
Steroids or Non-steroidals in the
Treatment of Gout-like Arthritis

A B S T R A C T  &  C O M M E N T A R Y

By John Shufeldt, MD, JD, MBA, FACEP

Synopsis: Comparison of the use of steroids and non-steroidal
medication plus Paracetamol in the treatment of gout-like arthritis. 

Source: Man, CY, et al. Comparison of oral prednisolone/paracetamol
and oral indomethacin/paracetamol combination therapy in the treat-

ment of acute goutlike arthritis: A double-blind, randomized, controlled
trial. Ann Emerg Med. 2007;49:670-677.

Acute gouty arthritis is the most common cause of joint
inflammation in men over 40 years old. The disease is character-

ized by a crystal-induced inflammatory response in joints of middle age
and elderly populations. The diagnosis of gouty arthritis is typically
made clinically by the acute onset of a red, swollen, painful joint and
by the presence of negatively birefringent uric acid crystals in joint
aspirate. The diagnosis is often made without joint aspiration second-
ary to the difficulty of the procedure and lack of patient tolerance. The
treatment of gouty arthritis is inconsistent, and evidence-based practice,
according to Man and colleagues, is lacking. To that end, Man et al
evaluated the use of oral prednisolone/paracetamol and oral
indomethacin/paracetamol combination therapy in the treatment of
gout-like arthritis.

Ninety patients, age 17 and older, who presented with acute
arthritis suggestive of gout were enrolled in the study. Patients were
included if they had a clinical diagnosis of gout defined as presence
of pain and joint warmth. Also, the patient had to present within 3
days of onset, or had ankle or knee involvement and aspirate-con-
taining crystals. Patients were excluded if they had a bleeding dis-
order, had suspicion of septic arthritis, a significant co-morbidity, or
if they were lost to follow-up. Patients were randomized into the
prednisolone group or into the indomethacin group. 

Baseline characteristics, including pain scores, were similar in the
2 groups. Both treatments had a similar decrease in pain in the ED,
and both treatment groups showed clinical improvement in joint
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swelling and stiffness; there was no significant statistical
significance in improvement between the 2 groups.
Both groups also took acetaminophen during the trial; on
average the prednisolone groups took almost twice as
much acetaminophen as the indomethacin group.
Fifteen patients in the prednisolone group and 17
patients in the indomethacin group required additional
treatment during the study.  

However, 63% of the patients in the indomethacin
group experienced side effects, compared to only 27% of
patients in the prednisolone group. Indigestion, nausea,
vomiting, epigastric pain, and dizziness were much more
common in the indomethacin group. The most significant
common adverse effects in the prednisolone group were
dry mouth and dizziness. Seven patients, all from the
indomethacin group, had serious side effects requiring
hospitalization or out-patient treatment. Five of these
patients developed GI bleeding. One of these patients was
treated on an outpatient basis; the other 4 patients were
admitted to the hospital.  

■■ COMMENTARY
This was the first study comparing 2 commonly avail-

able and inexpensive medications in the treatment of
acute gout-like arthritis. The results showed that the
treatment of acute gout-like arthritis with these 2 med-
ications produced similar pain relief, although the
patients in the prednisolone group took significantly
more acetaminophen than the patients in the
indomethacin group. Also, patients taking prednisolone

had statistically significant fewer side effects than
patients in the indomethacin group.  

This study demonstrates that although NSAIDs are
generally recommended as first line therapy in patients
with acute gouty arthritis, a short course of corticos-
teroids could be used as an alternative for acute gout,
particularly when NSAIDs are contraindicated, or as the
first line treatment when combined with acetaminophen.
In patients at risk for gastrointestinal bleeding, or where
GI bleeding could have significant morbidity, such as the
elderly, a short dose of corticosteroids combined with
acetaminophen may be preferable to NSAIDs.

Many patients present to urgent care settings com-
plaining of the rapid onset of pain, swelling, and inflam-
mation of an affected joint. In patients who do not have
an infectious etiology to their symptoms, this study
demonstrates that we have alternatives to NSAIDs in the
treatment of acute gouty arthritis.   ■ 

Gaining on Migraines:
Combination Therapy 
A B S T R A C T  &  C O M M E N T A R Y

By Donna Woods ,DO 
Regional Medical Director, NextCare Urgent Care
Dr. Woods reports no financial relationships relevant to this field of study.

