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LETTER FROM THE EDITOR-IN-CHIEF

The Hidden Costs of
Medical Liability

T
he malpractice debate continues, like a
rerun of Quincy, M.E.—you know the end-
ing , but pretend to be surprised, if only to

justifywhy youwouldwatch the same show
twice (or, in this case, manymore).

The issue of medical liability, while it has
received little attention in the health reform debate, is perhaps
the best example ofwhy changing healthcare, nomatterwhere
you want it to go, is so difficult to achieve. Indeed, the medical
liability debate will forever be just that: a debate, with no end,
with watered down reforms at best. We will never address the
core issues because they are simply “too hot to handle.” Much
like healthcare reform, everybodywants it, and amajority agree
on what is broken, but no one can agree on how to fix it.

Here’s why: On complex issues, humans have a natural ten-
dency to polarize into camps based on perceivedmoral superi-
ority. This protects them from the insecurity of uncertainty and
compromise. Compromise soundsweak, andwhy should I have
to compromise on something when I know I am “right?”

We seek moral comfort on issues; we want black and white,
right orwrong.We runaway fromanythingwith a touchof grey.
The consequenceof ourmorality dilemma is polarization and in-
decision. We huddle into camps with the like-minded. We de-
monize the disbelievers as immoral or insensitive.

Onone sideof themedical liability issue, youhave thosewho
highlight how the fear of liability destroys the very fabric of the
doctor-patient relationship. Every decision ismadewith the fear
of liability looming. This, we argue, results in unnecessary tests,
increased costs, andmore time spent away from patients while
we document everything we can to protect ourselves.

On theother sideare thosewho fear thatwithoutpenalties for
“negligence,” patient safetywill suffer, andevil, no-gooddoctors
will leave patients on operating tables to get in a round of golf.

Now, at the risk of oversimplifying, it is true that patients have
suffered significant, life-alteringharm frompreventablemedical
errors, many that seem grossly negligent in hindsight. I am of-
ten befuddled by howmy colleagues’ care can at times seem so
substandard, so sloppy, andoften filledwith arrogance. But I am
also very cognizant of the immensepressureweworkunder: the
productivity demands, andapayment system that is not onlyun-
just, but breedspoor care.Not tomention themost complex, un-

predictable, and rapidly evolving discipline in theworld. No one
can be the infallible master of all this.

Now,mistakes aremade in every profession, every day.What
makesmedicinedifferent are the consequences. Lifehangs in the
balancewith every decision.Weaccepted thatwhenweentered
this profession. But punitive liability doesnothing tomitigate the
very mistakes it is intending to prevent.

Here’swhy:When liability hangsover everydecision, you sim-
ply create an environment of fear. And this has its greatest im-
pact on themost caring, thoughtful, andastute inourprofession.
The fear of liability significantly changes the practices of the
“good,” distracting them from their most critical mission, dilut-
ing their potential impact onpatient care. All thewhile, the truly
negligent, the arrogant, and the uncaring, are, by nature, obliv-
ious to it all.

Someone forgot to examine the basic human psychology of
a punitive systemof liability in a profession litteredwith uncon-
trollable landmines.Gross,maliciousnegligence, of thekindmal-
practice law should punish, is committed by a tiny minority
who often consider themselves untouchable anyway. Fear of li-
ability doesn’t faze them.

Many of those opposed to tort reformwill argue that a small
minority of cases go to trial, andaneven smallerminority of jury
verdicts favor the plaintiff. They will argue that the system is,
therefore, pretty accurate at identifying gross negligence. What
they fail to address are the thousands of cases that don’t go to
trial, but inflict an incurable harmon thosewhohave had to en-
dure and the fear they have instilled in all of us. You cannot as-
sign adollar cost to the impact of fear, but I can assure you it has
eroded thequality of care our patients receive and thequality of
life our physicians deserve.n

Lee A. Resnick, MD
Editor-in-Chief
JUCM, The Journal of Urgent Care Medicine
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11 Treating Common Upper
Respiratory Tract Infections in an Era
of Increasing Antibiotic Resistance
Common complaints can often be treated with common solutions. When it
comes to choosing the appropriate therapy for upper respiratory tract infections,
however, a healthy view of the big picture is advisable.

By Joseph Toscano, MD
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21 A Child with Constipation
and Swollen Abdomen
Often, malignancies in
children are discovered only
during investigation of a less
ominous complaint,
highlighting the importance of
being vigilant for relevant
signs and symptoms.

By Muhammad Waseem, MD

CASE REPORT

Treatment of Pediatric Community-acquired
Pneumonia in an Urgent Care Center

Most cases of community-acquired pneumonia in
younger patients can be diagnosed in the urgent care
center by non-pediatricians. Subsequent treatment
canhelp reduce the rate of hospitalization. Available only
atwww.jucm.com.

By Deena R. Zimmerman, MD,MPH, IBCLC, Scott
Fields, MD, and NahumKovalski, BSc, MDCM

From dermatophytes to Pityrosporum, infectious fungi are likely to
walk through your door on a fairly regularly basis, both literally and
figuratively. A review of how to identify and treat the more common
types.

IN THE NEXT ISSUE OF JUCM
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It’s likely thatmore than a fewpatientswalk into anurgent
care center secure in their self-made diagnosis of a respi-
ratory infection, for which they would with equal confi-
dence prescribe themselves the latest super antibiotic.

To which the responsible clinician might respond, re-
spectfully, “Not so fast.”

Practitionerswhogivesuchpatients
“what theywant”arenotdoing those
patients any favors, of course. And
that’s thecruxofTreatingCommonUp-
per Respiratory Tract Infections in an
Eraof IncreasingAntibioticResistance
(page 11), in which author Joseph
Toscano,MD argues that clinical diagnosis and testing cou-
pledwith judicioususeofavailable treatments—includingbut
notnecessarilydefinedbyantibiotics—addup tobothappro-
priate care and patient satisfaction.

Dr. Toscanopractices at SanRamonRegionalMedical Cen-
ter and the Palo Alto Medical Foundation in California. He
is also amember of the JUCM Editorial Board.

Less common is a child who presents with what is later
found to be abdominal tumors. In fact,malignancies in chil-
dren are often discovered only through evaluation of symp-
tomspresumed tobeof a relativelybenignnature. This is the
lesson of A Child with Constipation and Swollen Abdomen
(page 21), a newcase report byMuhammadWaseem,MD.

Dr.Waseem is associateprofessorof emergencymedicine
(clinical pediatrics) at Weill Medical College of Cornell Uni-
versity in New York City and attending physician in emer-
gencymedicine at LincolnMedical &Mental Health Center
in the Bronx, NY.

Diagnosingpediatric community-acquiredpneumonia is
not necessarily a straightforwardprocess, either, but the au-
thors of Treatment of Pediatric Community-acquired Pneu-
monia in an Urgent Care Center (Deena R. Zimmerman,
MD,MPH, IBCLC,Scott Fields,MD, andNahumKovalski,
BSc, MDCM) maintain that diagnosis can often be made,
and treatment initiated, by non-pediatricians in the urgent
care center. Their belief is supported by research they con-
ducted at Terem Emergency Medical Centers in Jerusalem,
Israel. This original article is available exclusively at
www.jucm.com.

Also in this issue:
NahumKovalski, BSc,MDCM reviewsnewabstracts on the
debateoverqualityof careat retail clinics, corticosteroidsand
Bell palsy, and thenecessity (or lack thereof) of packing sim-
ple abscesses.
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Frank Leone, MBA, MPH cautions
against viewingnational contracts asan in-
surmountable obstaclewhenpitchingoc-
cupational medicine services to larger
employers.

John Shufeldt, MD, JD, MBA, FACEP
casts urgent care’s fight for recognition in
a historical context.

David Stern, MD, CPC responds to
questionsonbillingS9083 tomultiple car-
riers,codingforrepairofmultiple lacerations,
maximizing IV reimbursement,properuse
ofmodifier -59,andhowtocode formeas-
uring oxygen saturation levels.

Doyouhavean idea foranarticleornew
feature? Maybe an interesting x-ray case
topresent? Letusknow inane-mail toLee
A. Resnick, MD, JUCM’s editor-in-chief, at
editor@jucm.com.

To Submit an Article to JUCM
JUCM, The Journal of Urgent Care Medicine
encourages you to submit articles in sup-
port of ourgoal toprovidepractical, up-to-
date clinical andpracticemanagement in-
formation toour readers—thenation’s ur-
gent care clinicians. Articles submitted for
publication in JUCM should provide prac-
tical advice, dealingwith clinical andprac-
ticemanagementproblemscommonlyen-
countered in day-to-day practice.

Manuscripts on clinical or practice
management topicsshouldbe2,600–3,200
words in length, plus tables, figures, pic-
tures,andreferences.Articles thatare longer
than thiswill, inmost cases, need tobecut
during editing.

We prefer submissions by e-mail, sent
asWord file attachments (with tables cre-
ated inWord, inmulticolumnformat) toed-
itor@jucm.com. The firstpageshould include
the title of the article, authornames in the
order theyare toappear, and thename,ad-
dress, andcontact information (mailingad-
dress, phone, fax, e-mail) for each author.

Before submitting, we recommend
reading “Instructions for Authors,” avail-
able atwww.jucm.com.

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

ANote of Thanks to
Our Peer Reviewers

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

As we begin our fourth year of publication, JUCM remains
committed to publishing articles relevant to the practice of
urgent care medicine, told in an urgent care “voice.”
A key factor in achieving that objective is to work with the

best and the brightest professionals working in urgent care
centers and related companies, as well as academic institu-
tions across the country.
Obviously, this is true of the authors whose work has

appeared in the journal. You know their names. But there’s
another group of individuals without whom we could not in
good conscience call JUCM a peer-reviewed journal.

The accomplished practitioners who have volunteered to
review and comment on articles prior to publication help keep
us “honest” and ensure that our content is relevant to the way
medicine is practiced in the urgent care setting.
The nature of the peer-review process requires anonymi-

ty on a month-to-month basis, but each year we like to collec-
tively thank them for their invaluable contributions.
We are grateful to the following individuals for sharing their

time and expertise—some on more than one occasion—in
reviewing articles that appeared in Volume 3 (October 2008
through September 2009) of JUCM:

Jeffrey P. Collins, MD, MA

Rajesh Davit, MD

Tanise I. Edwards, MD, FAAEM

Ronald J. Ellis, DO, FACOEP

William Gluckman, DO, MBA, FACEP

Joy Green-Hadden, DNP

Akila Iyer, MD

Melvin Lee, MD

Kevin McKee, DO, MS

Genevieve M. Messick, MD

Michael Miller, DO

Matthew P. Mullen, MD

Brian Roberts, MD

Shailendra Saxena, MD, PhD

Joseph Toscano, MD

Adam Wineinger, MD

Mark D. Wright, MD

Donald Yeatts, DDS, MD

If you would like to join our panel of peer reviewers, please e-mail
Harris Fleming, editor of JUCM, at hfleming@jucm.com.
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A
n old friend of mine, Caroline Herring, is a musician who is
launching her fourth album two days from now as I write this.
Even though her reviews have been great, she’s still nervous—

terrified, in fact.
Andwhowouldn’t be? She’s spent countless hours of her life

comingupwith ideas for songs, exploringdifferentways topres-
ent them, finding her voice (not to mention a record contract),
performing those songs in a recording studio…and then she
waits to see if anyone is listening.

If you’ve openedanurgent care center, you know the feeling.
Think about it: you’ve spent countless hours of your life coming
upwith ideas, researching them,gatheringexpert feedback, put-
ting all thepieces together, getting finances in order, developing
a marketing campaign, making all the final touches…and then
you wait to see if anyone comes.

I think we all know the feeling. I know that I do.
Every year, about 15 minutes into the start of the annual Ur-

gent CareConvention,we start planning thenext one.Wemake
topic lists, we note the great speakers, we start thinking about
themes—and for manymonths after that we narrow down our
ideas andchoose faculty andputprogramtogether. Thebrochure
mails…andwewait to see if anyone registers. It’s tortureuntil that
first call.

It’s the same whether you’re opening your first urgent care
center or your 31st. The seedsmay have been plantedwhen you
saw theUCAOAbooth at the ACEP or AAFP Scientific Assembly
inBoston lastmonth, orwhena center openedup in your town,
or when you heard about an old friend who is opening one.

“Hmmm…,” you think to yourself. Then you talk to some
trustedadvisors, pick a site, get some financing, dealwithmoun-
tains of paperwork, staffing, build-out,marketing. Opening day

comes…and you wait for that first patient to pull into the park-
ing lot to confirm it wasn’t all a crazy fantasy. It’s torture!

