
A
 B
R
A
V
EH

EA
R
T

PU
BL

IC
AT

IO
N

THE JOURNAL OF URGENT CARE MEDICINE®

NOVEMBER 2014
VOLUME 9, NUMBER 2

™

T h e  O f f i c i a l  P u b l i c a t i o n  o f  t h e  U C A O A a n d  U C C O Pwww.jucm.com



© 2014 Net Health  All Rights Reserved.

The Art of the Right Fit.™
nhsinc.com

It can pay to take a leap. More clinics are offering both OM and UC services at 
one location. Expanding your healthcare ecosystem is a sure way to catch 
more flies, but it takes the right tools to keep things from getting too sticky. 
AgilityUC is perfectly fitted for both. Facilitate both types of visits from one 
patient record. Give employers the access they need. Manage payer and 
employer billing within a single solution. Glide through your day.

Find out more at  nhsinc.com.

Software for 
Urgent Care

The right fit 
lets you dive in.



www. jucm.com JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  November  2014 1

LETTER FROM THE EDITOR-IN-CHIEF

A Rational Approach to ‘Suspected’
Ebola Virus Disease in Urgent Care

F
ear and anxiety are high in the wake of the
first Ebola Virus Disease (EVD) cases on
American soil. As with any new, deadly, and

transmissible infectious disease, confusion
and missteps rule the day. The U.S. public
health and disease control entities are certainly

not perfect, but the reasonable clinician will see that the ability
of these entities to prevent an outbreak is actually quite high.

The Disease
EVD causes a hemorrhagic fever, giving the disease charac-
teristic features such as conjunctival hemorrhage, hemateme-
sis, and hemoptysis. Ebola virus is not spread by breath, unlike
its respiratory virus cousins. Rather, transmission is only
through direct contact with contaminated fluids, making trans-
mission more difficult, and likewise more controllable. This is
precisely why most of the global pandemics are caused by res-
piratory viruses. Although some people have expressed skep-
ticism after health care workers became infected despite pro-
tective gear, most experts agree that improper removal of the
gear is likely to blame, not aerosolization of Ebola virus. While
viral mutations are common, it is an evolutionary leap for a
virus to change the type of cell it infects (e.g., from endothe-
lial cells in blood vessels to alveolar cells in the respiratory tract).
In other words, viral genetics practically eliminates the possi-
bility of aerosolization of Ebola, and with that, a global pan-
demic is unlikely.

The Response
The goal of public health officials is to contain and control. With
proper resources and education, countries affected by EVD
should be able to adequately control the spread. This was the
case in Nigeria, where a massive effort to identify and quar-
antine 270 cases of the disease was effective at eliminating the
spread in that country. With the massive resources and mod-
ern health care system available in the United States, contain
and control is expected to be equally effective at controlling
spread. Sporadic cases will undoubtedly continue, but it takes
more than sporadic cases to create an epidemic.

The Missteps
It is clear that our first encounters with EVD in the United States
have not been managed seamlessly. But this is to be expected.
With experience and education, we will get better. Although
some are quick to criticize the CDC, most experts agree that a
measured response with interval escalation is the right
approach. We are, of course, not trying to shut down a nation
in the effort to control a disease. That’s simply not a good pub-
lic health strategy.

The Urgent Care Response
Urgent care centers have already experienced cases of “possi-
ble” Ebola, and this is likely to recur, so preparation is key. To do
so, policy and procedure is necessary, but inducing fear should
certainly be avoided. The fact is that the urgent care is not the
right place to screen and triage patients with suspected Ebola.
So, our role should be “limited” and some would even argue
“eliminated.” Through the course of this crisis, JUCM will main-
tain at http://www.jucm.com/a-rational-approach-to-suspected-
ebola-virus-disease-in-urgent-care/ sample policies and pro-
cedures that reflect the urgent care realities, including the
up-to-date advice for screening, PPE, isolation and transfer. 

This infectious disease crisis is real but a full-blown epidemic
remains almost implausible in this country. Education of staff
and patients is critical to the urgent care response and regu-
lar updates are important. We will continue to hear sporadic
stories of suspected cases and some of these patients may pres-
ent to urgent care centers. A sensible approach to preparation
and response in our setting should be implemented. ■

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

H
alf of women will experience acute, uncom-
plicated cystitis sometime during their lives.
Such an infection can take a significant toll

and warrants careful management to avoid com-
plications such as acute, uncomplicated pyelonephritis. Timely
diagnosis and appropriate antibiotic treatment of these two
conditions are the subject of this month’s cover story. Written
by Mozella Williams, MD, it reviews the Infectious Diseases
Society of America practice guidelines for treatment of uncom-
plicated cystitis and pyelonephritis in premenopausal, non-
pregnant women who have no known underlying urogenital
anatomical problems or serious comorbidities.

Mozella Williams, MD, is Assistant Professor at the University
of Maryland School of Medicine, Department of Family &
Community Medicine, Baltimore, Maryland.

Adults and children who are devel-
opmentally disabled present a unique
set of characteristics that demand a
higher quality of care. With the

prevalence of autism spectrum disorder (ASD) continuing to
increase, urgent care providers are a first-line resource for
treatment of acute illnesses in these patients. Adjustments to
the typical urgent care protocol for this population are the
subject of this month’s case report, which is a departure from
our typical format. In it, authors Elizabeth Mangone and John
Shufeldt, MD, JD, MBA, FACEP, review key information
necessary to assess and treat patients with ASD.

Elizabeth Mangone is a premed undergraduate student at
Boston College. John Shufeldt, MD, JD, MBA, FACEP, is CEO of
Urgent Care Integrated Network and sits on the Editorial
Board of JUCM. 

This month’s practice
management article is an
exclusive question-and-
answer session with rep-
resentatives of the country’s largest managed care organization,
Kaiser Permanente. Alan A. Ayers, MBA, MAcc, interviews Michael
A. Neri, Jr., MD, and Peter A. King, MD, about an integrated health
system that makes available higher-acuity urgent care by matching
a patient’s condition with the capabilities of a treating facility,
thereby promoting the goals of quality and efficiency. 

Alan A. Ayers, MBA, MAcc, is on the Board of Directors,
Urgent Care Association of America, Associate Editor, JUCM,
and Vice President, Concentra Urgent Care. Michael A. Neri,
Jr., MD, is Regional Physician-in-Charge of Urgent Care and
Riverside Area Assistant Medical Director for Kaiser Permanente
Southern California. Peter A. King, MD, is Physician Director
of Acute Care Services for Kaiser Permanente Georgia. 

Also in this issue:
In Health Law this month, John Shufeldt, MD, JD, MBA,
FACEP, discusses the HIPAA Privacy Rule. 

Sean M. McNeeley, MD, and The Urgent Care College
of Physicians review new abstracts on literature germane to
the urgent care clinician, including the sensitivity of rapid
strep tests, NSAIDS and anaphylaxis, and scalp hematomas
and brain injury.

In Coding Q&A, David Stern, MD, CPC, discusses coding
for cerumen removal and Workers’ Compensation visits.

Our Developing Data end piece this month looks at what
benefits are received by physicians employed by urgent care
centers. ■

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

Manuscripts on clinical or practice management topics should
be 2,600–3,200 words in length, plus tables, figures, pictures,
and references. Articles that are longer than this will, in most
cases, need to be cut during editing. The information you provide
should be of practical use to our readers, who have come to
practice in an urgent care setting from a variety of clinical back-

grounds. Your article should take their perspective into account
by considering several key issues, such as: What immediate
management is indicated? What labs or diagnostics are required?
What are the next steps; with whom should the patient follow
up? Who should be admitted or referred to the emergency
room? Imagine yourself in the reader's shoes and ensure your
article includes the answers to questions you’d be asking.

To Subscribe to JUCM
JUCM is distributed on a complimentary basis to medical
practitioners—physicians, physician assistants, and nurse
practitioners—working in urgent care practice settings in
the United States. To subscribe, log on to www.jucm.com
and click on “Subscription.”
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T
he 2014 Urgent Care Fall Conference in Denver brought
together more than 400 urgent care physicians and
advanced practice clinicians, center owners, administrators,

managers, and investors.  In addition, more than 200 repre-
sentatives from 78 companies provided attendees access to
the latest in urgent care products, services, and technologies.

Based on previous attendee feedback, the Conference offered
60 sessions of new comprehensive content for the entire urgent
care team and was centered around five themes:  Comprehen-
sive Clinic Startup, Hands-on Boot Camp, Clinical Hot Topics,
Achieving Operational Excellence, and Driving Volume to Drive
Profits.  New this year, attendees had the flexibility of choosing
courses that most appealed to them across all tracks.  

A special Health & Public Policy session was added to
provide updates on UCAOA activities at the federal and state
levels. The UCAOA and UCCOP Boards as well as nine com-
mittees convened on site to address member business and
further UCAOA and urgent care initiatives. And, KDVR Fox
News (Denver) filmed on site and featured the conference
and urgent care on their evening news.

Most of the conference sessions were recorded and will be
made available through the UCAOA Online Education portal.  

Be sure to mark your calendars for the 2015 National Urgent
Care Convention (April 27-30 in Chicago) and the Urgent Care
Fall Conference (September 24-26 in New Orleans). ■
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FROM THE CHIEF EXECUTIVE OFFICER

Largest group ever attends UCAOA
Urgent Care Fall Conference
■ P. JOANNE RAY

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

Dr. Will Gluckman featured in KDVR Denver TV news coverage highlighting UCAOA
and urgent care precautions for Ebola virus.

Scott Friedman, keynote speaker, engages Steve Sellars, UCAOA Board Secretary
and Education Committee chair, during his presentation.

