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Pregnancy

Effects. Preg y Category C: Reproduction studies have been performed in rats and mice
using oral doses of up to 100 mg/kg and IV doses up to 30 mg/kg and have revealed no evidence of harm
to the fetus as a result of ciprofloxacin. In rabbits, ciprofloxacin (30 and 100 mg/kg orally) produced gas-
trointestinal disturbances resulting in maternal weight loss and an increased incidence of abortion, but
no teratogenicity was observed at either dose. After intravenous administration of doses up to 20 mg/kg,
no maternal toxicity was produced in the rabbit, and no embryotoxicity or teratogenicity was observed.
Corticosteroids are generally teratogenic in laboratory animals when administered systemically at rela-
tively low dosage levels. The more potent corticosteroids have been shown to be teratogenic after dermal

application in laboratory animals. Animal reproduction studies have not been conducted with CIPRODEX®

broad-spectrum antibacterial agent, ciprofloxacin hydrochloride, combined with the anti
corticosteroid, dexamethasone, in a sterile, preserved suspension for otic use. Each mL of CIPRUDEXO
Otic contains Clprofloxacm hydrochlorlde (equwalent to 3 mg ciprofloxacin base), 1 mg dexamethasone,
and 0.1 mg benzalkonium chloride as a preservative. The inactive ingredients are boric acid, sodium chlo-
ride, hydroxyethyl cellulose, tyloxapol, acetic acid, sodium acetate, edetate disodium, and purified water.
Sodium hydroxide or hydrochloric acid may be added for adjustment of pH.

Ciprofloxacin, a fluoroquinolone is available as the monohydrochloride monohydrate salt of 1-cyclo-
propyl-6-fluoro-1,4-dihydro-4-oxo-7-(1-piperazinyl)-3-quinolinecarboxylic acid. The empirical formula is
C17H18FN303-HCI-H20. Dexamethasone, 9-fluoro-11(beta),17,21-trihydroxy-16(alpha)-methylpregna-1,
4-diene-3,20-dione, is an anti-inflammatory corticosteroid. The empirical formula is C22H29F05.

CLINICAL PHARMACOLOGY

Pharmacokinetics: Following a single bilateral 4-drop (total dose = 0.28 mL, 0.84 mg ciprofloxacin, 0.28 mg
dexamethasone) topical otic dose of CIPRODEX® Otlc to pedlatrlc pat|ents after tympanostomy tube inser-
tion, measurable plasma concentrations of ciprofl in and d were observed at 6 hours
followmg administration in 2 of 9 patients and 5 of 9 patients, respectively.

Mean = SD peak plasma concentrations of ciprofloxacin were 1.39 = 0.880 ng/mL (n=9). Peak plasma
concentrations ranged from 0.543 ng/mL to 3.45 ng/mL and were on average approximately 0.1% of
peak plasma concentrations achieved with an oral dose of 250-mg ¥. Peak plasma concentrations of
ciprofloxacin were observed within 15 minutes to 2 hours post dose application. Mean + SD peak plasma
concentrations of dexamethasone were 1.14 + 1.54 ng/mL (n=9). Peak plasma concentrations ranged from
0.135 ng/mL to 5.10 ng/mL and were on average approximately 14% of peak concentrations reported in
the literature following an oral 0.5-mg tablet dose!”. Peak plasma concentrations of dexamethasone were
observed within 15 minutes to 2 hours post dose application. Dexamethasone has been added to aid in the
resolution of the inflammatory response accompanying bacterial infection (such as otorrhea in pediatric
patients with AOM with tympanostomy tubes).

Microbiology: Ciprofloxacin has in vitro activity against a wide range of gram-positive and gram-negative
microorganisms. The bactericidal action of ciprofloxacin results from interference with the enzyme, DNA
gyrase, which is needed for the synthesis of bacterial DNA. Cross-resistance has been observed between
ciprofloxacin and other fluoroquinolones. There is generally no cross-resistance between ciprofloxacin
and other classes of antibacterial agents such as beta-lactams or aminoglycosides.

Ciprofloxacin has been shown to be active against most isolates of the following microorganisms, both
in vitro and clinically in otic infections as described in the INDICATIONS AND USAGE section.

Aerobic and facultative gram- -positive microorganisms: Staphy/ aureus, Strep pneu-
moniae. Aerobic and f; gram i ilus influenzae, Moraxelia
catarrhalis, Pseudamanas aeruginosa.

