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LETTER FROM THE EDITOR-IN-CHIEF

Regional Health System
 Integration: Charting Your Course

“The wind and the waves are always on the side
of the ablest navigator.” — Edmund Gibbon

T
hese are indeed stormy and transformational
times. While no one can seem to agree on the
political path to reform, change is nonethe-

less happening at a rapid pace in health care. Previous efforts to man-
age health care costs and quality on a national scale sunk at sea (the
HMOs and Managed Care Organizations of the 80s and 90s). But
the current path to reform appears unstoppable to me, regardless
of what Congress and the White House do to rock the boat. The rea-
son is quite simple really: Earlier managed care efforts focused on
a set of “rules” set by the insurance companies that determined the
flow of patients through “closed” (albeit leaky) networks of providers
and the utilization of their members’ health care services. The insur-
ance companies were left looking like they were interfering in health
care decisions between doctor and patient and were ultimately left
with a big PR problem. Consumers ultimately determined the fate
of the HMOs and the entire managed care industry.

What’s different now? The government and insurance companies
have realized that the best way to manage cost is to manage reim-
bursement. By paying for “population health” and rewarding health
care efficiencies, they are removing the incentives for costly and
unnecessary procedures and driving health care systems to man-
age and control their own costs. It’s managed care flipped upside
down, with the health systems and providers motivated, not forced,
to control costs and manage care more efficiently. Health systems
around the country are forming Accountable Care Organizations
(ACOs) or equivalent system architectures designed to close off net-
works, manage patient flow, and control costs. Genius!

So where does that leave the urgent care industry? What can
we do to protect our interests, maintain our independence, and
ensure a relevant role in the future of health care? These are not
easy questions to answer, but sitting on our hands is certainly not
an option. The challenges and local health care politics are different
for each of us, but a few considerations are relevant for all.

Prediction: There will be a significant consolidation of regional
health systems and integrated networks will dominate in most
regions. These networks will make every effort to control the flow
of patients and prevent leakage outside of the network. The cost of
care for the consumer will be incentivized such that it won’t make

sense for patients to seek care outside the network, except perhaps
for super-specialized care for rare diseases. In a metro area of tightly
networked health systems, independents risk being squeezed out.

What can an independent urgent care owner do to survive? Sig-
nificant opportunity exists for urgent cares in this model for those
willing to explore it early. Health systems need points of access for
their closed networks to work. Their challenge is to find conven-
ient, efficient, cost-effective and consumer-friendly points of access.
Primary care and emergency care do not fit that bill. Enter urgent
care. After years of ignoring urgent care, major health systems are
champing at the bit to build urgent care networks. Most realize (at
least the smart ones) that it will take years to build these networks
de novo. Whether you’re a single urgent care or an established multi-
site network, there will be interest from your regional health sys-
tems to create everything from alliances to allegiances, affiliations
and acquisitions. No matter what relationship best fits your urgent
care center, opting out of some form of integration is going to be
a risky matter. There are many favorable ways to align, and many
relationships will allow you to maintain your independence while
helping you grow your business. When exploring opportunities like
this, go in eyes wide open and with counsel experienced in under-
standing the legal and business implications of such ventures.

While it is easy to be overwhelmed by the gale force of the
regional and national health care winds of change, it is critical to
learn as much as possible about the dynamics of your local health
system players and the system’s potential impact on your urgent
care centers. With an eye on these critical changes and evolution
of urgent care’s role in the health care delivery system, UCAOA
has spearheaded a health reform task force dedicated to education,
advocacy, and support. Many initiatives are forthcoming that should
assist you in assessing your regional integration opportunities and
in learning from the stories of others who have successfully nav-
igated these stormy waters. Happy sailing! ■

Lee A. Resnick, MD
Editor-in-Chief
JUCM, The Journal of Urgent Care Medicine
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O
ver the past 2 decades, multiple studies have
shown that when used appropriately, tissue adhe-
sives can produce cosmetic results similar to

sutures in treatment of wounds. This month’s cover
story looks at advantages and disadvantages of these products,
which are faster to apply and quicker to attain proficiency in than
sutures. They are also ideal for closing simple lacerations, partic-
ularly on the faces of children, and for use on the thin, fragile skin
of the elderly that is prone to tearing and strangulation. In our
article, author Simon Tanksley, MD, offers a primer for the urgent
care provider on tissue adhesives that reviews factors that should
influence a physician’s choice of a wound closure method, tech-
niques for proper application of sutureless products, and tips for
troubleshooting and coding for this type of laceration repair. 

Dr. Tanksley is an urgent care fellow at University Hospitals in
Cleveland, OH.

With the increased interest in
recent years in ear piercing through
the cartilage, urgent care providers
should be on the alert for patients with
a presentation similar to that described in this month’s case report.
In it, authors Shailendra K. Saxena, MD, PhD, and Mikayla Span-
gler, Pharm D, BCPS, describe the case of a 26-year-old female
with a 2-week history of swelling of the right pinna that failed to
resolve after a 10-day course of amoxicillin. The diagnosis? Peri-
chondritis, which is most often caused by Pseudomonas aerugi-
nosa and most commonly associated with penetrating injuries to
the ear such as acupuncture and cartilage piercing. 

Dr. Saxena is an Associate Professor in the Department of Fam-
ily Medicine at Creighton University School of Medicine in Omaha,

NE. Dr. Spangler is an Assistant Professor at Creighton University
School of Pharmacy and Health Professions and School of Med-
icine, Department of Family Medicine.

In this month’s practice management article,
author Alan A. Ayers, MBA, MAcc, provides expert
perspective on the benefits to an urgent care prac-
tice of developing repeatable processes—tasks
that can be performed over and over again with a level of pre-
dictability in the quality of output. Repeatable processes are doc-
umented, tested, and integrated with other processes, unlike steps
“passed down” or learned “by doing.” They take time to design
and document and must be continually measured and monitored
but the results, says Mr. Ayers, are an efficient, effective, and scal-
able urgent care operation. 

Mr. Ayers is Content Advisor, Urgent Care Association of Amer-
ica, Associate Editor, JUCM, and Vice President, Concentra
Urgent Care.

Also in this issue:
In Health Law this month, John Shufeldt, MD, JD, MBA, FACEP,
discusses how physicians’ negative comments to patients about
their colleagues in the profession can sow seeds of distrust that
reap a harvest in malpractice claims. 

Nahum Kovalski, BSc, MDCM, reviews new abstracts on lit-
erature germane to the urgent care clinician, including studies
of testicular torsion in boys, chest pain, and NSAIDs.

In Coding Q&A, David Stern, MD, CPC, discusses coding for
a supervising physician, physician rotation, and critical care.

Our Developing Data end piece this month looks at the aver-
age per-visit reimbursement for urgent care centers.■

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

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

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

To Subscribe to JUCM
JUCM is distributed on a complimentary basis to medical
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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M
ake UCAOA a stronger and more valuable resource by
sharing your knowledge! This fall brings a host of new
ways for you to step up and take your place in the future of

UCAOA and the urgent care industry. UCAOA depends on the
involvement of volunteer subject matter experts. It is our col-
lective multidisciplinary wisdom—across lines of specialty,
position, urgent care models, interest areas, and geography—
that lead us to successful outcomes. Choose an area that rep-
resents the best fit for you. Details about the charge and
immediate goals for each committee can be found at
www.ucaoa.org/volunteers. 

� Accreditation/Certification
� Communications/Public Relations 

� Web site and UConnect Editorial Oversight
� Document Oversight (DOC)/Scientific Policies 

and Standards
� Education

� Fall Conference
� Spring Convention
� Webinars and Online Learning

� Health & Public Policy (Legislative Affairs)
� Membership Development 

� State Chapters
� Strategic Development & Partnerships
� UConnect Groups Host/Monitor

Help UCAOA develop tools and resources to meet the ever-
changing needs of its membership. Take a few minutes to pro-
vide the information requested on the Call for Volunteers
form (found at www.ucaoa.org/volunteers) so your name can
be added to our volunteer database. The database is used to
identify individuals for committees and task forces as well as
those willing to be part of a peer support network and to
assist with special projects. 

There’s a Place for You
Ask yourself what you seek in return and what you are willing
to contribute. Is it primarily access to policies and procedures,
educational offerings, and conference opportunities? Can’t
make conference calls during working hours? There are even
opportunities that you can fulfill on your own time, such as
serving as a host of a UConnect group (online community
special interest group). Think about the new connections you
can make, what you’ll learn from each other, and how YOU can
make a difference.

