
On-site PT: Low-cost approach 
generates high-dollar savings
Early intervention, easy access help cut injuries, boost productivity

On a dollar-for-dollar basis, few work site health interventions
can offer more attractive returns than an on-site physical ther-
apy service. While most of the actual cost is borne by the insur-

ance carrier, the employer not only benefits by reducing injuries, but by
improving return-to-work rates and saving the travel time hours
employees would require to visit off-site services. 

“It all comes down to finances,” says Marilyn Roofner, PT, director
of outpatient rehabilitation at Orlando (FL) Regional Health Care
System. Having physical therapy services on site, says Roofner, offers
employers these benefits:

1. Control over the rising costs of health care: On-site care assures
the earliest possible intervention; the earlier an employee enters the
health care system, the less time it takes to become rehabilitated. 

2. Decreasing outside visits to medical providers: This includes doc-
tors and therapists of all types. 

3. The opportunity to negotiate a better rate: The negotiating
provider would be guaranteed to have patients, and will generally com-
mit X hours for X dollars ($50-$60 a visit is a good rule of thumb). With
office visits, on the other hand, the employee must pay the prevailing
payor rate. 

4. Decreased litigation risks: An employee who gets early interven-
tion feels (and is) well cared for, and is less likely to sue the company.

5. Greater control over providers: The company is going to pick the
providers it believes provide the highest quality of care. There is also
immediate and constant communication between the employer and the
provider.

6. A decrease in indemnity, or indirect costs: These are costs not
directly associated with treatment, such as the time lost when employ-
ees go off-site to see a doctor.

A long-standing commitment

One company that has reaped the benefits of an on-site PT program is
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New Brunswick, NJ-based pharmaceutical manu-
facturer Bristol-Myers Squibb Co. The firm has a
long-standing commitment to on-site PT, having
started its program in July 1992.

“Like most other companies, we had seen a
significant increase in upper extremity repetitive
injury — in fact, we had had a tenfold increase
over the prior decade,” recalls Joseph Ferro, MD,
senior medical director. “We thought one of the
most important ways [to cut costs] is by early
recognition of symptoms, early intervention, edu-
cation and ergonomic evaluation. And we’ve
found that through physical therapy we were
able to do all of those in a very cost-effective
manner.”

How effective is early intervention? Ferro says
the average amount of lost time for carpal tunnel
syndrome is about 30 days, based on figures from
the U.S. Department of Labor. “For us, the vast
majority of cases don’t have any days out. As soon
as symptoms develop, we will do an ergonomic
evaluation and set up an on-site PT appointment.”
During those appointments, the employee will
receive therapy, exercise, and education.

Sometimes, Ferro says, nurses will recognize
symptoms even before the employee feels there is
a problem. “Our nurses are very much in tune to
symptoms, because early recognition is critical,”
he says. 

The Bristol-Myers Squibb facility is open two
days a week, from 7:30 — 9:30 a.m. An outside
physical therapy service comes on-site, and sets
up in a room provided by Bristol-Myers.

Utilization is managed through a physician
referral process. “We have three board-certified
internists who oversee utilization,” Ferro
explains. 

Roofner notes that the utilization process is
often governed by state law. For example, Florida
law permits direct access. “A person can go to a
PT without a doctor’s referral; he can just show
up at the office,” she explains. “But, the insurance
company won’t pay for it unless you have gone
through the proper route. We’ve developed a pro-
tocol with the company physician, so that we are
all in agreement about exactly when the
employee will be referred to a doctor.” 

At Bristol-Myers, if the injury is work-related,
the workers’ comp carrier pays for it. “It has been
so successful, we brought it on for non-occupa-
tional injuries,” Ferro adds. In those cases, the
employee’s insurance company pays for the treat-
ment. 

Savings are impressive

Companies who have used on-site PT services
report significant savings. “Our most impressive
was in carpal tunnel,” notes Ferro. “According to
the Department of Labor, each injury costs $3,000
— $30,000 if surgery is required. Three years prior
to instituting our program, we had 12 cases, all of
which required surgery. Since 1992, we have had a
total of three surgical cases (of 22 total carpal tun-
nel cases), and two of those were due to anatomic
malformations.” 

Even when there is an injury, he notes, savings
are significant. “If you just look at the $3,000
average cost per injury, if there are six visits at
$50-$60 a visit, that’s one-tenth of the typical
cost,” he says.

Bristol-Myers has carefully tracked these costs,
Ferro notes. “We even broke them down into both
back and upper extremity injuries, and compared
the duration of on-site treatment with the average
time required for off-site treatment,” he says. 

For back injuries, for example, Bristol-Myers
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has averaged anywhere from four to five days of
on-site treatment, versus a 17- day national aver-
age for off-site treatment. For carpal tunnel, the
figures are six days on-site, and 20 off-site. (See
p. 136 for a table illustrating other results of
Bristol-Myers’ experience.)

“And for us, the greatest savings are not even
represented by those [statistics], but by the drop
in absenteeism and a reduction in suffering for
our employees,” Ferro says. 

