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LETTER FROM THE EDITOR-IN-CHIEF

The Power of Innocence 
in Medicine

M
edicine, from time to time, calls for
reflection. The hangover from arduous
shifts, the mind-numbing regulatory

“whack-a-mole,” the technology treadmill
and the career second-guessing, all con-
tribute to an epidemic of lost perspective in

our profession. In an effort to manage an avalanche of com-
peting interests, physicians often sacrifice themselves to the
point of burnout and self-destructive behavior. 

Without perspective, these burdens soon overwhelm even
the hardiest among us. We become bitter and angry and
defensive coping sets in. In an effort to protect ourselves from
the knock-out punch, we shield ourselves and adopt avoidant
behaviors. And nothing is more destructive to the doctor-
patient relationship than that. A drought of rewarding encoun-
ters follows, further distancing us from the joys of medicine.
Our defensive practice even paradoxically, and unwittingly,
exposes us to an increased risk of bad outcome and liability. Are
we all doomed to endure a permanent discontent, a promis-
ing career overcome by negativity and regret?

Well, it turns out that our salvation may require a paradigm
shift away from the calculated and judgmental toward that of
openness and even innocence. We spend our careers learning
through experience, building lasting and sometimes painful
memories from our encounters in life and practice, all in an
effort to protect ourselves, and theoretically our patients, from
future harm. But, in so doing, we seem content to dispose of
our innocence, deeming it not very useful in a knowledge- and
experience-driven profession like medicine.

Phillip Berry, the CEO of Northwind Pharmaceuticals, in a
post on LinkedIn, made an eloquent and persuasive argument
that the key to professional satisfaction and joy lies in a “return
to innocence.” One of Mr. Berry's main tenets deserves close
exploration: “Innocence is (about) embracing the idealist in
you,” unleashing the “hopeful side of your mature mind” to the
“youthful possibilities in the more static elements of your
existence.” 

Without it, he proposes, our relationships are limited by neg-
ativity and overwhelmed by worst-case-scenario thinking. It is
here where the analogies to clinical practice are most com-

pelling. Consider this: In an effort to shield and protect our-
selves from being blindsided, physicians notoriously assign
patients to preconceived categories based on historical behav-
ior. At the expense of open-mindedness and trust, we apply
labels like “drug seeker,” “histrionic,” and hypochondriac.”
The outcome is almost predetermined and the care is pre-
meditated. In so doing, we tragically ostracize hope and dis-
covery, the concepts at the very core of the doctor-patient rela-
tionship and of medicine itself. And I would suggest, sadly, that
we abandon all chance of feeling the joy of practice again.

By reversing course, we can recover the joy, but only if we
are willing to take a few youthful chances again. Embrace
your patients, regardless of your preconceptions about their
intentions and agendas. Forgive them for demonstrating imma-
ture coping mechanisms and focus instead on the root cause
of their problems. Do not allow the potential for failure to bar-
ricade you. Remind yourself that failure is a fact of life, because
when you grant yourself permission to fail, you open up end-
less opportunities for learning. And, as Mr. Berry concludes, it
is innocence that allows for “believing in the good intentions
of people” and opens the gate to BOTH “disappointment” and
“delight.”

The practice of medicine is a collision of fact and failure. In
between are the daily realities of a busy practice. Each day is
filled with a multitude of opportunities for “disappointment”
and “delight.” Perhaps we can apply a little bit of innocence to
our own practices, by discarding our shields and banishing
stereotyped “profiles” and “labels.” Maybe then we can redis-
cover the joy of practice and re-energize our careers for years
to come. ■

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

T
his month’s cover story concludes our two-
part series on joint and soft-tissue injection
with a step-by-step review of treatment of the

most common musculoskeletal conditions,
including lateral epicondylitis, olecranon and prepatellar bur-
sitis, ganglion cyst, trochanteric bursitis, and knee injection
and aspiration. The goal of this review, by Thomas V. Gocke,
III, MS, ATC, PA-C, DFAAPA, is to highlight often-seen presenting
symptoms and give urgent care providers the foundation of
knowledge they need to successfully deliver rescue therapy. 

Thomas V. Gocke, III, MS, ATC, PA-C, DFAAPA, is President/
Founder of Orthopaedic Educational Services, Inc., Boone, NC.

In young adults,
chest pain often is
benign but this month’s
case report underscores

the importance of always considering conditions that increase
risk of cardiovascular disease in these patients. In the report,
authors Rafael Ilyayev, MD, FACP, Mohamed A. Mohamed, MD,
and Hassan Farhat, MD, describe a 25-year-old African-American
male with a past medical history of diabetes and hypertension
and a 3-day history of shortness of breath and left-sided chest
discomfort. The ultimate and unusual diagnosis, based on EKG
and laboratory tests: ST elevation myocardial infarction. 

Rafael Ilyayev, MD, FACP, is Medical Director at Refua Shlema
Medical PC in Brooklyn, NY. Mohamed A. Mohamed MD, is a
medical resident at Interfaith Medical Center in Brooklyn, NY.
Hassan Farhat, MD, is Senior Assistant Director of the Emergency
Department at NYCH/Cornell University in Brooklyn, NY.

Business and marketing concepts aren’t some-
thing that urgent care providers typically learn
during their studies for a medical degree, yet
having an entrepreneurial mindset is key for
urgent care providers who want to be successful clinic opera-
tors. In this month’s practice management article, Alan A.
Ayers, MBA, MAcc, offers expert guidance on tapping your
“inner entrepreneur” to market services to the community,
innovate with new services, and foster patient experiences
that encourage repeat visits and positive word of mouth. 

Alan A. Ayers, MBA, MAcc, is on the Board of Directors,
Urgent Care Association of America, Associate Editor, Journal
of Urgent Care Medicine, and Vice President, Concentra
Urgent Care. 

Also in this issue:
In Health Law this month, John Shufeldt, MD, JD, MBA,
FACEP, discusses the challenges and responsibilities of using
electronic health records. 

Sean M. McNeeley, MD, and The Urgent Care College
of Physicians review new abstracts on literature germane to
the urgent care clinician, including ultrasound vs x-rays for
pediatric hand fracture, diagnosis of appendicitis with enteral
contrast, and prevalence of C. difficile infection.

In Coding Q&A, David Stern, MD, CPC, discusses new CMS
modifiers, urgent care codes, and supply codes.

Our Developing Data end piece this month looks at annual
pay for full-time employed physicians and rates for those paid
on an hourly basis. ■

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.

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 article, author names in the order they are to appear,
and the name, address, and contact information (mailing
address, phone, fax, e-mail) for each author.

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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I
n the past year, UCAOA has continued to connect with key
decision-makers such as various third-party payors, The Cen-
ters for Medicare and Medicaid Services (CMS), state legisla-

tors and regulators, state departments of health, the National
Committee for Quality Assurance (NCQA), the Veterans Admin-
istration (VA), the Department of Transportation, media outlets
such as Forbes, Modern Healthcare, and Reader’s Digest as well
as many other national and regional outlets, and “sister” med-
ical associations such as the American Academy of Family
Physicians. In each case, our goal is to represent you, your
colleagues, your centers, and the urgent care industry as a
whole; to educate the leaders of these groups and debunk
the myths they may believe about urgent care; and to create
opportunities for partnerships that will ultimately benefit
urgent care.

In many of the discussions with organizations previously
listed, and at least once a week in outreach to the media, we
are asked to quantify various urgent care benchmarks. Some
are relatively easy to extrapolate from current and past UCAOA
Benchmarking Studies. Some are clinical or practice manage-
ment in nature and can be addressed by our industry experts.
In countless situations, however, we are asked to provide data
regarding an incredibly healthy and growing industry and to
offer expanded statistics that could significantly influence
decision-makers in ways that would benefit you.

For example, last month, UCAOA commented on the barriers
to successful participation in Medicare’s Physician Quality
Reporting Program (PQRS) for physicians and other eligible
professionals who practice in urgent care centers, including
the lack of relevant PQRS measures, which would worsen if
CMS finalizes its plans to eliminate the claims reporting mech-
anism for a number of measures. It would strengthen state-

ments such as these to denote the number of physicians,
nurse practitioners, and physician assistants working in urgent
care. We ask that you voluntarily provide this information so
that your national association can better represent you.

In the next month, you will receive special requests from
UCAOA to update your personal and practice information. We
may ask not only about the structure of your urgent care
center, but also for rosters reflecting your staffing mix and
for other practice and demographic information. 

State “monitors” will also be recruited to serve as our eyes
and ears at the state and regional levels and to help the
national leaders of UCAOA help you. Knowing about issues
that are or may be on the horizon will allow us to provide
response templates, data, and other resources for you to
convey to your state decision-makers. In the media and com-
munity outreach realm, UCAOA is developing toolkits and
templates to assist you in creating relationships with and
press releases and promotional information for use in your
own communities.

Please note: You can keep up with progress on these  dialogues
and issues on the UCAOA website at http://www.ucaoa.org/?Advo-
cacy and http://www.ucaoa.org/?page=HealthPolicy; UCAccess,
our monthly e-newsletter; and via the UCAOA Facebook page,
Twitter account, and LinkedIn page. Please make sure that you
are subscribed to these media to stay up to date! ■
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FROM THE CHIEF EXECUTIVE OFFICER

To better represent you, UCAOA
needs YOUR information
■ 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.

“In the next month, you will receive
special requests from UCAOA to update
your personal and practice information.
We may ask not only about the structure

of your urgent care center, but also for
rosters reflecting your staffing mix and for

other practice and demographic
information. ”
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T
he focus of Part 1 of this series, in the September issue
of JUCM, was on understanding the inflammatory
response, use of corticosteroids and anesthetic agents

(Table 1), pre- and post-aspiration/injection consider-
ations, and the approach to injections for subacromial
impingement syndrome. Part 2 reviews approaches to
lateral epicondylitis, olecranon and prepatellar bursitis,
ganglion cyst, trochanteric bursitis, knee injection and
aspiration, and evaluation of joint infection. The overall
objective is to highlight common presenting symptoms
and successful approaches to injection or aspiration
that urgent care providers can use in practice. As noted
in the previous installment, any injection or aspiration
procedure should be performed using sterile technique. 

Lateral Epicondylitis 
Also known as “tennis elbow,” lateral epicondylitis can
be a source of elbow pain for many patients. Previous
injury, repetitive motions, weight lifting, heavy lifting
and carrying and trauma are all common causes. Corti-
costeroid injection to the lateral epicondyle can be a
technical challenge because of difficulty identifying the
point of maximal tenderness and delivering an injection

to the appropriate anatomic location. Remember that
the radial nerve (posterior interosseus and sensory
branches) lies close to the origin of the common extensor
tendons (CET) and, in some cases, infiltration of this
nerve structure can lead to numbness and eventually
rebound pain and burning in the proximal elbow.1-8

The best patient position for injection for tennis
elbow is seated with the elbow supported on the exam

Clinical

An Urgent Care Approach to
Joint and Soft-Tissue
Injection/Aspiration: Part 2
Urgent message: Injection/aspiration therapy for selected musculo -
skeletal complaints is becoming more common in urgent care prac-
tice. Part 2 of this series offers step-by-step guidance on treatment
of conditions from “tennis elbow” to bursitis and cysts.

