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ARTICLE DETAILS 

TITLE (PROVISIONAL) Community characteristics associated with where urgent care 
centers are located: a cross-sectional analysis 

AUTHORS Le, Sidney; Hsia, Renee 

 

VERSION 1 - REVIEW 

REVIEWER Lauren Block 
Hofstra North Shore-LIJ School of Medicine 

REVIEW RETURNED 22-Dec-2015 

 

GENERAL COMMENTS This is a cross-sectional study of community characteristics 
associated with urgent care centers. The authors used national data 
to compare characteristics of communities with urgent care centers, 
in particular, non-hospital based urgent care centers, with 
communities without urgent care centers, and conclude that urgent 
care centers are predominantly located in urban communities with 
high levels of privately insured patients. The authors discuss that 
this dichotomy provides evidence that preferential location of urgent 
care centers in urban, affluent communities may further widen the 
access gap in this country between insured and uninsured patients. 
Due to the rapid proliferation of urgent care centers in recent years, 
a study of the population served by these centers is certainly 
warranted. Strengths of this study include the methods for 
determining urgent care centers and the use of national, publicly 
available datasets for determining community characteristics.  
A few questions and clarifications:  
1. The authors list four datasets used to extract community 
characteristics on a zip code level. It would help to cite which 
dataset is used for each demographic variable and how each 
variable was defined (ie how was race/ethnicity defined, how was 
private direct-purchase vs. employer based coverage defined, etc).  
2. A total of 31,022 communities are included in this study. Is this 
number representative of all communities in the US? If not, what 
percent is included? It would help to know to what extent the sample 
represents the demographics of the country as a whole.  
3. P8, line 5, it would appear there were more elderly in areas with 
non-hospital based UCCs based on percentages listed here. Please 
reconcile.  
4. P8 line 15, how are quartiles of private insurance calculated?  
5. Appreciate that the authors note the limiation that UCAOA data is 
self-reported. Is there any data on how accurately this data reflects 
national UCC data?  
6. Would appreciate a more precise definition of how hospital vs. 
non-hospital-based UCCs are defined. For example, certain health 
system and hospitals jointly run UCCs in disparate locations across 
the region with retail companies. Would these be categorized as 
hospital-based or non-hospital based?  
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7. P4 line 42. How are retail clinics different from urgent care 
centers? 

 

REVIEWER Stephen Pitts 
Emory University School of Medicine  
Atlanta, Ga USA 

REVIEW RETURNED 24-Dec-2015 

 

GENERAL COMMENTS This study merges a list of urgent care centers and their locations 
with four separate geographically linked datasets containing 
sociodemographic information, in order to provide empirical data on 
the potential of the urgent care movement to exacerbate poor 
access to care for known vulnerable populations.  
The introduction is clear, methods are simple and well presented, 
and conclusions are limited to the data presented. Tables are also 
well labeled and easily comprehended. Tables 3 and 4 offer little 
beyond the text assertion that there was little difference between the 
outcomes defined as "non-hospital UCC" vs "all UCCs". Editors 
might consider tables 3 and 4 appropriate for on-line tables.  
 
The study's idea and execution fill a major gap in knowledge about 
the character of urgent care centers, confirming the speculation that, 
as one would expect of a market-dependent operations, they 
preferentially locate in wealthier, better insured, more heavily 
populated zip codes. The authors also speculate that the tendency 
to locate in zip codes with higher proportions of minorities might in 
fact mitigate these income and insurance disparities. But zip codes 
are a large unit of analysis. There could be plenty of heterogeneity of 
race and income within these units, and therefore ecologic bias. In 
fact I would think the catchment area of a typical urgent care center 
in an urban area would be about as big as a grocery store's market, 
much smaller than a zip code. Such clinics could artfully avoid 
placement in pockets of higher poverty, which might be racially 
homogeneous, or might fail financially if initially placed there. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1 (Lauren Block; Hofstra North Shore-LIJ School of Medicine) 
 