Roofner, whose clients include major enter-
tainment firms like Walt Disney and Universal
Studios, as well as Lockheed-Martin and Frito-
Lay, says many employers have reported signifi-
cant savings using on-site therapy. “We just got
a report from one of our accounts who had a

40% decrease in OSHA reportables (injuries
requiring off-site treatment; OSHA uses these
figures to measure the injury frequency of a par-
ticular employer in a given year.) 

Why is this significant? “If an employer’s
reportables rate is very high, OSHA will pay you
a visit — and this will influence your insurance
rates,” Roofner explains.

Another client of Roofner’s completed a two-
year study after instituting on-site PT services
and a certified personal trainer. “They had a 50%
decrease in the reported number of sprains and
strains and a 66% decrease in workers’ comp
costs,” she says.
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Key to PT decision: 
Know your company

Should your company have on-site PT ser-
vices? That depends on what your company

does, and on the nature of your employee pop-
ulation, says Dennis Isernhagen, PT, vice presi-
dent of occupational health for Isernhagen
Work Systems, a Duluth, MN-based interna-
tional consulting firm for work injury manage-
ment and prevention.

“When you look at companies from a thera-
peutic standpoint, you must look at the nature
of the business,” he explains. “For example,
manufacturing companies are more of a prime
target than non-manufacturing companies.”
His company’s data shows that 63% — 70% of
all injuries are soft tissue injuries.

Size is not necessarily a critical determinant,
Isernhagen says, because you can retain a PT
firm for anywhere from a few hours a week to
full time. “We will either work on an hourly
rate, set a fee rate, or where there is (an) insur-
ance, bill to the insurer,” he explains.

What the employer must do to determine a
need is look at what are his or her losses to
date. “And you can’t just look at your PT bills,”
he emphasizes. “Rehab costs and medical costs
alone could be very misleading. You must also
look at lost days; loss in revenue per lost day
[how much revenue that person would produce
per day] and the cost of replacements.” 

Once you’ve decided to go the on-site route,

check out potential providers carefully. “A
firm’s previous experiences with other compa-
nies will give the employer a history,” says
Isernhagen. “You should ask each provider for
their documented outcomes. Have they seen a
decrease in the length of time employees are
out of work? Have they produced a decrease in
cost per episode of care? Did it take 20 visits or
four to treat low back pain?”

You should also query the provider about his
attitude towards disability. “You want someone
who provides aggressive care, not passive
care,” Isernhagen advises. “Passive” care, he
says, consists of heat packs, ultrasound, and
other “feel-good” treatments. “You want a pro-
gram that most accurately simulates the work
situation of the employee, and gets him back to
work as soon as possible – if not in his regular
job, then at least in some job that has relevance.
Having any time where the employee is totally
away from work should not be tolerated, unless
he really needs it.” 

Finally, once you have selected a provider,
it’s important to lay a solid foundation for the
program’s success. “It’s critical that the
provider has the support of management,” says
Isernhagen. “He should also have a thorough
knowledge of the company and of its culture. If
there is a union, it’s extremely important to also
engage that union and win its support.” 

[For more information, contact: Dennis
Isernhagen, Isernhagen Work Systems, 1015 East
Superior St., Duluth, MN 55802. Telephone: (218)
728-6455. E-mail: ddiiwin@aol.com.]  ■

(Continued on page 137)
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Experience and Results of On-Site Physical Therapy Center
1. Reduction in sur geries f or carpal tunnel syndr ome (CTS) cases 

1989 — 1991: Approximately 12 cases of CTS surgery; average disability, 4-12 months

1991 — 1994: Approximately 22 cases of CTS, none of which required surgery

All effectively treated with patient education, splinting, workstation/ergonomic design, exercises,
physical therapy. Average duration of physical therapy for these cases: 6 sessions at $68/session.
No relapses.

2. Treatment and pr otocol f or CTS cases

Symptoms and exam suggestive of CTS

Careful history for occupation, non-occupational medical cases

Medical and/or safety evaluation to determine if occupational case

Begin conservative treatment with exercises, splints, anti-inflammatories and
workstation modification if appropriate

Specifics of therap y treatment:

— On-site physical therapy ordered by physician

— Space supplied in medical department

— Physical therapist bills insurance carrier at 10% discount of internal rate

— No monetary outlay from medical department

— No need for off-site therapy

— Average treatment: Six visits

3. Results of pr ogram

— Estimated two-year savings: $350,000

— Reduced absenteeism and disability

— More productive workforce

— Prevention of associated cumulative trauma disorders

➥

➥

➥

➥

Source: Bristol-Meyers Squibb, New Brunswick, NJ.



Still another company, in a three-year study,
reported that on-site PT services resulted in a
decreased frequency of injury rate per 1,000
employees, from .15 to .094. 

Not everyone goes on-site

Some employers choose not to go the on-site
PT route. At the Orlando Sentinel, for example,
employees go off-site for therapy. However, they
do participate in a “defensive back” program pro-
vided by Roofner’s staff. “They come on site and
evaluate each job, and put together a training
program for each area,” explains Bonnie Orban,
the newspaper’s workers’ compensation man-
ager.

