent care center’s status is not exactly a primary
care office, but also not an emergency department, making
it unique both in the marketplace and in terms of liability
exposure.5 In addition, physicians may face vicarious liability
suits for negligent care given by midlevel providers under
their supervision.6 Although there does not seem to be a
compilation of malpractice statistics for urgent care centers,
the anecdotal evidence available from these practices closely
matches the overall statistics for primary care.

Failure to diagnose is the most common malpractice alle-
gation against primary care providers, representing 20% of

all claims.1 One study suggests that this may be due in large
part to failure to reevaluate patients appropriately during
the course of their illness.7 In addition, providers often fail
to adequately document pertinent negatives, leaving them-
selves open to suit for conditions that were not present or
were not detectable at the time a patient was evaluated.7

Another common theme is a lack of continuity of care in ur-
gent care centers. 

Overview and Urgent Care Case Sample
Each of the following fact patterns is consistent with failure to
diagnose. In addition, they are also consistent with other causes
of action that may be unique to the urgent care setting. Specif-
ically, they are illustrative of failure to report patients’ conditions
to a primary care provider, failure to appropriately provide for
follow-up care, and failure to refer patients to a more appropriate
setting for their specific emergent conditions.

$3.75M Settlement for Failure to Diagnose Cerebral
Hemorrhage
A 37-year-old woman presented to an urgent care center
complaining of new-onset headache, nausea, and dizziness.8

No imaging was ordered nor performed. The patient was
given a Toradol injection and instructed to return if the
headache did not subside. She returned the following morning
with continued headache. A different physician saw her, pre-
scribed intramuscular Toradol and Vistaril, and discharged
the woman with instructions to return if the headache re-
turned. The woman returned that evening and while being
seen by a third physician at the same urgent care center, she
lost consciousness. The woman was transferred to the emer-
gency department where computed tomography revealed a
hemorrhaging arteriovenous malformation. The patient sur-
vived but with severe impairment. There is some suggestion
that the payout would have been even larger, but the woman
had returned to her native country (Honduras) for ongoing
care, thus reducing her lifetime cost of care.

John Shufeldt is CEO of Urgent Care Integrated Network
and sits on the Editorial Board of JUCM. He may be con-
tacted at Jshufeldt@Shufeldtconsulting.com. This column
was co-authored by Andrew Sniegowski, a Law Student
at the Sandra Day O’Connor College of Law at Arizona
State University.
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Take-Home Point: Important to document nature of
headache (thunderclap); if it is the worst headache of the pa-
tient’s life; the absence of meningeal signs and focal neuro-
logical deficits, and any family history of cerebral aneurysms. 

$250,000 Arbitration Award for Failure to Diagnose
Glass Fragments in Superficial Laceration
A 9-year-old girl was brought to an urgent care center after
cutting her knee on a glass surface.9 The laceration was
cleaned and sutured, but not x-rayed. Two years later, the
girl developed sudden swelling and tenderness in the effected
knee. Investigation revealed glass left in the knee, which re-
quired surgical removal. Cartilage damage was significant
enough to force the girl to stop participating in gymnastics.
These facts are consistent with reports that failure to appro-
priately image or evaluate wounds is a common problem
for acute care practitioners.8

Take-Home Point: When in doubt, x-ray and explore. If
you x-ray and don’t see it and explore and document lack of
a foreign body, you have at least met the standard. The stan-
dard does not require perfection, only that you thought
about a foreign body and attempted to locate it. 

Failure to Diagnose Pulmonary Emboli
A 44-year-old man reported to an urgent care center with
pleuritic pain.10 He was initially prescribed PO anti-inflamma-
tories and pain medication.1 When his pain did not subside,
the man returned to the urgent care center. This time, an x-
ray was performed, revealing atelectasis and an early infiltrate.
The physician diagnosed pneumonia and prescribed PO an-
tibiotics. The man’s pain improved, but he developed hemop-
tysis. The urgent care center physician instructed the man to
continue the antibiotics and return for a follow-up chest x-ray
in 6 to 8 weeks. The man died of pulmonary embolism 13
days after he first presented to the urgent care center. A mal-
practice suit against the urgent care center and physicians re-
sulted in a settlement for an undisclosed amount.

In a similar case, a patient reported to an urgent care
center after experiencing 6 to 8 weeks of “trouble breathing,
chest tightness, sore throat, runny nose, chills, and fatigue.”11

The physician auscultated rhonchi and rales and performed
a chest x-ray. The patient was diagnosed with pneumonia,
and prescribed PO antibiotics and pain medications. The pa-
tient was instructed to return or to see her primary care
physician if her symptoms got worse or if she vomited. Two
days later the patient was transported from home to the
emergency department with sudden onset of nausea and
vomiting. She died of a pulmonary embolus (PE). The jury in
this case returned a verdict for the defense.

Take-Home Point: Always consider PE for any patient
presenting with respiratory symptoms. PE is an underdiag-

nosed, high-risk miss in urgent care medicine. Documenting
a PERC or WELLS score on the chart goes a long way to
demonstrate that you met the standard of care.

Failure to Diagnose Sepsis
A patient reported to an urgent care center with severe “flu-
like” symptoms.12 His vital signs were taken by a nurse, and
he was evaluated by the urgent care physician, who diag-
nosed a pulled abdominal muscle and prescribed rest and
acetaminophen. The patient was told to return to the urgent
care center if his symptoms continued. Ultimately, the patient
was suffering from sepsis. The next morning he suffered
cardiac arrest and died less than 24 hours later after being
seen in the urgent care center.

Unfortunately, the published opinion did not include the
patient’s vital signs, or any other details of the evaluation at
the urgent care center. Specifically, the decision does not in-
clude the patient’s heart rate, blood pressure, or temperature,
which may have been indicative of his impending septic
shock. However, the fact pattern is consistent with a study
reporting that 16% of patients with a very abnormal vital
sign were discharged from urgent care centers without
reevaluation of that vital sign.7

Take-Home Point: Document vital signs. If abnormal,
address the abnormality and retake. 