INDICATIONS AND USAGE: CIPRODEX® Otic is indicated for the treatment of infections caused by sus-
ceptible isolates of the designated microorganisms in the specific conditions listed below: Acute Otitis
Media in pediatric patients (age 6 munths and older) with tympanostomy tubes due to Staphylococcus
aureus, Stre H, hilus influenzae, Moraxella catarrhalis, and Pseudomonas
aerugmasa Acute Otitis Externa in pedlatnc (age 6 months and older), adult and elderly patients due to
Staphy aureus and Pseud aeruginosa.

CONTRAINDICATIONS

CIPRODEX® Otic is contraindicated in patients with a history of hypersensitivity to ciprofloxacin, to other
quinolones, or to any of the components in this medication. Use of this product is contraindicated in viral
infections of the external canal including herpes simplex infections.

WARNINGS

FOR OTIC USE ONLY (This product is not approved for ophthalmic use.) NOT FOR INJECTION

CIPRODEX® Otic should be discontinued at the first appearance of a skin rash or any other sign of hyper-
sensitivity. Serious and occasionally fatal hypersensitivity (anaphylactic) reactions, some following the
first dose, have been reported in patients receiving systemic quinolones. Serious acute hypersensitivity
reactions may require immediate emergency treatment.

PRECAUTIONS
General: As with other antibacterial preparations, use of this product may result in overgrowth of nonsus-
ceptible organisms, including yeast and fungi. If the infection is not improved after one week of treatment,
cultures should be obtained to guide further treatment. If otorrhea persists after a full course of therapy, or
if two or more episodes of otorrhea occur within six months, further evaluation is recommended to exclude
an underlying condition such as cholesteatoma, foreign body, or a tumor. The systemic administration
of quinolones, including ciprofloxacin at doses much higher than given or absorbed by the otic route,
has led to lesions or erosions of the cartilage in weight-bearing joints and other signs of arthropathy in
immature animals of various species. Guinea pigs dosed in the middle ear with CIPRODEX® Otic for one
month exhibited no drug-related structural or functional changes of the cochlear hair cells and no lesions
in the ossicles. CIPRODEX® Otic was also shown to lack dermal sensitizing potential in the guinea pig
when tested according to the method of Buehler. No signs of local irritation were found when CIPRODEX®
Otic was applied topically in the rabbit eye. Information for Patients: For otic use only. (This product is not
approved for use in the eye.) Warm the bottle in your hand for one to two minutes prior to use and shake
well immediately before using. Avoid contaminating the tip with material from the ear, fingers, or other
sources. Protect from light. If rash or allergic reaction occurs, discontinue use immediately and contact
your physician. It is very important to use the ear drops for as long as the doctor has instructed, even if
the symptoms improve. Discard unused portion after therapy is completed. Acute Otitis Media in pediatric
patients with tympanostomy tubes: Prior to administration of CIPRODEX® Otic in patients (6 months and
older) with acute otitis media through tympanostomy tubes, the solution should be warmed by holding
the bottle in the hand for one or two minutes to avoid dizziness which may result from the instillation of a
cold solution. The patient should lie with the affected ear upward, and then the drops should be instilled.
The tragus should then be pumped 5 times by pushing inward to facilitate penetration of the drops into
the middle ear. This position should be maintained for 60 seconds. Repeat, if necessary, for the opposite
ear (see DOSAGE AND ADMINISTRATION). Acute Otitis Externa: Prior to administration of CIPRODEX®
Otic in patients with acute otitis externa, the solution should be warmed by holding the bottle in the
hand for one or two minutes to avoid dizziness which may result from the instillation of a cold solution.
The patient should lie with the affected ear upward, and then the drops should be instilled. This position
should be maintained for 60 seconds to facilitate penetration of the drops into the ear canal. Repeat, if
necessary, for the opposite ear (see DOSAGE AND ADMINISTRATION).
Drug Interactions: Specific drug interaction studies have not been conducted with CIPRODEX® Otic.
M Impairment of Fertility: Long-term carcinogenicity studies in mice
and rats have been completed for ciprofloxacin. After daily oral doses of 750 mg/kg (mice) and 250
mg/kg (rats) were administered for up to 2 years, there was no evidence that ciprofloxacin had any
carcinogenic or tumorigenic effects in these species. No long term studies of CIPRODEX® Otic have
been performed to evaluate carcinogenic potential. Eight in vitro mutagenicity tests have been con-
ducted with ciprofloxacin, and the test results are listed below: Sa/mone/fa/lMicrosome Test (Negative),
E. coli DNA Repair Assay (Negative), Mouse Lymphoma Cell Forward Mutation Assay (Positive),
Chinese Hamster V79 Cell HGPRT Test (Negative), Syrian Hamster Embryo Cell Transformation Assay
(Negative), Saccharomyces cerevisiae Point Mutation Assay (Negative), Saccharomyces cerevisiae
Mitotic Crossover and Gene Conversion Assay (Negative), Rat Hepatocyte DNA Repair Assay (Positive).
Thus, 2 of the 8 tests were positive, but results of the following 3 in vivo test systems gave negative results:
Rat Hepatocyte DNA Repair Assay, Micronucleus Test (Mice), Dominant Lethal Test (Mice). Fertility studies
performed in rats at oral doses of ciprofloxacin up to 100 mg/kg/day revealed no evidence of impairment.
This would be over 100 times the maximum recommended clinical dose of ototopical ciprofloxacin based
upon body surface area, assuming total absorption of ciprofloxacin from the ear of a patient treated with
CIPRODEX® Otic twice per day according to label directions. Long term studies have not been performed to
evaluate the carcinogenic potential of topical otic dexamethasone. Dexamethasone has been tested for in
vitro and in vivo genotoxic potential and shown to be positive in the following assays: chromosomal aberra-
tions, sister-chromatid exchange in human lymphocytes and micronuclei and sister-chromatid exchanges
in mouse bone marrow. However, the Ames/Salmonella assay, both with and without S9 mix, did not show
any increase in His+ revertants. The effect of dexamethasone on fertility has not been investigated follow-
ing topical otic application. However, the lowest toxic dose of dexamethasone identified following topical
dermal application was 1.802 mg/kg in a 26-week study in male rats and resulted in changes to the testes,
epididymis, sperm duct, prostate, seminal vessicle, Cowper’s gland and accessory glands. The relevance
of this study for short term topical otic use is unknown.