The detailed program includes pictures of
work locations, and job descriptions. “They will
even weigh boxes, paper, and look at the type of
shoes people wear,” says Orban. The program
also includes education classes on topics such as
proper lifting techniques. 

The program has clearly worked. “Our back
injury rate has decreased significantly,” Orban
notes. “We have one or two a year, compared
with years past when there may have been 10 or
20.” 

Why doesn’t the newspaper offer on-site ser-
vices? “We just don’t have the room,” Orban
says. “For our more remote locations, it would be
an advantage because of the considerable dis-
tance and time lost traveling.”

Providing both prevention and treatment is the
ideal approach, says Roofner. “You can’t do one
[treatment] without the other [injury prevention];
we would be failing to do our duty,” she says. 

Susan J. Isernhagen, president of Isernhagen
Work Systems, a Duluth, MN, international con-
sulting firm for work injury management and
prevention, agrees. “Our task goes way beyond
treatment,” she says. “One of the problems
we’ve seen with both on-site and off-site ser-
vices is that there needs be more job analysis,
and more attention paid to prevention, where
you can save a lot money.”

After an injury has occurred, if you don’t treat
the individual and the job, “The employee has a
higher potential of being injured a second time,
and the costs to the employer are substantially
more,” she adds. 

All things being equal, however, the on-site
approach is the way to go, and as Ferro notes,
cost is not a problem. “If you have the space
and you have a therapist who is willing to come

out [to the worksite], and you have the volume
[of patients], there really is no expense,” he
says. “The insurance companies are very happy,
because they have seen the statistics that show
on-site services dramatically lessen duration of
injury. And the employees are very glad have a
service that is so convenient. From a productiv-
ity standpoint, it is just tremendous.”  

Sourcekit
Marilyn A. Roofner, Orlando Regional Rehab

Services, 2711 West Fairbanks Ave., Winter Park,
FL 32789. Telephone: (407) 647-6649. Fax: (407)
644-2093. E-mail: mroofner@orhs.org.

Joseph Ferro, Bristol-Myers Squibb Co., One
Squibb Drive, New Brunswick, NJ 08903.
Telephone: (732) 519-2000.

Bonnie Orban, Workers Compensation
Manager, The Orlando Sentinel, 633 North
Orange Ave., Mail Point 86, Orlando 32801.
Telephone: (407) 420-5225. Fax: (407) 420-5766. 

Susan J. Isernhagen, Isernhagen Work
Systems, 1015 East Superior St., Duluth, MN
55802. Telephone: (218) 728-6455.  ■

Key to PT decision: 
Know your company

Should your company have on-site PT services?
That depends on what your company does,

and on the nature of your employee population,
says Dennis Isernhagen, PT, vice president of
occupational health for Isernhagen Work
Systems, a Duluth, MN-based international con-
sulting firm for work injury management and
prevention.

“When you look at companies from a thera-
peutic standpoint, you must look at the nature of
the business,” he explains. “For example, manu-
facturing companies are more of a prime target
than non-manufacturing companies.” His com-
pany’s data shows that 63% — 70% of all injuries
are soft tissue injuries.

Size is not necessarily a critical determinant,
Isernhagen says, because you can retain a PT firm
for anywhere from a few hours a week to full
time. “We will either work on an hourly rate, set
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a fee rate, or where there is (an) insurance, bill to
the insurer,” he explains.

What the employer must do to determine a
need is look at what are his or her losses to date.
“And you can’t just look at your PT bills,” he
emphasizes. “Rehab costs and medical costs
alone could be very misleading. You must also
look at lost days; loss in revenue per lost day
[how much revenue that person would produce
per day] and the cost of replacements.” 

Once you’ve decided to go the on-site route,
check out potential providers carefully. “A firm’s
previous experiences with other companies will
give the employer a history,” says Isernhagen.
“You should ask each provider for their docu-
mented outcomes. Have they seen a decrease in
the length of time employees are out of work?
Have they produced a decrease in cost per
episode of care? Did it take 20 visits or four to
treat low back pain?”

You should also query the provider about his
attitude towards disability. “You want someone
who provides aggressive care, not passive care,”
Isernhagen advises. “Passive” care, he says, con-
sists of heat packs, ultrasound, and other “feel-
good” treatments. “You want a program that
most accurately simulates the work situation of
the employee, and gets him back to work as soon
as possible – if not in his regular job, then at least
in some job that has relevance. Having any time
where the employee is totally away from work
should not be tolerated, unless he really needs it.” 

Finally, once you have selected a provider, it’s
important to lay a solid foundation for the pro-
gram’s success. “It’s critical that the provider has
the support of management,” says Isernhagen.
“He should also have a thorough knowledge of
the company and of its culture. If there is a union,
it’s extremely important to also engage that union
and win its support.” 

[For more information, contact: Dennis Isernhagen,
Isernhagen Work Systems, 1015 East Superior St.,

Duluth, MN 55802. Telephone: (218) 728-6455. E-
mail: ddiiwin@aol.com.]  ■

Do you suspect abuse?
Look before you leap 
Experts advise a combination of caution, caring

Wellness professionals suspecting an
employee is a victim of spousal abuse may

be tempted to take an immediate, strong action;
but experts advise that a “go slow” approach will
most likely lead to a more positive outcome.