Failure to Diagnose Cancer
A patient reported to an urgent care center with a painful
lump in her thigh. The physician diagnosed a pulled muscle
and discharged her.13 She returned with the same problem
and a different physician diagnosed thigh strain after ruling
out a deep venous thrombus. Two months later the patient
returned with the same complaint, which was diagnosed as
muscle spasm. Five months later the patient returned, this
time with significant swelling of the thigh. A CT scan was
performed, and in combination with a biopsy a week later,
revealed cancer.

Take-Home Point: The facts in this case are a bit vague.
My only admonition is that when a patient keeps coming back
without resolution of the symptoms, consider a referral for
further evaluation. The provider did order a venous Doppler,
which was a good thought. I wonder in this particular case if
an x-ray of the patient’s femur would have showed the lesion. 

Each of these fact situations is representative of an urgent

“Always consider PE for any
patient presenting

with respiratory symptoms.”



care provider’s failure to diagnose. These situations are con-
sistent with the statistics showing that failure to appropriately
reevaluate is a common contributor to malpractice suits
based on inappropriate diagnosis. In addition, urgent care
centers may be open for liability under other theories. RHCs,
on the other hand, are not a common target for malpractice
suits but may be an emerging source of physician liability.

Retail Health Clinics
RHCs differ significantly from urgent care centers both in
the market and in terms of liability exposure. As of the latest
available information, there has never been a malpractice
suit against a RHC.14 That may be due to most RHCs’ practices
of transferring or referring any patient who presents with
anything other than the most straightforward of complaints.
Although on the surface, this seems like a logical course of
malpractice risk mitigation, identifying subtle presentations
of significant pathology is in itself very challenging. 

Also note, the physician-as-distant-supervisor model po-
tentially opens physicians to significant liability. In addition,
recent developments in the law surrounding NPs may in-
crease the potential for physician liability in these settings.14

Emerging Areas of Physician Liability for Remote
Supervision
Courts have consistently held that physicians may be liable
under a respondeat superior theory for the negligence of NPs
under the physician’s supervision.14,15 In addition, physicians
may be directly liable for failure to meet the standards of super-
vision.14 This, combined with two developments in NP law, likely
creates increased liability exposure for supervising physicians. 

First, there has been a sharp increase in malpractice suits
against NPs. It has been speculated that this is due primarily
to the increased number of NPs practicing in America, but
the true cause of the increase in the number of suits is not
known. However, the reason for this increase may not matter
to physicians attempting to avoid liability. What is important
to the physician is that as the number of suits against NPs
rises, the inevitability of a suit against a NP under the physi-
cian’s supervision becomes a reality. Given the likelihood that
the physician is believed to have “deeper pockets” and may
be better insured, it is also likely that physicians will increasingly
be named in these suits under a theory of vicarious liability.

Second, in part because of increasing concern over the
popularity of RHCs and the increased number of lawsuits
against NPs, many states have begun instituting stricter re-
quirements for NP practice and supervision.16 The idea behind
these regulations is to decrease the possibility of NPs deliv-
ering care that is below the standard. Whether that policy
goal will be realized remains to be seen. However, the regu-
lations also create greater demand on the physicians acting

as the NPs’ supervisors. Although it is not yet entirely clear
what the legal ramifications will be for a supervising physician
whose subordinate NP fails to meet these new requirements,
it is certain that supervising physicians must remain vigilant
to ensure they understand the regulations and are aware of
whether they are being followed. 

RHCs arguably serve a vital role in alleviating a significant
problem with access to affordable primary care.17 They also
create unique liability concerns for physicians attempting
to oversee the care provided in this setting. To our knowledge,
there has not yet been a successful malpractice suit filed
against a RHC, but it seems that such a suit is inevitable. In
addition, recent legal developments point to increased av-
enues for physician liability in this setting, and increased
complexity in the liability issues physicians will face.

Conclusion
No malpractice statistics specific to urgent care centers have
yet been compiled. However, the anecdotal evidence reflects
the fact that urgent care malpractice suits closely follow the
overall patterns of primary care. Although it is not clear
which conditions are most commonly missed, failure to di-
agnose is almost certainly the most common cause of action
against urgent care centers and physicians. RHCs, on the
other hand, have not yet faced a malpractice suit. Nonethe-
less, these suits and some theories of liability unique to the
RHC setting seem to be inevitable. ■
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In each issue, JUCM will challenge your diagnostic acumen with a glimpse of x-rays, electrocardiograms,
and photographs of conditions that real urgent care patients have presented with.

If you would like to submit a case for consideration, please email the relevant materials and present-
ing information to editor@jucm.com.

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

CLINICAL CHALLENGE: CASE 1

FIGURE 1

The patient, a 67-year-old man, presented after a blow to his left shoulder.

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

Resolution of the case is described on the next page.
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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

FIGURE 2FIGURE 2

Diagnosis: The x-ray reveals a fracture of the acromion (arrows). A sling and follow up with orthopedics are appropriate
for this patient. 

Acknowledgement: Case presented by Nahum Kovalski, BSc, MDCM, Terem Emergency Medical Centers, 
Jerusalem, Israel.
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I N S I G H T S  I N  I M A G E S

CLINICAL CHALLENGE: CASE 2

FIGURE 1

The patient, a 6-year-old girl, presented with a fever and cough.

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

Resolution of the case is described on the next page.
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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

FIGURE 2

Diagnosis: The x-ray reveals consolidation in the right upper lobe and within the consolidation, there is an opacity
(arrow). That does not necessarily mean that an abscess is forming but the patient should be followed closely. 

