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Employer-Led Efforts to Improve the 
Value of  Health Spending

ABSTRACT

OBJECTIVES: Employers have a major stake in improving the value of health 

spending. Our objective was to assess existing evidence on the impact of employ-

er-led efforts to lower costs and improve or maintain quality.

STUDY DESIGN: Systematic literature review.

METHODS: We searched MEDLINE, Business Source Premier, PAIS, ABI Inform 

Global, and the Grey Literature Report for articles, published through June 2015, 

that evaluated the impact of employer-led strategies to lower costs and improve or 

maintain healthcare quality or health outcomes. We limited our focus to random-

ized controlled trials and longitudinal observational studies with concurrent control 

groups. Data on the employers, interventions, research designs, and outcomes were 

extracted.

RESULTS: Twelve articles met our inclusion criteria. The most common interven-

tions were medication therapy management (4 articles), reductions in prescription 

drug co-payments for certain chronic conditions (3 articles), and managed care for 

physical and/or mental health (2 articles). Four studies reported cost reductions 

for employers. Among those 4 studies, 2—both medication therapy management 

interventions—also showed improvement on quality measures.  

CONCLUSIONS: There are few studies with rigorous designs that have evaluated 

employer-led efforts to improve the value of health spending. Despite employers’ in-

terest in improving the value of health spending, their efforts to date have produced 

few promising strategies for use by purchasers in the public or private sectors.

 

There is ample evidence showing the United States spends 
nearly twice as much per capita on healthcare as other in-
dustrialized countries, yet health outcomes in the United 

States are no better.1-3 As a result, many researchers, policy makers, 
and healthcare leaders conclude that the value of  health spending in 
the United States is low.4 In an effort to improve the value of  health 
spending, the CMS has initiated a number of  programs that base 
provider reimbursement, at least in part, on performance measures.5,6 
However, early data suggest that these value-based purchasing pro-
grams in the public sector have shown little or no success.7-9 

Private sector efforts to improve the value of  healthcare have re-
ceived less attention. As the largest purchasers of  healthcare, employ-
ers have a major stake in improving the value of  health spending.10,11 
Their interest in supporting high-value healthcare stems from a desire 
to keep the costs of  employee benefits low, as well as the need to cul-
tivate a healthy workforce with limited absenteeism, high productivity, 
and longevity. As a result, employers—particularly, large self-insured 
employers—have a tremendous incentive to adopt policies and imple-
ment care models aimed at improving the value of  healthcare. 

A number of  articles in the academic and lay press have described 
employers’ efforts to reduce costs, which range from simple work-
place wellness programs to more complex efforts designed to alter 
local delivery systems.12-14 Previous reviews have examined the impact 
of  wellness programs and reductions in co-payments for prescription 
drugs.15-17 However, to date, there has not been a comprehensive as-
sessment of  employers’ efforts to improve the value of  health spend-
ing. As a result, employers may be making benefit decisions with rela-
tively limited evidence, and lessons for improving the value of  health 
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spending from the private sector may not be reaching public purchas-
ers. Our purpose was to systematically review the evidence of  the im-
pact of  employer-led efforts to improve the value of  health spending. 

METHODS
Inclusion and Exclusion Criteria
We limited our review to articles that empirically tested the impact of  
an employer-led intervention on the value of  health spending—value 
of  health spending refers to quality in relation to the cost of  care.18,19 
Value can increase by improving quality of  services while keeping 
costs constant, or by lowering costs and achieving the same level of  
quality. Although there is currently no standard approach for measur-
ing the value of  health spending,20,21 there is general agreement that 
costs and quality should be assessed through separate outcome mea-
sures.19 Therefore, we limited our search to articles that contained both 
cost and quality outcome measures. Cost assessments could include 
measures related to financial outlays (eg, lower premiums), utilization 
(eg, hospital admissions), or productivity (eg, absenteeism).  Quality 
assessments could include process measures (eg, receipt of  recom-
mended care), measures related to adherence (eg, prescriptions filled), 
measures related to health outcomes and health status (eg, health risk 
group), and measures of  patient experience and satisfaction. 