Attendees listen intently as Steve Sellars and Manny Garza focus on “Goals,
 Organizational Priorities, Leadership, and Performance Indicators.”

“Most of the conference sessions 
were recorded and will be made 
available through the UCAOA 

Online Education portal.”



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

Introduction 

G
enitourinary infections in women are encountered
frequently in the urgent care setting. Timely diagnosis
and proper empiric antibiotic treatment will usually

forestall serious complications and provide speedy relief. 
Over a lifetime, 50% of women will experience an acute
uncomplicated cystitis, also known as a lower urinary
tract infection (UTI), making acute uncomplicated cys-
titis the most common bacterial infection among this
population. Acute uncomplicated pyelonephritis usually
occurs as a consequence of ascending acute uncompli-
cated cystitis. Although often self-limited, acute uncom-
plicated cystitis takes a significant toll on women and
warrants careful consideration. Pyelonephritis carries
more potential for serious complications of morbidity,
which makes proper empiric treatment very important. 

In 2010, the Infectious Diseases Society of America
(IDSA), in collaboration with the European Society of
Clinical Microbiology and Infectious Diseases (ESCMID),
updated their practice guidelines for the treatment of
acute uncomplicated cystitis and pyelonephritis. They
took into account in vitro resistance prevalence and the

ecological adverse effects of antibiotic therapy.1 These
guidelines are limited to premenopausal, non-pregnant
women with no known underlying urogenital anatom-
ical problems, nor other serious comorbidity.

Acute uncomplicated cystitis 
Acute uncomplicated cystitis is an infection of the lower

Clinical

Antibiotic Management of
Acute Uncomplicated Cystitis
and Pyelonephritis in Women
Urgent message: Proper empiric antibiotic treatment in women
with acute uncomplicated cystitis and pyelonephritis can prevent
unnecessary morbidity and provide urgent relief from these common
genitourinary infections.

MOZELLA WILLIAMS, MD
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Mozella Williams, MD, is Assistant Professor at the University of
Maryland School of Medicine, Department of Family & Community
Medicine, Baltimore, MD. 
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urinary tract. The classic symptoms are dysuria, urinary
urgency, frequent voiding of small volumes of urine
and, less commonly, suprapubic pain and gross hema-
turia. Risk factors for acute uncomplicated cystitis
include recent sexual intercourse, diaphragm use with
spermicide, and recurrent UTI.2 Physical examination
is often unremarkable, making history-taking crucial. 
Factors that reflect complicated acute cystitis, and there-
fore are outside the scope of these treatment guidelines,
include male gender, history of childhood UTIs,
immunocompromised condition, preadolescence, post-
menopausal status, pregnancy, underlying metabolic
disorders (including diabetes mellitus), and known
renal/urological conditions (including renal stones,
renal stents, indwelling urinary bladder catheters, neu-
rogenic bladders, and polycystic kidney disease). 

However, acute uncomplicated cystitis remains very
common, and a healthy, premenopausal, non-pregnant
woman presenting with even one of the classic symp-
toms raises the probability of the diagnosis to 50%.3

Vaginal discharge or irritation makes acute uncompli-
cated cystitis less likely. One study reported that a new
onset of urinary frequency and dysuria in the absence
of vaginal discharge or irritation has a positive predictive
value of 90% for acute uncomplicated cystitis.3

Urine dipstick testing is convenient and frequently
available in the urgent care setting and remains an
acceptable alternative to urinalysis and urine microscopy.
Discovery of urine nitrite and/or leukocyte esterase on

the strip will help confirm a sus-
picion of acute uncomplicated
cystitis. Urine culture is not nec-
essary for this diagnosis. 

Escherichia coli is the most
common pathogen found in
women with acute uncompli-
cated cystitis, therefore, it is help-
ful to know the local resistance
patterns to E. coli. Unfortunately
for urgent care providers, most
microbial resistance data are from
inpatient labs, capturing a differ-
ent (i.e., sicker, older) patient
population than found in an
urgent care center.

First-line empiric treatment of
acute uncomplicated cystitis has
shifted from fluoroquinolones
due to an increase in E. coli resist-
ance in the United States from

3% in 2000 to an alarming 17.3% in 2010.4 Three com-
parable first-line options—trimethoprim/sulfamethox-
azole (TMP/SMX), nitrofurantoin, and fosfomycin
(Table 1)—are recommended. As always, antibiotic
selection should be tailored to each individual patient. 

Fluoroquinolones can be used when drug allergy/
intolerance eliminates first-line options (Table 2) or
local E. coli resistance to TMP/SMX exceeds 20%. Beta-
lactams such as ampicillin/clavulanate, cefdinir, cefpo-
doxime) are less likely to be effective and not recom-
mended as empiric first-line treatment for acute
uncomplicated cystitis.

Compete resolution of symptoms should occur
within 2 weeks and often begins within 36 hours of
treatment. Other supportive measures have included
increasing water intake and ingestion of cranberry juices
and extracts, although there is no evidence that supports
the latter.5 Analgesia with ibuprofen or acetaminophen,
as well as phenazopyridine (i.e., pyridium 100-200 mg
PO every 8 hours) may be helpful. 

Factors that should prompt further investigation in
acute uncomplicated cystitis are the development of
fever (temperature greater than 100.4° F or 38° C), flank
pain, hematuria and/or worsening dysuria, urinary
urgency, and urinary retention. Consideration must be
given to the sequelae of pyelonephritis or other serious
intra-abdominal process. Any hemodynamic instability
should raise suspicions of urosepsis. Stabilization efforts
should be initiated in the urgent care setting with expe-

Table 1. First-Line Antibiotics for Acute Uncomplicated Cystitis in Healthy,
Non-pregnant, Premenopausal Women

Drug Dosage Duration

Trimethoprim/sulfamethoxazole double-strength
(TMP/SMX)*(i.e. Bactrim DS, Septra DS) 160/800 mg PO BID 3 days

Nitrofurantoin macrocrystals(i.e. Macrobid) 100 mg PO BID 5 days

Fosfomycin (i.e. Monurol) 3 g PO Once

*in regions where the prevalence of E. coli resistance does not exceed 20%

Table 2. Second-Line Antibiotics for Acute Uncomplicated Cystitis in Healthy,
Non-pregnant, Premenopausal women

Drug Dosage Duration

Ciprofloxacin (i.e. Cipro) 250 mg PO BID 3 days

Ciprofloxacin, extended release (i.e. Cipro XR) 500 mg PO qday 3 days

Levofloxacin(i.e. Levaquin) 250 mg PO qday 3 days

Ofloxacin 200 mg PO qday or
400 mg PO

3 days
once
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ditious transfer to an emergency department (ED).
Empiric intravenous (IV) antibiotics, when available, can
be started once blood and urine cultures are obtained.
For urosepsis, the choice of antibiotics should be done
in consultation with either the ED or admitting physician
and is beyond the scope of this discussion. Fluid resusci-
tation is frequently needed and should be started imme-
diately. IV fluid management will be discussed later.

Acute Uncomplicated Pyelonephritis
Acute uncomplicated pyelonephritis is a common seri-
ous bacterial infection in women and has the highest
incidence in women ages 15 to 29. Although acute
pyelonephritis can occur in men, children, and preg-
nant women, it is rare and outside the scope of IDSA
antibiotic treatment guidelines. 

As with acute cystitis, the clinical determination of
uncomplicated versus complicated pyelonephritis is
based upon a patient’s predisposing factors. Compli-
cated acute pyelonephritis is diagnosed in patients who

have a known genitourinary tract abnormality (i.e.,
vesicourethral reflux, ectopic ureter, congenital uretero-
pelvic junction obstruction) or other serious predispos-
ing/chronic medical conditions (Table 3). Complicated
cases require careful consideration because of the
increased likelihood of non-classic presenting symp-
toms, broader array of causative pathogens, and pro-
gression toward intrarenal/perinephric abscess or
emphysematous pyelonephritis.6 Urosepsis, an ascend-
ing genitourinary infection that causes hemodynamic
instability, is diagnosed based on vital signs (fever,
tachycardia, hypotension),physical exam findings
(altered mental status, cool or clammy skin, weak pulse)
and any other findings suggestive of shock.

Classic symptoms of acute pyelonephritis are sudden
onset of dysuria, urinary urgency, urinary frequency,
flank pain, fever, nausea, and vomiting. Flank pain is
nearly always present. Gross hematuria is rare. On exam,
documented fever may be noted but is often absent
early in the course. Tenderness on costovertebral angle

Table 3. Differentiating Uncomplicated Cystitis, Complicated Cystitis, Uncomplicated Pyelonephritis, Complicated
Pyelonephritis, and Urosepsis 

Uncomplicated
cystitis Complicated Cystitis Uncomplicated

Pyelonephritis
Complicated
Pyelonephritis Urosepsis

Patient 
factors

• Female 
• Healthy
• Reproductive age
• Non-pregnant

• Men
• Children
• Postmenopausal women 
• Pregnant women
• Chronically ill
• Immunosuppressed
• Any known urogenital

condition

• Generally healthy
• Non-pregnant
• History of recurrent

urinary tract
infections

• Chronically ill
• Immunosuppressed
• Congenital urethral

anomalies
• Congenital/acquired 

vesicoureteral reflux
• History of

pyelonephritis 

• History of
pyelonephritis

• History of
urosepsis

Symptoms • Dysuria
• Polyuria
• Urinary urgency

• Dysuria
• Polyuria
• Urinary urgency

• Fever/rigor 
• Flank pain
• GI upset
• Abdominal pain
• Malaise 
• Myalgia

• Fever/rigor
• Flank pain
• GI upset
• Abdominal pain
• Malaise
• Myalgia

• Fever/rigor
• Confusion
• Severe flank pain
• GI upset/

intractable
vomiting

Exam 
findings

• Bacteriuria • Bacteriuria • Fever
• Costovertebral

angle tenderness 

• Fever
• Costovertebral

angle tenderness

• Fever
• Hypotension
• Tachycardia
• Altered mental

status
• Sticky/dry

mucous
membranes

• Weak pulse
• Decreased skin

turgor





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

palpation is very common. 
Unlike with acute uncomplicated cystitis, urine cul-

ture with microbial susceptibility is necessary in all
cases. With the pathogen(s) identified, proper antibiotic
adjustment can be made, if needed. Urine dipstick with
microscopy is also frequently available and useful at
the time of diagnosis in the urgent care setting. In addi-
tion to the presence of urine nitrate and leukocyte
esterase, white blood cell casts, although infrequently
seen, also support the diagnosis. A midstream urine
collection is ideal and specific instructions should be
offered to the patient before a sample is obtained. Inter-
estingly, several studies have found no significant dif-
ference in the amount of contamination in cultures
from urine of patients who used preparatory wipes to
cleanse the urethral opening and those who did not.7-9

