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Retail clinics offer convenient, low-cost basic primary care treatment, screening and 
diagnostic services in a variety of settings. Increasingly, these clinics are an integral part 
of a U.S. health care system in the throes of massive change as payers and providers 
migrate toward Triple Aim goals of improved patient care, population health and 
reduced cost. Many retail clinics are adapting their offerings to provide basic chronic 
care management services and forming partnerships with area health systems in efforts 
to become better integrated with other community providers. Some retailers are 
leveraging other assets within their stores, including pharmacies and healthy foods, to 
create a package of enhanced services for customers and payers. A few retailers have 
gone a step beyond and are exploiting the enormous foot traffic they generate to offer 
additional services not traditionally found in their stores, including enrollment assistance 
and access to public nutrition programs.

As the role of retail clinics evolve they face a series of challenges and opportunities to 
integrate this business model into a health care system reconfiguring to advance Triple 
Aim goals and to contribute more broadly to a Culture of Health. 

Executive Summary
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The Retail Clinic Landscape

Retail clinics typically employ nurse practitioners (NPs) 
and physician assistants (PAs) to handle most patient 
interactions. Like many primary care providers, retail 
clinics are more prevalent in higher-income, urban and 
suburban areas, though they also can be found in rural 
and underserved communities. The majority of retail 
clinics accept commercial, Medicare and Medicaid 
coverage, and all accept cash payment regardless of 
insurance status.

The cost of providing care and treating patients has 
been found to be lower at retail clinics when compared 
to other settings. However, it remains unclear if retail 
clinics reduce the total cost of care by replacing other 
primary care encounters. And while some measures of 
performance indicate that the quality of care offered at 
retail clinics is comparable to other settings, there is less 
evidence of how clinics impact clinical outcomes.

To date, more than 100 partnerships between retail 
clinics and health systems have been formed, linking 
care between retail sites and primary care medical 
homes, expanding after-hours care options and enabling 
health systems to provide patients with alternatives 
to emergency departments (EDs). In fact, one study 
estimated that up to 27 percent of ED visits could be 
handled appropriately at retail clinics and urgent care 
centers, offering cost savings of $4.4 billion per year.  
The full benefit of these partnerships can only be 
realized when care is coordinated, protocols are 
adopted, and information systems are effectively linked. 
The reach and effectiveness of retail clinics can be 
constrained by varying and restrictive state scope-of-
practice rules that increase the administrative costs of 
retail clinic operators and limit their practitioners’  
scope of services. Health system partners have helped 
resolve some of these issues by providing physician 
oversight, though that can add to overhead and cost.

Increasingly, retailers are bundling clinic services with 
pharmacy, nutrition, lifestyle and obesity management 
programs to deliver more comprehensive offerings. 
The business case for providing those services can 
be compelling, especially when they are aligned with 
incentives from payers. Finally, the astonishing foot 
traffic that these retailers generate can serve as a 
platform for offering services not traditionally delivered 
in retail setting, such as enrollment assistance for public 
or private coverage, nutrition and housing support.

Retail clinics have demonstrated that their value 
proposition in a Culture of Health is convenient, 
low-cost, transparent and accessible routine primary 
care. To the extent they are able to coordinate care 
with health system partners, their value will be further 
enhanced. Additional research is warranted to examine 
the expanded role retail clinics can play in supporting 
public health initiatives, the benefits of tightly coupling 
and bundling services that better leverage retailer 
assets, and how stronger ties to a range of services 
not widely accessible through retailers that address 
underlying social determinants of health can be  
created and sustained.

Recommendations for Optimizing Value  
and Advancing a Culture of Health

•	 Integrating into the delivery system, through  
better linkages between retail clinics and health 
system partners.

•	 Measuring and reporting the quality of the care  
using a more complete set of clinical outcome 
measures that assesses performance against other 
primary care providers.

•	 Improving access in underserved communities, 
through partnerships between municipalities and 
state governments to open new retail stores with 
clinics in disadvantaged areas.

•	 Providing services to young children by removing 
obstacles preventing the appropriate administration 
of vaccines and provision of routine primary care in 
retail clinics to children over 18 months.

•	 Standardizing scope of practice rules for NPs  
and PAs and removing restrictions that prevent NPs 
and PAs from practicing to the full extent of their 
license and training.

•	 Requiring Medicare and all other payers to reimburse 
retail clinics for appropriate telehealth services.

•	 Examine more expansive roles retail clinics can  
play in supporting public health and emergency 
response efforts.

•	 Making the business case to payers to broaden and 
bundle services. 

•	 Researching the business case for a broader range of 
services including insurance enrollment assistance and 
access to nutrition, housing and other programs.
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Introduction

Since first emerging on the health care landscape  
more than 15 years ago, retail clinics are now a 
common feature, with 10.5 million visits occurring 
annually at more than 1,800 retail clinics.5,6 The clinics 
typically serve as ambulatory care sites providing 
basic screening, diagnostic, and treatment services. 
Retail clinics are increasingly expanding their service 
offerings to include behavioral health screenings, 
more comprehensive primary care and chronic care 
management.7 Retail clinics are filling gaps in our 
health care system for consumers who are uninsured 
or underinsured; for families with immediate care 
needs on weekends and evenings; and for employers, 
health systems and insurers looking for lower cost 
sites of care for low acuity conditions. As the nation’s 
health care system enters a period of profound 
change, these clinics offer an important locus of 
patient access within large retail establishments. 

The Affordable Care Act, enacted in 2010, has expanded 
coverage to millions of Americans and accelerated 
investments in accountable care models supported by 
value-based payments. The expansion of coverage is 
straining the nation’s primary care capacity.8 Retail clinics 
provide additional access points for basic primary and 
preventive care. While rates of uninsured adults have 
dropped significantly from more than 16 percent in 

2009 to 12.9 percent in the fourth quarter of 2014, many 

remain uninsured and those who are insured often face 

high cost-sharing.9 While retail clinics offer lower cost 

options for basic acute care, their largest challenge 

and opportunity is their relative ability to support new 

delivery and payment models that demand coordinated, 

high-value care and put a premium on improving  

health, rather than simply treating disease, for individual 

patients and communities. 

Since the Institute for Healthcare Improvement first 

introduced the Triple Aim in 2008, its goals of better 

care for individuals, improved health for populations 

and lower per-capita cost have become the centerpiece 

of efforts to improve the efficiency and effectiveness 

of the nation’s health care system.10 The Robert Wood 

Johnson Foundation articulates an even more far-

reaching goal: to build a Culture of Health in which 

living healthier lives is a fundamental societal priority.11 

At its core is a recognition that where we live, learn, 

work and play determine our health and influence our 

collective well-being. To achieve a Culture of Health 

requires a collaborative effort among multiple actors 

within the public and private sectors, extending well 

beyond the traditional medical community, perhaps 

reaching into the retail sector. 

“�[I]magine a culture that empowers everyone to live the healthiest lives that they can, even 
when they are dealing with chronic illness or other constraints. Imagine a health care system 
that couples treatment with care, and considers the life needs of patients, families, and 
caregivers, inside and outside the clinic.”