THOMAS V. GOCKE, III, MS, ATC, PA-C, DFAAPA
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Thomas V. Gocke, III, MS, ATC, PA-C, DFAAPA, is President/Founder
Orthopaedic Educational Services, Inc., Boone, NC.
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table, which facilitates access to the lateral elbow and
the origin of the CET (Figures 1A and 1B). The best
way to isolate the CET tendon origin is to flex the
elbow maximally. The lateral flexor crease formed in
this max flexed position allows the provider to specifi-
cally palpate the extensor carpi radialis brevis (ECRB)
origin of the common extensor tendon. This is also
usually the point of maximal tenderness. 

Once the appropriate landmarks are identified, prep
and palpate as described in Part 1 of this series. As a
guide for injection, place your index finger next to the
injection site and ensure that the syringe is perpendi-
cular to the site to prevent an unintended injection
into the radial nerve structures. Most patients report
no pain with the procedure; those with pain and numb-
ness of the arm should be brought back for a follow-up
exam. Because the injection is intended to deliver med-
ication at the tendon-bone interface, only a small vol-
ume of injection solution is necessary. Use of a 26-G

½-inch needle is appropriate to introduce 0.5 mL of
0.25% bupivacaine, 0.5 mL of 1% lidocaine, and 1 mL
of triamcinolone acetonide 40 mg/mL. In rare cases
when a patient has muscle hypertrophy of the forearm
muscles, a 1-inch or 1 ½-inch hypodermic needle can
be used for injection.1-3, 6-10

As with shoulder injection, patients treated for tennis
elbow should be discharged with instructions to rest
for 24 hours after injection. A wrist splint is appropriate
for those who have severe range of motion (ROM)
decreases or pain at the CET that intensifies with wrist
motion. Post-injection cryotherapy also should be rec-
ommended. At 3 to 5 days post-injection, encourage
patients to start a gentle stretching program for their
affected wrist and elbow.1-3,11-13

Olecranon and Prepatellar Bursitis 
Olecranon and prepatellar bursitis are common conditions
associated with acute injury and chronic recurrent pressure

A N  U R G E N T  C A R E  A P P R O A C H  T O  J O I N T  A N D  S O F T-T I S S U E  I N J E C T I O N /A S P I R A T I O N :  PA R T  2

Figure 1B. Lateral epicondylitis injection

Picture Courtesy Tom Gocke, PA-C

Figure 1A. Lateral epicondylitis injection site

Picture Courtesy Tom Gocke, PA-C

Table 1. Injectable corticosteroids

Steroid solution Potency Half-life Onset/Duration Dose/Volume

Hydrocortisone Low 8-12 hr Short/Short 50 mg/mL

Triamcinolone acetonide
(Kenalog) Intermediate 12-36 hr Intermediate/Intermediate 4 mg/mL

Triamcinolone hexacetonide
(Aristospan) Intermediate 12-36 hr Intermediate/Intermediate 40 mg/mL

Methylprednisolone acetate 
(Depo-Medrol) Intermediate 12-36 hr Intermediate/Long 40 mg/mL

Betamethasone acetate 
(Celestone) High 26-54 hr Longer/Longer 6 mg/mL

Dexamethasone acetate 
(Decadron-LA) High 26-54 hr Longer/Longer 8 mg/mL
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on the elbow and knee. Regardless of the mechanism of
injury, the inflammatory response in the bursae results
in swelling, warmth, and pain over the affected area. In
most cases, olecranon and prepatellar bursitis are not a
result of bacterial infection but there are cases in which
bacteria penetrate skin lesions and can lead to infection
(Figure 2). Therefore, it is important for providers to
pay attention to skin injuries, especially when they are
attempting to aspirate and/or inject the olecranon/prepatel-
lar bursae (or any joint or other bursae).1-3,9,14-18

The best patient position for an aspiration and/or
injection of the olecranon/prepatellar bursae is the
semi-sitting or recumbent position. This allows the
elbow to be flexed across the body or the knee to be
flexed 15 degrees on a rolled up towel, thus facilitating
better access to the inflamed bursae. Because of the
prominence of the bursae, it is easy to identify the
fluid/swollen area. Pick a dependent entry point on
the bursae to allow for better drainage during aspiration
and pay particular attention to the color and consis-
tency of the fluid. If the aspirated fluid is clear and
infection is not a concern, the hub of the syringe can
be changed sterilely and the corticosteroids injected
into the bursae thru the aspiration needle. If there is
any suspicion or concern about infection or the fluid is
turbid, the fluid should be sent to the lab for appropriate
analysis. If there is any question about the possibility
of infection, administration of corticosteroids into the
bursae is contraindicated. (See the section on evaluation
of joint infection at the end of this article.) 

As a guide for aspiration or injection, use your sterile,
gloved index finger and thumb to squeeze the swollen
bursae and force fluid closer to the skin surface. Once
the needle enters the bursae, there should be little resist-
ance with aspiration of fluid or injection of cortisone–

anesthetic solution. In most cases, patients report little
pain with the procedure. A 22-G needle can be used for
injection into the bursae and an appropriate solution is
1 mL 0.25% bupivacaine, 1 mL 1% lidocaine, and
1 mL of triamcinolone acetonide 40 mg/mL. If aspiration
is planned before injection, 3 mL of 1% lidocaine can be
used to anesthetize the skin and then the skin can be
prepped a second time prior to aspiration. A 16- or 18-G
needle is appropriate for aspiration of fluid. If there is no
concern for infection (clear bursae fluid, no skin mani-
festations and negative exam and history), after aspira-
tion, the hub of the syringe can be changed sterilely and
a steroid injection delivered into the bursae.1-3,9,15,17,18

Ganglion Cyst 
Ganglion cysts of the dorsal wrist are common and occur
as a result of injury to the dorsal carpal joint capsule. A
defect in the lining of the wrist joint allows a portion of
the synovium to extrude through the defect and as it fills
with synovial fluid, a liquid-containing sack is formed.
Ganglion cysts in the dorsal wrist area often grow and
shrink depending on wrist motion and repetitive activity.
Patients typically present for treatment because of signif-
icant wrist pain caused when the fluid or the ganglion
cyst fails to decompress and distension occurs. 

Transillumination is a simple way to determine if
the swollen area over the dorsal wrist is a fluid-filled
mass. Solid masses do not light up whereas fluid-filled
masses transmit light. Some ganglion cysts resolve with
aspiration and injection. In most cases, however, this
form of treatment is temporary and frequent recurrences
necessitate surgical excision. Aspiration and injection
with corticosteroids can provide a relatively long dura-
tion of symptom relief and therefore are a great first-
line treatment. As with other areas for injection or aspi-
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Figure 2. Infected olecranon bursae

Picture Courtesy Tom Gocke, PA-C

Figure 3. Dorsal wrist ganglion

Picture Courtesy Tom Gocke, PA-C
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ration, the provider should pay particular attention to skin structures
and the possibility of infection, either to the skin or the joint. Any
suspicion that the patient has an infection should cause the provider
to rethink the treatment decision-making process.1-3,19-21

The best position for aspiration and/or injection of a ganglion
cyst is with the patient seated. Support the wrist with a small roll
of towels and have the patient flex it slightly to expose the ganglion
dorsally and make it more prominent (Figure 3). Pick a dependent
entry point on the ganglion to allow for better drainage during the
aspiration process and pay particular attention to the color and
consistency of the aspirated fluid. In most cases, the ganglion fluid
is a gelatinous substance that can be difficult to draw through a
needle and syringe. If there is any suspicion or concern about infec-
tion, the fluid should be sent to the lab for appropriate analysis.
(See the section on evaluation of joint infection later in this article).
In the case of possible infection, administration of corticosteroids
into the ganglion is contraindicated. If the aspirated fluid is
clear/gelatinous and infection is not a concern, change the hub of
the syringe using a sterile technique and inject corticosteroids into
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Figure 4. Gluteus maximus muscle

"Sobo 1909 294" by Dr. Johannes Sobotta - Sobotta's Atlas and Text-book of Human Anatomy
1909. Licensed under Public domain via Wikimedia Commons -https://commons.wikimedia.
org/wiki/File:Sobo_1909_294.png#mediaviewer/File:Sobo_1909_294.png
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the ganglion thru the aspiration needle. 
The guides and techniques for injection/aspiration

of a dorsal wrist ganglion also can be used when
attempting to aspirate/inject bursae, including the same
anesthetic/corticosteroid injection solutions. 

A word of caution about aspirating or injecting volar
wrist ganglions. It is not recommended that any urgent care
pro vider attempt to aspirate or inject a volar wrist ganglion,
particularly if it overlies the radial artery. In most cases,
such fluid-filled sacks are, indeed, ganglions, but radial
artery aneurysms also can have a similar presentation.
Attempting to aspirate and inject a radial artery aneurysm
can lead to severe consequences for the patient and the
provider. Urgent care providers who do not have color duplex
Doppler ultrasound should refer these patients to an experi-
enced provider who is capable of managing complications,
should a fluid-filled cyst turn out to be an aneurysm.1-3,19-21

Discharge instructions for aspiration/injection are
the same as for the other anatomical sites and as
described in Part 1. Placement of a bulky dressing and
an elastic wrap over the dorsal hand helps maintain
pressure over the ganglion and reduces the chance of
reaccumulation of fluid. A wrist brace also can be used
to minimize wrist motion, particularly in patients who
perform manual labor. The bulky dressing and/or wrist
brace should be worn for 3 to 5 days before it is removed
and normal activities are resumed. Remind patients
that despite aspiration and or injection of their dorsal
wrist ganglion, there is still a chance that the ganglion
fluid could return.1-3,11-13

Trochanteric Bursitis 
Acute and chronic injury, altered gait, change in activity
levels, obesity, and acute/chronic back pain all can
cause trochanteric bursitis. The trochanteric bursa is
located adjacent to the bony prominence of the lateral
hip joint, between the iliotibial band and the greater
trochanter. The tendons of the gluteus medius and
maximus also overlie this area (Figure 4). Regardless
of the mechanism of injury, the inflammatory response
in the bursa results in swelling, warmth and pain over
the affected area. This distends and “overstuffs” the
native anatomy, resulting in increased pressure over
the bursa, from the iliotibial band, on flex/extension
of the knee or hip joint. Patients with trochanteric bur-
sitis will complain of pain with getting in or out of a
car/chair and lateral hip pain when sleeping on the
affected side. Lateral hip pain when walking on level
ground or climbing stairs or inclines also is common.
Back pain can occur secondary to an altered gait as a
result of trochanteric bursitis. Septic bursitis in the
trochanteric region is rare but does occur so it is impor-
tant to be observant for skin injuries before injecting
the trochanteric bursae.1-3,10,22,23

The best patient position for an injection of the
trochanteric bursae is the lateral decubitus, which allows
for direct visualization of the lateral hip/greater
trochanter and palpation of the area of maximal ten-
derness. The point of maximal tenderness is usually
the spot where the bursa lies beneath the Iliotibial band
and greater trochanter. Palpation multiple times may
be necessary in patients with extra tissue over the
trochanter, to ensure that the needle is guided toward
the greater trochanter. A key point with guiding the
needle into the bursae is to keep it perpendicular to
the trochanter. That helps ensure that the sciatic nerve
is avoided during your injection (Figure 5). 

