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Abstract: Preemployment evaluations present primary care physicians with numerous medical, ethical, and 
legal dilemmas. These examinations are especially problematic for community-based primary care providers 
unaccustomed to standards used by physicians in occupational settings. In response to a mailed 
questionnaire, 255 family physicians and general practitioners described their current methods of 
performing these examinations. Forty percent reported that employers routinely provide no information 
about the job for which the prospective employee is being evaluated. Respondents differed according to 
number and type of laboratory tests routinely included as part of a preemployment evaluation and in the 
proportion of prospective employees disqualified on the basis of the examination. Twenty-four percent 
reported no disqualifications, and 34 percent disqualified 5 percent or more. The percentage reporting 
medical and psychological information also varied. One-half routinely reported alcohol and drug abuse to 
employers, and of these, only one-half obtained a waiver for the release of such information. Five of every 6 
physicians believed that it was more important to "tell the truth to the employer" than to "protect the 
interests of the employee." Our findings show that no consensus exists among the primary care physicians in 
our survey about the performance of preemployment evaluations. Because this can have serious 
consequences to workers, employers, and physicians, we propose guidelines for primary care physicians who 
perform preemployment evaluations. (J Am Board Fam Pract 1991; 4:95-101.) 

While the majority of preemployment evalua­
tions are performed by primary care physicians 
who have little or no training in occupational 
medicine,I-.1 certain issues involved in these eval­
uations are not being taught in current medical 
education4,5 or in primary care residency train­
ing.n,7 Recent discussions of occupational health 
issues in the literature have focused on toxic expo­
sures and job-related illnesses rather than pre­
employment examinations. Determining fitness 
for work was ignored, for example, in a 17 -page, 
two-part article reviewing current developments 
in occupational medicine. H 

Guidelines developed thus far are found almost 
exclusively in the occupational medicine litera­
ture,9-12 are written by or for corporate physi­
cians, 13, 14 or are published outside the United 
States. IS-17 These authors do not describe current 
practices of U.S. family physicians, general in­
ternists, and general practitioners, nor do they 
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address many of the distinctive concerns of these 
disciplines. 

Although the manner in which a preemploy­
ment evaluation should be conducted has not 
been addressed directly in the primary care liter­
ature, a few recent articles have suggested that 
there may be serious problems in the way that 
these physicians currently are performing pre­
employment examinations. Mayhew and Nord­
lund lH studied family physicians' attitudes about 
absenteeism certification and discovered impor­
tant levels of physician anxiety caused by lack of 
objectivity, suspicion of dishonesty, and divided 
loyalty toward employer and patient-employee. 
Rosenstock and Hagopianl9 and Holleman and 
Holleman20 have argued that primary care physi­
cians performing employment-related examina­
tions often compromise principles of medical eth­
ics, such as confidentiality, truth-telling, and 
beneficence, and must establish an investigative 
rather than a therapeutic relationship with their 
patients in order to fulfill their expected role as 
agent of the employer. 

Recent increases in urine drug testing and HIV 
testing have highlighted the need to define ethical 
and professional responsibilities associated with 

Preemployment Evaluations 95 

 on 8 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 P

ract: first published as 10.3122/jabfm
.4.2.95 on 1 M

arch 1991. D
ow

nloaded from
 

http://www.jabfm.org/


preemployment examinations. Unfortunately, 
little is known about how primary care physi­
cians actually perform preemployment (or other 
employment-related) evaluations, or whether 
consensus exists concerning appropriate stan­
dards. Identifying problems in performing and 
reporting these evaluations could facilitate the 
development of appropriate medical and ethical 
guidelines. 

We hypothesized that a lack of training and 
published guidelines would result in a lack of 
uniformity in the performance of preemployment 
evaluations by primary care physicians and in 
their attention to confidentiality in the reporting 
of results. Focusing on an urban county in the 
Southwest, we developed a profile of procedures 
routinely included in preemployment examina­
tions and how the result" of these evaluations 
were reported to the employer. 

