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Despite Employer Interest, 
Workplace Clinic Use Low
As employers continue to grapple with 
spiraling health care costs, more large 
firms are considering workplace clinics 
as a tool to contain spending. Although 
workplace clinics have received increased 
attention in recent years, they are not 
a new phenomenon. Employers have 
offered onsite health care for decades, 
traditionally with a focus on occupa-
tional health or routine services, such 
as treatment of sore throats and runny 
noses. 

What distinguishes many emerging 
workplace clinics is a shift toward primary 
care, preventive services and wellness 
offerings.1 By incorporating these services, 
employers hope to generate savings on 
overall medical costs. In the short term, a 
key employer objective is to exert greater 
control over high-cost services, such as 
specialist referrals, brand-name prescrip-
tions, emergency department visits and 
avoidable hospitalizations. In the long 
run, improving population health by pre-
venting and managing chronic conditions 
is a major objective.2

Findings from recent employer sur-
veys confirm that employer interest has 
increased, as the share of large employers 
reporting plans to implement an onsite 
clinic over the next two years doubled 
between 2007 and 2011, from 6 percent 
to 12 percent.3 Moreover, the number 
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Despite heightened employer interest in workplace clinics as a cost-containment tool, 

only 4 percent of American families in 2010 reported visiting a workplace clinic in the 

previous year—the same proportion as in 2007, according to a national study by the 

Center for Studying Health System Change (HSC). The severe 2007-09 recession likely 

dampened employer investment in workplace clinics, and some workers likely lost 

access to clinics because of job layoffs. Workplace clinics are concentrated among large, 

self-insured employers, so only a subset of families has access to these resources. Among 

families most likely to have access—those with ties to large firms and government 

employers—clinic use was higher at nearly 11 percent in 2010. Most experts believe 

workplace clinics can best achieve cost savings through better prevention and early 

diagnosis of chronic conditions. However, the study found that among clinic users, the 

most commonly sought services were vaccinations and other minor, routine services. 

Nearly seven in 10 people cited convenience as a major reason for choosing a work-

place clinic over other care settings, and four in 10 cited lower costs. Workplace clinics 

are typically only viable for large employers with low employee turnover and high con-

centrations of workers, which means they are unlikely to provide a broad solution for 

controlling health care spending or improving care delivery. 



Recession Fallout on 
Workplace Clinics
Increased unemployment rates between 
2007 and 2010 likely contributed to the 
flat trend in workplace clinic use.5 Recent 
research indicates that large employ-
ers—1,000 or more workers—dispropor-
tionately shed workers and reduce hiring 
during recessions.6 This pattern held true 
during the 2007-09 recession, and, as a 
result, a substantial number of people laid 
off by large employers likely lost access 
to workplace clinics. Indeed, 12 of the 25 
companies with the highest number of 
layoffs between 2007 and 2010 offered 
workplace clinics at the time.7 

Also, financial pressures caused some 
employers to delay or cancel plans to 
open clinics and other employers with 
existing clinics to scale down or even 
shutter their clinics.8 Several employer 
surveys confirm that the prevalence of 
workplace clinics among large employers 
remained unchanged (at about 25%) over 
this period.9 

Clinic Use Varies            
by Industry
Workplace clinic use was highest among 
families with workers employed in the 
manufacturing sector. Nearly 17 percent 
of such families reported using a work-
place clinic in the previous year, accord-
ing to estimates from combined 2007 and 
2010 survey data (findings not shown). 
This reflects the historical and ongoing 
importance of onsite clinics to manufac-
turers, which commonly rely on clinics 
to treat work-related injuries and other 
occupational health problems.

More than 11 percent of families with 
workers in public administration and a 
similar share of families with ties to the 
services sector used a clinic in the past 
year. At the other end of the spectrum 
were families employed in the transporta-

Data Source

This Research Brief presents findings from the Center for Studying Health System Change 
2007 and 2010 Health Tracking Household Surveys. Both surveys use nationally rep-
resentative samples of the civilian, noninstitutionalized population. For the first time, the 
2010 survey included a cell phone sample because of declining percentages of house-
holds with landline phones. Sample sizes included about 18,000 people for the 2007 
and about 17,000 people for the 2010 survey. Response rates for the surveys were 43 
percent in 2007 and 46 and 29 percent, respectively, for the landline and cell phone 
samples in 2010. Population weights adjust for probability of selection and differences 
in nonresponse based on age, sex, race or ethnicity, and education. The weights adjust 
also for the increased probability of selection in cases of households using both landline 
and cell phones. The 2007 and 2010 surveys were based on a stratified random sample 
of the nation. Standard errors account for the complex sample design of the surveys. 
Questionnaire design, survey administration and the question wording of all measures in 
this study were similar across surveys. 