Synopsis: Sumatriptan, 85 mg, plus naproxen sodi-
um, 500 mg, as a single tablet for acute treatment of
migraine resulted in more favorable clinical benefits
compared with either monotherapy, with an acceptable
and well-tolerated adverse effect profile.

Source: Brandes JL, et al. Sumatriptan-naproxen for acute
treatment of migraine: A randomized trial. JAMA. 2007;
297:1443-1454.

Migraines are headache attacks which are
generally characterized by unilateral severe

headache, accompanied by nausea, photophobia, and
sometimes aura. Several complex mechanisms are
involved in migraines. In the initial stage of a migraine,
peripheral nerve stimulation leads to CNS vasodilation
via the production of inflammatory substances. The
inflammatory substances produced during this initial
stage sensitize neurons centrally in the trigeminal nucle-
us caudalis, causing them to fire continuously regard-
less of input from the periphery. It is hypothesized that
this central-sensitization is responsible for the "full-
blown" migraine headache.

42 June 2007

Urgent Care Alert, ISSN 1935-3898, is published monthly
by AHC Media LLC, 3525 Piedmont Rd., NE, Bldg. 6, Suite
400, Atlanta, GA 30305. 

SENIOR VICE PRESIDENT/PUBLISHER: Brenda L. Mooney.

ASSOCIATE PUBLISHER: Lee Landenberger.

MANAGING EDITOR: Leslie Hamlin.

GST Registration Number: R128870672. 

Periodical postage paid at Atlanta, GA.

POSTMASTER: Send address changes to Urgent Care

Alert, P.O. Box 740059, Atlanta, GA 30374. 

Copyright © 2007 by AHC Media LLC. All rights reserved.

No part of this newsletter may be reproduced in any form or

incorporated into any information-retrieval system without

the written permission of the copyright owner. 

Back Issues: $58 per issue. Missing issues will be fulfilled

by Customer Service free of charge when contacted within

one month of the missing issue’s date.

This is an educational publication designed to present sci-

entific information and opinion to health professionals, to

stimulate thought, and further investigation. It does not pro-

vide advice regarding medical diagnosis or treatment for

any individual case. Opinions expressed are not necessarily

those of this publication. Mention of products or services

does not constitute endorsement. Professional counsel

should be sought for specific situations. The publication is

not intended for use by the layman.

Questions & Comments
Please call Leslie Hamlin, Managing Editor, 

at (404) 262-5416 between 8:30 a.m. and 
4:30 p.m. ET, Monday-Friday.

Subscriber Information
Customer Service: 1-800-688-2421.

Customer Service E-Mail: customerservice@ahcmedia.com
World-Wide Web: www.ahcmedia.com

Subscription Prices
United States

$249 per year (Student/Resident rate: $165). 
Add $9.95 for shipping & handling.

Multiple Copies
Discounts are available for group subscriptions. For pricing infor-

mation, call Tria Kreutzer at (404) 262-5482.
Outside the United States

$369 per year plus GST (Student/Resident rate: $180 plus GST).

Accreditation

AHC Media LLC is accredited by the Accreditation
Council for Continuing Medical Education to provide
continuing medical education for physicians.

AHC Media LLC designates this educational activity for
a maximum of 20 AMA PRA Category 1 CreditsTM.
Physicians should only claim credit commensurate with
the extent of their participation in the activity.

This CME activity is intended for physicians and
researchers interested in urgent care medicine. It is in
effect for 24 months from the date of the publication.

For CME credit, add $50.



Triptans have been shown to decrease vasodilation
and reduce synaptic transmission between peripheral
and central neurons, thus interrupting the activation of
central pathways during the early stages of migraine.

NSAIDs inhibit prostaglandin production, which may
prevent or reverse central sensitization. 

