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D
espite being a recent healthcare phenomenon, urgent

care centers are responsible for a growing percentage

of outpatient healthcare, with an estimated 160 mil-

lion total annual visits at more than 9,300 sites in the

United States.1,2 This is attributed to long wait times in

hospital emergency departments for nonemergent care,

the shortage of primary care providers, a greater number

of patients entering the healthcare system due to the

Affordable Care Act, and patients’ desire for immediate

access to care.2 These clinics do not require appoint-

ments, are usually conveniently located, are open 7 days

a week, and have extended evening hours. This makes

them an attractive option for patients seeking medical

care for common episodic illnesses.

Urgent care is considered a cross between emergency

care and family practice, with the predominant focus

on acute presentations of disorders on the lower end of

disease severity.3 The majority of patients present with

symptoms of acute respiratory infections such as cough,

fever, and sore throat and are diagnosed with the com-

mon cold, rhinosinusitis, pharyngitis, influenza, acute

otitis media, bronchitis, and pneumonia. These account

for up to 60% of patient visits.1,4

While these problems can be viral or bacterial in

nature, they are often associated with antibiotic use. It

is estimated that up to 50% of antibiotics prescribed in

outpatient settings are either unnecessary or are inap-

propriate in selection, dose, or duration.5 This type of

prescribing is the main factor contributing to antibiotic

resistance, making this a concern in urgent care sites and

requiring the education of providers.5-7

Antibiotic Resistance

Antibiotic resistance is a serious public health threat in

the U.S., resulting in more than 2 million people who

become ill with drug-resistant organisms annually; 23,000
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die as a result.7 While antibiotic resistance was once only

associated with hospital settings, recent data show there

are now resistant organisms in outpatient settings.8 Cli-

nicians play a part by giving antibiotics for illnesses when

they are not needed. Some reasons cited for this are

patient expectations, limited time with patients, poor

communication, and the uncertainty of a diagnosis.9

A poll of urgent care providers found that 17% of

respondents reported writing a prescription for an

antibiotic even when a viral infection was suspected

because patients demanded one.10 Since providers in

urgent care usually do not have an established relation-

ship with patients, it may be more difficult to resist the

pressure when patients request an antibiotic. Diagnostic

uncertainty also influences when antibiotics are pre-

scribed. Many URIs initially present with similar symp-

toms, so it can be difficult to distinguish problems where

an antibiotic truly is needed. Physical exam findings

such as fever, purulent sputum, and tonsillar exudate

have been found to have higher rates of antibiotic pre-

scriptions for URIs.11 A national plan for antibiotic stew-

ardship in outpatient settings has been developed to

combat antibiotic resistance. This plan incorporates the

use of clinical guidelines to assist providers in making

an appropriate diagnosis and treatment for many of the

common disorders in urgent care.12

In order to understand the problem of inappropriate

antibiotics in urgent care, it is important to learn about

common clinical problems and how antibiotics are used

for those conditions. Typical upper respiratory condi-

tions seen are among those associated with inappropri-

ate prescribing.5 It is well known that the majority of

URIs, including rhinosinusitis, acute bronchitis, the

common cold, and pharyngitis are viral and will not

respond to antibiotics.5 It is important to distinguish a

viral from bacterial causes using established criteria and

current evidence to support clinical decision making. 

Common Conditions in Urgent Care 

The Common Cold

A cold is a self-limiting, nonspecific upper respiratory

infection that is the most frequent acute illness in the

U.S. Children have up to seven episodes per year, and

adults have two to three colds annually.13 There are

more than 200 viruses that cause the common cold, and

these vary by season. Symptoms often include a low-

grade fever, cough, rhinorrhea, nasal congestion, sore

throat, headache, and body aches. These vary in sever-

ity, are usually not severe, and last up to 10 days. Symp-

toms may last longer in patients who smoke. The

The most common diagnoses comprise 60% of all urgent care diagnoses

• Common cold

• Rhinosinusitis

• Pharyngitis

• Influenza

• Acute otitis media

• Bronchitis

• Pneumonia

Top Seven

Diagnoses

60%

All Other

Diagnoses

40%
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physical exam findings in most patients will show few

abnormalities, and the lower respiratory tract is not usu-

ally affected. Lung examination is typically clear.13,14

The common cold should be differentiated from

other URIs, since antibiotics are never warranted.

Patients with the common cold will have nasal dis-

charge (usually clear), compared with those with acute

bacterial rhinosinusitis (ABRS) who have purulent dis-

charge and associated facial pressure. Patients with a

cold may have a low-grade fever in the first few days,

while severe illness in ABRS involves a fever >102.2° F.

