
The Disappearance of the Primary Care Physical
Examination—Losing Touch

What is a physical examination worth? As I stare at a
list of my upcoming patient appointments in my pri-
mary care clinic and try to decide who shall come into
the office despite the coronavirus disease 2019 pan-
demic, this question paralyzes me.

In the 15 years that I have been a physician, the
physical examination has always occupied a precarious
space for me. As a resident, the reams of information I
had on patients before I stepped into their room made
it tempting to do the “quick physical exam” that Robert
Hirschtick bemoaned in a recently republished essay.1

More recently, my accountable care organization’s
emphasis on increasing our volume of Medicare annual
wellness visits, which do not require a physical exami-
nation, and recommendations from some groups
against routine physical examinations in asymptomatic
patients2 has me second guessing why I examine
healthy elderly patients.

As our primary care practice has pivoted to tele-
health and the physical examination has been ripped
away from me, I find myself reflecting on what value the
examination has. It is clearly needed at times to make a
diagnosis. But I now realize the other ways I use the ex-
amination to advance care and its significance to my own
well-being. It is a means through which I pause and physi-
cally connect with patients, I demonstrate my knowl-
edge and authority, and is a tool I use to persuade
patients and reevaluate their narratives.

Many physicians would say that some diagnoses
cannot be made without examining a patient in person.
I am not sure how I am supposed to distinguish central
vs peripheral vertigo, diagnose otitis media, or deter-
mine if someone has orthostatic hypotension without
examining a person in front of me. In addition, many of
us have cases where an unanticipated finding on exami-
nation feels as though it saved a patient’s life. A discov-
ery of an irregular mole, a soft tissue mass, or a new mur-
mur—I do not forget these cases, and I do not think the
patients do either.

What was less apparent to me before the pan-
demic was how a thorough physical examination pro-
vides a measure of objectivity that can help me rethink
a patient’s narrative. I work in Maine, which has its share
of stoics. A patient recently came in feeling a bit tired but
felt it was nothing, likely as a result of working too hard.
His examination suggested he was in heart failure. If I had
not been able to listen to his heart and lungs, and exam-
ine his jugular vein and lower extremities, I may have put
too much weight on the patient’s lack of concern and
missed the diagnosis.

When patients and I disagree on a plan, the physi-
cal examination not only provides data, it also acts as
an arbiter. For instance, patients sometimes feel a

need to use antibiotics to treat a respiratory infection.
If I communicate that results of their lung examination
are clear and that their oxygen saturation levels are
normal, they often feel more reassured that they do
not need medication.

The examination, though, is more than a tool that
informs diagnosis and treatment. I now realize its value
to me. The quiet moments when I am listening to a pa-
tient’s heartbeat and breath can be centering, similar to
the part of a meditation where one refocuses on one’s
own breathing. Abraham Verghese has commented ex-
tensively on the role of the physical examination as ritual
and its importance to patients; he also has observed how
this ritual brings physicians satisfaction through hu-
man connection.3 Only now have I come to recognize the
examination as a ritual that is restorative and brings me
calmness and confidence.

In an admission of my own insecurity, the physical
examination remains one of the few domains where I
maintain a sense of professional skill and authority. I have
never been much of a proceduralist. The mainstay of
what I offer to patients is the ability to listen to them, to
use critical thinking skills, and to offer my knowledge and
experience. But those skills are sometimes challenged
in a world where patients research their own health and
develop their own medical narratives. The physical ex-
amination remains a place where I offer something of dis-
tinct value that is appreciated.

Finally, the physical examination is one of my rou-
tines, 15 years in the making, that has been taken away
with the emergence of the pandemic. Starting with
the principles of active listening, gathering data, and cre-
ating a broad differential, I had developed a way of prac-
ticing medicine that I felt worked more often than not.
While I continued to reevaluate this process, I did not
question each day whether a patient needed a physical
examination. But the pandemic has forced me to de-
construct my routine, including the physical examina-
tion, in a way that leaves me on uncertain ground. This
has been emotionally exhausting and unsettling.