It may have been fiveminutes since that first patient walked
into your center, or it couldbe fivemonthsor even five years; you
probably still remember that feeling of panic that no onewould
showup—and the tremendous reliefwhen that first persondid!
It’s a commonexperienceweall share,whetherweare “selling”
albums, conferences, or healthcare.

Wewant to gather those experiences fromyou,whether you
were theowner, theofficemanager, thebiller, theprovider, or the
registrar, and share themwith others.

What do you remember about your Opening Day and the
weeks leading up to it?What do you recall andwhat would you
pass along to those who are thinking of following you?

I think this is agreatproject, aswell as a chance for you topass
alongyourwisdoms, great and small, andgiveback to the indus-
try that youbegan. It’s a chance for youhelpothers skip themis-
takes youmade, and build on your successes.

Whether you have one sentence or many pages to share (or
simply have a question about the project), I invite you to send
those remembrances to me at lhorwitz@ucaoa.org.

Let’s seewhatwecangather to sharewitheachother andwith
those who will follow in your footsteps.

By theway, soonwewill be able to share some of the details
of the2010UrgentCareConvention inOrlando, andwehopeyou
will be as excited as we are! If you are not getting the newslet-
terswee-mail eachmonth, youwon’t be among the first to hear
about early, discounted sign-ups for the convention. Thiswould
be a good time to make sure we are on your “safe senders” list
and that we have a current e-mail address for you. n

8 JUCM The Journa l o f Urgent Care Medic ine | November 2009 www. jucm.com

FROM THE EXECUTIVE DIRECTOR

What If We Threw a Party
and No One Came?
n LOU ELLEN HORWITZ, MA

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

“What would you pass along
to those who are thinking of
following in your footsteps?”
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Introduction

U
pper respiratory tract infec-
tions (URTIs) are among
the most common rea-

sons patients seek assistance
in urgent care practice. The
common cold, otitismedia,
acute sinusitis, and acute
pharyngitis are well known
topatient andprovider alike.
Acute bronchitis is a lower
respiratory tract infection,
with features similar to UR-
TIs.These infections aremost
often self-limited and un-
complicated, but the ap-
proach to evaluating each
patient should includeexam-
ining for complications as
well as rarer,more severe dis-
eases that canmimic these simpler, common conditions.
Treatment should include patient education, symptom
management, and the use of antibiotics only if likely to
improve the clinical outcome.
Data showapositive correlationbetween increasing lev-

elsofantibioticuseandincreasingantibiotic resistanceamong

bacteria.1ThoughintheUnit-
ed States there seems to be a
gradually decreasing rate of
antibiotic prescription for
URTIs in general, over-
prescription is still common
and there is an increasing
trendtowardtheuseofbroad-
spectrumantibiotics for these
relatively simple infections.2,3

It is intuitive that a strate-
gy of prescribing antibiotics
only when necessary and
only of the appropriate an-
timicrobial spectrawillmin-
imize thedevelopmentof an-
tibiotic resistance. Guide-
lines describing such use
have beenpublished by sev-
eral organizations (seeTable

1 for links) andwill be the primary subject of this review.

Clinical Diagnosis, Testing, and Important
Complications and Disease Mimics
URTIs are often grouped together because they share a
closely related anatomy and pathophysiology. Themu-

Clinical

Treating CommonUpper
Respiratory Tract Infections
in an Era of Increasing
Antibiotic Resistance
Urgent message: Thorough evaluation and thoughtful prescribing
can help ensure responsible, effective care and patient satisfaction.

Joseph Toscano, MD

© Phototake USA/Bodell Communications, Inc.
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TREATING COMMON RESPIRATORY TRACT INFECTIONS IN AN ERA OF INCREASING ANTIBIOTIC RESISTANCE

cosa of the nose, throat, bronchi, middle ear, and
paranasal sinuses are essentially contiguous and are ex-
posed to similar organisms.
Typically, the area of the respiratory tract that ismost

involved—indicated either by symptoms or on exam—
and the severity of illness yield a clinical diagnosis. The
majority of URTIs are viral in nature, with the remain-
der caused by a narrow-enough range of pathogens
that focused-spectrum antibiotics can be used.

n Symptomsof the commoncold can includenasal con-
gestion anddrainage, sneezing,mild sore throat and
cough, and fever. Nasal symptoms usually predom-
inate; otherwise, thewidespreadnature (sinuses, nose,
throat, chest) of generallymild, though often aggra-
vating, symptoms establishes this diagnosis.

n The acute onset of cough and
higher fever—typically with as-
sociated headache and myal-
gias—generally distinguishes
human, swine, and avian in-
fluenza. These particularly viral
URTIs have higher rates of asso-
ciated morbidity and mortality
and require a different approach
thanwill be discussed in this ar-
ticle. (An excellent review of the
testing, evaluation, and care of
patients with swine-origin
H1N1 virus appeared in the Oc-
tober 2009 issue of JUCM.)

n Whencoughpredominates, bron-
chitis is usually the diagnosis.
Wheezing, even inpatientswith-
outahistoryofbronchospasticdis-
ease, may be noted on exam.
Whencough is associatedwithan
inspiratory whoop (usually seen
only in children) or post-tussive
vomitingor is severe andparoxys-
mal, clinicians should suspect
pertussis, especially when symp-
toms last longer than 14 days. A
higher indexof suspicion (e.g.any
cough illness lastingmore than14
days or severe cough illness of a
shorterduration)will applyduring
an identified pertussis outbreak.4

n Prominent ear pain and abnor-
mal otoscopic findings indicate
otitis media.

n Sinus pain can suggest sinusitis.
n A chief complaint of sore throat typically indicates
pharyngitis.

Sorting through the differential diagnosis of URTIs is
largely a clinical exercise. Analyzing a patient’s sympto-
matology and performing a systematic exam are crucial
to the process of diagnosis and the exclusion of signif-
icant complications or other diseases that can present in
ways similar tomilder forms of infection (seeTable 2).
On the other hand, there are no clinical criteria (e.g.,

the presence of fever, level of discomfort, exam findings,
the color or characteristics of any produced sputum or
mucous) that can be used to reliably distinguish be-
tween bacterial and viral etiologies.

Only a few diagnostic tests are needed when evalu-

Table 1. Clinical Guidelines for the Treatment of Upper Respiratory
Tract Infections

URTI Organization URL for clinical guideline resource (as of July 1, 2009)

Common
cold

ACP

ICSI

www.annals.org/cgi/reprint/134/6/487.pdf*

www.icsi.org/respiratory_illness_in_children_and_adults__guideline_/
respiratory_illness_in_children_and_adults__guideline__13116.html

Acute
sinusitis

ACP

AAP

ICSI

AAO-HNS

IDSA

www.annals.org/cgi/reprint/134/6/495.pdf*

http://aappolicy.aappublications.org/cgi/reprint/pediatrics;108/3/798
.pdf*

www.icsi.org/respiratory_illness_in_children_and_adults__guideline_/
respiratory_illness_in_children_and_adults__guideline__13116.html

www.entnet.org/qualityimprovement/upload/Adult%20Sinusitis%20
Guideline.pdf

Under development—due out in Fall 2010.

Acute
pharyngitis

IDSA

ACP

ICSI

www.journals.uchicago.edu/doi/pdf/10.1086/340949?

www.annals.org/cgi/reprint/134/6/506.pdf*

www.icsi.org/respiratory_illness_in_children_and_adults__guideline_/
respiratory_illness_in_children_and_adults__guideline__13116.html

Acute
bronchitis

ACP www.annals.org/cgi/reprint/134/6/518.pdf*

Acute
otitis
media

AAP

ICSI

http://aappolicy.aappublications.org/cgi/reprint/pediatrics;113/5/1451.
pdf

www.icsi.org/otitis_media/diagnosis_and_treatment_of_otitis_medi
a_in_children_2304.html

ACP, American College of Physicians; ICSI, Institute for Clinical Systems Improvement; AAP,
American Academy of Pediatrics; AAO–HNS, American Academy of Otolaryngology–Head and
Neck Surgery; IDSA, Infectious Diseases Society of America

Compendia of all relevant clinical practice guidelines for URTIs in adults and children, updated
annually, is available for download at:
www.aware.md/HealthCareProfessionals/ClinicalResources.aspx

*Certain ACP and AAP Guidelines are over 5 years old and therefore not considered “current” by
those organizations; however, pending updates, these are the most recent recommendations.
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BRIEF SUMMARY
RELENZA®

(zanamivir)
Inhalation Powder
The following is a brief summary only; see full prescribing information for 
complete product information
1 INDICATIONS AND USAGE
1.1 Treatment of Influenza: RELENZA is indicated for treatment of 

uncomplicated acute illness due to influenza A and B virus in adults 
and pediatric patients 7 years of age and older who have been 
symptomatic for no more than 2 days.

1.2 Prophylaxis of Influenza: RELENZA is indicated for prophylaxis of 
influenza in adults and pediatric patients 5 years of age and older.

1.3 Important Limitations on Use of RELENZA

influenza in individuals with underlying airways disease (such as 
asthma or chronic obstructive pulmonary disease) due to risk of 
serious bronchospasm [see Warnings and Precautions (5.1)].

individuals with underlying airways disease.

in the nursing home setting.

annual basis as recommended by the Centers for Disease Control's 
Immunization Practices Advisory Committee.

mutations could decrease drug effectiveness. Other factors (for 
example, changes in viral virulence) might also diminish clinical 
benefit of antiviral drugs. Prescribers should consider available 
information on influenza drug susceptibility patterns and treatment 
effects when deciding whether to use RELENZA.

by agents other than influenza virus A and B.

influenza has not been shown to reduce the risk of transmission of
influenza to others.

4 CONTRAINDICATIONS
 Do not use in patients with history of allergic reaction to any 
ingredient of RELENZA including lactose (which contains milk proteins) 
[see Warnings and Precautions (5.2) and Description (11) of full prescribing 
informatio)].

5 WARNINGS AND PRECAUTIONS
5.1 Bronchospasm: RELENZA is not recommended for treatment or 
prophylaxis of influenza in individuals with underlying airways disease 
(such as asthma or chronic obstructive pulmonary disease).
 Serious cases of bronchospasm, including fatalities, have been 
reported during treatment with RELENZA in patients with and without 
underlying airways disease. Many of these cases were reported during 
postmarketing and causality was difficult to assess.
 RELENZA should be discontinued in any patient who develops 
bronchospasm or decline in respiratory function; immediate treatment and 
hospitalization may be required.
 Some patients without prior pulmonary disease may also have 
respiratory abnormalities from acute respiratory infection that could 
resemble adverse drug reactions or increase patient vulnerability to adverse 
drug reactions.

Bronchospasm was documented following administration of zanamivir
in 1 of 13 patients with mild or moderate asthma (but without acute 
influenza-like illness) in a Phase I study. In a Phase III study in patients with 
acute influenza-like illness superimposed on underlying asthma or chronic 
obstructive pulmonary disease, 10% (24 of 244) of patients on zanamivir 
and 9% (22 of 237) on placebo experienced a greater than 20% decline in 
FEV1 following treatment for 5 days.

If use of RELENZA is considered for a patient with underlying airways 
disease, the potential risks and benefits should be carefully weighed. If a 
decision is made to prescribe RELENZA for such a patient, this should be 
done only under conditions of careful monitoring of respiratory function, 
close observation, and appropriate supportive care including availability of 
fast-acting bronchodilators.
5.2 Allergic Reactions: Allergic-like reactions, including
oropharyngeal edema, serious skin rashes, and anaphylaxis have been 
reported in postmarketing experience with RELENZA. RELENZA should be
stopped and appropriate treatment instituted if an allergic reaction occurs or
is suspected.
5.3 Neuropsychiatric Events: Influenza can be associated with a
variety of neurologic and behavioral symptoms which can include events
such as seizures, hallucinations, delirium, and abnormal behavior, in some 
cases resulting in fatal outcomes. These events may occur in the setting
of encephalitis or encephalopathy but can occur without obvious severe
disease.

There have been postmarketing reports (mostly from Japan) of
delirium and abnormal behavior leading to injury in patients with influenza 
who were receiving neuraminidase inhibitors, including RELENZA. Because
these events were reported voluntarily during clinical practice, estimates
of frequency cannot be made, but they appear to be uncommon based on
usage data for RELENZA. These events were reported primarily among
pediatric patients and often had an abrupt onset and rapid resolution. The
contribution of RELENZA to these events has not been established. Patients
with influenza should be closely monitored for signs of abnormal behavior. 
If neuropsychiatric symptoms occur, the risks and benefits of continuing 
treatment should be evaluated for each patient.
5.4 Limitations of Populations Studied: Safety and efficacy have not
been demonstrated in patients with high-risk underlying medical conditions.
No information is available regarding treatment of influenza in patients with
any medical condition sufficiently severe or unstable to be considered at
imminent risk of requiring inpatient management.