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

Reconsidering antibiotics for COPD
exacerbation

Key point: Prescribing antibiotics to patients with mild-to-mod-
erate COPD exacerbations who have no change in sputum prob-
ably is unnecessary.
Citation: Miravitlles M, Moragas A, Hernandez S, et al. Is it
possible to identify exacerbations of mild to moderate COPD
that do not require antibiotic treatment? Chest. 2013;144(5):
1571-1577. 

The decision to prescribe antibiotics to patients with moderate
to mild-to-moderate chronic obstructive pulmonary disease
(COPD) exacerbations is usually based on increased sputum,
sputum purulence or worsening dyspnea. Because most patients
fall into the mild-to-moderate category, determining the true
need for antibiotics could greatly reduce the use of antibiotics.

In this small study, the authors reviewed the control group
of patients who were part of a randomized study to see if amox-
icillin/clavulanate was better than placebo in mild-to-moder-
ate exacerbations of COPD. Criteria for exclusion due to sever-
ity was FEV1 <50% predicted. 

Of the 152 patients examined only 20% of patients clinically
failed without antibiotics. A statistical review of the perform-
ance of these criteria as well as point-of-care C-reactive protein
(CRP) levels resulted in only two criteria capable of reducing the
clinical failure rate to 10%. Ten percent was the failure rate with

antibiotics in the original trial. The successful criteria included
a change in purulence in sputum and a CRP >40 mg/L. Because
most urgent care centers do not perform point-of-care CRP test-
ing, sputum change would be most helpful to providers. Al-
though this is a small study in need of prospective confirma-
tion, it does call into question use of antibiotics for all patients
with COPD exacerbations. ■

Steroids for infants at risk of asthma

Key point: Infants at risk of asthma who are diagnosed with
bronchiolitis may benefit from steroids. 
Citation: Alansari K, Sakran M, Davidson BL, et al. Oral dex-
amethasone for bronchiolitis: A randomized trial. Pediatrics.
2013;132(4):e810-816.

Bronchiolitis is a frequent diagnosis in young children at urgent
care centers. Most cases have a viral cause and little treatment
has found to be beneficial. Some guidelines recommend a trial
of albuterol and only suggest further prescription if clinical im-
provement is noted. Whether this indicates possible future
asthma is uncertain. 

This study evaluated another common asthma treatment in
patients with bronchiolitis and risk of asthma. The authors
looked at 200 children at risk of asthma with an average age
of 3.5 months and a diagnosis of bronchiolitis. A risk of asthma
was defined as a diagnosis of atopic dermatitis or a family his-
tory of asthma in a first-degree relative. 

Patients in the treatment group were given dexamethasone
1 mg/kg on day 1 and then 0.6 mg/kg for 4 more days. The meas-
ured outcome was time to discharge from an observation unit,
which was reduced with dexamethasone from 27.1 to 18.6 hours. 

It is hoped that further investigation will be done with a
larger population and more urgent care-appropriate outcomes,

Each Month the Urgent Care College of Physicians (UCCOP) provides a handful of abstracts from or related to urgent care   prac-
tices or practitioners. Sean McNeeley, MD, leads this effort. 

Sean McNeeley is an urgent care practitioner and Net-
work Medical Director at University Hospitals of Cleve-
land, home of the first fellowship in urgent care medicine.
Dr. McNeeley is a founding board member of UCCOP and
vice chair of the Board of Certification of Urgent Care
Medicine. He also sits on the JUCM editorial board.

� Antibiotics for COPD
� Steroids for pediatric asthma
� Antibiotics for skin and soft-tissue

infections
� Viscous lidocaine for pediatric mouth pain

� Post-concussion rest
� Duration of cold and earache in

children
� ER visits for concussion
� Predictors of sore throat complications 

■ SEAN M. McNEELEY, MD



A B S T R A C T S  I N  U R G E N T  C A R E

40 JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  March  2014 www. jucm.com

such as duration of symptoms or reduced need for admission.
For now, consideration of steroids in patients at risk of asthma
and whose clinical status requires further observation or admis-
sion seems appropriate. ■

Antibiotics for skin and soft-tissue infections

Key point: Some antibiotics prescribed for skin and soft-tissue in-
fection may be avoidable. 
Citation: Hurley HJ, Knepper BC, Price CS, et al. Avoidable an-
tibiotic exposure for uncomplicated skin and soft tissue in-
fections in the ambulatory care setting. Am J Med. 2013;126
(12):1099-1106.

Antibiotic resistance continues to be a major concern. Prescrip-
tions for soft-tissue infections are common. The authors of this
study attempted to understand better what prescribing prac-
tice of physicians are for soft-tissue infections and if any reduc-
tion would be appropriate. 

In a retrospective manner the authors reviewed the use of
antibiotics for cellulitis, wound infection and cutaneous abscess.
Avoidable antibiotic exposure was defined as the use of antibi-
otics with broad gram-negative activity, combination antibiotic
therapy, or 10 days or longer of therapy. The authors examined
364 cases and determined that almost half of the patients had
avoidable antibiotic exposures by their definition. 

This study, although interesting, has several limitations. First
the authors’ definition of avoidable antibiotic exposure is far from
universally accepted. The first part regarding gram-negative
coverage is very reasonable, considering that most soft-tissue in-
fections are caused by Staphylococcus or Streptococcus. Further
studies are necessary to confirm that not using combination an-
tibiotics is inappropriate. With the recent increase in the price of
doxycycline, use of a cephalosporin such as cephalexin plus a
sulfa has become more common to cover methicillin-resistant
Staphylococcus aureus and Streptococcus.. The 10-day treatment
cut-off also was unusual, considering that the guidelines refer-
enced by the authors cite durations of 5 to 10 days. The defini-
tion of “uncomplicated” also left few patients in the study group. 