Otic. No adequate and well controlled studies have been performed in pregnant women. Caution should be
exercised when CIPRODEX® Otic is used by a pregnant woman.

Nursing Mothers: Ciprofloxacin and corticosteroids, as a class, appear in milk following oral administration.
Dexamethasone in breast milk could suppress growth, interfere with endogenous corticosteroid produc-
tion, or cause other untoward effects. It is not known whether topical otic administration of ciprofloxacin
or dexamethasone could result in sufficient systemic absorption to produce detectable quantities in
human milk. Because of the potential for unwanted effects in nursing infants, a decision should be made
whether to discontinue nursing or to discontinue the drug, taking into account the importance of the drug
to the mother.

Pediatric Use: The safety and efficacy of CIPRODEX® Otic have been established in pediatric patients
6 months and older (937 patients) in adequate and well-controlled clinical trials. Although no data are avail-
able on patients less than age 6 months, there are no known safety concerns or differences in the disease
process in this population that would preclude use of this product. (See DOSAGE AND ADMINISTRATION.)
No clinically relevant changes in hearing function were observed in 69 pediatric patients (age 4 to 12 years)
treated with CIPRODEX® Otic and tested for audiometric parameters.

ADVERSE REACTIONS

In Phases Il and Ill clinical trials, a total of 937 patients were treated with CIPRODEX® Otic. This included
400 patients with acute otitis media with tympanostomy tubes and 537 patients with acute otitis externa.
The reported treatment-related adverse events are listed below:

Acute Otitis Media in pediatric patients with tympanostomy tubes: The following treatment-related
adverse events occurred in 0.5% or more of the patients with non-intact tympanic membranes.

Adverse Event Incidence (N=400)
Ear discomfort 3.0%
Ear pain 2.3%
Ear precipitate (residue) 0.5%
Irritability 0.5%
Taste perversion 0.5%

The following treatment-related adverse events were each reported in a single patient: tympanostomy tube
blockage; ear pruritus; tinnitus; oral moniliasis; crying; dizziness; and erythema. Acute Otitis Externa: The
following treatment-related adverse events occurred in 0.4% or more of the patients with intact tympanic
membranes.

Adverse Event Incidence (N=537)

Ear pruritus 1.5%
Ear debris 0.6%
Superimposed ear infecti 0.6%
Ear i 0.4%
Ear pain 0.4%
Erythema 0.4%

The following treatment-related adverse events were each reported in a single patient: ear discomfort;
decreased hearing; and ear disorder (tingling).

