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INTRODUCTION
The trajectory of health care reform in the United States has been moving increasingly toward the goals of cost-
effective delivery, improved patient outcomes, and greater patient satisfaction with care received. In recent years, 
stakeholders in multiple sectors of the health care system have actively pursued these goals and as a result, a number 
of new conceptual models for health care delivery have emerged, including Accountable Care Organizations (ACOs) 
and the Patient Centered Medical Home (PCMH).

At the core of the ACO and PCMH concepts is the idea that increased integration and coordination of health care 
goals and processes within the health care system is essential in order to achieve lowered costs and better out- 
comes. Fragmentation in the health system can be reduced by creating a team-based environment in which diverse 
individuals and organizations work closely together, securely sharing data as allowed, and giving patients a greater 
role in their health care decision-making.1 The goal is to improve the value of health care services and to control costs 
while improving quality and satisfaction as defined by clearly established process and outcome metrics. In both the 
ACO and PCMH concepts, a strong emphasis is placed on population health care strategies. This approach emphasizes 
preserving wellness and preventing disease as well as treating illness.

As noted by Cathy Baase, MD, Chief Health Officer of Dow Chemical Company, in an April 10, 2016, presentation 
at the American Occupational Health Conference, employers are increasingly recognizing the business value of a 
healthier workforce and healthier communities. “Health is seen as a driver of corporate business strategy” due to: 

 ■ The inexorable rise in U.S. health care costs
 ¾ Huge waste: about 1/3 of health care costs

 ■ Prevention opportunities
 ¾ Prevention efforts could eliminate about 30-50% of the illness burden driving these health costs

 ■ Massive safety and quality issues in U.S. health care system
 ¾ 200,000 – 400,000 deaths/year and 10-20X sub lethal events due to errors in the health care system

 ■ Business value of health as a key driver of other corporate priorities
 ¾ Safety, employee performance/engagement, loyalty, morale, attraction and retention of employees,  

corporate reputation, reliability and sustainability

While the central work of coordinating and integrating health care in these models takes place among hospitals, 
physician group practices, insurers, and other health care organizations, recent policy discussions have advanced 
the idea that the ACO and PCMH concepts could be strengthened if they were more actively linked with the health 
promotion and safety efforts of employers and local communities. Because health behaviors and health risks extend 
across the home, community, and workplace, it is theorized that better health outcomes could be achieved if the 
primary care and public health communities proactively linked forces with the employer-based occupational health 
and safety community to advance these new concepts.2,3 Fostering direct relationships between these communities 
should enhance the impact of their separate efforts. 

The employer community, which in recent decades has dramatically expanded its efforts to improve worker health 
and safety through specialized programming, can bring deep resources to the ACO/PCMH equation – including system 
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process optimization, health data collection, population health management, preventive health monitoring, health 
incentives and recognition programs, and much more. Employers’ health-related programs and capabilities are an 
extremely valuable – and largely untapped – resource, available to help advance both ACOs and PCMHs.

Moreover, one of the best ways to support the health of an individual is to support his or her ability to function at 
a high level at work, home, and play. Since employment is a social determinant of health, these direct relationships 
can impact workforce performance and community health and prosperity. By working as active partners in the 
ACO and PCMH models as they continue to expand in cities and regions across the U.S., the employer community 
would intersect with the primary care and public health communities in a way that would help advance a true 24/7 
continuum of health consciousness and encourage a national culture of health.

In 2012, the American College of Occupational and Environmental Medicine (ACOEM) advocated publicly for this 
strategy, publishing a position statement calling for greater integration and adoption of ACO and PCMH principles by 
employers in an effort to extend the impact of the two concepts nationally.4 Three years later, the ACO and PCMH 
models have continued to advance, including significant expansion of ACOs from the public sector (Medicare) into the 
private sector (major health plans and self-insured employers). Over the same period, employers have become more 
ambitious in developing new integrated health and safety measures to ensure health and productivity in the workplace.