For more information on how you can bring your energy to
the mix, please e-mail me at jray@ucaoa.org. Indicate “Ready
to Step Up” in the subject line or go to www.ucaoa.org and click
on the Volunteer Opportunities link. A brief profile application
and submission of a bio will be required to help match you to
the committee or opportunity that most closely fits your needs.
Sign up today and help us shape the future of our Association
and of the urgent care industry. ■
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FROM THE CHIEF EXECUTIVE OFFICER

Step Up and Take Your Place
■ 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.

Help UCAOA develop tools and
resources to meet the everchanging

needs of its membership. 
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the information requested 
on the Call for Volunteers

form (found at
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Introduction

T
issue adhesives are ideal for closing simple lacerations,
especially on the face of children. 1-3 Such repairs are
quick, painless, and do not require removal of sutures.

They are also excellent for treating large skin tears in the
elderly (Figure 1) and particularly useful for thin, frag-
ile skin because unlike sutures, the adhesives do not tear
through the tissues or strangulate them.4 Tissue adhe-
sives are also a needless method of wound repair that
eliminates the chance of a needle-stick injury.5 In the
last 20 years, numerous studies have proven that, when
used appropriately, the 3-month cosmetic appearance of
wounds treated with tissue adhesives is equivalent to
that of sutures. 6-12 It has also been shown that tissue
adhesives are faster to apply and quicker to attain pro-
ficiency in than sutures. 7-13

Most tissue adhesives are based on cyanoacrylate,
the active ingredient in superglue. The mechanism of
action of cyanoacrylate is a polymerization process
rather than an evaporative process. On contact with
anionic substances, such as blood or moisture on the
skin, cyanoacrylate changes from a monomer to a poly-
mer forming a solid film that holds the apposed wound
edges together. Several different formulations of tissue
adhesives have been marketed in the last 40 years,
including butyl-cyanoacrylate marketed under the His-
toacryl®, Indermil®, PeriAcryl® and LiquiBand® brand
names. The most popular formulation used today is 2-
octyl-cyanoacrylate, also known as Dermabond® or

SurgiSeal®. This article reviews factors to take into
account when considering use of tissue adhesives, tech-
nique for application, aftercare, tips for troubleshooting
and billing for such repairs.

Choosing A Wound Closure Method
Numerous factors must be considered when choosing a
wound closure method. Table 1 summarizes the most
important factors to take into account when evaluating
a wound.14

The advantages and disadvantages of tissue adhe-
sives are summarized in Tables 2 and 3. When any of
the conditions in Table 2 are present, tissue adhesive

Clinical

Using Tissue Adhesives
in Urgent Care
Urgent message: Tissue adhesives are quick, painless, and result in
a good cosmetic outcome, making them well-suited for use to treat
wounds in urgent care. 
SIMON TANKSLEY, M.D.
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Simon Tanksley, MD, is an urgent care fellow at University Hospitals in
Cleveland
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should be considered. However, the presence of any fac-
tors listed in Table 3 should be seen as a contraindica-
tion for the use of tissue adhesives. For example, for a
3-year-old with a simple chin laceration, tissue adhesive
would be ideal because the repair time is fast, it affords
a water-resistant covering, and there is no need for a
traumatic procedure and or subsequent removal of
sutures. In contrast, for an adult with a finger laceration
who washes dishes at work, sutures would be best
because dishwashing is a high-tension and high-mois-
ture environment.

Many studies have demonstrated that tissue adhesive
is equivalent in strength to a 4-0 nylon suture.15-17 In my
professional experience, however, I have found it best
to limit use of tissue adhesives to wounds that might
otherwise have required a 5-0 nylon suture in order to
minimize the risk of dehiscence.

Actively bleeding wounds present two challenges to
using tissue adhesive. First, bleeding must be controlled
to allow the tissue adhesive adhere to the skin. I have
found that tissue adhesive polymerizes instantly on
contact with blood, which prevents it from adhering to
the skin. The second problem is hematoma formation,
which I have seen in one patient on warfarin who had
a skin tear on the forearm. On the day of the repair, the
wound was hemostatic. She returned the next day with
a large hematoma underneath the skin that had to be
drained. On the third day, the hematoma was small but
did not require drainage.

Accurate approximation of the lacerated edges of the
dermis is the most crucial step in attaining the best cos-

metic outcome with tissue adhesives. It is at this layer
that collagen is generated, resulting in healing and clo-
sure of the gap in the wounded skin. Thus, a single, lin-
ear laceration from a sharp object would be a good can-
didate for repair with tissue adhesive, whereas a stellate
laceration from a crush injury is best sutured because the
operator can use different suturing techniques to per-
fectly match each side of the torn dermal layer.

Whether a wound is clean, clean contaminated, con-
taminated or dirty must also be considered. Most of the
wounds encountered in the urgent care setting will be
either clean contaminated or contaminated. Tissue
adhesives should never be used to close contaminated
or dirty wounds such as animal bites or road abrasions.
Stellate lacerations have ragged, devitalized wound
edges that are at increased risk of infection due to tissue
necrosis and should not be closed with a tissue adhesive.
The decision whether or not to close a clean-contami-
nated wound with tissue adhesive is based on clinical
judgment. One study found that, assuming cleansing
and preparation are equal, wounds closed with tissue
adhesives have lower bacterial counts than wounds
closed with sutures.18 That is believed to be due to the
antimicrobial properties of the polymer. However, if
wound cleansing and preparation are abbreviated,
which often happens because of the ease of use of tis-
sue adhesive, an increase in infection rate does occur.10

The size and age of the wound are the last factors to
take into account. While most clinicians are not comfort-
able closing large lacerations with tissue adhesives, there
is evidence that is an acceptable practice. A study of 209

Figure 1.

Class I skin tear (left) treated with octylcyanoacrylate after irrigation and reapproximation of the wound edges (right). 

Reprinted with permission from Xu X, et al.20
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patients with lacerations with a mean length of 16 cm
(range 4-69 cm) found that high-viscosity tissue adhesive
provided epidermal wound closure equivalent to that of
other sutures with a trend of decreased incidence of
wound infection.19 Another case report showed that tis-
sue adhesive can be used to close a very large skin tear
on the dorsum of the forearm of an elderly person.21

Despite this, most clinicians are not comfortable with
closing large lacerations and agree that tissue adhesive
should not be used for lacerations on high-tension areas
of the body such as the lower leg. One group of plastic
surgeons recommends that tissue adhesives be used for
lacerations 4 cm and smaller.20 Lastly, although there is
no available literature, most clinicians would agree that
wounds over 24 hours old should not be closed using tis-
sue adhesives. One small study found that skin tears of
all types treated within 8 hours after injury—including

very large ones—can be safely
closed using topical adhesive.22

Application 
Using tissue adhesives is signif-
icantly quicker than using
sutures. The manufacturer’s
product information provides
step-by-step instructions for
application.23 One study found
that time in a pediatric emer-

gency department was reduced from 106 minutes to 69
minutes by using tissue adhesive instead of sutures The
most important thing when using tissue adhesives is
to not allow the glue to enter into the wound or drib-
ble to important structures near the wound, such as the
eye. Two studies have definitively shown that interpos-
ing glue into the wound results in greater scarring.2,24

Techniques to avoid migration of tissue adhesive into
the eye are discussed in the troubleshooting section of
this article. 

Tissue adhesive should be applied so that there is 1 to
2 cm of width on either side of the laceration, as shown
in Figure 2. This is very important because the most
common cause of tissue adhesive failure is substrate fail-
ure. Increasing the area that the tissue adhesive is in con-
tact with skin can minimize substrate failure. One excep-
tion to this rule is when using tissue adhesive on a
finger. To prevent it from acting as a constricting band,
care should be exercised to ensure that adhesive is not
applied circumferentially around the finger.

When using tissue adhesives on children, it is also
good to be cognizant that the polymerization reaction
causes heat to be released. Most adults have thicker
skin and will not notice this, however, occasionally
young children may become scared when they feel the
adhesive become warm.3 This usually lasts no more
than 2 to 3 seconds. Also, because tissue adhesive works
by a polymerization process and not an evaporative
process, blowing air on the liquid adhesive will not
make it polymerize any faster and doing so risks caus-
ing contamination from spewed saliva.

It is also advisable to avoid references to tissue adhe-
sives as “superglue” in front of patients or parents. One
case report found that a parent, trying to save money,
applied superglue to his child’s wound thinking it was
the same thing as tissue adhesives. Superglue polymer-
izes much faster than tissue adhesives and actually
caused significant first-degree burns to the child in the
case report.25 Thus, clinic staff should be careful to

Table 1. Wound Evaluation14

Wound History Medical History Physical Exam Procedure
• Mechanism of injury • Anticoagulants • Location • Anesthesia
• Age of wound • Last tetanus • Length • Wound cleansing
• Foreign body • Diabetes • Depth • Debridement

• Allergies • Cleanliness

Adapted or reprinted with permission from Using Tissue Adhesive for Wound Repair: A Practical Guide to Dermabond,
March 1, 2000, Vol 61, No 5, American Family Physician Copyright © 2000 American Academy of Family Physicians. All
Rights Reserved. 

