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LETTER FROM THE EDITOR-IN-CHIEF

Physician Recruiting: 
Standing Out in a Crowd

U
rgent care is growing by hundreds of cen-
ters each year, and available physicians
are declining with equal speed. Urgent

care training is variable, at best, and urgent
care experience is hard to find. Expanding
health systems with their in-house recruiters

and high visibility are tightening the squeeze.
All told, it’s a recipe for unfilled positions and staff burnout.
Whether you are looking to expand locations, add providers,

or replace departing ones, you are bound to be faced with the
formidable task of recruiting.

Successful recruiting can be a real difference-maker for a prac-
tice. It supports practice growth, improves staff morale, and al-
lows leaders to focus their attention on other areas of practice
improvement. Failure can lead to lost revenue, missed opportu-
nities and high turnover. Successful recruiting requires an ap-
preciation and application of a few key principles that start with
identifying and interviewing viable candidates.

Identify
Reaching candidates can be challenging. Physicians are flooded
with direct mail, and vying for their attention requires persistence
and volume. You cannot afford otherwise. Remember, they don’t
even know you exist, so before you can sell them on the virtues
of your practice, you must reach them.

� Post on job boards (such as those hosted by UCAOA at
http://jobs.ucaoa.org/post.cfm, and by PracticeLink at
www.practicelink.com, etc).

� Include a jobs link on your site.
� Advertise in journals. Remember, persistence pays.
� Direct mail still works. You can target by specialty and re-

gion. Lists are available through associations (UCAOA,
AAFP, AMA) and through one of many list rental firms.

� Try social networking; young physicians use this readily.
� Mentor residents. This gives you an opportunity to recruit

and train at the same time.
� Network with your colleagues. Many of them are looking

to transition their careers.
� Work with recruiters, but bear in mind that this is a mixed

bag. They can certainly bring a number of candidates to the
table, but they are not always the best candidates. They are

expensive ($20,000 per placement, on average). Addi-
tionally, while they do relieve the burden of identifying can-
didates, they should not be relied on too much to sell the
opportunity. 

Interview
This is your opportunity to seal the deal and align expectations.

� Once you have identified some candidates, respond to their
inquiries immediately! If you wait much more than one or
two days to respond, your chances of closing the deal on
a good candidate drop considerably.

� Unless you are an extremely large network, phone calls should
be handled by a lead physician with a vested interest in the
practice. Be prepared when you call. You should be able to
spend 30 to 45 minutes describing the opportunity. 

� Ask lots of open-ended questions to get a feel for what the
candidate is looking for, what interests them. Try and un-
derstand what the candidate’s expectations are. This will
save everyone valuable time if it is determined that ex-
pectations are not aligned. 

� Finish the interview by addressing how your opportunity
can meet the professional and practice goals identified in
the call. If you like the candidate, discuss an on-site visit on
the first call. Plan their visit around interests (personal and
professional) identified in the phone interview.

Don’t forget to have fun! If you don’t enjoy recruiting, have
someone else do it. Your goal is to make the candidate feel
wanted. They need to feel like they belong with your group. 

And finally, make recruiting a priority. You need the best can-
didates who are the best fit for your practice. A “mis-hire” is worse
than a “missed hire.”  ■

Lee A. Resnick, MD
Editor-in-Chief
JUCM, The Journal of Urgent Care Medicine
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Necrosis: A Case
Presentation
Promethazine is likely to be the right
choice for many situations that arise in your urgent care center. As
with all medications, however, there are potential hazards. Your
ability to anticipate and manage any potentially serious side effects
is crucial to positive outcomes.

By Shailendra Saxena, MD, PhD, Naureen Rafiq, MD, Liji
George, MD, Cara Olsen, PharmD, and Mikayla Spangler, PharmD

CASE REPORT

Investing in Expansion: Do It Yourself, or
Take on Investors?
It took a certain level of risk tolerance and financial
acumen to open and succeed with your first urgent care
center. Before you take the next step by expanding
your business, there are a few other things you need to
consider. Available only at www.jucm.com.

By Michael Gotlieb

Poisonings rank right behind motor vehicle accidents among leading
causes of death in the U.S., with unintentional ingestion being the most
common precipitating event. Whether the substance is a hypnotic, an
opioid, a street drug, or even a cardiovascular or over-the-counter
product, preparation is key to immediate, lifesaving action.
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LETTERS TO THE EDITOR

Regarding Our June and 
July/August Issues

Asthma in the Pediatric Population
To the Editor:
The review of pediatric asthma treatment (Asthma in the Pediatric
Population: An Urgent Care Approach, by Muhammad Waseem,
MD, Nicholas Caputo, MD, Geeta Krishna, MD, Joel Gernsheimer,
MD, JUCM June 2010) was excellent. I would add that patients with
severe exacerbations who fail to respond adequately to a unit dose
bronchodilator should receive repeated back-to-back or continu-
ous nebulized albuterol, regardless of tachycardia or shakiness, and
be considered for transfer to the ED.

In addition, I was wondering
about one other related issue.

In several recent lectures, I have
heard about the use of IM or SQ ep-
inephrine  (1:1,000, in doses similar
to treating severe allergic reactions)
in younger patients with very severe
asthma exacerbations, and have found
it to be useful in several similar situa-
tions myself. I realize, however, that this
is an uncontrolled “study.”

Could the authors comment on any
evidence or their experience with epi,
which seems like it could readily useable in the urgent care cen-
ter for the worsening patient, all other available treatments
being rendered, while awaiting ambulance arrival? 

Joseph Toscano, MD
San Ramon (CA) Regional Medical Center
Urgent Care Center, Palo Alto (CA) Medical Foundation
(Dr. Toscano is also a member of the JUCM Editorial Board.)

The authors respond: We appreciate Dr. Toscano’s kind
words about our article and for his important comments and
questions. We agree that patients who are still tight despite ini-
tial treatments with nebulized albuterol should continue to re-
ceive repeated doses of nebulized albuterol, or even continuous
nebulized albuterol.1 Also, it has been our experience, as well as
the experience of others, that severe asthmatics are often tachy-
cardic because they are still in distress; treating them with neb-

ulized albuterol will often decrease the heart rate as the patient
begins to breathe better.2 It should also be noted that adding neb-
ulized ipratropium to the nebulized albuterol often helps severe
asthmatics in the ED.3

We also agree that asthmatics who are still in distress after the
initial treatments with albuterol should be transferred to the ED
from the urgent care center, as they are at increased risk of go-
ing into respiratory failure.

Although there is no convincing evidence in the literature that
epinephrine given subcutaneously is more effective than neb-

ulized albuterol, many physicians use
it for very severe acute exacerbations
of asthma that are not responding to the
usual treatments. In fact, in the Nation-
al Heart Lung and Blood Institutes Ex-
pert Panel 3, it is listed as a possible treat-
ment for very severe asthma exacerba-
tions; there is however, a comment
that this treatment is not supported by
convincing evidence in the literature.4 Ep-
inephrine may act to decrease airway ede-
ma, inflammation, and mucus production
through its �-adrenergic properties.5

One of the authors, Dr. Gernsheimer,
has had significant personal experience using subcutaneous
epinephrine in severe asthma, and has found it to be very use-
ful. An alternative treatment, also not convincingly supported by
the literature but one that many physicians have found useful,
is subcutaneous terbutaline. It may have a slightly better adverse
reaction profile than epinephrine. Nebulized epinephrine has also
been used in the treatment of severe acute asthma.6

References
1. Camargo CA Jr, Spooner CH, Rowe BH. Continuous versus in-
termittent beta-agonists in the treatment of acute asthma. Cochrane
Database Syst Rev. 2003;4:CD001115.
2. Brenner BE. Asthma. eMedicine—Emergency Medicine. Updat-
ed Apr 23, 2010.
3. Plotnick LH, Ducharme FM. Combined inhaled anticholinergic agents
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and beta-2-agonists for initial treatment of acute asthma in chil-
dren. Cochrane Database Syst Rev. 2000;2:CD000060.
4. Guideline: National Asthma Education and Prevention Pro-
gram. Guidelines for the Diagnosis and Management of Asth-
ma (ER-3). July 2007.
5. Walker DM. Update on epinephrine (adrenaline) for pedi-
atric emergencies. Curr Opin Pediatr. 2009;21(3):313-319.
6. Wiebe K, Rowe BH. Nebulized racemic epinephrine used
in the treatment of severe asthmatic exacerbation: a case re-
port and literature review. CJEM. 2007;9(4):304-308.

Tuberculosis Screening
To the Editor:
I found the summary on tuberculosis screening (Tuberculo-
sis Screening in Urgent Care Medicine, by Jacqualine Dancy,
PA-C, MPAS, JUCM July/August 2010) to be excellent, and very
relevant to our work in urgent care. There is a surprising
amount of misunderstanding of the guidelines of interpreta-
tion of a positive purified protein derivative (PPD) test, and
this article clarifies the guidelines with regard to millimeters
of induration in various populations at risk. Thank you!

As an aside, I always ask patients who may be candidates for
steroid therapy, such as asthmatics, gout sufferers, patients with
a severe atopic or contact dermatitis, etc., whether they have ever
had a positive skin test for TB, and consider their response when
balancing the risks vs. benefits of even short-term therapy.

Stephen E. Lyons MS, PA-C
W. Cheyenne Clinic Coordinator
Las Vegas Market
Take Care Health Services

The author responds: This is a great point. It is essential
to complete a comprehensive history, including results of past
PPD tests, and to assess TB exposure risk factors such as oc-
cupational, travel, and living environment when considering
immunosuppressive therapy, as these therapies may compro-
mise the patient with latent TB infection enough to convert
to active TB.

CORRECTION
An error appeared on page 13 of the July/August issue of JUCM,
in the article Tuberculosis Screening in Urgent Care Medicine.
As originally published, the article said the “Mantoux tuber-
culin test, commonly referred to as purified protein deriva-
tive (PPD)…is performed by injecting 0.5 ml of solution in-
tradermally….” This is incorrect. It should have said the test
“is performed by injecting 0.1 ml (5 tuberculin units) of so-
lution intradermally….”

We thank attentive readers Nick Ballistrea, RN, Susan
Corley, Laurie Marsh, LPN, Bob Siglin, RN, MSN, FNP-BC, and
Joseph Toscano, MD for calling this to our attention. ■
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J U C M C O N T R I B U T O R S

Unless you’re stuck behind a bus belching exhaust fumes at
you, or moving at a snail’s pace while a jackknifed tractor
trailer is being righted up ahead, you probably don’t think

much about how many trucks and buses are crossing state lines
every day.

Maybe your practice would benefit if you did
give the drivers of those vehicles a thought,
though. Each one of them has to go through med-
ical certification exams at the behest of the U.S.
Department of Transportation. Why shouldn’t your urgent care
center be one of the venues conducting those exams?