Several recent studies suggest that the combination of
sumatriptan succinate and naproxen sodium may be use-
ful in both acute relief and prolonged therapeutic
response. This study investigates the efficacy and safety
of a combination rapid-release tablet (sumatriptan 85
mg/ naproxen 500 mg) as compared with placebo and
monotherapy, with either sumatriptan or naproxen in the
acute treatment of migraine.

Methods: Two replicate, randomized, controlled,
double-blinded studies were conducted at 118 US clin-
ical study sites. Patients aged 18-65 were enrolled if
they had 2-6 migraines per month in the preceding 3
months and if they were able to distinguish their
migraines.  They were excluded based on pregnancy,
breast-feeding, chronic daily headaches, BP > 160/95,
and the use of regular NSAIDs, ergots, or St. John's
Wort. No migraine prophylaxis medication changes
were allowed in the 2 weeks preceding the treatment.
Patients were randomized into 4 groups, receiving
sumatriptan/naproxen combo, sumatriptan 85mg,
naproxen 500 mg, or placebo. They were instructed to
use the study-drug at home to treat their next migraine
when the pain became moderate-severe. Diary cards
were given to patients to record the severity of their
headache, associated symptoms, and the use of any
additional rescue medications required by the patient
after the first 2 hours post-treatment. These characteris-
tics were recorded at 0.5 hrs, 1.0 hour, 1.5 hrs, 2.0 hrs,
and every hour thereafter. No second dose of study
medication was given. The number of patients included
in the study was 1461 in Study 1 and 1495 in Study 2.
The primary outcomes measured were the percentage of
patients in each group with headache relief 2 hours
post-study-drug and 24 hours post study-drug, as well
as absence of photophobia, phonophobia, and nausea.

Results: Combination therapy was more effective
than monotherapy with either sumatriptan or naproxen
for headache relief at 2 hours. The incidences of
headache relief at 2 hours were 65%, 55%, 44%, and
28% with sumatriptan-naproxen, sumatriptan monother-
apy, naproxen monotherapy, and placebo, respectively,
in study1 (P < .001 for all comparisons except combina-
tion vs sumatriptan monotherapy where P < .009). The
corresponding percentages in study 2 were 57%, 50%,
43%, and 29% (P < .001 for all comparisons, except
combination vs sumatriptan monotherapy was P < .03).

The absence of nausea 2 hours after dosing was
slightly higher in study 1 (71% vs 65%, P < .007), but
was not found to be statistically significant in Study 2.  

For sustained pain-free response at 24 hours, the com-
bination therapy was superior (25% and 23% in Studies
1 and 2, respectively; P < .01) to sumatriptan monother-
apy (16% and 14%, in studies 1 and 2), naproxen
monotherapy (10% and 10% in both studies), and place-
bo (8% and 7% in studies 1 and 2).  

The percentages of patients with at least one adverse
event was 27%, 24%, 13%, and 12% in patients receiv-
ing combination therapy, sumatriptan monotherapy,
naproxen monotherapy, and placebo, respectively, in
Study 1. In Study 2, the percentages were 26%, 28%,
14%, and 10% (P < .001 for all comparisons, except the
combination drug vs sumatriptan monotherapy, in which
case the p value was >.05%, and thus, not significant.  

Discussion: The 2 studies published in this report
suggest that acute treatment of migraine with both a trip-
tan and an NSAID is superior to treatment with either
medication individually for relief at 2 hours post-treat-
ment, and sustained relief at 24 hours. Although these
studies appear to be well done, there are some limita-
tions. Most of the patients enrolled in these studies were
Caucasian and female. Additionally, concurrent use of
oral contraceptives was not adequately addressed. This
study also did not compare the combination drug (single,
fixed-dose tablet) to treatment with naproxen and suma-
triptan as 2 separate tablets.  

■■ COMMENTARY
While no serious adverse events attributed to the

study medications were reported in Study 1, one serious
adverse event was reported in Study 2. A 58-year-old
female patient had been treated with sumatriptan
monotherapy and experienced heart palpitations, which
required hospital admission. This patient had 5 risk fac-
tors for CAD. The patient was treated with aspirin, nitro-
glycerin, and lorazepam, and the event was reported as
resolved several days later.

