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You don’t have to be a bright-sider to understand that wars and plagues have good that come from 
them. So, what’s the good of Covid? Today let’s look at one major benefit: the rise of pharmacies as 
central to vaccination access.

What got us thinking about pharmacies’ contributions was hearing Dr. Rebecca Wurtz of the University 
of Minnesota’s School of Public Health speak on that subject at the Navigators’ Summit in early 
October.  We spoke with her to follow up, but first, let’s review her presentation.

PHARMACY’S LEADING ROLE

Even before Covid, we had pharmacies playing a major role in flu shots; indeed, they now play the 
leading role, having surpassed medical offices, as seen in Dr. Wurtz’s chart (using current and projected 
data):



Then, with Covid, pharmacies have now, as of early October of this year, administered over a quarter 
of a billion doses – 271 million – which is 44% of the total. Knowing that many Covid vaccines were 
delivered at mass events which have come and gone, that leaves pharmacies with another leading role.

So where do pharmacy vaccine programs go from here? If Dr. Wurtz has her way, they will continue to 
do even more. 

THE ACCESS ADVANTAGE

We begin with a quick review of pharmacy’s position in the marketplace, as provided by Kristen 
Hutchinson of STChealth:

93% of the U.S. population lives within five miles of a pharmacy.

The average adult visits a pharmacy 30 times a year, versus

1-2 visits to a primary care physician’s office and 5-6 visits to a specialist.

That means that pharmacies have built-in convenience for patients/consumers. But it’s more than 
physical access. As we learned from research presented by Dr. Wurtz, there are four additional 
benefits:

TIME AVAILABILITY: Pharmacies offer extended hours versus medical offices, including access for 
those whose work or lifestyle make evening or weekend vaccinations preferable. Plus, pharmacies 
often allow the convenience of drop-in visits, for instance, during patients’ lunch hours.

UNINSURED/UN-OFFICED: The pharmacy makes sense for those who don’t have regular medical 
care or who are without insurance, given that out-of-pocket costs are typically substantially lower in 
pharmacies.

COST: While Dr. Wurtz pointed out that most research on vaccination programs involves childhood 
vax, she did share a study from 2008 that compared costs for adult vaccinations:



 

SPEED: Another study of adult vaccinations, this one even older, from 2004, looked at not just cost but 
wait times.

A lot has happened since 2004. For one thing, a dollar in 2004 would be $1.57 today. Still, I don’t think 
anyone would argue with Dr. Wurtz’s general conclusions: Pharmacy vaccinations are more convenient 
in place and time accessibility, and cheaper and faster in delivery. 

THE IMPLICATIONS

This does raise an issue of how pharmacy vaccination programs fit with those of medical offices. 
Another of the presenters at the Summit, Jason Briscoe, Discount Drug Mart’s Director of Pharmacy, 
said, “We’re not looking do vaccinations instead of a health department or a physician office; we’re 
looking to do vaccinations in addition to or as an extension of local health. There’s enough work to go 
around for us all to play a role.” Dr. Wurtz amplified that sentiment, adding, “Expanding beyond the 
traditional model doesn’t take anything away from physicians.” 



Specifically, she mentioned the history of resistance to pharmacy vax programs as arising from 
pediatrician groups, saying, “Pediatricians have been concerned that the vaccines in pharmacies might 
mean the pediatrician would out on well-child visits.” She then made two points about that: 

“American’s children are under-vaccinated. If pediatricians were doing the job, we’d have a much higher 
rate.”  

And, “Lawmakers have heard the pediatricians’ concern, and part of the law in some states is that a 
pharmacy must offer a referral to parents who do not already have a pediatrician.” 

WHERE NEXT?

What are the logical next steps for pharmacy to expand vax presence? Dr. Wurtz singled out children, 
and the need for more pharmacies in VFC: “Right now we have very few pharmacies in VFC – we need 
to support that enrollment.”

And the other place she sees expansion is with the uninsured. “With Covid, the federal government 
provided the vaccines and the supplies, and reimbursement for giving shots. Because of that, hundreds 
of thousands of people got vaccinated who would not have been otherwise. I think that the Federal 
government should provide vouchers where anyone can get a flu shot or other adult vaccine.” She 
quoted a study in which a pharmacy chain had tested the idea, handing out hundreds of thousands of 
vouchers for free shots: an astounding 87% of those vouchers were redeemed.

Summing up, Dr. Wurtz made the case that pharmacies have earned the right to do more, saying, “Why 
pharmacists, as medicine experts, are not more of an integral part of vaccination in that country is a bit 
difficult to understand.”

DR. REBECCA WURTZ is an Associate Professor at the University of Minnesota’s School of Public Health and 
on the Adjunct Faculty at the University of Chicago. She’s a board-certified infectious disease physician, with 
specialties in epidemiology and public health. 

We noticed that her undergraduate work at Yale was not pre-med, but History. We wondered about that and 
she laughed, saying, “History is the best preparation for medicine,” then added that she’d chosen her major for a 
love of history, while also adding, “Both my parents were doctors and I actively resisted that career. Then, after a 
couple of years of working, I realized that I could better use my talents.” That took her to Harvard Medical School 
and eventually to the University of Illinois for an MPH and her work in public health and academia. 



People Walk Where the Money Talks! 
 by Bill Davenhall, Geomedicine Analyst

Have you ever thought about the shape of the  “data buckets” you use to analyze various geographical 
areas and wished there was something more useful in reflecting reality?  

I believe many of America’s health systems, national pharmacy chains, and physician practices will need 
a different analytical approach to understanding the demand and logistics of delivering health services. 
Here is why I think that...

In decades of analyzing population health data, I have found that a realistic understanding of how 
health and wellness services get organized and delivered is seldom straightforward – traditional “data 
buckets” (i.e., governmental administrative areas such as states, counties, MSA’s, census tracts, zip 
codes, etcetera) have been used for decades but now increasingly seem insufficient in understanding 
the market dynamics that will drive organizations’ efforts. Health and wellness markets today don’t fall 
neatly into most traditional data buckets. In fact, major health and wellness organizations are reaching 
far beyond their traditional market areas for consumers. The “choice” of health and wellness services 
is often driven by personal migration, preferred physician referral patterns, and health insurance 
“network” restrictions, thus a great deal of useful information will not be used constructively to better 
serve patients and health-seeking consumers. 

I recently took an in-depth look at the variability of Family Income across the US, using Hospital 
Referral Regions (HRRs) as the surrogate “data bucket” for examining the economic variability that each 
region might face. (The HRR was created by a team of  medical and population health researchers of 
the Dartmouth Health Atlas Project – a research team that  has studied medical quality variability since 
2002 using Medicare and Medicaid claims data. There are distinct geographical areas that Dartmouth 
researchers re-assembled into 306 naturally occurring contiguous referral regions.) 

Keep in mind that physicians direct about $3.8 trillion dollars of health and wellness services across 
the United States every year. The green-shaded regions of the map are those HRRs where the average 
family income is at least equal to or greater than the national average ($93,250), while the red-shaded 
regions are those that fall below the national average. The range of average family income varies 
between $59,614 and  $245,759!

As you can see here, any generalization about local (city, county, state) health markets will likely be 
inadequate - the regional demographics, economics, and living environments that will drive each of 
the 306 opportunities, quality of medical care, and expected outcomes, vary in  many different ways.  I 
would suggest that you give this new geographical perspective (data bucket) consideration in your next 
regional health market assessment.

As always, a 2nd opinion always appreciated.

 