To shed some light on exactly what’s involved, we turned to
an eminently qualified source. In addition to practicing as a
physician with Concentra Medical Centers, Ellison H. Wittels,
MD, FACP chairs the Concentra Medical Expert Panel on Trans-
portation. He has also served as the senior medical consultant
for the Federal Motor Carrier Safety Administration and been
a medical consultant for both the Federal Railroad Administra-
tion and the U.S. Coast Guard. Prior to joining Concentra, Dr.
Wittels spent over 20 years on the faculty of Baylor College of
Medicine in Houston, where he founded and was chief of the
Baylor Occupational Health Program. He is board certified in
both internal medicine and occupational medicine.

His contribution to the September issue, Providing DOT
Medical Certification Exams for Commercial Drivers, starts on
page 11.

On the more acute side of the yin and yang of urgent care
are patients presenting with common complaints ranging from
allergic reactions and motion sickness to metabolic or en-
docrine disorders. Promethazine might be a likely choice for
treatment of any of these.

Like many drugs, however, there are potentially serious
side effects.

The Creighton University Medical Center team of Shailen-
dra Saxena, MD, PhD, Naureen Rafiq, MD, Liji George,
MD, Cara Olsen, PharmD, and Mikayla Spangler, PharmD
relays the details of a case in which that became all too clear

in Promethazine-induced Tissue Necrosis: A Case Presentation
(page 21).

Successfully navigating both the business and clinical chal-
lenges of an urgent care center has led many owner/opera-
tors to think “bigger” in the most entrepreneurial sense. If
you’ve had the itch to expand your current operation or open
another facility, one of the first decisions you will need to make
is how to finance your growth. In Investing in Expansion: Do
It Yourself, or Take on Investors?, a new article you will find
only at www.jucm.com, Michael Gotlieb highlights some key
considerations.

Mr. Gotlieb is lead partner at MtAspiringPartners.com. Previ-
ously, he was an executive in strategic marketing and corpo-
rate strategy at Motorola/Freescale. He has also started several
successful retail and technology entrepreneurial business in his
20-plus year career.

Also in this issue:
Nahum Kovalski, BSc, MDCM reviews new abstracts on
midazolam in pediatric seizures, the benefits of hot packs
vs. cold packs for neck or back strains, hair apposition vs.
suturing in scalp lacerations, and other urgent care-relevant
topics.

John Shufeldt, MD, JD, MBA, FACEP pitches the value of
making (and, of equal importance, following) checklists in
your everyday clinical duties.

David Stern, MD, CPC responds to reader queries on cod-
ing for rectal strep, injury exposure visits, when slit lamp ex-
ams are or are not billable, and splinting supplies in a hospi-
tal-based urgent care center.

Frank Leone, MBA, MPH stresses the need to really under-
stand the value of your occupational health offerings before ex-
plaining them to potential clients.

If you have an idea for an article on a clinical or practice man-
agement topic, by all means let us know. Editor-in-Chief Lee A.
Resnick, MD is eager to expand our roster of contributors. Email
him at editor@jucm.com

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. If you would like to subscribe, please log
on to www.jucm.com and click on “Free Subcription.”

To Find Urgent Care Job Listings
If you would like to find out about job openings in the field
of urgent care, or would like to place a job listing, log on to
www.jucm.com and click on “Urgent Care Job Search.”
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FROM THE EXECUTIVE DIRECTOR

R
ecently at UCAOA, we spent a week with two auditors
crawling merrily through all of our financial transactions
for the most recent fiscal year.
Don’t worry, they were here at our invitation so that we

can assure all of our members that their funds are being well
taken care of and managed to the highest ethical standards
possible. It was actually something we were looking forward
to and enjoyed quite a bit. As we went through the process,
I was enormously proud of the staff for all of their diligent
handling of all of the funds entrusted to us.

I wanted to make sure that you were aware of it, too. We
take our responsibility to you very seriously.

That said, I will admit that I ate a lot more candy while
they were here than I usually do! Even when you feel good
about what you are doing, to have an outside expert come
in and critique it is unnerving. There is a combination of feel-
ings—pride, fear, defensiveness, inquisitiveness—that is ex-
hausting by the end of every day.

My most interesting takeaway from this experience, how-
ever, was not of a fiscal nature. It is about feedback. If you
have been through an audit (or an accreditation survey!), you
know that, generally, there are a lot more questions asked
than there is feedback offered during the visit. That was a
real challenge for the staff early on. They were plagued by
“Was my answer okay?” anxiety.

This translates so easily into the urgent care manager’s
role.

If you are not offering feedback, your people are wonder-
ing how they are doing. Whether or not you are an effusive
person by nature does not matter; you need to find a way
to give regular feedback to your employees.

You know this, but it can be hard to remember when
everything is moving very quickly.

Where the surprises came for us was experimenting with

our own role in the process. By the second day, we started
discussing among the staff whether we could ask questions
back to the auditors or not.

Were they not giving us feedback because they were
trained to withhold comment until the final report, or is it
expressly forbidden?

Was it possible we were not being proactive enough in
seeking feedback, and they would answer questions if we
got brave enough to ask them?

We decided to give it a try and see what happened. 
As you have probably guessed (or this would be a pretty

boring storyline), we were able to get a wonderful amount
of feedback when we asked them for it.

This translates directly to the urgent care employee’s
role. If you aren’t getting the feedback you need, ask for it.
Worst case: you are no better off than you were before, but
in all likelihood what you hear will help you develop a much
better and more informative relationship with your boss.
Something as simple as “Was that what you wanted?” or
“Did I do what you were looking for there?” can be a signal
to a reticent superior that they are not giving back enough
information on your performance right then and there
(where it can be most helpful to you!).

Although there are “organizational norms” about whose
job is what, working together in the real world is a two-way
street. Take this column as an advisement to at least lift a
couple of fingers from the steering wheel more often and
salute your fellow drivers.

Better yet, honk your horn! You’ll probably get someone’s
attention. ■

Scrutiny
■ LOU ELLEN HORWITZ, MA

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

“If you aren’t getting
the feedback you need, 

ask for it.”
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Introduction 

T
he Federal Motor Carrier
Safety Administration (FM-
CSA)—one of nine operat-

ing administrations within
the United States Depart-
ment of Transportation
(DOT; Table 1)—is tasked
with regulating commercial
trucks and buses in interstate
commerce. That means any
trade, traffic, or transporta-
tion involving the vehicle
and its contents crossing or
driven with the intent to
cross a state boundary.

More to the point, it is
the mission of the FMCSA
to reduce crashes, injuries,
and fatalities involving
large trucks and buses. Although recent data illustrate
the success of this mission, a large number of individu-
als are still killed or injured in crashes involving large
trucks and buses (Figure 1 and Figure 2).

In addition to causing
fatalities and injuries, crash-
es involving interstate trucks
and buses also have a signif-
icant financial impact. Based
on the latest data available,
the estimated cost of police-
reported crashes involving
trucks weighing more than
10,000 pounds averaged
$91,112 (in 2005 dollars).2

Overall, the costs per
non-fatal injury crash av-
eraged $195,258, and fatal
crashes cost $3,604,518 per
crash.2

Federal Medical
Certification
A major tool the FMCSA

employs to this end is Federal Medical Certification,
which is required for all drivers of a self-propelled or
towed vehicle that transports passengers or property in
interstate commerce that is: 

Clinical

Providing DOT Medical
Certification Exams for
Commercial Drivers
Urgent message: The Department of Transportation’s responsibility
to ensure that commercial drivers are physically qualified to operate
in interstate commerce can mean new business for urgent care
providers who qualify to perform certification exams.

Ellison H. Wittels, MD, FACP

© iStockphoto.com
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� ≥10,001 pounds
� designed or used to transport

eight or more passengers (in-
cluding the driver) for com-
pensation

� designed or used to transport
15 or more passengers (in-
cluding the driver) and is not
used for compensation 

� any size and used to transport
placarded hazardous materials. 
It is here that the DOT’s pub-

lic safety mandate intersects
with the urgent care practi-
tioner’s expertise, opening the
door to providing additional
services for patients who are
commercial motor vehicle
(CMV) drivers—and to compa-
nies who may be looking for
new occupational medicine
providers.

It should be noted that the
DOT does not set fees. Fees are
negotiated between the exam-
iner and the payor; this may be
the carrier who sends their driv-
ers for examination, or even the
driver.

The National Registry of
Certified Medical Examiners
The Safe, Accountable Flexible
and Efficient Transportation Eq-
uity Act—A Legacy for Users
(SAFETEA-LU) became law in
2005. One part of this bill re-
quires that the Federal Motor
Carrier Safety Administration
implement a National Registry
of Certified Medical Examiners
(NRCME). Examiners must be
on the Registry to certify com-
mercial truck and bus drivers. 

Currently, medical doctors,
osteopathic physicians, physi-
cian assistants, nurse practition-
ers, and doctors of chiropractic
are able to certify commercial
drivers if their state licenses al-

Table 1. DOT Operating Administrations

• National Highway Traffic Safety Administration (NHTSA)
• Federal Highway Administration (FHWA)
• Research and Innovative Technology Administration (RITA)
• Pipeline and Hazardous Materials Safety Administration (PHSMA)
• Maritime Administration (MARAD)
• Federal Transit Administration (FTA)
• Federal Railroad Administration (FRA) 
• Federal Aviation Administration (FAA)
• Federal Motor Carrier Safety Administration (FMCSA)
• United States Coast Guard (USCG; moved from DOT to Homeland Security)

Figure 1. Fatalities Involving Large Trucks And Buses, 2004-20081
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low. NRCME does not change the groups that are eligi-
ble. To qualify for the registry, the individual must com-
plete an educational course and pass an examination.
(Information on the registry is available on the NRCME
homepage, http://nrcme.fmcsa.dot.gov/.)

Each of the approximately 8 million commercial
drivers in interstate commerce must be medically exam-
ined and certified at least every 24 months. Many driv-
ers will need to be certified more frequently because of
an employer change, having a condition that requires
more frequent re-certification, or having a medical ex-
emption; some may need to be certified at least every 12
months if their ability to perform normal duties has
been impaired by a physical or mental injury or disease.3

It is estimated, anecdotally, that as many as 5 million
certification examinations are done annually.

Demographic data support that the need for
trained, knowledgeable examiners will increase. The
U.S. workforce is aging, and the average age of com-
mercial drivers is increasing. The largest growth in the
labor pool is expected to be from new employees over

55 years of age.4

An aging population is more at risk for chronic disease
or sudden incapacitation than a younger population.

The vast majority of commercial drivers are male and
over 40 years of age. The average driver is sedentary. Driv-
ers are more overweight and as a group have a higher
prevalence of smokers than the general population.

Overall, the CMV drivers are less healthy than the
general population, are more likely to have more than
two medical conditions, and have a higher-than-aver-
age prevalence of cardiovascular disease. 

The aging driver population and the health of driv-
ers should make certification decisions challenging. At
the same time, the increased risk of injuries and fatali-
ties from commercial vehicle crashes and the demands
of their work require that commercial drivers be held to
higher physical and psychological standards than driv-
ers of passenger cars. 

The Certification Examination
The examiner must consider several guiding principles

P R O V I D I N G  D O T  M E D I C A L  C E R T I F I C A T I O N  E X A M S  F O R  C O M M E R C I A L  D R I V E R S
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in the context of the driver examination:
� The certification examination determines the pres-

ence of medical or mental conditions that could af-
fect the driver’s ability to safely operate a motor ve-
hicle. It is not intended to substitute for ongoing
medical care.