Common side effects of sumatriptan include flushing,
weakness, drowsiness, dizziness, malaise, a feeling of
warmth, and paresthesias. The incidence of cardiovascu-
lar side effects is as follows: chest pain/tightness/heavi-
ness/pressure (1% to 2%), hyper-/hypotension (1%), pal-
pitation (1%), and syncope (1%). There have been rare
reports of myocardial infarction and sudden death,1 pos-
sibly due to coronary artery constriction.2

Although triptans are rarely associated with the seri-
ous side effect of acute coronary syndrome, there is
much evidence available to suggest that they are very
safe when administered to select patients. Triptans were
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administered to 13,664 patients as a part of a large cohort
study, and no association was found between triptan
treatment and stroke, other cardiovascular events, or
death.3 However, in this study, triptans were only pre-
scribed to those at less risk of cardiovascular events. 

It is recommended that triptans be avoided in patients
with familial hemiplegic migraine, basilar migraine,
ischemic stroke, ischemic heart disease, Prinzmetal's angi-
na, uncontrolled hypertension, and pregnancy.4 Triptans
should also be avoided in patients being treated with
monoamine oxidase inhibitors and ergotamine prepara-
tions.5 Triptans have also recently been associated with the
risk of serotonin syndrome when administered to patients
on selective serotonin reuptake inhibitors (SSRIs) or selec-
tive serotonin/norepinephrine reuptake inhibitors (SNRIs).6

Migraine headaches are a common presentation in
urgent care centers. The US Headache Consortium rec-
ommends the use of migraine-specific agents (eg, trip-
tans, DHE, ergotamine) in patients with more severe
migraine and in those whose headaches respond poorly
to NSAIDs or combination analgesics.7,8

Many studies have shown that combination therapy for
migraines is more effective than treatment with a single
drug. Many of these studies have examined adjunctive
treatment with anti-emetics. Interestingly, several studies
show enhanced relief of migraine pain when anti-emetics
are added as an adjunct to treatment. One study randomly
assigned 128 patients with migraine to chlorpromazine IV
or placebo. Chlorpromazine treatment was associated
with significant improvement in pain, nausea, photopho-
bia, phonophobia, and need for rescue medication at 60
minutes, compared with placebo.9 Additionally, chlorpro-
mazine-treated patients had a significantly reduced rate of
headache recurrence at 24 hours.  

Because migraine headaches can also cause gastro-
paresis, which can affect absorption of some oral medica-
tions, parenteral administration may be preferable. I usu-
ally start treatment with IM Toradol and Phenergan. The
addition of a triptan should be considered in patients with
moderate-to-severe migraines, or to those who do not
respond to initial treatment. However, it is extremely
important to know the contraindications to triptans well
enough to screen which patients may safely benefit from
this therapy.

The studies presented in this JAMA article are large,
randomized, and double-blinded. However, this data
should be examined critically and applied cautiously, as
it was funded by GlaxoSmithKline and POZEN, the
sponsor of the combination investigational drug.  ■
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Acute Low Back Pain:
How to Evaluate and Treat
A B S T R A C T  A N D  C O M M E N T A R Y

By Matt Shores, MD
St. Joseph's Hospital and Medical Center; Family Medicine
Residency Program
Dr. Shores reports no financial relationships relevant to this field of study.

Synopsis: The management of acute low back pain is
conservative once red flag symptoms and signs have
been eliminated. In addition, there is good evidence
supporting particular modalities in treating low back
pain.

Source: Kinkade S. Evaluation and treatment of acute low
back pain. Am Fam Physician. 2007;75:1181-1188.  

In scott kinkade's article in the april 15th edi-
tion of American Family Physician, he presents a suc-

cinct review of the evaluation and treatment of acute
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lumbar pain. Kinkade defines acute low back pain "as
pain that occurs posteriorly in the region between the
lower rib margin and the proximal thighs, and that is
less than 6 weeks' duration." On any given day, low
back pain may affect almost 6% of adult Americans.
Approximately 60-70% of people will experience low
back pain at some point in their lifetime. The majority
of patients with low back pain present to their PCP, and
in a system that makes it difficult to get an urgent
appointment with a PCP, a growing number of patients
with low back pain present to emergency departments
and urgent care centers.    

