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For a host of reasons, including cost control and shrinking access to primary care,  
the prevalence and role of worksite clinics are expanding. To realize and measure the 
ROI of on-site clinics, employers need to integrate them with other health program 
components and manage their transformation.
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A
s the dust begins to settle on some of the Afford-
able Care Act (ACA) reforms, a potentially more 
central role for employer on-site clinics is coming 
into view. On-site clinics increasingly are being 
adopted to boost employers’ health and produc-

tivity strategies, in addition to their traditional role over the 
past 50 years of supporting workplace safety and occupation-
al risk management programs.

Many people originally thought that ACA might pre-
clude the existence of worksite clinics. On the contrary, 
ACA focuses attention on the concepts of medi-
cal homes and patient-centered care, 

which could make worksite 
clinics an even better fit in strate-

gies to control cost and improve both 
quality and access to care.

Clinics as a Driver of Effective 
Health Care Delivery

Because of the economies of scale required 
to make the initial investment worthwhile, on-site 

clinics historically have been the domain of large em-
ployers. But over the past 15 years—despite legal re-
strictions, health data privacy considerations and lack 
of quantitative return-on-investment (ROI) data—the 
adoption rate of the concept has accelerated.1,2,3 
Primary support for clinics has shifted to the 
health benefits or nonoccupational side 

of the house4 in response to the relentless 
increase in health care costs and the need to 

explore new options.
Since enactment of ACA in 2010 and as the focus 

of health care has shifted to quality, efficacy and pre-
vention, employers have searched for a platform to more 
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effectively deliver on key concepts in 
health and cost management, for ex-
ample:

• Patient-centered medical homes
• Wellness
• Disease management.
Patient-centered medical homes 

have begun to be embraced as a way 
for medical groups to reorganize care 
delivery. This delivery model aims to 
be participatory, engaging patients 
and their families in care and treat-
ment decisions with the objective of 
improving the patient experience, 
building trust and influencing behav-
ior change. This approach recognizes 
that member lifestyles and self-care 
are integral to health maintenance and 
cost management. It is based on im-
proved care coordination and integra-
tion, which includes health promotion 
and prevention strategies.

Patient-centered medical homes, 
together with wellness and disease 
management programs, could form 
the core of an employer health ben-
efits delivery strategy. However, there 
currently is no common platform in-
tegrating these activities in a way that 
allows employers to monitor and man-

age performance. Worksite clinics are 
emerging as that platform for many 
employers.

Just as importantly, the use of nar-
row networks and other plan changes 
designed to reduce costs in employer 
and exchange plans are highlighting the 
value of on-site clinics as an integrative 
solution that can control costs and ad-
dress the issue of access, a key tenet of 
patient-centered medical homes.

It is estimated that one-quarter to 
one-third of mid- and large-sized em-
ployers now offer some sort of on-site 
or near-site clinic, and clinic preva-
lence is growing in the range of 12% to 
20% annually.5,6

Worksite Clinics Today
Services provided by today’s worksite 

clinics vary widely from basic treatment 
of work-related injuries and preem-
ployment screenings to comprehensive 
patient-centered medical homes. Health 
promotion and prevention are common 
in clinics that offer nonoccupational ser-
vices and were the original driving force 
in the expansion of clinics to nonoccu-
pational health care.

Six categories generally capture the 

range of services provided by most 
worksite clinics:7,8

 1. Occupational health—work-re-
lated injuries, preemployment 
physica ls ,  drug screenings, 
workplace safety, etc.

 2. Acute care—sore throats and
sprains up to urgent care for 
chronic conditions

 3. Preventive care—immunizations,
biometric screenings, physical 
exams, etc. 

 4. Wellness—health risk assess-
ments, health and fitness coach-
ing, smoking and nutrition edu-
cation, etc.

 5. Disease management—treatment
and management of chronic 
conditions 

 6. Select specialty care—dental, vi-
sion, physical therapy, pediat-
rics,  obstetrics-gynecology, 
pharmacy, radiology, orthope-
dics, employee assistance pro-
gram (EAP) counseling, etc.