We excluded articles where the only employer-led intervention was 
a wellness initiative—defined as a program that supports employees in 
understanding their health risks and adopting healthy behaviors to de-
crease health risk.15 Examples of  wellness interventions include health 
risk assessments and screenings, lifestyle management, and behavioral 
health programs. These articles were excluded because other system-
atic reviews have described the impact of  employer-led wellness inter-
ventions.15,17 We excluded articles that did not have a control group, as 
well as articles that did not control for confounding variables, either by 
design (eg, randomized controlled trials, propensity score matching) 
or statistical methods (eg, inclusion of  control variables for age, race, 
sex). Therefore, our articles were limited to randomized controlled 
trials and longitudinal observational studies with concurrent control 
groups. We also excluded editorials, meeting abstracts, studies not 
published as full reports, articles focused on interventions conducted 
outside the United States, and articles focused on interventions man-
dated by state or federal law (eg, mental health parity). 

Study Identification and Selection
In June 2015, a research librarian (LO) conducted systematic search-
es in PubMed MEDLINE (1940s-2015), Business Source Premier 
(1886-2015), Public Affairs Information Service – PAIS (1915-
2015), and ABI Inform Global (1971-2015), with no date or lan-
guage limits, using search terms for employers, costs, and quality. 
The searches combined permutations of  the following terms using 
the Boolean operators AND and OR: health benefit plans, employ-
er-sponsored, employer-based, self-insured, self-insurance, costs, 
utilization, absenteeism, sick days, hospitalization, admission, emer-
gency, health status, health behavior, satisfaction, as well as a num-
ber of  conditions of  interest. The Grey Literature Report was also 

searched. See the eAppendix (available at www.ajmc.com) for a 
complete list of  the search strategies for each database. 

Two reviewers (MM and CRM) independently screened the titles 
and abstracts of  each unique article for concordance with the inclu-
sion and exclusion criteria. When both reviewers identified discor-
dance, studies were discarded. The full text of  the remaining articles 
were retrieved for further critical appraisal regarding eligibility by the 
2 reviewers, and again, studies were discarded when both reviewers 
identified discordance with the inclusion and exclusion criteria. 

Data Extraction
Each article selected for inclusion was independently reviewed by 2 
reviewers who were responsible for extracting several data elements 
following a standardized extraction form. Data elements included 
the industry, size, and location of  the employer; characteristics of  
the intervention; study design; and cost and quality outcomes. Many 
studies included multiple measures of  cost and quality. Because we 
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were most interested in the financial implications to the employers, 
we reported on the changes in costs to employers in our results; we 
only reported changes in utilization if  no cost data were provided. 
All quality measures included in the studies are reported in our re-
sults. Finally, the reviewers identified additional candidate studies by 
reviewing the reference lists of  the included articles. 

RESULTS
The literature search produced 925 unique candidate articles, of  which 
58 were selected for full text review (Figure). After full text review, an 
additional 47 articles were excluded, with the most common reasons 
being weak study design (ie, no control group or no controls for con-
founding variables), absences of  a cost or quality outcome measure, 
and the intervention was not employer-led. Eleven articles satisfied all 
criteria, and 1 additional article was added after reviewing the refer-
ence lists. In all, 12 articles were included in the review.

Characteristics of  the Employers and Interventions
Of  the 12 studies, 5 provided information on the number of  em-
ployees or covered lives (employees and dependents). All 5 were 
large organizations, ranging from just over 13,000 total covered lives 
to just over 42,000, including dependents aged under 18 years. Seven 
studies reported the location of  the organization’s headquarters or 

intervention site; there was considerable diversity across the United 
States. (Table 1). All but 2 studies reported information about the 
employer’s industry. Four employers were private, for-profit organi-
zations, 3 were universities, and 3 were government or military.