Antiseptic soap should be used to prep the skin for
trochanteric injection because the lateral hip is not far
from the anus and there is a possibility of contamination
with enteric bacteria. After prepping the skin, use a ster-
ile, gloved index finger to ensure injection of the area
of maximal tenderness, advancing the needle until bone
is contacted. If injection without resistance is not possi-
ble, withdraw the needle slightly and again attempt to
inject. To confirm that the sciatic nerve has been
avoided, always ask patients during injection whether
they are experiencing pain or burning sensations radi-
ating down their leg. If that is the case, abort the injec-
tion and withdraw the needle. Most patients report no
pain with injection. A 22-G spinal needle is preferable

Figure 5. Trochanteric bursitis injection

Picture Courtesy Tom Gocke, PA-C
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for this injection because of the distance
traveled to get to the trochanteric bursae
region. An appropriate injection solution
is 3 mL 0.25% bupivacaine, 2 mL 1%
lidocaine, and 2 mL of triamcinolone
acetonide 40 mg/mL.1-3,10,22,23 

Discharge instructions regarding rest
and cryotherapy are the same as for the
other anatomical sites. Instruct patients
on iliotibial band stretching exercises
and ask them to start these 5 days after
their injection and perform them twice
a day for 2 weeks. In most cases, these
exercises help alleviate pain associated
with trochanteric bursitis but if they
reproduce or intensify a patient’s pain,
they should be stopped. A follow-up visit
2 weeks after injection also should be
routine. In some cases of recalcitrant
trochanteric bursitis, it may be necessary
to inject a patient a second time during
that visit. In such cases, referral can be
made to physical therapy and another
follow-up visit scheduled in 4 weeks. In
most cases, however, patients have
symptom resolution with injection,
stretching exercises, and therapy.1-3,11-13

Knee Injection and Aspiration
Nonsteroidal anti-inflammatory drugs
(NSAIDs) are typical first-line therapy for
reduction of inflammation and pain
associated with the reactive synovitis
seen in patients who have arthritis in
their knees. However, not all patients
respond well to NSAIDS; some develop
adverse reactions/side effects that pre-
clude use of these drugs, and others want
faster “rescue” relief of symptoms than
NSAIDs produce. In these cases, a local
corticosteroid injection may be benefi-
cial. Patients with tense joint effusion
also may benefit from aspiration prior
to corticosteroid injection. Inflammation
due to trauma or a degenerative condi-
tion also can result in knee pain. 

In most patients, knee pain is not a
result of bacterial infection but in some
cases, bacteria can penetrate a skin
lesion, leading to infection. Attention
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to skin injuries and to the characteristics
of fluid aspirated from the knee is impor-
tant to determine whether to proceed with
injection. Clear to yellowish fluid (looks
like lemonade) is usually consistent with
synovial fluid and typically has a low
probability of infection. Bloody, dark, tur-
bid fluid, however, should significantly
raise a provider’s suspicions for infection,
particularly when a patient’s history
includes comorbidities such as diabetes or
immune compromise. If fluid aspirated
from the knee is questionable, it should
be sent for analysis before the joint is
injected because proceeding with a corti-
costeroid injection could greatly increase
risk of infection.1-3,15,16,24

The best patient position for knee injec-
tion is sitting or semi-sitting. Having a
patient lie down with the affected knee
hanging over the edge of the bed is an
alternative for those who are anxious about
getting an injection or have a history of
fainting during injection. 

After examining the skin and associated
joint structures, identify the lateral joint
window and use it as the injection site.
This lateral joint window is bordered medially by the
patellar tendon, inferiorly by the proximal tibia, supe-
riorly by the lateral patella and laterally by the articula-
tion of the lateral femoral condyle and proximal tibia
(Figure 6). Imagine the aiming point as the femoral
notch when introducing the needle into the joint. Do
not plunge the needle to the hub because that might
result in contacting the articular surface of the lateral
femoral condyle, thus causing pain. 

Once the needle has advanced past the infrapatellar
fat pad (Hoffa’s fat pad), the injection should flow freely
with little or no resistance, however, if resistance is
encountered or contact is made with the bone, simply
reposition the needle. Patients commonly report a full
feeling in the knee after the injection is complete. A
22-G needle should be used for injection. An appropri-
ate injection solution is 3 mL of 0.25% bupivacaine
and 2 mL of triamcinolone acetonide, both without
epinephrine.1-3,15,16, 25

Knee Aspiration
The best position for knee aspiration (with or without
injection) is with the patient supine, which works very

well for those who are anxious about having a needle
inserted into their knee or who have a history of fainting
during injection. The aspiration and injection site is the
superior lateral arthroscopic portal region, which is
approximately one thumb width cephalad to the supe-
rior edge of the patella and one thumb width inferior
(toward the floor) (Figure 7). Imagine the aiming point
superior and parallel to the top border of the patella.
The entry angle should neither be parallel to the floor
nor too steep because an angle too flat will cause the
needle to strike the lateral femoral condyle and plunging
the needle to the hub could result in contacting the
articular surface of the lateral femoral condyle, thus
causing pain. Skin prep for a knee aspiration is the same
as for the other anatomical sites and as described in
Part 1. 

Some providers elect to introduce the aspiration
needle into the joint without use of local anesthesia
but that can be very painful and make a patient more
apprehensive. If anesthesia is chosen, 10 mL of 1%
lidocaine is appropriate. After the local anesthetic agent
has taken effect, the skin at the aspiration site should
be prepped a second time before the needle is introduced.
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Figure 6. Knee anatomy

"Knee diagram" by Mysid - Vectorized and colorized in Inkscape, based on Image:Knee
diagram.png.. Licensed under Public domain via Wikimedia Commons - https://commons.
wikimedia.org/wiki/File:Knee_diagram.svg#mediaviewer/File:Knee_diagram.svg
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Once the needle has been introduced into the supra-
synovial pouch, aspirate should flow freely without
resistance and little effort should be needed to withdraw
fluid from the knee. In the case of resistance or contact
with the bone, the needle should be repositioned.
Patients commonly report a quick, sharp pain as the
needle passes through the joint capsule. If it is difficult
to get the fluid to flow out of the knee, a sterile, gloved
hand can be used to milk fluid out of the supra-
synovial pouch, forcing it closer to the aspiration
needle (Figure 8).

To administer a steroid injection after aspiration,
leave the aspiration needle in the supra-synovial pouch,
change the hub of the aspiration syringe and attach
the injection syringe. Then inject the knee and with-
draw the needle from the knee joint. An appropriate
injection solution is 3 mL 0.25% bupivacaine and 
2 mL triamcinolone acetonide 40 mg/mL, both without
epinephrine.1-3,15,16,25

Discharge instructions are as for the other anatomical
sites, including rest and cryotherapy. A bandage and
an elastic wrap should be applied to the knee prior to
discharge to minimize reaccumulation of fluid and it
should remain in place for 24 hours.1-3,11-13

Evaluation of Joint Infection
Patients who present with one or more hot, swollen,
erythematous, painful joint(s) should make a provider
suspicious of a septic joint until proven otherwise. A
patient’s history and physical examination should help

the provider to gain more insight into why a patient is
presenting with a swollen joint. 

Patients who have a history of rheumatoid arthritis
(RA) and any joint with structural irregularities (trau-
matic/arthritic/surgical) are at increased risk of devel-
oping septic arthritis. Important risk factors to consider
are history of total joint arthroplasty (hip and knee
most common), intravenous drug use, diabetes, previ-
ous corticosteroid injection history, skin ulcers/der-
matitis and alcoholism. In cases in which clinical sus-
picious of infection is high, necessary steps should be
taken to help confirm or refute that the patient has a
joint infection. In our facility, we routinely obtain lab-
oratory studies—complete blood cell count with differ-
ential, basic metabolic panel, erythrocyte sedimentation
rate (ESR-sed) and C-reactive protein (CRP)—to deter-
mine baseline values for infection. These tests provide
a general overview of a patient’s systemic reaction to a
possible joint infection. It is important to remember
that in the early presentations of a joint infection, the
white blood cell (WBC) count, ESR and CRP may be
low or in normal range but that does not completely
rule out a joint infection. (Note: we do not routinely
order blood cultures on patients we suspect of having a
joint infection. However, the overall past medical and
clinical history may make this a necessity, particularly
in patients who have chronic illness or autoimmune
diseases, who are taking immune-suppressing medica-
tions, or who have overwhelming sepsis).24, 26-30

In my opinion, the most important information,
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Figure 7. Knee aspiration landmarks

Picture Courtesy Tom Gocke, PA-C

Figure 8. Knee aspiration

Picture Courtesy Tom Gocke, PA-C
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aside from the patient’s history, is the analysis of joint
fluid. Analysis of joint fluid can not only help to con-
firm the diagnosis it also will help to identify organ-
isms/crystal associated with joint infection/inflamma-
tion. That is why it is so important to aspirate the
affected joint(s) prior to starting any patient on antibi-
otic therapy. We routinely order the following labs and
cytology on any aspirated fluid from a joint: Gram
stain, cell count, crystals and cultures (aerobic/anaero-
bic/acid-fast bacillus [AFB]). The Gram stain, we hope,
will give us an idea about the potential organism that
is causing a joint infection while we await final culture
results. Staphylococcus aureus and Streptococcus are the
two most common pathogens found in septic joints
(91%).24,27-29 However, with methicillin-resistant S.
aureus (MRSA) on the rise, it should be considered a
common pathogen as well. Gram-negative enteric bac-
teria can be associated with joint infections and may
result from hematogenous spread. Urinary catheters,
feeding tubes, and IV devices also can contribute to
infection. Final cultures for aerobic and anaerobic organ-
isms are typically completed after 3 days of incubation.
Although routine culture for AFB is not common,
providers should take into consideration a patient’s
nationality, living situation, world travel and potential
tuberculosis exposure risk when deciding whether to
include this test on the culture request.30

Controversy surrounds the cell count analysis of joint
fluid. Several studies looking at joint fluid cell counts
to determine a threshold for establishing joint sepsis
indicate that for WBC counts >25,000 and good clinical
correlation, the likelihood of joint sepsis is increased.
A comprehensive review of the medical literature con-
firms that joint fluid WBC >25,000 in native joints and
WBC >10,000 in prosthetic joints are consistent with
joint sepsis. A higher percentage of polymorphic neu-
trophils in the joint fluid analysis is considered sup-
portive but not necessarily a deciding factor in deter-
mining joint sepsis. Patient history, fever presentation,
comorbid factors, joint fluid analysis, ESR, and CRP all
aid in the determination of joint infection.36-41

Conclusion
Injection therapy for patients with selected muscu-
loskeletal complaints is becoming more common in
urgent care practice. Although performing these pro-
cedures is not technically demanding, they do require
that an urgent care provider have a thorough under-
standing of the pertinent musculoskeletal anatomy.
Discharge instructions should be procedure-specific and

detailed to help guide patients through their recovery
process. They should briefly answer a patient’s potential
questions, alert a patient to potential adverse effects or
complications, and offer guidance on what to do in
the case of problems following an injection. Taking the
extra time to discuss with patients the intended effects
and benefits of injection therapy, general risks, and
what to expect in the post-procedure course will go a
long way in allaying fears and improving customer
service in urgent care. ■
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O
ne needn’t look further than the 20,000+ physicians
already practicing in urgent care centers nationwide
to grasp just how attractive this business model has

become. Consumers fed up with lengthy emergency
room waits—for non-emergencies, no less—and an
ongoing lack of timely primary care access have fueled
demand for the convenient, efficient, and affordable
style of health care that’s become urgent care’s brand.
In additional, the promise of career autonomy coupled
with financial independence make venturing into
urgent care an often irresistible lure for many of the
former family and emergency medicine physicians who
dominate the field.