Urinary bladder catheterization is not necessary as long
as a midstream sample is collected.8-9

More than 95% of women with acute pyelonephritis
will have urine culture that has a single gram-negative
organism of greater than 105 colony-forming units. 
E. coli is the most common pathogen, and less often, other
Enterobacteriaceae, Pseudo monas aeruginosa, group B strep-
tococci and enterococci are seen. A baseline serum basic
metabolic profile should be obtained to ascertain renal

function. Qualitative urine beta
human chorionic gonado tropin
testing is imperative in any woman
of reproductive age. Blood cultures
are not needed for uncomplicated
acute pyelone phritis in the urgent
care setting, and a suspicion of bac-
teremia warrants emergent evalu-
ation in the ED and likely hospital
admission. 

Urosepsis and Rapid IV
Resuscitation
Urosepsis, one of the most worri-
some sequelae of acute pyelon -
ephritis, requires rapid resuscita-
tion to prevent hemodynamic col-
lapse (hypovolemic shock). To
prevent permanent ischemic end-
organ damage, aggressive crystal-
loid IV fluids (isotonic 0.9% “nor-
mal” saline, lactated Ringer’s solu-
tion) should be administered at a
rate appropriate for the size of the
patient and with some awareness

of significant comorbidities (e.g., congestive heart failure). 
In adolescents and adults, resuscitation with a 1 to 2

liter bolus of IV fluids is reasonable until transfer to a
facility with more invasive monitoring is possible. In
children, IV normal saline at a rate of 20 mL/kg should
be initiated. Electrolyte repletion is typically not indi-
cated until considerable fluids are given and should be
done in conjunction with laboratory data (i.e., basic
metabolic panel, arterial blood gas).  

Although rarely needed, pelvic computed tomography
with contrast media is the ideal renal imaging modality
for finding a genitourinary structural problem, obstruc-
tion, or abscess. Renal ultrasonography and magnetic
resonance imaging are also available. Contrast-induced
nephropathy remains a concern, particularly for patients
with underlying renal disease and/or who are taking
potentially nephrotoxic agents, such as metformin.

According to IDSA, fluoroquinolones remain the first-
line agents for acute pyelonephritis (Table 4). A 14-day
course of TMP/SMX also is acceptable in patients who
are allergic to or intolerant of fluoroquinolone, and/or
if local E. coli resistance to fluoroquinolones is greater
than 10%.1 A second-line regimen is a one-time parenteral
dose of a third-generation cephalo sporin, followed by a
10- to 14-day course of a second- or third-generation

ANTIB IOT IC  MANAGEMENT OF  ACUTE  UNCOMPLICATED CYST IT IS  AND PYELONEPHRIT IS  IN  WOMEN

Table 4. First-Line Antibiotics for Acute Uncomplicated Pyelonephritis in
Healthy, Non-pregnant, Premenopausal women

Drug Dosage Duration

Ciprofloxacin*(i.e., Cipro) 500 mg PO BID 7 days 

Ciprofloxacin, extended release*(i.e., Cipro XR) 1000 mg PO qday 7 days

Levofloxacin*(i.e., Levaquin) 750 mg PO qday 5 days

Trimethoprim/sulfamethoxazole double-strength
(TMP/SMX)*(i.e., Bactrim DS, Septra DS) 160/800 mg PO BID 14 days*

*if local E. coli resistance to fluoroquinolones is 10% or less, or if the isolate’s fluoroquinolone susceptibility is known

Table 5. Second-Line Antibiotics for Acute Uncomplicated Pyelonephritis In
Healthy, Non-pregnant, Premenopausal women

Drug Dosage Duration

Ceftriaxone (i.e., Rocephin)
or
Gentamicin
and
Second- or third-generation cephalosporin*
(i.e., cefaclor, cefuroxime, cefdinir, cefixime,
cefpodoxime,ceftibuten) 

1 g IM/IV

5 mg/kg IM/IV

Varies

once

10-14 days

*if the isolate’s susceptibility is known
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cephalosporin, provided the pathogen susceptibility is
known (Table 5).

Clinical improvement should be expected within the
first 48 to 72 hours after treatment is initiated. If not,
referral to an ED for consideration of hospitalization
with IV antibiotics is of paramount importance.

Initial Management of Acute Pyelonephritis During
Pregnancy 
Although the rates of asymptomatic bacteriuria are
roughly the same among pregnant and non-pregnant
women, various anatomical and hormonal changes
greatly increase the rates of pyelonephritis in pregnant
women. During pregnancy the kidneys enlarge and are
more engorged with blood, the ureters dilate, the bladder
enlarges and is unable to contract as strongly, and loose
vesicourethral junctions and a growing gravid uterus
conspire to prevent efficient emptying of the bladder. 

Acute pyelonephritis in pregnancy, in addition to
maternal morbidity, carries higher rates of preterm
birth, subsequent low birth weight infants, and higher
infant morbidity and mortality, which compel clinicians
to keep a low threshold of suspicion about pregnant
women who present with urinary concerns. 

Acute pyelonephritis in pregnant women warrants
parenteral antibiotics initially, usually delivered IV in
the inpatient setting. “Mild to moderate” pyelonephritis,
in the absence of urosepsis, can be treated with 1 or 2
days of IV antibiotics and a transition to an oral 10- to
14-day regimen (based on culture sensitivity results), pro-
vided a patient is afebrile and has shown clinical improve-
ment (Table 6). Ceftriaxone, cefepime, nitrofurantoin
and amoxicillin/clavulanate have Class B pregnancy risk
classification. The Class B status means they are reason-
ably safe to use, especially in the second and third
trimester, because fetal harm is possible but unlikely. 

For patients in whom these ideal regimens are con-
traindicated, others can be considered. Parenterally,
ampicillin 1 to 2 g IV every 6 hours plus gentamicin 1.5
mg/kg IV every 8 hours can be used. Ampicillin and gen-

tamycin are pregnancy Class B
and D, respectively. If the
causative organism is resistant to
nitrofurantoin and amoxicillin/
clavulanate, trimethoprim/sulfa -
me thoxazole double-strength
(TMP/SMX), 1 tablet PO every 12
hours can be used.  TMP/SMX has
a Class D pregnancy, classification,

which denotes known evidence of fetal risk; however,
the risk may (as is the case in acute pyelonephritis) out-
weigh the fetal risk in serious maternal conditions.  

Conclusion
Healthy, non-pregnant, premenopausal woman fre-
quently present to urgent care centers with acute uncom-
plicated cystitis and pyelonephritis. The evidence-based
empiric treatment guidelines set forth by the IDSA make
these conditions easily managed using basic urgent care
center resources. Acute uncomplicated cystitis should be
treated, unless otherwise indicated, with 3 days of dou-
ble-strength TMP/SMX, 5 days of nitrofurantoin, or a
one-time dose of fosfomycin. Acute uncomplicated
pyelonephritis should be treated, unless otherwise indi-
cated, with 7 days of ciprofloxacin, 5 days of levofloxacin,
or 14 days of double-strength TMP/SMX. Acute pyelo -
nephritis in pregnant women should be treated initially
with parental antibiotics, followed by a 10- to 14-day
course of oral treatment. Finally, if there is any hemody-
namic instability in the setting of a urogenital infection,
urosepsis must be considered and the patient treated
with appropriate resuscitation with IV fluids and par-
enteral antibiotics, and transfer to an ED. ■
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Table 6. Ideal First-Line Antibiotics for Acute Pyelonephritis in Pregnancy

Drug Dosage

Ceftriaxone 1 g IV every 12 hours

Cefepime 1 g IV every 12 hours

Nitrofurantoin 100 mg PO every 12 hours, 10-14 days

Amoxicillin/clavulanate (i.e. Augmentin) 500/125 mg PO every 12 hours, 
10-14 days
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antibacterial agent, ciprofloxacin hydrochloride, combined with 
the anti-inflammatory corticosteroid, dexamethasone, in a sterile, 
preserved suspension for otic use. Each mL of CIPRODEX® Otic contains 
ciprofloxacin hydrochloride (equivalent to 3 mg ciprofloxacin base), 1 mg 
dexamethasone, and 0.1 mg benzalkonium chloride as a preservative. 
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Pseudomonas aeruginosa. 

Acute Otitis Externa in pediatric (age 6 months and older), adult 
and elderly patients due to Staphylococcus aureus and Pseudomonas 
aeruginosa 

CONTRAINDICATIONS  
CIPRODEX® Otic is contraindicated in patients with a history of 
hypersensitivity to ciprofloxacin, to other quinolones, or to any of the 
components in this medication. Use of this product is contraindicated in 
viral infections of the external canal including herpes simplex infections 
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FOR OTIC USE ONLY (This product is not approved for ophthalmic 
use.) 

