
ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 17, NO. 4 ✦ JULY/AUGUST 2019

304

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 17, NO. 4 ✦ JULY/AUGUST 2019

304

Family Physicians’ Experiences of Physical Examination

ABSTRACT
PURPOSE The increased availability of reliable diagnostic technologies has stimu-
lated debate about the utility of physical examination in contemporary clinical 
practice. To reappraise its utility, we explored family physicians’ experiences.

METHODS Guided by principles of phenomenology, we conducted in-depth qual-
itative interviews exploring 16 family physicians’ experiences of conducting phys-
ical examination: 7 (44%) men and 9 women (56%) whose clinical experience 
varied widely, from 11 (69%) urban and 5 (31%) rural locations. We recorded 
the interviews, transcribed them verbatim, and identified initial themes using 
template analysis. We worked reflexively, critiquing our own and other team 
members’ interpretations, in order to synthesize and write a final interpretation.

RESULTS Participants described 2 facets of physical examination: making diag-
noses and estimating prognoses rationally and objectively; and responding sub-
jectively and intuitively to patients’ illnesses, which formed relationships between 
doctor and patient that enacted medical care in the moment. Physical examina-
tion allowed physicians to use their own bodies to experience patients’ illnesses. 
Performing physical examination was integral to being a family doctor because it 
promoted rapport and developed trust.

CONCLUSIONS Physical examination is part of the identity of family physicians. 
It not only contributes diagnostic information but is a therapeutic intervention 
in and of itself. Physical examination contributes to relationship-centered care in 
family practice.

Ann Fam Med 2019;17:304-310. https://doi.org/10.1370/afm.2420.

INTRODUCTION

The role of physical examination in contemporary medicine is 
debated1-4 because clinical skills, like other aspects of practice, 
are being scrutinized for supporting evidence. Critics draw atten-

tion to the low diagnostic accuracy of physical examination4 and ask 
whether it is an outdated practice. As technology has gained ground and 
graduates have questioned the utility of physical examination,5 they have 
become progressively less confident about performing it.6,7 Meanwhile, 
proponents argue that graduates’ declining physical examination skills are 
increasing health care costs by making misdiagnosis more likely.8-10 This 
impasse calls for a deeper examination of how physical examination can 
contribute to family practice.

The debate about whether physical examination should be taught and 
how it can contribute to practice has taken place in the rational and objec-
tive territory of clinical decision making.11-13 Here, physicians are neutral 
interrogators of patients’ passive bodies. But physicians also practice sub-
jectively. Advocates for physical examination argue that it is a cornerstone 
of medicine, a privileged human interaction14 within an age-old tradition 
of laying on hands. It is a symbolic enactment of healing, which expresses 
the fundamental humanity of doctor-patient relationships.15 In support of 
this perspective, the experiences of both patients16,17 and physicians18 sug-
gest that physical examination serves a healing purpose as well as a diag-
nostic one. These narratives describe how the subtle exchange of a glance 
or an unexpected tactile sensation led to a revelatory insight that formed a 
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bond between a patient and a physician. According to 
these accounts, physical interactions are entry points 
to existential engagements between patients and physi-
cians. Research into physicians’ subjective experiences 
is fragmentary and limited, however.19,20

We reasoned that the debate about physical exami-
nation would be more balanced if we articulated valid, 
subjective reasons for performing it. This led to the 
research question: “What are family physicians’ experi-
ences of performing physical examination?”

METHODS
Setting
This study was conducted in family practices in 
Alberta, Canada in 2016.

Theoretical Approach
This qualitative study focused on family physicians’ 
experience of physical examination by using a phe-
nomenological approach. The starting point of this 
approach is to consider a phenomenon, in this case 
physical examination, and question what features 
make the phenomenon what it is. This study, which 
drew on ideas from 2 different philosophers, Merleau-
Ponty and Van Manen, obtained family physicians’ 
detailed descriptions of their everyday experiences of 
physical examination.