Table 2. Advantages of Tissue Adhesives10

• Maximum strength in 2 ½ minutes
• Wound integrity same as sutures at 7 days
• Faster repair time
• Water-resistant, bacteriostatic covering
• Does not require removal of sutures
• No needles = better patient acceptance

Adapted or reprinted with permission from Using Tissue Adhesive for Wound
Repair: A Practical Guide to Dermabond, March 1, 2000, Vol 61, No 5, American
Family Physician Copyright © 2000 American Academy of Family Physicians. All
Rights Reserved. 

Table 3. Contraindications to Tissue Adhesives10

• Bites, punctures or crush wounds
• Jagged or stellate lacerations
• Contaminated wounds (especially animal bites)
• Bleeding wounds (hematoma formation)
• Mucosal surfaces, axilla and perineum (high-moisture areas)
• Hands, feet and joints (unless kept dry and immobilized)
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avoid using the term “superglue” when referring to tis-
sue adhesives. 

Aftercare 
Tissue adhesive films form excellent microbial barriers
and are effective in protecting wounds from external
bacterial invasion and reducing bacterial contamina-
tion.26,27 Because tissue adhesives form their own water-
proof, antimicrobial barrier, no additional dressings are
required.28 Most tissue adhesive manufacturers recom-
mend not soaking the film and only letting it get wet
briefly in the shower. While this is reasonable, a study
found that exposure of tissue adhesive to daily soaking
in warm, soapy water for an hour at a time shortens the
sloughing time by only 1 day (5.2 to 4.2 days).29 It is
important to emphasize to the patient not to apply
antibiotic ointment to the wound, as that will dissolve
the tissue adhesive.

Troubleshooting 
The main challenge of applying tissue adhesive is its
tendency to migrate away from the wound site. Newer
high-viscosity tissue adhesives are less likely to migrate
than older, lower-viscosity tissue adhesives.30 Currently,
Dermabond Advanced® is the most viscous tissue adhe-
sive available and has been shown to migrate the least
distance from the wound site.31 However, even when
using high-viscosity tissue adhesive, special care should
be taken when working in proximity to the eyes to
avoid inadvertent tarsorrhaphy.32 Placing the patient in
the Trendelenburg position before repairing lacerations
above the eyes can prevent runoff into the eyes. 

Migration of glue into the eye. If the eyes are inadver-
tently glued closed, that can easily be fixed with repeat-
ed application of a petroleum-based ointment such as

Figure 2. Tissue Adhesive Application
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Tissue Adhesive

Laceration

gain  
stability.
new possibilities for low 
cost insurance in an 
unstable market.

www.urgentcaremedicalmalpractice.com

                
w possibilities for 

bat
ga
s

ni
t

  
low possibilities for 

.ytilib
  

ket.unstable mar
 iancee cost insurra

w possibilities for ne

cidemeractnegru.www

  

ket.
 in an 

w low possibilities for 

mco.ceitcralpmalac



16 JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  October  2013 www. jucm.com

U S I N G  T I S S U E  A D H E S I V E S  I N  U R G E N T  C A R E

bacitracin to speed up the breakdown process. Tissue
adhesive can also be removed using silver sulfadiazine,
but that should not be used in the eye. Do not force-
fully separate the eyelids because that can cause cosmet-
ic deformity. If some tissue adhesive inadvertently gets
directly onto the cornea or sclera, the first step should
be to try and flush it out while it is still liquid, using
the eyewash station, but that must be done in less than
10 seconds. If the tissue adhesive has already polymer-
ized prescribe bacitracin ophthalmic ointment to be
applied into the affected eye 4 times a day while the
patient waits to see an ophthalmologist. Although the
patient may be frightened, upset, and have a painful
bloodshot eye from the heat released by the polymer-
ization reaction, emergency ophthalmology consult is
not necessary. An urgent appointment in 1 to 2 days
to remove any remaining tissue adhesive and to eval-
uate damage to the cornea is adequate. Some tissue adhe-
sives are actually being tested as treatment for corneal
abrasions and corneal lacerations.33 However, the
author reminds the reader that runoff of tissue adhe-
sive into the eye is preventable.

Another simple method to avoid tissue adhesive
migration is to create a wall of bacitracin ointment in
the surrounding area. The ointment physically stops the
migration of the liquid and also chemically prevents it
from binding to the skin to which it is applied. Once the
tissue adhesive has polymerized, the ointment should
be wiped away from the wound while taking care not
to let it come in contact with the polymerized film.

Tissue adhesive failure. There are three types of fail-
ure of a tissue adhesive: cohesive, adhesive and substrate
failure.34 When failure occurs with tissue adhesives, it
is usually due to substrate failure as a result of the adhe-
sive peeling away from the skin surface. It is not usu-
ally due to failure of the mechanical properties of the
polymer.35 In cases of wound dehiscence, the failure
appears to be at the skin-glue interface (substrate fail-
ure) rather than because of direct failure of the glue
(cohesive failure). One study suggests that skin edges
be prepared with alcohol to minimize oil interposition
and increase skin adhesion in order to minimize the
probability of substrate failure.21

On fingers, rubber bands can be used as tourniquets
to control bleeding and allow for easier application. After
allowing 60 seconds for the adhesive to polymerize, the
tourniquet can be removed. Minimize the chance of
blood seepage or hematoma formation by having the
patient keep his or her hand elevated above the level of
the heart for at least 2 hours.

If a patient returns with a dehisced wound, Steri-
Strips® are often all that is needed support the healing
wound. If a non-infected wound is not a candidate for
healing by secondary intention or use of wound tapes,
the laceration to convert into a fresh wound before re-
applying tissue adhesive or suturing. Of note, if a child
or a developmentally disabled patient removed the tis-
sue adhesive, do not re-apply. Support the wound with
Steri-Strips® or, if needed, close with sutures.

Allergic reactions. There is clinical evidence that in some
cases, use of tissue adhesive can lead to a foreign body
reaction.36 One case report showed that a young hair
dresser developed an allergic contact dermatitis to two
“instant glues” used to attach false hair.37 Another case
report was of allergic eyelid contact dermatitis caused by
ethyl-cyanoacrylate containing eyelash adhesive.38

In the arena of wound repair, however, foreign body
reaction to tissue adhesive is mitigated if the polymer is
not allowed to interpose into the wound. The degrada-
tion product of polymerized cyanoacrylate is cyanoacetate
and formaldehyde. While it is true that formaldehyde is
toxic, the longer alkyl chains of modern tissue adhesives
slow degradation, significantly limiting accumulation of
byproducts to amounts that can be effectively eliminat-
ed by tissues.14 However, tissue adhesive remains con-
traindicated in people allergic to formaldehyde.

Reimbursement
Tissue adhesive repair is reimbursed by commercial
insurance other than Medicare at the same level as a lac-
eration repair with sutures. When billing for tissue
adhesive repair with Medicare, you must use the G0168
code. The G0168 code is a flat rate reimbursement irre-
spective of the length of the laceration. 

Medicare assigns tissue adhesive repair a lower RVU
(relative value unit) than suture repair, and thus reim-
burses at a lower rate, which varies in each state or
may not be reimbursed at all. However, if a single lac-
eration is closed with a combination of both sutures and
tissue adhesive, the provider can bill for the higher-pay-
ing laceration repair CPT code (12001-13160). As with
laceration repair with sutures, location, length, and
depth must be documented. Billing for multiple lacer-
ations using both tissue adhesive and sutures is beyond
the scope of this article and the author advises the
reader to consult appropriate references as needed.

Uses Beyond Wound Closure 
Tissue adhesives have been used for over 100 different
“off-label” applications, including skin graft fixation,
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temporary otoplasty, dental trauma, corneal abrasions,
wound sealant, aneurysm embolization, and clitoral
avulsion.39-41 Tissue adhesives can also be used to safely
repair nail bed lacerations, without magnification, and
with only basic surgical training.15 Tissue adhesives
appear to be an ideal tool for repairing a split nail plate,
no matter how fragmented, and for reaffixing the small
pieces of nail for protection of the injured nail
bed.15,42,43 When using tissue adhesive for nail bed lac-
eration repair, do not to glue the eponychium to the nail
bed because that will interfere with nail growth. 