� The DOT standards and guidelines are the same for
all drivers; they are not job-specific.

� Driver certification decisions cannot be based on
specific job accommodations or requirements.

� The same form is used for initial certification, re-cer-
tification, and return to work. This is a standard
form provided by the DOT, available at
http://www.fmcsa.dot.gov/documents/safetyprograms/
Medical-Report.pdf.

� Finally, and importantly, the examiner must re-
member that the certification examination is not
done for the driver or the carrier. The examination
is done to protect the other motorists on the road
and their passengers. 

History
The driver completes the history part of the form. He or
she should list all medical diagnoses, the date of onset,
treatment, and the treating doctor’s name and address.
The driver must sign the form to certify that the infor-
mation is correct.

The medical examiner should review all “YES” an-
swers with the driver, document this on the form, and
note any likely effect on safe driving.

The examiner should review all medications, includ-
ing over-the-counter medications, that the driver has
used regularly or recently and discuss with the driver
their effectiveness, side effects, and potential hazards.
This discussion should also be documented on the ex-
aminer’s form. 

Specific testing required
Several categories of testing are
required as part of the certifica-
tion examination:3

1. Vision requirements are regu-
latory. Requirements include
distant acuity, color vision, and
peripheral vision. The driver is re-
quired to have at least 20/40 dis-
tant vision acuity with or with-
out correction in each eye and in
both eyes together. The Snellen
chart is the preferred vision test.

An optometrist or ophthalmologist may pro-
vide the eye exam.

The use of corrective lenses to pass the vision test
requires that the driver wear corrective lenses while
operating a commercial vehicle; this must be noted
on the Medical Examiner’s Certificate. If the driver
wears contact lenses or intends to do so while driv-
ing, sufficient evidence of tolerance and adaptation
to their use should be documented.

In addition, the driver should have peripheral vi-
sion of at least 70 degrees in the horizontal merid-
ian in each eye.

The applicant must also be able to distinguish
traffic control signals and devices showing standard
red, green, and amber colors.

Monocular vision disqualifies the driver.
2. Hearing. The hearing standard requires that the

driver first perceives a forced whispered voice at 5
feet with or without a hearing aid in at least one
ear, or has an average hearing loss in the better ear
at 40 dB at 500Hz, 1000Hz, and 2000Hz with or
without a hearing aid.

If the driver needs a hearing aid to pass the
hearing test, then he or she is required to wear a
hearing aid while operating a commercial vehicle.
This must be noted on the Medical Examiner’s
Certificate. However, a driver with a hearing aid
cannot be tested on an office audiometer because
of noise interference, and needs to be referred to
an audiologist or hearing aid store for testing. 

3. Urine dipstick for protein, specific gravity, blood,
and glucose.

The physical examination 
The examination requires measuring the driver’s blood
pressure and pulse, as well as the driver’s height and

P R O V I D I N G  D O T  M E D I C A L  C E R T I F I C A T I O N  E X A M S  F O R  C O M M E R C I A L  D R I V E R S

Table 2. Areas Covered by the Guidelines and the Medical Advisory
Criteria for Evaluation Under 49 CFR Part 391.41

• Loss of limb
• Limb impairment
• Diabetes
• Cardiovascular condition
• Respiratory dysfunction
• Hypertension
• Rheumatic, arthritic, orthopedic, muscu-

lar, neuromuscular or vascular disease

• Epilepsy
• Mental disorders
• Vision
• Hearing
• Drug use
• Alcoholism

The guidelines are available in their entirety at http://www.fmcsa.dot.gov/rules-regula-
tions/administration/medical.htm. They also accompany each Medical Examination Report.
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weight. The guidelines for blood
pressure are based on the Joint
National Committee on Preven-
tion, Detection, Evaluation, and
Treatment of High Blood Pres-
sure VI. The DOT form lists spe-
cific physical assessments. The
examiner comments on whether
the abnormal findings would
affect the driver’s ability to oper-
ate a commercial motor vehicle
safely.

It is helpful to use the hyper-
tension guidelines printed on
the form when determining cer-
tification for drivers with hyper-
tension.

At the end of the exam, the examiner must sign the
form and indicate whether the driver qualifies for two-
year certification, does not meet the standards, or meets
the standards but requires more frequent monitoring

(making the certification for less than two years). 
The examiner must also indicate any corrective de-

vice—glasses, contact lenses, or hearing aids—that the
driver must use while driving and/or exemptions that
the driver must have to legally drive.

P R O V I D I N G  D O T  M E D I C A L  C E R T I F I C A T I O N  E X A M S  F O R  C O M M E R C I A L  D R I V E R S

Table 3. Publication of Guidelines That Inform DOT Recommendations

Guideline Year published

Neurology 1988

Pulmonary 1991

Psychiatry 1991

Vision 1991/1998

Hearing 1993

Anticoagulation 1996

Cardiovascular 2002

Medical guidelines not in agreement: Sleep disorders, dementia
Medical conditions not addressed: Renal disease, musculoskeletal disease, transplants
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After the Medical Examination Report is completed,
the examiner may complete and issue a Medical Exam-
iner’s Certificate which is given to the driver to show
medical clearance, any corrective devices, waivers, or ex-
emptions and the expiration date of the certification.

Standards, Guidelines, and Certification
The DOT Standards and Guidelines are the basis for de-
termining certification of commercial drivers and also
are the basis for the NRCME educational course and test.

For our purposes, the guidelines (medical expert re-
ports) and  Medical Advisory Criteria provide recom-
mendations for the examiner.

The purpose of the guidelines is to standardize certi-
fication of drivers across the country (Table 2).

The document goes on to state that “the medical ex-
aminer may, but is not required to, accept the recom-
mendations.” 

Note: The guidelines are recommendations and are not
legally binding. However, the guidelines are based on
expert review and are considered standards of practice.
The guidelines are intended to minimize variations
among examiners. The examiner should document
why a guideline is not followed where applicable. There
is, potentially, more liability when a standard of care is
not followed.

It should also be noted that “current guidelines” do
not necessarily reflect current treatment practices or
technology (Table 3). Many of the guidelines are out-
dated, contradictory, or do not address major medical
problems.

The DOT Standards are under 391.41. They are regu-
latory and must be followed.  Nine standards are gen-
eral, and the medical examiner has the latitude to use
his or her clinical judgment to determine if the driver
meets the standards. The examiner has no latitude re-
garding the standards for hearing, vision, epilepsy, or in-
sulin-treated diabetes.

In addition, the first time a driver who has had an am-
putation from the ankle up or wrist up is certified, the
driver must undergo a Skill Performance Examination
with an FMCSA examiner before being certified. 

Currently, the FMCSA is updating its Standards and
Guidelines. When faced with deciding certification
based on the current guidelines, examiners must use
their medical judgment and are free to use other, more
current medical recommendations.

Considerations
In deciding Standards and Guidelines, the DOT must

consider both the rights of the individual and public
safety. Focusing on the driver’s right to earn a living in
an occupation of their choice makes licensing less re-
strictive. Alternatively, if the focus is on society’s con-
cerns and risk avoidance, licensing is more restrictive.

Central to each decision is risk—the probability that
an adverse event will occur and the consequences of
that adverse event. Tightening regulations beyond what
is necessary has the potential to increase illegal driving
and impose unnecessary negative economic and socio-
logical impacts.

Most basically, the examiner determines if the appli-
cant is medically suitable to drive a commercial vehicle.
The examiner does this by evaluating the CMV driver
for any condition that may cause sudden death or in-
capacitation or a fixed deficit that interferes with safe
driving. For the certification examination, the examiner
does not determine treatment, act as the driver’s physi-
cian, or provide specific medical advice

Federal regulations require more than driving. The
driver is responsible for:

� pre- and post-trip vehicle safety inspections
� making sure the load is secure
� checking the load before beginning and periodi-

cally during a trip.
A bus driver should be able to assist passengers in case

of an emergency.
Information from the history, testing, or physical

examination may be cause for disqualification, limited
certification, certification with restrictions, further eval-
uation, or consultation.

The presence of a medical condition does not neces-
sarily disqualify a driver if the condition does not affect
safe driving or is adequately treated and controlled and
is not likely to worsen suddenly.

Findings and conditions that are not disqualifying
should also be discussed with the driver. The driver
should be referred for appropriate follow-up, particularly
if the condition, if neglected, might affect the driver’s
ability to drive safely in the future. This referral must be
documented.

Section 390.3(d) of the FMCSAs allows employers to
have more stringent medical requirements. Often, the
employer requires not only DOT certification, but also
that the driver meet essential job requirements. Addi-
tional carrier requirements that do not fall under the
DOT should be assessed separately.

Say, for example, a driver is required by the em-
ployer’s essential job functions to lift 75 pounds. DOT
certification does not require lifting 75 pounds to be able

P R O V I D I N G  D O T  M E D I C A L  C E R T I F I C A T I O N  E X A M S  F O R  C O M M E R C I A L  D R I V E R S
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to drive safely; therefore, the examiner can certify the
driver regardless of his or her ability to lift 75 pounds.
However, the inability to lift 75 pounds would disqual-
ify the driver in terms of the employer’s requirements. 

In deciding certification, the examiner may:
� certify the driver
� certify with restrictions
� disqualify the driver. 
The examiner can certify the driver for a maximum

of 24 months. The examiner may also give a shorter
certification, such as three months, six months, a year,
or some other appropriate time. The examiner may also
give a shorter certification while additional testing or
consultation is obtained.

Currently, DOT recommends that drivers with car-
diovascular disease, diabetes mellitus, or other poten-
tially progressive conditions that can impair safe driv-
ing be seen at least annually.

While the examiner may require testing or consul-
tation with a specialist, it is important to note that the
final decision on whether to certify the driver remains
with the examiner (i.e., the party who signs the certi-
fication card is the one with the authority to make the
final decision regarding certification).

The specialist may be the authority regarding a spe-
cific condition and treatment, but the examiner knows
what the DOT medical requirements are for the driver
with a specific condition.

Certifying with restrictions
The only two restrictions that the examiner may give on
his or her own accord are printed on the certification
card; the examiner can restrict the driver to driving only
if wearing corrective lenses or a hearing aid. The other
restrictions on the card require FMCSA approval. 

Current exemption programs
Only the FMCSA can grant exemptions. States may
grant waivers, but they are valid only within the state
of issuance.

As of this writing, the only active federal exemption
programs are the Vision Exemption Program that be-
gan in 1998 and the Diabetes Exemption Program, for
drivers with insulin dependent diabetes mellitus, that
began in 2003.

FMCSA now recommends that the driver seeking an
exemption see the medical examiner first. The exam-
iner identifies or requires the driver to correct any
other disqualifying conditions. If the CMV driver passes
the examination except for the exemption require-
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ment, then the certifying medical examiner must write the needed ex-
emption on the certification card and long form. The examiner gives the
long form and card to the applicant to submit with other required forms
to FMCSA.