NOT FOR INJECTION 

HYPERSENSITIVITY: CIPRODEX® Otic should be discontinued at the 
first appearance of a skin rash or any other sign of hypersensitivity. 
Serious and occasionally fatal hypersensitivity (anaphylactic) reactions, 
some following the first dose, have been reported in patients receiving 
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PRECAUTIONS 
General: As with other antibacterial preparations, use of this product 
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and fungi. If the infection is not improved after one week of treatment, 
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The systemic administration of quinolones, including ciprofloxacin at 
doses much higher than given or absorbed by the otic route, has led to 
lesions or erosions of the cartilage in weight-bearing joints and other 
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Drug Interactions: Specific drug interaction studies have not been 
conducted with CIPRODEX® Otic. 
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Acute Otitis Media in pediatric patients with tympanostomy 
tubes: The following treatment-related adverse events occurred in 0.5% 

or more of the patients with non-intact tympanic membranes. 

Adverse Event Incidence (N=400)
Ear discomfort 3.0%
Ear pain 2.3%
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The following treatment-related adverse events were each reported in a 
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moniliasis; crying; dizziness; and erythema. 
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from the instillation of a cold suspension. The patient should lie with 
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tragus should then be pumped 5 times by pushing inward to facilitate 
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dexamethasone) instilled into the affected ear twice daily for seven days. 
The suspension should be warmed by holding the bottle in the hand 
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instillation of a cold suspension. The patient should lie with the affected 
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be maintained for 60 seconds to facilitate penetration of the drops into 
the ear canal. Repeat, if necessary, for the opposite ear. Discard unused 
portion after therapy is completed.
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Introduction

H
ospitals across the country are partnering with doctors
and health insurers—linked by an electronic health
record (EHR)—to form accountable care organizations

(ACOs) as a way to control health care expenditures by
coordinating patient care. This model of care, supported
by the Affordable Care Act, has been pioneered and
refined by systems such as Intermountain Healthcare
in Utah, Geisinger Health System in Pennsylvania,
Henry Ford Health System in Michigan, and Oakland,
California-based Kaiser Permanente.

In this exclusive question-and-answer session with
JUCM - The Journal of Urgent Care Medicine, Michael A.
Neri, Jr., MD, and Peter A. King, MD, detail the operating
models, capabilities and connectivity of urgent care in
the nation’s largest managed care organization with over
9.5 million members, 17,000 physicians, 174,000 employ-
ees, and 650 hospitals, medical offices, and outpatient
facilities in eight states and the District of Columbia. Dr. Neri is Regional Physician-In-Charge of Urgent

Care and Riverside Area Assistant Medical Director for
Kaiser Permanente Southern California and Dr. King is
Physician Director of Acute Care Services for Kaiser Per-
manente Georgia.

Practice Management

The Role of Urgent Care in an
Integrated Care Delivery
System: Insights from Kaiser
Permanente
Urgent message:As the Affordable Care Act encourages greater integration
of health insurers, hospitals, and physicians, urgent care will play an
important role in increasing patient access, improving clinical outcomes
and reducing health care costs.

ALAN A. AYERS, MBA, MAcc
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Alan A. Ayers, MBA, MAcc, is Practice Management Editor of JUCM,
serves on the Board of Directors of the Urgent Care Association of
America, and is Vice President for Concentra Urgent Care.
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INTEGRATED CARE DELIVERY SYSTEM

Alan Ayers: What does urgent care look like within
Kaiser Permanente today including locations, hours,
clinical capabilities and staffing models? 
Michael Neri: At Kaiser Permanente, our urgent care
model differs depending on local needs and whether
we own and operate hospitals in the area. Therefore, to
provide a comprehensive overview of Kaiser Perma-
nente’s approach to urgent care, my colleague Dr. Peter
King and I will discuss how we provide urgent care in
Kaiser Permanente Southern California and Kaiser Per-
manente Georgia. No matter where our members receive
care, our urgent care centers are staffed by highly skilled
Kaiser Permanente doctors and nurses.  Our primary
goal is to provide members with convenient access to
high-quality, coordinated care.   

Kaiser Permanente Southern California has 19 urgent
care locations throughout the region that offer walk-in
access in the morning, afternoon, and evening, 7 days
a week. All of our urgent care locations operate at a high-
er capability than the typical community cold and flu
“urgent care” model. We are able to provide care to
patients with mild-to-moderate acuity ailments, includ-
ing medical and surgical issues. The benefit of a high-
er-acuity urgent care center is member convenience
and access, because members do not need to be trans-
ferred to the emergency department for workup. 
Peter King: Kaiser Permanente Georgia uses a model
that we call Advanced Care Center (ACC). An ACC is an
outpatient facility that is physically located in a Com-
prehensive Medical Center (a medical office with full
services including high-tech radiology, cardiac stress
testing, and a gastrointestinal (GI) endoscopy suite).  The
ACC offers high-acuity immediate care and is staffed
with board-certified emergency physicians and emer-
gency room (ER)-trained nurses. Although the ACC is
designed to provide urgent care, in the event of a high-
er-acuity emergency, this facility is prepared and is similar
to a hospital ER. The ACC has an on-site pharmacy with
intravenous (IV) medications commonly used in an ER,
such as equipment for central IV lines, cardiac monitors,
and respiratory support. Our ACCs are open 24 hours a

“The benefit of a higher-acuity urgent
care center is member convenience and
access, because members do not need

to be transferred to the emergency
department for workup.”

Dr. Michael Neri
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day, 365 days a year. 
Alan Ayers: What is the role of urgent care in increasing
access to and reducing medical costs within Kaiser Per-
manente’s integrated model of care? 
Michael Neri: Urgent care provides our members with
another option when they need care quickly. It plays
a key role in providing care for members who require
prompt medical attention conveniently, but who do
not have an emergency medical con dition. This care is
delivered with the same high quality and service as in
our Emergency Department, but at a lower cost to our
members. 
Peter King: Our ACCs are a prime driver of increased
access and decreased cost for our members with acute
medical needs who do not require ER care. With ACCs,
we can treat patients in the outpatient setting, which
is often more convenient and effective for patients. For
example, we are able to evaluate, treat, and discharge
many patients with transient ischemic attack, atrial fib-
rillation, chest pain, GI bleeding and numerous other
conditions. We routinely evaluate patients with chest
pain, ruling out acute heart attack, observing overnight,
and obtaining stress testing the next morning. We are
able to rapidly stabilize and transfer patients who need
hospitalization. 
Alan Ayers: How does Kaiser Permanente ensure or
coordinate follow-up with a primary care or specialist
after a patient presents for urgent care with a new medical
diagnosis? What is the role of Kaiser Permanente’s con-
solidated medical record in ensuring continuity of care? 
Michael Neri: Kaiser Permanente’s comprehensive
EHR, KP HealthConnect, is essential in ensuring con-
tinuity of care. Every primary care and specialty care
provider has immediate access to any patient encounter
in urgent care. We have standardized protocols to ensure
that patients are connected to primary care or specialty
care follow-up as needed. 
Alan Ayers: How does Kaiser educate its members
about the availability and appropriate use of urgent care
services? Is there any incentive, through health plan
design, communication via PCPs, or employer or indi-

“The ACC offers high-acuity
immediate care and is staffed with

board-certified emergency physicians
and emergency room (ER)-trained

nurses.”

Dr. Peter King
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vidual marketing efforts, to steer Kaiser Permanente
members away from the ER to lower-acuity settings? 
Michael Neri: We have launched an education cam-
paign that explains to members why, when, and where
they can access urgent care. 
Peter King: Our focus is on providing the right care,
at the right time, in the right place to meet the patient’s
needs. We do not offer additional incentives. In many
cases, a visit to an ER might not be the best option for
patients. We have processes in place to guide patients
to a more effective venue, based on their condition and
preference, which may be an office appointment, a visit
to the ACC, or telephone advice. 
Alan Ayers: As we see the nation’s health delivery shift
from fee-for-service to more integrated models and out-
comes-based payment systems, what can the urgent
care industry learn from Kaiser Permanente’s experience
with urgent care?   
Peter King: We believe that the urgent care model will
play a significant role as the nation moves toward more
integrated, outcomes-based care delivery models. I hope
that high-acuity urgent care will become as common as
the traditional low-acuity urgent care is today. This model
fills a gap between the medical office and the hospital
that provides patients with access to high-quality out-
patient care. Our experience shows that this model is
capable of improving quality, service, and patient satis-
faction while making care more affordable for members.   

Conclusion
Integrated health systems like Kaiser Permanente’s are
defined by their ownership of hospitals, physician prac-
tices, and health insurance; financial incentives that
align medical cost savings, clinical outcomes, and pop-
ulation health; and coordination of primary and spe-
cialist care through an electronic health record. These
are also the driving principles of the ACAs authorized
by the March 2010 health care reform legislation. As
Drs. Neri and King illustrate, when the availability of
higher-acuity urgent care matches a patient’s condition
with the capabilities of the treating facility, unnecessary
ER visits can be avoided, thus promoting the integrated
system’s goals of quality and efficiency. ■
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Introduction

A
14-year-old autistic male presents with both parents. The
patient is non-verbal and hypersensitive to touch. The
parents state that he was stung by a bee and seems to be

having respiratory distress because he is drooling more than
normal. As the patient is ushered through the waiting area
and into an examination room, his anxiety mounts. His
repetitive movements of hand flapping and rocking increase
along with indistinguishable scripting that reaches an alarm-
ing pitch. The staff takes a step back to assess the situation
while the parents calm their son. 