One study found that tissue adhesives excel in the treat-
ment of painful superficial finger fissures caused by the
cold temperatures of living in Antarctica.44 Another group
also found that tissue adhesive could be used to aid scalp
laceration repair using the modified version of the hair
apposition technique. In this technique, hair is used to
close a laceration by tying knots from opposite sides of the
wounds. A single drop of tissue adhesive is used to hold
the hair knots together.45 Unfortunately, clinicians can-
not bill for a laceration repair using that technique. ■
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Case Presentation

A
26-year-old female presented with complaints of a
swollen right pinna for 2 weeks. The swelling progres-
sively worsened over time. In addition, she also com-

plained of severe pain of the right pinna, with an inten-
sity of 7/10, with no radiation and no aggravating or
relieving factors. One week previously, she had been
examined in an urgent care facility and was given a 10-
day course of amoxicillin for presumed acute otitis
externa. However, the infection continued to worsen.
There was no history of trauma to the ear and no other
significant medical history.

Physical Exam
On examination, the patient had an inflamed, erythe-
matous and tender right pinna (Figure 1). The pre- and
post-auricular lymph nodes were enlarged and tender.
Examination of the rest of the ear was normal and
hearing was not impaired. She was afebrile and all other
systemic examinations were normal.

Diagnosis
Perichondritis

Anatomy of the External Ear
The external ear consists of the pinna, a fan-like projec-
tion that works to collect sound, and the external
acoustic meatus. The pinna is composed of elastic car-

tilage covered by a layer of connective tissue called
perichondrium.1 The blood supply to the ear arises
from the posterior auricular and superficial temporal
arteries. 

Differential Diagnoses
Table 1 lists differential diagnoses. The patient had no
exposure to swimming and no involvement of deeper
structures or soft tissues. With involvement of the
pinna, diagnosis of perichondritis was favored.

Perichondritis is an infection of the skin and soft tis-
sues surrounding the cartilage of the external ear, includ-
ing the pinna. The tissues of the pinna receive less
humoral circulation, therefore, any injury or infection
takes longer to heal, and any edema and exudates take
longer to be absorbed, increasing the likelihood of sec-
ondary infection and abscess formation.2
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Causes
The most common bacteria that cause perichondritis are
Pseudomonas aeruginosa. Staphylococcus aureus, Escherichia
coli and Proteus species, with P. aeruginosa being the
most common culprit.3 Perichondritis is usually a result
of secondary infection of the ear after traumatic injury. 

In recent years, penetrating injuries to the ear such as
acupuncture and cartilage piercing have increasingly
becoming causes of perichondritis.4 In fact, ear piercing
through the cartilage is probably the most significant
risk factor today.5 The cartilage itself is relatively avas-
cular, and trauma via piercing devascularizes it even fur-
ther, providing a good medium for bacteria that could
be introduced by the piercing needle or gun.5

Surgery and burns can also cause
perichondritis, and there have been
rare cases of the infection occurring
secondary to furunculosis, chron-
ic ear discharge, congenital intra-
auricular sinuses, allergy, diffuse
lesions following herpes zoster, or
insect bites.2,3 Perichondritis can
also develop secondary to malig-
nant otitis externa.3

Symptoms
Perichondritis usually presents first
as a dull pain that increases in
severity, accompanied by redness
and swelling.2 The redness usually
surrounds an area of injury, such as
a cut or scrape. The infection begins
in the helix and anti-helix, and
resembles cellulitis, a simple skin
infection; however, it quickly wors-
ens and involves the perichondrium.
In severe cases, an abscess can devel-
op, peeling the perichondrium off
the cartilaginous layer and resulting
in necrosis of the cartilage1,4 and
deformation of the ear, known as
“cauliflower ear.”2 In such advanced
cases, the patient may be febrile, and

there may be fluid draining from the wound.

Exams and Tests
Perichondritis is diagnosed based on the patient’s med-
ical history and by examination of the ear. If there is a
history of trauma to the ear and the ear is red and ten-
der, perichondritis is the most likely diagnosis. There
may be a change in the normal shape of the ear.

Treatment
Treatment consists of broad antibiotic coverage, either
by mouth or directly into the bloodstream via an intra-
venous line. Because most of the cases are associated
with P. aeruginosa bacteria, empiric treatment would
include a fluoroquinolone, as these drugs are the only
oral treatment effective against these bacteria.4 If there
is a trapped collection of pus or abscess formation, sur-
gical intervention, such as needle aspiration or incision
and drainage, may be necessary to drain the fluid and
remove any dead skin and cartilage. Recent studies have
also shown success with the newly developed method

C A S E  R E P O R T :  P E R I C H O N D R I T I S

Table 1. Differential Diagnosis

• Simple otitis externa (“swimmer’s ear”)
• Malignant external otitis
• Cellulitis
• Perichondritis
• Abscess

Figure 1.

The pinna is inflamed, erythematous, and tender.



of aspiration, injection of streptomycin and hyaluroni -
dase directly into the infected site, and finally triamci-
nolone to restrict inflammation.2

Complications
If antibiotics are taken early, full recovery from peri-
chondritis is expected. In more advanced cases, the
infection can involve the ear cartilage. This is called
“chondritis,” and with such an infection, part of the ear
may die and need to be surgically removed. A peri-
chondrial abscess may also develop. If so, plastic surgery
will be needed to restore the ear to its normal shape.2-4

Prevention
The best way to prevent perichondritis is to avoid pierc-
ing one’s ear through the cartilage, as opposed to the ear
lobe. The popularity of cartilage piercing has led to a sig-
nificant increase in the number of perichondritis and
chondritis cases.5

Conclusion
Although ear piercing was not the cause of the perichon-
dritis in our patient, the culture of ear piercing in young
adults has increased recently. If it is not done properly
and sterile techniques are not used carefully, young
adults may end up having the complication of peri-
chondritis. It is important for urgent care physicians to
be familiar with this common condition and treatment
should be started as early as possible to prevent perma-
nent damage to a soft cartilage. ■
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Introduction

D
espite management’s best intentions to deliver extraor-
dinary patient experiences, many times employees just
don’t know what to do. Front-line staff members are

often conflicted between “doing what’s right” for the busi-
ness, avoiding management scrutiny, exerting extra
unrewarded effort, and “doing what’s right” for the patient.  

Ultimately, employees should act in ways that exem-
plify the center’s “brand promise”—what identifies the
center in the minds of consumers, distinguishes it from
competitors, and constitutes the reason patients choose
the center over other options. For successful urgent
care centers, the “brand promise” typically focuses on
delivering an outstanding patient experience.

But lack of employee direction leads to inconsistency
in service delivery—among patient encounters, between
center locations, in quality of care, and in medical out-
comes—which necessarily undermines the brand.
Employees should never be left guessing what to do,
which is why successful urgent care centers implement
documented, measurable, improvable processes sup-
ported by technology.

What Is a Repeatable Process?
Because many urgent care centers have not documented

their operational processes, employees spend time re-
creating processes every time they’re carried out. Staff
may be intent on satisfying patients, but they perform
their jobs on-the-fly and the processes they follow may
vary significantly in terms of order, attention to detail,
and quality. While a majority of patients may experi-
ence the “brand promise,” there will be significant vari-
ation between those who are highly satisfied and highly
dissatisfied with the service received. Consider the dif-
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ferences between “tribal knowledge” and “repeatable
processes” in Table 1.

A “repeatable process” refers to performing a task
numerous times with a certain level of predictability in
terms of the quality of the output. For example, when
registering a patient, certain steps should occur, such as
scanning identification cards, verifying the patient’s
correct address and phone number, ensuring that insur-
ance coverage is valid, and collecting co-pays, deducti -
bles, and prior balances. If a front-office assistant fails to
follow these steps consistently, the center will see
increases in rejected claims, patient receivables, returned
mail, and operating losses.

The major processes in an urgent care center should
be documented and from those processes, policies and
instructions created for employees to carry out their
responsibilities. Once standardized, a process can be
measured, which allows monitoring and facilitates
improvements over time.

How To Develop Repeatable Processes
The urgent care operator’s goal should be a “playbook” for

every position in the center. In football, the coach’s play-
book contains descriptions and diagrams of plays that the
team has practiced and is capable of executing in a game.
More succinct, a playbook is a collection of tactics and
methods that have been tested and tried. In an urgent
care center, an operational playbook includes roles and
responsibilities, policies and procedures, workflows,
checklists, templates, forms, and various other job aids.

It’s difficult to come up with the ideal repeatable
process unless you fully grasp how the center is function-
ing today. The development of a playbook starts with
documenting all the processes and procedures currently
used in the urgent care center. As illustrated in Figure
1, simple flow diagrams can be used to understand every
process in the center. Involve front-line staff, medical
providers, center support functions, and senior manage-
ment in process documentation via brainstorming ses-
sions, individual interviews, and direct observation.
Engaging everyone in the center can provide a 360-
degree view as to how things are working, bottlenecks
and pain points, and opportunities for improvement.

