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PHYSICAL EXA M S

To the Editor:
When I entered medical school, my 

initial impression was that everything that 
| w o u ld  learn would have been subject to 
some sort of scientific study, scrutiny, de
late, and eventual publication. Imagine 
my consternation when I discovered that 
much of what I was learning to do in 
medicine was based on medical tradition 
and could be recommended only on the 
basis of long-standing practice and clini
cal impression. The article by Luckmann 
and Melville in a recent issue of The Jour- 
iio/is a welcome iconoclastic view of what 
constitutes preventive care by family phy
sicians, especially in light of current cul
tural and political assumptions that ade
quate wellness by patients and doctors 
will result in immortality and absence of 
illness.1

I disagree, however, with the au
thors’ eventual suggestions that elimina
tion of the (unproven) comprehensive 
physical examination from periodic 
health evaluation would save physicians 
time, and therefore should be eliminated, 
as well as their recommendation that the 
United States Preventive Services Task 
Force (USPSTF) recommendations be 
used as the gold standard for preventive 
tare. Published in 1989, the USPSTF rec
ommendations can be considered out
dated. As witness are recent studies indi
cating the benefit in reduction of death 
"hen performing sigmoidoscopy as a pre- 
ventive screen in patients, which was un
proven at the time of the USPSTF study.2

Rather than calling for cost-benefit 
analysis, polls of attitudes, and definition 
o! secondary doctor-patient relationship 
benefits associated with comprehensive 
physicals, I think it would be of greater 
benefit to call for research regarding the 
specific components o f the physical exam 
that are effective in health promotion, ill
ness prevention, or early detection. Until 
that time, though studies are published 

' and debated, I shall feel justified in offer- 
Ing my patients, especially those over the 
age of 65 years, a periodic comprehensive 
physical, recognizing that this is a medical 
tradition, at least three fourths of a cen
tury old and o f perhaps unproven benefit, 
)ct not at all unlike many of the hallowed 
traditions I perform as a physician every

day while waiting for the scientific com
munity to guide my actions.

Brian C. Weitz, MD 
Helena, Montana
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The preceding letter was referred to Drs 
Luckmann and Melville, who respond as 
follows:

Dr Weitz raises several important ques
tions that every primary care physician 
must consider when deciding which 
physical examination items to include in 
the periodic health evaluation of adults. 
His first concern is that some of the 
guidelines we cite from the Guide to Clin
ical Preventive Services (USPSTF recom
mendations) may be out of date. The 
1989 edition of this book recommends a 
very limited physical exam for the aver
age-risk, asymptomatic adult1; evaluation 
of height, weight, blood pressure, visual 
acuity, and hearing for the patient aged 
65 years or older; and a clinical breast 
exam for women. Even fewer items are 
recommended for younger patients. To 
our knowledge, little new information 
has emerged about the screening physical 
exam that would lead to substantial 
changes in the guidelines in the second 
edition of the Guide to Clinical Preven
tive Services, which is expected to be pub
lished later this year. Of course, there are 
some exceptions. Several new studies 
have been published on screening for ca
rotid artery' disease,2 colon cancer,3 and 
prostate cancer.4 These studies may lead 
to some minor revisions o f the guidelines.

Dr Weitz’s second concern is that the 
evidence against the routine use of many 
parts of the physical exam may be weak or 
incomplete. He suggests that the absence 
of clear evidence that a physical exam item 
is ineffective or harmful may be reason to 
continue to perform the exam based on 
clinical judgment and medical tradition.

In their comprehensive review of the 
evidence for and against the use o f phys
ical examination items in an asymptom
atic patient, Oboler and LaForce cover 
each examination item point by point.5 
Their recommendations are quite similar 
to those of the USPSTF with the addition 
of an abdominal exam for aortic aneurysm 
in older adults and one-time or occasional 
skin and cardiac exams. When clinical tri
als or well-designed observational studies 
comparing outcomes in screened and un
screened populations were available, they 
relied on evidence from these studies. 
However, for most aspects of the physical 
exam, such studies have not been done. 
Therefore, they often relied on other 
types o f evidence to support a recommen
dation not to perform a given exam:

•  Low prevalence of a condition: 
Screening for very' rare conditions 
likely to benefit few people, espe
cially if there is no proof that early 
detection saves lives (eg, the testicu
lar and thyroid exams).