Adjustments to the typical urgent care protocol are
required to treat an autistic patient. Assessing the source
and level of pain is delayed by the need to first determine
where the patient falls on the autism spectrum. Awareness
of autism signs and behaviors aids physicians and urgent
care staff in diagnosing and treating a patient’s acute ill-
ness, independent of the developmental disorder.

Understanding the autism spectrum
Autism Spectrum Disorder (ASD) is now the fastest
growing developmental disorder in the United States.1

A 2014 Centers for Disease Control and Prevention
report estimates that about 1 in 68 children exhibit
ASD.2 ASD is defined as a neurodevelopmental condi-

tion with difficulties in social interaction, verbal and
non-verbal communication, and repetitive behaviors.
The spectrum includes five pervasive developmental
disorders with the following characteristics3:

� Classic autism: Presentation before age 4, poor eye
contact, language delay, social deficits, resistance
to change, prone to seizures.  

� Asperger syndrome: Deficits in appropriate speech
and communicative development, stereotype
behaviors, expansive memories, extreme interest
in a particular subject, development of normal lan-
guage and cognition 

� Rett syndrome (affects only females): Developmen-

Case Report

Treating Autistic Patients in
the Urgent Care Setting
Urgent message: As the number of patients with autism spectrum
disorders continues to increase, it is important that urgent care
providers proactively educate themselves about how best to provide
acute care for these individuals.

ELIZABETH MANGONE and JOHN SHUFELDT, MD, JD, MBA, FACEP

Elizabeth Mangone is a premed undergraduate student at Boston
 College. John Shufeldt, MD, JD, MBA, FACEP, is CEO of Urgent Care
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tal regression after age 6 months, microcephaly,
loss of motor skills 

� Childhood Disintegrative Disorder: Developmental
regression after age 3 years, severe functional
impairment, loss of social and language skills  

� Pervasive Developmental Disorder-not otherwise
specified (less severe version of classic autism):
Impairment in social interaction, communication,
or repetitive stereotype behavior 

Characteristics of ASD raise barriers to efficient, acute
treatment by health care professionals in the urgent care
setting. Currently, a paucity of resources are available
that outline and evaluate accommodating strategies for
patients with ASD in inpatient, outpatient, and emer-
gency situations.4 As the number of ASD diagnoses
increases, steps to provide optimal care for this challenging
patient population focus on education, communication,
and treatment. 

Barriers to Assessment 
The multidimensional nature of ASD and the non-spe-
cialist provider’s limited knowledge of the disorder

hinder the quality of care for patients with ASD who
have acute medical conditions. Characteristically, ASD
features deficits in communication, presence of repet-
itive behaviors, and hyper/hypoactive sensitivity to
environmental stimuli.5 Each category is unique to an
individual patient with ASD’s behavior and ability
level. As the saying goes in the autism community, “If
you’ve met one person with autism, you’ve met one
person with autism.” In addition, the common absence
of social reciprocity is exhibited in a variety of ways,
from silence/withdrawal to excessive echolalia or vio-
lent outbursts. 

Adding to these difficulties, challenges inherent to
urgent care medicine create problematic stresses for
patients with ASD: rushed visits, focus on a single
patient complaint, and incomplete patient history. A
comprehensive clinical assessment is limited due to the
increased anxiety about the novel situation. Patients
with autism prefer a familiar routine and environment.
Varying combinations of these barriers increase the dif-
ficulty of diagnosing and treating their acute illness in
the urgent care setting.



26 JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  November  2014

Awareness 
With the escalating growth in diagnoses and the current aging ASD
population, an increased awareness of the disorder’s features aids a
broader range of health care professionals in appropriately accom-
modating these patients. Medical providers more effectively treat
this population when armed with an understanding of underlying
characteristics of autism as well as the medical issues that patients
with ASD might present with in an urgent care center. Preliminary
research points to a non-exclusive list that focuses on possible acute
illnesses including gastrointestinal conditions, seizures, associated
psychiatric disorders, catatonia, and self- injurious behaviors.5 

Widespread implementation of effective training materials can
increase urgent care providers’ knowledge about and comfort with
caring for patients with ASD. Two recently implemented resources
outline protocols to help doctors treat ASD patients. The Assess Com-
municate Treat (ACT) plan for Autism, developed by Pennsylvania
physicians, is changing patient treatment in Pennsylvania emergency
rooms (ACT).6 The plan includes a training manual and DVD for
emergency medicine clinicians that familiarizes them with common
autism behaviors and recommends accommodations. Similarly, Mas-
sachusetts General Hospital’s Acute Care Plan for Autism aids physi-
cians and medical staff in assisting patients with ASD through a ques-
tionnaire completed before the emergency experience (Acute Care
Plan). Both systems advise medical staff in the way to properly treat
patients with ASD by first recognizing the behaviors of autism and
second, diagnosing the acute illness. Providing health care profes-
sionals with the tools to understand ASD is a step towards offering
better patient care and improving the urgent care experience.

Communication 
Communication is the key to improving assessment and treatment
of the population with ASD. Information on baseline behavior, degree
of sociability, dietary habits, and communication ability is vital for
medical professionals who interact with patients with ASD.4 The central
part of this information sharing relies on communication between
the caregiver and urgent care staff. Communication of preferences to
the entire staff helps provide consistency of care throughout the visit. 

To establish optimal treatment conditions for the patient, the
following actions establish a baseline of communication2: 

� Obtain patient history from caregiver.
� Avoid multipart questions.
� Use questions that require only a “yes” or “no.” 
� Know the individual’s method of communication. 
� Use a Visual Communication System. 
� Develop a method to assess pain. 
Patients with ASD who enter the urgent care environment present

with a variety of acute illnesses and are best assessed when an effective
communication method is developed. Equally important, caregiver
information provides physicians with the ability to identify certain
exhibited behaviors that are not maladaptive, but rather, those char-
acterized by the spectrum. 

C A S E  R E P O R T :  T R E A T I N G  A U T I S T I C  PA T I E N T S
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Treatment 
Treatment of patients with ASD in the urgent care setting requires
adjustments to the typical protocol and level of care. Clinical stan-
dards of urgent care medical treatment change constantly. The
advances in quality of care provide a new emphasis on specialized
treatment for the developmentally disabled. Steps to better accom-
modate this population subsequently lead to a decreased incidence
of hospital visits and discrepancies in care. 

In offering treatment to patients with ASD, additional accom-
modations are required to decrease anxiety and limit overstimula-
tion. The first step is established through offering the best environ-
ment. A quiet room equipped with familiar distractions for the
pediatric or adult patient reduces overstimulation. Smaller steps
and break periods between treatments keep patients on task.5 Mod-
eling and allowing patients to see and touch instruments and mate-
rials used during the physical examination and treatment aids in
systematic desensitization. Many of these modifications begin with
communication. Though some individuals with ASD lack reciprocal
communication, they process spoken language. The physician and
medical staff should outline their actions to the patient before per-
forming any exam. In doing so, physicians are advised to use a
calm voice and minimize touch. Rewards can be implemented to
reinforce positive behaviors. Treating a patient with ASD requires
additional time and effort to compensate for the sensory processing
difficulty exhibited as a component of the disorder.  

Conclusion
Each patient, adult or child, labeled as developmentally disabled
presents a unique set of characteristics that demand a higher quality
of care. As the population of patients with ASD increases, a move to
raise awareness and provide educational materials for health care
professionals is required to properly treat these patients in the urgent
care setting. Steps to provide quality of care for patients with ASD
begin with physician awareness of the disorder’s characteristics, spe-
cialized methods of communication and novel approaches to treat-
ment. As a first-line resource to treat acute illnesses, professionals in
urgent care centers are best able to help the population with ASD
by learning more about the disorder and making accommodations
for these patients. ■
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ABSTRACTS IN URGENT CARE

Generic medication appearance
Key point: When providing generic prescriptions, warn pa-
tients about generic medication colors and shapes. 
Citation: Kesselheim AS, Bykov K, Avorn J, et al. Burden of
changes in pill appearance for patients receiving generic car-
diovascular medications after myocardial infarction: Cohort
and nested case–control studies. Ann Intern Med. 2014;
161:96-103.

Researchers in this study attempted to determine if changes in
color or shape of a generic drug led to discontinuation of that
drug. Patients were evaluated in a case control study after hav-
ing experienced a myocardial infarction and the drugs pre-
scribed included beta blockers, ACE inhibitors, and statins.

Changes in color increased risk of discontinuation 34%
whereas a shape change increased risk of discontinuation
66%. Although this may not seem to directly apply to urgent
care, if it can be generalized, it shows the importance of physi-
cians and pharmacist warning patients, before a change oc-
curs, that generic medications vary in both color and shape.
This may even apply to a short-term medicine like an antibiotic
that does not look the same as the one a patient used in the
past. It is already known that a large percentage of patients

don’t fill prescriptions, and an unexpected change in color or
shape would likely increase that risk. ■

Sensitivity of rapid strep tests
Key point: One in 20 adults with negative rapid streptococcus
tests still may have strep throat.
Citation: Dingle TC, Abbott AN, Fang FC. Reflexive culture
in adolescents and adults with group A streptococcal
pharyngitis. Clin Infect Dis. 2014;59(5):643-650.

The authors of this study note that clinical and laboratory guide-
lines differ as to the need for a throat culture in adults with a
negative rapid test. They also note that because rheumatic fever
and post-streptococcal renal involvement are rare in adults,
some clinicians feel that back-up cultures are unnecessary. 

In this retrospective study, researchers looked at out-
comes in patients older than age 13 with a negative rapid
test and subsequent positive throat culture over an 11-year
period at a lab in Seattle, Washington. The policy at the re-
ferring medical centers was to send cultures on all patients
who had a negative rapid test. A total of 726 patients were
included who met criteria and for whom applicable visit
data were available (297 did not have adequate chart data). 