Qualified under 49 CFR 391.64
This program began in the early 1990s as a research program to deter-
mine if drivers on insulin or drivers with monocular vision could drive
safely.

There were 2,300 drivers with a vision waiver and 113 drivers with an
insulin waiver accepted into the program.5 In 1994, the court ruled these
waiver programs contrary to the law as it was then written. The drivers
in the programs were grandfathered in and could continue driving if
they remained in good standing with the program, had no progression
of the disease, developed no other disqualifying medical problems, and
had no disqualifying driving infractions.

To be recertified by the examiner, each driver must have a letter show-
ing their continued participation in the program. 

Driving within an exempt intracity zone
In 1988, the states adopted DOT medical requirements. Active drivers
whose physical condition was disqualifying under the newly adopted
DOT requirements on July 1, 1988 or their first exam thereafter were al-
lowed to drive only in specific zones if their condition did not substan-
tially worsen and they did not transport hazardous materials. They are
re-certified annually.

Skill Performance Evaluation (SPE)
Also known as the “alternative standard,” this was established in 1999.
It allows CMV drivers with fixed musculoskeletal problems or amputa-
tion the opportunity for certification if the rest of their certifications meet
the requirements. 

Disqualified
The driver who does not meet a standard must be disqualified. A driver
who does not meet the current guidelines may be disqualified.

Conclusion
Although the DOT form has specific requirements for the history, test-
ing, and examination, the examiner must still understand the duties of
the CMV driver. In addition, the examiner must still use clinical judg-
ment to decide certification. Often, because the guidelines do not cover
all situations, the examiner should use more current information.
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Introduction 

P
romethazine (Phenergan)
is a drug commonly pre-
scribed in emergency de-

partments and urgent care
clinics for treatment of a va-
riety of conditions (Table 1).
Because it possesses antihis-
tamine, sedative, anti-mo-
tion sickness, and anti-emet-
ic effects, it is often used for
nausea and vomiting.

Physicians may not be
fully aware that it is also
toxic to the intima of blood
vessels and surrounding
connective tissue; this can
result in severe tissue dam-
age and necrosis.

Although this is not a
common side effect of this medicine, the purpose of this
article is to bring awareness to and familiarize urgent
care physicians with serious complications which can
happen with this commonly used medication.

Case Presentation
A 48-year-old African-American male presented to the
emergency department with an abscess on the right
lower abdominal wall and a four-day history of nausea.

The patient underwent
incision and drainage (I&D)
of the abscess and received
25 mg of promethazine by
intramuscular route on the
right gluteal area.

Immediately after, he re-
ported a severe burning
sensation going down his
right thigh. It subsided after
an hour, at which time he
was discharged home to
follow up with his primary
care physician.

Two days later, the pa-
tient presented to his pri-
mary care clinic for the
repacking of I&D. He com-
plained that the pain at the
injection site was worse—

so much so that he was unable to walk.
On physical examination, he had:
temperature: 100.1° F
heart rate: 96 BPM
respiration: 4 RPM
blood pressure: 110/75 mmHg.
His right thigh was warm, tender, and swollen; ery-

thema extended from the right hip down to the knee
(Figure 1).

Case Report

Promethazine-induced Tissue
Necrosis: A Case Presentation
Urgent message: Due to its versatility, the urgent care clinician will
find promethazine an appropriate choice in many situations. Aware-
ness of potentially serious side effects maximizes the chance of good
outcomes while minimizing risk.
Shailendra Saxena, MD, PhD, Naureen Rafiq, MD, Liji George, MD, Cara Olsen, PharmD, and Mikayla Spangler, PharmD
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The patient was immediately admitted to the hospi-
tal and had a complete work-up for inpatient treatment
of cellulites. He had an elevated white cell count of
14,000, with no bands and a sodium level of 120 mEq.

CT scan of the right thigh demonstrated multiple
congruent abscesses extending from the injection site
on the right hip to the knee. The surgical team was con-
sulted for possible fasciotomy of the right thigh.

Hospital Course
The patient was admitted for the treatment of cellulites
and possible fasciotomy of the right thigh. He was start-
ed on intravenous fluids, the broad-spectrum antibiotic
piperacillin-tazobactam (Zosyn), and the pain medication

hydromorphone (Dilaudid). He had fasciotomy and
wound vac placement. The culture grew methicillin-resist-
ant staphylococcus aureus (MRSA), for which IV van-
comycin was added in addition to piperacillin-tazobactam.

Subsequently, the patient was taken to the operating
room a few more times for wound vac changes. He re-
mained in the hospital for one month and was later
transferred to a rehabilitation facility.

Discussion
It is apparent in reviewing the literature that promet-
hazine can cause potentially serious side effects, rang-
ing from mild edema to soft tissue necrosis at the site
of injection.

Administering promethazine by intravenous or intra-
arterial routes has been found to result in arterial spasm

and, in turn, to impaired circu-
lation and gangrene in specific
cases.1 Extravasations of promet-
hazine in the soft tissue are also
believed to cause similar effects,
as shown in our patient. 

In 1999, Malesker, et al re-
ported a similar experience with
a 43-year-old woman who was
admitted for a hysterectomy
and received post-operative
promethazine 25 mg every two
hours by intravenous route for
nausea and vomiting.2 She de-
veloped pain, swelling, and ery-
thema at the site of injection in
her right hand.

Patrick J. Marshfied in 2004
described the case of a profes-
sional guitar player who was

awarded $7.4 million in a lawsuit for pain and suffering
following complications associated with the intra-arte-
rial injection of promethazine. The patient was simply
treated for migraine headache, initially.3

More recently (2009), Grissinger described a case of a
19-year-old woman who received promethazine by in-
travenous route and developed pain and swelling at the
site of injection in her right arm.4 Her arm and fingers
became purple and blotchy; eventually, she underwent
amputation of the thumb, index finger, and the top of
her middle finger.4

Our case report clearly demonstrates the potential for
serious complications associated with promethazine.

Table 1. Common Uses of Promethazine

• Allergic reactions
–hay fever
–urticaria
–vasomotor rhinitis
–skin allergies
–poison ivy
–insect bites

• Relief of pruritus due to various dermatologic conditions
• Nausea and vomiting of various etiologies
–motion sickness
–radiation sickness
–surgery
–anesthesia and gastroenteritis
–centrally acting emetics
–metabolic or endocrine disorders

Figure 1. Cellulitis from right hip to knee.

Continued on page 26
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Non-intravenous Midazolam Effectively
Terminates Pediatric Seizures 
Key point: A meta-analysis reveals that non-IV midazolam is
as effective as or superior to IV or rectal diazepam for stop-
ping seizures in children and young adults.
Citation: McMullan J, Comilla S, Pancioli A, et al. Midazo-
lam versus diazepam for the treatment of status epilepti-
cus in children and young adults: A meta-analysis. Acad
Emerg Med. 2010;17(6):575-582.

Although intravenous (IV) lorazepam is considered first-
line therapy for status epilepticus, this therapy is impracti-
cal for patients who do not have IV access. Diazepam can be
administered either intravenously or rectally, but is less ef-
fective and associated with a higher risk for respiratory de-
pression. Midazolam—although not formally recommended
for treatment of seizures—can be given via IV, intramuscu-
lar (IM), intranasal (IN), or buccal routes.

These authors conducted a meta-analysis of randomized,
controlled trials published from 1950 to 2009 that compared
non-IV midazolam to diazepam by any route for initial treat-
ment of status epilepticus in emergency department pa-
tients. Six studies involving 774 patients (age range: newborn
to 22 years) met inclusion criteria.

In pooled analysis of medications administered by any
route, midazolam was superior to diazepam for terminating
seizures, with a number needed to treat (NNT) of seven to
demonstrate midazolam benefit.

IM or IN midazolam was as effective as IV diazepam, while
buccal midazolam was superior to rectal diazepam in achiev-
ing seizure control. Time to seizure cessation was similar in
the midazolam and diazepam groups in the three studies
that evaluated this outcome. The analysis was not suffi-
ciently powered to detect differences in frequency of respi-
ratory complications. Sensitivity analysis revealed that dose
of medication and duration of seizure had no effect on dif-
ferences between treatment groups.

Buccal, intramuscular, or intranasal midazolam is a cheap,
easily administered, and effective alternative for children
with seizures who present without IV access.

[Published in J Watch Emerg Med, June 18, 2010—Kather-
ine Bakes, MD.] ■

Hot Packs and Cold Packs Are Equally
Effective for Treating Neck or Back Strain 
Key point: Whether these therapies provide any benefit over
ibuprofen alone is unclear.
Citation: Garra G, Singer AJ, Leno R, et al. Heat or cold
packs for neck and back strain: A randomized controlled
trial of efficacy. Acad Emerg Med. 2010;17(5):484-489.

Pain management is the primary concern when treating
patients with acute neck or back strain. Hot packs or cold
packs are often recommended—despite little evidence that

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

On Pediatric Seizures, Hot Packs vs. Cold Packs, Hair
Apposition vs.  Suturing Scalp Lacerations, Delayed
Intracranial Hemorrhage in  Children, Pertussis in California,
Immobilization After Colles Fracture Reduction, Typical
Angina vs. Atypical Chest Pain, and Battery Ingestion Hazards
■ NAHUM KOVALSKI, BSc, MDCM
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either is effective—particularly when used with standard
therapy, such as nonsteroidal anti-inflammatory drugs.

In a prospective study, 60 adult patients who presented
to an academic emergency department with acute neck or
back strain received single 400 mg doses of oral ibuprofen
and were then randomized to application of hot packs or
cold packs to the strained area for 30 minutes.

Patients rated pain on a 100 mm visual analog scale and
a verbal rating scale before receiving ibuprofen and imme-
diately after hot pack or cold pack treatment.

The mean decrease in pain scores after treatment was sta-
tistically significant in both groups (9 mm in the hot pack
group and 8 mm in the cold pack group), but did not meet the
authors’ predefined threshold for clinical significance (15 mm).

Pain scores did not differ significantly between the two
groups before and after treatment. Use of rescue analgesia
also did not differ significantly between the two groups.
About 80% of patients in each group expressed a desire to
use their respective packs in the future.

Let’s admit it; we’ve all recommended hot or cold local
therapy for acute neck or back strain. This small study sug-
gests that, at least in terms of measurable short-term relief
of pain, neither therapy provides clinical benefit when
ibuprofen is prescribed in analgesic doses.

[Published in J Watch Emerg Med, June 4, 2010—Diane M.
Birnbaumer, MD, FACEP.] ■

Hair Apposition Technique is Better Than
Suturing Scalp Lacerations  
Key point: Hair apposition appears to be both practical and
effective in treating minor scalp lacerations. 
Citation: Weick R, Stevermer JJ. A randomized controlled
trial comparing the hair apposition technique with tissue
glue to standard suturing in scalp lacerations (HAT study).
Ann Emerg Med. 2002;40:19-26.

Suturing scalp lacerations can be a painful, time-consuming
procedure. Often, it requires shaving a portion of the scalp
and subsequent suture removal. The search for a less inva-
sive means of wound closure led the authors to develop the
hair apposition technique.