Clinics that offer comprehensive 
services are staffed by multidisciplinary 
teams including physicians, nurses, 
x-ray technicians, pharmacists, coun-
selors, physical therapists and so on. 
Having a supporting team of profes-
sionals, in particular registered nurses, 
alleviates time pressures for physicians 
on staff at these clinics.

Employers are beginning to take 
full advantage of the flexibility these 
programs offer to meet employee pri-
mary care needs. These employers rec-
ognize that once they make the initial 
investment to set up a clinic, the ROI 
thresholds for incremental services 
drop and each service added reduces 
employees’ time away from work.

Given so many options for clinic 
design, it is advisable for employers 
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wishing to implement a clinic to adopt an incremental ap-
proach. An employer may want to start with a basic design 
that addresses key employee needs, for example, occupa-
tional injuries and screenings combined with low-acuity 
primary care and wellness on the nonoccupational side. By 
taking a phased approach, the organization will have time 
to educate members about program changes, obtain mem-
ber feedback and build acceptance of the clinic. Utilization 
and experience data can be used in conjunction with mem-
ber feedback to make changes that support the benefits 
strategy and add the most value.

ROI and Access to Primary Care
Regardless of which function in the organization drives 

the implementation of the clinic—occupational or nonoc-
cupational—employers traditionally have relied heavily on 
productivity-based ROI values to justify the initial invest-
ment. These ROI values typically are based on modeled or 
anecdotal data regarding achievable reductions in absen-
teeism, presenteeism and time away from work to obtain 
medical care. In many instances, this is an effective ap-
proach to rationalize the investment decision.

For many organizations, however, this is not enough. 
They require a rigorous methodology driven by credible 
data that allows them to determine reliable ROI values for 
their organization. Furthermore, as the range of services 
that can be offered through these programs increases, so 
does the uncertainty associated with determining program 
ROI. As a result, many organizations have waited on the 
sidelines for these programs to become more mainstream 
and for evidence of their effectiveness to become widely 
available.

Now, access to primary care for their employees is 
emerging as a key reason many organizations are imple-
menting worksite programs. Future ROI calculations will 
need to factor the value that access to primary care for em-
ployees adds to the organization’s attraction and retention 
policies.

Over time the inability to control health care costs has 
forced employers to choose between adequate access and in-
creased employee cost sharing. In addition to the usual cost-
sharing mechanisms, the recent use of narrow and tiered 
networks in employer and exchange plans is aggravating the 
problem. These trends in member cost sharing and network 
design will continue as long as health care costs keep increas-

ing. When coupled with a growing shortage of primary care 
physicians, coverage of the uninsured and an aging popula-
tion, it is easy to foresee a crisis in access to primary care 
developing over the next few years.

Clinics as a Focal Point in the  
Employer Health Benefits Program

Especially compelling in the ROI context and the trade-
off between cost control and access is a growing expecta-
tion that clinics will reduce overall health plan costs.9,10 
Ease of access to on-site programs and the ability of those 
programs to more effectively engage employees make them 
appear to be a more viable platform for delivering certain 
health and cost-management programs. Clinics are viewed 
as more efficient than the health plan for driving improved 
outcomes in some areas.9,10 

Each additional service offered through the clinic be-
comes another touch point and opportunity to build a re-
lationship between the clinic team and the member. This 
ability to build the member relationship places the clinic in 
a stronger position to coordinate and manage member care 
overall and to influence member behavior.10

Wellness and disease management programs could re-
ceive a boost from operating in this environment. Clinics 
offering dental and vision exams could be particularly ef-
fective in managing common and costly conditions like 
diabetes and heart disease.

However, each employer situation is different. Industry 
characteristics, demographics, local market conditions and 
organizational culture drive varying care patterns and costs 
for a given population. Those factors must be considered 
whether an employer is deciding to implement a basic on-
site program or looking to add and manage enhancements 
such as patient-centered medical homes, wellness, behav-
ioral health, pharmacy services and disease management. 
Realizing the advantages clinics can bring entails careful 
management of overall health program performance and 
coordination between the clinic and the health plan, which 
can be achieved only through integrated eligibility, utiliza-
tion and claims data in combination with other emerging 
digital technologies.