About 5% of the patients proved to have a positive culture
after a negative rapid test, compared with 13% who were pos-
itive on rapid tests. Therefore, sensitivity was about 75% with
the rapid test alone. The authors also noted that 29 of the 726
patients developed abscesses. Several other patients were
noted to have other bacterial infections of the throat that im-
prove with antibiotics but for which the rapid strep assay does
not test (e.g., Group C streptococcal infections). From an urgent

� Generic drug appearance
� Rapid strep test sensitivity
� NSAIDs and anaphylaxis
� Scalp hematomas and brain injury
■ SEAN M. McNEELEY, MD

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

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



care perspective, reconsideration of back-up cultures in adults may be
needed. Further prospective research, it is hoped, will help answer that
question. ■

NSAIDs and anaphylaxis
Key point: Take care with nonsteroidal anti-inflammatory drugs and
don’t forget the epinephrine.
Citation: Aun MV, Blanca M, Garro LS,  et al. Nonsteroidal anti-in-
flammatory drugs are major causes of drug- induced anaphylaxis. J
Allergy Clin Immunol Pract. 2014;2(4): 414-420.

In this allergy clinic-based study of patients with previous anaphylaxis,
likely causes and treatment were evaluated. A total of 806 patients with
drug reactions were screened  revealing 117 with anaphylaxis. About three-
fourths of the patients with anaphylaxis had an identifiable cause. Non -
steroidal anti-inflammatory drugs (NSAIDs) were identified as the cause
in almost half of these cases, which is considered unusual because antibi-
otics typically are the most frequent cause of anaphylaxis. 

The second important finding from this study was that epinephrine use
was reported in only one-third of patients. As the authors noted, epineph-
rine is considered the first-line treatment for anaphylaxis and low use of
epinephrine is associated with higher mortality. A final concern was that
66% of patients had already experienced an adverse drug reaction to the
medication identified as the cause of their anaphylaxis.

From an acute care perspective, realizing that anaphylaxis is under-
diagnosed and epinephrine is underused should keep us vigilant for
its symptoms and mindful of anaphylaxis treatment. Many good re-
views of the complex diagnosis of anaphylaxis are available, including
one in the June 2011 edition of JUCM. A second take-home message is
that once again, NSAIDs were shown not to be as benign as had previ-
ously been thought. ■

Scalp hematomas and brain injury
Key point: Scalp hematomas are still a significant concern for brain
 injury.
Citation: Dayan PS, Holmes JF, Schutzman S, et al. Risk of traumatic
brain injuries in children younger than 24 months with isolated scalp
hematomas. Ann Emerg Med. 2014(2);64:153-162.

This article reviews the previously reported data from the 2009 Pedi-
atric Emergency Care Applied Research Network (PECARN) including
only children up to age 24 months regarding scalp hematomas and sig-
nificant brain injury. In a review of almost 3,000 cases of patients of
younger age, non-frontal scalp hematoma, increased scalp hematoma
size, and severe mechanism of injury were independently associated
with traumatic brain injury. Of interest, only 50 patients had findings
of traumatic brain injury. That reinforces the fact that the number of
significant brain injuries is low. For urgent care providers, this report
confirms previous studies on this topic. The results also underscore the
low prevalence of significant findings in these patients. ■
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H E A L T H L A W

Y
ou are working in an urgent care center when a mother shows
up with her 18-year-old daughter, who is “mildly developmentally
delayed,” per her mom. The daughter turned 18 yesterday and

the mother is concerned that she may have gotten a little “too
wild” while celebrating her birthday at a friend’s house and she
would like her tested for drugs and STDs. The daughter appears
to understand what is necessary to comply with her mother’s de-
mands and reluctantly agrees. Your tech obtains the urine and
runs a pregnancy test and rapid drug screen. After her exam, the
patient tells you not to disclose the results to her mother under
any circumstances. Her mother is adamant that you tell her the
results of the testing. Now what?

I don’t have very many “pet peeves.” The only ones I can
think of are hate rhetoric, flag burning, animal cruelty, broccoli
in Chinese food, and when someone says “It’s against HIPAA.”
I have heard “It’s against HIPAA” so many times and for such
patently random things that I feel compelled to spend some
time writing about it. 

Candidly, what pushed me over the edge was when some-
one remarked that, “It was against HIPAA to tell the family
members of a demented Alzheimer’s patient the result of the
CT of the brain.” Really? 

First, a bit of background. The Health Insurance Portability
and Accountability Act of 1996 was enacted by Congress in
response to the rising cost of administrative expenses due
largely to complex coding taxonomy and lack of communica-
tion among providers about diagnostic and billing information
(i.e., the morass that is modern medicine.) Enter the govern-
ment trying to save us all!

Generally speaking, HIPAA attempts to: (1) make it easier
for people to keep their health insurance; (2) protect the con-
fidentiality and security of health care information while bal-
ancing the need to protect the public’s interest; and (3) help
control administrative costs. 

The “portability” requirement in the Act helps avoid “job
lock.” That is, it eliminated insurance companies’ ability to
deny coverage to people with pre-existing conditions, which
impeded people in moving to new jobs because they could
not get health insurance coverage. 

In many ways, HIPAA does not change the way we practice,
inasmuch as privacy and confidentiality have always been a
priority. It does, however, provide legal recourse when dealing
with breaches. Under the Act, patients’ control of health in-
formation includes the ability to review their own medical
records, request corrections to those records, and determine
who is looking at them and why. It  sets limits without deterring
research or undermining care. And it strikes a balance between
privacy and public responsibility by accounting for public uses
related to public health concerns (ex., communicable diseases),
health oversight (ex., provider compliance audits), research,
law enforcement (offender identification), and investigations
of abuse, neglect, and violence. Remedies for violations of
the privacy rule include both civil and criminal penalties while
acknowledging, however, that the right to privacy is not ab-
solute (see appropriate public uses exceptions above).

HIPAA helps control administrative costs in two ways. It
simplifies coding and defines standards under which health
care providers can share information. That helps ensure coor-
dination of care, eliminates repeat testing and procedures,
and fosters quality of care. The Act also reduces fraud, waste,
and abuse by eliminating unnecessary repeat services and
tests for which providers would bill but a patient would get
not benefit.

HIPAA does not cover everyone or every entity, but health
care providers are among those who must comply with it. The
Privacy Rule and what is considered protected health infor-
mation (PHI) are what we as providers are most likely to have

HIPAA for Health Care Heroes
■ JOHN SHUFELDT, MD, JD, MBA, FACEP

“If everything is PHI then should an
urgent care provider never share
anything about a patient with
anyone? The answer is no! ”

John Shufeldt is CEO of Urgent Care Integrated Network
and sits on the Editorial Board of JUCM. He may be con-
tacted at Jshufeldt@Shufeldtconsulting.com.
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to address. PHI includes:
� Information your doctors, nurses, and other health care

providers put in a patient’s medical record
� Conversations that a doctor has with nurses and others

about a patient’s treatment
� Information about a patient in a health insurer’s computer

system
� Billing information about a patient
� Past, present or future physical or mental health or con-

ditions
� Services provided for health care to an individual
� Past, present, or future payment for the provision of

health care 
� Any other information that identifies an individual or

for which there is a reasonable basis to believe it could
be used to identify an individual, including name, address,
birth date, and Social Security Number.

The list above raises the question: If everything is PHI then
should an urgent are provider never share anything about a
patient with anyone? The answer is no! 

If, in your judgment, it is in the patient’s best interest, it is
completely appropriate to share information. You can release
PHI when the patient consents/gives authorization or one of
the various exceptions applies. Consent simply means agreeing
to the use of PHI for treatment, payment, or for the smooth
operation of the health care system.  

Providers obtain patient consent before using or disclosing
information for the purpose of providing treatment, related
to payment for treatment, and for health care operations. The
consent form must:

� Contain clear language that an average patient can easily
understand

� Refer to the privacy notice and the right to change no-
tice

� Advise a patient of his/her right to request restrictions
on use/disclosure of PHI and a provider’s right to deny
that request

� Advise of a patient’s right to revoke consent in writing
� Be signed by a patient.
The exceptions regarding the need for consent are when

care is provided to an incarcerated inmate or when a reasonable
attempt was made to obtain written consent after emergency
treatment. 

By contrast, an “authorization” is required by the Privacy

Rule for uses and disclosures of PHI not otherwise allowed by
the Rule (i.e., for uses other than treatment, payment, and
health care operations, such as marketing). 

Where the Privacy Rule requires patient authorization, vol-
untary consent is not sufficient to permit use or disclosure of
PHI unless it also satisfies the requirements of a valid author-
ization. An authorization is a detailed document that gives
covered entities permission to use PHI for specified purposes,
which are generally other than treatment, payment, or health
care operations, or to disclose PHI to a third party specified
by the individual.

An authorization must specify a number of elements, in-
cluding a description of the PHI and the person authorized to
use or disclose it, the person to whom the covered entity may
make the disclosure, an expiration date, and, in some cases,
the purpose for which the PHI may be used or disclosed. With
limited exceptions, covered entities may not condition treatment
or coverage on the individual providing an authorization.

An authorization form is not required for:
� Disclosures required by law
� Victims of abuse, neglect, or domestic violence
� Warrants or court orders
� Coroners, medical examiners, or funeral directors
� Organ, eye, or tissue donations
� Workers’ Compensation compliance
� Law enforcement to avert a serious threat to health or

safety
� Public health purposes and health oversight activities.
The Privacy Rule gives patients the right (except with psy-

chotherapy notes) to:
� Inspect medical information
� Make copies of medical information
� Request corrections to medical information
� Request a release of information or request restrictions

on release.
There are exceptions to when you can disclose PHI:
� De-identified information – There are no restrictions on

the use or disclosure of de-identified health information.
Thus, removal of specified identifiers of an individual
and of his/her relatives, household members, and em-
ployers is required and is adequate only if the covered
entity has no actual knowledge that the remaining in-
formation could identify the individual.