After the process is understood, the next step is to
identify measures around the processes. Measures
related to time, quantity, errors, cost, supplies, resource
count, and profit should be tied to the performance of
a specific process, such that the process can be moni-
tored over time. Monitoring should be detailed to the
level of a center, position, or employee. For example,
when looking at the accuracy of front-office data entry,
the number of “zero EOBs” is a good metric, but the abil-
ity to tie an EOB to a specific event and then aggregate
those events to demonstrate trends will demonstrate
where the process is and is not being followed. Correc-
tive action can thus follow.

Table 1: Tribal Knowledge vs. Repeatable Processes

Tribal knowledge is “information that is known to individuals
within a group but not to those outside of it.” Unlike a process
that can be trained, tribal knowledge is “passed down” as staff
learns “by doing,” from other colleagues, and through “trial-
and-error.” The problem with tribal knowledge in an urgent
care center is that it’s not scalable, there’s a significant
productivity ramp-up period for new hires, knowledge leaves
the organization with its employees, its effectiveness is
speculative and hypothetical, and it can change over time
based on ideas and experiences that may not serve the
center’s best business interest.

By contrast, a repeatable process is documented, tested, and
integrated with other processes before staff is formally trained
in its execution. A repeatable process is facilitated by
technology and is designed around metrics that can be tracked
over time to evaluate the efficiency, effectiveness, and
consistency of the process. When processes are documented,
internal communication improves as managers can ask staff,
“What phase are you in with this patient?” The manager will
then know what the staff member is working on, what the
next steps should be, and how the manager can help expedite
flow or resolve any issues. This common understanding of
what everyone in the center should be doing is the basis for
having a “service culture.”

“Employees should never be

left guessing what to do, 

which is why successful 

urgent care centers implement

documented, measurable,

improvable processes 

supported by technology.”
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Continual Improvement
Even when a process is intended to be repeated without
variation, that doesn’t mean the process can’t adapt and
change over time. As the details of health care reform
become more defined, urgent care centers can expect to
see significant changes related to billing, reimburse-
ment, technology, and patient utilization. In addition,
as new competitors enter the fray, urgent care centers
will be forced to examine their staffing models, market-
ing tactics, and product line offerings. So, to be success-
ful over time, it’s clear that a center’s processes must be
able to adapt and change.  

In addition to monitoring metrics, an urgent care
operator should engage key stakeholders including
front-line staff, providers, center support functions, and
even patients in periodically reviewing and suggesting
improvements to processes. Once a detailed playbook is
in place, updating processes is as easy as replacing pages
in the playbook because the structure and context for

the process is already in place.
Before implementing a process in a center, however,

the process should be piloted. A pilot is a small-scale pre-
liminary study conducted in order to evaluate the fea-
sibility, efficiency, dependencies, and adverse impact of
a process prior to its full implementation. Once a process
has been piloted, refined, and agreed upon by the stake-
holders, then the playbook can be updated and the
process implemented through staff training.

Technology Integration
Technology forms the backbone of repeatable processes.
Consider the use of technology to support front-end
processes in another industry—the airlines. Whereas all
passenger transactions—simple or complex—were at
one time handled at the ticket counter, today customers
largely use self-service technologies to buy tickets online,
check-in for flights using a smart phone app, and check
bags using a street-side kiosk. These technologies have

Figure 1. Mapping of Steps from Arrival to Departure

Anyone who has spent more than 30 minutes in the front office of a busy urgent care center would make the same observation—
the same basic steps occur for every patient who arrives at the center. Understanding that customer service is a process means
that every activity in a center can be documented using simple flow charts as illustrated. The starting point of creating an operations
playbook is to follow a patient through the center and note every time the patient acts or is acted upon.

Patient Arrival and Registration Process

Patient Arrival and
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Patient Signs In,
Picks Up Clipboard

Patient Completes
Forms, Signs Notices,
Returns to Front Desk

Front Office Copies ID
Cards, Demographics
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Creates Paper Chart
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Back Office of
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Ayers A. Measuring Patient Flow in Urgent Care, Urgent Care Association of America Convention, Chicago, May, 2011.
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not only reduced the costs of operating the ticket coun-
ters, but they’ve also freed airline agents to spend more
time helping those customers most “in need” with can-
celled flights or missed connections.  

Likewise, an urgent care center should have technol-
ogy that fully supports its processes. The packaged prac-
tice management and electronic medical record sys-
tems used in most urgent care centers are built around
best-practice workflows, therefore, a center ideally
should adapt its processes to the technology in place. As
organizations grow, they acquire the means to build cus-
tom technology solutions or modify existing technology
to meet their specific process needs.

Why Repeatable Processes Are Necessary for Growth
There are a number of ways that an urgent care cen-
ter can grow. As patient volume increases, the center
can extend its hours, expand its square footage, and
hire more providers. It can also introduce new servic-
es, perhaps expanding into occupational medicine and
travel health. Or, it can open additional locations to
increase its presence in a community. Regardless of how
it grows, an urgent care center cannot grow if its oper-
ating model is not scalable.  

Scalability refers to the ability of a process or system
to accommodate increased volume. Absent a focus on
developing repeatable processes, organizations typically
become more complex as they grow. The demands of an
expanding number of products, systems, and proto-
cols can be overwhelming to staff. As matrix layers of
management become further removed from front-end
delivery, ever-increasing demands of the front-line mean
that productivity, quality, and the patient experience
begin to suffer. Growth stalls and from a profit and loss
perspective, the organization may end up worse off
than if it had remained small and focused. Key to scal-
ability is thus simplicity and flexibility—processes and
systems that are easy to use and can be modified to fit
an increasing number of business scenarios.

Table 2 demonstrates that when work is repetitive in
nature and output is measurable, the most effective
organizational structure is one built around repeatable
processes.  

Conclusion
The development of repeatable processes is the basis for
building and running an efficient, effective and scalable
urgent care operation. Achieving consistent quality
results is therefore dependent on investing time in
process design and documentation. Once an opera-
tional playbook is developed and processes are imple-
mented, they must be measured and monitored in the
pursuit of continuous operational improvement. ■
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Table 2: The Conundrum: Repeatable Processes or
Repeatable Results?

Repeatable processes are a defining feature of an “efficient
bureaucracy”—an organizational structure with
concentrated administrative power, hierarchical
management, and precisely defined rules and procedures.
Unfortunately, when we think of bureaucracy, we often
think of red tape, de-motivated employees, and an internal
focus that disregards customer service. Government
agencies like the Postal Service or Bureau of Motor Vehicles
frequently come to mind. It is true that in many fields, a
rigid bureaucracy that prioritizes process over results can
be a hindrance to growth, service, and profitability. But
consider the difference between:1

� Focusing on the Process: Taking the same route to
work every single day, without regard to weather,
construction, school in session, or traffic patterns; and

� Focusing on the Results: Arriving at work at 8:30 am
every day, varying the route and the method (auto,
bicycle, train/bus) as changing conditions demand.

Theoretically, management should not care about the
process, but rather, the results.  However, when the nature
of work is regulated, repetitive, constant, and measurable—
such as an urgent care center’s front-office function—the
only way to achieve consistent results over time is by
identifying the most efficient way to do the work, building
systems and processes to facilitate, and then repeating for
every transaction. Experienced managers learn that
operational results can only be attained consistently when
everyone is following the same playbook. Such is the
definition of an “efficient bureaucracy.”

Adapted from Amber SW. “Bureaucracy Isn’t Discipline,” IBM developerWorks
Blog, 18 Nov 2008. Accessed January 4, 2013.
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In each issue, JUCM will challenge your diagnostic acumen with a glimpse of x-rays, electrocardiograms,
and photographs of dermatologic conditions that real urgent care patients have presented with.

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

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

CLINICAL CHALLENGE

FIGURE 1

The patient, a 16-year-old male, presented after a blow to his right hand. 

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 fracture of the second metacarpal (arrow). Oblique fractures are at risk for rotational defor-
mity and should prompt immediate referral when deformity is present.

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

FIGURE 2
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H E A L T H L A W

The New Normal of Medical
Malpractice and How We Are
Making it Worse
■ JOHN SHUFELDT, MD, JD, MBA, FACEP

I
am tangentially involved in a medical malpractice suit in which
the physician in question complied completely with the stan-
dard of care. Her documentation was great, her care exception-

al, there was no discrepancy between her charting and the nurs-
es’ charting, the doctor-to-doctor hand-off went well, and she
communicated with the patient and family. Unfortunately, the
ultimate patient outcome was horrible. In the aftermath, the physi-
cian was named in a wrongful death suit simply because of what
another physician said to the family. Parenthetically, the infor-
mation relayed by that physician to the family was completely
false and outside the scope of the physician’s knowledge base.

