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Abstract:- Despite the advantages that new technologies 

can bring, it has been observed that these new tools can 

contribute to over-prescribing unnecessary medications 

and treatments. Currently, contempt for the physician's 

clinical and intellectual capacity has increased and 

evidence-based medicine, medical guidelines, and large 

randomized studies have been valued. Despite the 

increasing aid of technology in medicine, the number of 

lawsuits for medical failure has increased, with 

diagnostic errors and technical failures being the most 

recurrent causes. Clinical examination and anamnesis 

can never be considered inferior to complementary 

exams. A good history and clinical examination are still 

unsurpassed since when performed properly they can 

reduce by more than half of complementary exams. 

Thus, in order to avoid over-examination requirements 

and financial resources to be spent more efficiently and 

effectively, medical expenditure management should not 

only focus on reducing costs, but should be the basis for 

better distribution and use of available resources, so 

that greater organizational effectiveness can be 

achieved and this reflects in improving the quality of 

health care of the population. 
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I. INTRODUCTION 

               

The doctor-patient relationship is complex and goes 

far beyond a simple assessment of the clinical condition 

and treatment of the diagnosed disease. With the increase in 

technology and the association of these as adjuvants to 

decision making and diagnostics, significant increases have 

been achieved in the early and accurate collection of data 

and information that can assist in the discovery of diseases 

and the closure of diagnoses. However, despite the 

advantages that new technologies can bring, it has been 
observed that these new tools can contribute to over-

prescribing unnecessary medications and treatments. 

               

Decision making is a way in which the trader will 

choose the one that seems most appropriate among others. 

This is based on a data and information structure that the 

individual making the choice has so that they can choose 

the most efficient and most likely to succeed. In the 

medical clinic, the decision is made by applying the 

theoretical and practical knowledge of the professional. The 

semiology is a tool that allows this to occur, being formed 

by physical examination, history, and complementary 

exams, the latter has gained a lot of strength in recent years 

by increasing the incorporation of technological means 

aimed at increasing accuracy and reducing uncertainty in 

the supply of data to health professionals. Today, there has 
been increasing disregard for the physician's intellectual 

and clinical capacity and the appreciation of evidence-

based medicine, medical guidelines, and large randomized 

trials. This event is confirmed by clinical studies addressing 

more sharply how doctors should make choices using 

algorithms rather than analyzing how these professionals 

make decisions in their daily lives.  

               

Despite the increase in aid of technological medicine 

has increased the numbers of cases per medical failure and 

errors in diagnosis and technical errors the most frequent 

causes. This is an indication that professionals have been 
lacking the appreciation of decisions based on clinical 

practice and the highest appreciation of this since in 

universities, clinical examination and anamnesis can never 

be considered inferior to complementary exams, the 

physician should use them as a compliment. of support in 

their decisions, considering that there is no individual like 

the other. Thus, the purpose of this review work is to show 

the importance of valuing the clinic over the 

complementary exams and thus showing that this can lead 

to the reduction of medical errors and greater effectiveness 

in the choices made by these professionals. 

 

II. METHODOLOGY 

 

This study was carried out a literature review, with 

publications of research at the site of Bireme, including 

base data as SciELO, Medline, Lilacs, Medline, Cochrane, 

and IBECS. For keywords, we used the terms: "anamnesis", 

"physical examination", "unnecessary examinations ". We 

found 119 articles. 32 works not presented the full text 

available on the search platform, and for this reason, have 

been eliminated. And there were repeated in the list 
generated by the site 20 articles, which were removed to 

avoid duplication in data consolidation. Of the 67 items left 

over, 39 were withdrawn by if rem essays, reports, 

reflection studies, technical reports, specific protocols for 

clinical care, prescription identification. In this way, 

reaching the 28 articles.      
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III. DISCUSSION 

               

Physical examination and anamnesis are the 

fundamental tools the doctor has to evaluate the signs and 

symptoms of his patient. In the 70s, studies pointed to the 

need for a good clinical evaluation. In England, a survey 

showed that the only anamnesis was the source of 82.5% of 

the diagnoses made, physical examination and anamnesis 

by 8.75% and complementary examinations and physical 

examination by 8.75% [1]. Another work in the same 
country showed that history alone led to the diagnosis of 

56% of ca s the, most physical history exam for 17%, while 

the rest were made based on medical history and laboratory 

tests. During this period, analyzed by this research, the 

patient, who arrived at the English hospital, underwent 

several exams considered routine and that in the vast 

majority of cases presented negative results and only 

increased the costs of the service. It was concluded that 

examinations should be ordered based on patient 

complaints and not a predetermined series of examinations 

for all patients [2]. In a study carried out in 1992 in the 

United States, it was pointed out that anamnesis alone led 
to 76% of diagnoses, a physical exam, and anamnesis to 

12% and the rest for the performance of complementary 

and physical exams [3]. Another study, in 2000, indicated 

that anamnesis led to the diagnosis of 78.5% of cases, 8.2% 

of cases due to complementary and physical examinations 

and 13.3% of cases due to anamnesis associated with 

physical and complementary examinations [4]. Another 

study carried out in Brazil, at the University Hospital of the 

University of São Paulo, pointed out that the anamnesis led 

to the diagnosis in about 60% of cases, physical 

examination and anamnesis 25% and the others by the 
anamnesis, physical examination and Complementary [5]. 