� Informal permission – Informal permission may be ob-
tained by asking the individual outright, or in circum-
stances that clearly give the individual the opportunity
to agree, acquiesce, or object (e.g., when family or others
are present and a patient asks that they stay during
medical conversation).

� Emergency situations – When an individual is incapaci-
tated, in an emergency situation, or not available, covered

“You can release PHI when 
the patient consents/gives

authorization or one of the various
exceptions applies.”
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entities generally may make such uses and disclosures
if, in the exercise of their professional judgment, the use
or disclosure is determined to be in the best interests of
the individual.

Covered entities and providers generally may make use of
and disclose PHI if, in the exercise of their professional judg-
ment, the use or disclosure is determined to be in the best in-
terests of the individual. Generally, professional judgment
comes into play as an exception during emergency situations,
but it is also exercised in situations in which an individual is
determined to be incapacitated due to a physical or psycho-
logical condition at a time when treatment is needed. Upon
restoration of capacity, a patient’s privacy must again be hon-
ored unless disclosure is authorized by that patient. 

The verification requirements of this paragraph are met if
the covered entity relies on the exercise of professional judg-
ment in use or disclosure in accordance with §164.510 (op-
portunity for individual to agree or object) or acts on a good-
faith belief in making a disclosure in accordance with
§164.512(j) (opportunity for individual to agree or object not
required).

The HIPAA Privacy Rule at 45 CFR 164.510(b) specifically
permits covered entities to share information that is directly
relevant to the involvement of a spouse, family members,
friends, or other persons identified by a patient in the patient’s
care or in payment for health care. 

If the patient is present, or is otherwise available prior to
the disclosure, and has the capacity to make health care deci-
sions, the covered entity may discuss this information with
the family and these other persons if the patient agrees or,
when given the opportunity, does not object. 

The covered entity may also share relevant information
with the family and these other persons if it can reasonably
infer, based on professional judgment, that the patient does
not object. For example:

� A doctor may give information about a patient’s mobility
limitations to a friend driving the patient home from
the hospital.

� A hospital may discuss a patient’s payment options with
her adult daughter.

� A doctor may instruct a patient’s roommate about proper
medicine dosage when she comes to pick up her friend
from the hospital.

� A physician may discuss a patient’s treatment with the
patient in the presence of a friend when the patient
brings the friend to a medical appointment and asks if
the friend can come into the treatment room.

Even when the patient is not present or it is impractical be-
cause of emergency circumstances or the patient’s incapacity
for the covered entity to ask the patient about discussing her
care or payment with a family member or other person, a

covered entity may share this information with the person
when, in exercising professional judgment, it determines that
doing so would be in the best interest of the patient. [See 45
CFR 164.510(b)]. Thus, for example, a physician may, if con-
sistent with such professional judgment, inform a patient’s
spouse, who accompanied her husband to the emergency
room, that the patient has suffered a heart attack and provide
periodic updates on the patient’s progress and prognosis. Also,
a provider may, if consistent with such professional judgment,
discuss an incapacitated patient’s condition with a family
member over the phone. 

In addition, the Privacy Rule expressly permits a covered
entity to use professional judgment and experience with com-
mon practice to make reasonable inferences about a patient’s
best interests in allowing another person to act on behalf of
the patient to pick up a filled prescription, medical supplies,
x-rays, or other similar forms of PHI. For example, when a
person comes to a pharmacy asking to pick up a prescription
on behalf of an individual he/she identifies by name, a phar-
macist, based on professional judgment and experience with
common practice, may allow the person to do so.

So, if we have always been careful to not share PHI, what’s
all the hubbub? As I mentioned, HIPAA added some legal
teeth to the practice of confidentiality. Fines for violating the
Statute range from $100 to $50,000 per offense and up to
$1.5 million for identical violations occurring within a calendar
year. The statute of limitations for HIPAA–related infractions
is 6 years. 

Returning to the scenario with the mildly developmentally de-
layed party girl, how should you proceed, given the HIPAA regu-
lations? Although under HIPAA you could share information with
her mother, it is clear to you that the patient does, in fact, have
the capacity to object to sharing her PHI. Therefore, you should
very tactfully tell the mother that unless her daughter consents
or unless she has guardianship, you cannot share her daughter’s
results with her. 

Next month, I plan to explore weird variations of HIPAA or
HIPAA-like scenarios that I have experienced or can envision
an urgent care provider facing. ■

“When a person comes to a pharmacy
asking to pick up a prescription on

behalf of an individual he/she
identifies by name, a pharmacist,

based on professional judgment and
experience with common practice,
may allow the person to do so.”
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In each issue, JUCM will challenge your diagnostic acumen with a glimpse of x-rays, electrocardiograms,
and photographs of conditions that real urgent care patients have presented with.

If you would like to submit a case for consideration, please e-mail the relevant materials and
presenting 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

This x-ray was taken on a 72-year-old man who presented to urgent care after falling off a step stool while trimming
branches. He landed directly on his left shoulder and was unable to lift his arm over his head due to severe pain. He
thought his shoulder was dislocated. 

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

Resolution of the case is described on the next page.
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T H E  R E S O L U T I O N

I N S I G H T S  I N  I M A G E S :  C L I N I C A L  C H A L L E N G E

FIGURE 2

Diagnosis: The x-ray reveals a minimally displaced transverse clavicle fracture. This is an unusual clavicle fracture in that
it cannot be classified into the “third system” of medial, middle, and lateral clavicle fractures. This fracture is actually lat-
eral and middle (arrows). As there was no compromise to the skin and no severe deformity, no specific treatment was
required. The patient was placed in a sling and advised to follow up with his primary care physician. 

Acknowledgement: Case presented by Tracey Quail Davidoff, MD, an urgent care physician at Accelcare Medical Urgent Care and
Urgent Care by Lifetime Health in Rochester, NY.
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C O D I N G  Q & A

Q. I have a question on coding Workers’ Compensation
claims. I work in a hospital system and hospital coders

oversee our charts. I feel they under code for the work we
do. They are afraid of audits and refusal to pay. Typically,
they will return the chart so that I can document my time
and then they will charge for the time spent instead of the
documentation. 

I’m told there are no “bullet points” or increase in medical
decision-making for discussing over-the-counter (OTC) med-
ication instead of prescribing NSAIDs or narcotics, reviewing
mechanism of injury or ergonomics of their job, handouts
on exercises or review of stretching/exercises, discussing/
making restrictions at the work site, or filling out forms for
return to work/restrictions. I believe there are more layers
of decision-making throughout the whole Workers’ Com-
pensation visit.

A.Although it requires more work to see a Workers’ Com-
pensation patient (for the same injury as a non-Workers’

Compensation patient), more and more Workers’ Compensation
payors are insisting on less reimbursement for this work. In ad-
dition, the coding rules that we have from CMS do not give us
extra credit for the extra work we do on these cases.

Time is unlikely to be very helpful as a coding guide because
the E/M guidelines specifically preclude use of time for coding
the E/M unless over half of the face-to-face time of the visit is
composed of counseling or coordination of care, which is rare
in urgent care. Thus time is mostly irrelevant for E/M coding in
your setting. 

Some modifications to the complexity of medical decision-

making have been proposed to allow for coding credit for the
additional work required to see a Workers’ Compensation patient.
Although these modifications are in use by some occupational
health providers, CMS is not likely to ever formalize these mod-
ifications as coding for Workers’ Compensation has always been
ignored by CMS. This is not surprising as Medicare and Medicaid
do not cover Workers’ Compensation injuries.

You are correct that the work involved in discussing medica-
tions, exercise handouts, and work restrictions; reviewing mech-
anism of injury; and filling out work forms does not increase
the medical decision-making factor for the E/M level. However,
CPT codes for filling out forms are listed on the Workers’ Com-
pensation fee schedule for some states. Some states will accept
CPT 99080, “Special reports such as insurance forms, more
than the information conveyed in the usual medical communi-
cations or standard reporting form” and others may have their
own codes. For example, California has created its own set of 5-
digit codes that begin with the letters “WC.” ■

Q. Our claims for ear irrigation are being denied. We
usually bill 69210- RT-59 and 69210-LT-59. What are

we doing wrong?

A.Irrigation alone is considered part of the E/M code and is
not separately payable. For 2014, CPT did change its de-

scription of code 69210, “Removal impacted cerumen requiring
instrumentation, unilateral.” This change clarified that the code
is unilateral and that physicians must use some type of instru-
mentation to remove impacted cerumen. 

CPT defines cerumen as impacted if any one or more of the
following conditions are present:

� Cerumen impairs the examination of clinically significant
portions of the external auditory canal, tympanic mem-
brane, or middle ear condition; (Note: This is almost always
the case when cerumen removal is performed.)

� Extremely hard, dry, irritative cerumen causes symptoms
such as pain, itching, hearing loss, etc.;

Workers’ Compensation Visits,
Cerumen Removal 
� DAVID STERN, MD, CPC

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



� Cerumen is associated with foul odor, infection, or der-
matitis; or

� Obstructive, copious cerumen cannot be removed without
magnification and multiple instrumentations requiring
physician skills.

Instrumentation  is defined as the use of an otoscope and
other instrumentation such as wax curettes, wire loops, or
suction plus specific ear instruments such as cup forceps or
right angle hook.

