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cost solution to contain healthcare expenses while pro-
viding quality patient care.2 
 
Methods 
Over the past year, there has been increased discussion 
among providers at a university-affiliated urgent care 
clinic in North Carolina regarding the advantages and 
disadvantages of a C&S as part of the protocol for the 
treatment of uncomplicated UTIs. The debate between 
providers embodied the pros and cons of both ap-
proaches, as well as considerations of patient and pro-
vider time costs and ultimately the cost-effectiveness 
of the laboratory procedure.  

A quality improvement project was developed to ad-
dress this concern. Based on current ACOG clinical 
guidelines, the project’s goal was to ascertain the oc-
currence of unresolved UTI symptoms if C&S were not 
initially ordered  for patients being treated for  uncom-
plicated UTIs in healthy, adult nonpregnant females 
18 to 65 years of age in an urgent care setting.  

The urgent care clinic where the investigation took 
place is fast-paced and diverse, and an institution where 
patients visit for a myriad of urgent healthcare concerns 
throughout their lifespan. A substantial number of 
women within the target population present to this fa-
cility with UTI complaints. Based upon peer provider 
discussions, urine cultures represent a significant por-
tion of the laboratory specimens obtained. 

The population chosen for the project were healthy, 
nonpregnant females, 18 to 65 years of age, who pre-
sented to the urgent care setting with burning upon 
urination, urinary urgency and/or frequency, and pos-
sible blood, leukocytes, and nitrates identified in their 
POCT urinalysis results. However, these patients did 
not present with flank pain, fever, vaginal irritation, or 
discharge. The exclusion criteria were males, pregnant 
females, females with a history of recent UTIs, recent 
antibiotic use, diabetes, kidney disease, immunosup-
pression, or females below 18 or above 65 years of age. 

Data were collected from electronic medical records 
(EMRs) retrospectively via chart review for 1 month 
prior to the intervention. During the preintervention 
phase, the number of patients treated for an uncompli-
cated UTI was compared to the number of patients who 
either returned to the urgent care with unresolved 
symptoms after initial treatment or were called and 
needed follow-up for unresolved symptoms postvisit.  

Using the current, evidence-based ACOG guidelines 
for the treatment of uncomplicated UTIs as the foun-
dation, a quality improvement clinical education ses-
sion was presented to the clinic providers. The inter-

vention advised against the use of C&S laboratory tests 
in the assessment of uncomplicated UTIs, and showed 
the evidence supporting this change. With no C&S la-
boratory tests being ordered for the subject population, 
postintervention data  were collected through chart re-
view for 1 month.  
 
Results 
A total of 40 women met the inclusion criteria for both 
pre- and postintervention sampling. Data were collected 
from 20 preintervention EMRs and 20 postintervention 
EMRs. The preintervention data showed the average 
age of the women in this group to be 39.35 years of 
age. A C&S was sent for 17 (85%) of the women. When 
called postvisit, eight (40%) did not have full resolution. 
Two (10%) stated they needed to follow up in the emer-
gency department. Four (20%) followed up with their 
primary care provider, and two (10%) returned to an 
urgent care. (See Table 1). The postintervention data 
showed the average age of the women in this group to 
be 36.85 years of age. A C&S was sent for 11 (55%) of 
the women. When called postvisit, one (5%) did not 
have full resolution. One (5%) stated they needed to 
follow up in the ED, none followed up with their PCP, 
and none returned to UC. ACOG guideline application 
resulted in a 30% reduction in the ordering of a C&S in 
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Table 1. QI Project Data Collection Results

Preintervention Postintervention

Number of 
participants 20 20

Mean age 39.35 years 36.85 years

Burning upon 
urination (%) 13 (65%) 17 (85%)

Urinary urgency 11 (55%) 5 (25%)

Urinary frequency 17 (85%) 14 (70%)

Blood in urine 14 (70%) 17 (85%)

Nitrates in urine 5 (25%) 6 (30%)

Leukocytes in urine 15 (75%) 13 (65%)

Urine culture and 
sensitivity sent 17 (85%) 11 (55%)

Full resolution of 
symptoms 12 (60%) 19 (95%)

Postvisit ED  
follow-up 2 (10%) 1 (5%)

Postvisit PCP visit 4 (20%) 0 (0%)

Postvisit urgent visit 2 (10%) 0 (0%)



www.jucm.com JUCM The Journal  of  Urgent  Care Medic ine |  November 2021   41

I N V E S T I G AT I O N  A N D  A S S E S S M E N T  O F  U R I N E  C U LT U R E  

this population with no increase in the rate of follow-
up needed in this postintervention group. 
 
