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Post-honeymoon, does patient-focused
care deliver on its promises?
Four years later, one facility is happy with its satisfaction scores

It was perhaps not surprising that in the first year after Sioux Valley
Hospital & University Medical Center in Sioux Falls, SD, opened two
patient-focused care (PFC) units, there was an increase in patient,

physician, and staff satisfaction numbers. Other quality indicators also
increased (for specific improvements, see box, p. 74). 

None of this came as a shock to Joan T. Reisdorfer, MS, RNC, director
of medical, urology, and oncology units at the 500-bed hospital, and a
leader in the creation of the two units.

Four years after PFC came, the benefits remain. “Generally, positive
results have continued,” says Reisdorfer. “Patient satisfaction is consis-
tently high. We get letters from our oncology and long-term medical
patients telling us how much they appreciate us. Physician satisfaction 
is high, although not all docs like this. There will always be those who
mourn the way it was.” Quality indicators also remain within the hospi-
tal parameters, despite a patient census that is consistently above budget.

The positive results were strong enough to encourage the facility to
make its oncology floor into a PFC unit, too. And Reisdorfer remains
committed to the principles that guide the units at Sioux Valley (for a
list of those principles, see box, p. 75). Indeed, they are posted in the
units and are a focus of staff orientations.

New floors, new philosophy

The original units were conceived in 1992, when the hospital was
putting in new medical and orthopedic floors. “We wanted to look at a
different way to work more efficiently,” Reisdorfer recalls. “We wanted
to find ways to delight the patient.” PFC was a new concept then, and it
seemed to fit the bill for what Sioux Valley’s administration wanted to
accomplish.

“There were so many steps to accomplish some things — 101 for a
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chest X-ray,” she says. “A typical patient would
see up to 60 different people during his or her
stay. There were issues about reporting relation-
ships, about the workload of some caregivers,
and the lack of meaningful work for others.”

A steering committee involving management
from almost every department in the hospital cre-
ated the PFC principles and also looked at what
issues needed addressing to bring those principles
to reality. The group broke into several committees
who were charged with creating flowcharts of
existing processes and finding ways to improve
them. 

One of the biggest changes the steering com-
mittee made was to take the existing nurse aide
role and expand it. “Many of them felt they could
do more,” says Reisdorfer, “so we created the
patient care tech role.” Designed to provide a
variety of patient support functions, the techni-
cian has more training to do the tasks that previ-
ously were left to the nurse or an interdisciplinary
care team member. 

The patient care technicians assist with activities
of daily living, check vitals, and provide catheter
insertion and oxygen therapy. They must take
three computer classes to help with computer
order entry skills, and two medical transcription
classes. Additional training includes a lab theory
class, with clinical practice of phlebotomy and
blood sugar testing, and optional courses in team
work and leadership. Most of the technicians are
nursing students, which creates a turnover prob-
lem. On the upside, says Reisdorfer, many of them
end up being great nursing candidates.

Other changes made in the PFC units included
making housekeeping staff reportable to the
nurses. “That eliminates the fighting to get the
room cleaned, and allows them to do things for
the patient if the patient is in the room asking for
assistance.”

The PFC program allows clerical staff to handle
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PFC scores at Sioux Valley
• Patient Satisfaction — At Sioux Valley

Hospital & University Medical Center,
improvement was noted in individual ques-
tions about topics such as phlebotomy done
by nursing staff, courtesy of staff, and room
comfort. Patients also noted a reluctance to
transfer to other units when asked, and were
familiar with the names of their caregivers,
including non-professional staff.

• Staff Satisfaction — The overall scores
improved by 9%, with significant increases in
team collaboration (21%), pride in work
(15%), and ability to plan patient care (8%). 

• Physician Satisfaction — Increases in
individual areas included availability of med-
ical records (6%), timely completion of X-rays
(32%), and other lab tests (7%). The physi-
cians also noted the increased collaboration
and teamwork among staff (11%).

• System Improvements – The first year 
of operation showed increased efficiency and
a drop in length of stay of almost a full day
from 3.37 days to 2.51 days. Laundry costs
per patient day decreased by 19 cents down
to 35 cents, and missing charges decreased
from 80 cents per patient day to 25 cents. 