Considering these limitations further study would be help-
ful before the authors’ findings are universally applied. ■

Rethinking viscous lidocaine for pediatric
oral pain

Key point: Viscous lidocaine is no more beneficial than placebo for
improving oral intake in children with painful mouth infections. 
Citation: Hopper SM, McCarthy M, Tancharoen C, et al. Top-
ical lidocaine to improve oral intake in children with painful
infectious mouth ulcers: A blinded, randomized, placebo-con-
trolled trial. Ann Emerg Med. 2013 Nov 7; pii: S0196-0644

(13)01335-8. doi: 10.1016/j.annemergmed.2013. 08.022. [Epub
ahead of print]

Maintaining hydration in children with painful mouth lesion is
difficult. The investigators in this study attempted to see if 0.15
mL/kg of 2% viscous lidocaine would perform better than fla-
vored placebo at 60 minutes. One hundred patients ages 6
months to 2 years were randomized in a double-blind fashion
and fluid intake was assessed at 60 minutes with 4 mL consid-
ered a significant difference. No difference in consumption was
noted between the groups.

This study, although small, should make us rethink use of a
potentially toxic medication without definitive benefit in fluid
intake. Pain scores were not obtained during this study, so this
patient outcome was not evaluated. 

Post-Concussion Physical and Cognitive Rest 

Key point: Once again cognitive rest is proven to be important
to speed of recovery. 
Citation: Brown NJ, Mannix RC, O’Brien MJ et al. Effect of cog-
nitive activity level on duration of post-concussion symptoms.
Pediatrics. 2013 Jan 6; [e-pub ahead of print].

Concussions continue to be a hot topic in the media and with
patients. We continue to learn more about how these injuries
in children should be treated. 

The investigators in this study compared times to recovery
with amount of cognitive activity. This study was performed in
a prospective cohort fashion. A total of 335 patients ages 8 to
23 were assessed by Post-Concussion Symptom Scale as well
as rating of their cognitive activity on a scale of zero to four on
items such as reading, video game playing, and homework.

The mean duration of symptoms was 43 days, which may
not have been longer than expected because this patient pop-
ulation had persistent symptoms at follow up within 3 weeks
of injury. Still, 43 days is surprising. 

The investigators concluded that cognitive activity was as-
sociated with longer duration of recovery. This study provides
further reason to be sure patients understand that rest after a
concussion includes both physical and cognitive function. Also,
with a mean duration of 43 days, the importance of follow up
should be stressed. ■

Duration of cold and earache in children

Key point: The duration of the common cold and earaches in chil-
dren is longer than expected. 
Citation: Thompson M, Vodicka TA, Blair PS, et al. Duration
of symptoms of respiratory tract infections in children: Sys-
tematic review. BMJ. 2013;347:f7027.



Pediatric illnesses such as the common cold, earache, sore
throat and cough are frequently diagnosed. The expected du-
ration of symptoms with these conditions is important to fam-
ilies and providers alike but to date, data on it have been con-
flicting. The authors of this study performed a systematic
review of randomized controlled and observational studies to
determine the duration of these illnesses. Although this analy-
sis is retrospective, the information definitely adds to our un-
derstanding of symptom duration. 

The duration of the following illness is expected to be as
 follows:

� Earache: 7 to 8 days
� Sore throat: 2 to 7 days
� Croup: 2 days
� Bronchiolitis: 21 days
� Acute cough: 25 days
� Common cold: 15 days
� Nonspecific upper respiratory infection: 16 days

It is hoped that this information will help parents understand
how long to expect that their children may have symptoms. ■ 

ER visits for concussion

Key point: Emergency room visits for concussion have almost
doubled in 10 years, but admissions have not increased. 
Citation: Colvin JD, Thurm C, Pate BM, et al. Diagnosis and
acute management of patients with concussion at children’s
hospitals. Arch Dis Child. 2013;98(12):934-938.

As mentioned before, concussions are receiving more attention.
The investigator of this study reviewed medical records from
a large pediatric network to determine the percentage of chil-
dren who were seen for concussion as well as the absolute
number of admissions associated with that diagnosis. 

As expected, the percentage of children seen in emergency
rooms (ERs) for concussion increased from 0.36% to 0.62% be-
tween 2001 and 2010. The number of admissions during that
same period, however, increased only minimally, from 525 to 555.
Although more investigation is needed, this may be evidence that
more patients presented to ERs for evaluation with low-risk
concussions. Perhaps medical costs could be reduced if more of
these patients were seen in urgent care centers rather than ERs. 

The only factors that might confound that hypothesis are
the high percentage of use of computed tomography (CT) in
this study (over 60%) and the relatively low ER cost per
visit. The median adjusted cost per visit without CT was only
$191, whereas with CT it was $695. Unfortunately the inves-
tigators did not look at how the decision to scan compared
to current guidelines, which also would alter the cost of the
visits. ■

Predictors of sore throat complications

Key point: History and physical exam are not predictive of sup-
purative complications of sore throat. Antibiotics also did not ap-
pear to reduce occurrence.
Citation: Little P, Stuart B, Hobbs FD, et al. Predictors of sup-
purative complications for acute sore throat in primary care:
Prospective clinical cohort study. BMJ. 2013;347:f6867

Sore throat is a common complaint in the acute care setting. The
investigators in this study looked at 14,610 patients with complaints
of sore throat. The total percentage of suppurative complications
was just over 1%. Suppurative complications included periton-
silar abscess, otitis media, sinusitis, cellulitis or impetigo. Histo-
ry and physical findings were not significantly predictive of these
complications. Treatment either at the time of visit or delayed did
not alter the incidence of suppurative complications. The only lim-
itation to this study was a lack of comparison of type of antibi-
otics, which might have altered the results. The authors conclud-
ed that availability of follow up was the best way to discover and
treat the low percentage of unpredictable complications. ■

Return to Play Plan for Pediatric Concussion

Key point: Return to play has been a focus of recent concussion
guidelines. This article proposes that a return to learn plan is an-
other aspect that needs our attention.
Citation: Halstead ME, McAvoy K, Devore CD, et al. Return-
ing to learning following a concussion. Pediatrics. 2013;132(5):
948-957. 