Risa Lavizzo-Mourey
Robert Wood Johnson Foundation

Insights from the Field
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Culture of Health Horizon

This paper examines the potential value proposition of 
retail clinics in building a Culture of Health in the United 
States. It was guided by an advisory committee, and 
informed by published research and interviews with 20 
retail clinic experts and stakeholders. We review evidence 
of the impact retail clinics have had in expanding access 
to lower-cost, routine, primary care services and consider 
the quality of these services and whether they impede or 
facilitate a continuum of care. We describe how some 
retail clinics are establishing ties with other health system 
providers to enable coordinated care, and the challenges 
these clinics must confront to effectively support Triple 
Aim goals. We distinguish between three different loci of 
care and services within the retail setting: the retail clinic 
itself; the pharmacy, and the broader retail environment. 
We specifically consider opportunities to leverage the 
setting in which retail clinics operate to better support 
disease prevention and chronic care management. And 
we consider how the broader aspects of a Culture of 
Health can be realized by exploiting the considerable foot 
traffic within these retail environments to facilitate access 
to public, private and subsidized insurance, nutrition 
programs such as Women, Infants, and Children (WIC) 
and food stamps, public health and other programs that 
may fall outside of traditional health service horizons. 

Finally, we propose a set of strategic recommendations 
for philanthropy, policy makers and regulators, providers, 
clinic owners, operators and other stakeholders to 
optimize the value of retail clinics in building both an 
effective and efficient health care system and a Culture  
of Health in the United States.

n �Supporting Access to Services Addressing Social & Economic 
Determinants of Health	

n Health Insurance Applications and Enrollment

n Public Health Initiatives with Local Health Departments

n �Chronic Care & Pharmacy Mangements & Integration with 
the Health Care System

��n Primary & Preventative Care

Triple Aim Boundary

The Robert Wood Johnson Foundation 
describes a nationwide Culture of Health 
in which:

1.	 �Good health flourishes across geographic, 
demographic and social sectors.

2.	 �Attaining the best health possible is valued 
by our entire society.

3.	 �Individuals and families have the means  
and the opportunity to make choices that 
lead to the healthiest lives possible.

4.	 �Business, government, individuals, and 
organizations work together to foster 
healthy communities and lifestyles.

5.	 �Everyone has access to affordable,  
quality health care because it is essential  
to maintain, or reclaim, health.

6.	 �No one is excluded.

7.	 �Health care is efficient and equitable.

8.	 �The economy is less burdened by excessive 
and unwarranted health care spending.

9.	 �The health of the population guides public 
and private decision-making.

10.	 �Americans understand that we are all  
in this together.
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The Current Landscape 

Retail clinics are ambulatory care sites typically located 
in and associated with brand-name retailers, including 
pharmacies, groceries and “big-box” stores. They 
primarily treat routine illnesses, provide preventative 
care and vaccinations, offer basic health screenings and 
low-level acute care services. Retail clinics emphasize 
convenience—walk-in availability, short or no wait 
times, and extended weekday and weekend hours of 
operation. Prices are typically fixed and transparent, 
generally posted on-site and online.12 Nurse practitioners 
(NPs) and physician assistants (PAs) typically staff them 
with some physician oversight. Retail clinics are distinct 
from employer-based clinics, which tend to serve only 
corporate employees, and urgent care clinics and free-
standing emergency departments (EDs), which can  
treat higher-acuity injuries. The latter are also required  
to have board-certified physicians on staff. 

Retail clinics are low-margin businesses. They 
cost $50,000 to $250,000 to build out, are usually 
between 150 and 250 square feet, can generate 
revenues upwards of $500,000 per year, and typically 
see 10 to 30 patients per day.13,14 They offer low 
prices—typically ranging from $40 to $75 for a visit—
by keeping down administrative overhead, operating 
in a small clinic footprint, aggressively managing their 

supply chain, and by employing a workforce of NPs 
and PAs.15 Given these attributes, retail clinics also 
tend to be limited in the services they can offer and 
equipment they can operate.16 

History, Growth and Patients Served

After the first retail clinics opened in 2000, the industry 
experienced a period of rapid growth through 2007, 
followed by more tempered expansion.17 Still, the 
number of retail clinic sites increased almost 900 percent 
between 2006 and 2014, from 200 to 1,800, and the 
number of visits increased sevenfold from approximately 
1.5 million to 10.5 million in 2012, representing upwards 
of 2 percent of primary care encounters in the United 
States.18,19 Demand for convenient access to care for low-
acuity, time-sensitive conditions or routine preventive 
services has been fueling clinic growth. The vast majority 
of clinic users reported that the primary purpose of their 
most recent clinic visit was the diagnosis and treatment 
of a new illness or symptom, followed by vaccinations 
and prescription renewals.20 

In the early years, most retail clinics did not accept 
insurance; however, by 2008 almost all retail clinics 
accepted commercial insurance and Medicare, while 60 

Among U.S. Families Using a Retail Clinic in  
Past 12 Months, Major Reason for Choosing a 
Retail Clinic, 2010

Note: Categories are not mutually exclusive; respondents could select multiple categories.
Source: HSC 2010 Health Tracking Household Survey
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Source: HSC 2010 Health Tracking Household Survey
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percent accepted Medicaid.21 Regardless of insurance 
status, higher-income families earning more than 600 
percent of the federal poverty level (FPL) are nearly twice 
as likely to use a retail clinic as families with incomes less 
than 200 percent of FPL. Families with children were also 
more likely to use a retail clinic than childless couples, 
single adults, and senior citizens.22,23 This demographic is 
driven in part by the location of retail clinics, which tend 
to be in higher-income, urban and suburban settings, 

with higher concentrations of white and fewer black and 
Hispanic residents.24 Regardless of the setting or income 
of the consumers, when compared to the general 
population, retail clinics patients are less likely to have 
insurance or a personal physician.25 

Retail clinic consumers overwhelmingly cite 
convenient location, hours of operation and ability 
to receive care without an appointment as major 
reasons they choose to seek care at retail clinics over 
other care settings.26 For uninsured and low-income 
consumers, lack of a usual source of care and lower 
costs factored heavily into their decisions to rely on 
retail clinics.27 The longer hours of operation also 
give patients more flexibility to avoid time away from 
work.28 For uninsured populations, retail clinics appear 
to function as a limited safety net, delivering more 
affordable and accessible, basic primary care services 
than they could receive in most other settings.

Cost, Quality and Transparency

The cost of providing care for commercially insured 
patients has been found to be significantly lower when 
care was initiated at retail clinics ($110) than when it 
was initiated in physician offices ($166), urgent care 
centers ($156), and EDs ($570).29 Studies have also found 
that for five common conditions treated at retail clinics 
(pharyngitis, otitis media, acute sinusitis, conjunctivitis, 
and urinary tract infections), costs savings of $50 to $55 

per episode could be realized and that cost of care for 
consumers who visited a retail clinic on aggregate was 
$262 less than those who did not.30,31 

Other studies, however, suggest that retail clinics could 
add to costs by complementing physician care instead 
of replacing it, and generating new encounters that 
patients would not otherwise pursue.32 While these visits 
may provide health benefits, the ability of retail clinics to 
impact overall health care spending remains unclear.33 
There may also be additional cost implications for the 
wide variation in pricing of generic drugs at large U.S. 
pharmacy chains, which can be as much as 18 times 
more expensive than wholesale chains such as Costco.34 
On the other hand, prescribing medication at retail clinics 
has been associated with better patient adherence with 
drug regimens; concerns raised by some parties that retail 
clinics might overprescribe antibiotics have not been 
supported by evidence.35