Sampling and Recruitment
Sampling and analysis were iterative. We first sent an 
introductory e-mail outlining the study to family phy-
sicians on family medicine faculty lists (University of 
Calgary) and known to us. All potential participants 
who e-mailed expressions of interest to M.A.K. or 
L.K.F. agreed to be interviewed, providing us with 
a convenience sample. As the study progressed, we 
wondered whether rural physicians having less access 
to diagnostic testing and more embedded relation-
ships with patients would have different experiences. 
We therefore switched to snowball sampling, identify-
ing potential interviewees from participants’ recom-
mendations. This sampling strategy was appropriate 
because sampling in phenomenological research 
is guided by participants’ ability to illuminate the 
phenomenon. Although sampling can never be “com-
plete,”21 we judged recruitment to be sufficient when a 
wide range of participants had described a rich set of 
informative experiences.

Data Collection
M.A.K. or L.K.F. conducted individual interviews in 
person (14 participants) or by telephone (2 remote 
rural participants) in order to gather as much descrip-

tive detail of individuals’ experiences as possible. We 
conducted interviews at locations convenient to par-
ticipants, such as their clinics, university offices, or 
coffee shops. We opened interviews by asking partici-
pants to select an actual experience of physical exami-
nation that they could recall in detail. We prompted 
participants to give rich details of the experience,22 
including where the examination took place, who was 
in the room, and how they had used the space in the 
examination room (see Supplemental Appendix, http://
www.AnnFamMed.org/content/17/4/304/suppl/DC1 
for interview guide). We audio recorded interviews (34 
to 90 minutes) for verbatim transcription.

Analysis
Our research team comprised a family physician with 
20 years in practice (M.A.K.), a recent family medi-
cine graduate and public health physician (L.K.F.), 
and a retired internist (T.D.). A specific feature of 
phenomenological research is the requirement for 
researchers to pay attention to their own preconcep-
tions about the topic of interest. They examine how 
their assumptions, attitudes, and understandings of 
the topic, including the influences of gender, ethnicity, 
and prior experiences, influence their interpretations.21 
M.A.K. started the study because she noted that 
residents questioned the value of physical examina-
tion, sometimes prioritizing its predictive value over 
patients’ requests for reassurance. This contrasted with 
her personal practice, in which she often performed 
physical examination, even if she though its diagnostic 
yield was low. L.K.F., a recent graduate, was interested 
in understanding why physicians performed exams, 
because she did them without much critical thought 
and saw them as integral to practice but was hear-
ing more and more how others were not performing 
physical examinations. T.D. participated in the study 
because his experiences of providing secondary and 
tertiary care showed how technically proficient medi-
cine improved health outcomes when it was provided 
within intersubjective relationships with patients.

We started the study by interviewing each other 
about our interest in the research question, examin-
ing whether our perceptions were influenced by our 
different amounts of clinical practice, training in dif-
ferent countries (Ireland, the United Kingdom, and 
Canada) with differing models of health care delivery, 
and having different access to diagnostics. We probed 
each other’s interpretations as the study progressed, 
moving back and forth between transcripts and our 
analysis. This process was facilitated by individual 
coding of transcripts followed by group discussions (in 
person and via Skype), in which we questioned each 
other’s interpretations.
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We analyzed the data by using a template 
method.23-25 As in thematic content analysis, we first 
read and reread transcripts to familiarize ourselves with 
the data. We then open-coded 3 interviews, group-
ing together relevant excerpts (tagged by interview 
number and line number) and developing a hierarchy 
of codes (see Supplemental Appendix for an early tem-
plate). We then applied the newly formed template to 
more interviews, revising it to incorporate new codes 
or themes as presented by the data, reorganizing it 
until we agreed on a final set of codes and themes 
(Table 1). The resulting template provided a tool to 
help us reflexively question the data rather than a fixed 
and final interpretation.26 To increase our confidence 
in the template, we reexamined the data, looking for 
differences between early, midcareer, and more experi-
enced physicians, gender, and different work settings.

As advised by van Manen, we informed our inter-
pretation by reading a range of phenomenological 
texts27-33 and academic health care literature,34,35 asking, 
“How has this topic been addressed elsewhere?” and, 
“How can these ideas inform our understanding?” We 
presented preliminary findings at family medicine con-
ferences, using audience members’ responses as a way 
of evaluating provisional interpretations.