Methods 
Study Population 
The study population included 303 physicians 
from Texas who were members of the American 
Academy of Family Physicians (AAFP). When 
compared with all members of the AAFP, our 
respondent" were similar in age (44 years), gender 
(19 percent women), proportion of resident" (14 
percent), and proportion of academic physicians 
(7 percent) (44 years, 19, 14, and 8 percent, re­
spectively, for the national body). Our sample had 
a lower percentage of board-certified physicians 
(42 percent) than the national body (90 percent) 
(P < 0.0001). 

Survey Instrument 
A questionnaire was designed and mailed accord­
ing to the guidelines suggested by Dilhnan.2 1 It 
included questions about the number and pro­
portion of all patients seen for preemployment 
evaluations per month, information received 
from employers about the requirement" and risks 
associated with the job, items routinely included 
in the preemployment evaluation, findings re­
ported to employers, whether a waiver was se­
cured before releasing findings, percentage of 
workers disqualified or restricted, and the 
physician's perceived obligation to employer and 
employee. 

Physicians were asked to describe their usual 
practice of performing preemployment exam ina-
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tions by responding to our questions; they were 
not asked to consult their office records. 

Statistics 
Comparison of the proportional characteristics of 
the sample with the national membership of the 
AAFP was conducted using chi-square tests and 
SPSS software. 

Results 
Our response rate was 84 percent. Ninety-seven 
percent of the returned questionnaires were com­
plete, and no more than three responses were 
missing for anyone question. We found that pre­
employment examinations constituted an impor­
tant facet of the practice of our respondents and a 
major investment by employers. Nearly half (45 
percent) reported performing eight or more pre­
employment examinations per month, and nearly 
one-fourth (23 percent) reported doing 20 or 
more per month. Twenty-eight physicians (10 
percent) indicated that they "seldom or never" 
performed preemployment examinations. Their 
responses were excluded from the remainder of 
the analysis, leaving 255 respondents whose an­
swers were used to develop the profile. 

Forty percent reported that employers rou­
tinely provided no information about the job for 
which the prospective employee was being inves­
tigated; 68 percent said that employers provided 
no information about the physical requirements 
of the job, and 92 percent reported that employ­
ers provided no information about the psycholog­
ical and emotional stresses associated with the job. 

Virtually all physicians reported histories and 
physical examinations as a routine part of their 
preemployment evaluations. These examinations 
required an average of 20.6 minutes to perform. 
In addition, many routinely performed such tests 
as urinalysis, CBC, urine drug screening, and 
spine radiographs (Table 1). Most (84 percent) 
reported urinalysis testing, but only 5 percent 
reported testing for human immunodeficiency 
virus. With regard to other test", there was a low 
proportion of agreement. 

Physicians varied in the number of prospective 
employees they disqualified. Sixty-two physicians 
(24 percent) reported that they had disqualified 
no prospective employees, but 86 physicians (34 
percent) reported disqualifying 5 percent or 
more. Physicians also differed about restricting 
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prospective employees from doing certain aspects 
of their jobs. Fifty-eight physicians (23 percent) 
reported that they restrict no one, and the same 
number reported restricting 5 percent or more. 

Table 2 indicates a low proportion of agree­
ment concerning information reported to em­
ployers and waivers of confidentiality. The lone 
exception is the reporting of sexually transmitted 
diseases, particularly the acquired immunodefici­
ency syndrome. In other areas, there was consid­
erable disagreement. Physicians were evenly split 
on reporting alcohol and drug abuse. Of those 
reporting information to employers, approxi­
mately half obtained the employee's written per­
mission to release information. 

When physicians were asked to give their opin­
ion about loyalty to employer versus loyalty to 
patient (Table 3), the majority believed it was 
more important to "tell the truth to the em­
ployer" (84 percent) than to "protect the interests 
of the employee" (15 percent). ("Yes" answers to 
both choices were eliminated in the analysis.) 