Notall is lostwiththeemergenceoftelehealth.Atleast
in these early phases, virtual visits seem to allow me to
connect more frequently and easily with patients. With
telehealth, I can see patients in their home environments,
which often provides me with new information on factors
that influence their health behaviors. Virtual visits respect
a patient’s time. And, of course, in this pandemic when
social distancing is so important, telehealth keeps patients
safe. As the months go by, I will adapt and undoubtedly
learn new ways to gather physical examination data.
Wearable technology or guiding patients through self-
examinations will offer some creative approaches to
obtain tele-examination findings.
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In the past 10 years, with the emergence of the electronic
health records and team-based care, we primary care physicians
have found ourselves on unsure footing with our identity and
way of practicing frequently shifting and disrupted. I have no
doubt that when the dust settles from the coronavirus dis-
ease 2019 pandemic, things will once again be changed, inclu-
ding a reexamination of the role of the in-office physical exami-
nation.

This examination, in its current form, may be left behind.
As Michael Rothberg writes in a recent JAMA piece, some physical
examinations, in our current health care environment, can have un-
intended costly and risky consequences, leading to “invasive and po-
tentially life-threatening tests.”4(p1683) While I am sympathetic to this
rationale and recognize the benefits of telehealth, I struggle to find
equipoise. In attempting to keep patients at a distance, I am losing
touch with a part of my professional identity.
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The Suffocating State of Physician Workforce Diversity
Why “I Can’t Breathe”

It is a difficult time to witness the outrage of the rav-
aged and disenfranchised communities of color and the
long-standing, systemic oppression of Black people in the
US. I find my clinical day job as a radiation oncologist ex-
ceptionally fulfilling—supporting, advocating for, and
treating men with prostate cancer. What led me to this
specialty and disease-site specialization was the first-
hand observation that Black men in the US suffer the
highest incidence of prostate cancer globally and have
a death rate twice that of White men,1 and the appar-
ent ignorance of or apathy about these disparities that I
perceived during my training. Yet, the recent health dis-
parities and inequities during the coronavirus disease
2019 (COVID-19) pandemic and the blatant racial and so-
cial injustices that have caused multiple Black lives to be
unnecessarily killed before our eyes have also affirmed
my passion and call to workforce diversity as a means to
address health equity.

Despite decades of calls to improve physician work-
force diversity, my field, radiation oncology, ranks among
specialties that can and must do better with respect to
racial, ethnic, and gender diversity.2 In 2018, Black full-
time faculty3 and residents4 in the US comprised 6442
of 178 543 (3.6%) and 7430 of 136 028 (5.5%) posi-
tions in their respective workforces, compared with 32
of 1842 (1.7%) and 26 of 744 (3.5%) in radiation oncol-
ogy. The peak of representation for Black residents in ra-
diation oncology was 6.4% in 1998 when there were also
26 Black residents and fewer residents overall.5

I view this disproportionate underrepresentation of
Black physicians as complicit exclusion or gross negli-
gence. Moreover, it is perpetuated in many other fields,
clinical environments, and health care organizations, par-

ticularly on the path to career advancement and lead-
ership. This lack of inclusion and representation is op-
pressive and takes my breath away.

I can’t breathe when I walk into a room and am the
only person who looks like I do, particularly in places of
power and achievement. Sadly, I have known this oth-
erness the majority of my lifetime, despite living in di-
verse, urban environments. Yet the further I advance
within my specialty and academic medicine, the more
uncomfortable and suffocating it becomes to think that
I am the only voice of color or historically underrepre-
sented minority perspective in most meetings and
decision-making environments. More perturbing is think-
ing about the rooms that I have not yet entered and the
consequential decisions being made within them, know-
ing that no one like me may have ever had a seat at that
table despite their clear deservedness, competence, and
unique insights. On a daily basis, it is defeating and dis-
couraging to realize that structural barriers to health eq-
uity may persist owing to a lack of representation of all
members of our society at the highest levels. It is an op-
pressive weight like the knees of the police officers crush-
ing the back and neck of George Floyd. This is not hy-
perbole. It is the unprivileged, cumulative sum of decades
of macroaggressions and microaggressions, stereo-
type threats, overt and implicit biases, isolationism, and
exclusion. It is the need to cry out, “Black Lives Matter!”

And still, I have been fortunate to have an indomi-
table upbringing and trusted mentors, colleagues, and
leaders from a variety of demographic backgrounds who
have holistically acknowledged my distance traveled, di-
verse perspective, and potential to contribute in non-
traditional ways, and who without hesitation encour-
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