Presentation of Findings
We have shortened phrases such as “par-
ticipants experienced physical examination 
as intellectual and rational” to “physical 
examination was intellectual and rational” 
to make the article more readable; however, 
we ask readers to interpret such statements 
as interpretations of human experience, not 
as truth claims.

The Conjoint Health Research 
Ethics Board, University of Calgary 
and Health Research Ethics Board–
Health Panel at the University of 
Alberta approved the project.

FINDINGS
Sixteen family physicians par-
ticipated. Nine participants were 
women, and 11 worked in urban 
practice (Table 2). They described 
a wide range of experiences, such 
as periodic health examinations, 
examinations for acute illness (sore 
throat, acute abdomen, fractures), 
and finding both the normal and the 
abnormal or unexpected.

Two Greek words (gnostic and 
pathic), used by phenomenologists to distinguish con-
trasting facets of human experience,22,36 summarize 
the main findings. These words are more familiar to 
physicians than they may first appear. The objec-
tive and rational facet of physical examination served 
gnostic purposes: diagnostic and prognostic. But that 
was not physical examination’s only purpose. Its pathic 
facet served tacit, deeply subjective purposes in doc-
tors’ relationships with patients; physical examination 
could also be empathic. The words gnostic and pathic 
are so deeply embedded in medical language37 and 
philosophy, and so clearly describe 2 complementary 
facets of practice, that we use them despite their rela-
tive unfamiliarity. We first present evidence to support 
the distinction between gnostic and pathic experi-
ence and then describe 4 subtypes of pathic experi-
ence: experiencing through relationship, experiencing 
through doing, experiencing through time, and expe-
riencing through the body.

Physical examination was an embodied part of par-
ticipants’ practice, part of being a physician.

A doctor who did not examine patients was not a “good doc-
tor,” “because that’s about connection and relationship and 
if you don’t have that, I don’t care how good a doctor you 
are, you are not a good doctor. . . . [It’s] specific to being a 

Table 1. Themes, Subthemes, and Codes

Theme Explanation22,36 Subtheme Code

Gnostic 
experience

From the Greek gnos-
tikos, meaning “one 
who knows,” as related 
to the mind, reason, 
and judgment.

Doctor as 
detective

Following clues

Planning next steps

Being 
thorough

Old-school doctor

What if?

Pathic 
experience

From pathos, meaning 
“suffering or passion.” 
Relates to personal 
presence, relational 
perceptiveness, emo-
tional awareness, and 
embodied experience 
of the senses.

Relational 
experience

Expected by patients

Reassured patients

Contributed to the relationship

Actional 
experience

Doing

Routines and personal style

Laying on of hands

Temporal 
experience

Slowing of time

Corporeal 
experience

Physical reactions

Never leave you

Knowing normal

Table 2. Description of Participants

Years in  
Practice N (%) Male Female Urban Rural

Teaching  
Practice

<5 years 4 (25) 3 1 3 1 0

6-19 years 4 (25) 0 4 2 2 2

>20 years 8 (50) 4 4 6 2 5

Total 16 (100) 7 9 11 5 7
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physician. So that part is special. That’s mine.” (participant 9, 
female, urban practice, >20 years’ experience)

Physical Examination as Gnostic
Physical examination was intellectual and rational. It 
confirmed or refuted working hypotheses generated by 
the history. “I use physical exam to confirm what I’m 
looking for in the history, rule out what I’m looking to 
rule out. Rarely is there an absolute surprise but I don’t 
want to miss it” (participant 2, female, urban practice, 
>20 years’ experience). It helped participants rise to the 
intellectual challenge of physical diagnosis. “I felt like 
I had a clue and I wanted to pursue it” (participant 4, 
male, urban academic practice, >20 years’ experience). 
“Old-school” or “old-fashioned” physical examination 
had to be thorough, so as not to “miss something.” 
Occasional experiences of finding the unexpected 
reinforced participants’ habit of examining patients: 
“I find something completely new or unrelated that I 
might not have seen, you know, there’s a reason we call 
them incidentalomas, so I think it’s always worth doing 
that exam” (participant 3, male, locum, urban practice, 
<5 years’ experience). Although history taking was 
fundamental to making diagnoses, consultations that 
included physical examination felt more complete.