With the health of millions of American workers being impacted by these developments, ACOEM and Underwriters 
Laboratories (UL) convened a national invitational summit meeting in August 2015, to explore the new era of ACO and 
PCMH expansion in the United States, and to re-examine the future role of workplace health and safety initiatives in 
this new era. During the 1 ½-day summit, 15 experts representing government, employers, health care providers, and 
industry shared data and explored new ideas for maximizing ACO and PCMH impact.

A key trend noted by Summit participants is that some employers – especially those that are large and self-insured – 
have adopted so many of the core principles of team-based, integrated health care into their own workplace health 
and safety strategies that they can be considered potential catalysts for the continued expansion of ACOs and PCMHs. 
As large purchasers of health services, and with expertise in worker health and safety, population health management, 
data collection, supplier management, and quality improvement, these employers have the capacity to significantly 
impact the quality of health care delivery and outcomes in their local communities by engaging and participating in ACO/
PCMH initiatives. In the process, they can benefit their own employees and at the same time help accelerate health care 
transformation in the communities in which they do business, ultimately benefiting the entire nation.

Within the overall United States’ employer population, hospitals and health systems have a unique opportunity to 
lead this transformation, first with their own employees. Beyond developing ACOs to elevate the health status of 
other populations, hospitals and health systems can demonstrate their ability to collaborate and coordinate care to 
improve the wellbeing of their own workforces.

This document summarizes highlights from the ACOEM/UL Summit, provides insights into the connection between 
employers and ACOs/PCMHs based on the experiences of three large health care organizations that have created 
their own ACO/PCMH models to benefit their employees as well as the regional employer populations they serve. 
Based on the discussions, Summit participants identified 12 essential elements for the successful implementation of 
employer ACO/PCMH systems (pages 7-8). These essential elements while modeled on large hospital/health system 
organizations – which by their very nature are ahead of the game in adopting ACO/PCMH principles – can be adopted 
by employers in any sector, thus putting them on the path of aligning and engaging with true ACOs or PCMHs.

Summit participants also developed three consensus (next steps) statements (page 9); and four recommended core 
activities that address: 1) communication/advocacy; 2) case studies; 3) training/tools; and 4) metrics (pages 9-10). These 
consensus statements and recommendations are all intended to help guide continued adoption of the ACO/PCMH 
model by employers and move the national discussion on these concepts forward. In addition, the recommendations 
identify four methods that can be used to enhance training and affect changes in the delivery of health care.
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In the mid-2000s, health care costs in the United States continued to be the highest in the world and there was no 
sign that the trend would change in the near future. By 2010, an estimated 50 million Americans were uninsured 
and Medicare and Medicaid faced huge financial issues that threatened their long-term stability.5 More than 50% of 
Americans had at least one chronic health condition. This, coupled with a shortage of physicians (projected to reach 
62,000 by 2015, and 130,000 by 2025), was placing increasing strain on the United States’ health infrastructure.6

In response to these issues, the Affordable Care Act (ACA) was passed by Congress and signed into law in 2010 with 
full implementation of all aspects to be completed in 2015.7 A major portion of the law dealt with extending coverage 
to those who were uninsured. Since rollout of the ACA, the number of uninsured has decreased from a high of 50 
million in 2010, to 39.6 million in 2013, and to 25.5 million in the first quarter of 2015.8,9,10

In addition, the ACA contained several provisions intended to transform health care delivery. Among these 
transformational strategies was a new emphasis on encouraging physicians, hospitals, and other health system 
stakeholders to work together in a team-based approach to better coordinate care, build stronger physician-patient 
partnerships, and link payments to health outcomes for individuals as well as populations. These approaches aimed 
to achieve better health outcomes at lower cost.11

Examples of team-based care models promoted under the ACA are the PCMH and ACO. The PCMH concept 
emphasizes the central role of primary care and the facilitation of partnerships between patient, physician, family, 
and other caregivers, envisioning care integrated across all elements of the health care system. This includes 
linking care between hospitals, subspecialty care facilities and nursing homes, and a patient’s general community 
environment. Patients’ health care needs and choices are well communicated among the many participants in their 
health care team, and they receive care in settings that are familiar.