Discussion 
Our findings show that our respondents differed 
substantially in preemployment examination 
practices. 

Lack of Definitive Standllrds 
Our data indicate that most preemployment ex­
aminations are performed by physicians who have 
little or no information about the patient's physi­
cal and psychological job requirements. This sug­
gests that laboratory examinations often are not 
correlated with job demands, thus compromising 
the medical value of the preemployment exami­
nation while inflating costs because of unneces­
sary tests. 

Unnecessary tests constitute a sizable expense 
to employers and also give them a false sense of 
security about the prognosticating powers of the 
examination. Employers who request that specific 
tests be done (e.g., testing for drugs and HIV, 
radiographs) should justify their inclusion in the 
preemployment evaluation when the indication is 
not apparent. 

The high percentage of physicians (31 percent) 
performing routine spine radiographs despite 
their widely recognized ineffectiveness in predict­
ing back problems,22,23 and the American Occu­
pational Medical Association's recommendation 

1ilble 1. Tests Routinely Includecl in Preemployment Evaluations. 

Frequency Percent 
(n=255) 

Urinalysis 215 84 
Complete blood count 106 42 
Urine drug screening 96 38 
Spine radiographs 79 31 
Chest radiographs 67 26 
Serologic test for HIV 12 5 

that spine radiographs "should never be per­
formed in a routine manner," 24 indicates that 
many primary care physicians do not apply occu­
pational medicine standards to their own practice. 
The routine use of spine radiographs, urinalysis, 
and other tests as screening devices, despite their 
medical inappropriateness or cost-ineffectiveness, 
suggests that preemployment evaluations are 
being designed largely by employers rather than 
by physicians aware of current standards in occu­
pational medicine. 

The employer's failure to provide examining 
physicians with complete job descriptions lessens 
the physician's ability to provide a reliable, dis­
criminating evaluation of fitness for work. Appro­
priate assessment requires focusing on the capa­
bilities of the patient-employee relative to the 
requirements of a particular job. Without a com­
plete understanding of job requirements, specific 
criteria for qualification for employment cannot 
be formulated. 

It should be noted that when employers ask for 
specific tests, interests other than fitness for work 
may be influencing the request, such as establish­
ing a baseline for possible later claims of work-re-

Table 2. Medical Findinp Generally Reported by Physician to 

Employer. 

Percent Giving 
Information" 

Type of Information (n = 254) 

Major diseases 78 
Minor diseases 38 
AIDS 14 

Other sexually trans- 19 
mi ned diseases 

Alcohol or drug 51 
abuse 

Prior workers' com- 32 
pensation history 

"i = 71.27; df 5; P< 0.05. 
ti = 3.696; df 5; P > 0.05. 

Percent Giving 
Information Who 

Obtained Waiverst 

44 
52 
63 

52 

57 

55 
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'IWIIle 3. Physicians' loyalties to Employer and Patient. 

When someone presents for 
preemployment examination, 
the physician's primary Frequency 
obligation is to: (n = 240) 

Tell the truth to the employer 203 

Protect the interests of the 37 
potential employee 

Percent 

84 

15 

lated disability, decreasing medical insurance ex­
posure, or providing a benefit to the employee by 
screening for conditions that would not preclude 
employment but might benefit by early treat­
ment. While lumbar films may not be helpful in 
predicting who is at higher risk for back injury, 
they substantiate that a pre-existing radiologic 
abnormality is not work related. 