For each surveyed family, the primary family respondent was asked: “Have you [or 
names of other family members] ever used an onsite health clinic at your or [Spouse’s] 
workplace?” Respondents who answered yes were then asked: “Have you [or names of 
other family members] used an onsite health clinic at a workplace during the past 12 
months?” Respondents who answered yes to this question were then asked about services 
obtained during clinic visits and reasons for choosing workplace clinics over other care 
settings.

All estimates reported in this study are family-level, not person-level, estimates, because 
respondents were not asked which family members received workplace clinic services. Most 
estimates presented in this study were based on the subset of families with at least one 
working-age adult, aged 18-64, employed by a private firm with at least 1,000 workers 
or by a government employer. Sample sizes for this subset of families with workplace clinic 
visits in the past year were 260 in 2007 and 259 in 2010. Individual characteristics—such 
as having a usual source of care and industry type—were ascribed to the family based on 
the member who was identified as the most likely to have access to workplace clinic—i.e., 
the working-age adult employed by a large firm or a government employer.
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and size of vendors specializing in operat-
ing onsite clinics have grown in recent 
years.4 

Despite evidence of high interest among 
large employers, use of workplace clinics 
remains low. In 2010, only 4 percent of all 
American families reported having at least 
one member who used a workplace clinic 
in the previous year, according to findings 
from HSC’s nationally representative 2010 
Health Tracking Household Survey (see 
Data Source). This estimate was unchanged 
from 2007 (see Table 1).

The low use is not surprising, given that 
only a subset of Americans has access to 
workplace clinics. To better reflect that only 
some families have access to workplace 
clinics, this study focused on the subset of 
families with at least one working-age adult, 
aged 18-64, employed by a private firm with 
at least 1,000 workers or by a government 
employer. After narrowing the analysis to 
this subgroup, nearly 11 percent of such 
families in 2010 reported visiting a work-
place clinic during the past year—roughly 
the same proportion as in 2007.
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asked clinic users only for the primary pur-
pose of their most recent visit, estimates 
may not capture the full extent of the care 
patients received.  

Previous research has shown that, in 
workplace clinics providing primary care 
and wellness services, clinicians typically use 
any clinic visit—including those for minor, 
routine care—as an opportunity to address 
broader aspects of a patient’s health.14 For 
instance, employees who go to a clinic with a 
sprained ankle or a sore throat would under-
go blood pressure checks and other screen-
ings at a minimum. Consequently, services 
such as vaccinations, physical exams—cited 
by 31 percent of clinic users—or treatment 

tion or public utilities sector (3.4%) or in 
wholesale or retail trade (3.4%).

Most Visits for Minor, 
Routine Care
As previously noted, research shows that 
increasingly employers are offering some 
combination of preventive, wellness, 
primary care and disease management 
services in workplace clinics. Experts 
believe this approach holds the greatest 
potential for meaningful cost containment 
by altering provider practice patterns and 
improving underlying population health. 
Workplace clinics that offer primary care 
can try to encourage more efficient care 
delivery by monitoring specialist referrals, 
tests and procedures; substituting generic 
prescribing for brand-name prescribing; 
and otherwise streamlining and standard-
izing primary care relative to community-
based practices. Improving population 
health typically requires a multi-pronged 
approach aimed at both keeping healthy 
people healthy and helping people who 
already have chronic conditions better 
manage their conditions.10

Even as employers focused on primary 
care and wellness offerings in workplace 
clinics in recent years, the services most 
often sought by clinic users were for 
minor, routine care (see Table 2). When 
asked the primary purpose of their clinic 
visits, 63.7 percent of survey respondents 
in 2010 cited vaccinations—by far the 
highest prevalence for any clinic service. 
From 2007 to 2010, the proportion of peo-
ple citing vaccinations increased by 15.1 
percentage points—a surge in demand 
that may be related to the 2009 H1N1 
influenza pandemic.11 This phenomenon 
was not limited to workplace clinics and 
reflects a more general trend of rising vac-
cination rates during this period that also 
impacted other care settings, such as retail 
clinics.12

Despite widespread employer recogni-
tion of the importance of ongoing chronic 
care, use of workplace clinics for this 
purpose appears limited. Fewer than one 
in 10 clinic users in 2010 cited ongoing 
care of chronic conditions as the primary 
purpose for their visits—unchanged from 
2007 and far lower than the prevalence of 
chronic conditions in the workforces of 
most employers.13 

Two important caveats should be noted 
about these results. First, a single family 
member answered questions about clinic 
use and reasons for visits on behalf of 
all family members, which may impact 
reliability. Moreover, because the survey 

Table 1 
Use of Workplace Clinics in Previous 12 Months by U.S. Families and by 
Employment Type, 2007-2010

2007 2010

All Families 3.9% 3.9%

Families with at least one working-age adult 
who works in a large private firm (1,000+ 
employees) or as a government employee

9.0 10.7

Private Firm with 1,000+ Employees (R) 10.4 11.2

Government Employee 7.0* 9.9

* Difference from the reference group (R) is statistically significant at p<.05.

