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Abstract

Constant innovation occurs in medical education, as well as in any other professional and academic activity. There must be 
mastery of a methodology in the form of an academic discipline that constantly monitors and requires updates. However, the 
clinical method, despite its antiquity, still takes effect in the new wave of ways and systems to learn medicine (Problem-based 
learning, evidence-based medicine, and among other techniques). The different methodologies have not undergone the 
modification of the method. This is certainly due to two reasons, the requirement of a radical change in the nature of the 
medical staff and their perception of medicine, which requires a change in the epistemology of the medicine. We present a 
brief overview of the forays of pedagogy in medicine and clinical method as a non-static technique or discipline that evolves 
with changes in knowledge, which refers to data collection in an orderly manner, regarding the disease and that has proven 
to be an outstanding tool in meeting certain goals toward diagnosis, prognosis, and treatment.
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Introduction

The practice of medicine is enriched and changed by 
scientific contributions and technological innovations. 
Thus, it represents a constant growth of knowledge for 
human beings and especially regarding the binomial 
health-disease approach. Medicine is nurtured by other 
sciences whose advances result in a kind of dynamism 
that allows for expanding medical education, making it 
creative, conversing with other sciences, being receptive 
to the application of technologies, and benefitting from 
educational innovations1. Due to this growing dynamism, 
it is necessary to review the curricula of medical schools 
worldwide. To guide it to use different methods and tech-
niques with the aim of facilitating learning through se-
mantic networks2. Currently, the teaching of the medical 

sciences is immersed in analysis and debate processes, 
which is different from past trends. Nowadays, the tradi-
tional education methods based on classes and confer-
ences have incorporated other educational processes 
such as problem-based learning, teaching procedures 
using simulators, competencies, databases, medicine 
based on evidence, and meaningful learning. All with the 
purpose of preparing the student to master the disci-
pline. Because of the importance of such a practice, it 
is necessary to incorporate elements that reinforce med-
ical education. Therefore, this text is aimed at explaining 
it. The main approaches, methods, and strategies in 
medical education cannot displace the clinical method, 
but it must promote and strengthen its development and 
usefulness. By analyzing the importance of learning in 
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the preparation of the clinical record through the clinical 
method during medical training, making a correct diag-
nosis with the correct preparation and incorporating it 
into the competency of any doctor for their practice. 
Hence, some aspects are described in the method that 
is relevant and decisive. Finally, some of the concrete 
ways in which the competencies for doctors can be re-
inforced will be described, prioritizing those related to 
clinical judgment, which is the core of this professional 
activity. In this way, addressing the main approaches, 
methods, and strategies cannot displace the clinical 
method and nevertheless should promote and strength-
en its development and usefulness.

The teaching of medicine

Empirical forms began with the appearance of the 
human being as a society, as demonstrated by Marc 
Armand Ruffer, who described what was achieved by 
the Mesopotamian and Egyptian cultures in the papyri 
that dated back to 4000 BC. Conversely, he highlighted 
the Hindu, Hebrew and Chinese medicine, with records 
that range from the 26th century BC to the 2nd century 
AD3. Subsequently, medicine in classical Greece Hip-
pocrates and his work with the 50 Corpus Treaties 
Hippocratic, the Cyrene medical schools (4th  and 
3rd centuries BC), Rhodes, Cnidus, Croton, Alcmaeon, 
Pergamon, as well as the school of Alexandria by 
Herophilus, Erasistratus, and Galen4 on the part of the 
Greco-Roman era, Galen of Pergamon (129-216 AD). 
Later in the Byzantine Empire, hospitals were used for 
teaching medicine as well as during the Islamic Golden 
Age. In the middle ages, the first secular medieval cen-
ter of medicine was Salerno, the Medical Schools had 
two or three chairs, called Prima, Vespers, and Meth-
od5. In Europe and North America, pedagogical ideas 
incorporated into aspects of scientific thinking were 
used6. Ultimately, educational technology appeared, 
which sought to serve large groups through the sys-
tematization of education, based on the systems theo-
ry, the utilization of means of communication and be-
haviorism. Therefore, systematized learning methods 
and techniques were emphasized. This current of be-
haviorists focused on observable behavior, disregarded 
all internal learning processes, and learning was cen-
tered on the attainment of minimalist and highly specific 
objectives7. The cognitive approach, which makes a 
functional analogy between the mind and the computer 
that are analyzed as processing systems that encode, 
retain and operate with internal symbols and represen-
tations8. Constructivism appears in 1926 with Jean 

Piaget and Lev Vygotsky, but is still in force today, was 
initially grouped into cognitivism and then separated by 
its characteristics, where human knowledge was not 
received passively, from the world or anyone else, 
which was not discovered either, but was processed 
actively built by the subject who knows (knowledge). 
This ideology has four principles: (1) it was based on 
the conceptual structure of each student, based on the 
ideas and preconceptions that the student had on the 
subject; (2) it predicted the conceptual change expect-
ed from the active construction of the new concept and 
its impact on the mental structure; (3) it confronted the 
ideas and preconceptions related to teaching, with the 
new scientific concept that was taught; and (4) it ap-
plied the new knowledge to actual situations, relating it 
to other concepts within the cognitive structure, to ex-
pand the scope of its transfer. Thus, it was possible to 
generate arguments that motivated self-criticism and 
was able to apply new knowledge to real situations, by 
relating and integrating not only information but also 
habits and values, which are characteristic of the hu-
man essence9.