ACOs create a payment and care delivery model that links health provider reimbursements to quality metrics and 
reductions in total cost of care for defined patient populations. Hospitals, physician groups, and other health care 
providers work together to treat patients across care settings – including doctor’s offices, hospitals, and long-term 
care facilities. The ACO care model makes physicians and hospitals more accountable in the health care system, 
combining care-integration and increased efficiency with performance-based and outcome-oriented medical 
strategies aimed at defined populations of patients. The ACO is meant to improve the value of health care services 
by controlling costs while at the same time improving quality as defined by measurable outcomes. ACOs may offer a 
spectrum of health care services in joint ventures among multiple health organizations, decreasing the fragmentation 
found in the current system. Evidence-based measures are strongly emphasized. The ACO payment and care delivery 
model links health provider reimbursements to quality metrics and reductions in the total cost of care for the overall 
population of patients that has been defined.

What binds the PCMH and ACO models is a shared vision that integration and coordination of health care services, 
combined with a new emphasis on whole-person, team-oriented care delivery, is essential for health reform to 
succeed. Interest in this new, coordinated and team-based model of care has grown substantially.12 State governments 
are investigating PCMH/ACO models and most of the major health plans have started PCMH demonstrations. The 
Departments of Defense and Veterans Affairs have both adopted a PCMH-based approach to care.13

What binds the PCMH and ACO models is a shared vision that integration and  
coordination  of health care services, combined with a new emphasis on whole 
person, team-oriented care delivery, is essential for health reform to succeed. 

In addition, the Department of Health and Human Services (HHS) has established new rules and programs to help 
physicians, hospitals, and other health care providers implement the ACO model and to encourage the growth of 
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ACOs. These include incentive programs established within the Center for Medicare & Medicaid Innovation, such as 
the Medicare Shared Savings Program, which rewards ACOs that lower growth in health care costs while meeting 
performance standards on quality of care provided for Medicare Fee-for-Service patients.14

In 2010, the American College of Physicians promoted the concept of specialty practices serving as a critical 
“neighborhood” with which PCMHs must interact in a coordinated fashion.15 However, up to now, this has not 
necessarily been the norm, specifically in the case of specialty-referral process. A 2011 review article found that  
while primary care providers reported sending referral information to specialists 70% of the time, the specialists 
reported receiving it only 62% of the time; and specialists indicated that they sent a report to primary care providers 
81% of the time, but primary care providers noted receiving a report from specialists only 62% of the time.16 In 
addition, 25-50% of referring physicians did not know if their patients had seen a specialist.16 In response to this 
concern, the National Committee for Quality Assurance (NCQA) established a Specialty Practice Recognition  
Program, which included occupational medicine as one of the specialties eligible for recognition as a partner  
with PCMHs. 

EXPANSION OF THE PCMH MODEL AND THE  PATIENT-CENTERED PRIMARY CARE COLLABORATIVE  
Since the publication of ACOEM’s 2012 position statement on Optimizing Health Care Delivery by Integrating 
Workplaces, Homes, and Communities,4 the PCMH model has continued to grow and flourish. While the roots of 
the PCMH go back as far as the 1960s, its formal adoption and advancement by the American Academy of Family 
Physicians in the early 2000s helped accelerate its growth. In 2007, leading primary care associations released a set  
of joint PCMH principles, adding to its national visibility.8

In 2006, the Patient-Centered Primary Care Collaborative (PCPCC) was formed. This not-for-profit membership 
organization is dedicated to advancing an effective and efficient health system built on a strong foundation of 
primary care and the PCMH. In less than a decade, the PCPCC has significantly advanced the principles of the PCMH 
in the business community, growing to more than 1,200 diverse stakeholder organizations that represent health 
care providers across the care continuum, as well as health care payer, purchaser, and patient organizations.17 Large 
employers, such as Walmart and Walgreens, have been active proponents of the PCMH concept among employers.