When a child with a concussion should return to school can be
just as complex a decision as when to return to play. Concussions
are a difficult diagnosis for both parents and educators and un-
like a broken ankle, they are associated with few visible signs.
This article details the issues and types of plans necessary for
a child with a concussion to return to learn (RTL) as the authors
define it. A team approach to slowly integrate a student back to
school is recommended. The team should consist of parents,
physician, school nurse and teachers. Education about the com-
mon symptoms of concussion and ways to assist are provided
in both tables and forms to test improvement similar to forms
used for return to play. (Samples plans are listed below).

1. Headaches – reduce duration, frequent breaks
2. Visual symptoms – wear sunglasses, reduce brightness of

screens
3. Noise – avoid gyms, band, and crowded corridors be-

tween glasses
4. Concentration/memory – reduce demands 
5. Sleep disturbances – alternate schedules, shorter days,

naps ■

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

Q. Is there a defined set of diagnosis codes for urgent
care services and is there a diagnosis code that in-

dicates the services were urgent?

A. All facilities use the same set of ICD-9 codes to report
the patient’s diagnosis. There are no diagnosis codes to

represent urgent care services, but there are certain procedure
codes you can use to indicate that services were rendered in
an urgent care clinic and also procedure codes to indicate that
the services were urgent.

Healthcare Common Procedure Coding System (HCPCS) Code
S9088, “Services provided in an urgent care center (list in ad-
dition to code for service),” can be billed for every visit in an
urgent care center with an Evaluation and Management (E/M)
code. This code is an add-on code and cannot be billed alone. 

CPT code 99051, “Service(s) provided in the office during reg-
ularly scheduled evening, weekend, or holiday office hours, in
addition to basic service,” is another code that could be billed.
Evening hours are generally considered to start at 5 p.m. This
code was designed to compensate your practice for the addi-
tional costs to provide services during these extended hours and
typically is billed to patients seen after 5 p.m. on Monday through
Friday, and all day on Saturday, Sunday, and federal holidays.

CPT code 99058, “Service(s) provided on an emergency ba-
sis in the office, which disrupts other scheduled office servic-
es, in addition to basic service,” could also be used for patients
who required immediate emergency services. However, some
billers do not use this for services rendered in walk-in clinics.

You will want to check state regulations as well as payor con-
tracts to see whether any of these codes should be billed or not.

Medicare does not reimburse for any of these codes. ■

Q. Is it true that we can now mix 1995 and 1997 guide-
lines when determining the level of service for an

office visit?

A. No. You must use only one set of guidelines for any spe-
cific encounter and you are not required to state which

set of guidelines you are using.  
For services performed on or after September 10, 2013, the sta-

tus of three or more chronic conditions qualifies as an extend-
ed HPI for either the 1997 or 1995 guidelines. This criterion for
an extended HPI is part of the 1997 guidelines and previously could
only be applied when using the 1997 guidelines. The Centers for
Medicare & Medicaid Services (CMS) announced this change in
a FAQ on 1995 and 1997 Documentation Guidelines for Evalua-
tion & Management Services (http://www.cms.gov/medicare/
medicare-fee-for-service-payment/physicianfeesched/
downloads/em-faq-1995-1997.pdf). This is especially good news
for centers that provide primary care services to manage chron-
ic medical conditions. ■

Q. My employer is not providing any ICD-10 training.
What can I do on my own in order to learn more

about ICD-10 without paying hundreds of dollars?

A. There are several entities that offer training, but there
is usually a cost involved. If you are a member of the Amer-

ican Academy of Professional Coders (AAPC), check with your
local chapter or the AAPC national website for classes, semi-
nars, and boot camps at www.aapc.com. 

There are several code translator applications that are also
helpful. AAPC offers one without requiring a membership at
http://www.aapc.com/ICD-10/codes/index.aspx. I would recom-
mend that you also purchase an ICD-10-CM manual and prac-
tice looking up the codes manually. Learn the coding guidelines
and focus on situations you are most likely to encounter. Run

Urgent care codes, E/M
Guidelines, ICD-10
� DAVID STERN, MD, CPC

David E. Stern, MD is a certified professional coder and board cer-
tified in Internal Medicine. He was a Director on the founding Board
of UCAOA and has received the organization’s Lifetime Membership
Award. He is CEO of Practice Velocity, LLC (www.practicevelocity.com),
PV Billing and NMN Consulting, providers of software, billing and ur-
gent care consulting services. Dr. Stern welcomes your questions about
urgent care in general and about coding issues in particular.



a report of your top 100 ICD-9 codes and translate them to ICD-
10 codes. Be aware that if you are accustomed to coding “not-
otherwise-specified” (N.O.S.) ICD-9 codes, you will need to dig
further into more specific codes in ICD-10. 

The ICD-10 code set is so extensive because of its increased
specificity over ICD-9. For example, today we code a finger frac-
ture as 816.00, “closed fracture of phalanx or phalanges of hand,
unspecified.” In ICD-10, you will select a code that indicates
whether it’s an index finger, middle finger, etc., and whether
it is an initial encounter for the fracture or a follow-up visit.