The malpractice climate clearly has changed over the past few
years, as demonstrated by data from Medscape’s 2013 Malprac-
tice report.1 Here are some highlights from the report, which is
based on data from 3,480 respondents representing 25 special-
ties who discussed their malpractice history and perspective. 

� Sixty percent of physicians surveyed reported they had nev-
er been named in a malpractice suit. Thirty-one percent
claimed that they were one of many parties named in a
suit, whereas 9% said they were the only party named.

� Specialties most often named: Internal medicine (15%),
family medicine (13%) OB/GYN (89%), psychiatry (8%),
cardiology (6%), gastroenterology (6%), pediatrics (5%),
emergency medicine (4%). The primary reason for these
numbers is that there are more primary care physicians
than specialty physicians. 

� Of those sued, 35% of the time it was for failure to diag-
nose, 17% for failure to treat, and 4% for failure to give

informed consent. The rest were made up of other cate-
gories that I suspect included wrongful death, loss of con-
sortium, loss of a chance, and battery.

� Sixteen percent of the cases went all the way through trial
and verdict, 5% said the case settled prior to the verdict
being rendered, 18% went to depositions before being
dismissed from the case, 27% related that the case was
settled after depositions, and 24% were dismissed from
the suit before the depositions.

� Twenty-eight percent of those surveyed spent more than
40 hours preparing their defense and 30% of the respon-
dents spent more than 40 hours in court and on trial-re-
lated matters.

� The majority of cases (61%) were settled in less than 2
years and 89% of the cases were completed in less than
5 years. Of all the suits filed, physicians were completely
exonerated 48% of the time. For 38% of cases, settlement
was reached at some point before the verdict. In 95% of
the cases, the plaintiff received either no award or some
number less than $1 million.

� Although many states have “I’m sorry” laws, 93% of
physicians surveyed felt that saying they were sorry
would not have helped.

� Seventy percent of the physician surveyed stated that the
insurer did not require or force them to settle. Note: You
should check your policy to see if it states that the insurer
can settle without your consent or, conversely, that you
are responsible for any award greater than the amount
for which the case could have been settled. This is called
a hammer clause and it is not always readily apparent in
malpractice contracts.

� In only 2% of the cases, the physician had to pay out of
pocket and in 1% of the cases, the physician had to cover
the award personally. Generally speaking, when physi-

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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cians have to pay the award personally it typically is due
to alteration of the medical record, punitive damages,
gaps in malpractice coverage, or if a choice to pay the
damages personally. If the settlement is paid out of the
provider’s own funds rather than those of a professional
corporation or business entity, it is not reportable to the
National Practitioner Databank. Thus, on some occa-
sions, physicians opt to pay personally as opposed to hav-
ing the loss reported.

� Most physicians surveyed stated that their patients either
didn’t know about or were very supportive during the
lawsuit process. In addition, most physicians believed that
the suit had little effect if any upon their professional or
employment relationships.

� Twenty-nine percent of those sued stated that they no
longer trust patients and treat them differently. Six per-
cent left the practice setting and 63% wrote that there
was no change in how they practice or treated patients.
Sixty-two percent of physicians surveyed felt that the re-
sults were fair.

Most importantly, when asked what advice they would give
other doctors, the physicians who were sued offered the fol-
lowing advice:

� Follow-up on a patient’s lab, pathology, and imaging re-
ports even when you think the bases are covered.

� Practice defensive medicine. This may be somewhat taken
out of context, inasmuch as we don’t know the practice style
before they were sued. For example, a physician may have
been loath to document, provide informed consent, make
appropriate referrals, or to order appropriate imaging.

� Document thoroughly and more often. Again, not know-
ing their baseline, the statement may be misleading.

� Dismiss patients in your practice who are rude, demand-
ing or noncompliant.

Now let’s get back to the malpractice case in which a colleague
of mine was thrown under the proverbial bus by another physi-
cian. I’ll often hear the plaintiff’s bar say that the reason they do
what they do is because we as physicians have “failed to police

our own.” A recent study published in The Journal of General In-
ternal Medicine2 seems to disprove this assertion, at least to the
extent that we seem not to hesitate to be openly critical. 

The authors of the study trained three actors on how to por-
tray a patient with advanced lung cancer. The scenario the “pre-
tend” patients gave was that they had recently moved to town af-
ter being treated by a physician who was ultimately unsure about
their diagnosis and prognosis. Complete medical records were fab-
ricated but all the documentation contained in the “pretend” records
met or exceeded the applicable standard of care. These actors/pa-
tients made a total of 34 office visits among various primary care
physicians and oncologists working in the community. 

The actors were specifically told not to seek or to ask for
opinions regarding the care rendered by their previous physi-
cian. Nevertheless, researchers found that in 41% of the cases,
the physicians offered their opinion about the previously ren-
dered care. Surprising, the vast majority of these opinions
were harshly critical.

In my practice, I see this type of scenario play out almost
daily. A patient presents from an urgent care and the emer-
gency physician reviews the record, rolls his or her eyes, and
says, “Wait, he sent you here for what?” Or, a consultant is
called down to the emergency department (ED) and is over-
heard saying to the patient, “The ER doctor doesn’t know
what he’s doing so they called me.” Or, the patient is dis-
charged from the ED and follows up with his or her primary care
physician, who tells the patient that the diagnosis and treat-
ment plan given in the ED was incorrect.

Why do we as professionals do this? Many of us were not
trained in the team-based learning style popular today so we
are not used to and were not trained in the supportive atmos-
phere of a team. Some of us may be in the habit of disparag-
ing others to improve our own status or self-worth. Whatever
the reason, overt or subconscious, the effect it has on our pro-
fession and our patients is very damaging. In fact, the Med-
scape Report on Malpractice recounts that denigration of the
care of ambulatory care providers by physicians (generally
hospital-based physicians) was cited as the prime causative fac-
tor in many malpractice suits. 

Not to bring poor Rodney King into this (again) but why can’t
we all get along? Team-based care is for the betterment of our pa-
tients. Denigrating our own teammates, whether on our team or
the competitor’s team down the street, ultimately hurts the pro-
fession as a whole by sowing the seeds of distrust in our patients
while providing a steady stream of cases for the plaintiff’s bar. ■
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2499-9 Accessed July 29, 2013.

“Denigration of the care of
ambulatory care providers by
physicians (generally hospital-

based physicians) was the prime
causative factor in many

malpractice suits.”
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ABSTRACTS IN URGENT CARE

Clinical Decision Tool Identifies Boys at Low
Risk of Testicular Torsion 
Key point: No child with a normal testicular lie, age <11 years, and
absence of nausea or vomiting had torsion.
Citation: Shah MI, Chantal CA, Mendez DR. Prospective pi-
lot derivation of a decision tool for children at low risk for tes-
ticular torsion. Acad Emerg Med. 2013;20(3): 271-278. 

To develop a clinical decision tool for identifying children at low
risk for testicular torsion, investigators prospectively enrolled
patients <21 years of age presenting to a pediatric emergency
department with scrotal pain for ≤72 hours. History and phys-
ical exam findings used to derive the decision tool were
recorded before diagnostic imaging or surgical evaluation.

Of 228 patients (mean age, 10 years) who were evaluated for
testicular pain over a 32-month period, 21 (9%) were diagnosed
with testicular torsion. Among 222 patients (97%) who underwent
Doppler ultrasound, the two most common pathological diagnoses
were torsion of the appendix testis (23%) and epididymitis/or-
chitis (20%). Among the 6 patients who did not undergo ultra-
sound, 1 had immediate surgical exploration and was diagnosed
with torsion, and 5 had no evidence of torsion at follow-up.

All 21 patients with testicular torsion were identified by
three factors: abnormal testicular lie (strongly associated with
absence of a cremasteric reflex), age 11 to 21 years, and nau-
sea or vomiting. The absence of all three factors identified 92

patients (40%) as low risk for torsion, with a negative predic-
tive value of 100%, sensitivity of 100%, specificity of 44%, and
positive predictive value of 15%. Use of this rule in the study
sample would have resulted in a 59% reduction in ultrasound
testing.

Published in J Watch Emerg Med. April 12, 2013 — Katherine
Bakes, MD. ■

Walgreens Clinics to Start Managing Chronic
Conditions 
Key point: Walgreens’ in-store Take Care Clinics, run by nurse
practitioners and physician assistants, will now offer chronic dis-
ease management at over 330 locations.
Citation: http://news.walgreens.com/article_display.cfm?ar-
ticle_id=5730

Walgreens’ in-store Take Care Clinics, run by nurse practition-
ers and physician assistants, will now offer chronic disease
management at over 330 locations, the company announced
on Thursday. 

