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Point: Routine Daily Physical Exams in Hospitalized Patients Are a Waste of Time
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Every day, physicians engage in an elaborate perfor-
mance with their patients—the routine complete  
physical exam. We argue that this purportedly 
time-tested ritual is at best a waste of time, and at 

worst potentially harmful. 
The modern physical exam evolved throughout the 19th 

century as the first diagnostic tool in a medical field that was 
rapidly transforming from its traditional roots to a modern 
scientific discipline.1 Despite the vast increase in diagnos-
tic tools since then, the physical exam remains one of the 
most predictive. Several decades of investigation into the  
“evidence-based” physical exam have attempted to calculate 
the test characteristics of individual exam findings, confirming 
that the exam remains as useful a diagnostic tool today as it was  
for Laënnec or Osler.2 

Performing a physical exam for the purposes of diagnosis 
and prognosis—not only on admission, but also on a daily ba-
sis to assess treatment response—remains a fundamental part 
of a hospitalist’s job. For example, a daily volume assessment, 
including cardiac auscultation for an S3, evaluation of the jug-
ular venous pulse, and measurement of edema, is essential in 
managing patients with decompensated heart failure. Howev-
er, when we stray from these diagnostic purposes, we are no 
longer using the exam as intended.

The physical exam most frequently performed in the hos-
pital today is the so-called routine daily exam. Generally, this 
involves passing a stethoscope fleetingly across the chest and 
abdomen, perhaps with some additional palpation of the ab-
domen. Cranial nerves II through XII may also occasionally be 
checked. This routine exam—and by extension, the templat-
ed physical exams that fill hospitalists’ documentation—not 
only lack an evidence base, but also are arguably harmful 
to patients. Such exams should not be part of a hospitalist’s  
daily practice. 

The most concerning aspect of a routine daily exam is that 
examination of an asymptomatic patient—for example, aus-
cultation of the lungs of a patient admitted with lower extrem-
ity cellulitis—is fundamentally a screening rather than a diag-
nostic test. While little work has been done in the inpatient 
setting, decades of studies on outpatient screening exams 
demonstrate that very few of them are effective.3 For example, 

a review of commonly used exam maneuvers in wellness visits 
concluded that “for the asymptomatic, nonpregnant adult of 
any age, no evidence supports the need for a complete phys-
ical exam as traditionally defined,” recommending against 
such popular maneuvers as lung and heart auscultation and 
peripheral pulse palpation.4 While the inpatient hospital med-
icine population has different characteristics that may warrant 
a routine exam, there is no evidence to support such practice.

It is often argued that the routine physical exam is “cheap” 
and “quick” and, therefore, should be performed regardless 
of evidence. While this is certainly true for many diagnostic 
physical exams, the literature suggests that there is no reason 
to think that a routine physical exam would be cost-effective.5 
Even cost-effective screening physical exam tests, such as 
an outpatient nurse performing a 1-minute pulse palpation 
starting at age 55, have incremental costs measuring in the 
thousands of dollars.6 Furthermore, screening tests can have 
unexpected downstream effects that are both costly and as-
sociated with morbidity and mortality.7 For example, abdom-
inal palpation of a “prominent” aorta can lead to imaging, 
where incidental findings can trigger procedures that may  
involve complications.

In addition to potentially adding more risk, the routine dai-
ly physical exam represents time that can be better allocated. 
Medical residents spend the vast majority of their day at the 
computer, while spending less than 10% of their time at the 
patient’s bedside.8 Anything that takes up that valuable time, 
including a “routine exam,” is time spent not talking to the 
patient, learning about their symptoms, their fears, and who 
they are as human beings. 

It is also true that patients expect a physical exam to be per-
formed, and that additional exam maneuvers, including poten-
tially invasive exams, are associated with increasing patient sat-
isfaction.9 However, these arguments miss much of the nuance 
of why patients have these expectations. Qualitative research 
suggests that much of a patient’s desire for unnecessary tests 
or exams is actually their concern about a lack of validation 
or empathy from the physician, as well as general skepticism 
about evidence-based medical decision-making.10 Perhaps 
spending more face time with patients discussing their issues, 
rather than idle time performing routine maneuvers, would 
lead to even greater patient satisfaction. 

Finally, one of the most popular arguments in defense of 
a routine physical exam is that the exam is a “sacred ritual” 
essential to the patient-physician relationship.11 However, this 
is an argument not supported by historical interpretation. 
The physical exam was developed as an explicitly diagnostic 
procedure in the early 19th century, while the primacy of the  
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doctor-physician relationship dates back millennia, long before 
the development of the modern physical exam. Furthermore, 
modern historiography has identified the development of the 
physical exam as part of a movement to minimize the experi-
ence of the patient in their own disease, and to situate the phy-
sician as the ultimate source of knowledge about a patient’s 
body rather than an attempt to strengthen a relationship.12

Ritual is indeed important, and the exam as currently prac-
ticed may indeed reinforce the physician-patient relationship. 
But we should also keep in mind what that relationship entails. 
Having full access to a patient’s unclothed body and having 
the ability to perform invasive procedures are far beyond regu-
lar social norms—these are powerful diagnostic tools, yes, but 
they also serve to reinforce an imbalance of power in the rela-
tionship. Medical rituals have also changed dramatically over 
time. Modern evidence suggests that pulse palpation alone, 
the form of the exam that was dominant for millennia, has pro-
found physiological effects even on critically ill patients.13 Rath-
er than a diagnostic exam that has potential downstream cost 
implications and consumes valuable time from an encounter, 
we suggest a return to a more traditional ritual of physical 
touch: sitting at the patient’s bedside, holding their hand, 
and speaking to them compassionately about their fears and 
hopes. This would be a far more valuable “routine” encounter 
to incorporate into the busy hospitalist’s day.
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