That said, it’s the “inner entrepreneur” stirring
within many physicians that may actually be the
strongest motivator to strike out and head up (or
partner in) an urgent care venture. A physician can
run the show without, say, a hospital administrator
dictating how he/she practices medicine. As an added

bonus, bankers, private equity firms, and the Small
Business Administration have stepped up with the
capital to get centers up and running. In short, it’s
your business, potential earnings are substantial, and
expansion is a possibility, should things go well. With
the Affordable Care Act ushering in approximately
30 million new health coverage enrollees over the
next few years—most without regular providers—
urgent care is brimming with potential.

Practice Management

Head in the Game: Cultivating
the Mindset of a Successful
Urgent Care Operator

Urgent message: Just because you build it, patients won’t necessarily
come. As entrepreneurs, successful urgent care center owners must
market their services to the community, innovate with new services
to fill excess capacity, and create positive patient experiences that
spur repeat visits and positive word-of-mouth.
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If You Build It, Will They Simply Come?
A bit of charming but old-school advice to medical graduates has
been “hang your shingle and patients will find you”—meaning that
when a practice opens its doors, its patients will naturally follow.
While perhaps apropos in specialties facing critical shortages, as it
relates to urgent care, nothing could be further from the truth. In
fact, the entire “build it and they will come” concept is a certain
plan for failure in businesses possessing a strong retail element.
Hence, urgent care owner/operators have to accept—embrace, actu-
ally—that they’re squarely in the business of consumer-driven medicine. 

For example, it used to be that clinical aptitude was by far the
most important factor in earning revenue. Physicians who focused
solely on delivering strong clinical outcomes rarely wanted for
referrals. Urgent care, by contrast, is decidedly retail in that it views
patients as essentially customers who choose to use the center versus
other options. These “customers” have to be courted not only
through targeted marketing and advertising, but sufficiently pleased
with the overall service delivery—including the expected great clin-
ical outcome—that they’ll recommend the center to others and
return whenever future needs arise. 

Granted, most of these “retail,” “marketing,” and “patient-as-
customer” concepts run contrary to time-honored precepts
ingrained by a medical school education, but they’re nonetheless
critical for an urgent care center to thrive. Fail to embrace and
assimilate this entirely new paradigm of volume-driven, “entrepre-
neurial” medicine, and the financial independence you so doggedly
sought could end in bankruptcy. You simply can’t sit back and
wait for patients to spontaneously appear in your lobby. Opening
and ramping up a center can require between $500,000 and $1
million in capital so the financial stakes are high.

You, as an urgent care physician/owner, likely accustomed to a
background focused on the clinical side of medicine, must now
become comfortable wearing two hats: That of a skilled and dedicated
health care provider, and an enterprising entrepreneur with the vision,
strategy, and desire to lead and energize a business and care team.
Quite simply, it’s time to get your head in the urgent care game.

Think and Act Like an Entrepreneur
Raise the Visibility of Your Center in the Community
Due to its focus on high-visibility locations, extended operating
hours, and customer service orientation, urgent care is often
described as “retail medicine.” Thus, the goal is to drive consumers
to your center in the same manner that retailers drive customers to
their stores. Every center is a brand, and as an urgent care entrepre-
neur, one of your tasks is to find creative and cost-effective ways to
market your brand to the surrounding community. Here are exam-
ples of common, low-cost marketing tactics proven very effective
at getting the word out about your center:

■ Erect a tent and do drive-thru flu shots in the parking
lot. This is a great way to get out in front of the eyes and ears

H E A D  I N  T H E  G A M E
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of your community during flu season, particularly if your
center is located in a retail strip with lots of vehicle traffic.
Vaccinations only take 1 to 2 minutes to complete, and cus-
tomers don’t ever have to leave their vehicle. You simply have
the patient sign a consent form, and then administer the shot
(typically in the arm or shoulder) right through the open car
window. The entire process typically saves the customer 15 to
20 minutes that they’d otherwise have to actually spend inside
the clinic for the same service.

■ Contact the local media for an interview when a hot
medical topic is in the news. Print and TV reporters want
“experts” to interview whenever a hot health topic is in the
news. Let the local press know you’re available for interviews
when a flu outbreak, obesity study, diabetes awareness campaign,
etc. is making headlines. When giving an interview, be sure to
request that the name of your urgent care center is either men-
tioned in the interview or displayed on screen. Later, you’ll be
astounded by how many people remember you or your center
from the interview, and you’ll be positioned as a community
“health expert”—and primed for an increase in patient visits.

■ Participate in community events. By making your brand
a ubiquitous presence around town, your center will instantly
spring to mind when folks are sick but can’t see their personal
doctor right away. Especially at events that allow tables, tents,
or booth setups, bring signage, literature, refrigerator magnets,
and treats to give away. To engage event patrons even further,
employ a prize wheel or some other fun game with sights and
sounds that attract interest and attention.

Market Occupational Medicine Services to Employers
Occupational medicine entails the treatment of work-related
injuries; pre-employment, fitness-for-duty and compliance physi-
cals; and substance abuse screening. Each occupational medicine
contract an urgent care center can nail down is worth its weight in
gold, yet many centers focus strictly on walk-in patients. This is
definitely a mistake to avoid, considering how potent a revenue
source the local workforce can be for your clinic:

■ Increased patient volume. The most obvious benefit to
handling a company’s occupational medicine is the resulting
patient influx it’ll provide. Companies who require ongoing
medical services such as pre- and post-offer exams, drug screens,
and Workers’ Compensation injury care can provide a steady
stream of patients. Workers’ Compensation often reimburses
at a premium to group health contracts while physicals and
drug screens are a “cash” business. With enough contracts,
occupational medicine can account for a significant portion
of your total patient revenue.

■ Free marketing. Employers are seeking ways to reduce
employee health care expenditures and absenteeism so human
resource departments can be invaluable when it comes to
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instilling your brand in the mind of a company’s
employees, even when the need to see a physician
isn’t work-related. For instance, when a sick
employee informs the Human Resources (HR) staff
that she’s feeling ill, but can’t get an appointment
with her normal doctor that day, where is HR most
likely to recommend she go for immediate care?
The urgent care clinic that handles their occupa-
tional medicine. Also, it makes perfect sense that
employees who first visit your urgent care for a
company drug test will later think of your clinic
when the kids or they come down with the flu,
cut a finger, etc. 

Co-Locate High-Margin Ancillary Services
Co-locating high-margin ancillary services is a great
way for any practice to prop up flagging revenues and
boost profits, not to mention improving overall patient
care, utilizing excess capacity, flattening the ebb and
flow of walk-in traffic, and diversifying the center’s rev-
enue base. You’ll have to do your due diligence before-
hand in regards to the feasibility of offering certain
services, such as those listed in Table 1, which collec-
tively can boost profit margins by 50% to 70%.

This list is not intended to be exhaustive, but rather,
to highlight the many proven ways that enterprising
urgent care physicians are adding additional revenue
streams to their practices. Simply put, the line between
business and medicine is blurring, and urgent care

owner/operators must be both health care providers
and savvy entrepreneurs forever on the lookout for
opportunities to maximize revenue.

Lead and Energize Your Staff
You may have undergone rigorous medical training
and aced your boards, but all that clinical know-how
won’t exactly come in handy when you are faced with
the task of managing a full urgent care center staff of
administrative and health care professionals, all with
diverse personalities and skill sets. In fact, the more
hierarchical and structured a physician’s former work
environment (especially true of Emergency Room physi-
cians), the more difficulty they seem to have in man-
aging a team in the type of social atmosphere a suc-
cessful urgent care center demands.

The good news is that, regardless of your clinical back-
ground, you can indeed implement several simple strate-
gies that go a long way towards creating a true “commu-
nity” in your practice—one where the clinic’s entire staff
is aligned with the ultimate goal of stellar patient care
and clinic success. Several well-known, proven methods
for workplace team-building are described in Table 2.

Be Vigilant Towards Broken Business Processes
A large part of running a successful urgent care center
is ensuring that your patients/customers are so happy
with your service delivery that they tell their friends
and family good things about their experiences. The
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Table 1. Common Ancillary Services in Urgent Care

Ancillary Service Description Benefit

Point-of-care
Medication
Dispensing

Because urgent care physicians typically write many
prescriptions for the same medications, dispensing directly from
the clinic can enhance patient visit revenue. 

Patients appreciate the convenience of not having to make
a separate trip to the pharmacy. 

Clinical outcomes improve as patients are more likely to
adhere to their treatment plan when they start dosing
immediately and leave the clinic with medication in hand.

Imaging Urgent care can aggregate demand for imaging in a community
by taking referrals from other providers. Ultrasound, MRI, x-ray,
and CT scan equipment can be leased rather than purchased
outright if the cost lies outside the clinic budget.

Timely and accurate diagnoses prevent delayed medical
intervention and allow physicians to prescribe the proper
course of treatment sooner. 

Physical Therapy
and Rehabilitation

Work with patients in developing a treatment regimen designed
to maintain, restore, or improve physical abilities.

Same-day referral to therapy can improve clinical outcomes
in musculoskeletal cases. Especially for clinics that already
do occupational medicine, this service works well in
conjunction with rehabilitating Workers’ Compensation
employees/patients. 

Weight Loss 
and Diabetes
Management

Counseling, diet and nutrition/menu planning, and personalized
treatment plans for diabetic and overweight/obese patients.