“Direct confrontation or accusing statements
rarely produce the desired results,” notes Edward
Jones, PhD, corporate clinical director of PacifiCare
Behavioral Health, a Van Nuys, CA-based man-
aged health care company. “Open-ended state-
ments such as ‘You don’t seem yourself lately,’ or
‘You seem so upset lately,’ frequently can open the
lines of communication. Victims are frequently
ashamed or feel that they have somehow brought
the abuse upon themselves, and are therefore often
quite secretive.”

“If we noticed that job performance was being
affected, possibly by frequent absenteeism, or
their personality has shifted, and is affecting
other employees, we would bring them in [for a
conference], and tell them that we’d noticed
something was different,” adds Karen Murvin,
human resources client manager for PacifiCare.
“We try to make them feel comfortable and let
them know that we’re there to offer them sup-
port. We would never ask exactly what was going
on, but just by letting them know that something
is affecting their job performance, the company
has become involved.”

Learning to read the signs

There are a number of signs that may indicate
such a problem exists, says Jones. They generally
appear over a course of time, and can include fre-
quent bruises and/or broken bones, which are
usually explained as self-caused accidents. “The
individual avoids visiting the same MD more
than once, going instead to urgent care or emer-
gency rooms for treatment,” he notes. “Often vic-
tims of spousal abuse are self-deprecating and
suffer from a severe lack of self-esteem. They are
often absent from work and may appear dis-
traught and disheveled.”

Jones adds, “Personnel involved in the well-
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ness field should all be trained in the signs,
symptoms and treatment of perpetrators and vic-
tims of domestic violence.” The employer’s EAP
would usually serve as a resource for such train-
ing, he says.

Employee must make first move

No matter how strong the temptation to help,
wellness professionals must recognize that “the
employee needs to make the contact,” says
Murvin. “We can go so far as to make the call to
the EAP and hand them the phone. Frequently,
people just need to be reminded of the EAP,
because a lot of employees forget it’s there for
them. With the expanding role for EAP in posi-
tive change into areas such as fitness and alterna-
tive health care, the referral is less intimidating. It
doesn’t necessarily mean, ‘Something must be
wrong with me if I’m being referred to the EAP.’”
The employer can make referral to the EAP a

component of a job performance corrective action
plan, she adds. 

While you can’t actually call the EAP yourself,
“A wellness professional should suggest or help
the victim seek help as soon as possible,” says
Jones. This may involve helping the person con-
tact their EAP, a counselor, a shelter, or even the
police. Often there are relatives who can assist the
person and provide them with a safe place to
stay. “Once the situation has been referred to a
professional, it would be important for the well-
ness professional to remain available in the back-
ground if needed,” Jones adds.

Follow-up options limited

Wellness professionals who are anxious to find
out how the employee is doing must understand
that their options are limited. “We can do job per-
formance referrals to the EAP, and the EAP coun-
selor can let the supervisor know if the individual
has showed up for counseling appointments.
Beyond that, due to confidentiality laws, no infor-
mation can be forthcoming from the EAP coun-
selor,” says Murvin.

However, Jones notes, “Once the person is
out of the battering situation, improvement in

their physical health and anxiety level is quite
observable and dramatic. And the wellness pro-
fessional may simply ask the employee how
they are feeling.”

Don’t forget the men

It’s important to remember, says Jones, that
men can be victims of spousal abuse. “If the vic-
tim of spousal abuse is a male, the signs would be
roughly the same. The male may be more
ashamed of his situation, possibly feeling humili-
ated that a woman is abusing him.”

If the employee (male or female) is the abuser,
the employer must approach the situation from a
job-performance perspective. “Frequently, abusers
are angry, insecure people who have difficulty
with authority figures and their peers,” Jones
explains. “If angry outbursts are a problem at
work, the [employee] may be referred to the EAP.
If an employee admits that he is being abused, the
co-worker or supervisor may suggest that he call
the EAP for assistance.”

That suggestion often represents all that the
employer can do in a suspected abuse situation.
However, “If a restraining order has been issued,
we would want a copy in order to show our secu-
rity guards,” says Murvin.  

There are additional resources you can suggest
to your employees, says Jones. “The United Way
publishes a free directory of services that lists
resources for victims of domestic violence. They
also operate a crisis hot-line in each area,” he
notes. “And police departments usually have a
listing of resources for domestic violence.”  ■

Edward Jones, Clinical Director, Karen Murvin,
Human Resources Client Manager, PacifiCare
Behavioral Health, 5990 Sepulveda Blvd., Van
Nuys, CA 91411. Telephone: (818) 782-1100.  ■
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Wellness: Better healer
than drugs or surgery?
Doctor says self-care can cure 60% of illness

While wellness programming has clearly
demonstrated that it has value as a preven-

tive health strategy, a well-known Harvard
Medical School physician says it’s much more
than that: Wellness, he insists, should also be
viewed as a treatment protocol. 