• Quality Improvements — There was a
decrease in medication errors due to the
inclusion of a pharmacist on the unit most
days. Infection rates also decreased on the
PFC units. And several common duties, such
as chest X-rays, had a significant reduction in
the number of steps needed for completion.
Other benefits included faster lab results.  ■



precertifications for elective procedures, Medicare
and Medicaid paperwork, and patient consulta-
tions regarding bills. “That eliminated the need
for discharged patients to have to stop at the busi-
ness office before they left,” says Reisdorfer. 

Some of the more popular changes included
putting a pharmacist on each of the PFC floors,
which cuts down on medication errors, and giv-
ing portable phones to the nurses, which keeps
noise levels down and physicians in touch with
the nursing staff.

One of the key goals of the new unit was 
to eliminate the “it’s not my job” attitude, says
Reisdorfer. “Our CEO at the time told me he 
didn’t want any idle time for staff. No one 
should ever say, ‘This isn’t my job.’” 

The committees looked at primary and

secondary jobs for all staff, and the changes that
were instituted were significant. The secondary
job description for everyone includes seeing to
patient needs. “Anyone can answer the phones,
answer patient lights, and get water or some-
thing else for patients, and assist with patient
transfers,” she says. “Even our pharmacists and
social worker went through the training.”

Tweaking the program

In the years since the PFC units were estab-
lished, Reisdorfer says few changes have been
made to the program. Initially, medications
were dispensed on the unit. “But that wasn’t
cost-effective. We decided having a pharmacist
on the floor was enough.”

Other changes included eliminating training for
clerical staff in admissions. With so many patients
being directly admitted for tests and procedures,
those skills were not being used. Originally, says
Reisdorfer, the units were also going to do some
lab tests on the floor, believing that time savings
would be significant. However, machinery avail-
able to do tests was too specific; and after looking
at testing volumes, the idea was scrapped.

Physicians had some complaints that since
charts were now left outside the patients’ rooms,
they were interrupted with questions as they
made notes before or after seeing a patient. As a
result, the units now have a physician dictation
area in every wing where they can avoid such
interruptions.

There has been difficulty in ensuring that some
of the principles are followed. The third PFC
principle — that staff are all responsible, account-
able, and professionally challenged — has
bumped headlong into a 1.8% unemployment
rate in Sioux Falls. “It’s very hard to hire and
keep staff, especially non-licensed personnel,”
Reisdorfer admits.

In addition, it is hard to ensure that the alloca-
tion of resources is appropriate — the ninth prin-
ciple — based on traditional cost per unit of
service equations. “We look at the number of full-
time employees per admission rather than just at
patient days,” she says. “A patient might come at
5 p.m. and leave early the next day. That’s only
one day, not the two that would be counted. We
find it better to look at admissions.”

Some physicians remain difficult to please.
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Nine Principles of 
Patient-Focused Care

1. Patients perceive the quality and value in their 
care by the service they receive.

2. A paradigm shift must occur from a compart-
mentalized organization to an integrated, cus-
tomer-oriented system.

3. The organization must be responsible to com-
munity, employee, patient, payer, and physician 
needs.

4. Each step of patient service activities must add 
value, and improve quality and service to the 
patient.

5. Hospital staff at all levels must be responsible, 
accountable, and professionally challenged.

6. The concepts of continuous quality improvement 
are fundamental to this effort and must be 
applied in design and implementation of patient-
focused care.

7. The clinical and financial outcome indicators 
must be defined and designed with continuous 
feedback regarding the organization’s progress 
toward these goals.

8. Clinical and patient financial information must 
be readily available to all staff for decision
making.

9. The allocation of resources must be patient-
focused while ensuring that cost per unit of 
service is contained or reduced.

Source: Sioux Valley Hospital & University Medical Center, Sioux
Falls, SD.



Appointment time: Know
where your patient is?
No? Maybe you need a way-assisting program

Did you ever wonder if perhaps hospital archi-
tects and designers think there is a rule that

health care facilities must be a rabbit warren of
look-alike hallways and waiting rooms? Maybe
they believe patients enjoy getting lost as a way
to bring interest to their day? Or new staff mem-
bers want to spend the first days of work with a
permanently perplexed look on their faces?

Of course they don’t, but the results of new 
(and old) building efforts often wind up looking
like mazes. One facility decided to buck the trend.
When The University of Texas M.D. Anderson
Cancer Center in Houston got ready to bring the
Alkek Hospital on-line last year, there was a real
push to help staff and patients find their way
around both the new facility and the rest of the 
3 million square feet of space in the center.