After cleaning the wound, and without anesthesia, four
or five strands of hair from each side of the laceration are
twisted together once, with a drop of tissue adhesive placed
on the twist to hold it in place. A series of twists are placed
over the laceration to appose the wound. Patients are in-
structed not to wash their hair for 2 days.

This study compared the hair apposition technique with
standard suturing methods. It was performed in emergency
departments at two tertiary care centers in Singapore. The
authors enrolled 189 patients who had linear, non-stellate

scalp lacerations <10 cm in length. They did not include pa-
tients with severely contaminated wounds, arterial bleeding
not controlled with five minutes of pressure, hair length <3
cm, and medically unstable patients.

In a concealed fashion, 93 patients were randomized to
suturing and 96 patients to the hair apposition technique.
Both groups had their wounds irrigated and cleansed in a
similar fashion. The control group was shaved according to
local practice and received an injection of local anesthetic;
young children sometimes received oral sedation.

No subject in the study group received anesthesia or
 sedation.

A senior physician who was not involved in the initial
treatment evaluated subjects after 1 week; sutures were re-
moved at that time as well. If complications were noted, the
patient was followed weekly for as long as 4 weeks.

Overall, complications were reduced by the hair apposi-
tion technique (7.4% vs. 21.5%).

Most of the difference in complication rates can be attrib-
uted to the decreased scarring (at one week) found in the
hair apposition technique group. Wound breakdown, bleed-
ing, and infection rates were similar in both groups. The hair
apposition technique was quicker than suturing (median
time of five vs. 15 minutes).

Less pain was reported in the hair apposition technique
group (median score 2 vs. 4 [out of 10 possible]); 84% of
subjects in this group claimed they would be willing to have
the procedure in the future, compared with only 10% in the
suture group. ■

Incidence of Delayed Intracranial
Hemorrhage in Children After
Uncomplicated Minor Head Injuries   
Key point: The occurrence of delayed diagnosis of intracranial
hemorrhage among children who present with uncompli-
cated minor head injuries is rare.
Citation: Hamilton M, Mrazik M, Johnson DW. Pediatrics.
2010;126(1):e33-39. Epub 2010 Jun 21.

This was an eight-year, retrospective, cohort study of children
<14 years of age who presented to EDs in the Calgary Health
Region between April 1992 and March 2000. Cases of un-
complicated minor head injuries and delayed diagnosis of in-
tracranial hemorrhage (intracranial hemorrhage not appar-
ent until ≥6 hours after injury) were identified.

An estimated 17,962 children with uncomplicated minor
head injuries were evaluated at Calgary Health Region EDs.
Two and eight children were identified as having delayed di-
agnoses of intracranial hemorrhage with and without de-
layed deterioration in level of consciousness (Glasgow Coma
Scale scores of <15), respectively. The proportions of children
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with uncomplicated minor head injuries with delayed diag-
noses of intracranial hemorrhage with and without deteri-
oration in level of consciousness were ~0.00% (0 of 17,962
children) and 0.03% (five of 17,962 children), respectively. 

On the basis of population data for the Calgary Health Re-
gion, the incidences of delayed diagnosis of intracranial
hemorrhage with and without deterioration in level of con-
sciousness were 0.14 and 0.57 cases per 100,000 children
per year, respectively. ■

California Seeing Possibly Worst Pertussis
Epidemic in 50 Years      
Key point: If people are visiting from California, we should be
more suspect of the possibility of pertussis.
Citation: California Department of Public Health. Whoop-
ing cough epidemic may be worst in 50 years. Available at:
www.cdph.ca.gov/Pages/NR10-041.aspx.

California had 910 confirmed cases of pertussis as of June
15—a fourfold increase over the same period in 2009. Health
departments are looking into an additional 600 suspected
cases.

Five infants under age 3 months have died from pertus-
sis this year. Infants are not fully protected against the dis-
ease until they complete the initial series of three vaccina-
tions by age 6 months, so the California Department of
Public Health is urging birthing hospitals to vaccinate new
parents before sending them home with their newborns.

The CDC is not reporting any other major pertussis out-
breaks around the country, according to the New York Times,
but reporting can be delayed. ■

Similar Results from Three Immobilization
Techniques After Colles Fracture
Reduction  
Key point: Outcomes were similar at 8 weeks and at 6 months
with circumferential casting, volar-dorsal splinting, and mod-
ified sugar-tong splinting.
Citation: Grafstein E, Stenstrom R, Christenson J, et al. A
prospective randomized controlled trial comparing cir-
cumferential casting and splinting in displaced Colles frac-
tures. CJEM. 2010;12(3):192-200.

Nonoperative immobilization of fractures can be accom-
plished by several methods, including circumferential cast-
ing, volar-dorsal splinting, and modified sugar-tong splint-
ing. Researchers compared the efficacy of the three
techniques in a prospective randomized study of 101 adult
patients who presented to an ED in Vancouver, British Co-
lumbia, with closed, isolated first-time distal radius fractures
and who did not have neuromuscular deficit. Patients were

randomized after successful reduction with procedural se-
dation in the ED.

Eighty-two percent of patients were available for follow-
up assessment at eight weeks, and 61% were available at six
months. At both time points, rate of loss of anatomic position;
disability of the arm, shoulder, and hand (DASH) scores; and
median pain scores were similar among the three groups.

A common emergency medicine admonition is, “Don’t put
a circular cast on a fresh fracture” because of the risk for
pressure syndromes. Yet, circular casting is still used in
some cases because it is believed to provide better immo-
bilization than other techniques. This study failed to demon-
strate better outcomes with casting, and risking compart-
ment syndrome is not advisable, even if the risk is small.

Simple volar-dorsal or modified sugar-tong techniques are
both acceptable forms of immobilization after reduction; cir-
cular casting adds risk but no benefit.

[Published in J Watch Emerg Med, July 9, 2010—Kristi L.
Koenig, MD, FACEP.] ■

Typical Angina vs. Atypical Chest Pain  
Key point: Presence and type of symptoms did not predict in-
ducible myocardial ischemia in patients presenting to an
emergency department.
Citation: Hermann LK, Weingart SD, Yoon YM, et al. Com-
parison of frequency of inducible myocardial ischemia in
patients presenting to emergency department with typi-
cal versus atypical or non-anginal chest pain. Am J Cardiol.
2010;105(11):1561-1564.

Patients with acute coronary syndromes (ACS) present with
a wide variety of symptoms. Investigators at a single center
in New York City conducted a retrospective study involving
2,525 patients with no previous history of myocardial infarc-
tion or coronary revascularization who were evaluated for
ACS in an emergency department–based chest pain unit.

Typical angina was defined as “the presence of subster-
nal chest pain or discomfort that was provoked by exertion
or emotional stress and was relieved by rest and/or nitroglyc-
erin.” All patients underwent provocative stress testing af-
ter serial biomarkers were obtained.

Presenting symptoms did not vary significantly by sex, age,
or history of diabetes. Ischemia was induced by stress test-
ing in 14% of 231 patients with typical angina, 11% of 2,140
patients with atypical chest pain, and 16% of 153 patients with
no chest pain at presentation. Thus, patients with typical
angina were not significantly more likely than those with no
or atypical chest pain to have inducible myocardial ischemia.

In this study, patients presenting with typical angina symp-
toms were no more likely than those with no or atypical



symptoms to have inducible myocardial ischemia. Al-
though data on the presence and type of chest pain were
recorded before stress testing, they were collected hours
after presentation, and we cannot infer if or how they af-
fected decisions about testing and patient disposition.

[Published in J Watch Cardiol, July 7, 2010—Joel M.
Gore, MD.] ■

Implications of Increasing Battery
Ingestions
Key point: Battery ingestions are increasing in frequency
and are very high-risk events.
Litovitz T, Whitaker N, Clark L, et al. Emerging battery-
ingestion hazard: Clinical implications. Pediatrics.
2010;125(6):1168-1177.

Recent cases suggest that severe and fatal button battery
ingestions are increasing and that current treatment may
be inadequate. The objective of this study was to identify
battery ingestion outcome predictors and trends, define
the urgency of intervention, and refine treatment guide-
lines.

Data were analyzed from the National Poison Data
System (56,535 cases, 1985-2009); the National Battery In-
gestion Hotline (8,648 cases, July 1990-September 2008);
and medical literature and National Battery Ingestion
Hotline cases (13 deaths and 73 major outcomes) involv-
ing esophageal or airway button battery lodgment.

All three data sets signal worsening outcomes, with a
6.7-fold increase in the percentage of button battery inges-
tions with major or fatal outcomes from 1985 to 2009 (Na-
tional Poison Data System). Ingestions of 20- to 25 mm di-
ameter cells increased from 1% to 18% of ingested button
batteries (1990–2008), paralleling the rise in lithium-cell
ingestions (1.3% to 24%).

Outcomes were significantly worse for large-diameter
lithium cells (≥20 mm) and in children < 4 years.

The 20 mm lithium cell was implicated in most severe
outcomes. Severe burns with sequelae occurred in just two
to 2.5 hours. Most fatal (92%) or major outcome (56%) in-
gestions were not witnessed. At least 27% of major out-
come and 54% of fatal cases were misdiagnosed, usual-
ly because of nonspecific presentations. Injuries extend-
edafter removal, with unanticipated and delayed esophageal
perforations, tracheoesophageal fistulas, fistulization into
major vessels, and massive hemorrhage.

Revised treatment guidelines promote expedited re-
moval from the esophagus, increase vigilance for delayed
complications, and identify patients who require urgent
radiographs. ■
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In this case, the patient was treated aggressively by
the surgical team on board and had significant im-
provement. However, we believe that to date there
have not been any scientific studies to summarize de-
finitive treatment for the catastrophic consequences
that may occur with promethazine and other drugs
(e.g., phenytoin, thiopental, and propofol).5-7

Local anesthetic agents to promote vasodilatation,
anticoagulation therapy, sympatholytic therapy (i.e.,
Stellate ganglion block), and limb elevation have all
been described in case studies, with varying results.8-10

Nevertheless, it is important to point out that in case
of inadvertent intra-arterial injection, the catheter
should be left in place in order to administer emer-
gency medications. The true extent of the problems as-
sociated with promethazine may not be known.

We, along with the manufacturer’s recommenda-
tions, suggest that the following strategies be consid-
ered to prevent or minimize tissue damage:

� As 25 mg/ml is the highest strength of promet-
hazine, try to use this concentration instead of 50
mg/ml.

� The starting dose should be between 6.26 mg/ml
and 12.5 mg/ml, especially in elderly patients.

� Dilute 25 mg/ml of promethazine in 10 ml to 20
ml of normal saline (or prepare it in mini bags of
normal saline).

� Promethazine should be administered only via a
large-bore vein, such as the central venous
catheter or deep intramuscular.

� IV promethazine should be administered over 10
to 15 minutes.

� Before administration, advise patients to let the
physician know immediately whether pain or
burning occur during or after injection. ■
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In each issue, JUCM will challenge your diagnostic acumen with a glimpse of x-rays, electrocardiograms,
and photographs of dermatologic conditions that real urgent care patients have presented with.