DOSAGE AND ADMINISTRATION

CIPRODEX® OTIC SHOULD BE SHAKEN WELL IMMEDIATELY BEFORE USE

CIPRODEX® Otic contains 3 mg/mL (3000 pg/mL) ciprofloxacin and 1 mg/mL dexamethasone.

Acute Otitis Media in pediatric patients with tympanostomy tubes: The recommended dosage regimen for
the treatment of acute otitis media in pediatric patients (age 6 months and older) through tympanostomy
tubes is: Four drops (0.14 mL, 0.42 mg ciprofloxacin, 0.14 mg dexamethasone) instilled into the affected ear
twice daily for seven days. The solution should be warmed by holding the bottle in the hand for one or two
minutes to avoid dizziness, which may result from the instillation of a cold solution. The patient should lie
with the affected ear upward, and then the drops should be instilled. The tragus should then be pumped
5 times by pushlng inward to facilitate penetration of the drops into the middle ear. This position should
be d for 60 seconds. Repeat, if y, for the opposite ear. Discard unused portion after
therapy is completed. Acute Otitis Externa: The recommended dosage regimen for the treatment of acute
otitis externa is: For patients (age 6 months and older): Four drops (0.14 mL, 0.42 mg ciprofloxacin, 0.14 mg
dexamethasone) instilled into the affected ear twice daily for seven days. The solution should be warmed
by holding the bottle in the hand for one or two minutes to avoid dizziness, which may result from the instil-
lation of a cold solution. The patient should lie with the affected ear upward, and then the drops should be
instilled. This position should be maintained for 60 seconds to facilitate penetration of the drops into the ear
canal. Repeat, if necessary, for the opposite ear. Discard unused portion after therapy is completed.

HOW SUPPLIED

CIPRODEX® (ciprofloxacin 0.3% and dexamethasone 0.1%) Sterile Otic Suspension is supplied as follows:
5 mL fill and 7.5 mL fill in a DROP-TAINER® system. The DROP-TAINER® system consists of a natural
polyethylene bottle and natural plug, with a white polypropylene closure. Tamper evidence is provided
with a shrink band around the closure and neck area of the package. NDC 0065-8533-01, 5 mL fill; NDC
0065-8533-02, 7.5 mL fill. Storage: Store at controlled room temperature, 15°C to 30°C (59°F to 86°F). Avoid
freezing. Protect from light.

Clinical Studies: In a randomized, multicenter, controlled clinical trial, CIPRODEX® Otic dosed
2 times per day for 7 days demonstrated clinical cures in the per protocol analysis in 86% of
AOMT patients compared to 79% for ofloxacin solution, 0.3%, dosed 2 times per day for 10 days.
Among culture positive patients, clinical cures were 90% for CIPRODEX® Otic compared to 79% for
ofloxacin solution, 0.3%. Microbiological eradication rates for these patients in the same clinical
trial were 91% for CIPRODEX® Otic compared to 82% for ofloxacin solution, 0.3%. In 2 randomized
multicenter, controlled clinical trials, CIPRODEX® Otic dosed 2 times per day for 7 days demonstrated
clinical cures in 87% and 94% of per protocol evaluable AOE patients, respectively, compared to 84%
and 89%, respectively, for otic suspension containing neomycin 0.35%, polymyxin B 10,000 IU/mL, and
hydrocortisone 1.0% (neo/poly/HC). Among culture positive patients clinical cures were 86% and 92% for
CIPRODEX® Otic compared to 84% and 89%, respectively, for neo/poly/HC. Microbiological eradication
rates for these patients in the same clinical trials were 86% and 92% for CIPRODEX® Otic compared to 85%
and 85%, respectively, for neo/poly/HC.
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& I LETTER FROM THE EDITOR-IN-CHIEF

Defining Urgent Care

n this issue of JUCM, The Journal of Urgent

Care Medicine, we excerpt the landmark

report, “No Appointment Needed: The

Resurgence of Urgent Care Centers in the
United States”. Funded by the California
HealthCare Foundation, and authored by
Robin M. Weinick, PhD and Renée M. Betancourt, BA, the report
represents the first comprehensive look into urgent care practice
and the urgent care industry.

Everything from business models and staffing to healthcare
delivery and training is discussed.

While the report clarifies many aspects of urgent care practice,
questions remain. Paramount among them: What constitutes an
urgent care center? The report concedes there is no nationally
accepted definition, but ventures that there are a few distin-
guishing characteristics, such as an emphasis on walk-in or un-
scheduled patients, extended evening and weekend hours, and
an array of services that exceeds those offered in a traditional pri-
mary care practice. We acknowledge the importance of more
clearly defining and benchmarking urgent care practice, and Dr.
Weinick’s work is the first effort towards this end.