The interventions varied substantially. Four employers introduced 
medication therapy management (MTM) programs where patients met 
one-on-one with a pharmacist and received individualized services fo-
cused on reconciling medication regimens, preventing adverse events, 
identifying significant medication interactions and missing essential 
therapies, and improving adherence.22-25 Three employers reduced 
prescription drug co-payments for certain chronic conditions with the 
goal of  improving adherence and health, and reducing more costly 
health services and overall health spending.26-28 Conversely, another 
employer increased prescription drug co-payments for brand-name 
drugs as an incentive to steer patients toward less expensive drugs.29 
Two employers introduced managed care, which encompassed a set 
of  tools (eg, co-payments, utilization management) to improve co-
ordination and efficiency of  care.30,31 Another employer changed its 
reimbursement arrangements with primary care physicians, offering a 
capitated rate instead of  fee-for-service, in an effort to get physicians 
to be more cost-conscious32; the savings generated from capitation 
were shared with participating physicians. Finally, one employer in-
troduced a high-deductible health plan, with the idea that greater ex-
posure to the direct cost of  their care would make employees more 
cost- and health-conscious.33 

Intervention Impacts
Table 2 provides a detailed description of  the statistically significant 
(P <.05) outcomes from each study, organized by intervention type. 
Of  the 4 studies reporting on MTM interventions, 2 reported lower 
medical costs and total healthcare costs for the employer.23,25 Of  those 
2 studies, one reported participants had higher medication possession 
ratios, a measure of  adherence, and the other reported an increase in 
the percent of  participants who achieved goals for blood pressure and 
body mass index, and clinical improvements in the stages of  hyper-
tension. One of  the MTM studies showing no change in employer 
spending was the only randomized controlled trial in our sample.24 

Both of  the managed care interventions resulted in higher costs 
to the employers,30,31 though unlike many of  the other studies, the 
intervention costs were included in the analyses. In both studies, par-
ticipants reported high satisfaction and better access to care. None 
of  the 3 studies evaluating the reduced pharmacy drug co-payments 
for certain chronic conditions reported savings to employers, and im-
provements in quality measures were observed in 2 of  the studies.27,28 
However, the increased brand-name drug co-payment intervention 
resulted in lower drug costs for the employer and no change in use 
of  drugs.29

The study investigating capitation for primary care reported that 
the intervention resulted in lower charges and no change in blood 
pressure control.32 Finally, the study evaluating implementation of  the 
high-deductible health plan showed mixed results regarding utiliza-
tion, and although cancer screenings initially declined, there was no 
difference between the intervention and control groups after 4 years.33

Table 1. Employer and Intervention Characteristics

Characteristic N

Company/intervention location

Southeast 3

Midwest 2

West 1

Northeast 1

Unknown 5

Industry description

For-profit, private organization 4

University 3

Government/military 3

Unknown 2

Intervention

Medication therapy 
management

4

Managed care for physical and/
or mental health

2

Reduced co-payments for 
prescription drugs related to 
chronic illness

3

Increased co-payments for 
brand-name drugs

1

Capitation for primary care with 
shared savings

1

High-deductible health plan with 
savings account/consumer-
directed health plan

1
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Table 2. Summary of  Findings 

Study 
Year of 

Intervention 
Start

Longest 
Follow-up Sample Size Cost Outcomes Quality Outcomes

Medication Therapy Management

Christensen et 
al (2007)22

2004 6 months Intervention = 67

Control 1 = 689

Control 2 = 870

There was no difference in insurer 
spending on prescription drugs or 
patient co-payments. 

Greater than 80% of participants 
reported that they were satisfied 
or highly satisfied with the MTM 
and quality of the information 
provided. Pharmacists detected 
an average of 3.6 potential MTM 
problems per patient.a

Moore et al 
(2013)23

2007 1 year Intervention = 2250

Control = 2250

Participants had lower plan-paid 
medical costs (–$1,304 vs $160) 
and total costs (–$997 vs 62). The 
intervention ROI was 2.0.