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

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

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

CLINICAL CHALLENGE CASE 1

The patient is a 62-year-old who
presents with a primary complaint of
right shoulder pain that developed
over time.

The patient denies any trauma. The
patient is well appearing, and the
history and examination are unre-
markable.

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

Resolution of the case is described
on the next page.

FIGURE 1
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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  C A S E  1

The x-ray shows calcification along
the head of the humerus, which is
consistent with a calcific tendinitis.

This patient was advised to follow up
with an orthopedist. One might also
consider a local cortisone injection,
with or without physical therapy, in
such a case.

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

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

The patient is a 32-year-old man who presents after experiencing a blow to the face while
falling from a bicycle.

The patient complains of tenderness over the front of his face. Neurological exam is normal. You
note that his neck is supple.

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

Resolution of the case is described on the next page.

FIGURE 1
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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  C A S E  2

The circled portion of the x-ray shows an air-fluid level in the right maxillary sinus. This raises the
possibility of an orbital fracture with bleeding into the sinus.

It is very important to verify that there is no limitation in range of motion (ROM) of the eye (i.e.,
entrapment).

CT of the facial bones, whenever available, is becoming the standard for imaging facial trauma. CT
is extremely useful for identifying soft tissue complications of facial bone fractures and assists with
disposition management.

Consultation with a facial surgeon (usually plastic surgery or otolyrangology) is necessary for all
suspected facial bone fractures.

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

These cases are among hundreds that can be found in Terem’s online X-ray Teaching File, with more being added daily. Free
access to the file is available at https://www2.teremi.com/xrayteach/. A no-cost, brief registration is required.

FIGURE 2
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C O D I N G  Q & A

Q.What is the correct ICD-9 code for 
rectal strep?

– Question submitted by Cindy Reisbeck, Littleton, CO

A.There are several possible codes. The specific ICD-9 code
would depend on a more specific diagnosis. For strepto-

coccal infections in the rectal or perirectal area, there are several
possible correct codes, as streptococcal species can cause mul-
tiple different types of localized conditions.

For cellulitis, the correct code would be 566; for erysipelas, the
correct code is 035; for impetigo the correct code would 684; and
for necrotizing fasciitis the correct code would be 728.86 (see
Table 1).

Q.How do you code out for injury exposure visits
(mostly for needlestick injuries) and for hepatitis B

immune globulin (HBIg) and subsequent visits for the three-
month and six-month labs?
– Question submitted by Carlene Cox, Genesis FirstCare,

Zanesville, OH 

A.You would code all of these visits with the appropriate E/M
code. Follow-up visits that do not involve the doctor may

be coded with 99211, if your staff delivers and documents an ap-
propriate level of care.

If more than 50% of provider face-to-face time involves coun-
seling, then E/M codes may be coded by time.

For many of these visits, you might use the ICD-9 code V15.85
(Personal history of contact with and (suspected) exposure to po-
tentially hazardous body fluids). Prior to 2010, there was no ap-
propriate code for patients that had only a suspected exposure
to body fluids, but the definition of this code has been updated
this year, to include even a suspected exposure.

For the HBIg, you should use the injectable supply code
90371 (Hepatitis B immune globulin (HBIg), human, intramus-
cular use) and the code for intramuscular injection 96372 (Ther-
apeutic, prophylactic, or diagnostic injection (specify substance
or drug); subcutaneous or intramuscular).

Table 2 reviews the updated (in 2009) CPT codes for injections.

Coding for Rectal Strep and Injury
 Exposure Visits, Billing for Slit Lamp
Exams, and a Follow-up on Splinting
■ DAVID STERN, MD, CPC

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

Table 1. Coding Streptococcal Infections in the Rectal 
or Perirectal Area

ICD-9 Code Description

566 Cellulitis, rectal or perirectal

035 Erysipelas

684 Impetigo

728.86 Necrotizing fasciitis (“flesh eating” bacterial
infection)

Table 2. Updated CPT Codes for Injections

CPT Injection type Route Add-on code

96372 Prophylactic,
Therapeutic or
Diagnostic

SQ or IM No

96373 Prophylactic,
Therapeutic or
Diagnostic

Intra-arterial No

96374 Prophylactic,
Therapeutic or
Diagnostic

IV No

96375 Prophylactic,
Therapeutic or
Diagnostic

Additional IV (new
substance)

Yes

96376 Prophylactic,
Therapeutic or
Diagnostic

Additional IV (new
substance)

Yes

Continued on page 35
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H E A L T H L A W

Ilike checklists. I use them while treating patients, flying, cook-
ing, and training. Despite the fact that I have a few thousand
hours behind the controls of a variety of aircraft, I still use

them every time I fly. 
Why then, if I believe I am a fairly competent pilot, do I need

to rely on something as pedestrian as a checklist for things that
I have done countless times?

For example:
Alternator switch: On
Oil pressure in 30 sec: 25 PSI
Clutch light: Out
RPM: 60-70%
Mag drop at 75%: 7% max in 2 sec
Sprag clutch check from 75% RPM: Needles split

Here’s why:
On August 4, 2010 an SR22 (a very sleek, single-engine prop

plane with a built-in parachute) crashed while attempting to re-
turn to a Phoenix airport. The pilot, who had just departed from
Phoenix heading to North Carolina, radioed the tower that he was
returning to close a door and that he did not require any assis-
tance. Moments later, he crashed into the side of a building and
was killed on impact. 

On August, 2, 2010, a Phoenix-based Velocity (a five-passen-
ger homebuilt aircraft) had just departed from Montgomery
Field in San Diego when the pilot radioed that the door was
open and that he was returning to the field. A few seconds later
the plane crashed onto a golf course, killing three of the five
family members on board. The father and daughter are in
critical condition.

Next item on the checklist:
Doors: Closed and latched
Although the aviation community, at least in Phoenix where

I am based, is fairly small, I did not know either of these pilots.

I learned, however, that both were considered highly skilled, dili-
gent, and safety-conscious. 

How then, did something so ridiculous, so obvious, and so eas-
ily preventable end their lives? What did they miss, or what could
they have done differently?

Checklists, as you will learn from the following excerpt from
the book, The Checklist Manifesto by Atul Gawande, MD, were
started in the U.S. Army Air Corp:

“On October 30, 1935, at Wright Air Field in Dayton,
Ohio, the U.S. Army Air Corps held a flight competition
for airplane manufacturers vying to build its next-gen-
eration long-range bomber. It wasn’t supposed to be
much of a competition. In early evaluations, the Boeing
Corporation’s gleaming aluminum-alloy Model 299 had
trounced the designs of Martin and Douglas. Boeing’s
plane could carry five times as many bombs as the
Army had requested; it could fly faster than previous
bombers, and almost twice as far.

“A Seattle newspaperman who had glimpsed the plane
called it the ‘Flying Fortress,’ and the name stuck. The flight
‘competition,’ according to the military historian Phillip
Meilinger, was regarded as a mere formality. The Army
planned to order at least 65 of the aircraft. A small crowd
of Army brass and manufacturing executives watched as
the Model 299 test plane taxied onto the runway. It was
sleek and impressive, with a 103-foot wingspan and four
engines jutting out from the wings, rather than the usual
two. The plane roared down the tarmac, lifted off smoothly
and climbed sharply to 300 feet. Then it stalled, turned on
one wing and crashed in a fiery explosion. Two of the five
crew members died, including the pilot, Major Ployer P.
Hill (thus Hill AFB, Ogden, UT).

“An investigation revealed that nothing mechanical
had gone wrong. The crash had been due to ‘pilot error,’
the report said. Substantially more complex than previous
aircraft, the new plane required the pilot to attend to the
four engines, a retractable landing gear, new wing flaps,
electric trim tabs that needed adjustment to maintain con-

Cleared for Takeoff
■ JOHN SHUFELDT, MD, JD, MBA, FACEP

John Shufeldt is the founder of the Shufeldt Law Firm,
as well as the chairman of the board of NextCare, Inc.,
and sits on the Editorial Board of JUCM. He may be con-
tacted at JJS@shufeldtlaw.com.

Continued on page 36
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O C C U PA T I O N A L M E D I C I N E

Your clinic needs to sell occupational health services based
on their perceived value to the buyer. Hence, you must
learn to assess each buyer’s perception of what consti-

tutes value to them before discussing your services.
Traditionally, such an assessment is done through the use

of astute questioning (e.g., “What is most important to you
in selecting an external provider of occupational health
services?”). Once you have an understanding of what moti-
vates the prospective buyer, only then can you position
your “product(s)” in the most appropriate manner.

Here, we present 10 common measures of value. Some
may stand on their own, while others more often offer
value in combination with one or more other measures.

1. The core equation. This is the starting point for most clin-
ics: “If our intervention(s) can lower your injury/illness inci-
dence and/or decrease the lost work time when such incidence
occurs, your company will save money.” Logical, true, and of-
ten (but not always) understood by the buyer. Nonetheless, the
salesperson should always float this concept out to the
prospect in order to determine if the prospect embraces this
concept, or is likely to embrace it given additional information.

2. Incidence prevention. Many buyers warm to the argu-
ment that a strong incident reduction program can, in turn,
markedly reduce unnecessary healthcare costs. Logic again
reigns supreme: prevent the injury or illness and you elim-
inate the workers’ compensation expense. Strongly creden-
tialed staff and workplace walkthrough programs are typi-
cal selling points to address this value need.

3. Making the buyer look good. In many cases, the buyer’s
parochial interest wins out. For every buyer that has a “com-
pany first” conception of value, there is a buyer that has a
“what’s in it for me” point of view. Once you determine if
your prospect is of “me first” or “all about our company” vin-
tage, you position your appeal accordingly.

4. Convenience. Never underestimate convenience as a
powerful buying motive. There are simply vast numbers of
buyers who are perfectly satisfied to be working with a
clinic that is nearby, offers appropriate hours, and is easy to
deal with. Never mind that their clinic of choice may not of-
fer optimal outcomes or systematic management of their
workplace health; easy is better. Keep some convenience
cards in your portfolio and play them whenever you detect
the convenience cue.

5. Communication. For every buyer that touts conven-
ience, another touts communication. These buyers want
the personal touch and “true” relationships, and are less
likely to be swayed by such technical concepts as outcomes.
The effective salesperson needs to emphasize their pro-
gram’s communication skills whenever the communications
issue comes up.

6. Price (return on investment). Price-conscience buyers
are certainly out there; in fact, they are out there in droves.
Such buyers tend to view occupational health as a series of
discrete commodities, and lean toward the lowest price op-
tion for most of their purchases.

Often (but not always), a salesperson has no recourse when
it come to price. The recourse lays in return on investment.

In many cases, the “price trumps all” buyer is likely to re-
spond to the return on investment argument; after all, they
do tend to look at the world in terms of dollars and cents.
Accordingly, the salesperson must come prepared to trump

Understanding the True Value of
the Occupational Health Product
■ FRANK H. LEONE, MBA, MPH

Frank Leone is president and CEO of RYAN Associates 
and executive director of the National Association of
Occupational Health Professionals. Mr. Leone is the author
of numerous sales and marketing texts and periodicals,
and has considerable experience training medical profes-
sionals on sales and marketing techniques. E-mail him at
fleone@naohp.com. Continued on page 35
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the price objection with a strong return-on-investment
 argument.