To further illustrate this example, a patient presents with a
displaced fracture of the medial phalanx of her right middle fin-
ger. When using ICD-9, you would use code 816.01, “Closed
fracture of middle or proximal phalanx or phalanges of hand.”
In ICD-10, you would code S62.622A, “displaced fracture of medial
phalanx of right middle finger, initial encounter.” Not only does
the code represent the fracture, but it also reports laterality and
the type of encounter. When reporting fracture codes, you will
be required to use a 7th digit that represents:

� Initial encounter for closed fracture (A)
� Initial encounter for open fracture (B)
� Subsequent encounter for fracture with routine healing

(D)
� Subsequent encounter for fracture with delayed healing

(G)
� Subsequent encounter for fracture with nonunion (K)
� Sequela (S)

There are also instances where you are instructed to report
external cause codes. For example, when coding diagnoses from
Diseases of the Respiratory System (J00-J99), you are instructed
to use additional codes that report:

� Exposure to environmental tobacco smoke (Z77.22)
� Exposure to tobacco smoke in the perinatal period

(P96.81)
� History of tobacco use (Z87.891)
� Occupational exposure to environmental tobacco smoke

(Z57.31)
� Tobacco dependence (F17.-)
� Tobacco use (Z72.0)

Along with practicing looking up the codes, you will also want
to review physician documentation to ensure you are able to
code to the higher specificity of ICD-10 codes. ■

Note: CPT codes, descriptions, and other data only are copyright 2011, American Medical
Association. All Rights Reserved (or such other date of publication of CPT). CPT is a trade-
mark of the American Medical Association (AMA).
Disclaimer: JUCM and the author provide this information for educational purposes only.
The reader should not make any application of this information without consulting with
the particular payors in question and/or obtaining appropriate legal advice.
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T
ooth or tooth-related complaints are common present-

ing issues in patients seen at urgent care centers

because of the limited availability of dental services in

the evenings and on weekends. More patients also are

seeking emergency dental treatment in hospitals or

similar facilities as the U.S. population continues to

age and the number of individuals who are uninsured

(or underinsured) increases.1

Urgent care providers, therefore, need to have some

working knowledge of the management of common

dental emergencies but they may not because physi-

cians typically receive limited training about these prob-

lems. To meet the challenge of diagnosing and manag-

ing dental problems likely to be seen in an urgent are

setting, providers should understand the disease process,

be familiar with the presentation and diagnosis, and be

able to design a treatment protocol to manage a

patient’s injury, relieve his or her pain, and prevent the

spread of the infection.

Oral-related issues often after caused by hard- and

soft-tissue injuries, pain, or infection.2 Most dental

emergencies are localized, but some may spread to
involve fascial spaces (cellulitis), possibly requiring hos-

pitalization and more extensive and expensive systemic

treatment.2

Severe dental infections tend to occur in individuals

Clinical

An Urgent Care Provider’s

Guide to Managing Dental

Emergencies

Urgent message: Patients with tooth-related complaints   

increasingly are presenting to urgent care centers. Managing these cases

can be a challenge because physicians often receive limited training in

this area. 

KATHERINE HURST MSC, MD, and RICHARD E. WALTON DMD, MS
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Katherine Hurst is an Emergency Room Physician at Trinity Muscatine,

Muscatine, Iowa. Richard E. Walton is Professor Emeritus at the

University of Iowa College of Dentistry, Iowa City, Iowa.
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S
exual harassment emergedas a major human re-sources issue in the 1990s.Victims of alleged sexualharassment—who can bemen or women—sometimesfind sympathetic juries willaward punitive damages andattorney fees amounting tothousands of dollars againsta business owner—regardlessof whether the owner en-gaged in, or was even awareof, the harassment.

To protect the businessand maintain its reputa-tion, an urgent care opera-tor must create a workplacethat is free of harassmentand promptly deal withany allegations of inappropriate behavior.
What is Sexual Harassment?According to the U.S. Equal Employment Opportunity

Commission, sexual harass-ment involves any unwel-come, one-sided, sexual ad-vances; requests for sexual fa-vors; and other verbal orphysical conduct of a sexualnature that comes from su-pervisors, coworkers, clients,or other individuals in theworkplace. It may be perpe-tratedbymen,women, trans-gendered, or gender-con-fusedpersons;victimsmaybeheterosexual or homosexual,and of the same or oppositesex as the perpetrator.Sexual harassment vio-lates federal and many statelaws that prohibit discrimina-tion, intimidation, retalia-
tion, and other conduct which undermines the integrity
of the employment relationship.Conventional definitions of sexual harassment divide
behavior into one of two categories:

© iStockPhoto.com

Practice Management
Protecting the UrgentCare Center from SexualHarassment Claims

Urgent message: Sexual harassment claims can be costly for an urgent
care operator, not to mention ruinous to a center’s reputation. An urgent
care center should protect itself by having firm policies and procedures
in place to prevent and resolve sexual harassment issues.Alan Ayers, MA, MAcc
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Presenting as Back Pain
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25 Public Relations in Urgent
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Join Dr. Resnick and the
Editors of JUCM at the National

Urgent Care Convention
Learn How to Get Published in UCAOA

and UCCOP’s Official Publication 
Come to the “JUCM: Author Opportunity
 Forum” session on Tuesday, March 18 at 
3:15 p.m. at the UCAOA National Urgent Care
Convention and learn how to prepare clinical
and practice management articles and case
reports for JUCM. Lee A. Resnick, MD, Editor-
in-Chief, and other colleagues will explain re-
quirements for submitting articles to JUCM,
and provide guidance on how to structure and
format your paper, how to write clear, practical
prose, and where to find photos. 
Support your specialty by writing for UCAOA
and UCCOP’s official publication. Your col-
leagues will thank you for taking time to share
practical advice on problems they encounter
in day-to-day urgent care practice. And you
may help JUCMwin an award from the Amer-
ican Society of Healthcare Publication Editors.
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Dunkirk and Solomons, Maryland
Seeking part-time BC/BE EM, IM, and FP 

physicians to practice urgent care medicine 
at Dunkirk and Solomons Urgent Care 

Centers in Calvert County, Maryland. Enjoy 
a collegial relationship with nurses, mid-level 

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

schedule, and competitive compensation.