The new services will include diagnosis, treatment, and
monitoring for chronic conditions, such as hypertension, dia-
betes, and hypercholesterolemia. In addition, new preventive
health services will be offered; for example, screenings or
blood tests may be ordered based on a patient’s age, sex, and
family history. 

The Associated Press notes concern among physicians that
such services “can disrupt their relationships with patients
and lead to fragmented care.” The chief medical officer of the
Take Care Clinics counters that the clinics are “filling a niche for
patients who need access” to primary care, especially given the
growing shortage of primary care doctors and difficulty find-

Nahum Kovalski is an urgent care practitioner and
 Assistant Medical Director/CIO at Terem Emergency
Medical Centers in Jerusalem, Israel. He also sits on the
JUCM  Editorial Board.

■ NAHUM KOVALSKI, BSc, MDCM

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

� Clinical decision tool for
testicular torsion

� Walgreens' Take Care
Clinics

� Morning-sickness pill
� Chest pain in the ER
� GI complications of

NSAIDs
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ing a provider who accepts Medicare or Medicaid. ■

Morning-Sickness Pill Bendectin Back on the
Market with a New Name 
Key point: The combination of doxylamine succinate and pyri-
doxine hydrochloride (in the past called Bendectin) has once
again been approved to treat nausea and vomiting in pregnancy.
Citation: http://www.fda.gov/NewsEvents/Newsroom/Pres-
sAnnouncements/ucm347087.htm 

The combination of doxylamine succinate and pyridoxine hy-
drochloride has once again been approved to treat nausea and
vomiting in pregnancy, the FDA has announced. The drug, to
be marketed as Diclegis, was previously sold under the name
Bendectin.

Bendectin was voluntarily pulled from the market in 1983
over concerns about birth defects; those concerns later proved
to be unfounded. 

The new approval was based on a randomized trial in which
Diclegis outperformed placebo among some 260 pregnant
women. In addition, says the FDA, epidemiologic studies show
that the drug does not harm the fetus. 

Severe sleepiness can occur with Diclegis, so patients should
not drive, operate heavy machinery, or perform other activities
that require mental alertness while taking the drug. 

Clinicians should reassess a patient’s continued need for Di-
clegis as the pregnancy progresses, the FDA advises. ■

Chest Pain: What Happens After the
Emergency Department?  
Key point: Patients who follow up with cardiologists do best.
Citation: Czarnecki A, Chong A, Lee DS, et al. Association be-
tween physician follow-up and outcomes of care after chest
pain assessment in high-risk patients. Circulation.
2013;127(13):1386-1394. 

Researchers examined patterns of follow-up care and out-
comes in high-risk patients with chest pain who presented to
Ontario emergency departments (EDs) from 2004 to 2010.
High risk was defined as having a prior diagnosis of cardiovas-
cular disease, diabetes, or both. The primary outcome was a
composite of all-cause death and hospitalization for myocar-
dial infarction within 1 year after the index visit. 

Of nearly 57,000 patients, 17% followed up with a cardiol-
ogist (with or without a visit to primary care) within 30 days af-
ter ED discharge, 57% followed up with a primary care practi-
tioner only, and 25% did not have a visit to a physician
recorded. After adjustment for clinical, demographic, and hos-
pital characteristics, the cardiologist group had a significantly
lower hazard ratio for the composite outcome (HR, 0.79;
P<0.001) than the no–follow-up group and the PCP-only group

(HR, 0.85; P<0.001). PCP-only follow-up was significantly ben-
eficial compared to no follow-up (HR, 0.93; P<0.023). Patients
seen by cardiologists underwent more testing and received
more evidence-based therapies within 100 days after dis-
charge. 

Published in J Watch Emerg Med. April 19, 2013 — J. Stephen
Bohan, MD, MS, FACP, FACEP. ■

Gastrointestinal Complications from NSAID
Use in Clinical Practice  
Key point: In a PROBE trial of 8067 patients with osteoarthritis,
1.3% using celecoxib experienced GI complications compared
with 2.4% using a nonselective NSAID.
Citation: Cryer B, Li C, Simon LS, et al. GI-REASONS: A novel
6-month, prospective, randomized, open-label, blinded end-
point (PROBE) trial. Am J Gastroenterol. 2013;108(3):392-400. 

Multiple studies have demonstrated the association between
nonsteroidal anti-inflammatory drug (NSAID) use and gas-
trointestinal (GI) complications. Results of these studies might
be difficult to apply to clinical practice because of uncon-
trolled confounding in observational studies or a rigid proto-
col in randomized trials. Now, to apply the rigor of a random-
ized, controlled design and reflect the real-life variability of
clinical practice, researchers conducted an industry-sponsored,
prospective, randomized, open-label, blinded endpoint (PROBE)
trial to compare the incidence of GI complications with use of
celecoxib versus a nonselective nonsteroidal anti-inflammatory
drug (nsNSAID) in 8067 patients with osteoarthritis from 783
clinics in the U.S.

Patients were stratified by Helicobacter pylori infection sta-
tus and randomized to receive either celecoxib or an nsNSAID
of the treating physician’s choice for 6 months. Patients taking
aspirin were excluded. Adjustments in drug doses and the use
of gastroprotective agents were allowed. The primary endpoint
of clinically significant upper or lower GI complications was de-
termined by a blinded adjudication panel.

More GI complications occurred in the nsNSAID group than
in the celecoxib group (2.4% vs. 1.3%; odds ratio, 1.82; 95% con-
fidence interval, 1.31–2.55). The vast majority of complications
were occult GI bleeding (44 of 54 in the celecoxib group and
75 of 98 in the nsNSAID group). Upper GI bleeding occurred in
only 2 patients — both in the nsNSAID group. Fewer moderate-
to-severe abdominal symptoms were reported in the cele-
coxib versus nsNSAID group (2.3% vs. 3.4%; P=0.004). Fre-
quencies of other complications were similar, including
cardiovascular events. The dropout rate was approximately 35%
in both groups.

Published in J Watch Gastro April 5, 2013 — David J. Bjorkman,
MD, MSPH (HSA), SM (Epid.) ■
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Q. Can a Physician Assistant (PA) bill a claim under a su-
pervising physician even when the supervising

physician is not physically present during the patient visit?

A.A PA can render services when the physician is not on
site. Incident-to billing (a specific CMS method for billing

midlevel services with the physician as rendering provider)
would never apply in this case.

Services rendered in this situation should be billed with the
PA as the rendering provider. This is an absolute for Medicare
and many other payors, and it may be considered fraud to bill
with the physician as the rendering provider for services ren-
dered by the PA.

Exception: In certain circumstances a specific (non-Medicare) pay-
or may instruct the physician to bill services that were actually ren-
dered by the PA with the physician as the rendering provider. This
was more common in the past, and this instruction is now fairly
rare. If the payor does instruct you to bill this way, it would not be
fraud to bill the service with the PA as the rendering provider. ■

Q. We use an unassigned physician rotation for pa-
tients to have a one-time follow up visit from the

ED (emergency department) or urgent care for patients
with no primary care provider. How would a family prac-
tice physician code this episodic one-time-only follow-up
visit since he would not be taking on the patient on a per-
manent basis? Does it get coded as a new patient E/M level
or consult?

A. These visits would be coded with a new E/M, assuming
appropriate documentation and medical necessity.  

Of course, it would be coded with an established E/M if either
of the two following criteria applied for services rendered
within the past 3 years:

� the patient had a face-to-face encounter with the treat-
ing “unassigned” physician or;

� the patient had a face-to-face encounter with a physician
of the same specialty in the same practice as the treat-
ing “unassigned” physician. ■

Q. Are we able to bill critical care code 99291 when the
criteria are met?  We are a standalone urgent care

center and not associated with any hospital.

A.Critical care services, CPT codes 99291, “Critical care,
evaluation and management of the critically ill or criti-

cally injured patient; first 30-74 minutes” and add-on code
99292, “…each additional 30 minutes” are usually, but not al-
ways, given in a critical care area. However, they can be billed
in the outpatient setting. Critical care of less than 30 minutes
total duration on a given date should be reported with the ap-
propriate E/M code.