Physical Examination as Pathic
Physical examination also had a subtle facet, whose 
essence was in the subjective and social interaction 
between patient and doctor. Physical examination was 
integral to participants’ relationships with patients: 
even when it was not “clinically necessary,” the doctor 
or patient might expect it. Fulfilling the expectation 
built the relationship between them.

I think you do make a connection . . . between 2 people 
[so] that pretty well no amount of talking even with the 
best communication skills quite equals what that means to 
people, so yeah, I think it is a huge part of it for both sides. 
If you didn’t do that, then you’re a technician, . . . we’re not 
a physician anymore. We’re healers, . . . and part of that 
is making a connection and an ultrasound machine is not 
a connection. (participant 14, female, urban practice, >20 
years’ experience)

Performing physical examination was important 
because “going through the motions” reassured patients 
and fulfilled participants’ role as physicians. A rural 
physician describes how you can learn physical exami-
nation only by doing it, eventually reaching a point 
where the physician’s body knows exactly what to do. 
“You can talk about it, you can talk about the theory 
behind it, . . . but you have to do it” (participant 8, 
male, rural practice, >20 years’ experience). Partici-
pants honed their styles over time. They took a “top 

to toe” approach, explaining what they were doing as 
they were going or making “small talk.” They exam-
ined patients “almost without thinking.” “Half the time 
they’re so healthy, you might be . . . not totally focus-
ing and maybe going through the motions because it’s 
automatic at this stage” (participant 13, female, rural 
practice, 6-19 years’ experience). Laying on hands 
somehow relayed information that participants had not 
registered intellectually. “The routine performance that 
reveals something more, there is a process about laying 
on of hands” (participant 12, male, retired, urban prac-
tice, >20 years’ experience).

Physical examination also had a temporal dimen-
sion. From something that “only takes a moment” 
when normal, the experience of time and “being in the 
moment” came to the fore when physical examination 
revealed the unexpected, such as a mass. Here, a fam-
ily doctor describes being unable to hear the heart-
beat of a fetus.

How you manage that couple of minutes where you go 
searching. Is it my technique? Am I just missing it? Is the 
machine not going well, or do we really have a problem 
here? Trying to manage that 20 to probably 60 seconds of 
just awful anxiety without really deciding how much you’re 
relaying to the patient during that timeframe. . . . There’s just 
numerous things there . . . we’re generally . . . unaware of . . . 
that suddenly become of absolute ultimate importance. (par-
ticipant 14, female, urban practice, >20 years’ experience)

Physical examination was associated with physical 
reactions, experienced through the physician’s body, as 
exemplified by the quotes above and below.

You walk into a room, and you look at a kid and you go 
oops, and your stomach knots—that child is sick. All you 
have done is look at them, but you know that baby is not 
well. You get that urgent feeling in your body, telling your-
self to breathe, tell me your story, breathe, give me that 
baby. I want to look at that baby. (participant 9, female, 
urban practice, >20 years’ experience)

Experiences of discovering something abnormal 
“just never leave you,” “they are stuck in [your] mind” 
(participant 12, male). Repeated practice enabled par-
ticipants to “know normal” in a physically embodied 
way. “It’s that Gestalt feeling of this just doesn’t feel 
the same, right, you know, the abdomen that feels a bit 
doughy or um, you know, it just feels different” (partic-
ipant 1, female, urban practice, >20 years’ experience).

DISCUSSION
Participants experienced physical examination as 
an integral part of being a good doctor. It helped 
them rule physical diagnoses in or out and yielded 
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unexpected findings. Diagnosis and prognosis were 
only 2 functions of physical examination, however. It 
also had subjective functions that were inextricably 
linked to its objective functions. Physical examination 
enacted physicians’ identities in fluent but individual 
ways. It built empathic relationships between them 
and patients. Depending on its content and context, 
physical examination made time stand still or rush by. 
The embodied experience of physical examination 
was a means of knowing the normal and being sur-
prised by the abnormal, a means of experiencing and 
remembering.