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

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

Email: Recruitment@EMAonline.com

WHITE PLAINS URGENT CARE IS SEEKING 
to hire Physician in Westchester, NY. Competitive 
salary and benefits. Email CV at: info@whiteplain
surgentcare.com or call: (914) 448-1000. Fax: 
(914) 448-2000.

BALTIMORE (FULL/PART-TIME). JOIN WELL 
established expanding 10 location Urgent Care 
group in southern Maryland in the Baltimore sub-
urbs offering excellent compensation, bonus and 
benefits with flexible hours and schedules. (800) 
831-5475, donohueandassoc@aol.com.

THE PRACTICE:

 • Full time (40 hours per week)
 • Monday – Friday 7 am – 8 pm (Doctor & APN/PA): Saturday & Sunday 8 am – 5 pm (Doctor only)
 • Weekends and evenings shared among providers
 • Lots of variety including procedures, school and sports physicals, fractures, sutures
 • Experienced Nursing Staff
 • Great location and beautiful facility
 • Onsite X-ray and Lab
 • Opportunity for growth!

THE LOCATION:

 • Located in Bloomington/Normal, Illinois (pop 130,000)
 • Two hours from Chicago, three hours from Indy and St. Louis 
 • 20,000 students attending Illinois Wesleyan and Illinois State Universities. 
 • Businesses such as State Farm Insurance & COUNTRY Life contribute to the thriving economy. 
 • You will fi nd our community friendly, safe and clean. It is a great place to call home!

THE ORGANIZATION: 

Advocate Medical Group, a physician-led, physician-governed multi-specialty group, is part of Advocate Health Care, the largest 
health system in Illinois and one of the largest health care providers in the Midwest.

THE SALARY AND BENEFITS: 

 • Competitive salary with eligibility for bonus incentive
 • A robust benefi ts package Accompanies the position including malpractice with tail coverage, relocation, short and long
     term disability, a selection of family health benefi ts, a portable pension plan and a 401K plan with corporate matching.

EDUCATION:    
 • MD/DO 

CONTACT:

Cathy Nottoli 
Ph: 309-268-2915 • Fax: 309-454-1016 • Email: cathy.nottoli@advocatehealthcare.com

Advocate Medical Group

Immediate Care 

in Bloomington, Illinois

Oldest freestanding in Colorado. Only BC physicians EM, FM, 
GS, PMR. A fi fth clinic opening in mid 2014. Both part-time 
and full-time. Don’t quit practice, join us for a fulfi lling, 

happy, practice environment. 
www.emergicare.org.  Phone (719) 784-6942 

Robert Hamilton, M.D. Emergency and Preventive Medicine.

Colorado’s best: Private practice of EM.

Salem Clinic, P.C., 59+ physician multi-specialty 
group located in Salem, Oregon, has an opening 
for a full-time BC/BE Family Medicine Physician, 
Physician Assistant or Advanced Practitioner for our 
Urgent Care Center. Salem Clinic offers a compre-
hensive benefi t package and competitive income 
guarantee. To learn more about our Clinic, please 
visit our website at: salemclinic.org or call Lindsay 
Course at 503-399-2470. You may also mail, email 
or fax your CV to: Lindsay Course, Salem Clinic, P.C. 
2020 Capitol St. N.E., Salem, OR 97301, E-mail: 
lindsaycourse@salemclinic.org, Fax: 503-375-7429. 

We look forward to hearing from you soon!

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

tice center. Salary, malpractice, flexible schedule, li-
cense fees, bonuses and all condo costs included. 

NO ON-CALL! NO HMO! 
Contact: Dr. Victor Gong

75th St. Medical Center, Ocean City, MD
(410) 524-0075 • Fax: (410) 524-0066

vgongmd@gmail.com
www.75thstmedical.com
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PRESBYTERIAN HEALTHCARE SERVICES
Albuquerque, New Mexico

PHS is seeking BE/BC Family Practice/ED Physicians to work in 

our Urgent Care Centers. There are seven Urgent Care Centers 

in the Albuquerque area. We currently employ over 13 MDs and 

over 20 midlevel providers in urgent care. Competitive pay, 

benefits and performance incentives.

Presbyterian Healthcare Services (PHS) is New Mexico’s 

largest, private, non-profit health care system and named one 

of the “Top Ten Healthcare Systems in America”. Over 600 

providers are employed by PHS and represent almost every 

specialty. Become part of a dynamic and growing Urgent Care 

services group with Presbyterian Health Care. Urgent Care is 

part of a new and exciting Convenience Care Services with 

PHS, focusing on services patients are looking for, fast, 

friendly and high quality urgent care.

For more information contact: Laura Naaz, Physician Recruiter
PO Box 26666, Albuquerque, NM 87125 

lnaaz@phs.org
505-923-8992 • 866-757-5263 • fax: 505-923-5007

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

Online Job Board for 
Urgent Care Professionals

(800) 237-9851 • info@urgentcarecareercenter.com

www.UrgentCareCareerCenter.com

• Search Jobs
• Apply to Jobs Online
• Save Jobs of Interest
• Upload Your Resume
• Receive New Jobs 
   Via Email

Sign Up for 
FREE to:
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Carewell Urgent Care is a rapidly expanding urgent 
care company in New England. Carewell Urgent Care 
is the place to go for fast, caring, and affordable medicine 
for an injury or illness, vacation care, vaccinations and 
physicals. We treat most common illnesses and injuries.
 
Carewell Urgent Care is seeking full-time and part-time 
board certifi ed physicians to join our team. We offer eight 
convenient locations in Massachusetts and one location 
in Rhode Island. We offer a competitive salary and 
excellent benefi ts.   

Benefi ts include:
• Medical, dental, and vision coverage
• LTD, STD, and life insurance at no cost to the employee
• 401K Plan
• Generous Paid Time Off/CME 
• No on-call or overnight shifts
• Earning Incentive Program

For more information, please visit our website at:
www.carewellurgentcare.com 

or contact: hr@carewelluc.com. 