“I’d love to get rid of the overriding concept of
wellness — that it is mainly preventive,” says
Herbert Benson, MD. “Wellness does not a have
therapeutic perception to it; we must shout that it
is also critical to the treatment of illness. It can be
an important complement to the appropriate care
of a physician.”

Benson is the Mind/Body Medical Institute
associate professor of medicine at the Harvard
Medical School, chief of the division of behav-
ioral medicine at Beth Israel Deaconess Medical
Center, and president of the Mind/Body Medical
Institute, all of which are located in the Boston
area. 

The Mind/Body Medical Institute performs
research and conducts teaching and training of
health care professionals in mind/body and
behavioral medicine approaches. Benson is also
author of The Relaxation Response, and Timeless
Healing: The Power and Biology of Belief.

Benson recently made his case on Capitol Hill,
testifying before the Senate Appropriations
Committee’s Subcommittee on Labor, Health and
Human Services, Education and Related
Agencies. “The full integration of mind/body,
self-care medicine is completely compatible with
existing healthcare approaches,” he told the sub-
committee. “The integration is important not
only for better health and well-being, but also for
a more economically-feasible healthcare system.”

The three-legged stool

The significance of wellness can best be seen
when we describe health and well-being as a
three-legged stool, says Benson. “The first leg is
pharmaceuticals, the second surgery and proce-
dures, and the third leg — what you call wellness
— I call the self-care leg.”

Benson cites research showing that 60%-90% of
all visits to doctors fall into the mind-body/stress
realm.1,2 “For these complaints, the first two legs
of the stool do not work,” he notes. 

They don’t work, he further explains, because
of the very nature of the self-care leg. “Self-care
consists of health habits and behaviors for which
patients themselves can be responsible,” he testi-
fied. “Specifically, self-care includes the relax-
ation response, beliefs that promote health, stress
management, nutrition and exercise.”

Without the proper integration of all three legs,
Benson explains, optimal health & well-being is not
possible. “It’s a balance you’ve got to achieve,” he
asserts. “There is no self-care substitute.”

Expanding mind/body wellness

In his enumeration of mind/body self-care
approaches, Benson includes nutrition, exercise,
and stress management, with which wellness
professionals have long been familiar. But he also
includes two other approaches — the relaxation
response, and the placebo effect and the impor-
tance of belief in healing — that “have been
demonstrated to successfully treat stress-related
disorders.”

The relaxation response was described by
Benson and his colleagues about 25 years ago. It
is the opposite of the well-known “fight or flight”
response to stress, and results in decreased
metabolism, decreased heart rate, decreased
blood pressure, and a decreased rate of breathing,
as well as slower brain waves.3,4

The fight or flight response occurs automati-
cally when we experience stress, Benson explains,
but the relaxation response requires the use of a
technique. That technique includes two key steps: 

• the repetition of a word, sound, prayer,
phrase or muscular activity; 

• when other, everyday thoughts intrude, a
passive return to the repetition.5,6

The term “placebo effect” is one Benson says
should be discarded and changed to “remem-
bered wellness,” which has a more positive con-
notation. What it basically comes down to is the
belief of the individual, the health care profes-
sional treating him, and the individual’s ability to
be healed.

The role of spirituality

Benson notes that such beliefs include spiri-
tuality. “Belief in placebos and other procedures
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have been shown effective in 50% to 90% of
researched cases that included angina pectoris,
asthma, skin rashes, all forms of pain, conges-
tive heart failure, and so forth,” he says. “And
for many, the most powerful belief they have is
belief in God.” 

Benson recognizes that discussions of God in the
workplace can be controversial. “But spirituality
itself may or may not be religious. By spirituality,
we mean the experience of a power or an energy
force — something close to you. It’s belief that’s
healing, not necessarily what you believe in.”

Benson asserts that there is sufficient research
to convince managed care organizations of the
economic importance of the self-care leg. 

“We have shown that the third leg reduces vis-
its to HMOs; to prepaid capitated systems, that is
money in the bank,” he says.7,8 

Numbers for the HMOs

“Wellness has been turned down by HMOs in
the past because it was only valued for its long-
term [preventive] aspects. With people leaving
their jobs so often, that is not particularly attrac-
tive. What we’re talking about is short-term effec-
tiveness [therapeutics], coupled with long-term
prospects.

“We have to rid ourselves of the perception
that self-care only helps us stay well so we don’t
get a disease,” Benson continues. “We can also
use it to get rid of disease.”

[For more information, contact: Herbert Benson,
MD, The Mind/Body Medical Institute, 110 Francis
St., Suite 1A, Boston, MA 02215. Telephone: (617)
632-9530.]
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NCQA: Scope of HEDIS
1999 more broad
Cardiac care, behavioral health, diabetes added

The final specifications for HEDIS (Health Plan
Employer Data and Information Set) 1999

were released in September, and the National
Committee for Quality Assurance (NCQA) claims
it is much more broad in scope and application.
“With HEDIS 1999, we’re turning up the lights in
the health plan marketplace to show employees
and employers just what they’re getting,” notes
NCQA president Margaret E. O’Kane.