“With that much space, there is a constant need
to help patients get where they need to be,” says
Bill Walker, MS, senior planner at M.D.
Anderson. That need led to a program called
“way-assisting,” that includes dedicated phone
lines and a focus on customer service that runs
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“They liked the status quo,” says Reisdorfer.
“They would prefer an all-RN staff, but that’s not
realistic.” Many complain that since central
nurses’ stations were eliminated, they can’t find
nurses easily. “But we all have phones, and the
lack of stations means that the nurses are with the
patients more. It also cuts down on chitchat.” 

Some nursing staff were also slow to come on
board. “They have had to endure change after
change, and are disillusioned with it in general,”
she says.

By keeping staff informed — through unit and
hospital newsletters and e-mail, and every unit
and committee meeting — and getting them
actively involved in the change process,
Reisdorfer has been able to limit some of the ill
feelings. “Even then, it takes time. I had one
nurse wait two years before she admitted she
liked the changes,” she says. 

In the beginning, she adds, it’s important to let
people vent their fears. “We had a lot of general
sessions where people could question us. We held
FYI meetings so that everyone in the hospital
knew what was going on.”

Reisdorfer says there are three words that will
ensure a PFC program’s success: “Involvement,
involvement, involvement.” 

She says letting people know that changes are
coming as soon as you know they are imminent
can alleviate some of the fear change always
brings. Getting all staff involved in the process,
she says — from helping to redesign roles, com-
ing up with job descriptions, and developing
evaluation parameters — was instrumental in

making her project fly. 
It’s also important to have savvy administra-

tors who understand that change will occur in
everything from reporting relationships to finan-
cial accounts. “When you have a PFC unit, you
take on some of the housekeeping budget or the
phlebotomy budget,” Reisdorfer says. “How can
you compare that to other hospitals where those
budgets are separate? You end up having a lot of
notations in your accounts; and there is more
than just the unit staff involved. You cross bor-
ders. You might have quality checks for house-
keeping done by your environmental staff.”

The goal should be to delight the patient. “PFC
should mean that the staff have many different
roles and more responsibilities so that patients
feel a closer sense of caring. The unit staff should
be there more than other outside staff,” she says.

Reisdorfer continues to study the impact the
PFC units have. Currently, she is concentrating on
educational and retraining needs for staff, and the
hospital has forged links with an area technical col-
lege to offer a phlebotomy technician program and
a health unit coordinator technician program.  ■

• Joan T. Reisdorfer, MS, RNC, director of medical
oncology, Sioux Valley Hospital & University
Medical Center, Sioux Falls, SD. Telephone: (605)
357-6198.

S O U R C E

PATIENT-FOCUSED CARE RESULTS



from housekeeping staff to physicians. “From ori-
entation onward, we drill into staff that if you see
someone who looks lost, you ask them if you can
help.”

The existing facilities weren’t as bad as some
are, says Rick Murray, director of the Academy
for Performance Improvement at the center. “We
have two separate hallways, with patients walk-
ing one area and staff another. Every zone is
color-coded. If you aren’t colorblind, and you use
the correct elevator bank, it’s not impossible to
get to a location.”

But with so much space, patients often would
say they feel like they have to walk forever to get
from one place to another, Walker says. “You may
walk the equivalent of several city blocks to get
from one area to another. And, at a cancer center,
the patients are mostly older and tend to be
weak, so we have to try to make sure they aren’t
a block off when they figure out they are lost.”

Murray says the program they developed is part
proactive — to help patients and staff at a time
when 250,000 square feet of new space was being
added — and part reactive to the complaints of
staff and patients who often found themselves lost.
“One of the vice presidents was listening to me talk
about the program for the new building, and he
said, ‘But we still have issues in the old buildings,’”
Murray recalls. “That’s when we really decided to
create a way-assisting program that would give

employees the confidence to help people.”
The first part of the system is a telephone line.

Signs are posted everywhere (see sample sign,
left) directing any patient or staff member to
phone a specific number for way-finding assis-
tance. There are some 100,000 patients per year at
M.D. Anderson, 10% of whom speak no English.

“A lot of people you walk up to won’t under-
stand you if you ask if you can help,” Murray
says. That meant setting up a system that would
not only give directions, but could also provide
access to translators. “If I stand in the hall, I can
get a translator on the phone almost instantly.
The patient can tell the translator where he or she
needs to go, then tell me how to take them there.” 