Some payors will require an RT and/or LT modifier while
some will require modifier -50 appended to code 69210. Others
may require you to list 69210 twice and append modifier -50 to
the second line. Check with individual payors for preference. If
the procedure is performed alone, just bill the code and appro-
priate modifier. If performed with other procedures, bill the
code with the appropriate RT/LT/50 modifier(s) and also append
modifier -59.

Unfortunately, the Centers for Medicare and Medicaid Services
(CMS) have elected to ignore the change and pay the same for
cerumen removal whether you do one ear or both. CMS stated
its opinion that the procedure will typically be done on both
ears at the same encounter because “the processes that create
cerumen impaction likely would affect both ears.” Per CMS in-
struction, this reimbursement policy will remain in place through
2014. Due to this decision, you will likely receive a denial if you
try to bill Medicare for more than one unit for code 69210 since
most Medicare Administrative Contractors (MACs) are denying
these claims entirely and not even paying for one unit.

In order to bill an E/M visit and cerumen removal on the
same date of service, the following criteria must be met:

� The initial reason for the visit was separate from the ceru-
men removal.

� Otoscopic examination of the tympanic membrane is not
possible due to the impaction.

� Removal of the impacted cerumen requires the expertise
of the physician or non-physician practitioner and is per-
sonally performed by him or her.

� The procedure requires a significant amount of time and
effort.

All of the above criteria must be clearly documented in the
medical record. Modifier -25, “significant and separately identi-
fiable evaluation and management service by the same physician
on the same day of the procedure or other service” should be
appended to the E/M visit code, if applicable. Clinical notes
must clearly indicate that the E/M and cerumen removal are
separate and medically necessary services. ■

Note: CPT codes, descriptions, and other data only are copyright 2011, American Medical
Association. All Rights Reserved (or such other date of publication of CPT). CPT is a
trademark of the American Medical Association (AMA).

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

C O D I N G  Q & A
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AFFORDABLE 
EMPLOYEE BENEFITS!
Available to those practicing in PA, NJ, NY and CT.

Clinic owners, directors, office managers and
staff, with Health Care Reform around the corner,
please contact us immediately so we can help you

navigate through this change.

Now more than ever, our clients have 
been implementing the following 

voluntary employee benefits.

Don’t hesitate to contact us to learn more about….
• Our voluntary employee benefits programs at 

NO COST to your business.
• How you can save your clinic money by

implementing pretax, group benefits.
• Our 100% employee funded insurance plans.

Don’t delay… 
contact us today and learn how you 
can begin to offer your employees

affordable benefits!

Patricia Murphy
Insurance Consultant

pmurphybenefits@gmail.com
732.996.3960 Phone • 732.856.9284 Fax

• Disability Insurance
• Hospital Insurance
• Cancer/Critical

Illness Insurance

• Dental Insurance
• Vision Insurance
• Life Insurance



C A R E E R S

Family Practice, Med/Peds or Emergency Medicine 
Physician Employment Opportunity
Looking for an unsurpassed quality of life while pursuing an active,  
challenging medical career? Consider an employment opportunity with Charleston Area Medical Center.

Seeking a full-time BC/BE Family Practice, Medicine/Pediatrics or Emergency Medicine physician to join our 
Urgent Care team.  The hours of operation are from 9 a.m. to 9 p.m. seven days a week. Candidates should have a 
full range of urgent care skills. Easy referral access to more than 400 subspecialists on staff at our medical center.

Positive reasons for making this change:

 
life, retirement and much more

To apply, e-mail CV to carol.wamsley@camc.org
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(912) 691-1533

URGENT CARE WEST MAUI
Live & work in paradise. Email physcian 

CV to benazman@hawaii.rr.com or fax 

to (808) 661-1584

Dunkirk and Solomons, Maryland
Seeking part-time BC/BE EM, IM, and FP 

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

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

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

schedule, and competitive compensation.

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

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

Email: Recruitment@EMAonline.com

Visit the JUCM Career Center:  www.UrgentCareCareerCenter.com

URGENT CARE HOUSTON/GALVESTON 
Full Time must be BC/BE EM IM or FP

135-150/hour based on Experience and qualifications

Established Category 1 U.C. 

CT/US  Mod. Complexity Lab

Email CV to ezompa@comcast.net

Physician – Urgent Care
MultiCare is seeking BE/BC Emergency Medicine,
Family Practice or Internal Medicine/Pediatric physicians
to become members of the MultiCare Urgent Care Team.
Choose from a number of clinical practice settings
including a primary clinic location, a float-pool position,
or an innovative “Flex” position. Our Urgent Care system
is currently comprised of 10 clinic locations throughout
the South Puget Sound region and is poised for
phenomenal growth. These positions require rotational
8 - 12 hour shifts including weekends and holidays. 
Based in Tacoma, WA, MultiCare Health System is
a leading-edge, integrated not-for-profit healthcare
organization made up of five hospitals including
Allenmore Hospital, Auburn Medical Center, Good
Samaritan Hospital, Mary Bridge Children’s Hospital
and Tacoma General Hospital. As one of America’s
“10 Best Integrated Healthcare Systems,” MultiCare
includes numerous primary care and urgent care clinics,
multi-specialty centers, Hospice, Home Health and
Behavioral Health services. 
Please visit our website to apply online at
http://blazenewtrails.org/
or on your mobile device atm.blazenewtrails.org . 
Questions: email Mike.Stevens@multicare.org .
“MultiCare Health System is proud to be a drug-free workplace.”

EOE

Online Job Board for 
Urgent Care Professionals

(201) 529-4020 • classified@jucm.com

www.UrgentCareCareerCenter.com

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

Sign Up for  
FREE to:

Open a barcode 
scanner app on 
your smartphone. 
Position your 
phone’s camera 
over this QR code 
to scan.
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PRESBYTERIAN HEALTHCARE SERVICES
Albuquerque, New Mexico

PHS is seeking BE/BC Family Practice/ED Physicians and a Medical 
Director Urgent Care to work in our Urgent Care Centers. There are
seven Urgent Care Centers in the Albuquerque area. We currently

employ over 13 MDs and over 20 midlevel providers in urgent care.
Competitive pay, benefits and performance incentives. 

Presbyterian Healthcare Services (PHS) is New Mexico’s  

of the “Top Ten Healthcare Systems in America”. Over 600  
providers are employed by PHS and represent almost every  

specialty. Become part of a dynamic and growing Urgent Care ser-
vices group with Presbyterian Health Care. Urgent Care is part of a 

new and exciting Convenience Care Services with  
PHS, focusing on services patients are looking for, fast,  

friendly and high quality urgent care.

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

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

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



MEDICAL EQUIPMENT

MEDICAL EQUIPMENT

Growing & Profitable Mid-Atlantic
Urgent Care Business with multiple offices

Call Tony Lynch or Steve Mountain:
610-527-8400

tony@mtbizbrokers.com

MT CONSULTING • mtbizbrokers.com

PRACTICE FOR SALE

PRACTICES FOR SALE

Urgent Care Building Deming, NM
One block from hospital. 4 Exam Rooms, 

2 Bath, Reception, Offices, Storage and 

lots of parking. Buy or Lease. 
Contact Richard Moyer (575) 545-1023

PRACTICE FOR SALE
Urgent care / family practice for sale in 

beautiful Northern California.

For information, call (530) 276-1657

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

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

Search and
Apply to

Urgent Care
Professional
Jobs Online.

www.UrgentCareCareerCenter.com

M A R K E T P L A C E

C A R E E R S

Washington DC metro area UCC for sale

Ideally located in Vienna, VA; 60% UC, 
20% Occ Med, 20% FP; many insurance 

contracts; asking $500,000
Contact Bradley Smith (817) 793-3773

or bsmith@vertess.com

PRACTICES FOR SALE

www.UrgentCareCareerCenter.com

Recruit Urgent Care Professionals
on the JUCM Career Center
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D E V E L O P I N G  D A T A

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

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

In this issue: What Benefits Do Physicians Employed By Urgent Care Centers Receive?

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

In general, employed physician benefits have improved since 2010, with slightly greater numbers of centers providing
basic benefits packages across all categories. With physicians playing such an important role in the success of a center,
centers may be improving their packages in order to attract higher-quality candidates for these roles. 

Note: 2010 comparisons shown where available.

Benefit (in descending order) % of Centers Providing Benefit

Malpractice insurance 95.1 (77.6 in 2010)

Including tail coverage 69.9

Without tail coverage 17.1

Varies per physician 8.1

Health Insurance 78 (72.4 in 2010)

CME Funds 70.7 (59.2 in 2010)

Paid Time Off 65.0

Combination PTO 52.0

Vacation Only 11.4

Sick Time Only 0.8

Personal Time Only 0.8

Dental Insurance 58.5 (46.9 in 2010)

401k Program 57.7

CME Time Off 54.5

Life Insurance 53.7 (48.0 in 2010)

Vision Insurance 48.8 (39.8 in 2010)

Short Term Disability 42.3 (35.7 in 2010)

Long Term Disability 37.4 (35.7 in 2010)

Profit Sharing 34.1 (22.4 in 2010)



Understand the Nuances
of the Urgent Care Industry. 

» Comprehensive analytics presented as dynamic,
   easy-to-understand graphs

» National and regional statistics for best comparisons

» Cost-effective asset for informed decision making

PURCHASE THE 2014 URGENT CARE
BENCHMARKING SURVEY RESULTS FOR:

A valuable learning tool for urgent care owners and operators, 
financial advisors, private equity investors, and media. 

The 2014 Urgent Care Benchmarking Survey Results is your comprehensive resource 
to gain insight into the fast-growing urgent care industry. Arm yourself with more 
than 250 performance indicators in key categories to make informed business 
decisions and educate others about the urgent care industry. 

Learn more and purchase online at 
ucaoa.org/?2014benchmarking.
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