Low start-up cost source of additional revenue that leads
diabetic patients to consider/adopt the clinic as their “one-
stop shop” for additional health services.

Cosmetic and Anti-
Aging Services

Skin rejuvenation, aesthetic laser treatments, laser hair removal,
and/or cosmetic skin injections.

High-margin services that also work to position the clinic as
a “one-stop shop” and utilize center capacity during off-
peak times.
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economic effect of this positive word-of-mouth is real
and quantifiable, and one of the main fiscal drivers of
the urgent care business model. On the other hand,
patients experiencing service failure—caused by exces-
sively long waits, inaccurate diagnoses, payor/billing
issues, wrong prescriptions, and poor overall service—
become angry and disgruntled “avengers” who can seri-
ously damage a practice’s reputation (and revenue) in
the absence of a swift and decisive “service recovery.”
At the root of this service failure are broken, outdated,
and dysfunctional business processes, the foundation
upon which the entirety of many centers’ operational
and clinical activities are built. What’s more, the eco-
nomic damage of service failure invariably trickles down
to your staff, as demoralized front-line employees bear-
ing the brunt of relentless customer complaints buckle
under the weight of excess emotional labor. Low morale,
chronic absenteeism, and terminations are the
inevitable and unfortunate end result, which does its
own, separate damage to a clinic’s bottom line.

As the urgent care physician/owner, you must remain
ever-vigilant in rooting out, identifying, and repairing
every broken or inefficient process you or your staff
uncover, no matter the financial costs. You’re in this
business to make money, and while you may believe

you’re saving money by ignoring dysfunctional work
processes, there’s an abundance of data available that
prove conclusively just how staggering the economic
damage associated with ongoing service failures (directly
caused by these process failures) can be.1 In fact, the
eventual direct and indirect losses will far outweigh the
savings realized by forgoing the necessary upgrades/
fixes. In sum, if you “bite the bullet” now and allocate
capital towards fixing/upgrading broken processes, the
resulting influx of clinic revenue that will indirectly
result will far exceed the capital outlay, and leave you,
your staff, and your “customers” grateful that you did.

Roll Out the Red Carpet
On the strength of your marketing and advertising
efforts, positive word-of-mouth, occupational medicine
contracts, or just plain happenstance, patients/customers
have shown up at your urgent care center. Now is the
time to roll out the proverbial red carpet and deliver an
outstanding service experience they won’t soon forget.
The opposite of an aforementioned “avenger” are happy
“evangelists”—highly coveted and powerful marketing
allies who’ll help spread the “gospel” of your wonderful
center, provided that your service delivery is top-notch.
You most definitely want your patients to become your

Table 2. Methods for Team-Building in an Urgent Care Center

Cross Training – Cross training staff to perform each other’s job functions has many benefits:
• Allows the clinic to run smoothly, and balances out uneven workflows when employees are absent because cross-trained team members can help pick

up the slack. For example, a nurse can answer phone calls, or a billing employee can greet patients and take basic vitals when the clinic is super busy.
• Provides variety in the clinic staff’s daily routine and alleviates boredom, which boosts overall morale.
• Fosters teamwork, empathy, communication, and camaraderie between departments, since staff members gain a better understanding and apprecia-

tion of each other’s role in clinic operations. It also places an emphasis on staff interrelationships; neglected front-desk collections result in extra work
for billing, overbooking by the scheduler strains the nursing staff and the front desk with patient overflow, etc.

Rewards/Incentives – Let your clinic staff know the importance of attaining specific performance goals/metrics, and offer rewards/incentives for indi-
viduals, departments, and even the clinic as whole. Some examples of achieved benchmarks you can reward include:
• Increased number of patients seen per week
• Lowered patient wait times in exam rooms, waiting areas, check in times, etc.
• Increased number of outstanding collections accounts brought current in a given time period
• Perfect attendance

Implementing such a reward system serves to energize the entire care team, and keeps everyone focused on the clinic’s big-picture goals. Furthermore,
rewards don’t necessarily have to be paid in cash. Paid time off, event tickets, gift cards, electronics, and spa/salon outings are also excellent options for
both front-line staff and mid-level providers who show a consistent dedication to patient care and to the clinic reaching its benchmarks.

Regular Staff Meetings – Regular staff meetings are often neglected in busy centers focused on serving heavy patient loads. However, they’re impor-
tant for building a sense of community, discovering below-the-radar issues, and reinforcing clinic goals. Key here is not simply turning these meetings
into boring lecture sessions, but instead allowing a relaxed and open setting where problems, concerns, and issues can be addressed in an attentive and
nonjudgmental forum. Order pizzas or bring in donuts, let front-line staff report their tales from the front line, and require each meeting attendee to
present one or two ideas that would help their department (or the clinic as a whole) run better. Also ensure that the meeting coordinator adheres to the
oft-quoted 80/20 rule: 20% of the meeting time devoted to past issues, while the remaining 80% is dedicated to present and future concerns.

Management Open-Door Policy – The importance of having and maintaining an open-door policy really can’t be overstated. When your staff believes
that if they come to you with a problem or concern you’ll work diligently toward a resolution, employee loyalty increases markedly. Care team members
will feel that management respects and cares about them, which in turn invests them more fully in the clinic’s success. Letting staff know you’re always
available also helps foster communication that keeps you in the loop on happenings on the front line. You’ll have your fingers on the “pulse” of the
clinic, so to speak, which is crucial in a fast-paced environment like an urgent care center.
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evangelists, and giving them the royal treatment is the
way to make it happen. Table 3 provides several effec-
tive tips and strategies for making a lasting, positive
impression on the visitors to your center.

Conclusion
Running a successful and profitable urgent care center
requires fully embracing the very entrepreneurial spirit
that leads many physicians to urgent care in the first
place. Although you most likely didn’t learn business
and marketing concepts while pursuing your medical
degree, you must still cultivate the mindset of an enter-
prising entrepreneur willing to capture and retain
patients through concerted marketing and a dedicated
customer service philosophy. Urgent care is indeed retail
medicine, patients are customers, and they come to
your clinic with expectations unlike those of a traditional
medical patient; they’re instead discerning consumers
with choices as to who they’ll patronize for their urgent
medical needs. Learn to compete for customer business
and resolve to transform your clinic into the best in
your community. Go to association conferences, attend
local management seminars, read literature on entre-
preneurship and marketing, and network with profes-

sionals who already run thriving clinics for valuable
insights and knowledge on how it’s really done.

In addition to learning the ins and outs of customer
retention, you must also learn how to successfully man-
age, lead, and motivate a staff of health care profes-
sionals to work as a collective toward patient care and
clinic success. Create a community where your entire
staff is a valued and essential member of the care team,
and reward those who go above and beyond in the
name of outstanding service delivery. Provide an open
door policy for team members to address concerns, and
have regular meetings so that staff can vent frustrations,
share stories, and suggest improvements to the clinic
in a supportive and caring environment. This will do
wonders to get your staff fully on board and dedicated
to the clinic operating at a high level. 

In sum, your urgent care clinic is a substantial finan-
cial investment. Roll up your sleeves, and get to work
on making it thrive. Commit yourself fully to the urgent
care “game” and watch your clinic take off beyond
what you may have believed was possible. ■
Reference
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Table 3. Making a Lasting, Positive Impression on Urgent Care Patients

Be extremely time-conscious – Long waits are by far the top complaint of patients/customers across the entire health care spectrum. When patients
visit your center, it’s your job to let them know you value every second of their time, and you’re working to get them in and out (with a correct diagnosis
and great clinical outcome, of course) as soon as possible. Assign someone on the clinic staff to monitor how long each patient has been in the clinic,
and have someone address them at regular time intervals (i.e., provide a status update every 10 minutes). You can also offer patients the following little
perks if the clinic is busy and wait times begin to creep up:
• If the center is in a strip mall and patients feel up to it, offer to let them window-shop next door and promise to send a text message as soon as a

clinician become available.
• Have patients go next door and grab complimentary coffee and donuts as a “thank you” for waiting.

Provide amenities galore – Your patients are already uncomfortable and anxious due to sickness or injury. Make their wait as comfortable as possible
by providing amenities in the lobby area, and they’ll definitely appreciate it. A few common waiting area amenities include:
• Complimentary Wi-Fi access
• Complimentary liquid refreshment (coffee, hot cocoa, bottled water)
• Complimentary snacks (e.g., granola bars)
• Flat-screen TV in the waiting area
• Play area for children (tables, toys, coloring books, etc.)

Personalized service – Let your patients/customers know that they’re welcomed guests at your center, and that you intend to make their visit as
satisfying as possible. A couple inventive ways that you can pour on the personal touch are as follows:
• Wear a name tag that clearly expresses your customer service orientation such as, “At your service.”
• For patients who express concerns with billing, medications, doses, or are anxious about some other issue, give them your personal cell phone

number and tell them to call you directly if there’s a problem, and you’ll work through it (an NP, PA, or other physician extender can rotate on who
takes after-hours calls). Of course you can’t do this with every patient for obvious reasons, but for the few who require that extra reassurance, you’ll
endear your clinic to them forever.

Timely follow-ups – Make timely patient follow-ups a clinic priority. Patients will appreciate that you’re closely monitoring the status of their condition
(even after they’ve left the clinic), confirming that the prescribed medication was accurate and effective, and ensuring that they’ve received a successful
clinical outcome.

Service Recovery – Proactively seek out patient complaints and concerns through direct inquiry, surveys, suggestion boxes, and follow-up phone calls.
Studies show that many patients don’t complain about service failures because they don’t believe the issues will be remedied,1 so you can imagine how
pleasantly surprised they’ll be when the clinic actually invites them to point out service delivery shortcomings. These and similar gestures have the
powerful effect of letting patients know that their opinion is valued, and that their satisfaction is foremost in the minds of center staff.
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Overview

T
his case illustrates the importance of considering and
ruling out rare causes of coronary artery disease (CAD)
in young patients who present with chest pain. One

of these rare causes is a hypercoagulable state secondary
to homocysteinemia, which can be associated with
other vascular events including stroke. The case pre-
sented here illustrates the approach to management
and work up of chest pain in young patients to identify
the underlying cause of CAD. 

Case Presentation
A 25-year-old African-American male with a past med-
ical history of diabetes mellitus and hypertension pre-
sented with a complaint of left-sided chest discomfort
associated with some shortness of breath for 3 days.
His pain score was 10/10 and the pain was constant,
pressure-like, and radiated to the left shoulder. He
denied palpitations, lower extremity swelling, orthop-
nea, cough, fever, chills or dizziness.  

Observations and Findings
Physical examination revealed a patient in moderate
distress with the following vital signs:
Temp: 98.5ºF
Pulse: 123

RR: 22
BP: 136/90
O2 Sat: 98%

The patient’s chest was clear with bilateral air entry.
Tachycardia was present but no murmurs, gallop or
rub. The patient’s abdomen was soft, non-tender and
bowel sounds were normal. Neurological exam also was
normal. 