Designed for users — all of them

Patients aren’t the only people the system was
designed for. Walker notes that the first call into
the new help number was from an employee.

The phone system was put together with the
assistance of the information systems depart-
ment, says Walker. “We had developed an idea of
a welcome center at entrances where patients
could get information, but also where general
telephone queries could come.” Those who
answered the calls had to use maps that were
“reasonable for anyone” to use.

Walker, Murray, and their team tested the sys-
tem before it went live. “We went out to different
locations and called the number to ask for direc-
tions,” says Murray. 

One positive outcome of the testing was the
identification of some security needs. “We decided
that if a person asks to see a specific physician, we
will direct them to the nearest reception area,”
explains Murray, “not the office. And if a physician
has a threat against them, the computer system
directs the person answering the phone to send an
escort to them. Then they call security to escort the
person to their appointment.”

The second part of the system is perhaps the
most important: training staff in how to provide
help to patients. The goal is to get staff to auto-
matically guide patients to where they need to be,
but have the phone system as a backup.

“I was a lifeguard, and I went through all the
classes, but when you go in for rescues, no one
ever grabs you according to Red Cross rescue
holds,” says Murray. “But the classes gave me the
confidence to rescue. That’s the kind of confi-
dence we wanted to instill in our staff.”

“The goal is for the phone to be unnecessary to
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Source: The University of Texas M.D. Anderson Cancer Center,
Houston.

Help is Just a Phone Call Away . . .



patients because our staff is so service-oriented,”
adds Walker. 

Once the system was in place, Walker says,
they created a video, using employees for actors,
and a University of Texas video crew. This train-
ing video cost a whopping $1,500. A similar tape
for another program using actors cost about
$25,000. They then held train-the-trainer sessions
and put together a package of scripts, the video,
and discussion questions and exercises for each
department. 

“We rolled it out as part of the training for 
the new facility, and that made it very effective
because everyone wanted to learn about Alkek,”
says Walker.

The process must have worked, says Murray.
“We’ve had some calls, but not as many as we
thought we would have. Rather, we see more
patients being escorted. You see that service ori-
entation coming through. Even the physicians
escort patients.”

A recent waiting room study provided some
proof that the system is working. Without
prompting, a number of respondents said one of
the things that most satisfied them during their
experience at M.D. Anderson was how courteous
the staff is. “We had more than one comment
where patients said they just had to look lost to
get attention,” says Murray. “It’s not a broad sur-
vey, but it is some data.”

Although there has been a dearth of negative
comments, Murray says not everything about the
program ran smoothly. “There was some confu-
sion about how to number the phones. We made
the mistake of asking people how they thought
we should do it. We should have just chosen it
ourselves.” The hospital has a color-floor-room
numbering system, and the phones were going to
be numbered along those lines. “But then we
asked for input. We wouldn’t do that again.”

Murray, who isn’t from Texas, knows that there
is a custom of hospitality in the state that was
already present at M.D. Anderson. “Even though
Houston is the fourth-largest city in the country,

this is a friendly place,” he says. “But this pro-
gram formally communicated our expectations
about assisting patients to our staff. We told them
that we expect them to take people to their
appointments. We expect them to ask if they can
help, and then we showed them how to do it.
This took down a barrier. This is an expectation
now, not just a custom.”

Walker says that becomes increasingly impor-
tant in a large facility like the Texas Medical Center
which has the second-highest density of cars after
Manhattan and sees some 200,000 people daily.
“We have 20 or 30 member institutions in a small
area. Our patients often get lost just trying to find
us. M.D. Anderson Boulevard doesn’t even connect
to the cancer center — sometimes they arrive here
frustrated. Then there is the whole parking situa-
tion. Our goal has to be to make sure they don’t get
lost again, that we welcome them, [and] that we
reduce their stress level as much as possible.”

The emphasis on providing customer care to
patients has come from the top down. Once a
month, the cancer facility’s managers pull a 
7 a.m. to 9 a.m. shift in the clinic lobby, saying
hello and greeting patients, asking if they can
help. “I really think that this is working,” says
Murray. “Every patient who walks in the door
here has heard they have cancer. And every
patient who walks through the door here has
decided to fight. So we think we owe them some-
thing special. And I think that if it didn’t say ‘UT’
on the front of the building, you wouldn’t believe
this was a state anything. We pride ourselves on
making ourselves innovative and customer-
friendly, in making this an upbeat and hopeful
place.”  ■

Optimism may affect health
as much as diet, exercise
Enhance healing by improving the emotional state 

Your presurgery instructions probably 
don’t include a booklet on breathing

techniques a patient might use to relax before
surgery or a videotape on relaxation exercises
such as guided imagery. Yet experts on the
mind/body connection say it would be a good
idea to include such information.