5.5 Bacterial Infections: Serious bacterial infections may begin with 
influenza-like symptoms or may coexist with or occur as complications 
during the course of influenza. RELENZA has not been shown to prevent 
such complications.
5.6 Importance of Proper Use of DISKHALER: Effective and safe 
use of RELENZA requires proper use of the DISKHALER to inhale the drug. 
Prescribers should carefully evaluate the ability of young children to use 
the delivery system if use of RELENZA is considered [see Use in Specific 
Populations (8.4)].
6 ADVERSE REACTIONS
6.1 Clinical Trials Experience: The placebo used in clinical studies
consisted of inhaled lactose powder, which is also the vehicle for the active 
drug; therefore, some adverse events occurring at similar frequencies in 
different treatment groups could be related to lactose vehicle inhalation.
 Treatment of Influenza: Clinical Trials in Adults and Adolescents: 
Adverse events that occurred with an incidence 1.5% in treatment studies 
(patients 12 years of age) are listed in Table 1.

Table 1. Summary of Adverse Events 1.5% Incidence During 
Treatment in Adults and Adolescents

RELENZA Placebo
(Lactose
Vehicle)

(n = 1,520)Adverse Event

10 mg
b.i.d. 

Inhaled
(n = 1,132)

All Dosing 
Regimens*

(n = 2,289)

Body as a whole
Headaches 2% 2% 3%

Digestive
Diarrhea 3% 3% 4%
Nausea 3% 3% 3%
Vomiting 1% 1% 2%

Respiratory
Nasal signs
and symptoms

2% 3% 3%

Bronchitis 2% 2% 3%
Cough 2% 2% 3%
Sinusitis 3% 2% 2%
Ear, nose, and  
 throat infections

2% 1% 2%

Nervous system
Dizziness 2% 1% <1%

*Includes studies where RELENZA was administered intranasally (6.4 mg 
2 to 4 times per day in addition to inhaled preparation) and/or inhaled 
more frequently (q.i.d.) than the currently recommended dose.

 Additional adverse reactions occurring in less than 1.5% of patients 
receiving RELENZA included malaise, fatigue, fever, abdominal pain, 
myalgia, arthralgia, and urticaria.
 The most frequent laboratory abnormalities in Phase III treatment 
studies included elevations of liver enzymes and CPK, lymphopenia, and 
neutropenia. These were reported in similar proportions of zanamivir and 
lactose vehicle placebo recipients with acute influenza-like illness.
 Clinical Trials in Pediatric Patients: Adverse events that occurred with 
an incidence 1.5% in patients 5 to 12 years old receiving treatment doses 
of RELENZA in 2 Phase III studies are listed in Table 2.

Table 2. Summary of Adverse Events 1.5% Incidence During 
Treatment in Pediatric Patients*

Adverse Event

RELENZA
10 mg b.i.d. Inhaled

(n = 291)

Placebo
(Lactose Vehicle)

(n = 318)
Respiratory 

Ear, nose, and  
 throat infections

5% 5%

Ear, nose, and  
 throat hemorrhage

<1% 2%

Asthma <1% 2%
Cough <1% 2%

 Digestive
Vomiting 2% 3%
Diarrhea 2% 2%
Nausea <1% 2%
*Includes a subset of patients receiving RELENZA for treatment of influenza 
in a prophylaxis study. 

 In 1 of the 2 studies described in Table 2, some additional information 
is available from children (5 to 12 years old) without acute influenza-like 
illness who received an investigational prophylaxis regimen of RELENZA;
132 children received RELENZA and 145 children received placebo. Among
these children, nasal signs and symptoms (zanamivir 20%, placebo 9%),
cough (zanamivir 16%, placebo 8%), and throat/tonsil discomfort and pain
(zanamivir 11%, placebo 6%) were reported more frequently with RELENZA
than placebo. In a subset with chronic pulmonary disease, lower respiratory 
adverse events (described as asthma, cough, or viral respiratory infections 
which could include influenza-like symptoms) were reported in 7 of 7
zanamivir recipients and 5 of 12 placebo recipients.

Prophylaxis of Influenza: Family/Household Prophylaxis Studies: 
Adverse events that occurred with an incidence of 1.5% in the 2
prophylaxis studies (patients 5 years of age) are listed in Table 3.

Table 3. Summary of Adverse Events 1.5% Incidence During 
10-Day Prophylaxis Studies in Adults, Adolescents, and 
Children*

Adverse Event

Contact Cases
RELENZA

10 mg inhaled 
once daily
(n = 1,068)

Placebo
(n = 1,059)

Lower respiratory
Viral respiratory infections 13% 19%
Cough 7% 9%

Neurologic
Headaches 13% 14%

Ear, nose, and throat
Nasal signs and symptoms 12% 12%
Throat and tonsil discomfort 
and pain 

8% 9%

Nasal inflammation 1% 2%
Musculoskeletal
Muscle pain 3% 3%

Endocrine and metabolic
Feeding problems (decreased or 
increased appetite and anorexia)

2% 2%

Gastrointestinal
Nausea and vomiting 1% 2%

Non-site specific
Malaise and fatigue 5% 5%
Temperature regulation 
disturbances (fever and/or chills)

5% 4%

* In prophylaxis studies, symptoms associated with influenza-like illness 
were captured as adverse events; subjects were enrolled during a winter 
respiratory season during which time any symptoms that occurred were 
captured as adverse events.

 Community Prophylaxis Studies: Adverse events that occurred with 
an incidence of 1.5% in 2 prophylaxis studies (patients 5 years of age) 
are listed in Table 4.

Table 4. Summary of Adverse Events 1.5% Incidence During 
28-Day Prophylaxis Studies in Adults, Adolescents, and 
Children*

Adverse Event

RELENZA
10 mg inhaled 

once daily
(n = 2,231)

Placebo
(n = 2,239)

Neurologic
Headaches 24% 26%

Ear, nose, and throat
Throat and tonsil discomfort 
and pain

19% 20%

Nasal signs and symptoms 12% 13%
Ear, nose, and throat infections 2% 2%

Lower respiratory
Cough 17% 18%
Viral respiratory infections 3% 4%

Musculoskeletal
Muscle pain 8% 8%
Musculoskeletal pain 6% 6%
Arthralgia and articular rheumatism 2% <1%

Endocrine and metabolic
Feeding problems (decreased or 
increased appetite and anorexia)

4% 4%

Gastrointestinal
Nausea and vomiting 2% 3%
Diarrhea 2% 2%

Non-site specific
Temperature regulation disturbances 
(fever and/or chills)

9% 10%

Malaise and fatigue 8% 8%

* In prophylaxis studies, symptoms associated with influenza-like illness 
were captured as adverse events; subjects were enrolled during a winter 
respiratory season during which time any symptoms that occurred were 
captured as adverse events.

6.2 Postmarketing Experience: 
 Allergic Reactions: Allergic or allergic-like reaction, including 
oropharyngeal edema [see Warnings and Precautions (5.2)]. Psychiatric: 
Delirium, including symptoms such as altered level of consciousness, 
confusion, abnormal behavior, delusions, hallucinations, agitation, anxiety, 
nightmares [see Warnings and Precautions (5.3)]. Cardiac: Arrhythmias, 
syncope. Neurologic: Seizures. Respiratory: Bronchospasm, dyspnea [see 
Warnings and Precautions (5.1)]. Skin: Facial edema; rash, including 
serious cutaneous reactions; urticaria [see Warnings and Precautions (5.2)].

7 DRUG INTERACTIONS
 The concurrent use of RELENZA with live attenuated influenza vaccine 
(LAIV) intranasal has not been evaluated. However, because of potential 
interference between these products, LAIV should not be administered 
within 2 weeks before or 48 hours after administration of RELENZA, unless 
medically indicated. The concern about possible interference arises from the 
potential for antiviral drugs to inhibit replication of live vaccine virus. 
 Trivalent inactivated influenza vaccine can be administered at any 
time relative to use of RELENZA [see Clinical Pharmacology (12.4) of full 
prescribing information].

8 USE IN SPECIFIC POPULATIONS
8.1 Pregnancy: Pregnancy Category C. There are no adequate and 
well-controlled studies of zanamivir in pregnant women. Zanamivir should 
be used during pregnancy only if the potential benefit justifies the potential 
risk to the fetus.
 Zanamivir has been shown to cross the placenta in rats and rabbits. 
In these animals, fetal blood concentrations of zanamivir were significantly 
lower than zanamivir concentrations in the maternal blood.

Ad_FullPage_Sized:Layout 1  9/16/09  8:18 PM  Page 1



The Journal of Urgent Care Medicine | November 2009 15

RESPIRATORY TRACT INFECTIONS

ating patients withURTIs. Each diseasemimic, however,may have its own
diagnostic test(s), a discussion of which exceeds the scope of this review.
Of course, patients who are toxic-appearing or who are immunosup-

pressed or have other significant comorbidities should be evaluated
very aggressively; the recommendations that follow do not apply to
these subsets of patients.

Appropriate testing
Nodiagnostic testing is required for patients with the common cold. How-
ever, confirming respiratory syncytial virus (RSV) or influenza infection in
febrile pediatric patientswith rapid “point-of-care” testing has been shown
to reassure clinicians and safely decrease antibiotic prescription and unnec-
essary further work-ups for other infections.
Complications and mimics of the common cold include any of the

other URTIs and allergic and vasomotor rhinitis. Typically, the presence
of fever suggests URTI, while ongoing nasal congestion and rhinorrhea in
a patient without fever suggest noninfectious rhinitis.
No diagnostic testing is needed to confirm acute bronchitis, though a

chest radiograph should be performed if pneumonia is suspected. Pneu-
monia may be more likely in an older or ill-appearing patient; if there is
fever, hypoxemia, tachycardia, or tachypnea; or if abnormalities are pres-
ent on lung exam.

Table 2. Upper Respiratory Tract Infection Complications and
Differential Diagnosis

URTI Complications
Differential diagnoses and “can’t
miss” mimics

Common cold Other URTIs Other URTIs
Allergic or vasomotor rhinitis

Acute bronchitis CHF, RAD, COPD
exacerbation

Pneumonia
Exacerbation of RAD, COPD, or CHF
Pertussis

Acute otitis
media

Mastoiditis, tympanic
membrane perforation

Eustachian tube dysfunction
Barotrauma
Otitis externa
Mastoiditis

Acute sinusitis Intracranial infection,
periorbital cellulitis

Common cold
Chronic sinusitis
Meningitis
Wegener’s granulomatosis

Acute
pharyngitis

Peritonsillar or
parapharyngeal space
infections (though may
be separate disease
process); rheumatic fever
and acute
glomerulonephritis (for
Strep)

Peritonsillar or parapharyngeal space
infections
Epiglottitis
HIV primary infection
Infectious mononucleosis
Gonococcal pharyngitis
Kawasaki disease

CHF, congestive heart failure; RAD, reactive airways disease; COPD, chronic obstructive
pulmonary disease; HIV, human immunodeficiency virus

8.3 Nursing Mothers: Studies in rats have demonstrated that zanamivir 
is excreted in milk. However, nursing mothers should be instructed that 
it is not known whether zanamivir is excreted in human milk. Because 
many drugs are excreted in human milk, caution should be exercised when 
RELENZA is administered to a nursing mother.
8.4 Pediatric Use: Treatment of Influenza: Safety and effectiveness of 
RELENZA for treatment of influenza have not been assessed in pediatric 
patients less than 7 years of age, but were studied in a Phase III treatment 
study in pediatric patients, where 471 children 5 to 12 years of age received 
zanamivir or placebo [see Clinical Studies (14.1) of full prescribing 
information]. Adolescents were included in the 3 principal Phase III adult 
treatment studies. In these studies, 67 patients were 12 to 16 years of age.
No definite differences in safety and efficacy were observed between these 
adolescent patients and young adults.
 In a Phase I study of 16 children ages 6 to 12 years with signs and 
symptoms of respiratory disease, 4 did not produce a measurable peak 
inspiratory flow rate (PIFR) through the DISKHALER (3 with no adequate 
inhalation on request, 1 with missing data), 9 had measurable PIFR on 
each of 2 inhalations, and 3 achieved measurable PIFR on only 1 of 2 
inhalations. Neither of two 6-year-olds and one of two 7-year-olds produced 
measurable PIFR. Overall, 8 of the 16 children (including all those under 
8 years old) either did not produce measurable inspiratory flow through 
the DISKHALER or produced peak inspiratory flow rates below the 60 L/
min considered optimal for the device under standardized in vitro testing; 
lack of measurable flow rate was related to low or undetectable serum 
concentrations [see Clinical Pharmacology (12.3), Clinical Studies (14.1) of 
full prescribing information]. Prescribers should carefully evaluate the ability 
of young children to use the delivery system if prescription of RELENZA is 
considered.