Per CPT guidelines, critical care is the direct delivery by a
physician or other qualified health care professional of med-
ical care to a critically ill or critically injured patient. A critical
illness or injury acutely impairs one or more vital organ systems,
such that there is a high probability of imminent or life-threat-

Supervising Physician, Physician
Rotation, Critical Care
� DAVID STERN, MD, CPC

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

Per CPT guidelines, critical care 
is the direct delivery by a

physician or other qualified
health care professional of

medical care to a critically ill or
critically injured patient.



ening deterioration in the patient’s condition. Critical care also
involves high-complexity decision-making to assess, manipu-
late, and support vital system function(s) or treat single or mul-
tiple vital organ system failure and/or to prevent further life-
threatening deterioration of the patient’s condition.

There are certain services that are included in the critical care:
the interpretation of cardiac output measurements (93561,
93562), chest X-rays (71010, 71015, 71020), pulse oximetry
(94760, 94761, 94762), blood gases, and information data
stored in computers (e.g., ECGs, blood pressures, hematologic
date [99090], gastric intubation (43752, 43753), temporary
transcutaneous pacing (92953), ventilator management (94002-
94004, 94660, 94662), and vascular access procedures (36000,
36410, 36415, 36591, 36600). Any services performed that are
not listed here should be reported separately. Only facilities can
report the previously-listed procedures separately.

You would also report codes 99291 and 99292 for the atten-
dance during the transport of critically ill or critically injured pa-
tients older than age 24 months to or from a facility or hospi-
tal. You are directed to codes 99466 and 99467 for pediatric
critical care patient transport.

As with any procedure, documentation must be concise and
complete. Along with face-to-face time treating the critically ill
or injured patient, time spent engaged in work directly related
to the patient’s care can be included when calculating the du-
ration for critical care and does not have to be consecutive. For
example, when the patient is unable to participate in discus-
sion, time spent on the floor or unit with family members ob-
taining a medical history, reviewing the patient’s condition or
prognosis, or discussing treatment can be reported as critical
care, provided that the conversation bears directly on the
management of the patient.

Time spent in activities where the provider is not immedi-
ately available to the patient do not count toward critical
care. Time spent in activities that do not directly contribute to
the treatment of the patient cannot be reported as critical
care. You also cannot count time spent performing a separately
reportable procedure or service. ■

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

C O D I N G  Q & A

34 The Journal of Urgent Care Medicine | October  2013

“Time spent in activities where
the provider is not immediately
available to the patient do not

count toward critical care.”

The Journal of Urgent Care Medicine
Statement of Ownership
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Salem Clinic, P.C., 59+ physician multi-specialty group located in 
Salem, Oregon, has an opening for a full-time BC/BE Family 
Medicine Physician for our Urgent Care Center. Salem Clinic 
offers a comprehensive benefit package and competitive income 
guarantee. To learn more about our Clinic, please visit our website at: 
salemclinic.org or call Connie Finicle at: 503-399-2470. 

You may also mail, email or fax your CV to: Connie Finicle, 
Salem Clinic, P.C., 2020 Capitol St. N.E., Salem, OR 97301, E-mail: 

conniefinicle@salemclinic.org, Fax: 503-375-7429.
We look forward to hearing from you soon!

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

PHYSICIAN WITH EMERGENCY OR BUSY URGENT 
Care Experience – Los Angeles. Part or full-time. Ex-
citing opportunity to join our stable group of dedicated 
health professionals at a large 24/7 Urgent Care & 
Occupational Medicine Clinic near LAX International. 
UCLA Teaching site. Competitive compensation pack-
age. Email CV to: mlebow@reliantmedicalcenter.com.

• Post Jobs
• Manage Resumes
• Track Job Posting Performance
• Upgrade Opportunities

UCAOA members receive up to 20% discount.  

POST YOUR JOB OPENINGS TODAY!

Recruit  
Urgent Care Professionals 

 on the  
JUCM CareerCenter

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

www.UrgentCareCareerCenter.com
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Online Job Board for 
Urgent Care Professionals

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

www.UrgentCareCareerCenter.com

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

Sign Up for 
FREE to:

C A R E E R S

PRESBYTERIAN HEALTHCARE SERVICES
Albuquerque, New Mexico

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

our Urgent Care Centers. There are seven Urgent Care Centers 

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

over 20 midlevel providers in urgent care. Competitive pay, 

benefits and performance incentives.

Presbyterian Healthcare Services (PHS) is New Mexico’s 

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

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

providers are employed by PHS and represent almost every 

specialty. Become part of a dynamic and growing Urgent Care 

services group with Presbyterian Health Care. Urgent Care is 

part of a new and exciting Convenience Care Services with 

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

friendly and high quality urgent care.

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

lrodrigue11@phs.org
505-923-8992 • 866-757-5263 • fax: 505-823-8734

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

SAN JOSE, CALIFORNIA - PHYSICIAN 
Excellent opportunity for physician to join growing, 

respected organization treating work related 
injuries and performing exams. Great salary, 

benefits and incentive program. Located in Silicon 
Valley, beautiful weather and endless activities. 

Send CV: info@allianceoccmed.com 
Fax: (408) 217-2664

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

MASSACHUSETTS: BEST URGENT CARE JOB 
in the Northeast. Enjoy the highest pay in the area 
to work at a beautiful new urgent care center in 
southeastern Massachusetts. Looking for a Board 
Certified Emergency Medicine Physician or Family 
Physician with urgent care experience to work a 
superb team of physicians. Full benefits, flexible 
hours, full and part-time work available. Please 
send CV in confidence to: mghug@comcast.net.



Upgrade your X-Ray room 
with DR or CR at a reason-
able cost to improve your 
X-Ray Services. Need low 

cost Archiving or Image Web 
Viewing? Call us today for a 

demonstration! 

Mobile Digital Imaging   
888-274-3588

www.mobiledigitalimaging.com

Computed Radiography

Direct Radiography

Busy, Profitable Urgent Care 
Business for Sale in Delaware 

Call for more information. 

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

tony@mtbizbrokers.com 
www.mtbizbrokers.com

MT CONSULTING

BUSINESS BROKER 
SERVICES

MEDICAL EQUIPMENT

BUSINESS SERVICES

M A R K E T P L A C E

MEDICAL EQUIPMENT

Visit the JUCM CareerCenter: 

www.urgentcarecareercenter.com

Get results when you place your 
classified ad online

www.urgentcarecareercenter.com
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One-Stop Shopping for All 
Your Urgent Care Needs Is 
Now Just a Mouse Click Away

The Urgent Care Buyer’s Guide Is
Online on the JUCM Website
If you like the hardcopy edition of the JUCM
Urgent Care Buyer’s Guide, you will love the
online edition on the JUCM website. Every
word, every photo, every ad and listing that
appears on the hardcopy edition of the Buyer’s
Guide is in the online edition. Plus the online
edition of the Buyer’s Guide is interactive. 

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

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

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

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

www.urgentcarebuyersguide.com
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D E V E L O P I N G  D A T A

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

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

In this issue: What is the Average Per-Visit Reimbursement for Urgent Care Centers?

A V E R A G E  P E R - V I S I T  R E I M B U R S E M E N T

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

At a mean of $114.67, average reported reimbursement per visit is significantly lower than the average visit charge ($184.55,
as shown in last month’s Developing Data column.) It is also just slightly down from the 2010 survey ($118.11) (n=96)

0 10% 20% 30% 40% 50%

3.1%$176 - $190

7.3%$151 - $175

15.6%$126 - $150

43.8%$101 - $125

18.8%$75 - 100

10.4%$74 or less

1.0%$191 - $215
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Online CME Credit and Personal Tracking
Discounted rates for UCAOA members

ucaoa.org/OnlineEd

The Urgent Care Association of America is accredited by
the Accreditation Council for Continuing Medical Education
to provide continuing medical education for physicians.

Special Offer! 
Purchase a 1-hour session at 50% off 

(use promo code: online50), through 11/30/13.

Self-paced learning specific to 
the fast-paced urgent care industry.

Urgent Care Specific Content:



Tim Johnston is the president and CEO of a 

multi-site urgent care network in North Carolina. 

He’s also an avid cyclist who participates in races 

and other events for charity.*

Practice Velocity provides him with:

• Practice management

• e-Prescribing

• Online patient registration

• EMR

That gives Tim the freedom to Sprint to the Finish!

Call for a demo of the #1 Rated Urgent Care EMR.

You take care of the patients; we take care of the rest.®

888-357-4209
www.PracticeVelocity.com

*This summer Tim Johnston served in Haiti, witnessing how the needs there remain great especially among women and children. In September 2013, 

Tim participated in Bike for Life, an almost 500-mile ride across North Carolina to raise funds for Sisters of Mercy Urgent Care’s medical mission 

work in Haiti. Practice Velocity was the presenting sponsor for Bike for Life, and proudly supports Tim Johnston and Sisters of Mercy’s efforts in Haiti.
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