As an assistant professor at Harvard Medical School and a
senior scientist at the Institute for Health Policy, Massachusetts
General Hospital, Dr. Weinick has focused her research career, in
part, on improving access to quality healthcare in the United
States. Recently, she has taken a specific interest in urgent care
as a healthcare delivery model, as witnessed in her ground-
breaking report.

UCAOA was so impressed with her work that we decided to
provide funding to support the expansion of her research in the
field. Dr. Weinick is now engaged in the development of the first
national urgent care sampling frame and first formal urgent care
benchmarking study.

Dr. Weinick’s experience and leadership in health services re-
search ensures proper study design, methods, and power, all of
which lend credibility to the findings, and legitimately put ur-
gent care on the map of our nation’s healthcare delivery system.

We all see the everyday impact of urgent care. It is now time
to formally quantify that impact and qualify what we do and
how we do it. This is the critical work of an evolved organization
representing an evolving discipline.

UCAOA is proud to provide full funding for this project, and

will use its results to support the interests of urgent care practi-
tioners, industry, and patients alike.

In addition to this project, UCAOA, in an effort to better
disseminate the core competencies of urgent care practice,
has hired two consultants to provide our members value-
added content to improve their clinical care and practice man-
agement alike.

Alan Ayers, MBA, MAcc will be tasked with developing prac-
tice management tools and our business curriculum, as well as
unique ways to bring this material to our members. Alan brings
a wealth of consulting expertise, and has proven success as an
urgent care business leader.

On the clinical front, UCAOA welcomes Dr. Phillip Disraeli as
director of clinical program development. Dr. Disraeli is a sea-
soned urgent care practitioner and former family medicine res-
idency director. He will be working to bring our members unique
learning opportunities at all skill levels.

As highlighted in Dr. Weinick’s report, the clinical competen-
cies in urgent care medicine are broad. To ensure our practi-
tioners deliver the highest quality care, we believe strongly in
the need for specific urgent care training both for new graduates
and experienced practitioners. In addition, Dr. Disraeli will work
with the quality committee in their efforts to establish “best
practices” in urgent care.

Just some of the ways UCAOA is working for you, building a
stronger urgent care industry behind excellence in clinical prac-
tice and benchmarked standards.

Please support our efforts by becoming a member of UCAOA,
joining us at the 2008 Urgent Care Annual Convention in New
Orleans (April 29-May 2), and contributing to our many efforts,
including this journal. Visit www.ucaoa.org to learn more. M

P
// A
e -~
T A
. t \\\

Lee A. Resnick, MD

Editor-in-Chief

JUCM, The Journal of Urgent Care Medicine
President, UCAOA
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Peter Rosen, MD

BOUNCEBACKS

21 The Case of a 46-Year-Old Man
with Neck and Upper Back Pain

A patient who presents with neck and trapezius pain illustrates how recognizing
high-risk patients clears the way for thorough evaluation and appropriate
documentation of follow-up.

By Michael B. Weinstock, MD and Ryan Longstreth, MD, FACEP

CASE REPORT

26 Ruptured Ectopic Pregnancy
with a Negative Urine Pregnancy Test

A 36-year-old woman’s R hCG levels say she’s not pregnant. Would you be prepared
for the possibility of a ruptured ectopic pregnancy under the circumstances?

By Yi-An A. Lee, MD, MPH, Gino Farina, MD, and Helene Lhamon, MD

URGENT CARE UPDATE

35 No Appointment Needed: The Resurgence
of Urgent Care Centers in the United States

Urgent care is on the rise in the United States, according to a new report from the
California HealthCare Foundation, excerpted here.

Prepared for the California HealthCare Foundation by Robin M. Weinick, PhD and
Renée M. Betancourt, BA
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11 Assessment and Management of
Common Hand Infections

Relatively simple surgical procedures for treating many hand
infections can be performed in the urgent care setting.
Untreated or undertreated, however, those common infections
can turn into disabling conditions.

By Arthur R. Smolensky, MD, Samuel M. Keim MD, MS, and
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the evolution of urgent care medicine by creat-
ing content that addresses both the clinical prac-
tice of urgent care medicine and the practice
management challenges of keeping pace with an
ever-changing healthcare marketplace. As the
Official Publication of the Urgent Care Association
of America, JUCM seeks to provide a forum for
the exchange of ideas and to expand on the
core competencies of urgent care medicine as
they apply to physicians, physician assistants, and
nurse practitioners.