Prophylaxis of Influenza: The safety and effectiveness of RELENZA 
for prophylaxis of influenza have been studied in 4 Phase III studies where 
273 children 5 to 11 years of age and 239 adolescents 12 to 16 years of age 
received RELENZA. No differences in safety and effectiveness were observed 
between pediatric and adult subjects [see Clinical Studies (14.2) of full
prescribing information].
8.5 Geriatric Use: Of the total number of patients in 6 clinical studies 
of RELENZA for treatment of influenza, 59 patients were 65 years of age and 
older, while 24 patients were 75 years of age and older. Of the total number 
of patients in 4 clinical studies of RELENZA for prophylaxis of influenza 
in households and community settings, 954 patients were 65 years of age 
and older, while 347 patients were 75 years of age and older. No overall 
differences in safety or effectiveness were observed between these patients 
and younger patients, and other reported clinical experience has not
identified differences in responses between the elderly and younger patients, 
but greater sensitivity of some older individuals cannot be ruled out. Elderly 
patients may need assistance with use of the device.
 In 2 additional studies of RELENZA for prophylaxis of influenza in the 
nursing home setting, efficacy was not demonstrated [see Indications and
Usage (1.3) of full prescribing information].

10 OVERDOSAGE
There have been no reports of overdosage from administration of 

RELENZA.

17 PATIENT COUNSELING INFORMATION
See FDA-Approved Patient Labeling (17.6).
17.1 Bronchospasm: Patients should be advised of the risk of 
bronchospasm, especially in the setting of underlying airways 
disease, and should stop RELENZA and contact their physician 
if they experience increased respiratory symptoms during 
treatment such as worsening wheezing, shortness of breath, or 
other signs or symptoms of bronchospasm [see Warnings and 
Precautions (5.1)]. If a decision is made to prescribe RELENZA 
for a patient with asthma or chronic obstructive pulmonary 
disease, the patient should be made aware of the risks and
should have a fast-acting bronchodilator available. 
17.2 Concomitant Bronchodilator Use: Patients scheduled to take 
inhaled bronchodilators at the same time as RELENZA should be advised to 
use their bronchodilators before taking RELENZA.
17.3 Neuropsychiatric Events: Patients with influenza (the flu), 
particularly children and adolescents, may be at an increased risk of 
seizures, confusion, or abnormal behavior early in their illness. These 
events may occur after beginning RELENZA or may occur when flu is not 
treated. These events are uncommon but may result in accidental injury 
to the patient. Therefore, patients should be observed for signs of unusual 
behavior and a healthcare professional should be contacted immediately 
if the patient shows any signs of unusual behavior [see Warnings and 
Precautions (5.3)].
17.4 Instructions for Use: Patients should be instructed in use of the 
delivery system. Instructions should include a demonstration whenever 
possible. For the proper use of RELENZA, the patient should read and follow
carefully the accompanying Patient Instructions for Use.

If RELENZA is prescribed for children, it should be used
only under adult supervision and instruction, and the supervising 
adult should first be instructed by a healthcare professional [see
Dosage and Administration (2.1)].
17.5 Risk of Influenza Transmission to Others: Patients should be
advised that the use of RELENZA for treatment of influenza has not been
shown to reduce the risk of transmission of influenza to others.
17.6 FDA-Approved Patient Labeling and Instructions for Use:
See separate leaflet.

RELENZA, DISKHALER, and ROTADISK are registered trademarks of 
GlaxoSmithKline.

GlaxoSmithKline
Research Triangle Park, NC 27709

©2008, GlaxoSmithKline. All rights reserved. 
October 2008
RLZ:5BRS

©2009 The GlaxoSmithKline Group of Companies
All rights reserved.       Printed in USA.       RLZ518RO       September 2009
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Those with acute bronchitis symptoms and a his-
tory of asthma, chronic obstructive pulmonary disease,
or congestive heart failure may be having an exacerba-
tion of chronic disease, either as their primary problem,
or triggered by a concomitant chest infection. An assess-
ment of past history and risk factors, as well as physical
exam and, when needed, chest radiograph findings can
usually establish the diagnosis.
Inmost situations, for suspected cases of pertussis, the

recommended strategy involves both polymerase-chain
reaction (PCR) testing and culture, health department
reporting, empiric treatment, and close follow-up. A
lower threshold for empiric treatment will apply during
an indentified pertussis outbreak.4 Local infectious dis-
ease specialists, health departments, and the CDC are
important resources to consult to balance the need to
identify and treat this disease while avoiding treating
everyone who has a prolonged cough with antibiotics.
No testing is necessary tomake the diagnosis of acute

otitis media or sinusitis. There is no proven beneficial
role for sinus radiographs in the diagnosis or treatment
of sinusitis, and CT scanning of the sinuses should be
reserved for refractory or severe cases being treated in
conjunction with specialty care.
The diagnosis of otitismedia should include acute on-

set of ear pain and physical exam evidence of tym-
panicmembrane (TM) inflammation andmiddle-ear ef-
fusion (i.e., bulging TM, air-fluid level, otorrhea, or
decreased TMmobility on pneumatic otoscopy). Mim-
ics of otitis media are usually distinguishable on exam,
and specific palpation of the mastoid process is impor-
tant in any patient with ear pain.
Features traditionally associated with the clinical di-

agnosis of sinusitis—nasal obstruction, purulent nasal
discharge, pain on bending forward, maxillary
toothache, presence of a two-stage illness with sinus
symptoms following a URTI—have variable sensitivity
and specificity.5

One of the more common mimics of acute sinusitis
is the exacerbation of chronic sinusitis. There is no spe-
cific number, but any patient presenting with his or her
“usual sinus infection” three or more times per year
probably requires a different approach than just an an-
tibiotic prescription and a pat on the back. For these pa-
tients, strongly consider a work-up for chronic sinusitis
and its causes (anatomic osteomeatal disease, chronic
rhinitis, etc.), typically in conjunction with a specialist.
And, though it occurs rarely, patients with sinusitis
combinedwith signs of pulmonary and/or renal disease
should be promptly referred for work-up forWegener’s

granulomatosis.
Diagnostic testing does play a role in themanagement

of acute pharyngitis. Older guidelines presented options
for purely clinical diagnosis, emphasizing the cost effec-
tiveness of such an approach, but themost recent recom-
mendations emphasize obtaining positive rapid anti-
gen testing or culture for group A beta-hemolytic
Streptococcus (GABHS) before beginning antibiotic treat-
ment. Some guidelines recommend that, in the face of
an initial negative rapid antigen test, patientswith a high
chance of GABHS (based on age and other risk factors)
should have a throat culture obtained before discharge
from the clinic. Patientswith a prior history of rheumatic
fever are at high risk of recurrence and should be fol-
lowed very closelywhen they develop pharyngitis or any
possible Streptococcal infection.
Any patient with sore throat should be thoroughly ex-

amined for swelling or other abnormalities of the uvula
and peritonsillar and other parapharyngeal spaces.
Drooling, stridor, and trismus are nonspecific but typi-
cally indicate severe disease and the need for urgent spe-
cialty consultation or ED transfer.
In the absence of such severe symptoms, finding any

of these disease mimics at the earliest possible stage re-
quires consideration of the full range of possible diag-
noses—maintaining a high index of suspicion—for
every patient with a sore throat.
Of themany viral etiologies for pharyngitis, some can

result in higher rates of morbidity, including Epstein
Barr virus and cytomegalovirus, both ofwhich can cause
an acute-mononucleosis-type syndromeof fever,malaise,
lymphadenopathy, and frequently splenomegaly and
usually mild hepatitis.
Primary infection with human immunodeficiency

virus (HIV) can result in a similar clinical picture and
should be considered in patients with appropriate
risk factors.
Suspicion of gonococcal pharyngitis is also engen-

dered by risk factor assessment.
Kawasaki disease presents more often as stomatitis

than as pharyngitis, but it is important to keep this di-
agnosis inmind due to the potential complication of af-
fected children developing coronary artery aneurysms.
Suspect the diagnosis and obtain urgent consultation for
children under 10-years-old (particularly under 3 years
of age) with fever for five days ormore, and a syndrome
including conjunctivitis, polymorphous rash or desqua-
mation, cervical lymphadenopathy, and any combina-
tion of fissured lips, stomatitis, pharyngitis, and/or
strawberry tongue.6

T R E A T M E N T O F P E D I A T R I C C O M M U N I T Y- A C Q U I R E D P N E U M O N I A I N A N U R G E N T C A R E C E N T E R
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RESPIRATORY TRACT INFECTIONS

Treatment and Disposition
Toxic-appearing and otherwise unstable patients—those with airway,
breathing, and circulatory compromise—require an aggressive ap-
proach, with initial rapid evaluation and stabilization (supplemental
oxygen and intravenous fluid boluses and airway interventions, if
within the scope of the clinic and clinician) and prompt ambulance
transport to the emergency department.
Patients who have compromised immunity, significant comorbidi-

ties (e.g., chronic obstructive pulmonary disease, pulmonary fibrosis,
cystic fibrosis, congestive heart failure, hepatic and renal disease, etc.),
or refractory, persistent, or frequently recurrent URTIs require more
complex decision-making than that described here.
In general, however, stable, otherwise healthy patients with uncompli-

cated URTIs who aremaintaining their hydration—whowill be the over-
whelmingmajority of patients inmost practices—can be treated very sim-
ply at home.
In every situation, explain to patients what they should expect and dis-

cuss precautions for immediate re-evaluation, as well as specific timing for
return if not improving. Schedule next-day follow-up for patients for
whom the level of illness is unclear. Because every disease has a time
course and even uncommon things will occur the longer one practices,
use good communication and close clinical follow-up as your safety net
for every patient.

Common cold, bronchitis, and viral pharyngitis
Existing clinical practice guidelines emphasize the importance of not pre-
scribing antibiotics for patients with a common cold, acute bronchitis, and
viral pharyngitis. Symptomatic care can include acetaminophen or a non-
steroidal anti-inflammatorymedication (if there are no contraindications)
for fever, aches, and pain. Stronger analgesics may be reasonable in pa-
tients who fail to get relief with these, e.g., to facilitate oral fluid intake
in those with pharyngitis.
Often, patients desire relief from cough; unfortunately, no preparation

has consistently shown clinical benefit. A potential limitation in this re-
search, however, is that comparison is oftenmade with a placebo, yet no
placebo exists for clinicians to prescribe or recommend! It is probable that,
as long as the possible side effects are considered by the patient and
provider, prescription of some sort of cough suppressant is reasonable.
In patient with bronchitis, some studies have shown variable benefit

for the use of beta-agonist inhalers, like albuterol, to help with cough and
chest congestion; the presence of wheezing on exam may indicate a
greater chance of benefit in a particular patient.

Otitis media and acute sinusitis
For both acute otitis media and sinusitis, the decision to treat with antibi-
otics may be based on available guidelines, plus the knowledge that
placebo-controlled studies have shown rates of up to 80% resolutionwith-
out antibiotics for these conditions.7

A study published in 2007 in the British Medical Journal8 estimated that
over 4,000 patients with otitis media would need to be treated with an-
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tibiotics to prevent a serious complication (e.g., mas-
toiditis) in one patient; a similar “number needed to
treat” of over 4,000 applied to preventing serious com-
plications of URTI and sore throat.

Specifically, antibiotic treatment is recommended
for all of those under 6 months of age who have a di-
agnosis of otitis media. There is an option to observe
and withhold antibiotics in children between 6
months and 2-years-old if the diagnosis is uncertain
or the condition is not severe, and for those 2 years
and older unless the diagnosis is certain and the dis-
ease is severe.

When antibiotics are used, focused-spectrum ther-
apy is recommended (see Table 3). Amoxicillin is still
first line, although because of the prevalence of drug
resistance among pneumococcus, a high-dose regimen
(80 mg/kg/day to 90 mg/kg/day, divided BID) is
recommended.

For all patients with otitis media, attention to anal-
gesia (oral and topical) is strongly emphasized. Decon-
gestants and antihistamines have not been shown to

be helpful.9 There are no specific
guidelines for adults with otitis
media.

For acute sinusitis, existing
guidelines recommend using an-
tibiotics in patients with severe
symptoms ormoderate symptoms
that are worsening after five to 10
days or not improved after 10
days. Again, focused-spectrum an-
tibiotics (Table 3) are first line for
uncomplicated infections if antibi-
otics are felt to be necessary.