The most important step in evaluating acute low back
pain is recognizing red flag signs and symptoms in an
attempt to sift out serious conditions, including neo-
plasm, infection, and visceral disease. A patient that
presents with low back pain and a history of weight loss,
with spine tenderness on exam, must be evaluated for
neoplasm. On the other hand, if a patient does have spine
tenderness on exam, but presents with a history of con-
stitutional symptoms such as fever, chills, and sweats,
then the possibility of infection needs to be explored.
Non-spinal or visceral disease should be easier to sort
out, but is nonetheless imperative. For example, patients
with GI ailments, such as pancreatitis or cholecystitis,
may have acute back pain but should also have abdomi-
nal pain symptoms and abdominal signs on exam. In
addition, aortic aneurysms may present as back pain, but
a pulsatile mass may be felt on exam. All in all, mechan-
ical low back pain accounts for 97% of the causes of low
back pain, whereas visceral disease only accounts for
2% and non-mechanical spinal conditions, such as neo-
plasm, account for only 1%.  

Once the search for red flag symptoms and signs has
come up empty, and serious conditions have been ruled
out, the evaluation and treatment of low back pain may
take a more conservative approach. Mechanical low
back pain includes lumbar strain, degenerative disk, her-
niated disk, compression fracture, spinal stenosis, and
spondylolisthesis. Lumbar strain accounts for more than
70% of mechanical low back pain. When no red flag
symptoms or signs are present, it is safe to attack the
management of low back pain conservatively and treat
for 4-6 weeks prior to further investigation, with imag-
ing or more aggressive treatment modalities.

Treatment for acute low back includes a wide variety
of options, some of which have a great deal of support,
and others that have little to no support, if not support
against their use. Non-steroidal anti-inflammatory drugs
have consistent, good quality patient-oriented evidence
supporting their use, and there is strong evidence that
shows equal efficacy among various NSAIDs. The use

of acetaminophen as an alternative has conflicting sup-
port, but may be used as an adjunct. The use of opioids
also has some conflicting evidence in regards to their use
in treating acute low back pain. Several small studies
have shown no significant advantage of opioid use as
compared to NSAIDs. However, it is commonly accept-
ed that some patients with acute low back pain, and
specifically sciatica, may require opioids initially in
treating their pain. Opioids should only be used for a
short period, if used at all. Muscle relaxants do have
strong evidence (rating A) supporting their use, and their
use is most beneficial in the first 2 weeks of treatment.
Common muscle relaxants include Skelaxin and
Flexeril. Kinkade notes that Flexeril may be used at
lower doses (5mg tid) to offer good symptom relief with
significantly less adverse side effects. Oral corticos-
teroids have no evidence to support their use in treating
acute low back pain.

The use of medications is only a small aspect in treat-
ing low back pain. It is thought by many that bed rest is
essential in recovering from a low back strain. However,
the evidence contradicts this thought. In fact, there is
consistent, good quality, patient-oriented evidence that
shows bed rest greater than 2-3 days is ineffective, and
may be harmful. Patients should be advised to stay
active, as they will likely have less time missed from
work, improved functioning, and less pain. In addition to
the misconception in regards to bed rest, it is often
thought that specific back exercises may be helpful in
improving function after an acute low back strain.
Again, there is consistent, good quality, patient-oriented
evidence that contradicts this thought. Specific back
exercises have, in fact, been shown to not be helpful. In
terms of heat and ice therapy, there is inconsistent or lim-
ited quality, patient-oriented evidence that supports the
use of heat, and there is no evidence that supports the use
of ice. Finally, it is difficult to evaluate the use of physi-
cal therapy because the actual modalities that physical
therapy programs use varies a great deal from one pro-
gram to the next.