Although there is a need for more research in
this area, a person’s attitude can make a difference
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• Bill Walker, MS, senior planner, and Rick Murray,
director of the Academy for Performance
Improvement, The University of Texas M.D.
Anderson Cancer Center, Houston. Telephone:
(713) 794-4396.
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in his or her recovery and overall health status,
says Sharon Stout-Shaffer, RN, MS, a doctoral
candidate at The Ohio State University in
Columbus and an expert on relaxation therapy
with certification in guided imagery. “If people
believe they are going to do well, they are more
likely to do well. If people believe they are going
to be able to manage their pain, they will do bet-
ter,” she explains.

The emotional states created through music,
imagery, massage, and various other forms of
relaxation techniques provide the energy for heal-
ing. “Feelings are physiological. Using various
forms of relaxation helps people get in touch with
deep feelings. When feelings are positive, people
can allow them in, and when feelings are hurtful,
they can begin to release them. That is the key to
healing,” says Stout-Shaffer.

A person’s belief system plays a large role in
the state of their health. Eating well, getting
plenty of rest, and exercising are only part of
maintaining good health. Positive mental think-
ing and relaxation also should be parts of a posi-
tive mental health strategy, says Stout-Shaffer.

When creating educational programs, patient
education managers should attempt to incorpo-
rate the whole person, which includes the mind
and spirit as well as the body, says Barry Bittman,
MD, chief executive officer for the Mind Body
Wellness Center in Meadville, PA, and host of the
public radio show Mind-Body Matters. “The only
approach that really makes sense is a mind/ body
approach because it is the most logical way to
maintain our health in the first place,” he says.

Thoughts turn into chemistry

The mind/body connection is the relationship
between a person’s thoughts, beliefs, attitudes,
and the person’s nervous system, endocrine sys-
tem, and immune system. What a person thinks
and believes turns into the chemistry, the biology,
and the immunity of his or her body, explains
Bittman.

“In a similar vein, when the body is stressed in
the form of an accident, injury, development of an
infection or tumor, the mind is also affected in
that there are direct chemical messengers that
communicate between the body and the central
nervous system,” says Bittman.

Many complementary therapies are referred to
as mind/body interventions. For example, Tai
Chi and yoga have a solid exercise foundation,
yet both develop an awareness, a sense of mental

balance, a calm and inner peace that goes hand in
hand with the exercise component.

There are also therapies that focus on using a
mental or emotional component to produce a
specific biology that promotes a sense of relax-
ation and increases the potential for either main-
taining or regaining a healthy life, says Bittman.
These include such therapies as guided imagery
and meditation.

Incorporating the whole person in a health
care strategy does not mean abandoning the tra-
ditional approach to medicine. “I don’t believe
that alternative medicine is any more logical
than the traditional approach. They should be
integrated using a knowledge base established
in traditional medicine,” says Bittman. For
example, if a battered woman is taught yoga,
Tai Chi, and meditation, she is still a battered
woman who has simply learned these comple-
mentary forms of therapy.

Integrate counseling with lifestyle change

A better approach is to give counseling to help
the woman deal with the underlying issues that
are causing the problem while at the same time
giving her tools to improve her current outlook.

“When you integrate strategies to augment
meaning and purpose, help the person establish
control, or make healthy choices, you are then
accomplishing something which can improve
the quality of a person’s life and perhaps their
longevity or survival,” says Bittman.

Any treatment involving lifestyle change must
achieve patient compliance. Offering only one
method is not the best way to get a patient to make
changes. In a mind/body model, patients are given
options so they can choose what works for them.

“If you give a person one tool to go out and fix
your parking lot, chances are it won’t get done,
but if you give them a tool box full of instruments
and teach them how to use them, it is likely they
will find the correct instrument to use for the spe-
cific purpose,” explains Bittman.

Choice is important, agrees Stout-Shaffer. Just
as some people like to bicycle while others like to
walk, not all therapies that make the mind/body
connection are suitable for everyone. “People
respond at different times to different things. It
may be massage at one time and imagery at
another. They may have different needs at differ-
ent points in time,” she says.