As of 2014, more than 10% of primary care practices in the United States, approaching 7,000 altogether, have been 
recognized as PCMHs by the National Committee for Quality Assurance (NCQA).18 Illustrative of the explosion of 
interest, a clinician search done recently through the NCQA Recognition Directory reveals 67,085 clinicians and sites 
having some level of PCMH recognition for all states and the District of Columbia.19 The work of the PCPCC has been 
instrumental, along with leading medical specialty organizations, in helping guide these and other health system 
organizations toward PCMH implementation.

A growing list of studies indicates widespread positive  
results from PCMH development throughout the U.S.

A growing list of studies indicates widespread positive results from PCMH development throughout the country.  
Over the last year alone, North Carolina, Connecticut, Oregon, Minnesota, and Vermont all issued reports noting 
strong results from PCMH initiatives, adding to many other statewide efforts in recent years.20 Insurers continue 
to invest heavily in PCMH incentives and are led by Cigna, which plans to tie 90% of payments to value-based care 
models by 2018, and by Aetna, which plans to tie 50% of payments to such models by 2018 and 75% by 2020. 
Following suit is UnitedHealthcare which plans to tie $65 million in payments to value-based care models, also by 
2018.20 The business community, led by these large insurers and others, has been among the most impactful of PCMH 
adopters, extending PCMH principles to millions of Americans – particularly those in large employer-based group 
health plans.20
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EXPANSION OF THE ACO MODEL
The PCMH evolved over time, with elements that can be traced back for decades, significantly advancing in 2002 
when it was embraced by the specialty of family practice.21 By contrast, ACOs have sprung forth only recently. Partly 
driven by incentives provided through programs such as the Medicare Shared Savings Program, and as a specific 
component of the Affordable Care Act, they have been implemented relatively quickly. To date, more than 700 ACOs 
have been formed in the United States.22

The geographic distribution of ACOs has continued to expand – they now exist in all 50 states, the District of 
Columbia, and Puerto Rico. California has the most ACOs (81), followed by Florida (66) and Texas (48).22 Since 2014, 
4.5 million additional people have been included in ACO coverage, bringing the total covered to more than 23 million 
today.22

While the visibility of the ACO concept has been driven largely by the work of HHS in incentivizing care for Medicare 
populations, ACOs have also begun to form as a care delivery model for non-Medicare patients as well – and the 
growth in this sector is significant. Of the approximately 23 million now covered by ACO care, only 7.8 million are 
covered under Medicare, meaning that the majority of ACO volume has occurred in the commercial and Medicaid 
sectors.22 

The diversity and number of payers participating in 
ACOs has continued to increase, underscoring their 
appeal as a care delivery model beyond Medicare. 

The diversity and number of payers participating in ACOs has also continued to increase, underscoring the appeal 
of ACOs as a care delivery model beyond Medicare. More than 132 different payers have entered into at least one 
accountable care contract to date, a significant increase since 2013.22 In addition to Medicare and state Medicaid 
plans, these payers include regional and national insurers, as well as some large self-insured employers. Commercial 
payers, including Cigna, UnitedHealthcare, and Aetna, have significantly expanded their involvement in ACOs in recent 
years.

One of the most aggressive participants in ACO development has been UnitedHealthcare, which in 2015 marked its 
250th ACO partnership with various health systems and provider groups. A typical example of UnitedHealthcare’s 
incremental ACO development strategy is its creation in mid-2015 of a partnership with the Albuquerque, New 
Mexico-based Presbyterian Healthcare Services, an eight-hospital, 700-physician, 300,000-member health plan.23 
Under terms of the partnership, the ACO will provide care for 12,300 New Mexico residents who are enrolled in 
UnitedHealthcare’s employer-sponsored plans.