Laboratory and Test Results
Urine toxicology was negative for cocaine. Figure 1
shows the patient’s electrocardiogram (EKG).

Case Report

ST Elevation Myocardial
Infarction
Urgent message: Chest pain in young adults is often benign but it’s
important to always consider conditions that increase risk of car-
diovascular disease when evaluating these patients.
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Diagnosis
ST elevation myocardial infarction (STEMI) as demon-
strated on EKG by ST elevation in leads I & aVL, V2-3-
4-5-6  (Acute Anterolateral STEMI) and old inferior MI
(Q waves in lead III, aVF). Upon further questioning,
the patient revealed that he had an acute MI 5 years
ago with stent placement in the proximal left anterior
descending (LAD) coronary artery.  

Additional laboratory tests, including complete blood
count, complete metabolic profile, and coagulation
profile were normal but cardiac enzymes were elevated,
with troponin 12.3 ng/mL.

Course and Treatment
The patient was transferred to a nearby facility and per-
cutaneous coronary intervention was performed, which
showed a patent proximal LAD stent and 100% distal
LAD occlusion (Figure 2) due to thrombus. Thrombec-
tomy was performed with about 30 mL of blood and the
thrombus was aspirated. Echocardiogram showed left
ventricular apical thrombus with ejection fraction 40%.

This was a very unusual case in that the patient was
a young man who had experienced two MIs.  

The patient’s diabetes, while certainly a risk factor
for premature CAD, was thought to be a less likely
cause given that it had been well-controlled for some
time. (His HbA1C was 5.6 g/dL 2 months prior). There-
fore, further work up for additional risk factors was
done, including C-ANCA, P-ANCA, antiphospholipid
antibodies, and anticardiolipin antibodies. All results
came back negative. Additional investigations were
done and revealed an elevated homocysteine level at a
value of 34.4 g/dL (normal = 0 to 15 g/dL).  

Upon further questioning the patient revealed that
he had a cerebrovascular accident at age 19. Review of
previous records confirmed the history as evidenced
by presence of a thrombotic cerebellar stroke on CT
and MRI (Figures 3 and 4). 

Discussion
Homocysteinemia appears to be an independent risk
factor for cerebrovascular, peripheral arterial, and coro-
nary heart disease (CHD) and for venous thromboem-
bolic disease. Homocysteine has primary atherogenic
and prothrombotic properties. Histopathologic hall-
marks of homocysteine-induced vascular injury include

C A S E  R E P O R T :  S T  E L E V A T I O N  M Y O C A R D I A L  I N FA R C T I O N

Figure 1.
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intimal thickening, elastic lamina disruption, smooth
muscle hypertrophy, marked platelet accumulation,
and the formation of platelet-enriched occlusive
thrombi. 1 Sensitive assays allow quantification of the
total plasma homocysteine concentration, with the fol-
lowing values: Moderate (15 to 30 μmol/L), intermediate
(30 to 100 μmol/L) and severe (>100 μmol/L).  

Hyperhomocysteinemia has been linked to the follow-
ing vascular events:

� MI, other acute coronary syndromes, and recurrent
coronary events; 

� Premature CHD;
� Cardiovascular and total mortality;
� Adverse outcomes after angioplasty; and 

C A S E  R E P O R T :  S T  E L E V A T I O N  M Y O C A R D I A L  I N FA R C T I O N

Figure 2. Percutaneous coronary intervention

Figure 3. Computed tomography scan Figure 4. Magnetic resonance imaging scan
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� Carotid artery stenosis, stroke, recurrent stroke,
and silent brain infarct.2

Acute pericarditis is an inflammation of the sac sur-
rounding the heart, the pericardium, which usually
lasts <6 weeks. It is by far the most common condition
affecting the pericardium. That is evident on ECG as
diffuse, positive, ST elevations with reciprocal ST
depression in aVR and V1.3

Brugada Syndrome is a genetic disease that is char-
acterized by abnormal EKG findings and an increased
risk of sudden cardiac death. EKG shows ST elevations
in leads V1-V3 with a right bundle branch block appear-
ance with or without the terminal S waves in the lateral
leads. A prolongation of the PR interval (a conduction
disturbance in the heart) is also frequently seen.4

EKG changes of hyperkalemia include peaked T
waves, widening of the QRS complex in severe hyper-
kalemia, and the EKG complex can evolve to a sinu-
soidal shape.5

Conclusion
It is crucial to consider a hypercoagulable state as a
cause of CAD in young patients who present with chest
pain. Patients with a hypercoagulable state, such as the
homocysteinemia seen in our case, are at risk of vascular
events including CAD and stroke. Although acute coro-
nary syndrome is rare in those ages 18 to 35, some
conditions significantly increase the risk and should
always be explored carefully before concluding that
their chest pain has a benign, non-cardiac cause. ■
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H E A L T H L A W

I
did and not just a little. I guzzled the entire Jim Jones carafe
full of it. I was an early electronic health record (EHR) adopter
and I loved it! In fact, I still do; however, as with any Kool-Aid

(particularly when it’s served in Guyana), you can’t just guzzle
it and hope for the best. You have to know what is in it or else
it can bite you. Here’s how you can be bit.

Improper Result Queuing
Say, for example, that you order a lab test on a patient that
comes back abnormal—a serum potassium of 6.3. The EHR is
set up such that abnormal results are first routed to the back
office technician, who has to click on the result and then enter
an action such as “referred to the provider.” What happens if
the software has a bug or glitch and the queuing to the techni-
cian fails or the result is not labeled as abnormal? Most providers
would incorrectly opine that, “the EHR vendor is to blame.” 

The Health Insurance Portability and Accountability Act
very specifically lays challenges related to maintenance of the
integrity of the EHR on the health care provider, not the EHR
vendor, consultant or integrator. A careful review of your ven-
dor’s contract likely states that the vendor has no liability for
medical malpractice issues related to the EHR.

From the perspective of a plaintiff’s attorney, if you purchased
the EHR, you own the responsibility as well as any bad outcomes
that result from its use. The take-home point is this: If you find
errors, bugs, glitches, document them, report them, and keep
a record of it. At the very least, you will be able to show a track
record of identifying and trying to resolve the problem. Knowing
about a problem and not trying to address it makes you com-
placent at best and complicit at worst.

Macros
Macros are the tool that was supposed to make our lives
better. When you have a patient who presents with a headache

and you have a “headache macro,” with one click of the button,
a complete history and physical can appear, as if by magic.
“This well appearing gentlemen presents with a gradual onset
of mild headache which is not the worst in his life. He has no
other symptoms including visual changes, stiff neck, photo-
phobia, thunderclap onset or weakness.” The macro goes on
to detail a normal physical including the lack of meningeal
signs and a non-focal neuro exam. This is all great and will be
applicable 99% percent of the time – until it isn’t.

The nurse notes the following: “48 year old female in acute
distress secondary to pain. She reports an acute onset of 10/10
head pain after defecating. She states that her neck is sore
and feels ‘stiff.’” In addition, she complains about double vision
and she feels like her R foot is dragging. 

The patient goes on to have an acute subarachnoid “sen-
tinel” bleed with a very large SAH 8 days later. A review of the
medical record shows the discrepancies in the notes and,
given the patient’s outcome, the jury believes the nurse’s doc-
umentation. What went wrong? In your haste to move patients
in your busy center, you forgot to make the changes to your
macro and instead simply clicked on the stored version of the
macro and moved on.

You may have obtained the correct history and done the
actual exam, however, your note reflects a completely different
patient and scenario. Despite your testimony to the contrary,
the medical record reflects the charting discrepancies. What
happens next? Your med mal carrier writes a check.

Cutting and Pasting
In an effort to spend more time with patients and less time
with our noses in our computers, many providers have turned
to cutting and pasting from a previous encounter to a current
encounter or from one patient to another. It’s understandable;

Don’t Drink the Kool-Aid
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after all, how logical is it to simply type the same thing over
and over? Cutting and pasting makes intuitive sense.

The challenge, of course, is if you cut and paste something
incorrectly or that is not an accurate reflection of the current
encounter. I have seen a number of charts that were clearly
not reflective of the current patient encounter or even of the
correct patient.

When this happens and a medical misadventure occurs,
the provider and his or her attorney have an incredible uphill
battle. The provider is always the responsible party for failing
to completely review the medical record and make decisions
about care based off the medical record. In Short v. United
States the court held that the physician violated the standard
of care by failing to review the patient’s past visit notes, which,
had the provider done, revealed the complete nature of his
medical problem.

Less Face Time
Generally, inputting data into an EHR takes up more provider
time, which means providers may be spending less “face time”
with patients. Patients complain about the depersonalization
of inserting a computer into the physician – patient encounter.
Providers who spend less time with patients and more time
during encounters with their heads down typing may be per-
ceived as not caring, which could lead to patients filing suit
when they are dissatisfied with their outcomes.

Meta Data
Generally speaking, EHRs track every key stroke, erased or
pasted text and who was in the record and when. If you are
notified about a bad patient outcome on a patient who was
treated yesterday and you go into the chart to “make an ad-
dendum or add additional documentation” it is easily tracked
and traced. If you do go into a record, date and time the addi-
tion or deletion in an actual note so that it does not appear
that you are trying to manipulate the information to paint
your care in the best light. 

Plaintiff’s attorneys always subpoena the metadata and
typically retain an expert to evaluate that information in order
try to impeach the provider who attempts to alter the record.

Meaningful Use
For an EHR to qualify as meeting Meaningful Use, it has to
meet a number of criteria. One criterion is that drug–drug
 interactions and drug–allergy interactions are checked. If hun-
dreds of thousands of providers are now, because of their
EHR, automatically checking these, does a failure to do so
mean that the provider who is not using an EHR certified as
meeting Meaningful Use or who does not check for interactions
has fallen below the standard of care?

For example, suppose you have a patient who presents

after an ankle injury and you correctly diagnose an ankle
strain. The patient has a history of depression and is on a se-
lective serotonin reuptake inhibitor (SSRI). You place the
patient on a nonsteroidal anti-inflammatory drug (NSAID).
One week later the patient has a massive gastrointestinal (GI)
bleed and dies. Did you know that the risk of GI bleeding is
increased in patients on SSRIs and NSAIDs? Or, let’s say that
you see a patient who is complaining of vomiting and diarrhea.
You check the individual’s electrolytes and notice that the pa-
tient’s potassium is 5.0. You correctly believe that the patient
is not losing a significant amount of electrolytes and does not
require aggressive intervention. You fail to find out that the
patient was recently placed on an angiotensin-converting en-
zyme inhibitor along with their spironolactone. Are you aware
that patients on this combination of drugs can develop severe
or fatal hyperkalemia?