7. Personal accessibility. Many focus group participants
have told me that access to a broad array of profession-
als holds considerable value to them. This is clearly a
value best offered by a health system, large hospital, or
multi-specialty group. Occupational health often does
serve as the access portal to a large healthcare system,
thus providing the buyer with a sense of comfort.

Personal accessibility is a card that should be played if
available and when appropriate.

8. Comfort. Okay, be honest! How often have you bought
something—trivial or significant—primarily because you
simply liked (i.e., felt comfortable with) the salesperson.
Merits of the product be damned—you just did not want
to disappoint the salesperson.

Thus, a salesperson should maintain a keen antenna for
those prospects that seem to offer instant chemistry and
emphasize the personal relationship when negotiating
with such individuals.

9. Continuity of care. Many prospective buyers recognize
the inherent value of receiving a tightly knit continuum of
occupational healthcare. But not every sales prospect is
likely to see the inherent value of this attribute. The no-
tion of continuity of care should be part of every sales dis-
cussion and used as a value-added feature when it be-
comes clear that the prospect does recognize its value.

10. Certifications. Many potential buyers are certification
wonks; they are unduly impressed by certified credentials
and (conversely) uncomfortable with programs that lack
such certified personnel. The astute sales professional
should have mastery of the certifications and levels/train-
ing of key program personnel and be able to articulate the
value of each certification.

In Summary
Recognize that the value of the occupational health prod-
uct may mean different things to different people. All 10
of the values discussed here can be the primary value to
a given buyer (and, often, the buyer’s perception of value
is a combination of two or even more of these values).

Always ask probing questions in order to ferret out the
existence and magnitude of each potential value in the
buyer’s eye.

Develop a cogent reason why your clinic offers partic-
ular value in each of the 10 areas, and be prepared to sup-
port these values as appropriate. ■

O C C U P A T I O N A L  M E D I C I N E

Q.An urgent care physician whose claims I process at-
tended a seminar in Michigan where you lectured.

The physician believes that you said that there is a code
for a slit lamp exam when there is no foreign body removal.

I have investigated this situation and the consistent an-
swer I am getting is that if there is not a foreign body re-
moval, then the slit lamp exam is not separately billable
from the E/M code.

What is your understanding of this subject?
– Question submitted by Theresa Krynski, Accurate Billing

Service, Warren, MI

A.You are correct. I am not sure what he understood, but
it might relate to one of the following two facts:

1. When the doctor performs an eye exam, you may con-
sider using the ophthalmology E/M codes (92002,
92004, 92012, 92014). Some payors may deny pay-
ment with the reasoning that only an ophthalmologist
may use these codes. Neither CMS nor the AMA, how-
ever, restricts these codes to services provided by oph-
thalmologists. With good documentation of the level of
exam and a clear understanding of the code defini-
tions, you are likely to win an appeal. Per your contract
with any specific payor, however, the payor may retain
the right to restrict codes to specific specialties.

2. In addition, if you code using 99201-99215, you get credit
for additional elements in the CMS 1997 E/M guidelines
(eye algorithm) when you use a slit lamp.

Q.This question is directly related to a question that
was printed in the July/August 2010 issue of JUCM.

In regard to coding and billing for splints, you stated
that it is appropriate to bill Q4022 [or other appropriate
supply code] for splint supplies. I would like to know if it
is appropriate for us to bill that code, as we also use
molded fiberglass splints. We are hospital-based and the
physicians are employed. Thus, we split bill our claims. I
have been told that Q4022 is not appropriate for facility
billing [UB-04]. However, is it appropriate to bill it on the
professional side [CMS-1500]? 
– Question submitted by Marie Garcia, Casa Grande Regional

Medical Center Urgent Care, Casa Grande, AZ 

A.If your hospital has chosen to split bill the urgent care
visits, then the supplies are not billed on the CMS-

1500, as the CMS-1500 is used (in the case of split billing) only
for professional services (not supplies). As a general rule, you
should code all applicable HCPCS codes on the UB-04. How-
ever, per the Medicare Claims Processing Manual
(http://www.cms.gov/manuals/downloads/clm104c04.pdf):

“When medical and surgical supplies (other than pros-
thetic and orthotic devices as described in the Medicare

C O D I N G  Q & A

Continued on page 36
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trol at different airspeeds, and constant-speed propellers
whose pitch had to be regulated with hydraulic controls,
among other features. 

“While doing all this, Hill had forgotten to release a new
locking mechanism on the elevator and rudder controls.
The Boeing model was deemed, as a newspaper put it,
‘too much airplane for one man to fly.’ The Army Air
Corps declared Douglas’s smaller design the winner. Boe-
ing nearly went bankrupt. Still, the Army purchased a few
aircraft from Boeing as test planes, and some insiders re-
mained convinced that the aircraft was flyable. So a group
of test pilots got together and considered what to do. 

“They could have required Model 299 pilots to undergo
more training. But it was hard to imagine having more ex-
perience and expertise than Major Hill, who had been the
U.S. Army Air Corps’ Chief of Flight Testing. Instead, they
came up with an ingeniously simple approach: they cre-
ated a pilot’s checklist, with step-by-step checks for take-
off, flight, landing, and taxiing. Its mere existence indicated
how far aeronautics had advanced.

“In the early years of flight, getting an aircraft into the
air might have been nerve-racking, but it was hardly
complex. Using a checklist for takeoff would no more have
occurred to a pilot than to a driver backing a car out of the
garage. But this new plane was too complicated to be left
to the memory of any pilot, however expert.

“With the checklist in hand, the pilots went on to fly
the Model 299 a total of 18 million miles without one ac-
cident. The Army ultimately ordered almost 13,000
thousand of the aircraft, which it dubbed the B-17. And,
because flying the behemoth was now possible, the
Army gained a decisive air advantage in the Second
World War, which enabled its devastating bombing cam-
paign across Nazi Germany.”

In the 1970s, philosophers Samuel Gorovitz and Alasdair Mac-
Intyre wrote an essay on human fallibility, titled Toward a The-
ory of Medical Fallibility. In it, they attempt to answer why hu-
mans fail at certain endeavors. They broke down the reasons to
one of three root causes:

1. Necessary fallibility. We attempt to do something that is

simply beyond our capabilities despite all the tools we
possess. If we take out the things we should not even be
attempting (necessary fallibility) there are two other
reason why we fail in areas in which we do have the abil-
ity to be successful. 

2. Ignorance. We fail because we do not yet have a com-
plete understanding of everything we need to know to
be successful. 

3. Ineptitude. We have the knowledge; we simply fail to ap-
ply it correctly. 

Over the last century, humans have made great strides to con-
quer ignorance. As a species, we know more about ourselves and
our surroundings than ever before.

Where we still have challenges, though, is ineptitude. Odd as
it sounds, our lack of ignorance may even contribute to our in-
eptitude. For example, in the old days (1960s), treating a patient
with a heart attack simply meant putting them in the hospital,
giving them oxygen, morphine for pain, and placing them on
strict bed rest for two or three weeks.

Contrast today where patients I admit with an acute myocar-
dial infarction get multiple drugs, are in the cath lab in less than
90 minutes, and are typically home the next day or, at most, the
day after. There is simply so much more to know than there used
to be, yet a provider cannot simply “plead ignorance” inasmuch
as the information, thanks to Google, etc. is often just a few clicks
or a phone call away. 

When providers fail, it is often because of ineptitude; we
miss the diagnosis, we cause an iatrogenic injury, we prescribe
the wrong drug or dose or combination of medicines, we don’t
document appropriately.

With all of our training and knowledge, how is this possible?
How are we forgetting to latch the proverbial door?

For all of you who have worked in a busy urgent care center,
the answer is obvious: the volume and complexity of informa-
tion necessary to practice safely is nearly beyond our ability to
interpret, synthesize, and react to it in a timely fashion.

In short, the depth of our knowledge has become both a bless-
ing and a burden.

In the next issue, I will discuss how we can reduce the likeli-
hood of errors due to ineptitude. If you are like me and can’t wait
until next month, the answer is: The Check List. ■

C O D I N G  Q & A

Claims Processing Manual, Chapter 20, §10.1) described by HCPCS
codes with status indicators other than ‘H’ or ‘N’ are provided in-
cident to a HCPCS codes with status indicators other than ‘H’ or
‘N’ are provided incident to a physician’s service by a hospital out-
patient department, the HCPCS codes for these items should not

be reported because these items represent supplies.”
Q4022 is a code with a Status Indicator of “B” (Codes not rec-

ognized under OPPS—Outpatient Prospective Payment System),
so you do not report this code (or other splint supply Q codes)
on the UB-04. ■
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C A R E E R S
URGENT CARE PHYSICIAN - northern Virginia,

weekends. Fax CV: (703) 830-8391 or Email:
manager@centrevilleurgentcare.com

SOUTHWEST FLORIDA
State-of-the-art urgent care centers in
Lee County are seeking physicians for

full and part time work. Emergency
Medicine or Family Practice, BC/BE
preferred. Competitive salary with
benefits in fully staffed facilities.

Send CV to: hobbsdl@comcast.net
Fax (239) 433-7767 or

contact Larry Hobbs, MD, FACEP
(239) 851-7328

URGENT CARE - Family medicine and Pediatric

clinic aggressively seeking providers for Queen

Creek and Gilbert, Arizona locations. Profit shar-

ing/incentive plans, premium benefits, paid mal-

practice, paid vacation, $10,000 signing bonus

and three months’ salary paid up front with signed

contract! No call, no pagers, no OB, work 3-4

shi f ts/week. Submit  CV to: MDHR@MY

RNOW.COM

Seeking part-time BC/BE EM, IM, and FP
physicians to practice urgent care medicine 

at Dunkirk and Solomons Urgent Care 
Centers in Calvert County, Maryland. Enjoy a
collegial relationship with nurses, mid-level

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

schedule, and competitive compensation.

Dunkirk and Solomons, Maryland

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

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

Email: Recruitment@EMAonline.com

MISSOULA,
MONTANA

Full or part-time BC/BE MD to join existing
department of 4 to staff existing urgent care

facilities. Lab and X-ray on site; open 7
days/week, no call; shifts are 8-12 hours/day.
Western Montana Clinic is a 45-provider
multi-specialty practice, physician-owned

and has been in operation since 1922. 
Amazing quality of life, university town of

65,000. Skiing, fishing, hiking, great schools,
active symphony and arts community. 

Competitive salary/ benefits package.
Contact Valeri Saffer, CEO 
vsaffer@tmimontana.com

or fax (406) 721-3907
MEDICAL DIRECTOR - Nashville: Medical Direc-

torship position with a new company looking to
develop and manage urgent care centers initially
in Nashville, Tennessee and then to expand to
other markets. Preferred candidate will be board
certified in family medicine, emergency medi-
cine, med/ped or internal medicine and with sig-
nificant urgent care/management experience. An
entrepreneurial inclination is desired as the com-
pany hopes to grow rapidly providing future lead-
ership/corporate advancement.The goal is to
open the first center in late 2010 so respond
quickly. Staff level physician openings available
as well. Compensation will be on an hourly rate
based on experience along with comprehensive
benefits. Contact Nancy Agee at: 800-678-7858
ext. 64455; nagee@cejkasearch.com or visit
www.cejkasearch.com. ID#135784C14.