Conclusions 
The results of the quality improvement project supported 
ACOG’s clinical guidelines regarding the assessment of 
uncomplicated UTIs in the nonpregnant, adult female 
population. The educational session attended by the pro-
viders appeared to play a key role in reducing unnecessary 
C&S studies and increasing provider awareness of ACOG 
guidelines for current evidence-based practice. These 
findings also supported the position that quality patient 
care can be maintained while healthcare costs are reduced 
for this population in the urgent care setting. 

Projects such as the one discussed here improve pa-
tient care outcomes by promoting and implementing 
evidence-based clinical practice guidelines. Ensuring 
guideline implementation and sustainability involves 
ongoing open communication and active involvement 
by all stakeholders of the urgent care team. 
  
Limitations 
The project improved patient outcomes and reduced 
unnecessary lab testing, but did have limitations. The 
sample size was lower than the projected sample size. 

There was a reduction in the number of patients who 
presented to the urgent care during the time of data 
collection, possibly due to the impact of COVID-19. 
Replication of this project on a larger or continued 
scale, or using an experimental study format, would be 
helpful in confirming these findings. n 
 
References 
1. Flores-Mireles A, Walker J, Caparon M, Hultgren S.  Urinary tract infections: epidemiology, 
mechanisms of infection and treatment options. Nat Rev Microbiol. 2015;13(5):269-284. 
2. ACOG.org. Treatment of urinary tract infections in nonpregnant women. 2021. Available 
at: https://www.acog.org/-/media/project/acog/acogorg/clinical/files/practice-bulletin/ar-
ticles/2008/03/treatment-of-urinary-tract-infections-in-nonpregnant-women.pdf. Ac-
cessed February 3, 2021. 
3. Poon E, Self L, McLeod S, et al. Uncomplicated urinary tract infections in the emergency 
department: a review of local practice patterns. CJEM, 2017;20(4):572-577. 
4. Abou Heidar NF, Degheili JA, Yacoubian AA, Khauli RB. Management of urinary tract 
infection in women: a practical approach for everyday practice. Urol Ann. 2019;11(4):339-346.  
5. Mishra B, Srivastava S, Singh K, et al. Symptom-based diagnosis of urinary tract infection 
in women: are we over-prescribing antibiotics? Int J Clin Pract. 2012;66(5):493-498. 
6. Uroweb.org. 2021. Available at: https://uroweb.org/wp-content/uploads/EAU-Guide-
lines-on-Urological-Infections-2018-large-text.pdf. Accessed February, 2021. 
7. CDC.gov. 2021. Adult treatment recommendations | community | antibiotic Use | CDC. 
Available at: https://www.cdc.gov/antibiotic-use/community/for-hcp/outpatient-hcp/ 
adult-treatment-rec.html. Accessed February 3, 2021. 
8. Hopkins L, McCroskey D, Reeves G, Tanabe P. Implementing a urinary tract infection 
clinical practice guideline in an ambulatory urgent care practice.  Nurse Pract. 
2014;39(4):50-54. 
9. Stapleton A. Urine culture in uncomplicated UTI: interpretation and significance. Curr 
Infect Dis Rep. 2016;18(5):15. 
10. Salinas M, Flores E, López-Garrigós M, Leiva-Salinas C. 2018. Laboratory test inap-
propriateness: lessons revisited and clarified in seven questions.  J Lab Precis Med. 
2018;3:34-47. 
11. Carroll A. The high costs of unnecessary care. JAMA. 2017;318(18):1748.