Retail clinics have also been found to provide as good 
or better care than physician offices, urgent care 
centers, and EDs on quality indicators for three common 
conditions (otitis media, pharyngitis, and urinary tract 
infections), and that the proportion of patients who 
sought preventative care within three months of a retail 
clinic visit was higher than those who sought such care 
at other sites.36 In addition, as many as 90 percent of 
U.S. adults who used these clinics have also been found 
to be very or somewhat satisfied with the quality and 
cost of the care they received.37 

The National Committee for Quality Assurance (NCQA) 
the National Quality Forum and others have developed 
a handful of outcomes measures—including Avoidance 
of Antibiotic Treatment in Adults With Acute Bronchitis—
that are applicable to both retail clinics and primary care 
providers.38 The Minnesota non-profit MN Community 
Measurement reported performance of primary care 

“�Clearly there’s a need because they’ve sprung up and they’re filling a gap. Our big concern  
is the lack of transparency regarding quality; they need to be accountable and they need  
to be scrutinized to the same extent as other providers. The data should prove that they  
can provide good quality, for good value, in a way that’s accessible to patients.”

Doris Peter
Director, Health Ratings Center 

Consumer Reports

Insights from the Field



Building a Culture of Health: The Value Proposition of Retail Clinics   8 

providers, including retail clinics, in 2013 and found that 
MinuteClinic and Target Clinic were ranked amongst 
the highest performers in at least three measures.39 
More consistent application of quality outcome 
measurements to retail settings would allow an apples-
to-apples comparison of quality relative to other 
types of providers, and would give consumers and 
purchasers better information to inform their choices.

Ownership and Operating Models

The majority of retail clinics are owned by pharmacies 
and big box retailers,40 although they operate under a 
variety of different models. On one end of the spectrum, 
retailers staff and control the clinic, retain all of its 
revenue and bear full financial risk for its operations. 
Retailers also affiliate with regional health systems. Under 

these arrangements, sites may be co-branded, with the 
affiliate health system providing oversight for a medical 
director, while the retailer remains in control of and at 
financial risk for clinical operations, profits and losses. 
Together the affiliate and retailer may develop protocols 
to support clinical decision-making, and patients may be 
referred to the affiliate for additional primary and ongoing 
care. At the other end of the spectrum, the retail sponsor 
leases space in the store to a health system affiliate that 
staffs it, assumes control of clinic operations and is at full 
financial risk. 

Retail clinic affiliations with health systems include 
relationships with a range of organizations from single 
specialty physician groups to large integrated delivery 
systems. The six largest retail clinics sponsors represent 
93 percent of the total number of clinic sites nationwide.

Retail Clinic Number of sites Market Share
Health System 

Affiliations41

CVS MinuteClinic 901 50% 47

Walgreens Healthcare Clinic 437 24% 6

Kroger Little Clinic 140 8% 4

Walmart Retail Clinics 103 6% 46

Target Clinic 80 4% 2

RiteAid RediClinic 30 2% 3

“�If a patient has a medical home, and they have a relationship with the primary care setting, 
and they in turn have an agreement to use the retail setting for maintenance and routine 
evaluation, and that information will flow back in to the medical home, that creates a shared 
responsibility. The key is coordination and linkage back to the medical home, and the 
workforce’s ability to manage long-term health and wellness.”

Shawn Martin
VP of Advocacy and Practice Advancement 

American Academy of Family Physicians

Insights from the Field
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Delivery System Integration: Challenges and Opportunities

For hospitals, providers and insurers, the Triple Aim’s 
focus on patient outcomes, population health and the 
cost of care has brought into sharp focus the influence 
of non-clinical factors on patient and population health. 
While the impact of the social determinants of health—
the social and economic factors such as housing, 
employment and education—and behavioral factors 
including diet and exercise have been well-documented 
for decades and shown to drive 80 percent of health 
outcomes, it is only recently that health care providers 
and payers have begun to consider their implications.42,43 
As a result, providers are incorporating interventions into 
clinical settings that address patients’ social as well as 
clinical needs, recognizing that effective management  
of their patients care and costs requires them to do 
so,44 all of which comes into play as we strive to build 
a Culture of Health. These emerging trends raise both 
challenges and opportunities for retail clinics.

Improving Primary Care Access, Care 
Coordination and Chronic Disease Management 

Health systems are responding to this constellation 
of pressures in a variety of ways, including forming 
affiliations with retail clinics; more than 100 partnerships 
between retail clinics and health systems have been 
established. For retailers, co-branding can bolster their 

credential as a trusted health care provider and drive 

more individuals into their stores. For health systems, 

it can expand their networks and presence to regions 

where they have no physical sites, extending their 

primary care networks to new patient populations 

and increasing access to after-hours care for existing 

patients.45 Retailers often engage health systems to 

help fulfill physician oversight requirements, which 

generates additional revenue for the systems. Some 

delivery systems seeking to improve primary care access 

and manage total cost of care are using retail clinics 

to reduce unnecessary ED visits. One study estimated 

that up to 27 percent of ED visits could be handled 

appropriately at retail clinics and urgent care centers, 

offering cost savings of $4.4 billion per year.46

Payers have also begun to integrate retail clinics into 

networks in efforts to reduce cost. BlueCross BlueShield 

of Minnesota has created an “aligned incentive” ACO 

program that now accounts for 40 percent of its network 

spend. They have developed an ACO-like product 

with Allina Health Network (AHN) and have “wrapped” 

AHN’s network with other providers, including retail 

clinics.47 AHN is accountable for the total cost of care 

for members attributed to their network, including costs 

incurred at retail clinics. 

Spotlight:
Heritage Provider Network

The Heritage Provider Network (HPN), a geographically diverse physician network in 
Southern California, is working with 30 Rite Aid pharmacies in a joint services program, 
supporting HPN’s ACO contracts. RiteAid’s clinics are offering a range of chronic care 
management services, including medication-adherence programs, comprehensive 
medication reviews and reconciliation, nutrition and weight management services, 
disease education, exercise coaching, and tobacco-cessation programs. Activities 
target patients with chronic conditions such as congestive heart failure, diabetes, 
COPD, hypertension, and high cholesterol. 

RiteAid is staffing some of its clinic locations with specially trained care coaches to 
help meet wellness goals and to improve patient engagement and self-management 
skills. Collaboration is facilitated via an integrated EHR through which HPN physician 
orders are transmitted electronically to the care coach and pharmacist, and clinic-
generated patient summaries are sent to the patient’s HPN physician.
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Payers and health systems intent on bending the cost 
curve also recognize that they must manage chronic 
disease, the treatment of which accounts for more than 
75 percent of health care costs in the United States.48 
The increased focus on care coordination and disease 
management has not been lost on the retail clinic 
industry. Retailers are increasing their service offerings to 
include health screenings and chronic care programs:

1.	 �CVS/MinuteClinic supports diabetes management 
including biometric screenings such as glucose, 
hemoglobin A1c, blood pressure, weight and foot 
exams, weight management counseling programs 
and asthma maintenance therapy education.

2.	 �Walgreens Take Care Clinics include assessment, 
treatment and management for hypertension, 
diabetes, high cholesterol, and asthma. Take Care 
Clinic providers can evaluate, recommend and 
order preventive health services, such as screenings 
or lab tests, based on a patient’s age, gender and 
family history. 