HEDIS, a widely accepted performance mea-
surement tool used to create report cards on man-
aged care organizations, is used by more than
90% of the nation’s health plans, according to
NCQA. This year’s version introduces a sophisti-
cated new satisfaction survey applicable to all
health plans, regardless of whether they serve
commercial or Medicaid enrollees. In addition,
HEDIS measures will for the first time include
three key public health care concerns — cardiac
care, behavioral health and diabetes — that will
make survey findings of special interest to well-
ness professionals. (See complete listing of the
HEDIS 1999 Reporting Set Measures, inserted
in this issue.)

All three will provide valuable information
relating to disease management. The cardiac care
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measures will assess whether members with
heart problems or illnesses have had their Low
Density Lipoprotein (LDL, or bad cholesterol)
levels screened, and if it is under control.

The behavioral health measure provides impor-
tant information about whether health plans are
effectively managing patients with moderate to
severe cases of depression who are being treated
with antidepressant medication. Specifically, it
looks at whether follow-up visits are sufficiently
frequent to ensure optimal medication manage-
ment (e.g., to adjust dosages, check tolerance),
and how many patients are still on their medica-
tion after 12 weeks and after six months.

The comprehensive diabetes care measure —
which is currently voluntary but which will
become mandatory in the year 2000 — looks at
whether people with diabetes are receiving
appropriate preventive care, screening and moni-
toring. Specifically, it measures:

• whether diabetic patients’ glycohemoglobin
was tested within the past year;

• if patients’ HbA1c level is controlled;
• if a lipid profile was performed;
• how well lipid levels are controlled;
• whether patients received a dilated eye exam

within the past year;
•if patients’ kidney disease is appropriately

monitored.
The technical details for this measure are avail-

able for download from the NCQA Web site at
http://www.ncqa.org/hedis/dqip99.htm.

[Editor’s Note: Organizations interested in learning
more about HEDIS 1999 may attend the NCQA edu-
cation conference, “An Introduction to HEDIS 1999,”
on Dec. 2, 1998, in Washington, DC. For more infor-
mation, call the NCQA Customer Service Center at
(202) 955-5697.]  ■

New standard measures
employees’ ‘real’ age
Quantifying health may help induce change

Nearly everything we do in life can be mea-
sured by a number — our grades in school,

our salaries, our golf score . . . why not our
“health age?” Why not, indeed, echoes Michael
Roizen, MD, department chairman of anesthesi-

ology and critical care at the University of
Chicago.

“I was seeing a patient who was not complying
with his anti-hypertensive medicine,” Roizen
recalls. “I told him, ’Not many people would
bother with a blood pressure of 140/90, but it
could make you five years older if you don’t take
your medicine.’ The patient told me that people
may have warned him he’d die sooner, but no
one ever said he’d live older.”  

While we have numerical targets for nearly
everything in our life, says Roizen, “We didn’t
have numerical targets for the most important
thing to us  — our health. Such targets let people
know how much difference their choices make.” 

It was this desire to create such numerical tar-
gets that led Roizen to develop the “RealAge”
concept, an assessment program that can provide
an individual with his “RealAge,” as opposed to
his numerical age. (Roizen, for example, has a
calendar age of 52, but a RealAge of 37.)

Your RealAge is determined by the answers
you give on an interactive survey that takes
about 30 minutes to complete. The survey covers
a broad range of subjects - from nutrition to exer-
cise to family life to driving habits. Once your
RealAge has been determined, the program pro-
vides recommendations on how you can lower
your own RealAge.

What are the sources Roizen used for his age
measures? “There are 145 different areas
[addressed in the survey]; on each one we
combed the literature and did what is called an
evidence-based review. If you look at the articles
we read in detail, we mathematically analyzed on
average ten per topic.” In all, Roizen said, he and
his researchers reviewed a total of approximately
25,000 articles. (A partial list of  the more signifi-
cant articles is provided on p 143.)

After reviewing the papers, Roizen and his team
applied what are called Kaplan-Meyer survival
curves, which allow one to calculate the effect of
any single factor (in this case, survival), and the
influence of a number of factors on that factor. 

Numbers provide motivation

From a wellness perspective, the significance
of knowing your “real” age is motivation, asserts
Charlie Silver, president of RealAge Inc., San
Diego. RealAge Inc. is the sponsor of a site on the
World Wide Web (www.RealAge.com) that peo-
ple can visit to take the survey free “What
RealAge is is a motivating measurement; through
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the process of age reduction planning, you can
see how things affect you,” Silver says.

For example, if your chronological age is 45
and your RealAge is 50, you can lower that age
by, say, quitting smoking, losing 20 pounds, tak-
ing vitamin supplements, or driving more slowly.
Once you have made a lifestyle change, you can
revisit the site, take the test again, and see how
much “younger” you have become. 

“We know we have to eat more vegetables, and
get more exercise, but that doesn’t necessarily
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have meaning,” Silver asserts. “We give it mean-
ing by attaching a RealAge to it.”

Roizen adds: “You know what $100 can buy
you. Now, you can know what certain lifestyle
changes can ‘buy’ you in terms of health.”

But some Health Risk Appraisals (HRAs) cur-
rently use numerical measurements to indicate a
certain level of risk. 