Was it below the standard of care that you didn’t know
about these interactions and thus did not inform the patient?
What if hundreds of thousands of providers would have made
the connection because their EHR was Meaningful Use certified
and warned of the interaction? All of a sudden your failure to
inform the patient about a relatively rare interaction falls
below the standard.

Conclusion 
EHRs are here to stay – thankfully. With technology, however,
comes additional challenges and responsibilities. For all the
great things technology adds to patient care, it also adds some
new wrinkles. Here are some take-home points to avoid simply
guzzling the Kool-Aid:

Understand how your EHR works, its limitations and bugs.1.
If you identify a bug or glitch, notify the vendor and keep2.
a record of the interaction.
If your EHR does have some pitfalls, identify them and de-3.
velop work-around processes — even if they are manual.
Don’t cut and paste from one record to the other or one4.
patient to the other.
If you use macros for charting, make sure you review them5.
prior to signing the record.
If your program does come with “best practice” suggestions6.
and you ignore them, simply address the reason why in
the medical record. ■

H E A L T H  L A W
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“The provider is always the responsible
party for failing to completely 

review the medical record and make
decisions about care based off the

medical record.”
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In each issue, JUCM will challenge your diagnostic acumen with a glimpse of x-rays, electrocardiograms,
and photographs of dermatologic conditions that real urgent care patients have presented with.

If you would like to submit a case for consideration, please e-mail the relevant materials and
presenting information to editor@jucm.com.

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

CLINICAL CHALLENGE: CASE 1

FIGURE 1

This patient presented with a wrist injury.

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

Resolution of the case is described on the next page.

FIGURE 1
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T H E  R E S O L U T I O N

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

FIGURE 2

Diagnosis: The x-rays reveal a scapholunate dissociation (arrow).

Scapholunate dissociation is a significant ligamentous wrist injury. Findings on x-ray can be subtle, but are important to
identify. There is disruption of the scapholunate ligament with resultant instability. AP radiographs may demonstrate a
widened scapholunate space (>3 mm), known as the Leon Spinks sign (gap-tooth appearance) (yellow line). This is best
seen in clenched-fist views and PA views with the wrist in ulnar deviation.

Acknowledgement: Case presented by Teleradiology Specialists (http://www.teleradiologyspecialists.com)

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

CLINICAL CHALLENGE: CASE 2

FIGURE 1
This x-ray was taken on a young basketball player with
foot pain and no specific injury. 

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 stress fracture of the fifth
metatarsal (arrow).

Most diaphyseal (shaft) fifth metatarsal stress fractures are
caused by chronic overloading in a young athlete (usually
from jumping and pivoting activities). Treatment is dependent
on time to diagnosis, age, and level of future physical activity
desired. Initial management is a splint, non-weight bearing
with orthopedic consultation.

Acknowledgement: Case presented by Teleradiology
 Specialists (http://www.teleradiologyspecialists.com)
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C O D I N G  Q & A

Q. What will be the impact of use of the new HCPCS
modifiers related to modifier -59 beginning

 January 1, 2015?

A.CMS recently announced the creation of four new
HCPCS modifiers that will further refine modifier 

-59, “Distinct procedural service.” According to CMS, mod-
ifier -59 is the most widely used modifier, and it is being
used inappropriately in most cases. 

Adding modifier -59 indicates that a code represents a
service that is separate and distinct from another service
with which it would usually be considered to be bundled. It
is also used in circumstances that identify different en-
counters and different anatomic sites. CMS established the
new modifiers to define the following specific subsets of
the -59 modifier, which are referred to collectively as 
–X{EPSU} modifiers:

� XE Separate Encounter, A service that is distinct be-
cause it occurred during a separate encounter;

� XS Separate Structure, A service that is distinct because
it was performed on a separate organ/structure;

� XP Separate Practitioner, A service that is distinct be-
cause it was performed by a different practitioner;
and

� XU Unusual Non-Overlapping Service, The use of a
service that is distinct because it does not overlap
usual components of the main service.

CMS will continue to recognize modifier -59, but be pre-
pared to have claims returned that require a more specific
–X{EPSU} modifier. Under CPT guidelines, modifier -59

should not be used when a more descriptive modifier is
available. CMS may designate a particular NCCI code pair
as payable only with the –XE (Separate Encounter) modifier
and not the -59 or other –X{EPSU} modifiers. However,
these modifiers are valid modifiers even before the national
edits are in place. Thus, Medicare Approved Contractors
(MACs) are not prohibited from requiring the use of selective
modifiers in lieu of the general -59 modifier when necessi-
tated by local program integrity and compliance needs. 

Q. Are there certain diagnosis codes (ICD) that are
not covered when billed with POS 20 (Urgent

Care)?

A.An urgent care center can bill any diagnosis code,
but coverage will most likely be determined by the

payor based on what services were performed and medical
necessity.  

However, payors usually deny payment for a procedure
if the procedure is not linked to a supporting ICD code. An
example of this would be a provider submitting a claim for
a chest x-ray, but linking the chest x-ray code only to a di-
agnosis of strep throat (034.0). If the chest x-ray is linked
to the diagnosis of cough (786.2), then the payor is much
more likely to reimburse for the procedure.

Another common source of denials is a payor-specific
denial on a claim or a line item based on the CPT/HCPCS
code that is used. Sometimes a denial may be for a specific

New CMS Modifiers, Urgent Care
Codes, Supply Codes
� 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.

“Adding modifier -59 indicates that a
code represents a service that is

 separate and distinct from another
service with which it would usually be

considered to be bundled. ”



combination of provider (or provider credentials) and the
CPT/HCPCS codes. Examples of these scenarios include:

� A payor in New Jersey that will not pay for x-ray studies
at some urgent care centers.  

� A payor in Mississippi that will not pay for an x-ray of
the spine, a strep test, or a urine pregnancy test if
that test was ordered by a nurse practitioner or physi-
cian assistant unless the patient also had a direct face-
to-face encounter with a physician on that visit.

Q. I have a question about billing supplies (L-codes)
with fracture codes. More specifically, if a patient

has a finger fracture and you provide a finger splint,
can you bill HCPCS code L3927 with CPT code 26720?

A.Because there are several descriptions in HCPCS for
a finger splint, you will want to verify with your sup-

plier the HCPCS code they recommend you use or review
the descriptions in HCPCS to determine the one that best
describes what you are using. If you search HCPCS for “fin-
ger,” you will see choices for “orthotic” and “splint.” The
code provided for a finger splint is simply A4570, “Splint.”
You are also directed to ortho codes, or “L” codes.

With just a few exceptions, if the device is described in
HCPCS as “orthotic,” then fitting and adjustment is included
and would not be billed in addition to the fracture care
code. If the device is described as “orthosis,” then fitting
and adjustment is typically not included because it involves
strapping, which is considered separate work from the frac-
ture care. Because HCPCS code L3927, “Finger orthosis,
proximal interphalangeal (PIP)/distal interphalangeal (DIP),
without joint/spring, extension/flexion, may include soft
interface material, prefabricated, off-the-shelf” does not
include the fitting and adjustment, it would be appropriate
for you to bill it with your fracture care code.

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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“An urgent care center can bill any
 diagnosis code, but coverage will
most likely be determined by the

payor based on what services were
performed and medical necessity. ”
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ABSTRACTS IN URGENT CARE

Timing of concussion symptoms
Key point: Symptoms of concussion such as sleep disturbance,
forgetfulness, and fatigue are late in onset.
Citation: Eisenberg MA, Meehan WP 3rd, Mannix R. Duration
and course of post-concussive symptoms. Pediatrics.
2014;133(6):999-1006. 

Estimates of the duration of concussion symptoms in children
vary from 1 week to months. This study looks at previous cohorts
where the median time to recovery was 13 days and considers
symptoms, their duration, and clinical course. The original
prospective cohort was patients ages 11 to 22 seen in an emer-
gency room within 72 hours of a concussion. The Rivermead
Post-Concussion Symptoms Questionnaire (RPSQ) was used to
evaluate symptoms. This study included data from 235 patients
who filled out at least 2 surveys. The authors noted that “Although
headache, fatigue, dizziness, and taking longer to think were
the most common symptoms encountered at presentation,
sleep disturbance, frustration, forgetfulness, and fatigue were
the symptoms most likely to develop during the follow-up period

that had not been present initially after the injury.” For urgent
care providers, this new information should prompt a discussion
of possible late onset of concussion symptoms and the significant
duration of symptoms with patients and family. The article con-
tains a complex table with symptoms and percent present at
onset, evaluation, 7, 28, and 90 days that providers may find
helpful to explain symptoms and duration. ■

Emesis and blunt head trauma
Key point: Clinically important brain injury is uncommon in pa-
tients who present with emesis only after minor blunt head
trauma.
Citation: Dayan PS, Holmes JF, Atabaki S,et al. Association
of traumatic brain injuries with vomiting in children with
blunt head trauma. Ann Emerg Med. 2014;63(6):657-665.

Isolated emesis is a frequent presentation after mild blunt
head trauma. Authors in this study attempted to determine
the likelihood of clinically important brain injury in patients
with only emesis. Patients presenting to the emergency room
(ER) with head injury were evaluated by physicians and the
standard history and physical was used to determine if the
emesis was isolated. Of 5,557 with emesis, 815 were determined
to qualify as having isolated emesis. The definition of clinically
important traumatic brain injury was similar to other studies
(death, neurosurgical procedure, intubation for more than 24
hours, or hospital stay greater than 2 days). Of the patients

� Timing of concussion symptoms
� Emesis and blunt head trauma
� Levofloxacin in children
� Secondary reactions after ER

visit for allergic reaction
� Ultrasound vs x-ray in pediatric

hand fracture

� Symptoms at presentation and
post-concussion syndrome

� Diagnosis of appendicitis with
enteral contrast

� Alternative greetings and
infection control

� C. difficile infection prevalence

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

■ 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. 
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with isolated emesis, 0.2% had clinically important brain injury
compared to 2.5% of the remainder of patients presenting
with emesis. Interestingly only 37% of the isolated emesis
group had computed tomography (CT) performed versus 82%
with other symptoms. From an urgent care perspective, the
low risk of significant brain injury and low rate of CT performed
in the ER can be shared with patients and families when con-
sidering CT or transfer to an emergency department. ■

Levofloxacin safety in children
Key point: Levofloxacin may be safer in children than previously
thought. 
Citation: Bradley JS, Kauffman RE, Balis DA, et al. Assessment
of musculoskeletal toxicity 5 years after therapy with
 levofloxacin. Pediatrics. 2014;134(1):e146-e153.