This is a cross-sectional study of community characteristics associated with urgent care centers. The 
authors used national data to compare characteristics of communities with urgent care centers, in 
particular, non-hospital based urgent care centers, with communities without urgent care centers, and 
conclude that urgent care centers are predominantly located in urban communities with high levels of 
privately insured patients. The authors discuss that this dichotomy provides evidence that preferential 
location of urgent care centers in urban, affluent communities may further widen the access gap in 
this country between insured and uninsured patients. Due to the rapid proliferation of urgent care 
centers in recent years, a study of the population served by these centers is certainly warranted. 
Strengths of this study include the methods for determining urgent care centers and the use of 
national, publicly available datasets for determining community characteristics.  
 
A few questions and clarifications: 
 

1. The authors list four datasets used to extract community characteristics on a zip code level. It 
would help to cite which dataset is used for each demographic variable and how each 
variable was defined (ie how was race/ethnicity defined, how was private direct-purchase vs. 
employer based coverage defined, etc).  
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We appreciate this suggestion for clarification. In the Data Sources section of the 
Methods, we have now cited which data sets were used for which predictors:  
 

“We merged these data with community characteristics from four datasets: 1) 
US Census 2010, which contains ZIP code-level demographic data such as 
age, race, and ethnicity (15); 2) the American Community Survey 2012 5-
Year Estimates,(16) which contains ZIP code-level socioeconomic data such 
as income levels and private insurance rates; 3) the Area Resource File 
2011,(17) which contains county-level information on primary care resources; 
and 4) Rural Urban Commuting Area (RUCA) codes to categorize level of 
urbanization.(18)” 

 
In the Predictors section of the Methods, we have also added further clarification 
about how these predictors are quantified: 

 
“We identified predictors of interest for the communities, specifically 
vulnerable populations as defined in other literature.(20, 21) We defined 
percent minority as the share of the population that is non-white or Hispanic. 
Percent private insurance was defined as the share of the population that has 
insurance through a current or former employer or union, insurance 
purchased directly from an insurance company, or TRICARE or other military 
health coverage. We included indicators for whether the community was in a 
county that is wholly or partially designated as a primary medical care health 
professional shortage area (HPSA). This is an annually-reviewed designation 
given by the U.S. Department of Health and Human Services based on a 
high ratio of population to primary care physician.(22) We also included the 
percentage of elderly individuals (age greater than 65) and the median 
income level of the community.” 

 
2. A total of 31,022 communities are included in this study. Is this number representative of all 

communities in the US? If not, what percent is included? It would help to know to what extent 
the sample represents the demographics of the country as a whole. 

 
We appreciate this comment requesting clarification of the representativeness of our 
sample. We include all U.S. ZIP codes in our analysis, which encompasses over 300 
million residents and only excludes just a few largely unpopulated geographic 
regions. We have clarified that this sample represents the entire U.S. in the first 
sentence of the first paragraph of the Results: 
 

“A total of 31,022 communities encompassing 6,898 UCCs and over 300 
million residents were included in our sample.”   

 
3. P8, line 5, it would appear there were more elderly in areas with non-hospital based UCCs 

based on percentages listed here. Please reconcile.  
 

We agree with the reviewer that the interpretation of quartile comparisons is not as 
straightforward as we would prefer. We did check our results and have confirmed that 
communities with non-hospital-based UCCs are more likely to be in the lowest 
quartile of elderly (40.8%) than communities without non-hospital-based UCCs 
(22.5%). Communities with non-hospital-based UCCs are less likely to be in the 
highest quartile of elderly (13.4%) than communities without non-hospital-based 
UCCs (26.9%). These results indicate that communities with non-hospital-based 
UCCs generally have a lower proportion of elderly residents.  

 
4. P8 line 15, how are quartiles of private insurance calculated?  

 
We appreciate the reviewer’s request for clarification about quartiles of private 
insurance. Quartiles of private insurance were calculated by taking all communities, 
ranking them based on percent of the population with private insurance, and then 
making cutoffs corresponding to the 25

th
, 50

th
, and 75

th
 percentiles. For further 
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clarification, we have provided the cutoffs or ranges corresponding to the various 
quartiles we use in our study in Table 1. 