JUCM The Journal of Urgent Care Medicine (JUCM) makes every
effort to select authors who are knowledgeable in their fields.
However, JUCM does not warrant the expertise of any author in
a particular field, nor is it responsible for any statements by such
authors. The opinions expressed in the articles and columns are
those of the authors, do not imply endorsement of adver-
tised products, and do not necessarily reflect the opinions or
recommendations of Braveheart Publishing or the editors and
staff of JUCM. Any procedures, medications, or other courses of
diagnosis or treatment discussed or suggested by authors
should not be used by clinicians without evaluation of their
patients’ conditions and possible contraindications or dan-
gers in use, review of any applicable manufacturer’s product
information, and comparison with the recommendations of
other authorities.
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Take, for example, hand infec-
tions that might be presented
fairly commonly in urgent care.
Relatively simple surgical proce-
dures can be performed on site,
but those infections can blossom into dis-
abling conditions if misdiagnosed or misman-
aged. An original article by Arthur R. Smolen-
sky, MD, Samuel M. Keim, MD, and Peter
Rosen, MD, Assessment and Management of
Common Hand Infections in Urgent Care (page 11), reviews
how to diagnose and treat appropriately and efficiently.

Dr. Smolensky is an emergency medicine physician at the
University of Arizona, where Dr. Keim is associate head and
residency director of the Department of Emergency Medicine
and Dr. Rosen is a clinical professor. In addition, Dr. Rosen is
a member of the JUCM Advisory Board.

P Further emphasizing the fact
that things aren’t always what
they seem is the latest Bounce-
backs feature by Michael B.
Weinstock, MD and Ryan
Longstreth, MD, FACEP. In this issue, they share a case
that explores how recognizing high-risk patients as early as

I]resentations that seem straightforward at the outset can turn out to be something else all
together, leading to potentially dire consequences.

possible allows for thorough evaluation and appropriate
documentation of follow-up (page 21).

We’re also pleased to bring you an original case report
(Ruptured Ectopic Pregnancy with a Negative Urine Pregnan-
cy Test, page 26), in which Yi-An A. Lee, MD, MPH, Gino
Farina, MD, and Helene Lhamon, MD further illustrate the
necessity to look beyond what seems like the obvious conclu-
sion.

Finally, the California HealthCare Foundation
(CHCF) recently issued a report on the state of
urgent care medicine in the United States.

(It’s on the rise, in case you were wondering.)

The report was co-authored by JUCM Advisory s

Board member Robin M. Weinick, PhD and Renée M.
Betancourt, BA. CHCF granted us permission to include
excerpts in this issue, which you’ll find on page 35.

Of course, inside you’ll also find typically excellent contri-
butions from Nahum Kovalski, BSc, MDCM (Abstracts in
Urgent Care), Frank Leone, MBA, MPH (Occupational Med-
icine), John Shufeldt, MD, JD, MBA, FACEP (Health Law),
and David Stern, MD (Coding Q&A). As always, we're grate-
ful for their ongoing support.

If you'd like to contribute to JUCM, please send an e-mail
to Editor-in-Chief Lee A. Resnick, MD, at editor@jucm.com.l

To Submit an Article to JUCM

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

Manuscripts on clinical or practice management topics
should be 2,600-3,200 words in length, plus tables, figures,
pictures, and references. Articles that are longer than this will,
in most cases, need to be cut during editing.

We prefer submissions by e-mail, sent as Word file attach-
ments (with tables created in Word, in multicolumn format)
to editor@jucm.com. The first page should include the title of
the article, author names in the order they are to appear, and

the name, address, and contact information (mailing address,
phone, fax, e-mail) for each author.

Before submitting, we recommend reading “Instructions for
Authors,” available at www.jucm.com.

To Subscribe to JUCM

JUCM s 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

Look Out, World!

B LOU ELLEN HORWITZ, MA

et's talk about growth for a moment. | know that 99% of the

urgent care owners | talk to are so busy they can hardly

breathe. We are hearing average patients per day numbers
of 57, 78, even 112 at one clinic in the Northwest. Everyone
agrees, this is a good thing—but wow, are we busy!

All the retail clinic press coverage notwithstanding, it's urgent
care that’s truly on the move. We still don’t have an accurate
count of all the centers in the country, but our new bench-
marking study will take another giant leap toward having that
data. (Surveys will start mailing in January, so we’ll share more
about that in December’s column.)