Studies have yielded a range of
results regarding the use of nasal
steroid sprays, and a Cochrane Re-
view10 of the literature found them
to be possibly effective. Antihista-
mines may cause drying of nasal
secretions and impede drainage,
and are generally avoided in pa-
tients with sinusitis.

Interestingly, some new evi-
dence11 suggests that, though a
specific patient may indeed have
sinusitis, there may be no reliable
clinical indicators to tell a clini-
cian whether antibiotics might be
helpful or harmful to that patient.

GABHS pharyngitis
Penicillin-resistance amongGABHShas been reported to
be nonexistent or extremely rare. (In contrast,macrolide
resistance is rising.) Concerns have been raised regarding
penicillinase activity among other organisms inhabiting
the throat at the same time as a GABHS infection, but
these seem to impact mostly disease-related outcomes
such as culture-proven eradication of the pathogen,
rather than patient-oriented outcomes such as duration
of illness or the development of complications.

For all of these reasons, guidelines continue to recom-
mend penicillin as first-line antimicrobial therapy for
GABHS pharyngitis in patients who are not allergic to
it. For penicillin-allergic patients, a narrow-spectrum al-
ternative antibiotic should be used (Table 3).

Adjunctive systemic corticosteroids for one to three
days (at most) may help decrease pain associated with
GABHS pharyngitis.

T R E ATM EN T O F P E D I AT R I C COMMUN I T Y- A CQU I R E D PN EUMON I A I N AN URG EN T C A R E C EN T E R

Continued on page 28

Table 3. Recommended Antibiotic Regimens for
Uncomplicated Respiratory Tract Infections

Respiratory tract
infection

First-line antimicrobial
therapy Alternate therapy

Common cold None None

Acute sinusitis None or amoxicillin Doxycycline
Trimethoprim/sulphamethoxazole
Cefdinir, cefprozil, cefuroxime, cefpodoxime
Amoxicillin/clavulanate
Respiratory fluoroquinolones
Clarithromycin
Azithromycin

Acute
pharyngitis

Penicillin, if Strep testing
is positive

For penicillin-allergic* patients:
Second-generation cephalosporins
Erythromycin
Clindamycin

Acute bronchitis None None

Acute otitis
media

Amoxicillin (high-dose)
80-90 mg/kg daily
divided BID

Amoxicillin/clavulanate
For penicillin-allergic* patients:
Cefuroxime
Cefdinir
Cefpodoxime
Azithromycin
Clarithromycin
Ceftriaxone

* Some patients who report prior allergy to penicillin also have allergic reactions to
cephalosporins; if a person has had anaphylaxis or other severe allergy to penicillin, it is safest
to avoid cephalosporins.
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Introduction

T
he identification of a pal-
pable abdominal mass in
an urgent care center or

emergency department is
quite concerning, as it rep-
resent a serious underlying
disorder. Any abdominal
mass in a child is usually
considered malignant un-
til proven otherwise. Ab-
dominal tumors are un-
common in children and
can present with pain,
vomiting, or abdominal
mass.

Here, we report on a
child who presented with
history of constipation
and an abdominal mass
that was identified on physical examination and sub-
sequently diagnosed as neuroblastoma.

Case Study
A 15-month-old female presented with a two-day his-
tory of constipation. There was no vomiting, fever, or
abdominal pain. She previously had been in good

health and had seen her
pediatrician regularly. Her
parent also noted her to
have a swollen abdomen,
which they attributed to
“constipation.” She had
been evaluated for this by
her pediatrician and was
taking stool softeners.

Findings
Physical examination re-
vealed a well-developed,
comfortable child with:
n temperature 99°F

(36.9°C)
n pulse 108 beats per min
n BP 99/62 mmHg
n respiration 20 per

minute.

The patient’s abdomen was mildly distended, with
fullness on the left side and flank. A somewhat firm,
nontender, nonmobile mass with rounded margins
was palpable in the left lower quadrant and left lum-
bar regions. No guarding, rigidity, or tenderness was
noted. Bowel sounds were audible. Rectal examination

Case Report

A Child with Constipation
and Swollen Abdomen
Urgent message: Malignancies in children are often discovered only
inadvertently, in conjunction with seemingly less dire presentations.
Awareness of relevant signs and symptoms by the urgent care clinician
can be invaluable in identifying tumors that might otherwise escape
notice until they are at an advanced stage.
Muhammad Waseem, MD
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C A S E R E PO R T : A CH I L D W I T H CON S T I PAT I ON AND SWO L L E N A BDOMEN

revealed no tenderness or masses; rectal vault was
empty. The remainder of the physical examination
was unremarkable.
Other findings included:
n white blood cell count9.3 x103/mcL (11.1x109/L)
n 29.1% neutrophils

n 56.4% lymphocytes
n 12.7% monocytes
n 1.2% eosinophils
n 0.6% basophils
n hemoglobin 11.3 g/dL
n platelet count was 733 x103/mcL
(733 x109/L)

n serum electrolytes were normal
n aspartate aminotransferase 43 U/L
n alanine aminotransferase 16 U/L
n albumin 3.8 g/dL
n bilirubin 0.3 mg/dL
n alkaline phosphatase 188 U/L
n lactic dehydrogenase 317 U/L
(105-215).

n Urinalysis yielded normal findings.
The initial renal ultrasound showed a

retroperitoneal mass in the left flank with-
out hydronephrosis or intrinsic renal
mass (Figure 1). Subsequently, a con-
trast computed tomography (CT) scan of
the abdomen revealed a left retroperi-
toneal mass between the left kidney and
upper lumbar spine, with some displace-
ment of the left kidney (Figure 2). The
urinary catecholamine metabolites, ho-
movanillic acid (HVA), and vanillylman-
delic acid (VMA) were also elevated.
The patient was referred to an affiliated

tertiary care center for sub-specialty care.

Discussion
The child with an abdominal mass pres-
ents a unique challenge. A palpable mass
in the abdomen of a child is a serious
finding, with a fairly extensive differential
diagnosis.
Abdominal masses may occur at any

age, and may have a wide variety of clin-
ical presentations. It is the urgent care
clinician’s role to differentiate between
benign conditions such as constipation
and more serious causes of abdominal
mass (Table 1).

When an abdominal mass is discovered on physical
examination, the immediate goal is to determine its na-
ture and extent. A tentative diagnosis can often bemade
from the presenting symptoms, age of the child, and the
site of mass. Physical examination should focus on the
location, size, andmobility of themass, as well as other

Figure 1.

Renal ultrasound showing a retroperitoneal mass in the left flank.

Figure 2.

A contrast computed tomography (CT) scan of abdomen showing a left
retroperitoneal mass between the left kidney and upper lumbar spine,
with some displacement of the left kidney.
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abnormalities on examination. The examination
should also include measurement of serial blood
pressures and a complete neurological assessment.

The presence of an abdominal mass may indi-
cate the existence of colonic stools or tumors. In
constipation, a mass can be palpated, which is
usually associated with fecal impaction on rectal
examination. Wilms’ tumor and neuroblastoma
(NB) are the two common intra-abdominal masses
in children. These are more prevalent in children
younger than 4 years.

NB is the most common extracranial tumor in
children,1 accounting for 10% of pediatric malig-
nancies. After tumors of the central nervous sys-
tem, it is the most common solid tumor in chil-
dren.2 It is also the most common malignant
tumor of infancy, with 50% of cases occurring in
children younger than 2 years of age and 75% di-
agnosed by the fourth year of life.

The median age at diagnosis is 2 years, but the
tumor may present in the neonate or even in ado-
lescents and adults.3 NB occurs most commonly in
the abdomen (65%), either in the sympathetic
chain or more commonly in the adrenal gland.4,5

After the abdomen, the thorax is the second most
common location of NB (15%) followed by the
neck (1% to 5%) and the pelvis (2% to 3%).6

Clinical Presentation
NB may have diverse clinical features because of its
variable sites of origin, propensity to metastasize,
and secretion of hormones. Clinical features at
presentation depend on the size and location of
the primary tumor, and on whether the tumor has

Table 1. Common Causes of Abdominal Mass
in Children

n Wilms’ tumor
n Neuroblastoma
n Lymphoma
n Polycystic or dysplastic kidney
n Hydronephrosis
n Hepatoblastoma
n Teratoma
n Ovarian cyst
n Constipation/fecal mass

Source: Ruddy RM. emergency presentations of cancer in childhood. Clin
Ped Emerg Med. 2005;6(3):184-191.
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metastasized. Between 50% and 70% of patients with
NB may have metastasis at the time of their presenta-
tion.7 Large masses may cause respiratory distress.
The common sites for distant metastasis include the
bone marrow, liver, and skin.8

The signs and symptoms of this tumor are depend-
ent on the location of the primary tumor, which may
occur anywhere along the peripheral sympathetic
nervous system, and the sites of metastatic disease.
Typically the initial symptoms are nonspecific (gen-
eral malaise, weight loss, unexplained fever), as in
most patients the tumor is either retroperitoneal or in
posterior mediastinum.9

Common symptoms
The common symptoms are:

n abdominal pain or discomfort
n sensation of fullness
n fever
n weight loss.
Although most children present with abdominal

pain or a palpable mass, many present with manifes-
tations of their metastatic disease, including bone or
joint pain and periorbital ecchymosis.

Diagnostic Evaluation
An abdominal mass in a child must be considered ma-
lignant until proven otherwise. As such, any studies
described here but not feasible for the urgent care set-
ting should be facilitated via referral. They are in-
cluded here for the sake of presenting as complete a
picture of the diagnostic process as possible.

When an abdominal mass is detected in a child, im-
aging studies should be performed. Ultrasound is
helpful in the initial evaluation of a child with an ab-
dominal mass, as it is useful in determining the ori-
gin of the mass. It will also help determine whether
the mass is cystic or solid.

Abdominal CT scan is a commonly used imaging
modality for the assessment of a child with abdomi-
nal mass. It offers several advantages in the differen-
tial diagnosis of a possible Wilms’ tumor, such as
confirmation of the intrarenal origin of the tumor, de-
tection of multiple masses, determination of the ex-
tent of tumor, and evaluation of the opposite kidney.

Initial laboratory studies should include a complete
blood count to identify anemia or thrombocytopenia
suggestive of bone marrow invasion. NB produces cat-
echolaminemetabolites, which are used as tumormark-
ers; therefore, a search for specific tumor markers se-

creted by the suspected tumor should also be made.
Elevation of urinary catecholamine metabolites,

homovanillic acid (HVA), and vanillylmandelic acid
(VMA) is used as a diagnostic screen,10,11 as this is pres-
ent in 75% to 90% of patients with NB.12

Differential Diagnosis
Most abdominal masses in infants are due to problems
of the urinary tract. Hydronephrosis andmulticystic kid-
ney are common causes of flank masses at this age.13 If
a mass appears to be in the flank in an older infant or
child, Wilms’ tumor and NB should be considered.

Additional features suggestive of Wilm’s tumor in-
clude fever, abdominal pain, or hematuria.

Hepatoblastoma is the most common primary he-
patic tumor in young children. A high serum alpha-
fetoprotein is often noted.

Lymphoproliferative conditions can also present
with an abdominal mass. A suprapubic mass may be
due to a distended bladder, which in turn may be sec-
ondary to urinary tract obstruction.

Conclusion
The presence of an abdominal mass in children in-
cludes a wide spectrumof diseases. This case emphasizes
the value of performing a careful and thorough physi-
cal examination upon presentation. The presence of an
abdominal mass should generate the suspicion for the
possibility of tumor. n
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Cost and Quality of Care at Retail Clinics
Key point: Quality scores at retail clinics rivaled those at ur-
gent care centers, physician offices, and EDs.
Citation: Mehrotra A, Liu H, Adams JL, et al. Comparing
costs and quality of care at retail clinics with that of other
medical settings for 3 common illnesses. Ann Intern Med.
2009;151(5):321-328.