Compliance also increases if you give patients
a chance to build on their knowledge. “A good
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educational program has checks and balances, so
that rather than providing a single session or a
group of sessions, the educational program has
some sort of follow-up, reunion, or ability for
people to come back and to continue to build on
their strengths and acquire new skills so they can
make lifestyle changes that are lasting and mean-
ingful,” says Bittman.  ■

Survival skills! No 
discharge without them
Hospitals decide what every diabetic needs to know 

About 10 years ago, nurses at York (PA)
Health System would contact diabetes edu-

cators when a patient needed teaching. Today
educators have moved to the outpatient area
and set up formal classes. This trend is common
in health care today, says Donette Lasher, MAT,
patient education coordinator for the health
care system.

When the educators left, the inpatient floor
nurses were supposed to teach patients survival
skills if they were admitted to the hospital for
diabetes and refer them to the outpatient pro-
gram. A formal policy was written and pam-
phlets stocked on each unit, yet many of the
nurses felt they lacked expertise or they just
didn’t have the time.

“It takes about an hour to go over some of the
information,” explains Lasher. As a result, patients
on the inpatient side weren’t being referred to the
outpatient area. All the referrals were coming from
the endocrinologists at clinics.

A committee was formed last summer to exam-
ine the problem. The committee decided someone
needed to be accountable for inpatient diabetes
education. The committee of physicians, dieti-
tians, diabetes educators, and nurses considered
training nurses or hiring an inpatient diabetes
educator.

Lasher called other hospitals to inquire about
their inpatient education for diabetes, tracked
the teaching history at York Health System, 
and had the nurses ask their clinical directors
for suggestions. The consensus was that an
inpatient diabetes educator would be the best
solution, and money was allocated to fill the
position.

Many health care facilities today are reviewing

their policy for inpatient diabetes education to
correct problems. “The major problem is letting
people fall through the cracks,” says Nancy
Moline, RN, MEd, CDE, regional diabetes care
management program coordinator for Kaiser
Northern California Region in Oakland. “The
connection between inpatient and outpatient is
really difficult sometimes. You don’t necessarily
catch everyone.”

A second problem is providing consistent
information. Different health care workers some-
times give patients contradictory information,
says Moline.

Educational solutions vary

Various health care institutions are implement-
ing solutions to these problems in a number of
ways. At Kaiser, a tool kit for diabetes teaching is
stocked on each floor. “I started by inservicing
the nurses about diabetes and then decided they
needed some kind of a tool kit so they would
have everything they need at their fingertips,”
says Moline.

The tool kit contains all the information
needed to teach patients about Type I or Type 
II diabetes. The kit is built around a starter kit
produced by a drug company with the basic
tools a newly diagnosed diabetic needs, such as
a syringe for insulin.

Additional materials, such as pamphlets and
videos, were inserted to tailor the kit to the teach-
ing policies outlined by Kaiser. A teaching sheet
explains what the nurses are supposed to teach
and the order in which it should be taught. For
example, it lists which videos for newly diagnosed
diabetics should be shown first, second, or third.
The tool kit and teaching checklist provide a
guideline of what survival skills are needed by
newly diagnosed patients.

There is also a quick assessment tool nurses
give patients. It’s a simple quiz in which patients
check “yes” or “no” answers for several ques-
tions. “The assessment tool gives nurses an idea
of how to target the patient’s education,” says
Moline.

Teaching is slightly different at Baptist Health
System in Miami. Anyone with diabetes who is
admitted to the hospital is given an identifica-
tion bracelet to wear that reads “diabetes pre-
caution.” Diabetes patients wear the bracelet
regardless of the diagnosis for which they are
admitted to the hospital, explains Lois Exelbert,
RN, MS, CDE, administrative director for the
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Diabetes Care Center at Baptist Hospital.
In addition to the bracelet, special posters are

hung in the patient’s room reminding nurses what
information is important to teach the patient. A
reminder for the physician to order diabetes edu-
cation is placed in the chart.

“As soon as we get an order from the physician
for diabetes education, our team goes out,” says
Exelbert. The team consists of a nurse and dietitian
from the outpatient area who are both certified in
diabetes education. Because many of the patients
are so sick during their hospital stay, they are sim-
ply taught survival skills that consist of giving
insulin when appropriate, testing for blood glucose
levels, and following a basic meal plan. The
teaching is ordered for newly diagnosed diabetes
patients or those struggling to control their disease.