 
5. Appreciate that the authors note the limitation that UCAOA data is self-reported. Is there any 

data on how accurately this data reflects national UCC data?  
 

We share the reviewer’s concern about the comprehensiveness of the UCC data in 
our study. Part of the challenge of studying UCCs is that there is no widely accepted 
standard for what constitutes national UCC data. There is not even a widely accepted 
definition for what constitutes a UCC. We believe that our approach of using UCAOA 
data combined with data from the American Hospital Association, along with our 
efforts to validate those data points using phone calls and Internet searches, have led 
to the more comprehensive national UCC database yet studied. As we mention in the 
manuscript, the number of UCCs in our data is comparable to what has been studied 
elsewhere, and we have made edits to the Limitations section of the Discussion to 
emphasize this: 
 

“There are several limitations to this study. First, because data from UCAOA 
is self-reported, the list is likely not 100% comprehensive, though the final 
number of UCCs compiled in our data is similar to what has been previously 
studied.(2)” 

 
6. Would appreciate a more precise definition of how hospital vs. non-hospital-based UCCs is 

defined. For example, certain health system and hospitals jointly run UCCs in disparate 
locations across the region with retail companies. Would these be categorized as hospital-
based or non-hospital based?  

 
We appreciate the suggestion for a more precision definition of hospital vs. non-
hospital-based UCCs. The categorization of hospital-based UCC is based on having 
one of two criteria: ownership by a hospital or being located on the campus of a 
hospital. Ownership was generally easily assessable using public records, and the 
latter criteria was implemented by obtaining the address of the UCC through the 
Internet or through phone calls and mapping that address. We acknowledge that 
there may be some ambiguity if the UCC represents a partnership involving hospital 
and non-hospital organizations, and we assigned those cases as being hospital-
based. Those circumstances were rare in our experience. We provided clarification of 
our Methods in the Data Sources section of the manuscript: 
 

“UCCs are located in a variety of settings, so we used public records, phone 
calls, and Internet searches to identify which UCCs were hospital-based, 
defined either being owned by a hospital or as being located within a hospital 
campus, and which were non-hospital-based. We considered UCCs that 
were owned by a hospital system and jointly run with another organization as 
being hospital-based.” 

 
7. P4 line 42. How are retail clinics different from urgent care centers? 

 
We appreciate the request for clarifying the distinction between retail clinics and 
urgent care centers. Retail clinics are typically located within retail or grocery stores, 
and they are staffed by non-physician providers, such as physician assistants or 
nurse practitioners. Urgent care centers are typically freestanding and must be 
staffed by a physician at all times within the clinic, though there may be other non-
physician providers there as well. We have now provided a definition for retail clinics 
in the first paragraph of the Introduction: 
 

“Along with retail clinics, which unlike UCCs are typically located inside retail 
or grocery stores and are staffed with non-physician providers, UCCs seek to 
address the demand for prompt and convenient care, emphasizing 
convenience, shorter wait times, and less administrative hassle.” 
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Reviewer: 2 (Stephen Pitts; Emory University School of Medicine, Atlanta, GA USA) 
 
This study merges a list of urgent care centers and their locations with four separate geographically 
linked datasets containing socio-demographic information, in order to provide empirical data on the 
potential of the urgent care movement to exacerbate poor access to care for known vulnerable 
populations. 
 

8. The introduction is clear, methods are simple and well presented, and conclusions are limited 
to the data presented. Tables are also well labeled and easily comprehended. Tables 3 and 4 
offer little beyond the text assertion that there was little difference between the outcomes 
defined as "non-hospital UCC" vs. "all UCCs". Editors might consider tables 3 and 4 
appropriate for on-line tables. 
 

We are grateful for the reviewer’s comments and constructive feedback on the 
manuscript. We agree that Tables 3 and 4 may be appropriate as online-only 
appendix tables, and we have moved those tables into a separate document and 
relabeled them as Appendix Table 1 and Appendix Table 2. 