■■ COMMENTARY
Acute low back pain is a common reason for patients

to present to an urgent care center. Patients strain their
back and often cannot get in with their PCP for immedi-
ate evaluation and treatment. It then falls on the shoulders
of the urgent care physician to properly evaluate the
patient and begin treatment. Although the majority of
acute low back pain may be approached conservatively, it
is essential that red flag symptoms and signs are picked
up when present. Typically, in the absence of red flags,
imaging is not necessary in evaluation low back pain.
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Once serious or threatening conditions are ruled out, con-
servative treatment may be started. Given an evidence
rating of A (consistent, good quality, patient-oriented evi-
dence), it may be appropriate to treat a patient that pres-
ents to an urgent care center with acute low back pain in
the following manner: the patient may be started on an
NSAID and a skeletal muscle relaxant (flexeril at 5 mg
offers relief with less adverse side effects). The patient
should be advised to stay active, as bed rest is often inef-
fective and may be harmful. The patient may be told that
no specific back exercises have been shown to be benefi-
cial. Finally, the patient may receive some relief from the
use of heat, but ice has not been shown to be helpful.  

Of course, there are multiple modalities that patients
and physician use in treating acute low back pain.
Although this article details which treatment options
have strong evidence-based support, many forms of ther-
apy may still have strong anecdotal support among both
patients and physicians. It is often the case that there is
no contraindication in using alternative treatment
options as long as the patients' best interest is kept in
mind and no harm is brought to the patient. Ultimately,
it is difficult to argue against strong, patient-oriented evi-
dence. In treating low back pain, it should be remem-
bered that 95% of patients improve in 12 weeks.
Patients should be reassured, but close follow-up should
ensue 4-6 weeks after therapy is started.   ■

Resources
1. Kinkade, Scott. Evaluation and treatment of acute

low back pain. Am Fam Physician. 2007;75:1181-1188  
2. Deyo RA, Weinstein JN. Low back pain. N Engl J

Med. 2001;344:363-370.

Dying after Discharge 
A B S T R A C T  &  C O M M E N T A R Y

By John Shufeldt, MD, JD, MBA, FACEP

Synopsis: Evaluates the cause of unanticipated death
in patients sent home from the emergency department
in the hopes of evaluating patterns of potential prevent-
able medical error. 

Source: Sklar DP, et al. Unanticipated death after dis-
charge home from the emergency department. Ann Emerg
Med. 2007;49:735-745.

Emergency departments are considered a high-
risk area for medical errors leading to patient

deaths. Patients treated in the ED, who subsequently
die, may be victims of medical error. This study looks at
the frequency and cause of unanticipated death among
patients discharged from the emergency department,
and reviews the records to determine potential patterns
of preventable medical error.  

Previous research on patients treated and released
from the ED demonstrates that 13 per 100,000 died after
discharge and 3 per 100,000 suffered an unexpected
death directly related to the ED visit. In this study, Man
and colleagues only used the medical examiner's report
to determine the incidence of death after ED visit.
Ruptured aortic aneurysm was the most common cause
of death in this population.  

This was a retrospective 10-year study of 387,334 ED
visits among 186,859 individuals in an urban tertiary-
care center. Patients were included in the study if they
were over 10-years-old and registered as emergency
department patients in the time period from November
1994 to November 2004; dying within 7 days of dis-
charge. Also, their death must have been reported to the
Office of the Medical Examiner. Deaths were assessed
for relatedness to the last ED visit to determine if the
death was expected, as well as to determine if there was
preventable medical error. Medical error was defined
using he Institute of Medicine's definition, in which the
error is "the failure of a planned action to be completed
as intended (ie, error of execution) of the use of a wrong
plan to achieve an aim (ie, error of planning)." The defi-
nition was further expanded to include failure to solicit
or interpret information that would have led to a differ-
ent action.

During the study years, there were 387,334 visits
among 186,859 patients, averaging 2.1 visits per person.
Half the patients were male, and the average age was
39.7 years. The average number of days between dis-
charge from the ED to death was 3.8. Man et al identi-
fied 117 patients, or 30.2 per 100,000 ED patients, who
died within 7 days of discharge. Of these 117 patients,
58 (50%) were expected and 35 (60%) had possible
error. The unexpected, but related group, contained 15
patient deaths, 9 of which were determined to be caused
by possible error. The mean age of the expected death
group was 56.2 years; the mean ages of the possible
error unexpected and nonerror unexpected was approxi-
mately 48-years-old. 