Although the program at York Health System
is not yet complete, an assessment tool is in the
process of being created. This tool is a combina-
tion of a tool found at another hospital and one
produced by the American Diabetes Association.

Focus groups consisting of patients who have
been discharged from York also are being used to
help design the curriculum and review materials
such as videos and pamphlets. The patients are
asked what their priorities were as inpatients and
what they needed to know when they were dis-
charged. A way to evaluate the effectiveness of
the teaching also is being built into the program.

While an inpatient teaching plan is important to
ensure that patients are taught survival skills and
referred to the outpatient program, nurses must be
continually reminded during inservices to make
sure the teaching gets done, says Moline.  ■

Content of preplacement
exam depends on goals
EHPs advised to assess their hospitals’ needs

Preplacement physical examinations are a basic
function of all hospital occupational health

services, but few guidelines exist to help practi-
tioners construct an effective program for new
employees. The question of what to include in
preplacement exams is a frequent one.

The answer largely depends on the individual
institution’s goals, says Sarah Gipson, RN, MS,
COHN-S, CCM, a nurse consultant in occupational
health at Hancock Memorial Hospital and Health

Services in Greenfield, IN. Gipson has presented a
seminar on the subject for the Midwest states chap-
ter of the Association of Occupational Health
Professionals in Health Care (AOHP), a national
organization based in Reston, VA.

The primary objective of all preplacement
exams is to ensure that new hires who have been
offered jobs contingent upon completion of the
exam are physically and psychologically capable
of performing that job, with or without accom-
modation, she explains.

ADA specifies rejection criteria

Employee health clinicians must know the
work tasks and health hazards associated with
each job to determine if new hires have illnesses
or impairments that would prevent them from
performing jobs safely without jeopardizing
themselves, co-workers, or patients. Under the
Americans with Disabilities Act, rejection fol-
lowing physical examination must be job-related
and justified by business necessity (i.e., the nec-
essary accommodation is unrealistically expen-
sive, infeasible, or impossible).

Other preplacement exam objectives may be
based on a hospital’s mission or financial resources,
Gipson says.

For example, “some hospitals expand the
employee health service into a clinic for employees,
particularly if they are self-insured for health insur-
ance. They sometimes find it more convenient and
cost-effective to offer optional services” such as Pap
smears and prostate screens, she explains.

Hospitals also might use preplacement assess-
ments as a way to decrease workers’ compensation
injuries/illnesses and associated costs, or increas-
ing morale by positioning the occupational health
service as an employee benefit provided by a car-
ing organization.

In any case, Gipson says all components of pre-
placement exams and screenings should be ana-
lyzed to ensure they are required or meet a specific
purpose or goal.

Required components include mandates of
individual state boards of health. To determine
other requirements, she advises referencing the
infection control section of the Joint Commission
on Accreditation of Healthcare Organizations’
manual, as well as certain applicable Occupa-
tional Safety and Health Administration (OSHA)
standards, such as respiratory protection
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(1910.134), noise (1910.95), and bloodborne
pathogens (1910.1030). Laser eye exams and
baseline screenings for employees who will han-
dle chemotherapeutic drugs are recommended
for compliance with OSHA’s general duty clause.

While Centers for Disease Control and Preven-
tion recommendations are not legally required,
many are regarded as “standards of care,” she
notes. Those include tuberculosis screenings and
some health care worker vaccinations.

Don’t forget possible DOT requirements

Department of Transportation driver exams
also are required preplacement for workers 
who will drive ambulances, deliver oxygen
tanks as part of a home health care program, 
or whose duties will require crossing state lines,
she says.

Gipson notes that optional preplacement
screenings, physical exams, and nursing assess-
ments might include:

• drug screening;
• medical history (including obtaining records

of past injuries/surgeries);
• vital signs, height, and weight;
• vision screening;
• audiometry;
• color testing;
• range of motion;
• tetanus-diphtheria boosters;
• spirometry;
• functional capacity exams;
• back assessments;
• agility testing;
• hands-on physical exams;
• mammography, Pap smears, prostate screens;
• occult blood screens, flexible sigmoidoscopy;
• latex questionnaire, testing;
• specific lab baseline tests based on exposure

risks.
The EHS’ main focus in preplacement 

assessments is making sure there’s a match
between the applicant’s physical capabilities and
the essential functions of the job, says Charlene
M. Gliniecki, RN, MS, COHN-S, director of
employee health and safety at El Camino
Hospital in Mountain View, CA. Gliniecki also is
co-author of an AOHP manual that includes a
section on preplacement assessments (see pre-
placement questionnaire, p. 82) and has led
workshops on the subject at the organization’s
national conference, as well as for the Northern

California AOHP chapter.
Gliniecki uses screening questionnaires to

obtain a focused history and performs a physical
exam to determine if there are health problems
that might interfere with an applicant’s ability to
do the job.