Patients should be monitored for complications of a

common cold that may require antibiotics, including

acute otitis media and ABRS.13-15

Anecdotally, some clinicians find it best to avoid

using the term common cold with patients, in favor of

upper respiratory infection, as the latter term “sounds”

more like an illness than something “common.” 

Pharyngitis

Pharyngitis, or “sore throat,” is also a common illness that

may be viral or bacterial. It is estimated that 5%–15% of

sore throats in adults and 20% -30% in children are

caused by group A beta-hemolytic Streptococcus (GAS), yet

up to 70% of all patients diagnosed with pharyngitis will

receive an antibiotic.5,16,17 Infection with GAS is the only

common indication for antibiotics in patients with a sore

throat, given to prevent complications. It may be difficult

to distinguish GAS from viral pharyngitis, since they pres-

ent with a sore throat and pain with swallowing. Fever,

headache, or malaise may also be present; some patients

also complain of “swollen glands” or anterior neck pain

with enlarged lymph nodes. Children may also have

abdominal pain or vomiting.18,19

The Centor or modified Centor criteria can be used to

identify patients who are more likely to have GAS. Criteria

include the presence of fever (>100.4° F), tonsillar exudates,

tender cervical lymphadenopathy, and absence of cough;

some clinicians also consider the age of the patient.18,20

Patients who meet ≥2 Centor criteria should receive a rapid

antigen detection test (RADT) to establish the diagnosis.

A throat culture is recommended to confirm the results

of the RADT in children, but not in adults due to the low

incidence of GAS in the adult popu lation.18,19 Antibiotics

should be used only for those with a positive RADT test.

A 10-day course of amoxicillin or penicillin V remains

first-line therapy. Alternatives for penicillin-allergic patients

include cephalexin, cefadroxil, clindamycin, or macrolides.

It is important to note that there is an increased resistance

of GAS to azithromycin and clindamycin.18,19

Rhinosinusitis

Acute rhinosinusitis is common in urgent care and asso-

ciated with the most antibiotic prescriptions.5 Approx-

imately 12% of adults in the U.S. were diagnosed with

rhinosinusitis in 2012.21 It is estimated that 90%–98%

of all cases of rhinosinusitis are viral,15 yet up to 50% of

adults and 89% of children receive an antibiotic.5,22

Establishing an accurate diagnosis of ABRS is important

in preventing antibiotic resistance. Clinical guidelines

can assist the provider in identifying those patients who

need an antibiotic.15,23,24

Presence of a purulent drainage with nasal obstruc-

tion and facial pain/pressure/fullness, or both, that per-

sist without improvement for ≥10 days, or severe

symptoms at the beginning of the illness in adults, are

highly correlated with a bacterial infection.15,25 Severe

symptoms include fever ≥102°F and purulent nasal dis-

charge or facial pain lasting ≥3-4 days. Other symptoms

indicating ABRS are fever, cough, fatigue, decreased or

absent sense of smell, maxillary dental pain, and ear full-

ness or pressure.15 Patients may start with a viral URI

and develop ABRS, indicated by URI symptoms for 5-6

days with some initial improvement, followed by wors-

ening symptoms such as new-onset fever, headache, and

change in nasal discharge.15,23,25

In the pediatric patient, the diagnosis of ABRS is based

on the presence of a daytime cough, persistent illness

with nasal discharge, or both for >10 days without any

improvement. ABRS is also assumed if there is a severe

onset of symptoms with a fever of at least 102.2° F with

purulent nasal discharge for 3 consecutive days.24

The initial treatment of uncomplicated acute rhinosi-
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THE COMMON COLD

Bottom line on antibiotics

• U.S. children catch up to seven colds per year; adults have

two or three

• Colds are caused by >200 viruses

• Antibiotics are never warranted for patients diagnosed 

with a common cold

PHARYNGITIS (aka, “SORE THROAT”)

Bottom line on antibiotics

• Just 5%–15% of sore throats in adults and 20%–30% in

children are caused by beta-hemolytic Streptococcus (GAS)

• Up to 70% of all patients diagnosed with pharyngitis will

receive an antibiotic
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nusitis in adults is watchful waiting and symptomatic