 

 

   
  

   
  

    

    

 

 

   
  

   
  

    

    

6Our

cidem
ahe W

CORE
 CnrEa 

 

   
  

   
  

    

    

me.comcertcaenrgu@
 Group pricing is also available, contact us at 

uyon ehwd anerehw, lyasients emerquierCME

fireirth for srsdivor pw ningarperpd anansertev
ntentocr sherfeg rindviorp, ttingee sar cnteurg
mopics co te thnsaspe rsou cleodu 8 m,r,ou h62

e feniiced mercantegrr ueted aflodemnde acin
in usdera lebyed polev demragorpylne othe va

r
er

ew er

E CONTENT IN URGENT CARE M
Trainie rnt Caeg Ur #1e Thomr FeditsME CrC 

 

   
  

   
  

    

    . esooch

. yadstr
nte urgr t 
eeny snlomm

.psishowlel
e rcanteurg

for

th the extent of their 
a maximum of 62 AMA 

de continuing medical 
Care Medicine. Urgent 

(ACCME) through the 
with the accreditation 

MEDICINE 
gramorPng i 

 

   
  

   
  

    

    

 

 

   
  

   
  

    

    

@nfoi
0.57$

teeM

ve rca
 anin

 

 

   
  

   
  

    

    

 

 

   
  

   
  

    

    

participatio
PRA Categ
Case Weste

education f
Case Weste
joint provide
requirement

creditatiocA

 

 

   
  

   
  

    

    

n in the activity.
. Physicians should claim only the credit commensurate wit™ory 1 Credits

ern Reserve University School of Medicine designates this enduring material for a

or physicians. 
ern Reserve University School of Medicine is accredited by the ACCME to provid

Reserve University School of Medicine and Institute of UWestern ership of Case 
ts and policies of the Accreditation Council for Continuing Medical Education 

 This activity has been planned and implemented in accordance w:Statementon

 

 

   
  

   
  

    

    

mcreactnrgewww.u

 

 

   
  

   
  

    

    

8-448come.

 

 

   
  

   
  

    

    

5319-418



The power of molecular results delivered 
in 13 minutes or less.

ID NOWTM is the leading molecular point-of-care 
platform in the United States with CLIA-waived 
tests for Influenza A & B, Strep A, RSV, and 
COVID-19. 

ID NOWTM offers the fastest molecular technology 
so you can make informed decisions, quickly.

The ID NOWTM COVID-19 EUA has not been FDA cleared or approved. It has been authorized by the FDA under an emergency use authorization for use by authorized laboratories and patient care settings. 
The test has been authorized only for the detection of nucleic acid from SARS-CoV-2, not for any other viruses or pathogens, and is only authorized for the duration of the declaration that circumstances exist justifying 
the authorization of emergency use of in vitro diagnostic tests for detection and/or diagnosis of COVID-19 under Section 564(b)(1) of the Act, 21 U.S.C. § 360bbb-3(b)(1), unless the authorization is terminated or 
revoked sooner. © 2021. All rights reserved. All trademarks referenced are trademarks of their respective owners. Any photos displayed are for illustrative purposes only. Any person depicted in such photos is a model. 
COL-07436 09/21

FOR MORE INFORMATION, CONTACT 
YOUR DISTRIBUTOR REPRESENTATIVE 
OR VISIT ABBOTT.COM/POCT.

POWERFUL. 
FAST. 
TOGETHER.

7.64 in8.15 in

5.71 in

1. ID NOW™ Influenza A & B clinical data, held on file.  2. ID NOW™ Strep A clinical data, held on file.  3. ID NOW™ RSV clinical data, held on file.  4. ID NOW™ COVID-19 clinical data, held on file.

ID NOWTM MOLECULAR TEST MENU
INFLUENZA A & B — RESULTS IN 5-13 MINUTES1

STREP A — RESULTS IN 2-6 MINUTES2

RSV — RESULTS WITHIN 13 MINUTES3

COVID-19 — RESULTS IN 5-13 MINUTES4

Ad_FullPage_Sized.indd   1 10/18/21   5:13 PM



www. jucm.com JUCM The  Journa l  o f  Urgent  Care  Medic ine  |  November  2021   43

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

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

I N S I G H T S  I N  I M A G E S  
CLINICAL CHALLENGE
I N S I G H T S  I N  I M A G E S  
CLINICAL CHALLENGE: CASE 1

Case 
The patient is a 75-year-old male who presents with a primary 
complaint of pressure in his chest. He denies chest pain, dizziness, 
or “anything like a heart attack.” 