Tallahassee, Florida - Current full-time open position for Emergency Physician at Capital Regional

Medical Center. ABEM/ABOEM certification required. We are an independent democratic practice

group based upon a structure of equity. We live in the communities we serve and take pride in

providing excellent emergency care. We offer equal shareholder opportunities and bonuses

based upon profitability to all of our physicians and handsomely reward those who meet/exceed

standards. Excellent benefits package. Tallahassee offers great outdoor activity, schools,

attractive real estate, and beautiful weather.

Quincy, Florida - Seeking BCEM/AAPS/ABEM physician to staff brand-new, stand alone

Emergency Department (21 miles west of Tallahassee). Projected 1.5 patients per hour. 

We are an independent democratic practice group based upon a structure of equity. 

We offer equal shareholder opportunities and bonuses based upon profitability to all of our

physicians and handsomely reward those who meet/exceed standards. Part or full-time

employee or independent contractor, hourly rate negotiable. 12 hour shifts.

To apply, send CV to: a.lane@southeastemergency.com

Emergency
Physicians

COLORADO - Completely enjoyable practice.
Emergent and urgent house call practice in re-
sort community. Seasonal, locums, or full-time.
Partnership track. Board Certified EM, FP, Ur-
gent Care.  Send resume to: mtdoctor@aol.com
or call: (720) 312 6878.

Reach 12,500 Physicians, Nurse Practitioners and 
Physician Assistants monthly!

Visit www.russelljohns.com for classified advertising information. 

Contact: Trish O’Brien 
(800) 237-9851, ext. 237 • Email: jucm@russelljohns.com

Next available issue is November, closing September 30th.

Contact: Trish O’Brien 
(800) 237-9851 • Email: jucm@russelljohns.com

The only publication dedicated 
to the urgent care profession!

Visit www.russelljohns.com 
for advertising information.. 
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C A R E E R S

www.mpmhealth.com • www.mpmprimarycare.com

Life’s too short to practice medicine just anywhere. An inviting
career opportunity awaits you with Morton Plant Mease Health
Care, a dynamic, multi-hospital Florida health care organization
with an exciting future.

Room to Grow for Quality Physicians
(Board-eligible/board-certified only) J1-Visa not eligible.

Morton Plant Mease is offering exciting opportunities in urgent
care for practicing physicians out-of-area and graduating
residents. Start living the medical career of your dreams in the
Tampa Bay area. Fax your CV to (727) 536-5903 or email to:
physicianrecruitment@mpmprimarycare.com

To learn more about 
rewarding physician 

opportunities, 
Call: (800) 875-8254

A large Community Health Center, with 40 plus years of comprehensive
primary care, and more than 60 dedicated and cohesive staff of 
medical and behavioral health providers, SSCHC is a HPSA site
located in the heart of Milwaukee’s Hispanic community, adjacent to
downtown. Your English/Spanish bilingual skill is essential with our
primarily Spanish-speaking only clientele.  

Located on the western shore of Lake Michigan, Milwaukee provides
Old World charm with world-class entertainment such as symphony,
opera, ballet, theater, major league baseball, NBA basketball, minor
league soccer, hockey, and dining. Milwaukee’s lakefront is home to
the largest music festival in the United States (Summerfest) as well
as several other ethnic based festivals. Known for its beautiful parks
and tree-lined neighborhoods, Milwaukee offers easy access to a
wide range of outdoor activities and natural resources and is within
easy driving distance of Chicago (80 miles). Housing opportunities
are diverse and affordable and Milwaukee offers a low cost-of-
living overall.

SSCHC offers excellent benefits, a competitive salary and a host of
other perquisites in addition to support for your J-1 Visa, National
Health Scholarship and/or Loan Repayment opportunities.

Physician Assistants interested in a full-time position in our
Urgent Care Clinic should email your Curriculum Vitae (CV) to: 

gail.paschall@sschc.org, or send via U.S. Mail: 
Gail Paschall, 16th Street Community Health Center
1032 S. Cesar E. Chavez Dr., Milwaukee, WI 53204

16th Street Community Health Center
(SSCHC)

Milwaukee, Wisconsin

Urgent Care Clinic Physician Assistant

Experienced Nurse Practitioner or 
Physician Assistant Urgent Care Opportunity

Peoria, Illinois

Very fast paced Urgent Care seeks an additional experienced and
certified midlevel provider to serve a growing population. Open
weekdays 9 am – 7 pm and 9 am – 5 pm Saturday and Sunday. Full-
time providers are expected to work every other weekend. Practice
in modern, beautifully designed, functional and well-equipped med-
ical office(s) with other Nurse Practitioners, Physician Assistants
and Board Certified physicians. Broad based diagnostic skills and expe-
rience are essential for practice at our facilities. On-site radiographic
imaging and CLIA waived diagnostics available. Quick assessment and
treatment is important in this fast paced environment. This full time
opportunity offers a very competitive base salary commensurate with
experience plus incentives and a comprehensive benefit package. 

Come be a part of our caring team in Peoria, Illinois, home of the
University of Illinois College of Medicine. Peoria has a greater metro
area population of over 350,000. This thriving city offers downtown
attractions, towering buildings in a picturesque skyline, museums,
ballet, opera, symphony, chorales, theatre, cultural events, art galleries,
major shopping centers with unique upscale shops, beautiful parks,
active recreational activities, award winning golf courses, and professional
minor league sports teams for baseball, hockey and indoor football.

Please Contact or send CV to:
Emily Yezek, OSF Physician Recruitment

309-683-7274 or 800-232-3129, press 8
Fax: 309-683-8353

Email: emily.a.yezek@osfhealthcare.org 
Web: www.osfhealthcare.org 

PRESBYTERIAN HEALTHCARE SERVICES
Albuquerque, New Mexico

Presbyterian Healthcare Services (PHS) is New Mexicoʼs
largest, private, non-profit healthcare system. PHS has
been named one of the “Top Ten Healthcare Systems in
America” and Pres Medical Group employs over 550 providers.
PHS is seeking an experienced Medical Director to lead
our Urgent Care Department. We are also seeking a clini-
cal Urgent Care MD. Our service has grown exponentially since
its inception and we are seeking an enthusiastic individual
to lead our Department. Candidates must be BE/BC in Fam-
ily Practice.    

Enjoy over 300 days of sunshine, a multi-cultural environment
and casual southwestern lifestyle.  Albuquerque has been
recognized as “One of the Top Five Smart cities to Live”
and “Best Place for Business and Careers”. It is also home
to University of New Mexico, a world class university.

These opportunities offer a competitive salary, relocation,
CME allowance, 403(b) with match, 457(b), health, life,

AD&D, disability insurance, life, dental, vision, pre-tax health
and child care spending accounts, malpractice insurance, etc. 

(Not a J-1, H-1 opportunity) EOE. 

For more information contact: Kay Kernaghan 
PHS, PO Box 26666, ABQ, NM 87125

kkernagh@phs.org
(866) 757-5263 or fax (505) 923-5388



BUSINESS BROKER SERVICES – Own a busy,

clinically excellent urgent care practice? Call for

a free consultation from experienced urgent care

business brokers. Contact Tony Lynch or Steve

Mountain at: MT Consulting, (610) 527-8400; or

tony@mtbizbrokers.com; www.mtbizbrokers.com.

C A R E E R S

M A R K E T P L A C E

EQUIPMENT FOR SALE MEDICAL EQUIPMENT PRACTICE SALES

SERVICES

Medical Practice SELL-BUY
View national practice listings 
or contact us for a confidential

discussion regarding 
your practice options.

(919) 848-4202
Email: medlistings@gmail.com

www.medicalpracticelistings.com
In-House: Practice Experts & Attorney

DIGITAL X-RAY AMRAD-ER 400
(Five years old) with software, 

computer monitor and five x-ray plates.

Anthony Delorio, MD 
(315) 793-8856

-

Get results when you place your 
classified ad online!

www.jucm.com

• SELLING YOUR PRACTICE?
• EQUIPMENT FOR SALE?

Place your advertisement in 
The Journal of Urgent Care Medicine
and be seen by 12,500 subscribers, as
well as our unlimited Internet audience.

For classified advertising 
information, contact:  

Trish O’Brien
(800) 237-9851, ext. 237

Fax: (727) 445-9380
jucm@russelljohns.com

Our mission is to deliver 
the highest quality, compassionate, 
patient-oriented care and to provide 

a stable, fulfilling environment 
for health care professionals.

MD/DO — New position available at MercyCare Urgent Care, working flexible
hours including holiday and weekend rotation. Fast-paced work environment
with a strong commitment to quality. Walk-in patient services include minor injury
and illness care, occupational medicine/injured worker care, screening exams. Lab
and X-ray services available on-site. Successful candidates will be board certified
or board eligible in Family Medicine, Emergency Medicine or Internal Medicine.

Please apply on-line at: www.mercycare.org/doctors
MercyCare is an Equal Opportunity Employer

With a circulation of 12,500 urgent care subscribers, your ad placed here will reach: 
family medicine, internal medicine, emergency medicine physicians, 

physician assistants and nurse practitioners!

Visit our website for classified advertising information:

www.russelljohns.com

Contact: Trish O’Brien 
(800) 237-9851, ext. 237 • Fax (727) 445-9380

Email: jucm@rja-ads.com

Contact: Trish O’Brien 
(800) 237-9851 • Fax (727) 445-9380 • Email: jucm@russelljohns.com

Reach a circulation of 12,500 Physicians, Nurse Practitioners, 
and Physician Assistants monthly.

Visit us online: www.russelljohns.com
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D E V E L O P I N G  D A T A

I
n each issue on this page, we report on research from or relevant to the emerging urgent care marketplace. This month, we present
data that shed light on reasons parents may be taking their children to the emergency room instead of to their pediatricians, even
for non-urgent care.

Researchers at Columbia University Medical Center in New York City report that between 1997 and 2006, there’s been a shift in those
reasons; where perceived need for immediate care used to be the most likely reason, today’s most prevalent rationale is  perceived limited
access to the pediatrician. More parents in 2006 also reported that they think clinicians in the ED have more expertise than those in
the pediatrician’s office.

Interestingly, the percentage of uninsured children has remained essentially unchanged (roughly 5%, according to the researchers).

Source: Columbia University Medical Center. Parents increasingly choose ER over pediatrician for children’s non-urgent care. July 26, 2010. Available at
http://cumc.columbia.edu.

Clearly, the data indicate that many parents are not fully satisfied with the care their children are getting in the pediatri-
cian’s office. Might those parents be inclined to take them to an urgent care center, where they’re likely to spend less time
and money, next time?

Perhaps more to the point, are your marketing message and initiatives reaching them so they can make an informed choice?

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

REASONS PARENTS CHOOSE THE ED OVER THE PEDIATRICIAN'S  OFFICE
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