Participants had higher 
medication possession ratios for 
hypertension and dyslipidemia, 
but not diabetes, depression, or 
asthma.

Shimp et al 
(2012)24 

Unknown 1 year Intervention = 128

Control = 128

There was no difference in 
employer spending on drug costs. 
Participants’ OOP drug costs 
declined by an average of $60 per 
year; controls did not.

No difference in medication 
adherence. Participants reported 
high satisfaction.a

Wittayanukorn 
et al (2013)25

2008 6 months Intervention = 63

Control = 62

Participants had lower per-patient 
pharmacy expenditures ($32 
lower than controls), medical 
expenditures ($326 lower 
than controls), and total direct 
expenditures ($359 lower than 
controls). The intervention ROI 
was 1.67.

No differences in clinical 
outcomes (lipids, blood pressure, 
and BMI). 

The percentage of participants 
who achieved their goals for blood 
pressure and BMI increased, 
and clinical improvements in 
the stages of hypertension were 
observed.

Reduced Co-Payments for Prescription Drugs Related to Certain Chronic Illnesses

Musich et al 
(2015)28

2010 –      
diabetes

2011 – 
hypertension

3 years – 
diabetes 

2 years – 
hypertension  

Diabetes:
Intervention = 814
Control = 276

Hypertension:
Intervention = 2674
Control = 580

There was no difference in 
employer-combined medical and 
pharmaceutical expenditures for 
diabetes or hypertension.

Participants had higher 
medication possession ratios for 
diabetes and hypertension.

Choudhry et al 
(2012)26

2006 1 year Intervention = 2830

Control = 49,801

Pharmacy spending increased, but 
there was no difference in medical 
spending and total spending. 

No change in coronary events or 
revascularization. 

Gibson et al 
(2011)27

2005 3 years Intervention = 25,065

Control = 25,065

There was no difference in 
prescription drug, medical, or total 
employer spending. Participants’ 
OOP costs for prescription drugs 
declined by 7% over 3 years.

By year 3, adherence to asthma 
and CVD medications increased; 
no change in adherence for 
diabetes.

Managed Care

Bickman 
(1996)30

1990 1 year Intervention = 540

Control = 410

Participants had higher costs per 
treated child ($7777 vs $4904).

No difference in health outcomes.

Participants had higher 
satisfaction, lower waits to first 
service (17 days vs 38 days), and 
lower dropout rates (9% vs 16%).

Zwanziger et 
al (2000)31

1989 1 year Intervention = 6768

Control = 7266

No difference in employer-paid 
average costs per beneficiary. 
Participants had lower OOP costs.

Participants reported higher 
satisfaction and fewer access 
problems.

(continued)
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DISCUSSION
The results of  our systematic review show few efforts by employers to 
improve the value of  health spending, evaluate the results, and publish 
their findings. This is not surprising, however, given that health benefit 
design and reimbursement is not central to the core business of  most 
employers. Even if  employers initiate interventions aimed at improv-
ing value, they may not have the desire nor the resources to conduct 
methodologically rigorous evaluations and document the findings. 

The limited number of  articles meeting our inclusion criteria may 
also reflect a lack of  emphasis among employers or evaluators on 
both the cost and quality implications of  employer-led interventions. 
A number of  news reports, employer surveys, and research studies 
have shown that employers are experimenting with different health 
benefit designs34-38; however, many evaluations of  these efforts were 
excluded from our review because they did not include both cost and 
quality outcomes in their analyses.26,35 Given employers’ long-standing 
and important role as healthcare purchasers, it is unfortunate that few 
lessons about improving value can be drawn from this sector. Further, 
employers experimenting with different ways to manage their health 
benefits are largely doing so without the benefit of  strong evidence. 

