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PERSPECTIVES IN HOSPITAL MEDICINE

Counterpoint: Routine Daily Physical Exams Add Value  
for the Hospitalist and Patient
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We read with interest the perspective of Drs Rod-
man and Warnock,1 but disagree with the au-
thors on several points. We find that the routine 
daily physical examination, often neglected or 

unappreciated amidst technological advances and new diag-
nostic testing, provides significant value to both hospitalist 
and patient in terms of diagnosis, treatment, patient-centered 
care, and maintaining the patient-doctor relationship. 

First, the daily physical exam provides the practice that hos-
pitalists need to develop and maintain necessary diagnostic fi-
nesse. We are taught fundamental physical exam maneuvers in 
medical school, but these skills often atrophy during residency 
and throughout our careers.2 This leaves us, as practicing phy-
sicians, potentially worse at these competencies than when we 
were students. The daily physical exam, on the other hand, pro-
vides frequent and effective practice to keep up and build upon 
these skills. We gain in part from our repeated normal exams, 
which help us to skillfully recognize the rare abnormal finding; a 
hospitalist must likely feel hundreds of normal abdomens to re-
liably discover a furtive abdominal mass. Our exams also benefit 
from several forms of prompt and relevant feedback, including 
that which is provided by subspecialist consultants (like a cardiol-
ogist agreeing with your assessment of jugular venous pressure) 
and other diagnostic tests (like the echocardiogram without the 
valvulopathy thought to be detected at the bedside). The phys-
ical examination is best learned at the bedside, and the daily 
exam offers an unparalleled opportunity to do so. 

Such continual skill improvement is necessary for hospitalists 
to accurately apply data from the evidence-based physical di-
agnosis literature. Many studies of the utility of various physical 
exam findings3 involve maneuvers performed by experts; to 
truly apply their results to our generalist practice, we are re-
quired to push ourselves to obtain the diagnostic expertise of 
the specialist. The daily physical examination, being the most 
concrete way for hospitalists to do so, is therefore essential to 
practicing better evidence-based physical diagnosis.

Beyond these larger benefits of the daily physical examina-
tion on our own practice and skills, patients in our care benefit 

diagnostically from these exams as well. Time and again, we 
see an inadequate or incomplete physical exam leading to er-
rors or adverse patient outcomes.4,5 Even after completion of 
initial laboratory and imaging tests, laying of hands and stetho-
scope can lead to dramatic changes in inpatient diagnosis and 
management.6 The subsequent routine daily physical provides 
fresh opportunities to reexamine the evidence for or against 
our own working diagnoses and management plans. The ad-
age that “you don’t know what you don’t know” is especially 
fitting here. We often do not know to look for and rule a dis-
ease process in or out if it is not on our initial differential on 
hospital day one or two; the daily physical exam allows us to be 
on the lookout for diagnoses we have not yet considered. The 
two of us have more than once made a serendipitous discovery 
of a new rash or other physical finding on hospital day three or 
four that helps suggest another, and ultimately correct, final 
diagnosis. Particularly in a setting in which so many inpatient 
diagnoses are wrong and can lead to patient harm,7 the daily 
physical examination provides an important check on our own 
diagnostic reasoning. 

Even if we are right about the diagnosis, the daily exam also 
allows for timely recognition of complications from our man-
agement. Listening to each patient’s lungs every day, includ-
ing those of patients with seemingly unrelated lower-extrem-
ity cellulitis, means we will more promptly notice when they 
retain fluid due to as yet unknown underlying heart failure. 
Those subtle bibasilar crackles not only become diagnostical-
ly useful, but also allow us the possibility of intervening and 
changing course even before the patient reports shortness of 
breath or the nurse notes hypoxemia on routine vital signs a 
day or two later. In an era when our treatment regimens are 
more complex, with frequent off-target results and side effects, 
the daily exam is a key screening tool for adverse outcomes 
in an increasingly ill population. Having a frequently updated 
and accurate baseline exam is also exceptionally important in 
the event of sudden neurologic deficits; an inpatient with new 
facial droop and left-arm weakness at 10 am has much better 
treatment options if their hospitalist has conducted a routine 
basic neurologic exam that morning and can confidently pro-
vide a time when they were “last known well.” 

Finally, the daily physical examination is important to patient- 
centered care and potentially preventing physician burnout.8 Pa-
tients have more confidence in us when we conduct a thorough 
exam. The ritual of the physical exam is also an important con-
tributor to the patient-doctor relationship, and a daily exam 
can help strengthen that bond each morning.9 Such benefits 
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also extend to physicians. Hospitalists are spending less and 
less time at the bedside,10 a reality at least partially respon-
sible for rising rates of burnout.11 We all went into clinical 
medicine to take care of and connect with people. The daily 
physical examination offers valuable time to show our patients 
we care about them while also giving us the opportunity to 
spend time with them, rather than with the “iPatient” that can 
otherwise become our focus.12 In this way, the daily physical 
examination can be immensely satisfying and may not only 
inoculate against burnout but also contribute to a stronger  
patient-doctor relationship.

For so many reasons, the daily physical exam is of great ben-
efit to hospitalists looking to develop and maintain diagnostic 
skills, to our patients as we stay on the lookout for unexpected 
diagnoses and complications, and to the relationships we have 
with those for whom we care. It is a practice worth not only 
continuing but celebrating. 
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