How does that differ from RealAge? “I believe
you need a target that is meaningful, and age is a
very meaningful one to us in health,” Roizen
replies. “Let’s say you are 40 and you score 90%
on an HRA; if you go up to 100%, what does that
really mean? But if the RealAge program says
you are really 45; this how you can get your body
to be physiologically 43. You know you have a
chance of getting farther from the time you may
have a long-term disability.”

Applying it to your program

As previously indicated, the RealAge program
is provided without cost. Roizen says wellness
professionals may find it a useful adjunct to their
existing program.

“Have your employees take the survey. Ask
them to write down both their current real age
and their goals, and have them update it every
two months,” he suggests. “Have the employees
pick two or three things they say they are going
to change.” 

Typically, Roizen says, if the employee picks
four things to change, they may do two or three.
“In a few months, when they see the benefit of
what they have done, they will probably add
another change,” he says. “Traditionally, that’s
what has happened among my patients.” 

“If you already have an Intranet or Internet
site, you can make the program available to your
employees by creating a link on your page,” adds
Silver. 

Silver notes that over the next several years,
RealAge will be the subject of significant scien-
tific research programs. 

“Cornell and Columbia medical schools have
applied to the NIH [National Institutes of Health]
for $10 million grants to do a long-term longitudi-

nal study of cardiac bypass patients  — with one
group using RealAge, and the other not using the
program,” he says. Silver notes that the goal of the
research will be “To see if the program can help
achieve long-term changes in the quality of
health.” 

Charlie Silver, RealAge Inc., 6498 Weathers
Place, Suite 100, San Diego, CA 92121. Telephone:
(619) 784-3720, ext. 202. Fax: (619) 784-3721.

Michael Roizen, MD, Professor, The University
of Chicago, 5841 South Maryland Ave., Chicago, IL
60637. Telephone: (773) 702-2545. Fax: (773) 702-
2190. E-mail: mrzz@midway.uchicago.edu.  ■

Johnson foundation issues
workers’ comp grants

The Robert Wood Johnson Foundation’s
Workers’ Compensation Health Initiative has

issued eight additional grants totaling almost $2.7
million in its second round of funding. The first
round in 1996 saw the awarding of $3 million to
ten different projects.

The funded projects include community-based
coalitions, a union-based health center, develop-
ment of national performance measures,
enhanced case management for federal workers,
and other programs to improve the coordination
of the medical care provided under workers’
compensation and general (non-compensation)
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health plans.
“We anticipate that the evaluation studies con-

ducted under this grant program will provide
policymakers with important information about
the impact of these approaches on costs, medical
outcomes, patient experiences, and quality of
care,” notes Allard Dembe, ScD, the program’s
deputy director.

For more information, contact: Allard E.
Dembe, Department of Family and Community
Medicine, University of Massachusetts Medical
Center, 55 Lake Ave., North Worcester, MA 01655-
0309. Telephone: (508) 856-3576. Fax: (508) 856-
5688.  ▼

DCC launches 
lactation program

DCC, a Westport, CT-based work/life service
provider, has launched a workplace lactation

program called Mothers at Work (M@W). The
program will include prenatal education, 24-hour
counseling services by DCC’s certified lactation
consultants, and lactation devices including breast
pumps and pumping accessories. The program is
being provided through an alliance with Medela®,
the breast pump manufacturer.

“The M@W program is designed to ease the
nursing employee’s transition back to work so that
employers, working mothers and babies benefit,
explains Michelle A. Sagalyn, DCC director of
business and product development, noting that
such programs reduce medical claims and decrease
absenteeism.

For more information, contact: Michelle
Sagalyn, DCC, 400 Nyala Farm Road, Wesport,
CT 06880. Telephone: (203) 291-3506. Fax: (203)
291-3571. E-mail: msagalyn@dcclifecare.com.
Internet: www.dcclifecare.com. ▼

Beware: Retirement 
benefits shrinking

The U.S. Government Accounting Office (GAO)
has bad news for Baby Boomers: employers are

cutting back on retirement benefits.
A recent GAO study concludes that many aging

boomers will be without this type of health insur-

ance. About half of the larger companies in the
United States currently offer retirement benefits,
compared to about 70% a decade ago, the report
said. The government auditors cited rising health
care costs, corporate takeovers, foreign competi-
tion and the diminishing influence of unions.

For more information, contact: U.S. Government
Accounting Office, 441 G Street NW, Washington,
DC, 20548. Telephone: (202) 512-3000.  ■

Intense exercise can be
better for your heart
“Exercising more intensely could improve

coronary heart disease beyond that
achieved by exercise amount alone,” asserts
author Paul T. Williams, PhD, in a recent article
in the Archives of Internal Medicine. He also says
that exercise intensity and amount may target
specific coronary health disease risk factors.

Williams and his team of researchers studied
7,059 male and 1,837 female recreational run-
ners. 

Those who ran faster (i.e., at greater intensity)
had lower blood pressures, triglyceride levels,
ratios of total cholesterol to high-density lipopro-
tein cholesterol, body mass indexes (calculated as
the weight in kilograms divided by the square of
the height in meters), and circumferences of the
waist, hips and chest.