relief.15,23 Pediatric patients with mild illness should also

be offered observation for 3 days.15,24 Patients may need

an antibiotic if they do not improve within 7 days or if

they worsen at any time.15,23,24 One strategy to enhance

compliance for observation is to give patients a postdated

prescription along with instructions on when the antibi-

otic is needed. When antibiotics are warranted, there are

conflicting recommendations about which antibiotics are

first line for children and adults. Standard-dose amoxi-

cillin/clavulanate is recommended for both children and

adults by the Infectious Diseases Society of America

(IDSA),15 while amoxicillin may be considered appropri-

ate for some pediatric patients.23 High-dose amoxicillin/

clavulanate is considered for children and adults in

regions with high levels of antibiotic resistance to strep

pneumoniae, severe infection, children in daycare, antibi-

otic use or hospitalization within the previous month,

presence of a comorbid condition, or extremes of age.15

Selection of the antibiotic should be based on the organ-

ism most likely causing the infection. There is an increased

presence of B-lactamase-producing pathogens as a cause

of ABRS in children, warranting the recommendation for

amoxicillin/clavulanate.24 Duration of treatment is gen-

erally 5-7 days for adults and 10-14 days for children,

based on severity of the illness or failure to respond within

5 days of treatment. Alternatives for adults are doxycycline,

or a respiratory fluoroquinolone for those with penicillin

allergies.15,23,24 Macrolides and trimethoprim-sulfamethox-

azole are not recommended due to high levels of resistance

against strep pneumoniae.15,23 

Acute Bronchitis

Cough is a common presenting symptom in urgent

care, and acute bronchitis (AB) is the most common

diagnosis given to adults presenting with a cough in out-

patient settings. It is defined as an acute respiratory

infection that involves inflammation of the bronchi,

manifesting as a cough, with or without sputum pro-

duction and lasting ≤3weeks.26,27 AB is most often due

to a virus, yet there are reports that up to 70% of patients

diagnosed are given antibiotics.5 Initially, it may be dif-

ficult to distinguish the cough of AB from influenza, rhi-

novirus, coronavirus, and respiratory syncytial virus

since cough is an early symptom. AB should be consid-

ered when a cough lasts >5 days, though it may last ≤3

weeks. The cough is associated with sputum production

in 50% of patients, though the color of sputum is not

indicative of bacterial infection.28 For a diagnosis of AB,

there should be no evidence of pneumonia, acute

asthma, or exacerbation of COPD.28,29

The primary evaluation should focus on identifying

the correct diagnosis and any other possible causes of a

cough that would need additional evaluation or treatment.

Patients with AB usually have few systemic symptoms.

They may have wheezing or chest wall tenderness from

coughing. Physical exam findings consistent with AB are

rhonchi (which often clear with coughing); wheezing

may also be present.27-29 Indicators that suggest pneumonia

or influenza are a combination of fever, cough, sputum

production, and constitutional symptoms such as fatigue,

malaise, and shaking chills. A chest x-ray may be required

if pneumonia is suspected or in patients with abnormal

vital signs (pulse >100/minute, respiratory rate >24 breaths/

minute, or temperature >38°C), abnormal lung findings,

or in patients of advanced age. Treatment of AB is symp-

tomatic. Antibiotics are not recommended.26-28

Otitis Media 

Acute otitis media (AOM) is an inflammation or infec-

tion of the middle ear that can occur at any age, though

is most frequent in the pediatric population. It is the

most common diagnosis for children’s outpatient sick

visits and the most common reason for antibiotic use in

pediatric patients, with >80% of children receiving an

antibiotic.5 AOM, or suppurative otitis media, is distin-

guished from otitis media with effusion (OME) by the

presence of purulent fluid in the middle ear. OME is

defined by the presence of fluid in the middle ear, with-

out acute signs of illness or inflammation. OME may pre-

dispose a patient to AOM or occur as a result of AOM.30,31

There is no gold standard for the diagnosis of AOM.32

The history findings may differ by age. Symptoms in the
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ACUTE BRONCHITIS

Bottom line on antibiotics

• Acute bronchitis is most often viral in nature in both children

and adults

• Up to 70% of all patients with acute bronchitis will receive

an antibiotic
RHINOSINUSITIS

Bottom line on antibiotics

• Observation of varying lengths is recommended as initial

treatment for adults and children

• Only 2%–10% of all cases of rhinosinusitis are bacterial

• Up to 50% of adults and up to 89% of children with

rhinosinusitis will receive an antibiotic
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young are nonspecific and may include fever, irritability,

sleep disturbances, poor feeding, nausea, and diarrhea.

Older children more commonly present with fever and

ear pain. Adults have ear pain and decreased hearing,

often following a URI or allergic rhinitis. Purulent otor-

rhea may be present if the tympanic membrane (TM)

has ruptured. The physical exam will show varying

degrees of inflammation, bulging, or a perforated TM.

Pneumatic otoscopy is also recommended to evaluate

TM mobility and make visualization of a middle ear

effusion more apparent. The diagnosis can be made in

children if there is moderate-to-severe bulging of the TM

or the presence of a new onset of otorrhea that is not

due to otitis externa. Other criteria used for a diagnosis

of AOM include mild bulging of the TM with new onset

ear pain or significant erythema of the TM. The presence

of a TM with bulging, impaired mobility with redness

or cloudiness are strong predictors of AOM.31,32

Treatment is based on age and severity of illness. Obser-

vation in some pediatric patients is recommended.Clini-

cians should offer observation as an option for the initial

treatment for children ≥6 months, with unilateral non-

severe AOM and unilateral or bilateral AOM in children

aged ≥24 months without severe signs or symptoms.