3.	 �QCare Clinic, a retail clinic operated by the 
Family Practice and Counseling Network within a 

ShopRite grocery in an underserved community 

in Philadelphia partnered with the Thomas 

Scattergood Behavioral Health Foundation, the 

Philadelphia Department of Behavioral Health 

and Intellectual DisAbility Services (DBHIDS) and 

Screening for Mental Health, Inc. to develop a 

behavioral health screening kiosks placed in the 

retail clinic waiting area.49 The kiosk, which was 

launched in 2014, asks users a series of questions 

to identify symptoms of common mental health 

conditions. Patients receive a print-out of results 

and a follow-up email with referrals to relevant 

services in the community.

The increased focus on chronic care has resulted in 

a rise in the percentage of visits for screening and 

management of chronic conditions at one retail clinic 

operator from 4 percent in 2007 to 17 percent in 2013.50 

While complex patients require more extensive testing 

and ongoing management than is available in retail 

clinic settings, screenings, assessments and ongoing 

monitoring by retail clinics using clinical protocols can 

be supportive of chronic care efforts for lower-acuity 

patients.51 The use of evidence-based clinical practice 

Spotlight:
Walgreens

In early 2013, Walgreens announced it had formed accountable care organizations 
(ACOs) with three leading physician groups and would be participating in Medicare’s 
Shared Savings Program (MSSP). The ACOs – Advocare Walgreens Well Network in 
Marlton, N.J.; the Diagnostic Clinic Walgreens Well Network in Largo, Fla.; and the 
Scott & White Healthcare Walgreens Well Network in Temple, Texas – were designed 
to deliver personalized pharmacy care and emphasize the physician-pharmacist 
collaboration. 

Walgreens supported the ACOs by providing medication management, quality metrics, 
expertise and access points through its retail clinics. Medication management gave 
the ACO an opportunity to interact with the patient far more often than routine doctor 
appointments, and allowed for better insights into medication data via Medicare Part D 
claims. In some areas, Walgreens embedded pharmacists as members of an integrated 
care team to support hospital discharge planning and follow-up.

Walgreens is accountable for meeting the program’s quality and cost control targets, 
with potential to share in any incurred savings that exceed Medicare’s shared savings 
thresholds. In December 2014, Walgreens withdrew from two of its three MSSP ACOs 
that did not generate financial savings for Medicare.

Source: Atlantic Information Services,  
ACO Business News (ABN), Dec. 24, 2014.  
http://aishealth.com/archive/nabn0115-03
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guidelines embedded in electronic health records can 
help improve clinical outcomes for patients with chronic 
conditions, support more judicious use of tests and 
treatments—including use of generic medications—and 
help diminish costs and improve adherence to therapy.52 

Emory Healthcare and MinuteClinic developed 
hypertension evaluation, treatment and management 
protocols to use at both Emory and MinuteClinic sites. 
The protocols include both guidelines to evaluate and 
treat patients newly diagnosed in the clinic, and guidance 
to support ongoing management of established patients 
previously diagnosed at Emory. Medical records and 
results are electronically exchanged between Emory and 
the clinic, and care is coordinated with Emory.

Sutter Health in Sacramento integrated Joint National 
Committee (JNC-8) guidelines for management of 
high blood pressure into their protocols, and extended 
them to the Express Care retail clinics they own and 
operate.53 The protocols provide guidance on medication 
management and diet and exercise regimens to Express 
Care providers to help them adjust patient care according 
to guidelines, referring them back to the primary care 
physician when indicated.

Sharing Information

These programs require close collaboration between 
the retail clinic and health system provider to adopt and 
adhere to clinical protocols. They also require robust 
data-sharing to ensure information is accurate, timely 
and complete to drive decision support tools. The 
programs at Sutter and Geisinger have been successfully 
implemented in part because the health systems operate 
the retail clinic and use the same EHR. In the Emory-
MinuteClinic program, both institutions committed 
to closely linking their EHRs and adopting consistent 
protocols. Today, MinuteClinic has linked EHRs with a 
third of its 45 health systems partners. Some retail clinic-
health system partnerships have overcome this obstacle 
by extending the health system’s EHR to the retail clinic 
site, so that the organizations share the same system.

The challenges of coordinating care and sharing 
information are also faced by hospitals, physicians, post-
acute care and other providers, who are impeded from 
sharing information by a lack of a robust national health 
information exchange infrastructure.54 All members of the 
Convenient Care Association, a national trade association 
of retail-based health clinics, operate with EHR systems, 
compared with 78 percent of physician practices and 
59 percent of acute care hospitals.55,56 While information 
exchange is key in any coordinated care model, it is 
particularly important with respect to retail clinics, where 
care may be provided outside of a patient’s primary care 
medical home.

Spotlight:
Geisinger Health System

Geisinger Health System, based in Danville, Pa. launched Careworks Convenient Healthcare in 2006 inside Weis 
Markets, a regional chain of supermarkets. Careworks was established to provide low-cost routine primary care services 
and to act as an extension of Geisinger primary care medical home. Geisinger operates in a largely rural region of 
Pennsylvania, with large swaths lacking basic primary care access, resulting in congested EDs. Careworks provides 
seven-day-a-week and after-hours care and has been used to reduce ED visits and provide lower-cost care to less acute 
patients who could effectively be treated at a Careworks clinic. Geisinger and its Careworks clinics also share the same 
EHR and have integrated decision support tools to notify clinicians at all Geisinger retail clinic and primary care sites 
when a mammography, cholesterol screening or other interventions are indicated as needed to meet clinical guidelines 
and close care gaps. As a result, Geisinger has reduced the strain on their EDs, while establishing 3,000 new patient 
relationships per year with individuals who previously had no established relationship with a primary care physician.
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Telehealth

Telehealth has the potential to reduce cost and 
improve both access to care for rural and underserved 
communities and support treatment of patients with 
acute and chronic conditions57 at retail clinics and 
beyond. Average telehealth costs are $40 to $50 
compared to $136 to $176 for a related in-person 
visit, while the most common diagnoses made during 
telehealth visits are sinusitis, cold, flu, pertussis, and 
urinary tract infections58—conditions also frequently 
treated at retail clinics. Live telehealth consults can be 
used to extend the scope of consultative, diagnosis 
and treatment service options by connecting patients 
and practitioners at the retail clinic “originating site 
of care” with a remote primary care physician or 
specialist. This can be particularly useful when cases 
arrive at the retail clinic that may not be routine, but 
still can be effectively treated by practitioners with 
appropriate levels of training.59

Medicaid programs in 46 states provide some form 
of telehealth reimbursement, primarily for live video 
telehealth consults, though there are some limits.60 
Twenty-one states and the District of Columbia 
have laws governing telehealth reimbursement 
policies by commercial carriers.61 Both Medicaid and 
private insurers provide coverage for telehealth in 
retail clinics; Medicare does not.62 Efforts to expand 
reimbursement are underway and could extend 
Medicare payment for telehealth consults in rural 

communities, including at retail clinics.63

“�When a patient is seen at MinuteClinic and identifies a UCLA primary care physician, that 
physician automatically obtains a copy of the patient’s encounter from MinuteClinic directly 
into the UCLA EHR. This is still a unidirectional flow; however, once we are able to have 
a bidirectional flow of information, we can start using MinuteClinic as a way of obtaining 
results and adjusting care by having patients obtain follow-up at MinuteClinic sites. So for 
our ACO and capitated populations, we would be able to offer MinuteClinic as an alternative 
to primary care, ED and urgent care visits where appropriate, which should reduce our need 
to expand other sites of service that may be more expensive.”