Impact upon Physicians, Patients, and Employers 
The impact of the lack of definitive standards 
upon the medical profession itself must be consid­
ered. The lack of explicit criteria forces physicians 
to use implicit criteria, increasing the possibility 
of arbitrary judgments and the risk of accusations 
of bias. Unless physicians have explicit job re­
quirements on which to base decisions to approve 
or disapprove the potential employee, they may 
be perceived as disqualifying the patient based on 
physical or mental impairment alone, a practice 
not allowable by law.25 

When explicit criteria are lacking, the physi­
cian can be placed in the awkward position of 
deciding between loyalty to the employer, who 
pays the bill, and fidelity to the patient, who 
needs an advocate and a caregiver and who, tra­
ditionally, has been the physician's sole concern. 
In so doing, the physician must choose between 
two fundamental principles of medical ethics that 
often come into conflict: beneficence and truth­
fulness. Such decisions force the physician to 

compromise many of the values traditionally rec­
ognized by the medical profession, such as confi­
dentiality and patient autonomy. 

It is also important to consider the impact of 
the lack of explicit criteria upon patients. Pre­
employment examinations pose, for many 
patients, a conflict between self-interest and hon­
esty, forcing them to decide whether to with­
hold potentially damaging elements of their med­
ical histories that might, justly or unjustly, affect 
job eligibility. This is particularly difficult for the 
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many persons for whom unemployment may re­
sult in hlmger and homelessness. 

When different standards are used for disqual­
ifications and restriction, it suggests that some 
workers' opportunities to get jobs may be in­
fluenced not by a medical problem, but by the 
choice of which physician, using his or her own 
set of implicit standards, performs the examina­
tion, Conversely, a physician using standards that 
are inappropriately lax may approve a patient 
for employment for whom the job poses too great 
a risk. The outcome may be preventable injury 
to the employee and lost productivity and in­
creased workers' compensation claims for the 
employer. 

Confidentiality In the Physklan-Patient 
Relationship 
From an ethical perspective, the most disconcert­
ing finding to us was the physicians' preference 
for protecting employers' interests over those 
of the employee and the loss of confidentiality of 
the physician-patient relationship. When forced 
to choose, the majority of those surveyed pre­
ferred "telling the truth to the employer" over 
"protecting the interests of the potential 
employee," A high percentage indicated that 
they routinely reported medical and psychologi­
cal information to employers, and many did so 
without obtaining waivers of confidentiality from 
patient-employees. Such a pattern of favoritism 
toward employers is particularly important be­
cause many in occupational medicine and else­
where would question the right of the employer 
to obtain much of the information commonly 
reported. 

Does the investigative nature of the pre­
employment examination harm the therapeutic 
relationship between physician and patient? If the 
patient's primary care physician performs the pre­
employment evaluation, the physician could feel 
obliged to reveal to the employer information 
previously acquired in the context of a confiden­
tial, therapeutic relationship. When economic 
and medical considerations conflict, physician­
patient trust can be undermined, In subsequent 
visits, the patient could be less likely to disclose 
symptoms and history. Thus, the quality of the 
physician-patient relationship could be compro­
mised, diminishing the therapeutic value of future 
in teracti ons. 

 on 8 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 P

ract: first published as 10.3122/jabfm
.4.2.95 on 1 M

arch 1991. D
ow

nloaded from
 

http://www.jabfm.org/


The use of implicit versus explicit criteria 
means that the physician must take more respon­
sibility for any damaging decisions rendered. The 
physician is forced to switch roles, e.g., from con­
fidant to judge, therapist to investigator, and 
patient advocate to employer's protector. Pa­
tients may have difficulty perceiving the physi-

. cian in these divergent roles and maintaining a 
wholesome therapeutic relationship with the 
physician. 

Limitations of the Study 
Because our goal was to define the preemploy­
ment examination practices of a representative 
sample of family physicians, one possible weak­
ness of our study is that our sample population 
was restricted to a single geographic region with 
a large concentration of petrochemical compa­
nies. We do not believe that this unduly influ­
enced our sample, however, because the major oil 
companies provide their own occupational medi­
cine services. 

A second concern is that the questions asked of 
physicians were not specific enough to determine 
whether individual tests were requested depend­
ing on job specifications, on directions of the 
employer, or "routinely." The limited number of 
employers who provided any information on the 
physical or psychological requirements of the job 
make us believe that few physicians chose labora­
tory tests on the basis of specific screening 
criteria. The extent to which testing reflects 
the employers' or the physicians' initiative is 
not clear; it can be argued, however, that physi­
cians are responsible for judging the legitimacy of 
such tests. 