 
View the image taken and consider what your diagnosis and 

next steps would be. Resolution of the case is described on the 
next page.

A 75-Year-Old with Chest Pressure
Figure 1.
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Differential Diagnosis 
� Diffuse panbronchiolitis 
� Pulmonary metastases 
� Septic pulmonary emboli 
� Silicosis 
� Tuberculosis 
 
Diagnosis 
The x-ray shows multiple bilateral, well-circumscribed, rounded 
masses. The largest appears in the right posterior perihilar 
 region. There are many causes for multiple pulmonary masses, 
however metastases are the most common. 
 
Learnings/What to Look for 
� The priority is to identify the lesion in the lung and distinguish 

a nodule from a mass 
• A pulmonary nodule is defined as a small (<30 mm), well-

circumscribed lesion, completely surrounded by normal 
lung parenchyma 

• A pulmonary mass is defined as a pulmonary opacification 
of >30 mm 

� Common causes of pulmonary nodules are hamartomas, mu-
cous gland adenoma, histiocytoma, and lipomas. The most 
common cause of pulmonary mass is malignancy. Other 
causes of pulmonary masses include autoimmune disease, 
fungal infections, and tuberculosis. 

 
Pearls for Urgent Care Management 
� After ruling out cardiac causes for the patient’s symptoms, 

additional imaging with a CT scan is indicated 
� A rapid referral to an oncologist is often frequently warranted 

Acknowledgment: Images and case presented by Experity Teleradiology (www.experityhealth.com/teleradiology).

Figure 2.
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In each issue, JUCM will challenge your diagnostic acumen with a glimpse of x-rays, electrocardiograms, 
and photographs of conditions that real urgent care patients have presented with. 

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

I N S I G H T S  I N  I M A G E S  
CLINICAL CHALLENGE
I N S I G H T S  I N  I M A G E S  
CLINICAL CHALLENGE: CASE 2

Case 
The patient, a 6-year-old boy, presented to a pediatric urgent 
care center for a well-child visit. In the exam room, the father 
pointed out a red lesion on the helical rim of the patient’s ear. 
The papule was smooth and well-defined and didn’t seem to 
bother the boy. The father reports that he and the boy’s mother 
have grown concerned as they’ve noticed it develop over several 
months.

 
View the photo and consider what your diagnosis and next 

steps would be. Resolution of the case is described on the next 
page. 

A 6-Year-Old Boy with a Lesion 
on His Ear

Figure 1.
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Differential Diagnosis 
� Dermatofibroma 
� Lobular capillary hemangioma 
� Melanoma 
� Spitz nevus 
 
Diagnosis 
The lesion shown in the photo was diagnosed as a Spitz nevus. 
Spitz nevi, also known as spindle and epithelial cell nevi or 
 benign juvenile melanoma, are benign melanocytic nevi that 
occur most commonly in childhood and adolescence. Rarely, 
congenital Spitz nevi present at birth. 
 
Learnings/What to Look for 
� Spitz nevus lesions are often red, pink, or (less commonly), 

dark brown, and appear as well-defined, smooth, firm,   
flat- or dome-shaped nodules and papules often <6 mm in 
diameter 

� The majority of lesions are solitary, but rarely they can be 
multiple and widespread (eruptive disseminated) or localized 
(agminated) in one area 

� The importance of these lesions lies in their frequent 
histopathologic confusion with melanoma. Spitz nevi repre-
sent the benign diagnosis within a spectrum, which extends 
to contain increasingly atypical features in atypical Spitz tu-
mors and Spitz melanomas 

� Lesions can develop slowly or appear quite rapidly. Without 
excision, lesions may remain stable for years, evolve into 
compound nevi, flatten over time, or involute spontaneously 

 
Pearls for Urgent Care Management 
� Benign lesions do not require treatment but should be mon-

itored for changes. Measuring and photographing the lesion 
is useful in this regard 

� Referral to dermatology is recommended for nevi that exhibit 
concerning features or new changes

Acknowledgment: Images and case presented by VisualDx (www.VisualDx.com/JUCM).