Our study has limitations. We do not know what 
patients experienced or what they expected. How-
ever, previous studies indicate that patients expect 
to be examined and are less satisfied when physi-
cians do not examine them.38,39 We did not directly 
observe participants’ physical examinations and relied 
on their self-reports, sometimes long after the events 
they described. A key feature of this type of work, 
its interpretive nature, limits its generalizability. Our 
sample is small, and other physicians may not neces-
sarily share these experiences in a similar manner. Our 
participants self-selected into this research, and it is 
possible that they did so based on the perceived value 
of physical examination. We did not ask participants 
their views on the relative merits or drawbacks of 
physical examination but only about their direct expe-
riences performing it. Other researchers might have 
conducted the interviews differently and interpreted 
the data in different ways. A different method, such as 
observational research, or a questionnaire study could 
reveal different insights.

Having noted those limitations, we emphasize that 
our purpose was not to present “facts” but to gain 
meaningful insights, recognizing that all interpreta-
tions are tentative. Interpretive research of this type is 
made more rigorous by the use of preexisting theory 
as an interpretive tool. Our interpretation of physical 
examination as an embodied human interaction reso-
nates with the work of French philosopher Maurice 
Merleau-Ponty, who proposed that it is impossible to 
separate mind and body. Physicians’ experiences mir-
ror his argument that the body is not an object but an 
agent in meaning making.29 Repeated performances 
of tasks become habits of practice. Physicians’ bod-
ies accumulate experience and become finely tuned, 
responsive to the moment. They can perform physi-
cal examination almost without thought because their 
bodies understand in a prelogical, prereflective manner. 
More than a routine or a cognitive process, physical 
examination is a creative engagement between the 
body of a physician and the body of a patient. The act 
of physical examination brings our human connection 

to the fore, it brings forth vulnerability, but in doing so 
it reveals our interrelatedness in the world.

The implications of this work are to highlight rela-
tional aspects of physical examination and encourage 
fellow practitioners to engage in a dialog that treats 
physical examination holistically rather than as only a 
diagnostic tool. The evidence this research contributes 
to that dialog is that experienced family physicians 
performed physical examination “even when it wasn’t 
needed (diagnostically)” to build rapport, continuity, 
and trust. Physical examination facilitated nonverbal 
communication, mediated by touch,37 facial expression, 
and use of space. Participants emphasized that laying 
on hands demonstrated they were attentive to patients’ 
concerns. It signaled “being there.”

This work also has implications for research. A 
recent review of touch40—the sense that mediates 
contact between physicians’ and patients’ bodies in 
the course of physical examination—found numerous 
articles from other professions, chiefly nursing, but 
only 4 qualitative studies in medicine, 2 set in UK fam-
ily medicine.41,42 Touch was an important part of non-
verbal communication, but it was fraught with tensions 
between expressing caring and risking professional 
sanction. Physical examination was a therapeutic inter-
vention in itself,43 not solely a means of making diag-
noses. To date, the physician’s body has been largely 
absent44-46 from health care literature. Rather than a 
neutral conveyer and interpreter of physical facts, we 
propose the physician’s body is an active agent. Further 
research could attend to both nonverbal communica-
tion and subtle sensory responses, which would offer 
new ways of understanding doctor-patient engage-
ment. It could also address an important limitation of 
this study by examining the intersubjective experience 
of physical examination from both patients’ and physi-
cians’ perspectives, perhaps based on direct observa-
tion and less subject to recall bias.

CONCLUSION
Contemporary clinical practice is in a state of flux. Fam-
ily physicians experience tensions between their roles 
as diagnosticians, technicians, and healers. There are 
times when information and technological proficiency 
overshadow emotional engagement and rapport. While 
acknowledging the advantages technology offers, we 
should not dismiss physical examination as nostalgia. 
Rather, it combines the science and art of clinical prac-
tice and is an important way of knowing. It is a form 
of nonverbal communication within doctor-patient 
relationships that promotes rapport and trust. Physical 
examination is pathic as well as gnostic. It brings forth 
various dimensions of our humanity as family physicians.
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To read or post commentaries in response to this article, see it 
online at http://www.AnnFamMed.org/content/17/4/304.
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