Integrated data will play multiple roles in the widespread 
adoption and development of the on-site clinic concept. 
Employers need data to:

•	 Determine ROI values and make informed decisions 

worksite clinics
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about whether to invest in clin-
ics and the range of services to 
offer

• Build administration tools to
optimize the operation of the
health program and coordinate
services between the clinic and
the health plan

• Measure and monitor perfor-
mance of the health program
and each of its components.

As of today, the use of integrated 
data to support the development of the 
on-site clinic concept has not been ful-
ly developed. In many instances, data 
simply is not being collected; in other 
instances, available data is insufficient 
and there is no integration between 
the clinic and the health plan. This 
can be attributed to the relative im-
maturity of the concept and employ-
ers’ perception of clinics primarily as a 
complementary element in the overall 
health benefit program.

Enabling a New Approach to 
Health Benefits Delivery

In order to use clinics as a focal 
point to drive health program per-
formance, employers will need to 

revamp their health benefits delivery 
approach with a vendor-contracting 
strategy that incorporates interop-
erability and data needs. Employers 
should consider the following issues:

How will contracting with current 
carriers need to change to accommo-
date the new benefits strategy?

As they do now for large organi-
zations with self-funded programs, 
carriers will continue to function 
primarily as network and claim ad-
ministrators. A key change will be 
interoperability with the clinic (as it 
will be for any provider group con-
tracting with the plan) from a data-
sharing and care delivery perspective. 
Data sharing needed to facilitate care 
coordination must be real-time, at 
the member level and across the de-
livery system. This means that pro-
viders need to be part of the process. 
So carriers will also need to change 
their contracting arrangements with 
providers.

Will both insured and self-funded 
options be offered to employees?

Self-funding gives the employer 
flexibility to manage program design 
(including the provider network) and 

performance not usually available un-
der insured options. In addition, there 
is at least a two-year cycle before im-
proved health plan performance is 
reflected in insured premium rates, 
whereas the impact on costs is im-
mediate under self-funding. Because 
most health maintenance organization 
(HMO) offerings are insured, signifi-
cant changes in plan options may be 
required for employers offering HMOs.

Does it make sense to contract with 
a private or state/federal exchange?

Organizations that wish to out-
source administration of their health 
plans could benefit from a private 
exchange with a self-funded arrange-
ment. Exchange operators would need 
to meet interoperability requirements 
described above for carriers.

State/federal exchanges do not of-
fer self-funded options and won’t be 
made available to large employers, 
at the option of the state, until 2017. 
They do have the advantage of not be-
ing subject to the 2018 excise tax for 
high-cost plans, but it is unclear how 
they will perform from a cost stand-
point. If there are attractive options for 
employees in the public exchange, one 
potential alternative would be to allow 
employees to choose between the em-
ployer plan(s) and the exchange. How-
ever, splitting the risk pool could prove 
to be disadvantageous for the employer.

At some point it may make sense 
for the private and public exchanges 
themselves to offer a clinic option, just 
as some carriers do today. This is un-
likely to happen in the short term, es-
pecially in the public exchanges.

Is there a benefit to using a third-
party clinic vendor versus one of the 
employer’s current health plan carriers?

As the popularity of clinics has in-

takeaways >>
•   More employers are opening on-site clinics, which could serve as a platform for patient-

centered medical homes and wellness and disease management programs.

•   Services offered through clinics can vary widely. Employers may wish to phase in ad-
ditional services so that they have time to communicate to employees, get feedback and 
gain member acceptance.

•   The ROI of clinics sometimes is based on how they improve productivity. How they 
increase access to care, which continues to shrink, may be an important factor in calcu-
lating ROI.

•   Employers may need to revisit their vendor-contracting strategy in order to get the most 
benefit from on-site clinics.

•   Third-party clinic administrators are in a strong position to be data integrators and report 
on performance, as well as alleviate employee privacy concerns.
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creased, so has carriers’ interest in this business. If all of 
the employer’s health plan options are with one carrier, us-
ing that carrier to administer the clinic facilitates overall 
administration and contracting but limits third-party over-
sight. If more than one carrier is currently being used, a 
third-party clinic administrator may be more acceptable to 
the carriers and could offer needed oversight.

