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U nremitting healthcare cost increases have prompt-
ed employers to seek progressively more innovative 
approaches to managing medical expenditures. 

These have generally included patient-focused or demand-
side interventions, including value-based insurance design 
and widespread use of incentives, in an effort to direct in-
dividuals toward high-value services. Progressive employers 
now are expanding their attention to health system–focused 
(supply-side) interventions intended to improve the quality 
and efficiency of care delivery. Two supply-side interven-
tions attracting increased employer interest are worksite 
clinics and the patient-centered medical home (PCMH). 

Although each of these strategies may generate value for 
employers, a combination of both may provide even greater 
synergy. In this Commentary, I highlight the specific merits 
of and concerns about these approaches, and conclude by dis-
cussing the broader value of effectively integrating worksite 
clinics with PCMHs. 

WORKSITE CLINICS
Employer use of worksite clinics to address employee 

health concerns is not new, as this type of clinic was associ-
ated with the mining and lumber industries early in the 20th 
century. Since that time, employers in an array of industries 
have incorporated worksite clinics for a range of business rea-
sons such as reduced healthcare costs, maintenance of work 
productivity, and increased employee satisfaction, among 
others. In the past few years, there has been a resurgence of 
interest among employers in nonoccupational care provided 
by worksite clinics, based largely on expectations of health-
care cost containment. Employers can customize worksite 
clinic services to more effectively address identified popula-
tion health needs, based on detailed claims analysis and re-
view of health risk assessment data. Additionally, direct, cost 
plus contracting between employer and vendor or clinician, 
as well as process- and outcomes-based performance guaran-
tees, help to more effectively align mutual interests to ensure 
cost-effective and efficient care delivery. 

However, worksite clinics have their issues. Perhaps of 
greatest importance, there is no standardized methodol-

ogy for quantifying return on investment for these services; 
the methodologic flaws include those noted in the disease 
management industry.1 With primary care physician costs 
representing only about 7% of total employer healthcare ex-
penditures,2 it can be difficult to appreciate how these ser-
vices can have such a dramatic projected overall impact on 
employer healthcare cost trends. This concern is particularly 
relevant in settings where there is poor communication be-
tween worksite clinics and community providers, resulting in 
the potential for further fragmentation of care. 

Worksite clinic services have the potential to favorably 
impact employer healthcare costs when they are appropri-
ately implemented. A worksite clinic can serve as an easily 
accessible facility for employees to learn about and receive 
counseling for lifestyle behaviors and chronic conditions, and 
get point-of-service monitoring of chronic health conditions. 
(It should be noted, however, that little evidence is available 
to support the belief that early diagnosis and treatment of 
acute medical conditions, minimizing symptom duration, will 
save money and improve productivity.) In addition, worksite 
clinics can facilitate referrals to community healthcare re-
sources, as well as other employer-provided health benefits, 
thereby maximizing the value of available health-related 
programs.

PATIENT-CENTERED MEDICAL HOME
Interest in the PCMH as a central component of health-

care reform has markedly increased during the past few years, 
as recognition of the potential for improvements in health-
care quality and clinical outcomes has become more wide-
spread. Pilot program data have demonstrated the consistent 
cost savings through reductions in ambulatory care–sensitive 
hospitalizations and emergency department use that result 
from improved care coordination and management.3 Addi-
tionally, patients seen in PCMH settings may be more com-
pliant with recommended medical care, particularly if they 
have a “connected” rela-
tionship with their phy-
sician.4 Finally, limited 
data suggest that both 
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patients and providers may be more satisfied with the health-
care delivery experience in the setting of a PCMH.5 Taken 
together, favorable clinical and quality outcomes, healthcare 
cost reduction, improved patient compliance, and stakehold-
er satisfaction make PCMH an attractive option.

Despite the growing enthusiasm for the PCMH, more 
experience is needed to help identify best practices with re-
spect to staffing and payment models for care delivery, which 
will then likely provide the basis for accelerated adoption of 
this care delivery strategy. Practice transformation for pri-
mary care requires effort and investment, and with already 
high healthcare expenditures, employers may be unwilling to 
spend additional funds on healthcare without clear evidence 
of a predictable and timely return on investment. Patient-
centered medical home pilots are ongoing in a number of 
communities with early promising results, but scalability 
issues for a more widespread adoption of this model, par-
ticularly in light of primary care shortages, need to be more 
comprehensively addressed.

With accumulating data regarding clinical outcomes and 
healthcare cost savings, the use of PCMHs as an effective 
strategy for improving healthcare is continuing to gain sup-
porters. Although this approach has been largely driven by 
provider groups, health plans, and state programs, employ-
ers are taking notice and becoming increasingly involved in 
PCMH program implementation.6

OPPORTUNITIES FOR SYNERGY
Although these 2 strategies for healthcare cost contain-

ment, quality improvement, and clinical outcome improve-
ment can each be considered on their individual merits, 
effective integration of both strategies may offer even greater 
value. 

Worksite clinics can provide support for community-based 
PCMHs by serving as a bridge between patients and their pri-
mary care physicians. In this capacity, clinic personnel can 
provide ready access to support for chronic condition man-
agement, with point-of-care testing and communication of 
results to PCMH providers for further action. Additionally, 
worksite clinic personnel can provide health education and 
lifestyle counseling to minimize the burden for community 
clinicians unaccustomed to providing these comprehensive 
services. In this capacity, worksite clinics can serve as a physi-
cal extension of the community-based PCMH.