Bernard Katz
Medical Director 

UCLA Primary Care and Specialty Care Network

Insights from the Field

In 2012, 18 states and the District of 
Columbia allowed nurse practitioners 
(NPs) to diagnose and treat patients 
and prescribe medications without 
a physician’s involvement, while 32 
states required physician involvement 
to diagnose and treat or prescribe 
medications, or both. 

In Washington, for example, NPs can run 
practices independently of physicians, 
while in Alabama, a collaborating physician 
must be present at an NP’s practice site 
at least 10 percent of the NP’s scheduled 
hours, and must visit the site at least 
once per quarter. In addition to scope-
of-practice restrictions, 17 states require 
multiple bodies (such as nursing and 
medicine boards) to regulate NPs. All 
physician assistants must practice under 
some physician supervision. Eleven states 
have no limit on the number of PAs a 
physician can supervise; the remaining have 
limits as restrictive as 2:1 in Mississippi (the 
same ratio applies to physician supervision 
of NPs), to as high as 7:1 in Texas.
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Workforce

As previously discussed, retail clinics typically employ a 

workforce of nurse practitioners and physician assistants. 

NPs’ practice are licensed by all 50 states and the District 

of Columbia; they are trained to provide comprehensive 

physical examinations, diagnose and treat acute and 

chronic illnesses, provide immunizations, prescribe 

and manage medications and other therapies, order 

and interpret lab tests and x-rays, and provide patient 

education and supportive counseling. They must also 

pass a certification exam to be licensed. Physician 

assistants are health professionals trained to provide 
diagnostic, therapeutic, and preventive care services 
under physician supervision and must pass a national 
certification exam to become licensed by the state where 
they practice. 

In short, the expertise and training of NPs and PAs is 
well-suited for retail settings. However, states’ varying 
regulatory and licensure schemes constrain the ability 
of retail clinics to make full use of these professionals in 
every state. 

Leveraging the Big Box: Expanding and Bundling Services  
in and Beyond the Clinic Walls

For consumers, a “big box” retailer offers convenient one-
stop shopping for groceries, pharmaceuticals, medical 
supplies and other goods that could be packaged into 
a coordinated set of products and services to promote 
wellness and help manage chronic disease. In short, retail 
clinics need not be confined to a “doc in a little box,” 
when retailers could leverage assets they have outside of 
the clinic but within the walls of their stores. Some assets 
and services that already exist within some retail stores 
could be bundled with retail clinic services to expand 
their potential.

Pharmacy & Food

The pharmacy located in the retail store represents 
a significant opportunity to support better patient 
engagement and management. Pharmacists and nurses 
are among the most trusted professions, and studies 
have shown that incorporating pharmacists into chronic 
disease medication counseling programs significantly 
improves patient outcomes.64,65 Integrating pharmacists 
into the retail care team presents opportunities to help 
manage complex poly-pharmacy regimens. When these 
regimens are left unmanaged, they have often been 
associated with an increased risk of taking inappropriate 
medications and unnecessary medical and hospitalization 
utilization and expenditures.66,67 Payers can also use 
their access to medication history—with the appropriate 
patient consents—to support pharmacists, thereby 
enabling medication management at the pharmacy site.

CVS launched the Pharmacy Advisor program in 2011 to 
interested employers who contract with CVS/Caremark 
for pharmacy benefit management (PBM) services. The 

program delivers messages to both mail-order and retail 
pharmacists about patients’ medication adherence; 
pharmacists then pass that information along to both 
patients and their physicians. Pharmacists counsel 
patients about initiating recommended therapies, and 
offer to discuss regimens with their doctors. Patients 
receiving new medications are counseled at the time of 
their first fill, while pharmacists follow-up via phone with 
patients late in refilling a medication. One review found 
new medication therapy initiation rates for patients with 
diabetes increase by as much as 68 percent when retail 
pharmacists counsel patients in person, while medication 
adherence rates increase by 3.9 percent. Researchers 
estimated the total financial value to the employer in 
the study to be more than $600,000 in cost avoidance, 
representing a tri-fold return on investment.68 The 
program aligns CVS’s PBM and pharmacy dispensing 
business, offering the above benefits to employers, while 
increasing appropriate medication use for patients and 
increasing dispensing fees and revenues from medication 
sales to the retail pharmacy.

Walgreens created WellTransitions, a pharmacotherapy 
management program to help reduce readmissions 
and medication-related complications. The program 
supports medication management for patients 
admitted to hospitals and includes bedside delivery 
of medications, patient consultation and discharge 
instructions. It also includes post-discharge pharmacist 
education and follow-up, clinical therapy review, 
analytics and outcomes reporting. Walgreens reported 
that WellTransition patients were 46 percent less likely to 
experience an unplanned readmission within 30 days 
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of discharge than a comparison group.69 The program 
can benefit patients by reducing adverse medication 
and hospitalization events and potentially can reduce 
hospital readmission payment penalties.

RediClinic is leveraging the assets of the H-E-B grocery 
stores in which they are located through its “Weigh 
Forward” 10-week comprehensive medically supervised 
weight and lifestyle management program. The program 
includes physicals, nutrition programs tailored for 
diabetes and other restricted diets, pedometers and 
exercise routines. The clinic also provides patients 
with grocery lists, to direct them toward healthy food 
purchases within the store. Program results produced 
average weight loss of one to two pounds per week, 
while patients diagnosed as hypertensive decreased by 
62 percent.70 

The sponsors of Weigh Forward noted challenges 
in securing reimbursement from insurers without 
compelling evidence of clinical and economic returns. 
With the ACA requiring first- dollar coverage of obesity 
screening and counseling, the business case for 
employers and payers may ultimately materialize. In 
2011, Medicare began reimbursing intensive behavioral 
therapy for obesity for Part A or B beneficiaries, using 
U.S. Preventive Services Task Force guidelines. However, 
Medicare will only reimburse for services provided by 
primary care practitioners in primary care settings. 

These and other programs point to numerous potential 
opportunities to be explored and that could be more 
tightly coupled with retail clinic services. Retailers could 
package “kits” for patients with diabetes that include 
medical supplies found on their shelves, weight-loss, 
exercise and cookbooks and guided shopping to help 
make healthier and more informed choices. The success 
of building and delivering these programs may in large 

part be determined by the willingness of payers and 
consumers to pay for them.