Professional organizations have raised concerns about the
quality of care that is delivered at store-based retail clinics.
Using claims data from a Minnesota health insurer, investi-
gators searched for episodes of initial care for pharyngitis,
otitis media, and urinary tract infections; they identified
2,100 episodes that occurred in retail clinics and matched
them with 13,070 episodes that occurred in urgent care
centers, physician offices, or emergency departments (EDs).
In addition to location and ailment, cases were matched by
age, sex, comorbidities, and income.
Aggregate quality scores (proportion that met indicators

specific for each condition) were similar for retail clinics,
physician offices, and urgent care centers (64%, 61%, and
63%, respectively) and lower at EDs (55%). Urine cultures for
high-risk patients were ordered less often at retail clinics
than in other settings (30% vs. 55%–58%). Costs per episode

(health plan reimbursements plus copayments) were lower
for retail clinics ($110) than for physician offices ($166), ur-
gent care centers ($156), and EDs ($570).
Many physicians smirk when they hear about care that is

delivered at a retail clinic or at a freestanding “doc-in-the-
box.” This study won’t settle questions about quality of care
in such settings, in part because all settings scored low and
measures were obtained exclusively from claims data. But,
clearly, these services have arisen in response to perceived
needs.
[Published in J Watch Gen Med, September 17, 2009—

Richard Saitz, MD, MPH, FACP, FASAM.]n

Do Corticosteroids and Antiviral Agents
Have Benefits for Patients with Bell Palsy?
Key point: New evidence has emerged regarding the use of cor-
ticosteroids and antiviral agents in Bell palsy.
Citation: Almeida JR, Khabori MA, Guyatt GH, et al. Com-
bined corticosteroid and antiviral treatment for bell palsy:
A systematic review and meta-analysis. JAMA.
2009;302(9):985-993.

Eligible studies were randomized controlled trials comparing
treatment with either corticosteroids or antiviral agents with
a control and measuring at least one of the following out-
comes: unsatisfactory facial recovery (four months), unsat-
isfactory short-term recovery (six week to less than four
months), synkinesis and autonomic dysfunction, or adverse
effects. Eighteen trials involving 2,786 patients were eligible.
Regression analysis identified a synergistic effect when

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

On Retail Clinics, Bell Palsy,
and Abscesses: to Pack or
Not to Pack?
n NAHUM KOVALSKI, BSc, MDCM

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

absUC_1109:Layout 1 10/22/09 9:01 PM Page 26



corticosteroids and antiviral agents were administered in
combination compared with alone.
Meta-analysis using a random-effects model showed cor-

ticosteroids alone were associated with:
n a reduced risk of unsatisfactory recover
n a reduced risk of synkinesis and autonomic dysfunction
n no increase in adverse effects.
In addition:
n Antiviral agents alone were not associated with a re-
duced risk of unsatisfactory recovery.

n When combined with antiviral agents, corticosteroids
were associated with greater benefit than antiviral
agents alone.

n When combined with corticosteroids, antiviral agents
were associatedwith greater risk reduction of borderline
significance compared with corticosteroids alone. n

Simple Abscesses—Can We Poke without
the Pack?
Key point: Packing is not necessary.
Citations: Taira BR, Singer AJ, Thode HC Jr., et al. National
epidemiology of cutaneous abscesses. J Emerg Med.
2009;27:289-292.
O’Malley GF, Dominici P, Giraldo P, et al. Routine packing
of simple cutaneous abscesses is painful and probably
unnecessary. Acad Emerg Med. 2009;16:470-473.

Visits to the emergency department for cutaneous abscesses
more than doubled between 1996 and 2005. Incision and
drainage are the mainstay of treatment. The authors of
these articles challenge the common wisdom that packing
is critical to the care and healing of cutaneous abscesses.
Researchers conducted a prospective, randomized, single-

blinded study of 48 adult subjects presenting to a single
emergency department with simple cutaneous abscesses. All
adult patients with cutaneous abscesses on the trunk or ex-
tremities that required I&D were eligible. Exclusion criteria
included abscesses greater that 5 cm in diameter, preg-
nancy, comorbid medical conditions with possible immuno-
suppression including diabetes, HIV, malignancy, and chronic
steroid use, as well as abscesses on other areas of the body
and head, and a sulfa allergy.
Standard incision, drainage, and irrigation were performed

on each abscess. Subjects were then randomized to packing
with ¼ inch plain gauze or no packing. Pain scores were
measured in the ED using a standard 100-point visual analog
scale (VAS); subjects were asked to record their VAS pain score
twice daily until they were seen in a return visit in 48 hours.
All subjects were prescribed trimethoprim-sulfamethoxazole
(TMP-SMX), ibuprofen, and oxycodone/acetaminophen.
A physician blinded to the study examined each wound at

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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the 48-hour visit and determined the
need for further intervention andmeas-
ured wound erythema, induration, and
fluctuance. Measurements were re-
peated by a second, similarly blinded
physician. All patients were contacted
by phone 10-15 days after the initial
visit to determine if their abscesses had
required additional interventions.

Patients were randomized to the
packing group (n=23) or the non-
packed group (n=25). Only 34 subjects
(66%) returned for the 48-hour fol-
low-up visit. Thirteen were from the
non-packed group and 21 from the
packed group. Four of the patients in
the packed group and five of the pa-
tients in the non-packed group re-
quired intervention at follow-up.

Ten of the 11 patients in the non-
packed group who did not return for
follow-up and were contacted by
phone reported that they did not think
the abscess required re-evaluation and
that they were pain free. Only one of
the three patients in the packed group
who did not follow up was reached and
reported moderate pain but did not re-
turn to the ED.

There was no difference between
the groups in pre-procedural pain
scores. Subjects in the packed group re-
ported higher pain scores in both the
immediate post-procedural period and
at the 48-hour follow up visit. There
was no significant difference in the
amount of ibuprofen taken, but pa-
tients in the packing group took a
mean of 3.1 narcotic pain pills, com-
pared with a mean of 0.91 pills in the
non-packed group.

Given the prevalence of community
acquired methicillin-resistant Staph au-
reus, it is unlikely that we will see a re-
duction in the prevalence of cutaneous
abscesses. However, if the evidence
bears out, elimination of packing of sim-
ple abscesses will save time andmoney
and reduce patient discomfort. n
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URTI, continued from page 18

A note on dehydration
A complication of any of the URTIs in children, and sometimes adults, is
dehydration. Fever and other mechanisms can increase insensible fluid
loss, and malaise and sore throat can decrease fluid intake. Discuss fever
control, analgesia, and appropriate oral hydration with each patient; oc-
casionally providing intravenous fluid rehydration may be necessary.

Patient Satisfaction
There is no evidence that patient satisfaction is related to getting an an-
tibiotic prescription for a URTI. In addition, data show that clinicians are
not able to determine whether any particular patient expects such a pre-
scription or not.
Studies do link patients’ satisfaction to their receiving discussions of

their diagnoses, as well as attention to alleviation of their symptoms.
Several years ago, the concept of a delayed or “safety net” prescription

was introduced. This strategy involved giving a patient an antibiotic pre-
scription, along with instructions to wait for several days of no improve-
ment before filling and beginning to take it. This approach was shown in
several studies to be safe, to reduce antibiotic use, and to be satisfactory
to patients. However, a recent review12 combiningmany studies showed
that prescribing no antibiotic, rather than giving a safety net prescription,
resulted in similar clinical and patient satisfaction outcomes, assuming cli-
nicians felt that is was safe not to prescribe antibiotics for a URTI.

Conclusion
Antibiotic prescribing has a direct impact on the development of antimi-
crobial resistance. URTIs are a common chief complaint in urgent care prac-
tice, and the tendency to overprescribe antibiotics exists. A variety of guide-
lines and data from the medical literature can assure the clinician that
antibiotics are not necessary for the majority of uncomplicated URTIs in
most patients. n
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In each issue, JUCM will challenge your diagnostic acumen with a glimpse of x-rays, electrocardiograms,
and photographs of dermatologic conditions that real urgent care patients have presented with.
If you would like to submit a case for consideration, please e-mail the relevant materials and present-

ing information to editor@jucm.com.

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

CLINICAL CHALLENGE

FIGURE 1

The patient is a 19-year-old male who complains of pain after receiving a blow to the shoulder.

Range of motion is limited due to pain. The patient is otherwise healthy.

View the x-ray taken (Figure 1) and consider what your diagnosis and next steps 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 EI N S I G H T S I N I M A G E S : C L I N I C A L C H A L L E N G E

The correct reading of the image is pseudosubluxation of
the shoulder, which refers to inferior displacement of the
humeral head relative to the glenoid by fluid in the joint cav-
ity, either hemarthrosis or lipohemarthrosis. This is not a
true dislocation.

The radiograph demonstrates a crescent- shaped, low den-
sity region representing fat layering above bloodwithin the
joint space. The humeral head is inferiorly displaced—but
not dislocated—due to distension of the joint.

No fracture line was seen on this film.

Early follow-up with an orthopedist is important. Immedi-
ate management is a sling and ice.

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

FIGURE 2
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Ijust returned from Boston, where the American College of
Emergency Physicians held its national conference. While
there, along with learning (and relearning) some emergency
medicine, I had the chance to walk along the Freedom Trail and
enhance my understanding of our battle for independence.
What continually amazes me is how fortunate we were to
actually succeed. Many times the only thing which turned the
tide and saved the day was the persistence of our founders.
Many historians consider the Siege of Boston (starting af-

ter the battles of Lexington and Concord) to be the beginning
of the Revolutionary War. During the siege, militiamen sur-
roundedBoston, attempting to prevent the British Army,which
was garrisonedwithin Boston, from receiving supplies. To for-
tify his army’s position and prevent the British Navy from sup-
plying the British Army, GeneralWashington sent a 25-year-old
bookseller namedHenry Knox to bring heavy cannons that had
been captured at Fort Ticonderoga in New York all the way to
Dorchester Heights, MA, which overlooked Boston’s harbor.
Over a wet and freezing winter, Knox and his small group

moved 60 tons of artillery by boat, horse-drawn sledges (which
they built), and sheer persistence 300 miles along snow-
packed trails, across two semi-frozen rivers, and through forests
and swamps to the Boston area in 56 days.
Historian Victor Brooks called Knox’s feat “one of the most

stupendous feats of logistics” of the entire war. Ultimately, the
effectiveness of these cannonsmarked the turning pointwhich
eventually forced the British out of Boston.
One of my favorite quotes comes from Calvin Coolidge:
“Nothing in this world can take the place of persistence.

Talent will not; nothing is more common than unsuccessful
people with talent. Genius will not; unrewarded genius is
almost a proverb. Education will not; the world is full of
educated derelicts. Persistence and determination alone are
omnipotent. The slogan ‘press on’ has solved and always will

solve the problems of the human race.”
You may be asking yourself, how is this relevant to urgent

care medicine? More and more I am realizing the “secret
sauce” which seperates the failing (or, at best, marginally
successful) business from the highly profitable endeavor is
simply the persistence of the leadership team.
Urgent caremedicine is engaged in our own Siege of Boston.

There are a number of unknowns which will influence the
eventual outcome of our new speciality. Retail clinics will
eventually figure out how to turn a profit for their investors.
When this happens, how much more of our current patient
volume will be usurped by these groups? Howwill healthcare
reform impact our business?
It seems logical that under any plan to reduce healthcare

costs, urgent care should fair well. However, will we survive
until that happens? How will our rates be affected? We are
already at the low end of the reimbursement continuum and
even trivial rate cuts could erase our already thin margins.
When will the malpractice insurers realize that urgent care

medicine is a risky proposition and raise our premiums?
When will emergency departments improve their

throughput and lower their cost to compete with urgent care
centers and retail clinics?
So Mr. Knox, what’s the game plan? How are we going to

move the cannons and protect our already besiged turf? Here
are some strategies to consider:

n Don’t settle.Health plans are in business tomake a profit
for their shareholders. To accomplish this, they have
three options:
1. Charge higher rates.
2. Reduce utilization.
3. Pay providers less.
Out of those three, guess which one is the easiest?

You guessed it, pit the providers against each other, and
contract with the urgent care who will accept the least
amount of reimbursement. Ever hear of divide and
conquer? It is happening to us. How do we combat it
without being accused of price fixing? Educate the plans
on the value of contracting with urgent care centers and
hold the line on reimbursement.

Persistence
n JOHN SHUFELDT, MD, JD, MBA, FACEP

John Shufeldt is the founder of the Shufeldt Law Firm, as
well as the chief executive officer of NextCare, Inc., and sits
on the Editorial Board of JUCM. He may be contacted at
JJS@shufeldtlaw.com.
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n Practice quality medicine. What influences our mal-
practice rates? The collective industry malpractice ex-
perience. Therefore, if our industry has a disproportion-
ate amount of adverse events, it will affect all of our
rates, no matter our own center’s malpractice history.

I have the “benefit” of reviewing a large number of
malpractice cases brought against urgent care centers
all across the U.S. The vast majority are very preventa-
ble by following a few simple ideas: Urgent care centers
(like emergency departments) typically have “one-off”
encounters where the tolerance for error is low. There-
fore, protect yourself—and most importantly, the pa-
tient—by ruling out the things that will kill them.