As similar local and regional employer-sponsored plans become ACO participants, and more private-sector entities 
become involved in developing ACO models and incentive systems, the use of ACOs as a care delivery model for 
employed, non-Medicare populations is likely to increase. Projections indicate that ACO expansion could reach more 
than 150 million patients over the next 10 years – many of them in employer-based health plans.22 Last year, the 
Ohio Bureau of Workers’ Compensation began a pilot program for knee injuries — the Enhanced Care Program – 
established for state-fund claimants and centering on high-quality physicians of record who establish comprehensive 
care plans and who are paid 15% more than the fee schedule.24

In turn, as ACO models become more common for employed populations, and a greater emphasis is placed on achieving 
lowered costs and higher quality care outcomes for increasing numbers of patients, ACO participants will seek more 
effective strategies for achieving positive results in the local and regional communities in which they operate. Among 
those strategies will be greater engagement and alignment of goals with other sectors that have a stake in health care – 
particularly the employer community, which remains heavily invested in the health outcomes of millions of Americans.
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If the ultimate goals of ACOs and PCMHs are lowered health care costs and improved health outcomes, these two 
growing care-delivery models and the employer community are well suited as partners. According to the U.S. Census 
Bureau, 55% of the nation’s population is covered by employer-based health plans—a total of 169 million people.4 
The health care decisions of these citizens are closely connected with their workplace, and in recent decades 
employers have become increasingly proactive as providers of programs and initiatives aimed at keeping their 
workforces healthier. A growing body of research shows an inextricable link between the health of the workforce and 
the productivity of the workforce, and enlightened employers are taking steps in response.11 In recent decades, more 
and more employers have identified employee health and safety as a key strategic business imperative. A significant 
body of research has established that investments in employee health and safety programming yield tangible returns 
that impact the bottom line.12,25,26

Researchers have also established that companies that adhere to best practices in health and safety programming 
tend to outperform their peers in the marketplace.27,28,29,30 Consequently, employers have become much more active 
participants in helping manage the health and safety of their employees – ranging from comprehensive wellness and 
preventive health programs to the use of onsite health clinics. The best and most effective of these are programs in 
which employer health and safety programs are well integrated and coordinated with each other.25 

In its 2012 position statement on ACOs and PCMHs, ACOEM noted the remarkable similarities in goals and 
methodologies that characterize integrated health and safety programming in the workplace and the ACO/PCMH 
models, advocating for closer alignment between the two for the benefit of the nation’s patients.4 Three years later, 
continuing advances in health and safety programming by employers have created an environment in which they 
have the capacity to more effectively align with ACOs and PCMHs – implementing health cost-reduction strategies 
and population-health programs that result in better overall health outcomes for their workers. Two prime examples 
of organizations on the leading edge of ACO/PCMH models are IBM and Intel: both companies have completely 
transformed their approach to health care through integrated, patient-centered care initiatives with a broad eco-
system of networked participants – from care providers and insurers to vendors – saving millions in health care costs 
in the process.31,32

The sheer breadth of the American workplace presents a compelling reason to consider it as a staging ground for 
the implementation of ACO/PCMH goals and principles. Millions of workers and their dependents are covered by 
employer-based health plans – and the health care decisions of these citizens are thus closely connected with the 
workplace as shown in Figure 1 below.

Figure 1. Number of Employees by Size of Establishment — U.S. Census 2012

THE IMPORTANCE OF THE WORKPLACE IN THE FUTURE OF THE ACO AND PCMH MODELS 
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By extending ACO/PCMH principles directly into the workplace of large, mid-sized and even small companies, and 
by aligning and engaging more closely with the ACO/PCMH community, employers are positioned to accelerate the 
adoption of a true workplace culture of health and safety, along with the baseline goals of the ACA. In recent years, 
ACOs and PCMHs have expanded significantly. As ACO and PCMH principles of health delivery have become more 
mainstream, and positive results from both models have begun to accrue, their use has begun to be adopted by the 
employer community.

ESSENTIAL ELEMENTS TO DEVELOPING A SUCCESSFUL WORKPLACE ACO  
Regardless of the model of health delivery (i.e., ACOs or PCMHs), several elements are essential for the effective 
and successful migration to these new models of care in the workplace. During the Summit, participants engaged in 
discussions of which elements should be included in a list that would help employers interested in adopting ACO/
PCMH models.