Public Health

Approximately 50,000 adults die annually from vaccine-
preventable diseases in the United States. With low rates 
of adult and adolescent vaccination, retail pharmacies 
and the on-site clinics can support education efforts, 
expand convenient access to vaccines, and reduce 
vaccine-preventable illness and death.71

Before the swine flu (H1N1) pandemic of 2009, few 
pharmacists administered flu vaccines.72 By 2013, more 
than 200,000 pharmacists, or approximately 70 percent 
of the workforce, have been trained to administer 
vaccines, while all 50 states, District of Columbia, and 
Puerto Rico authorize pharmacists to administer vaccines 
at some level.73,74 Nearly one in five adults now receive a 
vaccination in a pharmacy or retail store, second only to 
a doctor’s office, and 10 times the number of vaccines 
administered in public health departments.75 

Retailers have leveraged their broad geographic footprint 
and workforce to support public health vaccination 
programs. Walgreens collaborated with the Alaska 
Department of Health and Human Services (DHHS) on 
a diphtheria, tetanus and pertussis (DTaP) vaccination 
voucher program in response to increased pertussis cases 
in the state. Vouchers were made available on the Alaska 
DHHS website for download and could be redeemed 
for any individual age 10 or older at specified store 
locations.76 CVS and Direct Relief are providing $1 million 
in flu shot vouchers, redeemable at any CVS/pharmacy 
or MinuteClinic location, to patients in underserved 
communities who lack health insurance.77 Walmart is 
working with local health departments in Albany to 
administer flu clinics at its stores.78 

“�As a payer, there’s always a worry when you agree to pay for something new that you will just 
pay for something the providers are already doing. Pharmacy dispensing fees should cover 
some level of counseling and education to the individual. Where does that line get drawn 
and cross over into moving above and beyond to spend time with someone to provide 
more robust medication management? Thus far, we haven’t seen anyone present us with a 
compelling, well defined approach.”

Tony Keck
Former South Carolina Medicaid Director

Insights from the Field
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The Federal Emergency Management System’s National 
Response Framework calls for the creation of distribution 
points for mass dispensation of vaccines and prophylactic 
medications in response to natural or man-made 
disaster events.79 The broad distribution of retailers and 
retail pharmacies make them well-suited to support 
such emergency response initiatives. CVS/MinuteClinic 

supported Moore, Okla. after a devastating tornado in 
2013 and New York residents after Hurricane Sandy, 
providing examples of how public health and retailers can 
work together to support disaster relief.80 It also suggests 
that a more intentioned and synchronized emergency 
response that includes retailers and clinics could further 
improve public safety.

Leveraging the Big Box: Exploiting the Foot Traffic

Retail clinics offer an access point for basic primary 
and preventive care, and in partnership with health care 
systems and government agencies, may extend their 
reach to chronic care management and public health 
initiatives. In addition, opportunities may exist to leverage 
services and assets within many retail stores to further 
advance their value proposition. In this section, we 
examine how additional services may be added to retail 
stores with clinics that further support a Culture of Health 
that appeal and are directed towards the large volumes  
of shoppers retailers attract. 

Retail pharmacies, grocery stores and big box retailers 
have astonishing volumes of foot traffic. Walmart  
alone serves more than 140 million customers in 
the United States each week.81 Across the United 
States, the top 25 pharmacy chain stores represent 
about 28,000 pharmacy locations.82 One of the 
nation’s largest pharmacies, Walgreens reports that 
approximately 6.3 million customers visit its stores 
on a daily basis and that two-thirds of Americans live 
within three miles of a Walgreens pharmacy.83 Given 
the volume and demographic composition of people 
served by big box retailers and their geographic 
distribution, these stores could be used to help target 
and enroll lower-income populations in a range of 
programs that address underlying social determinants. 

Improving Access to Public and Private  
Health Insurance

Lack of health insurance contributes to a person’s state 
of health and has been shown to account for as much 
as one-fifth of population health outcomes.84,85 Since 
passage of the ACA, more than 20 million individuals have 
gained access to public and private insurance. Millions 
more Americans are eligible but remain uninsured in large 
part because they are unaware of the opportunity.86 One 
study in 2014 found that an astonishing nine out of 10 
potentially eligible uninsured adults were unaware that 

public marketplace enrollment opened in November,  
and more than half were unaware that the ACA offers 
financial incentives to help them purchase insurance.87 
Federal and state governments, along with consumer 
organizations, are going to great lengths to reach out, 
educate and offer personal enrollment assistance to 
individuals, targeting high-traffic settings, including 
athletic events, music venues and states fairs.88 Big-box 
retail stores, especially those with embedded clinics,  
hold the potential to support these efforts.

CVS and Enroll America launched a partnership in 
conjunction with CVS’s Project Health wellness program, 
bringing free in-store health screenings to communities 
with the goal of promoting wellness and disease 
prevention. In addition to free screenings conducted by 
medical professionals, body mass index measurements 
and glucose, blood pressure and cholesterol checks, 
Enroll America staff and volunteers informed consumers 
about new health coverage options and financial help 
available to pay for coverage. One hundred and thirty 
Project Health events in 10 markets were staffed around 
the country, reaching more than 11,000 consumers, 82 
percent of whom said they were likely to enroll during 
the open enrollment period.89 CVS continued to provide 
free screenings and one-on-one consultation with health 
care and insurance professionals at select stores in late 
2014 during open enrollment.90

In 2014, Walmart launched Healthcare Begins Here to 
educate customers on health insurance options and 
provide them with enrollment assistance through a 
partnership with DirectHealth.com. Walmart created 
a set of simple tools in multiple languages to educate 
customers about Medicaid, Medicare and subsidized/
private insurance options. 

DirectHealth.com developed a retail exchange portal 
with health plan options, leased store space and placed 
agents in 2,700 stores to help answer customers’ 
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questions and enroll them either online or by phone.91  

In addition, Walmart implemented its first national health 

fair in 2,000 stores and provided more than 109,000 

blood pressure and glucose screenings and 26,000 

immunizations in a single day.92 

Addressing Other Economic and Social Needs

The social determinants of health go well beyond having 

or not having health insurance and include factors 

such as economic well-being, food security and safe 

and affordable housing. Programs such as the federal 

Supplemental Nutrition Assistance Program (SNAP) and 

the Earned Income Tax Credit seek to address these 

needs but, like health insurance, many who are eligible 

and in need do not take advantage of them. Reaching 

target populations and enrolling them in public programs 

has historically proven to be a challenge; nearly 12 million 

people, or one of out every three individuals, who were 

eligible for and needed SNAP did not receive benefits, 

while one analysis estimated that at least $65 billion in 

government services and support including SNAP remain 

unclaimed.93,94 Again, the location of big box stores and 

their high volume of foot traffic suggest they may have a 

larger role to play in the health of their communities.