I hope you all are seeing the same levels of demand in your
own centers. Not only is it good for you, it's obviously good for
your community, and good for the entire field of urgent care.
One thing that has become clear to us over the past year is that
the more of us there are in urgent care, the more the medical
community and payor community will pay attention to what we
have to say.

While UCAOA has always been happy to attract new mem-
bers, one particular fact—the need for a strong voice—makes our
mandate for growth more important than ever.

So, while it’s not typically my intent to use this space to sell
anything to you, | would ask you to do one thing for us: tell your
friends about UCAOA. And even if you aren’t typically a “joiner,”
we want you to become a member; your alliance is extremely
important and will help empower UCAOA to truly be represen-
tative of the entire field of urgent care.

Internal Growth
That said, | want to share a little bit about our own growth, and
also about the growth of the UCAOA Urgent Care Convention
we’re planning for 2008.

Thanks (we believe) to a strong devotion to our members
and their needs, we have been privileged to be able to con-

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

tinue expanding the staff at UCAOA, so that we can contin-
ue expanding our ability to play a role in the success of
your urgent care centers.

Our full-time staff has grown to four people (come and
meet them on the website in the About Us area of
www.ucaoa.org) who work hard every day to exceed your expec-
tations. By the way, we'd also love to know how you think we are
doing.

In addition to our full-time staff, we have recently wel-
comed Phillip Disraeli, MD, FAAFP and Alan Ayers, MBA,
MAcc as our two newest collaborators. We will leverage
the expertise of these two individuals to enhance the content
on our website, in print, and at the conferences so we can
bring you improved and expanded information on both the
clinical and business sides of urgent care. We look forward to
sharing their contributions with you.

2008 Convention
Lastly, | want to share a sneak peek at how the upcoming 2008
Urgent Care Convention is growing.

We are almost doubling the topic offerings for the next con-
vention—you wanted more choices, and you're going to get
them. However, choosing what offerings to go to will be your
biggest challenge, because they’re all great.

We're also expanding the Starting a New Urgent Care Center
program from one day to two days; there’s just too much you
need to know to fit into one day. This will provide a good start-
ing point for those new to urgent care, so we can focus the rest
of the convention on more advanced topics for all of you veter-
ans out there.

There’s more, but you'll have to wait for the brochure to
see it. We hope to have it in the mail by mid-December.

I know many of you have already marked the 2008 conven-
tion dates on your calendar (April 29-May 2), but you may
want to add a few days on the front or back of that, because we
are there right between the two weeks of JazzFest—as if our con-
vention isn’t going to be entertaining enough!

Hope everyone has a Happy Thanksgiving, and on behalf of
all of us at UCAOA, know that we are thankful for you and for all
that you do to improve the healthcare of our communities. M

WWW.jucm.com
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Clinical

Assessment and Management of

Common Hand Infecfions

Urgent message: Common superficial hand infections may be man-
aged easily by the urgent care physician. Left untreated or under-
treated, however, simple hand infections may progress to disabling
conditions requiring urgent sub-specialty management.

Arthur R. Smolensky, MD, Samuel M. Keim, MD, MS, and Peter Rosen, MD

Introduction
he hand is an intricate
and crucial feature of the
human body. Yet, with
the exception of superfi-
cial cellulitis, common
hand infections require rela-
tively simple surgical proce-
dures—many of which can
be performed in the urgent
care setting.

Proper diagnosis and man-
agement is essential in pre-
venting significant morbidity
related to these infections.
Many hand infections do well
with early splinting, antibi-
otics, and pain control,
whereas more advanced in-
fections require incision and
drainage.

This article will focus on and distinguish among types
of hand infections seen commonly in urgent care.

FELON

Pathophysiology

A felon is an infection of the pulp of the distal finger or
thumb. It differs from other subcutaneous abscesses be-
cause of the presence of 15 to 20 septa that run along

WWW.jucm.com

the long axis of the finger
that divide the pulp into
small superficial compart-
ments.

Abscesses in these small
noncompliant spaces can be
extremely painful, and
swelling in this area can lead
to necrosis before any fluctu-
ance can be observed.

Additionally, because the
septa attach to the perios-
teum, spread of the infection
can lead to osteomyelitis of
the distal phalanx.!

The septa do, however,
provide a barrier that pro-
tects the joint space and ten-
don sheath by limiting the
proximal spread of the infec-
tion. The usual cause is pen-
etrating trauma with secondary bacterial invasion.