The key elements identified by Summit participants include:

 ■ Culture of health and continuous improvement. A culture of health, implemented within a continuous improve-
ment model, should be instilled across the employee population and the CEO must lead this process. Everyone in 
the organization should see the value of a health-improvement process and the commitment by the employer to 
ensuring the optimal health of employees.

 ■ Data collection and analysis. Employers should identify what kinds of health, safety and administrative data are 
readily available as well as data that should be collected to ensure ACO/PCMH principles are being implemented 
and sustained. Analysis should identify the prevalent risk factors and chronic diseases among employees and ben-
eficiaries so they can be targeted. Key data collection includes metrics on cost reduction, care improvement and 
the enhancement of individual performance. The ultimate benefit of ACO/PCMH adoption by employers is better 
clinical, functional and financial outcomes.

 ■ Communications and branding. Employers should strive for comprehensive and ongoing communication with 
employees and family members and providers regarding the principles and the purposes of engaging in better 
population health management. The branding of ACO/PCMH-oriented initiatives in the workplace helps keep 
these the initiatives visible and enhances engagement and sustainability.

 ■ Incentives/aligning rewards. Incentivizing participation in ACO/PCMH initiatives, by employees, other beneficia-
ries and health care providers, is a proven and effective strategy when properly designed and implemented.

 ■ Engaging employers, employees, and providers. In the early stages of design and implementation of ACO/PCMH 
initiatives, all l stakeholders should be engaged. This helps ensure an environment of respect, collaboration and 
buy-in – and leads to more successful and sustainable initiatives. Employees should be accountable for their 
health and the health of their families. Employers should responsibly create cultures of health. Providers should 
implement population health management.

 ■ Engaging the broader community. Health behaviors don’t begin and end at the company’s front gate or at the fam-
ily’s front door. Employees live within the broader communities in which they work – and employers should strive 
to encourage healthier lifestyles for all members of the broader community in which they do business. Well-being 
is more than just healthy levels of blood pressure and cholesterol – it is a measure of individuals’ overall fulfillment, 
and this can be impacted by a wide range of social determinants in the community, including the economy, levels 
of employment, educational opportunities, housing options, and availability of parks and recreational time.

 ■ Engaging primary care providers. Primary care providers are a critically important component in employers’ ACO/ 
PCMH efforts. It is important that they understand the concepts of workplace population health management, 
are aware of employer initiatives, and are engaged with employers in helping initiatives succeed. Employers 
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should strive to educate primary care providers on the dynamics of workplace health initiatives and their poten-
tial impact on patients. Employers should encourage their employees to establish trusting relationships within 
primary care and establish their “medical homes.”

 ■ Policy changes. Sustainable ACO/PCMH initiatives in the workplace rely on long-term policy change: Employ-
er leadership must ensure that policy directives within the organization support a healthy and safe lifestyle for 
employees – both while at work and at home. Policy changes should be aligned with incentives to ensure that the 
healthiest choice is also the “easiest” choice. For example, providing a discounted price for a healthy lunch option 
in the company cafeteria.

 ■ Measurement at every step. Employers should identify the key employee-population and organizational metrics 
that will indicate success for an ACO/PCMH initiative and build systems to continuously monitor and adapt this 
data.

 ■ Changes to environment. Many workplace elements contribute to employee health beyond clinical interventions. 
The workplace environment should be adapted to support healthy work practices and lifestyle changes – ranging 
from incorporating healthy vending food options to installing ergonomic workstations and developing work-cam-
pus walking trails. Maintaining a safe work environment is paramount, and promoting home safety should be 
included in a comprehensive approach, as well.

 ■ Programs for the healthy – not just the ill. Employers should strive to create a system that promotes and focuses 
on health – not simply a delivery system for the treatment of illness. A key to achieving this goal is the adoption of 
primary and secondary prevention approaches to help healthy workers maintain their good health.