Some government agencies and non-profit organizations 

have begun to confront this challenge by streamlining 

application processes for public benefit programs, and 

setting up outreach stations in non-traditional venues, 

such as shopping malls and other locations with high-

volume foot traffic. Evidence from these efforts shows 

promising results, with more families gaining and 

maintaining access to critical benefits.95 

In San Antonio, the grocer H-E-B has collaborated with 
the Texas Health and Human Services Commission to 
create outreach stations, placing food bank workers 
in select stores to enroll eligible customers in SNAP. 
Food bank workers complete approximately 1,500 
applications a month for people seeking various types 
of federal assistance, primarily SNAP.96 H-E-B is also 
partnering with the American Diabetes Association 
to deliver in-store nutrition service programs. These 
programs employ registered dieticians and nutritionists 
to provide affordable nutrition education and care, 
private one-on-one consultations, grocery shopping 
tours, cooking demonstrations, group health classes, 
kids’ cooking classes, “lunch and learn” sessions, and 
disease management classes. Customers eligible 
for SNAP and WIC will be offered a discount on 
some services within the program.97 Walmart has 
also partnered with organizations, including Virginia 
Cooperative Extension, to provide nutrition information 
and assistance in determining eligibility for SNAP to 
Walmart customers.98

Collaborations between retailer clinics, non-profits 
and government agencies to deliver a broader range 
of services could yield additional benefit to retailers 
in the form of increased spending by customers, 
increased foot traffic, brand loyalty, and attainment 
of philanthropic goals. Interventions linking patients 
to local resources that can address their unmet social 
needs have been deployed in other health care settings 
with some success. The nonprofit Health Leads 
operates in community health centers, helping health 
care providers write prescriptions for their patients’ 
basic needs such as food and heat.99 Medical-legal 
partnerships connecting patients to resources to 

“�Retail clinics should be thinking more broadly, beyond just health insurance, to contribute 
to the development of a single point of online registration for a full range of federal benefits. 
They could also provide wellness and nutrition counseling to ensure that additional dollars 
that are freed up through accessing additional public benefits are spent in ways that support 
health, and not in the potato chip aisle, so to speak. Retail clinics need that rung of chronic 
care management and educational services to ensure patients are supported in making 
healthy choices.”

Sarah Di Troia
Chief Operating Officer 

Health Leads

Insights from the Field
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address legal issues linked to health status have been 
established across the country in a variety of health 
settings. One program targeting patients with moderate 
to severe asthma found a 91 percent decline in ED visits 
and hospital admissions among those receiving housing 
services.100 And SingleStop, which operates in more 
than 90 sites in seven states and connects families with 
services and benefits including insurance food, financial, 
legal and tax preparation helped 156,821 families access 
more than $470 million in such benefits in 2012.101 

These examples suggest the potential of clinics to 
help connect millions of low-income families and 
individuals who shop at retail stores to federal, state 
and non-profit resources and benefits. It also helps put 
money in the pockets of consumers—money that can 
be spent on food, prescription medications and other 
necessities. The business rationale for the retailers may 
ultimately determine the extent to which relationships 
are established that make these benefits and services 
available in and around retail clinics.

Optimizing the Value Proposition of Retail Clinics 

The value of retail clinics rests both on the accessibility 
of the services offered by the clinic, as well as the range 
of services offered by the retail establishment beyond 
the clinic walls. There is little doubt that the retail clinics 
themselves are important low-cost access points for 
routine care. That value is enhanced when clinics 
establish relationships and coordinate care with area 
health systems and compounded further when clinic 
services are coupled with other retail services—offered 
by the in-store pharmacy or available in the food aisles. 
Finally, new services that could be added that exploit 
the store’s foot traffic and contribute to the health of 
the community could expand the value equation to 
encompass social determinants of health.

Ultimately, retail clinics are health care businesses 
that make decisions based on factors including cost, 
revenue and profit. Retailers with clinics, on the other 
hand, are businesses whose core mission is broader 
and not limited to health care. They compete with each 
other on price, value, convenience and diversity of 
product choices. Some retailers with clinics respond to 
these pressures by supporting business practices that 
appear inconsistent with their role as providers—limiting 
employee health benefits, or selling tobacco products 
while offering smoking cessation programs in the same 
aisle. Though this is certainly true and maybe even a bit 
ironic, it does not change the overall value proposition 
of retail clinics. And in at least one case, a retailer has 
changed its model and in the process come up with a 
creative business rationale for ending tobacco sales.

In February 2014, CVS ended tobacco sales, estimating 
it will forego $2 billion in annual tobacco revenue.102 
CVS simultaneously launched a new smoking cessation 
program, training pharmacists and MinuteClinic 
practitioners in nicotine-dependence assessments, 

individualized smoking cessation plans, and over-
the-counter and prescription nicotine-replacement 
recommendations.103 CVS subsequently announced 
plans for Caremark, which manages pharmacy benefits 
for health plans, to require some of its customers to 
make additional co-payments for prescriptions filled 
at pharmacies selling tobacco products.104 As a result, 
pharmacies that sell tobacco products will be at a 
competitive disadvantage, as patients electing to use 
them will experience increased out-of-pocket costs. The 
alignment of incentives has convinced at least one payer, 
the City of Philadelphia, to participate in the Preferred 
Health Network, a pharmacy network consisting of more 
than 100 independent pharmacies and three pharmacy 
chains that prohibit tobacco sales. The City will add $500 
in premium costs for some employees who use tobacco 
products and an additional $15 copay for employees 
who fill prescriptions at pharmacies that sell tobacco. 

Recommendations

With big box retailers expanding into the health care 
market, it is an opportune time to consider the role 
they might play not only in addressing the basic clinical 
needs of their customers, but also the social needs 
which influence patient and population health. Open 
long hours, seven days a week, retail clinics provide a 
convenient source of basic primary and preventive care, 
with some opportunity for chronic care management 
and better coordination with regional health systems. 
The retail setting provides additional opportunities 
related to its on-site pharmacy, food and other assets it 
carries that can be bundled into more comprehensive 
health offerings. Further opportunities exist to leverage 
the foot traffic to add services—not yet widely available 
in these settings—that can meaningfully contribute to a 
culture of health. 
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At the same time, retail clinic reach is limited by scope-
of-practice rules that constrain services in many states, 
sporadic connections to the larger health care system, 
and their prevalence in urban, affluent communities. In 
this regard, there may remain some tension between 
retailers’ business case for locating clinics in stores in 
more affluent urban areas and the important role of retail 
clinics as access points for lower-income and uninsured 
and underinsured consumers. Likewise, the business 
model of the retail store may constrain its ability to or 
interest in offering more extensive social and economic 
outreach efforts. 

Below are a set of strategic, interdependent 
recommendations to optimize the value proposition of 
retail clinics in delivering health care to individuals and 
enabling the health of communities.

1.	 Integrating into the Delivery System. With the 
increasing emphasis on accountable whole person 
care built on a patient centered medical home, 
the question inevitably arises about the value of 
intermittent care offered at retail clinics. Do these 
clinics support or undermine the goal of integrated 
or coordinated care? Perhaps that is not even the 
right question. The evidence shows that retail clinics 
offering convenient and at times essential access 
points are popular with consumers. Thus, we would 
suggest that the challenge for these clinics and the 
health care system at large is to find ways to link 
up. The linkage can be achieved through formal 
partnerships supported by shared clinical protocols, 
integrated IT systems with decision support prompts. 
Integration is not just desirable but essential if retail 
clinics are to support consumers with chronic or 
behavioral health needs or to provide even routine 
care to children. 

2.	 Providing and Measuring the Quality of the Care. 
The proliferation of retail clinics and their potential 
integration into emerging health care delivery models 
inevitably raises the question of the quality of care 
they provide. Evidence suggests that retail clinics 
improve access to routine care for some populations 
and that the quality of that care, as measured by a 
series of nationally recognized process measures, is 
good.105 However, the quality of care at retail clinics 
is neither routinely measured nor publicly reported.106 

Policymakers, philanthropic organizations and other 
stakeholders should stimulate the application and 
reporting of both process and clinical outcome 

measures with respect to the care retail clinics 
provide. In addition, it would be important to use and 
develop standardized metrics specifically relevant to 
retail clinics, including care coordination measures 
that assess the handoff of information from and to 
referring providers and outcome and medication 
reconciliation measures, such as those required 
for eligible providers in the federal Meaningful Use 
program.107 Whether retail clinics provide standalone 
or more integrated care, their increasing role in the 
nation’s health care system warrants more systematic 
attention to the quality of the care they deliver.

