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In corporate boardrooms 
throughout the United States, 

executives are wrestling with the 
management of health care costs. 
They are demanding health care 
services that are effective and evi-
dence-based and that don’t entail 
excess or unjust costs. They are 
meticulously assessing insurers 
and providers on all these counts 
as never before. And rightly so. 
There’s some irony, then, in the 
fact that many of these execu-
tives leave these boardrooms for 
days at a time to take part in 
one of modern medicine’s most 
expensive and least proven ap-
proaches to care: the executive 
physical.

If you want to have an execu-
tive physical (and have the money 
to pay for one), you won’t have to 
look far. These services are mar-
keted heavily by many of the 
country’s largest and most high-
ly regarded health systems and 
hospitals, including the Mayo 
Clinic, the Cleveland Clinic, and 
dozens of others. Although the 
specific components of these pro-
grams vary, certain traits are com-
mon. Most involve a dedicated 
block of time — a day or two — 
during which the executive under-
goes an extensive and comprehen-
sive battery of in-depth medical 
tests and evaluations, with results 
made available immediately. Most 
such physicals are marketed as a 
yearly event. Most cost thousands 
of dollars and are not covered by 
insurance. Many of the centers 
that provide them tout an envi-
ronment of exclusivity, personal 

attention, and luxury of the type 
one might expect to see at a 
four-star hotel or high-end resort. 
Those who undergo these physi-
cals clearly appreciate the indul-
gent touches, such as complimen-
tary bathrobes and slippers or the 
performance of the whole process 
in a so-called VIP area.1

It’s easy to understand the ap-
peal of the executive physical to 
companies and their executives. 
With executive compensation high 
and competition for top talent 
fierce, it’s not surprising that 
companies want to do everything 
they can to protect the investment 
they make in senior management. 
Nor is it surprising that the ex-
ecutives themselves, with heavy 
demands on their time, would be 
drawn to the convenience of one-
stop shopping, the pampering, 
and the peace of mind that the 
executive physical seems to rep-
resent. Like a four-star hotel, the 
executive physical is, at least out-
wardly, “the best” — just what 
executives are accustomed to 
getting.

It’s also easy to understand 
why the executive physical appeals 
to the hospitals and systems that 
offer it. The physical represents 
an opportunity for the provider 
to show off its ability to serve 
high-profile patients with the 
most advanced testing available. 
It also represents a new and at-
tractive revenue stream.

Nevertheless, in my view, the 
emergence of executive physicals 
is not a good thing. It’s not good 
for the patients who undergo 

them, it’s not good for the com-
panies that pay for them, and it’s 
not good for the health care sys-
tem overall. As an example of pro-
gressive medicine, the executive 
physical fails on three important 
counts: efficacy, cost, and equity.

Inherent in the provision of 
this service is the notion that 
the most health care is the best 
health care. If a standard physi-
cal exam entails three tests, the 
thinking goes, then an exam 
with a dozen tests must be bet-
ter. Similarly, an exam that takes 
2 days must be better than one 
that takes an hour. Of course, 
there is no evidence for either 
premise, and indeed a growing 
body of research suggests quite 
the opposite — that unnecessary 
testing may cause more harm than 
good, owing to false positive find-
ings, unwarranted follow-up vis-
its and costs, needless worry, and 
harmful side effects of the tests 
themselves.

Consider, for example, the in-
clusion in many executive physi-
cals of a computed tomographic 
(CT) scan of the heart to deter-
mine the executive’s calcium 
score. Although most patients 
would probably find information 
gleaned from this examination 
interesting, it is rarely meaning-
ful as a predictor of disease. In its 
current summary of recommen-
dations, the U.S. Preventive Ser-
vices Task Force concludes that 
the potential harms of routine 
screening for coronary heart dis-
ease in low-risk adults exceed the 
potential benefits.2
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Among the battery of screen-
ing tools that executive physicals 
include with little regard to med-
ical evidence are whole-body CT 
scans, electrocardiograms, and 
chest radiographs. As clinicians, 
we should be applying increas-
ingly rigorous standards of jus-
tification and efficacy to every 
test we request for our patients. 

Our goal should be to limit tests 
to those warranted by medical 
evidence to improve health, length-
en life, and do more good than 
harm. The executive physical seeks, 
by its very structure, to broaden 
testing, under the false assump-
tion that more is better.

According to a 2006 study by 
Wennberg et al.,3 evidence-based 
medicine does not play a role in 
governing the use of supply-sen-
sitive services — services whose 
supply has a major influence on 
their use. Wennberg said of the 
study, “Three issues drive the dif-
ferences in the cost and quality 
of care. Variation is the result of 
an unmanaged supply of resourc-
es, limited evidence about what 
kind of care really contributes to 
the health and longevity of the 
chronically ill, and falsely opti-
mistic assumptions about the ben-
efits of more aggressive treatment 
of people who are severely ill 
with medical conditions that must 
be managed but can’t be cured.”

Executive physicals also rein-
force a related misperception — 
that costlier is better, that a 
$3,000 examination must be worth 
more than one that costs 1/10 of 
that amount. This is an indefen-
sible idea that should not be pro-
moted by the health care indus-
try. Even as individual hospitals 
sell these services for exorbitant 

fees, gratuitously overusing our 
health care resources, our system 
as a whole is appropriately strain-
ing in precisely the opposite direc-
tion, toward cost-effectiveness, 
transparency, competition, and 
accountability. With its outra-
geous cost and unproven effica-
cy, the executive physical is al-
most a parody of the high-cost, 
low-return procedures that pru-
dent companies rightly want cli-
nicians to eliminate for other em-
ployees.

But perhaps the most lamen-
table idea perpetuated by the ex-
ecutive physical is the implication 
that some patients — namely, 
those who have the ability to pay 
out of pocket or with company 
resources — are more worthy of 
effective, respectful, and per-
sonalized treatment than others. 
Much good work is being done 
these days to identify and reduce 
health care disparities that are 
based on income, race, geography, 
or other demographic factors. The 

executive physical runs exactly 
counter to these efforts, suggest-
ing that a company is justified in 
paying thousands of dollars to 
maintain the health of its wealthy 
senior executives while relegating 
the masses to something less.

As efforts to reform the health 
care system continue, the execu-
tive physical is a perfect example 
of what American medicine should 
be working to expunge: the ex-
pensive, the ineffective, and the 
inequitable. Perhaps if it didn’t 
fail on all three of these counts, 
allowances could be made for it 
as a whimsical extravagance that 
satisfies certain people’s need for 
exclusivity. As it stands, however, 
there is little to excuse it. As an 
industry, we can’t expect to get 
credit for working to make health 
care affordable and effective for 
all if we’re offering the “best” 
health care, for a price, to a few 
— when it isn’t.
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