 ■ Coordination of care for chronic disease. Individuals with chronic medical conditions (and more often, individuals 
with multiple co-morbidities) need strong tertiary prevention/care management services, including health educa-
tion, health coaching and individualized treatment plans to reduce complications, co-morbidities and hospitaliza-
tions. These elements are vital to successful ACO/PCMH initiatives, and employers should deploy evidence-based 
benefit designs that foster them – such as zero co-pays for effective chronic-care medications to eliminate a 
financial barrier to controlling disease. 

RECOMMENDATIONS/NEXT STEPS  
As the United States and the rest of the world face the rising burden of costs associated with chronic disease and 
poor health, numerous studies suggest that comprehensive population health management intervention strategies 
will be required. Evidence confirms that stand-alone, non-integrated efforts to address these issues will not succeed.4

Integration of health interventions across the community (public health), the 
home (primary care), and the workplace (occupational health and safety), hold 
the most promise for success in addressing these growing global health issues.

Cross-discipline and cross-sector initiatives – including the integration of health interventions across the community 
(public health), the home (primary care), and the workplace (occupational health and safety), hold the most promise 
for success in addressing these growing global health issues. The widespread adoption of an integrated health and 
safety model in the workplace would ensure that this huge sector – impacting the health of more than 130 million 
Americans – is well-aligned and prepared as the transition to cross-sector health intervention strategies begins to take 
hold in the United States and globally.

ACOs and PCMHs can learn from the gains made in workplace health and safety. Occupational and environmental 
medicine (OEM) physicians’ expertise in maintenance and restoration of function as a health outcome, use of business-
relevant health and productivity outcomes measures and metrics, use of evidence-based guidelines and the ability to 

Proceedings of the ACOEM/UL Invitational Summit — August 17-18, 2015

8     Accountable Care Organizations and Patient-Centered Medical Homes



demonstrate return on investment gained from workplace health programs, are of benefit in ACO and PCMH 
strategies. The experience of several major health systems who employ the ACO model for employee health are 
demonstrating positive results and have developed programs that are replicable and scalable to serve any size 
organization.

With this in mind, Summit participants reached consensus on the following statements:

 ■ The workplace —where millions of Americans spend a major portion of their daily lives— should be used as a 
model of successful implementation of ACO/PCMH concepts.

 ■ All sectors with a stake in health care should become better aligned—including the employer community, which 
remains heavily invested in the health outcomes of millions of Americans.

 ■ The workplace should be an essential element, along with communities and homes, in an integrated system of 
health anchored by ACO/PCMH concepts.

Participants also established the need to advance the expansion of ACO and PCMH concepts in the employer 
community. To accomplish this, four core activities should be implemented, including Communication/Advocacy,  
Case Studies, Tools/Training, and Identification of Key Metrics. These initiatives will build on experience and success 
of those employers already engaged in ACOs and PCMHs.

Occupational and environmental medicine physicians’ expertise in maintenance and restoration  
of function as a health outcome, use of business-relevant health and productivity outcomes,  
measures and metrics, use of evidence-based guidelines and the ability to demonstrate return on  
investment gained from workplace health programs, are of benefit in ACO and PCMH strategies.

RECOMMENDED CORE ACTIVITIES FOR ACO/PCMH  ADVANCEMENT 
Summit participants developed the following recommended core activities to help employers adopt and advance the 
ACO/PCMH model:

1. Communication and Advocacy – Build on the advocacy of proponents of ACO/PCMH principles, including the Pa-
tient Centered Primary Care Collaborative (PCPCC), to promote best practices; incorporate the ACO/PCMH discus-
sion with policymakers; and develop new policy statements about ACO/PCMH development that includes the role 
of employer-sponsored health services. Advocacy at the state and national level to further the integration of ACOs 
and PCMHs is essential, and the OEM community should play a leadership role.

2. Case Studies – Develop monographs on successful ACO/PCMH case studies that incorporate employer-sponsored 
health initiatives, including successful program design, and widely disseminate; develop methodologies to evalu-
ate scientific studies related to ACOs/PCMH. The effectiveness of enhancing health in the workplace – especially 
through the alignment with or adoption of ACO/PCMH principles – needs to be promulgated through scientific 
research and development of case studies. While numerous studies have been published and others are under-
way, a standard methodology to evaluate the effectiveness of programs needs to be developed. Through the use 
of standard methodology, programs can be compared and a coordinated set of case studies developed, discussing 
implementation, results and lessons learned.