Antibiotics are started if there is worsening or failure to

improve within 48–72 hours. It is critical to provide infor-

mation on pain relief for these patients. Antibiotics are

recommended for adults, all children 6 months–

23 months of age with mild bilateral disease, and for chil-

dren ≥6 years who have severe unilateral or bilateral disease.

Severe disease is described as moderate or severe ear pain

for at least 48 hours, or a temperature of 102.2° F.31-33

Amoxicillin or amoxicillin/clavulanate for 10 days is

first line for children and adults. Selection and dose are

based on age, severity of disease for adults, and history of

antibiotic use within the previous 30 days or the presence

of purulent conjunctivitis in children. Alternative antibi-

otics include cefdinir, cefuroxime, cefpodoxime or ceftri-

axone. It should be noted that macrolides have limited

effectiveness against H influenza and S pneumoniae. 31-33

Solutions 

The focus on combatting antibiotic resistance has extend-

ed to outpatient settings, including urgent care.34,35 The

White House National Action Plan for Combating Antibiot-

ic-Resistant Bacteria was developed in 2015 with a specific

goal to reduce inappropriate antibiotic use in outpatient

settings by 50% by 2020.35 Resources for providers, clinic

personnel, and patients are available from the Centers

for Disease Control and Prevention (CDC),12,36-38 the

IDSA, 39 and the Society for Healthcare Epidemiology of

America.39 Recommended strategies include antibiotic

stewardship practices, patient and provider education,

and tracking and reporting improvements.

Antibiotic stewardship is the effort to measure and

improve how antibiotics are prescribed by providers and

then used by patients. Key components are for providers

to align prescribing practices with evidence-based practice

guidelines, evaluate their current practice, and learn to

communicate effectively to patients when antibiotics

are not needed.12,37 While providers are aware that antibi-

otics should only be prescribed when a bacterial infection

is known or suspected, it appears that this is more difficult

to implement given the inability to differentiate among

some disorders in the early stages of illness. The use of

guidelines can aid in decision making, address variations

in practice, and assist in the education of providers and

patients.40 Many organizations publish guidelines, so

providers need to identify high-quality, trustworthy

guidelines and use them to aid in making decisions about

when antibiotics are needed.40 Studies show that the use

of evidence-based practice guidelines to determine treat-

ment, requiring providers to document/justify antibiotic

use, and using treatment algorithms in electronic medical

records to support appropriate antibiotic use have been

effective at reducing antibiotic use.39,41-43

It may be difficult for providers to implement some

of the newer recommendations such as watchful wait-

ing or delayed antibiotics use. In addition, the desire to

maintain positive satisfaction scores with patients who

request an antibiotic, even when one is not warranted,

can be powerful. Some patients feel they’ve received

inadequate care if they leave the visit with “nothing.”

In order to keep them happy without prescribing an

antibiotic inappropriately, it may be helpful to counsel

the patient respectfully by saying something along the

lines of, “It’s not appropriate to give you antibiotics for

this infection today, but what we can do…,” then offer

other, more appropriate remedies (eg, cough medicine).

It may also be helpful to have a printed sheet with rec-

ommendations for nonprescription medications.

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

OTITIS MEDIA

Bottom line on antibiotics

• Treatment for otitis media should be based on age and

severity of illness

• Antibiotics are recommended for adults, all children 

6 months‒23 months of age with mild bilateral disease, 

and for children ≥6 years who have severe unilateral or

bilateral disease
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In these situations, it is important to involve the

patient or family by providing education about changes

in recommendations, the appropriate use of antibiotics,

the recommended treatment plan, and symptom man-

agement. Information about the potential harm of

antibiotics, including adverse drug events, should be

given.37,39 All urgent care staff can participate in antibi-

otic stewardship by communicating information to

patients about the proper use of antibiotics. Providing

written educational materials in waiting areas and

patient rooms is one recommended approach. Urgent

care sites should also perform quality improvement pro-

grams to identify improvements in practice. The CDC’s

Get Smart program provides additional resources for

patients and urgent care staff.37

Summary

As more patients receive care for common viral illnesses

associated with inappropriate antibiotic use in urgent

care sites, providers are being called upon to review their

own prescribing patterns and develop strategies of

antibiotic stewardship. Providers need to incorporate

evidence-based practice recommendations to assist in

the accurate diagnosis and treatment of commonly pre-

senting illnesses and to differentiate viral from bacterial

disease. Urgent care site providers and staff should use

available resources and educational materials for

patients and all staff related to antibiotic use, and mon-

itor the effects of any programs developed. !
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