Alternatively, PCMH practitioners may be able to en-
hance their effectiveness by leveraging worksite clinics to 
provide readily available services that could pose access and 
convenience challenges for patient engagement if they were 
PCMH office based. Such may be the case for lifestyle coach-

ing, monitoring of chronic condition management, or classes. 
If worksite clinics could provide these services, PCMH office 
staff would be free for more essential patient care functions, 
which could have the secondary benefit of increasing PCMH 
capacity for additional primary care patients. However, any 
shift of services away from the PCMH may have an adverse 
impact by diluting the patient–primary care physician part-
nership. Further evaluation of the role of worksite clinics in 
the setting of PCMH is needed to clarify this issue.

Although worksite clinics are a well-established health-
care option, only a small minority of employers have chosen 
to provide comprehensive, worksite-based PCMH services. 
Many worksite clinics do not effectively integrate their of-
ferings or clinical data from patient encounters with those of 
community healthcare providers. Furthermore, the scope of 
worksite services may be limited to minor nonoccupational 
health concerns and may not formally address lifestyle coach-
ing or chronic condition management. A significant oppor-
tunity exists to expand the role of worksite clinics to more 
effectively integrate their services with those of community 
primary care providers, even in the absence of community-
based PCMH availability. 

Employers with existing worksite clinics should consider 
how incorporating PCMH into their care delivery model can 
help to improve the quality and effectiveness of patient care 
by providing enhanced care coordination and greater focus on 
treatment outcomes. Employers who are engaged in PCMH 
programs may wish to expand the effectiveness of those com-
munity-based programs by leveraging worksite clinics to pro-
vide health education, point-of-care testing, and facilitated 
communication between patients and PCMH clinicians.

LOOKING AHEAD
To more effectively integrate worksite healthcare services 

with community-based primary care, future considerations 
should include more widespread implementation of health 
information technology to facilitate secure, 2-way informa-
tion exchange between these 2 sources of care. This tech-
nology infrastructure then can provide the basis for more 
effective service integration.

One way to accelerate alignment of treatment goals for 
worksite clinics and PCMH clinicians is to effectively align 
payment incentives, with a reimbursement model that incor-
porates a shared basis for an outcomes-based payment bonus. 
With this approach, both the PCMH and the worksite clinic 
can receive a performance-based payment if their shared pa-
tient achieves desired treatment goals, and neither will re-
ceive remuneration if treatment goals are not reached. By 
aligning the financial interests of the providers in the 2 care 
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settings, collaborative treatment between worksite clinics and 
PCMHs is considerably more likely to be successful.

In summary, worksite clinics provide employees with en-
hanced access to healthcare services, and PCMHs afford em-
ployees a means to receive higher quality, more efficient, and 
coordinated care within the community healthcare system. 
Employers have a choice as to whether they consider worksite 
clinics as a replacement for or a valuable adjunct to community-
based primary care. If these clinics are viewed as a substitute for 
community-based services, it is unlikely that healthcare costs 
will be meaningfully impacted because of the relatively small 
contribution of primary care services to employer healthcare 
expenditures. Used together, these services have the potential 
to complement each other, further enhancing improvements 
in quality care delivery and health outcomes.

Author Affiliations: From the Employers Health Coalition of Ohio, Can-
ton, OH; and the Department of Medicine, Case Western Reserve University, 
Cleveland, OH.

Funding Source: There was no external funding for this article.

Author Disclosure: Dr Sherman reports no relationship or financial in-
terest with any entity that would pose a conflict of interest with the subject 
matter of this article. 

Authorship Information: Concept and design; drafting of the manuscript; 
and critical revision of the manuscript for important intellectual content.

Address correspondence to: Bruce W. Sherman, MD, Employers Health 
Coalition of Ohio, 3175 Belvoir Blvd, Cleveland, OH 44122. E-mail: bws@
case.edu.

REFERENCES
1. Fitzner K, Sidorov J, Fetterolf D, et al; Quality and Research Com-
mittee, Disease Management Association of America. Principles for 
assessing disease management outcomes. Dis Manage. 2004;7(3): 
191-201.

2. Milliman. Milliman Medical Index 2009. Seattle, WA: Milliman Inc; 
May 2009. http://www.milliman.com/expertise/healthcare/publications/
mmi/pdfs/milliman-medical-index-2009.pdf. Accessed March 2, 2010.

3. Patient-Centered Primary Care Collaborative. Proof in Practice: A 
Compilation of Patient Centered Medical Home Pilot and Demonstra-
tion Projects. PCPCC Pilot Guide. Washington, DC: Patient-Centered 
Primary Care Collaborative; 2009. http://www.pcpcc.net/files/ 
PilotGuidePip.pdf. Accessed April 16, 2010. 

4. Atlas SJ, Grant RW, Ferris TG, Chang Y, Barry RJ. Patient-physician 
connectedness and quality of primary care. Ann Intern Med. 2009; 
150(5):325-335.

5. Reid RJ, Fishman PA, Yu O, et al. Patient-centered medical home 
demonstration: a prospective, quasi-experimental, before and after 
evaluation. Am J Manag Care. 2009;15(9):e71-e87. 

6. Sepulveda MJ, Bodenheimer T, Grundy P. Primary care: can it 
solve employers’ health care dilemma? Health Aff (Millwood). 
2008;27(1):151-158. n