Figure 2.
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In each issue, JUCM will challenge your diagnostic acumen with a glimpse of x-rays, electrocardiograms, 
and photographs of conditions that real urgent care patients have presented with. 
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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 S  
CLINICAL CHALLENGE: CASE 3

A 65-year-old male with a history of heart failure presents to an 
urgent care center with shortness of breath of 2 days duration. 
He denies chest pain, nausea, or vomiting. He reports that he 
ran out of his medications about a week ago. 

View the ECG taken and consider what your diagnosis and 
next steps would be. Resolution of the case is described on the 
next page. 

(Case presented by Catherine Reynolds, MD, McGovern Medical School, Department of Emergency Medicine, The University of Texas Health Science Center of Houston.)

A 65-Year-Old Man with Shortness of 
Breath and a History of Heart Failure

Figure 1.
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Differential Diagnosis 
� Myocardial ischemia 
� Myocardial infarction 
� Nonspecific intraventricular conduction delay 
� Atrial tachycardia 
� Hyperkalemia 
 
Diagnosis 
The correct diagnosis is atrial tachycardia with abnormal P wave 
axis. The ECG illustrates an atrial tachycardia with a rate around 
115 beats per minute, with three PVCs.  
 
Learnings/What to Look for 
Atrial tachycardia is an arrhythmia that occurs when the elec-
trical signal in the heart originates from an atrial site other than 
the sinoatrial node. An ectopic atrial focus can be recognized 
by identifying the P wave axis. 

The P wave represents atrial depolarization. Sinus rhythm is 
present when the sinoatrial node generates a signal that depo-
larizes the atria. 

The sinoatrial node is a complex cluster of cells that exists at 
the junction of the superior vena cava and the right atrium and 
is the dominant pacemaker under normal circumstances. When 

the sinoatrial node generates the depolarizing impulse, the P 
wave will have an axis between 0° and +75°—upright in leads I 
and II, inverted in aVR, and frequently biphasic in V1. Depolar-
ization of the right followed by left atria fuse together to form 
the typical monophasic P wave seen in leads I and II (Figure 2).  

Derangements of the P wave axis are caused by an impulse 
originating from an ectopic atrial focus instead of the sinoatrial 
node. In our case, the P wave is inverted in the inferior leads 
and upright in aVR, indicating impulse generation from a low 
atrial site (Figure 3).  

The inverted P waves on our patient’s ECG merge with the T 
waves to give the appearance of ischemic T wave inversions; how-
ever, a holistic approach to the ECG will help to reveal the presence 
of P waves consistent with atrial tachycardia. This rhythm is not 
inherently dangerous, as it is very similar to a sinus tachycardia. 
It is important to note, however, that as with most cases of tachy-
cardia, atrial tachycardia may serve as a compensatory mechanism 
in patients with hypo/hypervolemia, sepsis, or many other con-
ditions. Atrial tachycardia usually results from enhanced auto-
maticity, the accelerated generation of an action potential by 
drugs, various forms of cardiac disease, electrolyte disturbances, 
or alterations of autonomic nervous system tone.1–3 

 

Figure 2. An example of a sinus rhythm with a normal P wave axis—upright in leads I and II ( ), inverted in aVR (*), and biphasic in V1 (circle).
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Pearls for Urgent Care Management 
� An abnormal P wave axis is the key to recognizing that a 

rhythm is not originating from the sinus node, but from an 
ectopic atrial focus 

� Stable atrial tachycardia is not usually dangerous, but transfer 
may be considered in symptomatic patients or when the 
tachycardia is excessive 

� Consider compensatory etiologies and treat the underlying 
condition if it exists; otherwise, outpatient referral to cardi-
ology is sufficient 
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Figure 3. Inverted P waves ( ) in the inferior leads and upright P waves in aVR (*).