3.	 Improving Access in Underserved Communities. 
While retail clinics do operate in some underserved 
and rural communities—20 percent of MinuteClinics 
operate in rural areas—there remain large pockets 
of communities not served by retail clinics or other 
primary care providers. This recommendation is 
particularly challenging, as there is little doubt that the 
availability of retail clinics in medically underserved 
communities would be beneficial. But for the same 
reasons health care providers do not locate in these 
communities, retailers are likewise reluctant to open 
clinics there. Perhaps the nature of retail clinics—
inside large retailers—suggests a solution. An initiative 
in Howard Park in Northwest Baltimore is worth 
examining. The Reimbursement Fund, a neighborhood 
revitalization financing organization, and City 
First Bank provided tax credit financing to open a 
67,000-square-foot ShopRite grocery store. The new 
supermarket, the first in the area since 1999, will offer 
fresh food choices, participate in SNAP and WIC, 
and will also house a 1,000-square-foot health clinic 
and pharmacy in partnership with UpLift Solutions, a 
national non-profit.108 To the extent retailers and retail 
clinics can contribute to economic development and 
help improve access to primary care, municipalities, 
state governments and others should explore public-
private partnership opportunities and financing and tax 
credit options to open sites in underserved areas.

4.	 Providing Services to Young Children. Some states 
pose limits on the provision of services retail clinics 
can provide to children. With respect to infants under 
18-months of age, there is generally consensus 
that such restrictions are appropriate, though the 
American Academy of Pediatrics emphasizes that 
retail clinics are an inappropriate source of primary 
care for infants, children, and adolescents.109 Evidence 
however suggests that most pediatric primary care 
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services can be safely and effectively provided by 
nurse practitioners.110 Many states have taken a 
balanced approach and allow retail clinics to provide 
care to patients over 18-months of age. All states 
should consider permitting retail clinics to provide 
basic services to such children. In return, states should 
require retailers to coordinate care with other primary 
care and specialty providers and support vaccine 
reporting efforts to public registries. States must do 
their part and ensure their registries support federal 
Meaningful Use reporting standards. 

5.	 Workforce. The retail clinic workforce is both its 
strength and Achilles heel. While nurse practitioners 
and physician assistants have been shown to deliver 
safe and efficient routine primary care services,111 
variable state scope-of-practice rules for NPs and 
PAs pose a barrier for retail clinics, as well as a source 
of enormous debate for policy makers across the 
country. The value of retail clinics ultimately cannot 
be fully realized as long as states maintain restrictive 
rules that prevent NPs and PAs from practicing to 
the full extent of their license and training. The issue 
of state scope-of-practice laws with respect to NPs 
and PAs is a significant one and beyond the scope 
of this paper. However, it is important to reiterate 
that until this issue is resolved and— better yet—
uniform standards developed that fully recognize the 
training and expertise of NPs and PAs, many state 
scope-of-practice laws will continue to impede the 
development of retail clinics and a greater realization 
of their potential. 

6.	 Telehealth. Expanding capacity, scope and training 
opportunities for retail clinics could be supported 
through the use of telehealth services. State laws, 
however, often limit both the types of providers 
allowed to use and be reimbursed for telehealth 
services, and the ability to use providers who are 
licensed to practice medicine in other states. Medicare 
meanwhile only covers reimbursement for telehealth 
in limited settings, and never in retail clinics. All payers 
should be encouraged to cover telehealth in retail 
settings consistent with the expertise and training of 
the clinicians practicing in those settings.

7.	 Supporting Public Health Initiatives. In researching 
this paper, we were struck by the significant role 
retailers—through their clinics and pharmacies—have 
come to play in administering vaccines, serving nearly 

one in five adults. Retailers, likewise, have a critical role 
to play in ensuring pharmaceutical and primary care 
access during natural disasters. Targeted opportunities 
to integrate retail clinics and pharmacies into public 
health efforts—whether routine vaccination efforts or 
emergency response initiatives—should be explored, 
considering available reimbursement streams for 
specified services, training, and linkages with more 
robust state vaccine reporting systems. 

8.	 Broadening and Bundling Services. Retail clinics 
are important access points for routine acute and 
preventative primary care. Retail assets, including the 
pharmacy and pharmacist, food and other health 
products, can be bundled with clinic services to 
further enhance the value of the retail clinic. The 
challenge is twofold: demonstrating the economic 
and clinical value of the bundled services and finding 
willing payers. Certain types of lifestyle and obesity 
management services may be reimbursable under 
Medicare or Medicaid. Notably, with ACA-mandated 
coverage for some preventive services such as 
obesity screening and counseling programs,112 there 
may be additional opportunities for retailers. Studies 
of the efficacy of delivering more comprehensive 
bundled service programs in retail settings should be 
conducted and results published to clearly define the 
business case. 

9.	 Giving New Meaning to One-Stop Shopping. There 
are additional services that can be offered in retail 
settings that take advantage of the foot traffic they 
generate to expand access to coverage and other 
programs that contribute to health and address 
social determinants of health. These include health 
insurance, food security and housing among others. 
Remarkably, only 5 percent of low-income working 
families with children receive the full package of 
supports for which they qualify, including SNAP, child 
care and Medicaid.113 Some of the consumers using 
these retail establishments would benefit from on-
site assistance with accessing these supports. Some 
retailers have moved into this space in a limited way, 
most notably with respect to assistance with accessing 
health insurance coverage. This is a role that merits 
additional research to determine the business case 
for the retailer, the role that the clinic may play, the 
social value for the community and the retailer, and 
sustainability overall. 
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Conclusion

Retail clinics are now a part of the health care landscape 
in every state and in many communities, offering 
convenient weekend and after-hours care for basic 
primary care, including immunizations. Retail clinics have 
demonstrated that their value proposition in a Culture 
of Health is convenient, low-cost, transparent and 
accessible primary care and retailers are seeking ways to 
further exploit the assets of the retail environment and 
the large volumes of customers they serve to expand 
access to other health-related services. Additional 
research is warranted in a number of areas to examine 
the expanded role they can play in supporting public 
health initiatives, the benefits of tightly coupling and 
bundling services that better leverage retailer assets, 
and how stronger ties to a range of services not widely 
accessible through retailers that address underlying social 
determinants of health can be created and sustained.

There are two key determinants of the long-term impact 
of retail clinics; their ability to integrate with the health 
care system at large, and economics. Retail clinics’ ability 
to effectively coordinate care with other health system 
partners and engage payers to reimburse for a more 
expansive set of integrated services will largely determine 
the greater role retail clinics and their sponsoring 
retailers play in our health care system. Retail clinics are 
businesses operating on thin margins, and like any other 
low-margin business, they must pay close attention to 
reimbursement for the services they provide and the 
direct and indirect revenue they generate for the retailer. 
And while retailers, health systems and payers recognize 
the impact of social determinants on health outcomes, 
most have not yet embraced initiatives that help improve 
population access to in-store offerings and public 
programs that address their non-clinical needs. These are 
weighty challenges; if retail clinics overcome them, they 
have the potential to become a much more powerful 
enabler of a Culture of Health.
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