They found specifically that running velocity
has a 13.3 times greater effect on systolic blood
pressure; a 2.8 times greater effect on diastolic
blood pressure; a 4.7 times greater effect on waist
circumference in men; and a 5.7 times greater
effect on systolic blood pressure in women.

In contrast, running distance had a more than
sixfold greater effect on high-density lipoprotein
cholesterol than running velocity in both sexes.
■

Moms-to-be need flu
shots

Pregnant women have been added to the list of
high-risk people for whom a flu shot is rec-

ommended this year.
“Research has shown that pregnant women are

more likely to develop complications from
influenza, such as pneumonia, than young adults
in the same age group,” notes W. Paul Glezen,
MD, an epidemiologist at the Influenza Research
Center at Baylor College of Medicine, and an
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attending physician at Houston’s Ben Taub
General Hospital. 

“The risk is 4.5 times greater in the last three
months of pregnancy.”

The vaccine is recommended for women who
will be in the second or third trimester of preg-
nancy during flu season, which typically runs
from November through March in the U.S.

Others at risk for possible fatal complications
of the flu include:

• People who are 65 or older;
• People with heart disease;
• People with diabetes, kidney failure, AIDS,

cancer or other chronic diseases that have
required regular medical visits or hospitalization
during the past year;

• People with chronic lung disease, including
asthma and bronchitis;

• Children and teenagers on long-term aspirin
therapy, which could put them at risk for Reye’s
syndrome after getting the flu.

Glezen recommends that people at high risk
get their flu shots as soon as possible. 

This year’s vaccine provides protection against
the three strains of flu virus expected to dominate
the 1998-99 season: A/Beijing (H1N1), A/Sydney
(H3N2,) and B/Harbin.

The vaccine is about 85% ef-fective in helping
people avoid influenza, which kills thousands of
people every year, most of them elderly.

“People shouldn’t worry about getting the flu
from a flu shot,” Glezen notes. “That’s not possi-
ble, because the vaccine isn’t made from a live
virus.”

Flu shots significantly lower the risk of hospi-
talization for influenza and pneumonia in people
65 or older, adds Glezen. 

“But healthy adults and children can also bene-
fit from the vaccine by sparing themselves the
misery of flu symptoms.”

Flu shots are also recommended for healthcare
workers and others likely to have contact with
the high-risk groups.  ■

Hotline gives nutrition
info

What is a healthy weight? What makes a
weight-loss program healthy and success-

ful? Are prescription weight-loss drugs safe?
If you’ve ever asked yourself these questions,

you can now have help finding the answers,

thanks for a new Consumer Nutrition Hot Line
sponsored by the Chicago-based American
Dietetic Association (ADA).

When you dial the number, (800) 366-1655, you
will hear a recorded weight management mes-
sage from registered dietitians. You will also be
offered insight into some of the issues frequently
faced by people working to achieve a healthy
weight, such as:

• determining healthy body weight;
• developing a personalized healthy weight-

loss eating plan;
• assessing body composition — body weight

versus body fat;
• using prescription weight-loss drugs as part

of healthy weight management.
The hotline message reflects the ADA’s position

that successful weight management for adults
requires a lifelong commitment to healthful behav-
iors and eating practices and to physical activity.
Steps to achieve that commitment should be sus-
tainable and enjoyable, according to the associa-
tion.

In addition to the weight management mes-
sage, other nutrition-related messages are on the
hotline, which airs messages from 8 a.m. to 8 p.m.
(Central Time), Monday-Friday. A referral service
to help people find a registered dietitian for indi-
vidual or group counseling is available from 9
a.m. to 4 p.m. (Central Time) Monday-Friday at
the same number.

People with a specific food or nutrition ques-
tion can dial (900) Call-An-RD [(900) 225-5267] to
get customized nutrition information directly
from registered dietitians, 9 a.m. to 4 p.m.
(Central Time), Monday-Friday. The cost of the
call is $1.95 for the first minute, and $.95 for addi-
tional minutes.  ■

Holiday gifts for people 
with arthritis

Many of us have friends or relatives who
have arthritis. With the holidays upon us,

why not consider a thoughtful gift that lets them
know you care and understand?

The Atlanta-based Arthritis Foundation recom-
mends these gifts — most of which are simple
and inexpensive — for your loved ones with
arthritis:

Lazy Susan: Available with one or two shelves,
this kitchen organizer can eliminate painful
reaching.
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Double-handed cookware, mugs or bowls:
Kitchen items with two handles allow the use of
both hands when lifting, thus reducing strain on
joints.

Food processor: With this appliance, a person
can eliminate chopping, slicing and grating, all
of which can be painful and tiring tasks for
someone with arthritis.

Mittens: They are easier to slip on and off
and are warmer than gloves.

Electric toothbrush: It is easier to manipulate
than a manual toothbrush, and does a more thor-
ough job of cleaning the teeth.

For more information about thoughtful holi-
day gifts for people with arthritis, contact your
local Arthritis Foundation office. You can find the
office nearest you by calling (800) 283-7800, or by
visiting the foundation’s site on the World Wide
Web, www.arthritis.org.  ■
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