I advocate using a liberal number of diagnostic tests.
No one ever died from getting an unnecessary EKG,
CXR, D-dimer, troponin, etc. We typically have one shot
to get it right, so do what is necessary to assure your-
self that the patient does not have an unusual presen-
tation of a deadly condition.

n Use standing orders. Important tasks and tests must
not be overlooked during high volume times. Every
malpractice case I have reviewed could have been eas-
ily prevented by using rational standing orders.

n Use informed consent and document the conversa-
tion. Engage patients in their own healthcare. Appro-
priately documented informed consent is medicine’s
equivalent to Monopoly’s “Get out of Jail Free” card.

n Invest in a state-of-the-art electronic health records
system. Thiswill allow the provider to accurately record
the patient’s treatment, discharge instructions, and in-
formed consent. Let the patient take home an electronic
or paper copy of the record so that they can share it with
their personal physicians.

n Stick together. Don’t denigrate your competitors de-
spite what they may be saying. There will be enough
people criticizing urgent care centers without us trash-
talking our own. As Ben Franklin said, “We must hang
together, gentlemen...else, we shall most assuredly
hang separately.”

As a discipline, if we simply hold the line on reimburse-
ment, practice qualitymedicine, and stick togetherwewill en-
joy the longevity that our specialty and our patient’s deserve.

In other words, we have to persist and thrive in the face of
a myriad of challenges.

Sowhat happened toHenry Knox?Hewas repeatedly pro-
moted and was eventually named the first Secretary of War.
Hewent on to champion rights forNative Americans and later
retired toMaine.Most importantly, his extraordinary accom-
plishments paved theway for our eventual independence.n

At its core, JUCM, The Journal of
Urgent Care Medicine is a forum for the exchange
of ideas and a vehicle to expand on the core
competencies of urgent care medicine.

Nothing supports this goal more than Insights in
Images, where urgent care practitioners can share
the details of actual cases, as well as their expertise
in resolving those cases. After all, in the words of
UCAOA Executive Director Lou Ellen Horwitz,

everyday clinical practice is where
“the rubber meets the road.”

Physicians, physician assistants, and nurse
practitioners are invited to submit cases, including
x-rays, EKGs, or photographic displays relating to an
interesting case encountered in the urgent care

environment. Submissions should follow the format
presented on the preceding pages.

If you have an interesting case to share, please
e-mail the relevant images and clinical information

to editor@jucm.com. We will credit all whose
submissions are accepted for publication.

Share Your
Insights

THE JOURNAL OF URGENT CARE MEDICINE
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Q.Webill S9083 to several carriers. Occasionally, a pa-
tient will have secondary insurance. If the primary

insurance is contracted to pay the S9083 code but trans-
fers the balance to the deductible, how dowe bill the sec-
ondary carrier if they do not accept the code?

- Question submitted by Paula Seify, Back Office MD

A.Many secondary payors do not accept S9083, but these
payors still will often cover the actual services that

were rendered under this code if you bill themusing typical fee-
for-service codes.

Tomy knowledge, there is no official CMS or AMAguideline
for appropriate coding to a secondary payor under this situa-
tion. Most coders would suggest that you recode the services
using standard coding methods, i.e., E/M, CPT, and HCPCS
codes as appropriate.

In order to avoid compliance issues, the total dollars billed
for the aggregate of these codes, however, should not exceed
the initial amount billed to the primary insurance under the
S9083 code. n

Q.A 25-year-old new patient presented to our urgent
care centerwith two lacerations—a 2 cm laceration

onthe faceanda2.2 cmonthe leg.Hewasotherwisehealthy.
Can I code an E/Mcode since I spent 45minutes for both

suture repairs, thenadd 12011 for the facial laceration repair
and12001 for the legwithmodifier -51, as therearemorethan
one laceration? I knowthatwecanadd the twocuts intoone
anduse 12004,but Iwonder ifbilling thiswayyouwouldget
less reimbursement since there are two different sites.

- Physician, Name withheld, California

A.Letme answer in several parts. First, the time spent re-
pairing the laceration should not count toward an E/M

code, as this time is already accounted for in the code(s) for the
laceration repair.

Second, is it appropriate to code an E/M code? You say that
he was “otherwise healthy,” so I assume that you took an ap-
propriate history and performed an appropriate physical exam.
Is this information documented and separately identifiable in
the chart? If so, then you may code for the E/M that is appro-
priate for this documentation and medical complexity. You
need to add modifier -25 to the E/M code to indicate that the
E/M was performed in addition to the procedure(s).

Third, the coding method that gets more reimbursement
should not determine code selection. Instead, use the compli-
ant method per CPT, CMS, or other applicable payor.

Fourth, if the laceration repairs are of the same complexity
and if the laceration repairs are located in anatomic regions that
are grouped together under the same general heading in the
code descriptors for that complexity of laceration repair, then
the coder should add the lengths of the two lacerations together
to determine the appropriate CPT code. In your example, how-
ever, the anatomic locations (face and left leg) are not grouped
under the same general heading for simple laceration repairs.
Thus, you shouldnot add the lengths of the lacerations together.
Instead, you should code each laceration separately, with 12001
(Simple repair of superficial wounds of scalp, neck, axillae, ex-
ternal genitalia, trunk, and/orextremities (including hands and
feet), 2.5 cm or less) and 12011 (Simple repair of small wound
of facial area, 2.5 cm or less).

Remember to measure the lacerations after the repair is
completed. n

Q.Wehadapatientwhoneeded intravenous fluids and
monitoring for five hours.We found the CPT codes

96360-96361 to use for the intravenous hydration thera-
py.However, thedoctor cannotbelieve thepaltry reimburse-
ment for these codes is correct. We did bill an office visit
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S9083 & Secondary Insurance,
Laceration Repair, andMore
n DAVID STERN, MD, CPC

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

Dealing with prospective client companies such as Walmart
that are theoretically wed to a national contract is a rel-
atively common obstacle that may seem virtually impos-

sible to overcome.
Do not, however, view such contracts as impenetrable

walls; they can be dealt with in many ways.

All Contracts are Not Created Equal
When an employer cites a contractual obligation, much may
be left unsaid. Indeed, contracts come in various sizes and
shapes. A contract can be:

n local, regional, or national
n prospect-specific (relevant only to that company in
that locale) or part of a contract that affects an entire
national chain (e.g., Home Depot)

n limited in scope or all-inclusive
n binding to the prospect company or discretionary
n simply a price discount that can be matched or sold
over by another provider.

Given these variants, there are many ways that an urgent
care clinic can approach a contractually bound prospect. You
must first, however, ferret out the nature of the contract or
perceived obligation. You should pose questions such as:

n Is the contract for a specific time period?
n Do you or your local office have unilateral authority in
arriving at a contractual relationship? If not, who is re-
sponsible for a final decision?

n Exactly what services does the contract cover?
n What other types of occupational health-related serv-
ices does your company use that are not specifically

bound to the contract?
n To what degree is the contract binding to your com-
pany?

n In what way, if any, might another provider bid for your
company’s business?

n (If the contract is merely a guaranteed price discount):
Beside price, what other things does your company
consider when valuating the return on your investment
for health and safety support?

In sum, probe to get the facts, look for openings when
they occur, and learn to separate opportunities from closed
doors.

Remember: You Have Other Things to Sell
Your urgent care center’s occupational health strategy should
include product expansion, rather than simply maintaining
a static, narrow program. A portfolio-expanding strategy also
provides your clinic with a series of fallbacks if and when you
are unable to overcome a contractually bound objection.

Existing Contracts Can Mean Opportunity
Assume for a moment that a national player makes even
greater inroads with national contracts and that many of
your best prospects become wed to such contracts. Such a
theoretical crisis should be viewed as an opportunity.
As provision of core occupational health services be-

comes less cost effective and as national obligations poten-
tially erode relationships with your clients or prime
prospects, it becomes necessary to develop and offer sup-
plemental services (specialized screenings, wellness services,
executive health, travel medicine, etc.).

You Don’t Have to Bat 1.000
At .365, the Minnesota Twins’ Joe Mauer had the highest bat-
ting average in the major leagues in 2009. Accolades aside,
Mr. Mauer’s .365 batting average also indicates that he

Overcoming the National
Contract Barriers
n FRANK H. LEONE, MBA, MPH

Frank Leone is president and CEO of RYAN Associates
and executive director of the National Association of
Occupational Health Professionals. Mr. Leone is the author
of numerous sales and marketing texts and periodicals,
and has considerable experience training medical profes-
sionals on sales and marketing techniques. E-mail him at
fleone@naohp.com. Continued on page 37
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failed to get a hit 63.5% of the time. So it is with a sales pro-
fessional in almost any industry. You have to anticipate a
mix of home runs, base hits, walks, and strikeouts.

A company’s national contract obligation may in fact
close the door on your clinic—at least for the time being. It
is inevitable and part of your sales management function.
However, remember to ask questions and probe to seek op-
portunities when dealing with such companies. Nowadays,
outright resignation seems to be the norm, thus negating
opportunities that may be only a question or two away.

National contracts suggest that occupational health
services are a commodity, when in fact they should be seen
in terms of a relationship. Armed with such an under-
standing, the national contract roadblock should be viewed
as less onerous than it is in many cases.

The accompanying table presents a series of appropri-
ate responses to common contract scenarios. n

Condition Strategy

Long-term contract Probe for other service
needs

Short-term contract Position to bid for business
at conclusion of contract

Contract with actual
company

Stay in touch with decision
maker

Contract with national
office

Identify contact and
correspond with national
office

Meeting with decision
maker

Learn hot buttons; stay in
touch

Decision maker in home
office

Identify contact and
correspond with national
office

Contract covers limited
scope of services

Tout value of your broad,
integrated services

All, or nearly all, exclusive
contract

Look for missing pieces

Contract compliance is
mandatory

Look for missing pieces

Contract compliance is
discretionary

Treat as traditional prospect;
emphasize ROI

Contract involves price
discount

Emphasize ROI issues

Contract involves vague
obligation

Treat as traditional prospect

"Outright resignation negates
opportunity that may be
a question or two away."

in addition to the intravenous hydration. Is this all we can
bill? Does this seem right to you?

- Question submitted by Nicole, First Health Medical, Fresno, CA

A.You are using the correct codes. Don’t forget, however,to list the 96361multiple times (once for each additional
hour after the first hour) when appropriate. If the visit in ques-
tion is properly documented, for example, you would code an
E/M code (e.g., 99203), 96360, 96361 x 4. n

Q.Is it appropriate to add modifier -59 to after-hour
codes?

- Question submitted by Sharon Dear

A.Using modifiers on these codes is not helpful for com-pliance or reimbursement. Modifier -59 is for pointing
out to a payor that you are referring to a service thatmight oth-
erwise be bundled into another code, but because of special
circumstances, they are really distinct. For the NCCI edits, the
primary purpose of modifier “-59” is to indicate that two or
more procedures are performed at different anatomic sites or
during different patient encounters. n

Q.Can 94760 (Non-invasive ear or pulse oximetry for
oxygen saturation; single determination) be re-

imbursed in addition to an E/M code?
- Question submitted by Linda, Keith & Co., El Cajon, CA

A.The code 94760 should be used only when the physi-
cian orders a singlemeasurement of oxygen saturation

(O2sat) level. Do not use this codewhen the clinic is document-
ing pulse oximetry as a routine part of patient intake.

Somebasicguidelines forcoding94760(perMedicare) include:
1. It is only covered if the patient exhibits any signs or symp-

toms that may be suggestive of oxygen desaturation.
2. A physician order for the pulse oximetry must be docu-

mented in the medical record.
3. When pulse oximetry for oxygen saturation is utilized to

monitor a patient’s respiratory status, oxygen saturation
(during a surgical procedure or conscious sedation)
oximetry is considered included in the primary service
and not separately reimbursable.

Many, but not all, payors follow similar guidelines. If you are
following these guidelines but a payor is denying payment for
this code, you should consider an appeal. As always, however,
any individual payormay have a policy to deny payment for any
particular service. n

Note: CPT codes, descriptions, and other data only are copyright 2007 Amer-
ican Medical Association. All Rights Reserved (or such other date of publica-
tion of CPT). CPT is a trademark of the American Medical Association (AMA).

Disclaimer: JUCM and the author provide this information for educational pur-
poses only. The reader should not make any application of this information
without consultingwith the particular payors in question and/or obtaining ap-
propriate legal advice.

C O D I N G Q & A
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Career Opportunities
Seeking part-time BC/BE EM, IM, and FP

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

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

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

schedule, and competitive compensation.

Dunkirk and Solomons, Maryland

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

Germantown, MD  20874 
Fax: 240-686-2334  

Email: Recruitment@EMAonline.com

Full Time Urgent Care Clinic Physician (Bi-lingual)

Large Community Health Center with two sites needs additional full-time urgent care
clinic physician with a passion for the underserved. SSCHC is located in the heart of 

Milwaukee’s Hispanic community (HPSA site) in an adjacent to downtown neighborhood.
Health Center has 30+ year history of comprehensive primary medical and behavioral

health care. Bi-lingual (English/Spanish) is essential as most patients are Spanish-
speaking only. Monday-Friday day/evening schedule, no call, no nights/weekends.