Of the patients who died, 4 distinct themes emerged:
atypical presentation of an acute problem, chronic dis-
ease with decompensation, abnormal vital signs, and
mental illness or substance abuse that may have made it
less likely that the patient would return with worse
symptoms. Every patient who died had at least one of
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these distinct themes as a contributing cause of their
death, and many of them had more than 2. Abnormal
vital signs occurred in the majority (83%) of patients
who died within 7 days of ED discharge.  

Diagnoses for the possible error group included:
• Cardiac Related 
• Coronary artery disease (n = 6)
• Congestive heart failure (n = 1)
• Myocardial infarction (n = 2)
• Endocarditis (n = 1)
• Cardiomyopathy (n = 1)
• Neurological
• Subdural (n = 2)
• Intracerebral bleeding (n = 2) 
• Seizure (n = 1)
• Meningitis (n =1)
• Gastrointestinal
• Gastrointestinal bleeding (n = 1)
• Peritonitis (n = 1)
• Bowel infarction (n = 1)
• Ischemic bowel (n = 1)
• Hepatic failure (n = 1)
• Abdominal aortic aneurysm (n = 1)
• Pulmonary 
• Pulmonary embolism (n = 2)
• Pneumonia (n = 1)
The remaining deaths were caused by a variety of dif-

ferent illnesses, including AIDS, sepsis, ARDS, and one
missed complication from a feeing tube placement.  

■■ COMMENTARY
The risk of death post urgent care visit is not dissimi-

lar from the risk of death post emergency department
visit, in as much as patients do not necessarily self-triage
appropriately. Thus, this study has broad and concerning
implications for urgent care medicine.  

Unexplained and unresolved abnormal vital signs,
most commonly tachycardia, occurred often in cases of
unexpected death. Unexplained tachycardia often occurs
in ED patients as well who are discharged and do not
die. Therefore, abnormal vitals are a sensitive, yet non-
specific, indicator of risk. The presence of abnormal
vitals should elicit some investigation, or at minimum,
an explanation in the medical record.  

Another common finding was the unexpected death
secondary to a chronic condition, most often congestive
heart failure. Man et al surmised that this may be sec-
ondary to the difficulty in discerning the steady state of
a chronic condition from an insidious decompensation.
In many of these patients, the discharge diagnosis was
similar to the cause of death. Only the rapidity of the out-
come, as opposed to the diagnosis, was at issue.

The third most common area of risk was the subtle
presentation of a rare condition. ED physicians are
trained to think "worst first."  It is this training that hope-
fully improves the diagnosis of these "zebras." In an
urgent care setting, the provider must be vigilant to not
"drop their guard" while wading through the sea of the
walking well. The diagnosis of these high-risk, low-
prevalence diseases will continue to be the "holy grail"
of urgent care risk reduction.

Finally, and probably less important in the urgent care
setting, are the patients with mental illness who become
lost to follow-up, secondary to their inability to seek fur-
ther treatment if they are not getting better. In this study,
many of these patients had drug or alcohol issues imped-
ing their ability to fend for themselves.  

The take home point for urgent care providers is to
stay on guard for the high-risk, low-prevalence disease
states, respond to abnormal vital signs, document
informed consent discussions with patients and their
families, and finally, to have a low threshold for transfer-
ring patients to the emergency department for continued
care and diagnosis.   ■

I Have the Worst 
Headache of My Life! 
A B S T R A C T  &  C O M M E N T A R Y

By John Shufeldt, MD, JD, MBA, FACEP

Synopsis: An overview of the etiology, evaluation and
treatment of subarachnoid hemorrhage.

Source: Tofteland ND, Salyers WJ. Subarachnoid hemor-
rhage. Hospital Physician. 2007;43:31-39.

Subarachnoid hemorrhage sah is an acute neu-
rological emergency which affects more than

20,000 patients in the United States each year. The 30-
day mortality approaches 50%, and survivors are often
left with profound neurological deficits. Cerebral
aneurysms and AVMs account for 70-80% of SAH. The
incidence of saccular aneurysms in the United States is
between 1-6%, respectively. The risk of rupture depends
on size, location, and wall thickness.  