Spending about a half-hour with each person,
Gliniecki and staff establish whether a need exists
for work restrictions or accommodations. She
notes that within the last 10 years, a much higher
percentage of applicants have permanent restric-
tions already imposed from previous injuries,
perhaps due to the aging work force.

“About 5% of applicants have some kind of
restriction coming in. Our job in the employee
health service is to identify what kind of restriction
or accommodation this person might need from a
health point of view,” she says. “Then it’s up to the
manager or human resources [department] to
determine if it can be accommodated.
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“Ideally, managers should already have shared
functional job requirements with candidates, so it
should not be a surprise when they come to see
us and we tell them, for example, that they would
have to lift 25 pounds, and their doctor has
already given them a restriction of less than 10
pounds.”

Gabor Lantos, MD, PEng, MBA, president of
Occupational Health Management Services in
Toronto, Ontario, Canada, says honing in on par-
ticulars of the job is an important aspect of pre-
placement evaluations because applicants may
have conditions that could be dangerous to
themselves or patients. 

Examples include not only back strength
assessment (history of back injury) for jobs
requiring heavy lifting, but also whether appli-
cants for jobs entailing rotating shifts have severe
diabetes, whether a nurse who is epileptic will be
flying on helicopters (which is not permitted), or
if lab animal handlers have severe allergies.

Across common and exotic diseases

In addition to a general, thorough assessment
for immune status related to illnesses such as
measles, mumps, rubella, diphtheria, tetanus,
polio, tuberculosis, and hepatitis B, Lantos notes
that occupational health practitioners also must
focus on diseases such as malaria or hepatitis A
for employees from other countries where those
diseases are prevalent.

In recent years, preplacement assessments
have been complicated by higher employee
turnover rates, he adds.

“In the good old days, a typical hospital might
have had 5% to 10% turnover, but many have 33%
turnover now,” he states. “Downsizing, too, often
means that occupational health departments are
working with less resources and higher turnover.”

One way practitioners can shorten the time
needed for each evaluation is to have new
employees fill out their health histories at home
and bring the completed forms with them to their
assessment appointment, Lantos advises.

“An experienced occupational health nurse
will need only a few minutes to review it,” he
says. “If [new hires] complete the forms at home
at their leisure, they can take the time to check
with their family doctors about their medical
history, or to ask Mom or Grandma if they had
chickenpox, and the rest of the assessment can
be completed quickly in the office.”

In addition to functional evaluations and 

baselines, preplacement assessments can be an
ideal time for health promotion, explains Kathleen
McAndrew, MS, ARNP, COHN-S, CCM, occupa-
tional medicine department director at Dartmouth-
Hitchcock Medical Center in Lebanon, NH, and
president of the New Hampshire Association of
Occupational Health Nurses.

Evaluating employees’ work fitness is a basic
EHS responsibility, but many departments,
including hers, also emphasize health promotion
and prevention. Those departments might choose
to go beyond what is minimally required or
expected in a preplacement assessment, she says.

Encourage healthy behaviors

McAndrew’s department coordinates a full
health promotion program, encouraging healthy
behaviors such as exercise, good nutrition, and
smoking cessation. She sees the preplacement set-
ting as a chance to provide education and train-
ing at the same time as more conventional
services such as obtaining health histories and
updating immunizations.

“We take the opportunity at our preplacement
screening process not just to get our baseline
evaluations and the updates we need, and not
just to evaluate whether they can perform the job
duties they were hired for, but also to educate
them on our services and opportunities within
the medical center, such as our employee assis-
tance program, nutrition services, women’s
health programs, stress reduction classes, and
corporate memberships to health spas,”
McAndrew says.

Even if an EHS doesn’t provide wellness ser-
vices, practitioners still can “assess the person in
total” and refer new employees to other health
care providers in the medical center or commu-
nity, she adds.  ■
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