Sources: HSC 2007 and 2010 Health Tracking Household Surveys

Table 2 
Among U.S. Families Using a Workplace Clinic in Previous 12 Months, 
Primary Reason for Visit, 2007-2010

Primary Reason for Visit 2007 2010

Vaccination 48.6% 63.7%*

Physical Exam for School, Camp or 
Employment 36.0 31.1

New Illness or Symptom 29.1 26.5

Work-Related Injury 14.5 11.3

Prescription Renewal 14.7 10.3

Care for Ongoing Chronic Condition 9.3 9.3

Other 3.9 4.5

Note: Categories are not mutually exclusive; respondents could select multiple categories.

* Change between 2007 and 2010 is statistically significant at p<.05.

Sources: HSC 2007 and 2010 Health Tracking Household Surveys
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of new illnesses or symptoms—cited by 26 
percent—all can provide opportunities for 
clinicians to identify health issues beyond 
the primary reason for the visit. 

Convenience and Cost    
Key to Clinic Use
In addition to the primary purpose of the 
visit, users were asked why they chose a 
workplace clinic over other care settings, 
such as a physician’s office. By far the most 
common response (63.6%) was that the 
location was more convenient (see Table 
3). Thirty-five percent noted that clinic 
hours were more convenient, and 27 per-
cent cited not having to make an appoint-
ment. Overall, about seven in 10 clinic 
users cited at least one of these three con-
venience factors as a reason for choosing a 
workplace clinic (findings not shown).

Affordability also was a major concern 
among clinic users. Nearly four in 10 clin-
ic users cited lower cost as motivation for 
choosing a workplace clinic over another 
source of care. This aligns with indica-
tions that employers may offer financial 
incentives to encourage clinic use.15 Often, 
employers will structure their benefits so 
that out-of-pocket cost sharing for clinic 
visits is lower than for community-based 
visits—for instance, $10- or $15-dol-

lar differentials in required copayments 
are common among employers look-
ing to incentivize workplace clinic use. 
Sometimes, cost sharing is waived alto-
gether for clinic visits. As some employers 
shift toward higher out-of-pocket cost 
sharing for employees, clinics may become 
even more appealing in these cases.

Usual Source of Care and 
Workplace Clinic Use
People with access to workplace clinics 
often have regular, community-based 
providers. Therefore, it is important to 
understand how clinics interact with 
patients’ existing sources of care, espe-
cially since there are concerns that onsite 
clinics could increase care fragmentation 
by encouraging patients to seek care in 
multiple settings. On the one hand, having 
a usual source of care in the community 
other than an emergency department may 
lessen the need for care in other settings. 
On the other hand, community-based 
providers that can coordinate care across 
multiple settings may facilitate patients 
seeking supplementary care at workplace 
clinics. 

In 2010, families with a usual source of 
care were significantly more likely to have 
used a clinic in the previous year com-

Table 3 
Among U.S. Families Using a Workplace Clinic in Previous 12 Months, 
Major Reasons for Choosing a Workplace Clinic, 2007-2010

Major Reasons for Choosing Workplace 
Clinic Over Other Care Settings

2007 2010

Location was More Convenient 62.2% 63.6%

Cost was Lower 31.7 38.0

Hours were More Convenient 41.8 35.1

No Need to Make an Appointment 31.1 26.8

No Usual Source of Care 9.5 4.9*

Note: Categories are not mutually exclusive; respondents could select multiple categories.

* Change between 2007 and 2010 is statistically significant at p<.05.

Sources: HSC 2007 and 2010 Health Tracking Household Surveys

pared to families without a usual source of 
care—12.2 percent vs. 7.5 percent (findings 
not shown). One possible explanation is 
that people with a usual source of care may 
be more connected to the health system 
and more aware of available resources. Or, 
they may have more health care needs and, 
therefore, seek more services across multi-
ple settings. Another possibility is that some 
respondents might consider the workplace 
clinic itself to be their usual source of care, 
though this is likely to impact only a small 
number of cases. 

Implications
Use of workplace clinics by American 
families remained low between 2007 and 
2010, even among those with connections 
to employers most likely to offer clinics. 
On a broader scale, use of workplace clinics 
is low in part because only a small sub-
set of the population has access to them. 
According to the 2010 Health Tracking 
Survey, while 63 percent of Americans are 
members of working families, only 15 per-
cent of the population is directly employed 
by large firms or the government and only 
a minority of these employers has clinics in 
place. However, as the economy recovers 
and more companies initiate or revisit plans 
to offer clinics, the number of Americans 
with access to these resources may soon 
begin to grow. 

Even as more employers implement 
workplace clinics, their reach is largely lim-
ited to employees of large firms with low 
turnover and highly concentrated workforc-
es. Therefore, while clinics may be valuable 
tools for controlling costs and improving 
care for some segments of the population, 
they are not likely to provide a broad solu-
tion to rising costs. Nevertheless, clinics 
may have some potential to serve as testing 
grounds for innovations in care delivery 
and coordination that could have impacts 
beyond individual employers. 
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