© Colin Anderson/Brand X/Corbis; Clinical Images: PhotoResearchers Inc.; Digital Composite: Tom DePrenda

Clinical Features
The most commonly affected digits are the thumb and
index finger. Common predisposing causes include
wood splinters, bits of glass, abrasions, and minor punc-
ture wounds.

Staphylococcus aureus is the most common organism,
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ASSESSMENT AND MANAGEMENT OF COMMON HAND INFECTIONS

TABLE 1. MANAGEMENT OF COMMON INFECTIONS, BY TYPE

INFECTION MANAGEMENT

the entire digit distal to the infiltra-
tion site, which is most often placed
at the level of the metacarpal-pha-

o . langeal joint. In cross-section, the
Felon ® Incision and drainage - digital nerves lie approximately at 4
- Digital block for postoperative discomfort and 8 o’ clock. Slow infiltration of
= Antibiotics in advance of culture results ) K
1 ml to 2 ml of local anesthetic on
Paronychia ® Warm compresses/soaks for 20 minutes, three times daily each side of the digit at these loca-
= Antibiotic therapy tions will typically result in a good
® Incision and drainage block. For thumbs, it is necessary to
- Digital block for more extensive infection administer a third subcutaneous in-
- Post-incision: irrigation and packing, if possible .. .
jection line across the dorsum of
Herpetic whitlow = Often resolves in 2-3 weeks th_e C_ﬁglt .at the same I_EVEL Avo%d fid'
® Objective: Prevention of oral inoculation, spread of ministering anesthetics containing
infection, symptomatic relief epinephrine.
The incision should be made
Pyogenic flexor ® Early infection: IV antibiotics, position of function, along the ulnar aspects of the sec-
tenosynovitis splinting, elevation ond through fourth digits (index
B Empiric therapy g . g ’
® Early involvement of hand surgeon long, and nng ﬁngers) and the ra-
dial aspects of the first and fifth dig-

but Streptococcus species, anaerobes, and gram-negative
organisms are also encountered frequently. Therefore,
one should always consider a polymicrobial etiology. A
Gram’s stain and culture should be obtained, as these in-
fections may be difficult to eradicate and chronic infec-
tions may be caused by atypical organisms.?

Clinically, a felon begins as an area of cellulitis and in-
flammation that progresses rapidly to throbbing, pain,
swelling, and pressure in the distal pulp space.

It is important to not confuse a felon with a her-
petic whitlow, as incision-and-drainage is not neces-
sary in the latter and may cause additional morbidity.
Clues are the presence of herpetic ulcers in the mouth
or a past history of canker sores. The location of the
infection is also helpful in making the distinction,
since the herpetic lesion is usually paronychial rather
than in the pulp space.

Management
Traditional management of felons emphasizes early in-
cision and drainage. A common error is to await the ap-
pearance of fluctuance before initiating surgical incision.
Since the fascial septa prevent fluctuance, this error can
lead to necrosis of the distal digit.
Most felons can be drained by a single lateral incision.?
A digital block using a long-acting anesthetic such as
0.25% bupivacaine should be used because postoperative
discomfort is considerable. The digital block anesthetizes
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its (thumb and little finger), avoid-
ing the pincher (palmar) surfaces.

The incision should be made 0.5 cm distal to the DIP
joint crease and dorsal to the neurovascular bundle of
the fingertip, and go to the free edge of the nail.

Alternatively, a single volar longitudinal incision can
be performed.* The wound should be irrigated and, if
possible, loosely packed with gauze. The packing should
be removed in two to three days, and allowed to heal
without secondary closure.

Most felons are also treated with antibiotics until
culture results are obtained. Depending on the local
prevalence of methicillin-resistant Staphylococcus au-
reus, appropriate antibiotics should be given for at least
tive days. [Note: A future issue of JUCM will discuss
MRSA in detail.]

Incision techniques not recommended include the
“fish-mouth” incision, the “hockey stick” (or “J”) inci-
sion, and the transverse palmar incision. These incisions
are more likely to result in painful, sensitive scars and
damage to neurovascular structures.*

Bilateral incisions used to drain felons commonly
leave unstable finger pads or may result in painful neu-
romas or aesthetic fingertips. “Fish-mouth” incisions
may destroy blood supply to the fingertip.? Longitudi-
nal midline incisions on the volar surface may leave
scars over an important area for sensation.

Any incision that is made too deeply and proxi-
mally can injure the flexor tendon sheath and initi-
ate a tenosynovitis.
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