 
9. The study's idea and execution fill a major gap in knowledge about the character of urgent 

care centers, confirming the speculation that, as one would expect of a market-dependent 
operations, they preferentially locate in wealthier, better insured, more heavily populated zip 
codes. The authors also speculate that the tendency to locate in zip codes with higher 
proportions of minorities might in fact mitigate these income and insurance disparities. But zip 
codes are a large unit of analysis. There could be plenty of heterogeneity of race and income 
within these units, and therefore ecologic bias. In fact I would think the catchment area of a 
typical urgent care center in an urban area would be about as big as a grocery store's market, 
much smaller than a zip code. Such clinics could artfully avoid placement in pockets of higher 
poverty, which might be racially homogeneous, or might fail financially if initially placed there. 
 

We also appreciate the reviewer’s suggestion that the actual catchment area of an 
urgent care center is likely smaller than a ZIP code, and hence urgent care centers 
may have an even greater ability to avoid areas of poverty. We have included a 
sentence in the Limitations section that reads: 
 

“We believe that the catchment area is likely smaller than most ZIP codes, 
which would suggest that UCCs may have even greater ability to influence 
which populations they target or avoid.” 

VERSION 2 – REVIEW 

REVIEWER Lauren Block 
Hofstra Northwell School of Medicine 

REVIEW RETURNED 25-Jan-2016 

 

GENERAL COMMENTS Appreciate the authors' edits and attention to detail. The manuscript 
appears much improved to me and I look forward to seeing it in 
print.   

 

REVIEWER Stephen Pitts 
Emory University School of Medicine 
 
On committee of health economics PhD candidate on similar 
subject, but different approach 

REVIEW RETURNED 23-Jan-2016 

 

GENERAL COMMENTS In going over this paper again, I notice that the methods section 
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promises a poisson analysis of UCC counts rather than a binary 
outcome. This seems reasonable (won't you need a zero-inflated 
poisson model?). But I can't find the result of this model, so it would 
make sense either to remove that methods piece, or place the 
poisson results in the proper place.  

 

VERSION 2 – AUTHOR RESPONSE 

Reviewer: 1 
 
Appreciate the authors' edits and attention to detail. The manuscript appears much improved to me 
and I look forward to seeing it in print. 
 

Thank you very much, we are pleased to know that our edits have improved the manuscript.  
 
Reviewer: 2 (Stephen Pitts; Emory University School of Medicine) 
 
Please state any competing interests or state ‘None declared’:   
On committee of health economics PhD candidate on similar subject, but different approach 
 
In going over this paper again, I notice that the methods section promises a Poisson analysis of UCC 
counts rather than a binary outcome. This seems reasonable (won't you need a zero-inflated Poisson 
model?). But I can't find the result of this model, so it would make sense either to remove that 
methods piece, or place the Poisson results in the proper place. 
 

Thank you for pointing this out and for requesting clarification to the Methods. We included 
the zero-inflated Poisson models in the Appendix, as the results of those models are 
qualitatively very similar to the logistic regression models. We also edited the “Statistical 
methods” section under Methods on page 7 to clarify our approach to the Poisson models: 
 

“We calculated descriptive statistics of communities with and without UCCs and 
compared those communities using chi-squared tests. We then ran multivariate 
logistic regressions to determine the factors that independently influence whether a 
UCC exists within that region. In the primary analysis, the logistic model used 
quartiles of the predictors. As a sensitivity analysis, we performed zero-inflated 
Poisson regressions, where the outcome was the number of UCCs within the 
community. As those results were similar to the logistic regression analysis, they are 
included in Appendix Tables 1 and 2.” 

 
 

 

VERSION 3 - REVIEW 

REVIEWER Stephen Pitts 
Emory University School of Medicine  
Atlanta, Ga, USA 

REVIEW RETURNED 20-Feb-2016 

 

GENERAL COMMENTS Excellent paper, easy to understand despite need for complicated 
data assembly. Thanks for clearing up my confusion about the 
Poisson result.  
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