3. Training and Tools – Develop/identify reference materials related to ACOs/PCMH that incorporate employer-spon-
sored health initiatives and create resource materials for the collection and analysis of health-related data; assist 
in developing new training and resources in the use of electronic health records. Integrated, “whole person” 
health concepts are fundamental to the success of ACO and PCMH systems. A coordinated effort for training in 
“whole person” health – including the importance of integrated health and safety in the workplace – should be a 
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priority in our health system. Information on total patient health should be incorporated into medical school and 
residency training as well in schools of public health and business. Further, continuing medical education in pop-
ulation health should be advanced as a cross-specialty initiative between OEM and other specialties. Outreach to 
the safety community should be enhanced and the role of safety and its impact on health in the workplace should 
be incorporated into all training programs. 
 
To enhance the training and affect changes in the delivery of health care, four methods have been identified:

i. Development of reference documents and materials on how to collect data and track sources of data. The 
employer has access to unique data sources, including claims reports from insurance, disability, pharmacy, 
and behavioral health-vendors as well as health risk appraisal and biometric screening from wellness pro-
grams. The data should be integrated and available to PCMHs and ACOs.

ii. Simulations that help determine the potential impact of workplace health ideas and programs prior to 
implementation. Several population-health simulation models are currently available, including the ReThink 
Health model. Additionally, estimates of the impact of chronic disease in the workplace can be determined 
by use of the Blueprint for Health and other workplace health tools. Additional simulation models should be 
developed.

iii. Inclusion of occupational health data in the electronic medical record. Although many vendors have devel-
oped specialized EHR systems for occupational medicine, EHRs for general group health have not typically 
included features related to a patient’s work life, such as data fields to code a patient’s occupational risks or 
work capacity, despite clear evidence that such data can be critically important for quality care in almost any 
field of medical practice. A basic knowledge of a worker’s job duties and hazards can be invaluable to all phy-
sicians in order to recognize and treat work-related conditions and to prevent injury and illness in other work-
ers. Furthermore, a physician’s knowledge of a patient’s job duties is foundational for facilitating a prompt 
and safe return to work. Finally, incorporating basic occupational demographic information into all EHRs could 
make important contributions to public health practice and research.

iv. Expansion of the electronic medical record. Use of clinical decision-support tools in conjunction with the 
electronic medical record is important to the success of the ACO/PCMH models. Most clinical support tools 
are developed for primary care providers and these should be enhanced with information on modified work 
guidelines and return-to-work protocols used by the occupational health community.

4. Metrics – Develop new metric resources for use by employers, including expansion of an Integrated Health and 
Safety Index for employers’ self-assessment. A uniform set of metrics, which all health care providers can employ 
and be compared against, should be developed. A carefully calibrated set of measures will assist organizations in 
assessing their performance. This would allow for comparison of results and consistency in measurement of the 
ACO/PCMH model among employers. In 2015, ACOEM and UL developed a new integrated health and safety (IHS) 
index, which includes a set of metrics for three main dimensions: 1) economic; 2) environmental; and 3) social. 
The IHS index mirrors the Dow Jones Sustainability Index (DJSI). This tool is currently being refined and will be 
available later in 2016.25 

The workplace can and should be used as a model for implementation of the ACO/PCMH concepts as millions of 
Americans spend a major portion of their daily lives at work. The essential elements identified in this paper including 
engaging the community, changing the work environment, and adapting policies conducive to promoting health and 
wellness, can be readily adopted by employers in any sector, thus putting them on the path of aligning and engaging 
with entities involved with ACO/PCMH concepts. As additional employers align themselves with ACO/PCMH concepts, 
and metrics on performance are collected on a national basis, the full impact of these models in positively impacting 
employee health can be realized.
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