Excellent benefits, competitive salary, J-1 Visa, NHSC and Loan Repayment 
opportunities. Located on the western shore of Lake Michigan, Milwaukee provides Old

World charm with world-class arts, cultural and sporting activities, easy access to natural
resources and a low cost-of-living environment. 80 miles north of Chicago.

Email interest to gail.paschall@sschc.org, or via U.S. Mail to: 
Gail Paschall, Sixteenth Street Community Health Center,

1032 S. Cesar E. Chavez Dr., Milwaukee, WI 53204

Sixteenth Street Community Health Center (SSCHC)
Milwaukee

NEVADA - Laughlin Urgent Care EPMG is seek-
ing a part-time urgent care physician for our clin-
ic in Laughlin. IM or FP with related experience 
considered. Emergency Physicians' Medical
Group (EPMG) has been providing outstanding
partnership opportunity since 1973. EPMG of-
fers democratic governance, open books, and
excellent compensation. Contact Bernhard Bel-
tran directly at: 909-509-3073, or 800-828-0898.
Email: bbeltran@epmg.com, fax: 330-491-4077,
or send CV to: EPMG, 4535 Dressler Road NW,
Canton, OH 44718.

URGENT CARE OPPORTUNITY - Seeking BC/BE
primary care physician for urgent care in
Bryan/College Station Texas. 8 hour shifts, flexible
schedule, paid malpractice. For more information
contact Lauren with Emergency Service Part-
ners at 888-800-8237, or Lauren@eddocs.com.

URGENT CARE - Seeking primary care physician
for hospital-based urgent care near Tyler, Texas.
12 hour shifts, flexible schedule, paid malprac-
tice. For more info contact Julianne with Emer-
gency Service Partners at 888-800-8237, or
Julianne@eddocs.com.

www.rja-ads.com/jucm

Carolinas HealthCare System
is the largest health care 

system in the Carolinas and 
operates one of the most successful 

urgent care networks in the 
southeast. Our facilities are 

located in the Charlotte, NC metro
area which was ranked in 2008 as the
No. 1 city in which to live by Relocate-
America.com. Charlotte is conveniently
located between the Blue Ridge Moun-
tains and the beautiful Carolina coast!

Due to tremendous expansion and
growth, flexible positions are available
for board certified family medicine or

emergency medicine physicians:

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

A lifestyle you deserve!
To discover more, visit our website:

www.carolinashealthcare.org/careers/physicians
Please contact: 

Sarah Foster, Physician Services
Sarah.foster@carolinashealthcare.org

or call: 800-847-5084
Fax: 704-355-5033 EOE

URGENT CARE with locations in Durango and
northwestern New Mexico. Full-time position
available for a board-certified M.D or D.O. in a
walk-in urgent care clinic. 12 to 15, 10 hour shifts
per month. Flexible schedule. Benefits include
health insurance, malpractice insurance and
continuing education allowance. Come and en-
joy the beautiful San Juan Mountains where ski-
ing, mountain biking and kayaking are a way of
life. Contact: Paula Dunne/Suzanne Cartier-
Bowker, 970-247-8382, or email CVs to: email
pauladunne@yahoo.com.

URGENT CARE OPPORTUNITY – STOCKTON, CALIFORNIA
Gould Medical Group, Inc., California’s premier multispecialty group, is currently seeking
two BC/BE emergency, family medicine, or internist physicians to staff their new urgent

care department, which will be housed in a brand new 130,000 square foot office building
scheduled to open in November of 2009. Candidates should have a full range of urgent
care skills, be ACLS certified, and have an interest in working with an innovative group.

Excellent work environment includes:
• 12 hour shifts from 10am – 10pm
• Infusion area with sutures, splinting, toenails, etc.
• Code Blue team for the building 
• Access to full imaging, POC labs, and PAC X-ray
• Electronic medical record system

For additional information visit our Web site at www.suttergould.org/doctors 
Email your CV to gmgrecruiting@sutterhealth.org, or fax to: (209) 550-4892.

Harjit Singh, Director ~ Sutter Gould Medical Foundation
(866) 45-Gould or (866) 454-6853

With a circulation of 13,000 
Urgent Care subscribers...

Your ad  will reach thousands of family
medicine, internal medicine, emergency

medicine physicians, physician 
assistants, and nurse practitioners 

who look to these pages for 
employment opportunities.

(800) 237-9851
jucm@rja-ads.com

Occupational Medicine – Urgent Care
Los Angeles, California

Exciting opportunity for an experienced, outgoing, and
motivated urgent care/occupational physician to join 

our rapidly growing practice. Located near Los Angeles
International Airport, you will see patients from 
around the world. A truly unique opportunity.

For more information, contact:
mlebow@laxclinic.net • Fax: (310) 546-1641

Full-Time Urgent Care Physician needed
for growing practice in Tampa, Florida.
Competitive compensation with bonus
structure, CME, malpractice and tail,

401(K). Flexible Scheduling. 
Fax CV to: (813) 749-8369

Tampa, Florida

J
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Career Opportunities

FOR SALE – Urgent care practice in Virginia. Free
standing center in an excellent, high-traffic loca-
tion. This well-established business is in a grow-
ing area. Owner is retiring. Contact MT Con-
sulting, (610) 527-8400.

TUCSON, ARIZONA – Established, busy urgent
care practice for sale. Excellent central Tucson
location with busy southeast Tucson second site.
Central 5,500 square foot building also available.
Owners wish to retire. Contact Mary Rodenboh
at (520) 795-8659 ext. 113, or email: mrodenboh
@urgentcaretuscon.com.

BUSINESS BROKER SERVICES – Own a busy,
clinically excellent urgent care practice? Call for
a free consultation from experienced urgent care
business brokers. Contact Tony Lynch or Steve
Mountain at MT Consulting, (610) 527-8400; or
tony@mtbizbrokers.com; www.mtbizbrokers.com.

Practices for Sale

Medical Equipment Services

Website Design

Marketing

For advertising information
contact Trish O’ Brien at: 
(800) 237-9851, ext, 237 

or email jucm@rja-ads.com.

URGENT CARE WEBSITE DESIGN
Starting at only $295. MedWebmakers 
specializes in designing and hosting 

professional and cost effective websites for 
urgent care facilties. See our sample sites at:

www.medwebmakers.com

Email your ad today! 
jucm@rja-ads.com

Family Practice or Emergency Medicine Physician 
Urgent Care Facility

Seeking Board certified/Board Eligible Physician in either
Family Practice or Emergency Medicine for an Urgent Care 

facility located in downtown Phoenix. Join a stimulating practice
with a broad variety of patients, and knowledgeable and 

supportive staff.  Maricopa Integrated Health System (“MIHS”)
provides care to the underserved population of metro Phoenix and

includes Maricopa Medical Center, a 450-bed hospital with a
Level 1 Trauma and Burn Center which a major affiliate of the

University of Arizona, College of Medicine.  The position would
include employment through Medical Professional Associates of

Arizona, P.C., (“MedPro”), a 250+ physician multi-specialty
group exclusively contracted to provide patient care and teaching.

Candidates must have an M. D. or D. O. degree 
and a valid Arizona license.

MedPro offers a competitive compensation plan and 
comprehensive benefits package including paid vacation, CME al-

lowance with paid time off, and paid medical malpractice 
insurance (includes tail). Relocation assistance is available. 

DIRECT CONTACT INFORMATION:
For consideration, please forward your CV to:

MedPro, Attn: Scott Manning, Provider Recruiting
2929 E. Thomas Road, Phoenix, AZ 85016

Call 602-470-5012; Fax: 602-470-5067
Email:practice@medprodoctors.com. EOE

Urgent Care Physicians Required Immediately

Want to work with Ireland’s most innovative Urgent Care Group?

Vhi SwiftCare Clinics are Ireland’s first network of Urgent Care Clinics with 5 clinics

based around the Ireland. The clinics complement General Practice and Hospital

Emergency Departments and offer patients a choice when they require unscheduled

care for minor injuries and illnesses.

Vhi SwiftCare Clinics are offering a unique opportunity to work in a professional and

supportive clinical environment with a strong emphasis on clinical excellence and

governance with integrated professional development opportunities for all of our

team.

Medical Officer

As a Medical Officer, you will be required to provide care to patients presenting at

the clinic with a range of urgent care and minor injury presentations. We are looking

for doctors with significant GP experience who also have experience in Emergency

Medicine and urgent care and are confident of working in an independent setting.

Senior Medical Officer

As the Senior Medical Officer, you will be required to assume a clinical leadership

responsibility and to ensure the clinic operates to the highest clinical quality 

standards. You will be required to have the eqivalent experience as the Medical

Officer.

Group Medical Officer

The position of Group Medical Officer requires someone with exceptional proven

clinical leadership skills and who has a wealth of clinical experience. This role is key

to driving the overall clinical goverance and excellence programme and requires the

incumbent to assume a role with an administrative emphasis in addition to a close

working relationship with the CEO and COO.

For further information on theses positions, please contact Faith O’Sullivan at 

fosullivan@locumotion.com or on +353 1 299 3550.

www.locumotion.com

219502-0
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In early 2008, UCAOA revamped its annual survey in conjunction with researchers at Massachusetts General Hospital andHarvard University with the goal of assuring that the UCAOA Benchmarking Committee’s efforts produced a scientifically valid
report.
Here, we present some of the data from this landmark survey, to which 436 urgent care centers responded.
In this issue: Which payors foot the biggest portion of the bill among responding urgent care centers?

D E V E L O P I N G D A T A
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DISTRIBUTION OF PRIMARY PAYORS

The results are not dramatically different from the last time the question was asked on a UCAOA benchmarking survey
(2006); slightly higher percentages are coming fromMedicaid and Medicare, a slightly lower percentage of patients are pay-
ing out-of-pocket, and private insurance is covering exactly the same proportion, according to the current report.

The current UCAOA survey report also offered comparison data with primary care and emergency medicine. The portion of
payments coming from the occupational medicine segment was dramatically higher in urgent care than in either primary or
emergency care, while Medicaid paid a much higher percentage in emergency care than in either urgent care or primary
care. Other categories saw less variation among the three settings.

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

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

*Includes employer contracts and workers compensation.

Private insurance

51%

Medicaid/public

10%

Medicare

14%

Self pay

12%

Occupational
medicine*

13%
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The Urgent Care Association of America® congratulates the following
centers who were recently presented their Certified Urgent Care designation. 

CE

RTIFIED URGENT CARE

For more information on how to become a Certified Urgent Care, visit www.ucaoa.org.

Certified Urgent Care Centers

Acadiana Urgent Care Center 
 LaFayette, LA

AcuteCare of Elizabethtown, PLLC 
 Elizabethtown, KY

Advocate Condell Immediate Care 
 Buffalo Grove, Gurnee, Round Lake, 
 Vernon Hills, IL

Armistice Urgent Care and 
Occupational Health 
 Pawtucket, RI

Bee Caves Urgent Care 
 Austin, TX

Covenant Clinic 
Las Cruces, NM

ER QuickCare 
 Naples, FL

Henry Ford Macomb Urgent Care 
 Romeo, Chesterfield, Clinton, MI

Immediate Care of the South 
 Mobile, AL

Lake Health 
Chardon, Madison, Mentor, Willowick, OH

MD Urgent Care 
 Albuquerque, NM

MedCare Express 
 North Charleston, SC

Newport Urgent Care 
 Newport Beach, CA

OnCall Medical Services 
 Troy, NY

OnCall Urgent Care 
 Santa Fe, NM

Physicians Immediate Care 
 East Port St. Lucie, Fort Pierce, 
 Port St. Lucie, FL

Physicians Immediate Care and 
Medical Center 
 Richland, WA

Premier Urgent Care Center, LLC 
 Pompano Beach, FL

Provena Immediate Care 
 Plainfield, IL

Ross Urgent Care Plus 
 Hamilton, OH

San Juan Regional Medical Center
 Farmington, NM

Staten Island Physicians Practice 
 Staten Island, NY

Urgent Care of Green Country 
 Bixby, Claremore, Owasso, Pryor, OK

Urgent Care Santa Fe 
 Santa Fe, NM

Valley FirstCare 
 Espanola, NM

Valley Immediate Care, LLC  
 Grants Pass, Medford, OR

Wichita Clinic Immediate Care – East 
 Wichita, KS

Willow Urgent Care and Diagnostic Center  
 Fresno, CA
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PRACTICE VELOCITY
Urgent Care Solutions
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