M A R K E T P L A C EC A R E E R S

MARKETPLACE

MEDICAL EQUIPMENTMEDICAL EQUIPMENT

PRACTICES FOR SALE

DOWNTOWN LOCATION FOR LEASE. 1219-1223 
Main Avenue, Clifton, NJ. 9,500 SF (+-) Former 
Dental office. Current floor plan includes exam 
rooms, receptionist/waiting room, and employee 
lounges. Ample plumbing and electric throughout. 
50+ space off street parking. Public Transporta-
tion at door, one mile to Regional Hospital. Call: 
(973) 220-4047. Warren.

Busy, Profitable Urgent Care 
Business for Sale in Delaware 

Call for more information. 

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

tony@mtbizbrokers.com 
www.mtbizbrokers.com

MT CONSULTING

BUSINESS BROKER 
SERVICES

BUSINESS SERVICES

(912) 691-1533

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

least 3,000 hours/year; and treat patients of all ages (unless specifically a pediatric urgent care). 

In this issue: What Percentage of Patients Do Urgent Care Centers Assist in Finding a Primary Care Physician?

PERCENTAGE OF PATIENTS URGENT CARE CENTERS ASSIST IN 
FINDING A PRIMARY CARE PHYSICIAN

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

81% of urgent care centers have a “standard process” in place for helping patients without a regular physician to find
one (n=137). In practice, about 48.4% of patients are actually assisted with a new regular physician (n=135); however,
that average belies the phenomenon that is actually occurring, as shown in this chart. Assistance is provided either at
very high or very low levels, likely tying into whether centers formally provide primary care internally. 
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AccelCare Medical Urgent Care - Pittsford, Rochester, NY
Access Immediate Care, West Chicago, IL
Advanced Urgent Care, Las Vegas, NV
AllBetterCare, Mechanicsburg, PA
AllBetterCare, Carlisle, PA
American Urgent Care, LLC, North Miami Beach, FL
Aspen Medical Center Urgent Care, Sante Fe, NM
Brunswick Urgent Care, Franklin Park, NJ
CareStat Urgent Care,  Abington, PA
CareStat Urgent Care, Folsom, PA
Eastchester Urgent Care, Eastchester, NY
Emcura Immediate Care, Bloomfield Hills, MI
Express Med of King of Prussia, King of Prussia, PA
ExpressCare Urgent Care Center, Bel Air, MD
ExpressCare Urgent Care Center, Dundalk, MD
ExpressCare Urgent Care Center, Elkton, MD
ExpressCare Urgent Care Center - Festival, Bel Air, MD
ExpressCare Urgent Care Center - Overlea, Baltimore, MD
ExpressCare Urgent Care Center, Owings Mills, MD
ExpressCare Urgent Care Center, Parkville, MD
ExpressCare Urgent Care Center, Westminster, MD
ExpressCare Urgent Care Center - Padonia, Cockeysville, MD
Geisinger Careworks, Bloomsburg, PA
Geisinger Careworks, Carbondale, PA
Geisinger Careworks, Danville, PA
Geisinger Careworks, Scranton, PA
Geisinger Careworks, State College, PA
Geisinger Careworks, Williamsport, PA

Liberty Urgent Care, West Chester, OH
Lourdes After Hours, Lafayette, LA
Lourdes After Hours, Breaux Bridge, LA
MD Now Urgent Care - North Miami Beach / Skylake
North Miami Beach, FL
MD Now Urgent Care, Plantation, FL
Newton Urgent Care, Newton, NJ
OMS/Manahawkin Urgent Care, Manahawkin, NJ
Pediatric Immediate Care, Lindenhurst, NY
Pediatric Immediate Care, Brooklyn, NY
Pediatric Immediate Care, Smithtown, NY
Pelican State Outpatient Center, Harahan, LA
Sentara Urgent Care, Gloucester, VA
Sentara Urgent Care Little Creek, Norfolk, VA
Sentara Urgent Care New Town, Williamsburg, VA
Simplicity Urgent Care, Arlington, VA
Temple ReadyCare, Fort Washington, PA
Texan Urgent Care, Bastrop, TX
Texan Urgent Care, Kyle, TX
Throggs Neck Walk In Medical Care, Bronx, NY
Total Access Urgent Care, Town & Country, MO
Urgent Care of Connecticut, Newtown, CT
Urgent Care of Eastchester, Bronx, NY
Urgent Care of Riverdale, Bronx, NY
Urgent-MD, Hewlett, NY
WDH Urgent Care, Lee, NH
West Side Urgent Care, Taft, CA

The Urgent Care Association 
of America congratulates the 
following centers that recently 
earned their Certified Urgent 
Care designation.

We would like to say “Thank You” to all of the Certified 
Urgent Care Centers that have been awarded this 
designation in our program since its inception in 2009. 
We are proud to say that the program has grown to more 
than 600 centers nationwide. If your center is not yet 
certified, we encourage you to apply in 2014.
For more information, visit www.ucaoa.org/certification 
and find out how you can get certified today!

CE

RTIFIED URGENT CARE

Defining Urgent Care Centers



Ben Constante, MD, has a lot on his plate. He started his own 
urgent care center, a large facility with unique décor. He’s also 
skilled at creating memorable birthdays for his three children.

Practice Velocity provides him with:  
• Fast, easy EMR
• Billing performance
• Expert consulting

PV gives Dr. Constante the freedom to be
       the Cake Doctor!

EMR   |   Billing Services   |   Consulting

Toll free: 855-231-3567 
www.PracticeVelocity.com

Call for a demo of PV’s  

#1 Rated Urgent Care EMR.

scan to call now

Check-in to PV.
Check-in to freedom.TM

PRACTICE VELOCITY
Urgent Care Solutions

®
®
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