•  Poor reliability of the exam when per
formed by typical physicians'. If the av
erage physician does not perform a 
test accurately much o f the time, it is 
very unlikely it will be effective for 
screening in the primary care setting 
(eg, fundoscopic examination for 
early diabetic retinopathy and glau
coma).

•  Limited sensitivity and specificity of 
an exam: If the sensitivity' and/or 
specificity of an exam are poor, it is 
unlikely that it will be useful as a 
screening test, and more likely that 
false-positive results will lead to po
tentially harmful follow-up testing 
(eg, auscultation of the lungs, rectal 
exam for colon cancer).

•  Limited clinical significance of a 
finding: If an abnormal physical find
ing in the asymptomatic patient is 
rarely related to a serious, treatable 
disease, performing an examination 
to identify that finding is not likely to 
benefit many people (eg, examina
tion of the lymph nodes and spleen).

Oboler and LaForce also use basic clini
cal, biologic, and epidemiologic informa
tion to support some of their recommen
dations to perform some exams (eg,
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examination o f the abdomen for aortic 
aneurysm).5

Thus the evidence supporting an ab
breviated physical exam is eclectic and of 
varying strength. Clearly, there is much 
room for debate and the exercise o f clin
ical judgment in the selection o f items to 
be included in the physical exam. We will 
all have different thresholds for consider
ing a condition “ rare”  or “ serious,”  and 
varying degrees of willingness to accept 
large numbers o f false-positive findings in 
the interest of identifying one true posi
tive. The screening physical exam must 
also be tailored to individual patient 
needs and risks. The patient who cannot 
give an accurate and complete history 
warrants a more detailed physical exami
nation than does the patient we can trust 
is truly “ asymptomatic,”  and the patient 
at high risk for a specific disease may de
serve a screening exam aimed at detection 
o f that disease.

We agree with Dr Weitz that we 
need more high-quality clinical studies of 
selected physical exam items to determine 
their effectiveness with more certainty 
and we called for such studies in the con
clusion to our article,6 but until the ulti
mate studies are available, we must do the 
best we can with existing evidence. We 
feel that, based on the work of the USP- 
STF, Oboler and LaForce, and others, 
there is clearly room for trimming the 
comprehensive physical exam, especially 
when the objective is to make more time 
available for other preventive measures 
that have been shown to be successful 
(eg, smoking-cessation counseling).

Roger Luckmann, MD, MPH 
Sharon K. Melville, MD, MPH 

University of Massachusetts 
Medical Center 

'Worcester, Massachusetts
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COMPENSATING PATIENTS 
EOR ADVERSE EVENTS
To the Editor:

The article by Ely et al presents an
ecdotal information on perceived causes 
of family physicians’ errors, which may 
serve as a springboard to mitigating the 
incidence o f errors.1 Realistically, 
though, given the inescapable fallibility of 
human nature, patients will continue to 
suffer adverse consequences associated 
with provider error, and there will also 
continue to be cases in which patients will 
suffer untoward results not associated 
with provider error.

A logical progression to the valuable 
data culled by Ely et al is to design studies 
intended to garner information regarding 
the attitudes and feelings of family and 
other physicians regarding how patients 
should properly be compensated in in
stances o f adverse events associated with 
provider error, as well as adverse events 
not associated with provider error.

The present malpractice system is 
woefully inadequate as a mechanism tor 
compensating patients for adverse events. 
Ely’s data, for example, reveal that merely 
4 of 53 errors led to malpractice claims, 
even though, following the error, most 
patients sustained a severe adverse out

come. These data are consistent ulf 
other data in the literature, showing tC 
although there is a substantial amount 
patient injury associated with medic 
management including that resultin' 
from substandard care,2-3 medical mi 
practice litigation rarely compensates pa- 
tients for injuries associated with medic 
negligence.4 No compensation is prth 
vided by this mechanism for patient inju- 
ries not associated with substandard care

Although the Ely data are informa
tive, and may indeed assist in the devel
opment o f preventive strategies, more is 
needed. No-fault mechanisms haveoco 
sionally been touted as a way to compeii- 
sate patients who suffer undesirable re 
suits. If, however, patients are to lx 
compensated for injuries related to med
ical treatment, regardless of negligence, s 
must be shown that the effects of medio! 
treatment resulting in injury can be reli
ably distinguished from effects of the un 
derlying medical condition.5

In the end, the Ely data provide: 
piece of a puzzle that is far from solved

L e o  U z y c h ,  J D , MPH 

W a l l i n g f o r d ,  P e n n s y lv m
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