What should employers look for in a third-party clinic ad-
ministrator?

It’s worth noting that a number of employers design 
and operate their own clinics. This is particularly true of 
employers that implemented clinics many years ago before 
most of today’s clinic vendors were around. However, there 
are functions that will require expertise and capital, such as 
the interoperability and data integration discussed above. 
Another critical capability is digital-based technology to 
conduct and manage clinic operations, including evaluat-
ing and reporting on clinic and overall program perfor-
mance, as required. It makes sense to have a third party 
with access to these services plus benchmarks in terms of 
what is achievable for targets.

Beyond that, third-party clinic administrators should 
have the leadership and management to understand the un-
folding health care environment and be able to support em-
ployers’ need for flexibility and scalability. The clinic should 
be able to support the full range of services the employer may 
wish to consider and the organization to coordinate effec-
tively with other parts of the employer’s benefits program. 
Staff should have experience with patient-centered primary 
care and operating as a medical home for members.

It would also be advantageous for the employer to se-
cure a multiyear agreement that includes meaningful per-
formance guarantees.

How does the employer monitor overall program performance?
Given their ultimate role of managing care and driving 

program performance overall, third-party clinic adminis-
trators are in a strong position to function as data integra-
tor and report on program performance. If that is not de-
sirable, the evaluation and reporting could be outsourced 
to another organization. The employer must consider em-
ployee privacy concerns in how it handles this matter.

As with any change of this magnitude, employers will 
need to communicate with employees about the new vision, 
how the changes affect them and what will be expected of 
them in the new program. In many cases it may not be pos-

sible or advisable to make all the changes at one time. The 
employee communications effort may have to encompass a 
series of steps to fully implement the new strategy.

Legal Considerations  
and Employee Privacy Concerns

Some of the early clinic models where services are lim-
ited to first aid and minor acute care do not fall under the 
definition of a group health plan and, when staffed and 
administered by the employer, are not subject to the usual 
federal welfare benefit laws. But the decision to broaden the 
scope of services under the more modern models carries 
with it a host of legal obligations. As group health plans, 
these programs are subject to:11

• Privacy and security provisions of the Health Insur-
ance Portability and Accountability Act

• Reporting, disclosure and documentation provisions
of the Employee Retirement Income Security Act

• Coverage continuation provisions of the Consoli-
dated Omnibus Budget Reconciliation Act.

In addition, the Internal Revenue Service (IRS) imposes 
limits on the services on-site clinics can provide free of 
charge or at below-market “prices” to HSA-eligible individ-
uals. A common approach to avoiding IRS issues under this 
scenario is to institute a fee schedule acceptable from an 
IRS perspective for HSA-eligible members. This approach 
recognizes that a worksite program still adds value by pro-
viding members with access to needed services and the em-
ployer with improved productivity.

While the legal aspects are certainly more complex for 
emerging worksite models, federal and state laws govern-
ing privacy and security of personal health information are 
paving the way for broader acceptance of these programs. 
Employers must allay employee concerns about who has 
access to their health data and how it can be used. This has 
been an employee concern since nonoccupational worksite 
clinics first came on the scene and has had a significant ef-
fect on the rate of adoption of these programs.

Another factor helping pave the way for broader accep-
tance is the trend by employers to use third-party adminis-
trators to run their worksite clinics. It addresses employee 
privacy concerns by putting employers at arm’s length from 
employee health data and provides employers with simplic-
ity, flexibility and scalability. During the last 15 years this 
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trend has led to significant growth in the number of vendors 
operating clinics and the range of services offered by clinics.12

Conclusion
On-site clinics offer a potential solution to the physi-

cal and financial barriers that increasingly limit access to 
care. The recent rapid growth of workplace clinics reflects 
employers’ growing appreciation for the value of these pro-
grams to organizational health and productivity improve-
ment as well as employee attraction and retention. ACA has 
laid a foundation that supports clinics, but bringing them 
to fruition requires building the necessary infrastructure 
and processes to optimize their operation. This requires 
employer leadership and a collaborative effort with clinic 
administrators, carriers, providers and members.   
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