The classic history is a sudden onset of the worst
headache of the patient’s life. The onset often occurs
during physical activity, sexual activity, or even at rest.
Associated signs are nausea, photophobia, vomiting,
altered mental status, and focal or generalized neuro-
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symptoms. Approximately 33% of patients who present
with SAH give a history of a severe headache during the
preceding week. This is thought to be caused by a minor
leaking of blood into the Subarachnoid space.  

The physical examination of patients with SAH often
reveals nuchal rigidity, cranial nerve palsies, alerted
mental status, and vomiting. In patients without these
findings, who present with a severe or different
headache, or if the headache is accompanied by syncope
or focal neurological deficit, the diagnosis of SAH must
be entertained.  

Non-contrast, thin-cut CT is the diagnostic modality
of choice. Sensitivity approaches 100% for scans within
the first 12 hours after symptom onset. False negatives
can occur in patients who are anemic when CT scans cut
wider than 3 mm, or with CT scans limited to artifact or
patient movement. In patients whose CT scans are nega-
tive for SAH, lumbar puncture should be performed to
look for bloody or xanthochromic cerebral spinous fluid.  

Once diagnosed, early neurosurgical and neurological
consultation must be obtained. The general management
of these patients addresses 2 major objectives: identifica-
tion of the bleeding site for possible intravascular or sur-
gical intervention and treatment of the complications.
The 2 most common complications are vasospasm and
re-bleeding. Prior to the onset of vasospasm, all patients
should receive prophylaxis with nimodipine within the
first 12 hours. The typical dose is 60 mg PO or via NG
tube for 21 days.  

■■ COMMENTARY
SAH is a devastating disease process which must be

diagnosed early and accurately to help prevent some of
the associated long-term morbidity and mortality. Up to
33% of patients diagnosed with SAH give a history of a
severe headache within the preceding week. Often, these
patients present for care during their "sentinel" leak, but
unfortunately, the diagnosis was not ascertained.  

Headache is a frequent presenting complaint in urgent
care centers. Most of these patients have a non-life-
threatening cause for their symptoms, and are appropri-
ately treated with analgesics and antiemetics. A small
subset of these patients is having a "sentinel" leak, or
present at the onset of their SAH. It is in these urgent
care patients, where the rapid evaluation and subsequent
transfer can save a patient's life.  

As in the previous article, the ability to recognize the
high-risk, low-incidence urgent care conditions will save
your patient's lives and lower your overall risk in what is
otherwise a potentially high-risk practice.   ■ 

CME Questions
23. A 70-year-old diabetic man presents with a gradual onset of L

knee pain and swelling. On your exam you note that he has a
temperature of 39.3 C and what appears to be an insect bite on
his L ankle with surrounding erythema.  Management of this
patient includes all of the following except: 
a. Knee joint aspiration
b. IV antibiotics
c. Tetanus shot
d. Prednisolone
e. Admission to the hospital 

24. In the face of an acute low back strain, which of the following
are appropriate recommendations for a patient?
a. take NSAIDS for symptom relief
b. bed rest for one week
c. apply heat to affected area 
d. attempt specific back exercises for improved

functioning
e. both a and c are appropriate
f. all of the above are appropriate

25. A patient presents with acute low back pain. The patient states
that this is not the first time they have strained their back,
although this time they note pain that radiates down the back
of both of their legs and they feel like they have noted some
difficulty urinating. What is the next step in evaluating and
treating this patient? 
a. start NSAIDs, Flexeril, Heat therapy, and follow

up in 4 weeks
b. check plain films of lumbar spine, if normal, start

conservative therapy
c. check urine analysis, if normal, start conservative

therapy to treat low back pain
d. get an immediate MRI

CME Objectives
The objectives of Urgent Care Alert are to:
• quickly recognize or increase index of suspicion for

specific conditions;
• apply state-of-the-art therapeutic techniques to treat

patients with particular problems; and 
• identify both common and rare complications that

may occur.    ■
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Answers:23. (d); 24. (e); 25. (d)