               

In the preoperative evaluation of patients, the excess 

in the requests for complementary exams also occurs. One 

of the factors contributing to this is that there is currently 

no standardization for preoperative evaluation, which 

contributes to a high disagreement between different 

medical services and the request for minor preoperative 

examinations. A point of this to be analyzed is that the 

optional and random request of exams contributes to the 

increase of the expenses in the public and private health 

systems. Besides, the request for excess tests increases the 
likelihood that anomalies are found that are not clinically 

important but lead to further clinical investigation, further 

increasing costs, and may lead to delays in surgery and 

diagnosis, with low efficiency and without no effective 

discovery [6]. 

               

The need for a thorough preoperative clinical 

evaluation is unquestionable to discover and analyze the 

patient and thus perform the surgical procedure as safely as 

possible. Although there has been a great evolution over the 

last few years in complementary examinations to support 
medical decisions, a good history and clinical examination 

are still unsurpassed, since when performed properly they 

can reduce by more than half of examinations. before the 

surgical procedure [7]. Patients with no previous history of 

pre-existing disease, no symptoms, and under 50 have very 

low chances of complications [8]. Research shows that the 

likelihood of complications in the surgical process 

increases with age, from 1.3% of those under 60 in elective 

procedures to 11.3% in individuals over 80 and under 90 

years. 

               

A favorable organization began in the 1990s to 

implement a demanding scientific methodology for the 

study of diagnoses with analysis of data obtained from 

physical and anamnesis examinations. In 1992, a journal, 
the Journal of the American Medical Association ( JAMA 

), began a sequence of articles called The Rational Clinical 

Examination that addressed the specificities and 

sensitivities of various clinical examination and anamnesis 

information. It began with the article The Science of the Art 

of the Clinical Examination , in which its author [9] was 

one of the first to argue that physical examination and 

anamnesis are to doctors the primary and most important 

means by which doctors need to reach the diagnoses, since 

through them it is possible to discover patients who are still 

in the early stages of the disease and may die, as well as to 

eliminate clinical hypotheses. After 5 years of the 
publication of the first work, more than 20 other articles on 

the subject had been published, which despite showing the 

great success of the sequence, some authors report that they 

noticed a big difference between the investments in the 

publications about the importance of clinical examination 

and anamnesis in relation to the high investments that were 

made during the same time in the analysis and evaluation of 

complementary exams [9]. The purpose of this series was 

to look for data that were found in clinical and relevant 

anamnesis examinations and those that are not based on the 

qualities of clinical evidence, and also increase the stimulus 
for further studies in the area. This sequence of JAMA 

articles, currently in 2019, continues and throughout its 

existence, various information obtained from anamneses 

and clinical examinations have been analyzed and 

discussed [10- 21]. Other works on this subject have been 

published, however, there are still not many studies done in 

this area [22-26]. 

               

There is no divergence between complementary 

exams, clinical examination, and anamnesis, all of them are 

important tools to be used by doctors. However, it is 

important to have a priority in the examination request, 
which can only be felt the, by performing a good history 

and physical examination, with the understanding and 

analysis of data and information collected based on clinical 

medicine. 

 

In this context, factors such as insecurity, decreased 

consultation time, conflicts of interest, defensive medical 

posture, the appreciation of laboratory tests to the detriment 

of anamnesis have contributed to the increased demand for 

complementary exams to aid diagnosis [27]. However, 

medical diagnostics should be based on up-to-date 
protocols and local epidemiology [28], so those excess 

screening requirements can be avoided and financial 

resources can be spent more efficiently and effectively. 

Thus, medical expenditure management should not only 

focus on reducing costs, but should be the basis for better 
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distribution and use of available resources, so that greater 

organizational effectiveness can be achieved and this reflect 

on improving the quality of health care for the population 

[27]. 

  

IV. CONCLUSION 

               

Looking for new ways to cut spending, reduce 

hospitalizations, suppress health problems and increase the 

efficiency of health care resources needs to be the goal of 
hospital and health center administrators. Appreciation of 

strategies that work together focused on the needs of the 

patient and not just the disease is needed. Physical 

examination and anamnesis should never be considered 

inferior to complementary exams. Failure can be 

guaranteed to health systems and professionals who choose 

to replace the medical clinic with technology in 

computerized systems to reach the diagnoses. 

 

The importance of internal medicine and the way 

decisions are made seem to have been undervalued and 

discussed both in medical education, and academia. 
Therefore, doctors need to know the importance of this 

valuation, as it is essential to avoid errors that can cause 

legal proceedings against themselves and to enable the 

provision of better and more effective service to the 

population. 
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