Musculoskeletal toxicity associated with fluoroquinolones has
been a concern for many years now and has limited use of
these drugs in children. Previous studies looked at children for
1 year after exposure and identified children with possible toxic
effects. This study takes another look at this issue with a 5-year
window to determine if the effects lasted or not. The authors
enrolled the patients from the prior study who were believed to
have had musculoskeletal effects at 1 year. Of these patients,
124 (9%) were exposed to levofloxacin and 83 (9%) were exposed
to the comparator antibiotic. Only 49% of each of these groups
completed the study. Similar 5-year data were found for both
groups. This study is small and not prospective but may be the
beginning of changes in recommendations for children. From
the urgent care perspective, this obviously does not “green
light” the use of fluoroquinolones but can be discussed with
parents when other options are not available. ■

Secondary reactions after an ER visit for an
allergic reaction
Key point: Biphasic allergic reactions seem rarer than previously
thought. 
Citation: Grunau BE, Li J, Yi TW, et al. Incidence of clinically
important biphasic reactions in emergency department pa-
tients with allergic reactions or anaphylaxis. Ann Emerg Med.
2014;63(6):736-744.

Concern about biphasic or second reactions has prompted long
emergency room (ER) stays for patients with allergic reactions.
This study looks at the incidence of this type of reaction in two
ERs in Canada. During the study 428,634 patients presented to
the ER. Of these cases, 2,819 were reviewed (496 anaphylaxis
and 2,323 allergic reactions). A total of 185 patients returned for
at least one extra visit. Only five patients had clinically significant
biphasic reactions within 7 days of their original visit. Two oc-
curred in the ER and three after discharge. Two patients were in

the anaphylaxis group and three in the allergic reaction group.
There were no deaths or serious morbidity. From an urgent care
perspective, providers still need to discuss the possibility of a
biphasic or repeat reaction but can reference the small likelihood
noted in this study. If further studies confirm these findings, the
length of recommended observation may become shorter. ■

Ultrasound vs x-ray in pediatric hand
fracture
Key point: Ultrasound is an alternative to x-ray in diagnosis of
hand fractures in children. 
Citation: Neri E, Barbi E, Rabach I, et al. Diagnostic accuracy
of ultrasonography for hand bony fractures in paediatric pa-
tients. Arch Dis Child. 2014;Jun 20. pii: archdischild-2013-
305678.

Ultrasound has been used to diagnose fractures mostly in the
long bones of adults. The uncertain long-term effects of radi-
ation continue to be a concern for parents and providers. The
authors of this study attempt to show that ultrasound can be
used to diagnose hand fractures in children. 

A convenience sample of 204 patients with possible hand
fractures were evaluated with standard radiographs and ultra-
sound. The tests were performed and read independently. The
ultrasounds were performed and read by the emergency room
providers. A total of 72 fractures were found. Sensitivity and
specificity of x-ray were 91.1% and 97.6%, respectively. Ultra-
sound was similar at 91.5% and 96.8%, respectively. 

For urgent care providers, this study is of limited interest,
but as the number of indications for ultrasound increase, it
may become a modality that urgent care centers might con-
sider adopting if reimbursement covers the cost of equipment
and training. ■

Impact of symptoms at presentation on
post-concussion syndrome
Key point: More severe symptoms at presentation do not indi-
cate longer symptom duration, but do correlate with risk for
post-concussion syndrome. 
Citation: Grubenhoff JA. Deakyne SJ, Brou L, et al. Acute con-
cussion symptom severity and delayed symptom resolution.
Pediatrics. 2014(1);134:54-62.

Concussion continues to be a hot topic in both professional
sports and medicine in general. Delayed resolution of symp-
toms has great importance when considering advice and fol-
low up for patients diagnosed with concussion. It would seem
logical that concussion might take longer to resolve in patients
who have more symptoms at presentation. 

In this study, 179 patients were reviewed in a longitudinal
cohort fashion to determine if more severe symptoms at pres-



entation resulted in delayed symptom resolution (DSR). The
analysis showed that DSR was not related to more severe
symptoms evaluated by a graded symptom inventory. How-
ever, post-concussion syndrome (PSC) was related to more
 severe symptoms at presentation. PCS is probably more con-
cerning than DSC and its relation to more severe symptoms
at presentation needs to be considered. 

For the urgent care provider, this information can be used
when discussing the importance of follow up and the potential
for both DSR and PCS. ■

Diagnosis of appendicitis with enteral
contrast
Key point: Enteral contrast does not appear to improve diagno-
sis of appendicitis.
Citation: Drake FT, Alfonso R, Bhargava P, et al. Enteral con-
trast in the computed tomography diagnosis of appendicitis:
Comparative effectiveness in a prospective surgical cohort.
Ann Surg. 2014;260(2):311-316.

Previous studies have shown that enteral contrast does not
improve diagnostic accuracy of computed tomography (CT)
scans for appendicitis. The authors noted that these studies
were mostly at tertiary hospitals and may not be generalizable
to other populations.This study examined the diagnostic ac-
curacy of CT scan including intravenous (IV) contrast with and
without enteral contrast.

The authors retrospectively reviewed more than 8,000
charts of patients who underwent appendectomy. A total of
54% had only IV contrast. Oral contrast was provided in 28.5%.
Pathology correlated with CT findings in 90% of those in
whom both IV and enteral contrast was used and 90.4% of
those with only IV contrast. 

From an urgent care perspective, providers with access to CT
scan might discuss skipping the oral contrast with those who
are reading imaging studies. Because oral contrast takes time to
get through the bowels, eliminating it may decrease the time to
get study results and improve throughput. Ill patients also are
likely to appreciate not having to swallow the contrast. ■

Alternative greetings and infection control
Key point: Fist bump could reduce transfer of infections.
Citation: Mela S, Whitworth DE. The fist bump: A more hy-
gienic alternative to the handshake. Am J Infect Cont.
2014;42:916-917.

The authors of this study wanted to see how the fist bump
compared to hand slap or handshake for risk of spreading in-
fection. Concern continues about the spread of infection
through contact with others but providers also are concerned
about losing the traditional greeting.

In this study, two methods were used to determine the loca-
tion of contact and amount of bacteria spread. All participants
used gloves covered in either non-pathogenic Escherichia coli or
paint. Nearly twice as much transfer was found with the hand-
shake versus the hand slap, and even less with the fist bump.
Length of contact also increased the amount of transfer.

Although the environment in this study was somewhat ar-
tificial, the results are interesting. For the urgent care provider,
considering alternative forms of greeting may be appropriate
if they are acceptable to patients. ■

C. difficile infection prevalence
Key point: Clostridium difficile infections are more common
than thought in general practice but the percentage is still small. 
Citation: Hensgens MPM, Dekkers OM, Demeulemeester A,
et al. Diarrhoea in general practice: When should a Clostrid-
ium difficile infection be considered? Results of a nested
case control study. Clin Microbiol Infect. 2014 Jul 7. doi:
10.1111/1469-0691.12758

Diarrhea caused by Clostridium difficile infection (CDI) is gen-
erally considered to have a relationship to hospital or nursing
home exposures and antibiotic use. Authors in Holland looked
at the incidence of CDI in stool samples from patients that
were sent to three laboratories by primary care physicians for
any type of infection testing. All unformed stools were tested
for CDI toxin whether that was requested or not.

A total of 12,714 samples were tested with 194 (1.5%) sam-
ples testing positive for CDI. Only 7% of stool samples had or-
ders for CDI testing, which identified 40% of positive
specimens. The authors note that testing based on guidelines
(hospitals and antibiotic exposure) would have detected 61%
of infections.

From an urgent care perspective this study is interesting.
However, considering the low percentage of patients with CDI,
further study needs to be done to help identify appropriate pa-
tients to test for it. In an era where reducing health care cost is
emphasized, testing everyone may not be the best option. ■

A B S T R A C T S  I N  U R G E N T  C A R E
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“From an urgent care perspective,
providers with access to CT scan
might discuss skipping the oral

contrast with those who are 
reading imaging studies.”



C A R E E R S

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.

To discuss available positions please contact Eleanor Dowdy,
eleanor.dowdy@patientfirst.com or (804) 822-4478.  We will arrange
the opportunity for you to spend time with one of our physicians to
experience firsthand how Patient First offers each physician an
exceptional career.

• Unique Compensation 

• Flexible Schedules

• Personalized Benefits Packages

• Generous Vacation & CME Allowances

• Malpractice Insurance Coverage

• Team-Oriented Workplace

• Career Advancement Opportunities

Are you looking for a satisfying career and a life outside of work?
Enjoy both to the fullest at Patient First.
Founded and led by a physician, Patient First has been a regional healthcare leader in

Maryland and Virginia since 1981. Patient First has 52 full-service neighborhood

medical centers where our physicians provide primary and urgent care 365 days each

year.  In fact, over 400 physicians have chosen a career with Patient First. We are

currently looking for more Full and Part-Time Internal and Family Medicine Physicians

in Virginia, Maryland and Pennsylvania.  At Patient First, each physician enjoys: 

46  JUCM  The Journal  of Urgent Care Medicine |  October 2014  www.jucm.com



C A R E E R S

(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

Highly competetive salary
Established Category 1 U.C. 
CT/US  Mod. Complexity Lab

Email CV to ezompa@comcast.net

M A R K E T P L A C E

MEDICAL EQUIPMENTMEDICAL 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

PRACTICE FOR SALE
Well established Walk In Clinic on
beautiful Cape Cod. Fax: 508-771-9466

E-mail: Midcape1@comcast.net 

PRACTICES FOR SALE

www.UrgentCareCareerCenter.com

Recruit 
Urgent Care 

Professionals

(201) 529-4020

classifi ed@jucm.com

Online Job Board 

     • Post Jobs Online

     • Manage Resumes

     •  Branding 
Opportunities

UCAOA
members

receive up to

20%
discount

Sign up 
Today!

URGENT CARE SURFSIDE BEACH, SC 

Urgent/Primary Care positionavailable in 

beautiful ocean community of Surfside 

Beach, South Carolina. Rapidly expand-

ing physician owned Urgent Care facility 

seeking candidate interested in growing 

with our business model. Must be willing 

to see 40 patients per 12 hour shifts of 

alternating 3 and 4 day weeks. Excellent 

compensation with bonus opportunities 

and benefi ts. Board certifi cation required.

Contact Pat Gibson by phone at

843-650-4006 Ext 222 or E-mail

pgibson@southstrandinternists.com.

Find the Right Job

www.UrgentCareCareerCenter.com

• Search Jobs      • Apply Online

• Save Jobs    • Upload Your Resume

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

www.jucm.com JUCM  The Journal  of Urgent Care Medicine |  October 2014   47



48 The  Journa l  o f  Urgent  Care  Medic ine  |  October  2014 www. jucm.com

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: How Much Pay are Physicians Earning?

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.

There is a broad range of physician salaries among respondents, typically depending on the clinical background and
experience of the physician, as well as the local market rates. The more frequent mid-range category ($150-159k) had a
similar frequency in 2010’s results, but the higher category of $190k+ has increased from 27.6% in 2010 to 37.6%. Hourly
compensation, however, has remained steady since 2010, being almost evenly split above and below the $90/hour mark,
likely due to the same variations as in salary determination (n=130).
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43% of respondents indicated their physicians are paid on an hourly basis. 
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