The most promising findings from our review relate to the MTM 
interventions. Two of  the 4 studies reported cost savings and some 
indication of  improved or maintained quality. MTM programs may be 
relatively easy for employers to implement since they do not require 
changes in contracts with providers (unlike initiating managed care or 
capitated payments) or changes to bargaining agreements with union 
employees (unlike changing co-payments). Although there is a cost 
associated with adding MTM services (eg, hiring a pharmacist),39 both 
studies reported a positive return on investment. Still, our findings 
should be viewed with some caution. The longest follow-up among 
the studies was 1 year, so it is unclear whether the savings and im-
provements were maintained in the medium or long term. 

Implications for Future Research 
Our results align with findings from a previous systematic review of  
studies evaluating the effects of  co-payment reductions: improved 
quality but no cost savings to employers.16 The limited evidence about 
employer-led strategies to improve the value of  health spending high-
lights 2 opportunities for future work. First, there is an opportunity for 
further employer-led experimentation with interventions to improve 
the value of  their health spending. The emphasis on value-driven 
purchasing, to date, has largely stemmed from public purchasers, for 
example, the Centers for Medicare and Medicaid Innovation’s demon-
stration projects within the Medicare and Medicaid programs.40,41

Although many lessons from those demonstration projects may be 
applicable to the private sector, the Medicare and Medicaid programs 
support a different patient population than employers. Consequently, 
experimentation in both sectors is needed. 

Second, there is potentially an opportunity for employer-researcher 
partnerships to help with evaluations of  employer-led interventions. 
Researchers may help employers identify interventions, evaluate inter-
ventions, and bridge the gap between what is known and what is prac-
ticed. For example, previous reviews have shown that the impact of  
workplace wellness programs on cost and behavior changes is mixed 
at best,17,42 yet over half  of  large employers use them at a cost of  
almost $600 per employee per year.43 Researchers may help to bridge 
this divide between research evidence and decision making. 

Limitations
Our systematic review has some limitations. First, our search re-
sults may be subject to publication bias, as successful interventions 
are more likely to be published.44 Second, it is possible that em-
ployers are implementing and evaluating interventions to improve 
the value of  their health spending, but their internal reports are 
not circulated in the public domain. Third, it is difficult to general-

Increased Co-Payments for Brand-Name Drugs

Motheral et al 
(1999)29

1997 6 months Intervention = 1112

Control = 1112

Participants had lower brand name 
and total drug costs.  

No difference in use of or 
continuation with essential or 
discretionary chronic medications.

Capitation for Primary Care With Shared Savings

Murray et al 
(1992)32

Unknown 1 year Intervention = 99

Control = 66

Participants had fewer tests 
ordered and lower total medical 
charges.

No difference in blood pressure 
control.

High-Deductible Health Plan With Savings Account

Fronstin et al 
(2013)33

2007 4 years Intervention = 10,509

Control = 10,059

Participants had fewer physician 
office visits (decrease of 0.26 
visits per year) and prescriptions 
filled (decrease of 0.85 
prescriptions per year), but more 
emergency department visits 
(increase of 0.012 visits per year).

After 1 year, participants had 
lower rates of screening for 
breast, cervical, and colorectal 
cancer. But after 4 years, there 
was no difference in screening 
rates.

BMI indicates body mass index; CVD, cardiovascular disease; MTM, medication therapy management; OOP, out-of-pocket; ROI, return on investment. 
aNo comparison was made to the control group.

Table 2. Summary of  Findings (continued)
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ize our conclusions since the interventions were diverse, cost and 
quality outcomes were not uniformly operationalized, and effect 
sizes were not consistently reported. 

CONCLUSIONS
Our systematic review found few rigorous evaluations of  employ-
er-led efforts to improve the value of  healthcare spending. As 
a result, there are few evidence-based strategies for employers to 
consider to improve value of  their spending. More employer-led 
experimentation, a greater focus on quality outcomes, and employ-
er-researcher partnerships may help to expand the evidence base for 
interventions that improve the value of  healthcare spending. 
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