The differential between the percentage of 
board-certified physicians in our sample and 
those in the national body raises the question of 
whether our study underestimates the average 
American family physician's familiarity with cur­
rent standards of preemployment evaluations. 

A final criticism of this study is its reliance on 
the self-reporting of data. 

Recommendations 
The lack of explicit criteria and uniform standards 
for performing preemployment examinations 
may adversely affect workers, employers, and 
physicians. To ameliorate these problems, we sug­
gest the following guidelines: 

1. What the employer should tell the physician. Em­
ployers should provide a job title; description; 
list of physical, mental, and emotional re­
quirements; and particular risks and expo­
sures. Because these may be subtle and com­
plex, employers should consult with the 
physician in identifying these requirements, 
stresses, and risks. In certain instances, this 
assessment will necessitate that the physician 
visit the job site. 

The employer and the physician should 
agree prospectively upon explicit criteria for 
each job qualification. Job-specific require­
ments, such as "must be able to lift 30 
pounds" or "must have 20120 visual acuity in 
both eyes without corrective lenses" will help 
alleviate arbitrary and unjust decisions. 

2. What the physician should tell the employee. The 
physician should inform the patient-employee 
at the outset about the investigative nature of 
the visit and of the different sort of physician­
patient relationship that will be appropriate 
for this encounter. Otherwise, patients who do 
not know the rules may be unfairly disadvan­
taged. The patient-employee may then decide 
whether to withhold certain information from 
the physician.26 

Physicians may wish to protect the trust 
necessary for therapeutic relationships with 
their patients by suggesting that they see an­
other physician for employment-related in­
vestigatory encounters. 

Physicians should counsel and educate 
employees about the dangers associated 
with particular jobs. In most cases, antici­
patory guidance, including emphasis on pre­
vention, will decrease an employee's risk 
and the employer's costs. Physicians should 
also report any abnormal findings to their pa­
tients and make recommendations for treat­
ment or referral; even in the investigative re­
lationship, there IS some therapeutic 
responsi bility. 

3. What constitutes appropriate testing. The key to 
a cost-effective use of medical technology 
is to choose tests on the basis of two factors: 
the requirements of the job and the medical 
and occupational history of the prospective 
employee. Guidelines for job-appropriate 
tests are available in the occupational medi­
cine literaturep-31 
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Appropriate testing is important not only 
for job screening but also for early detection 
of treatable diseases. Tests chosen for this 
screening function, a distinct benefit to em­
ployees, should meet the criteria for an ap­
propriate screening test.32 When testing is 
provided solely as a benefit to employees and 
not as screening for fitness to work, this 
should be clearly communicated to the em­
ployee, and compliance with the testing 
should be optional. 

4. What the physician should tell the employer. 
We recommend that physicians keep all med­
ical records in their offices as base-line data 
and report to the employer only the patient­
employee's qualifications and any restrictions 
that might be necessary. Should a need for 
this information arise as part of a workers' 
compensation claim, for instance, it can be 
provided with the employee's consent. There 
will, of course, be exceptions, such as an insu­
lin-dependent diabetic subject to hypoglyce­
mic episodes, who would be safer if cowork­
ers were aware of the condition. 

In exceptional cases such as this, the patient 
must choose between getting that particular 
job and maintaining medical confidentiality 
and should be allowed to make an informed 
decision. Should the patient choose the for­
mer, medical information can be transferred 
to the employer once the patient has agreed, 
verbally and in writing, to a waiver of 
confidentiality. Even in this situation, how­
ever, only the pertinent medical information 
should be released. 

If implemented, these guidelines could alleviate 
many of the problems for employees, employers, 
and physicians that are inherent in current meth­
ods of assessing fitness for employment. 
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