Paradigms of education and learning 
according to flexner and constructivism

The first major medical education reform occurred in 
North America at the beginning of the 20th  century, 
when Abraham Flexner conducted a study and wrote a 
report for the Carnegie Foundation on medical schools 
in the United States and Canada. The information ob-
tained by Flexner led to a change in medical education 
and made important changes in the medical curricula, 
permeating it with the objectives of medical education, 
the organization in two teaching cycles: basic and clin-
ical, as well as the order and sequence of subjects, 
plus the selection of applicants and methodological 
design. According to Flexner, three methods can be 
used: the didactic method (lectures), demonstration les-
sons and practice, issues that were previously absent 
in the medical training in the United States10,11. The 
emphasis of this author was aimed toward making an 
adequate selection of the candidates for this profes-
sion. Then, teaching had to be organized in such a way 
that diseases, organs, and systems were easily under-
stood. In this way, at later stage students could move 
on to learning and clinical practice12. Although this re-
form meant a breakthrough in medical training per se, 
the teacher had a huge pre-eminence over the student. 
Likewise, the basic/clinical level scheme established a 
cut between theory and practice, where it was first 
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necessary to understand the theory and study proce-
dures to apply them to actual cases subsequently. 
A second transformation in the teaching of medicine is 
the constructivist-cognitive conception of learning, as 
well as the communicative and technological expan-
sion13. This important transformation that occurred in 
medical education has many versions: the Piagetian, 
Vigotsky, Ausubel of the 70s, Bruner of the 90s, the 
Spanish version of César Coll et al., the Argentinian of 
the epistemological conflict of Castorina, and many 
others. As well as, the Mexican represented by Emilia 
Ferreira and Rolando García, and the cognitivism of 
Frida Díaz Barriga14. The constructivist paradigm de-
rived mainly from the studies of Jean Piaget and Lev 
Semionivich Vigotsky, who conceived the apprentice 
as an active subject, whose job was not to absorb the 
teacher’s knowledge and technical ability, but to build 
their own (own), evolving through a continuous trans-
formation of their thinking and action schemes toward 
a greater intellectual and practical ability, whose motor 
is their action on the object they intend to know. For 
Piaget (1973), knowledge was possible only if the ap-
prentice acted on the objects of knowledge, either on 
a physical action (especially in the 1st years of life), or 
through a logical-mathematical conception, by means 
of the operations organized in a successive chain of 
stages (formed during the school years) and in a long 
process that enables it to have a scientific thought. 
Vigotsky was also interested in the constructive pro-
cesses of human thought and based on studies carried 
out by Kohler and other Soviet researchers, on the use 
of tools by superior hominids, while influenced by his 
fascination with literature and art (the world of signs 
and symbols) formulated a theory according to which, 
human beings learn to act collectively in their social 
environment. The word and other symbolic and practi-
cal tools enabled them to bring the knowledge that 
surrounds them inside to think and act therewith. It was 
Vygotsky who coined the concept of the Zone of Prox-
imal Development (ZPD), defined as the distance be-
tween what someone can do alone and what they can 
do when helped by others. The ZPD is a social space 
in which “the intentions, the products of those involved 
in a teaching-learning process or more widely of cultur-
al appropriation are exchanged”15. The importance of 
the ZPD lay in that only by identifying them; one can 
help another to learn and thus teach, in this paradigm 
is to help learn, while learning is to interact physically 
and intellectually with the learning objects. These ap-
proaches are in the other Flexnerian pole, which gives 
greater emphasis to the teaching control in the didactic 

and organizational environment, and not in terms of the 
construction of the subject, because he was clear that 
the one who was trained was the student itself. Jerome 
Bruner, supporter and central axis of the constructivist 
theory, proposed a collective education process con-
noted by the collaboration, dialogue, and agency of all 
participants in the common work. In addition, he pro-
moted the exchange of knowledge among students and 
the analysis of the shared senses, both of the teacher 
and others in the ZPD of their peers in the educational 
activity, or “class.” Moreover, his main theory was 
known as discovery learning. The main feature of this 
theory is that it promotes the student to acquire knowl-
edge for itself16. Bruner collaborated with David Paul 
Ausubel in the 70s (1973), who contributed with learn-
ing by reception and learning by discovery in its stud-
ies, as well as concepts of meaningful learning, still in 
force in medical education. This is a type of learning 
that relates the new information with what is already 
acquired, readjusting, and reconstructing both informa-
tion, that is, what is recently acquired as ideas, con-
cepts, and propositions are connected with a relevant 
concept already existing in the cognitive structure17,18. 
Although the debate continues among scholars of 
these authors, they all have in common that the student 
is not a recipient of the information provided by the 
teacher, but a re-constructor of the knowledge pro-
posed in the formal curricula. The teacher is support 
that, together with their peers, acts as mediators or 
leaders in their learning. From this outlook, the recep-
tion of knowledge followed by its application and the 
repetitive learning of concepts is displaced by dialogic 
learning, aided by the elaboration of schemes, experi-
mentation, research, and search. Debates, dialogs, 
case studies, Problem-Based Learning, and the use of 
simulators enrich student learning and promote the 
diversification of the teaching job19.

Medical education by competencies

There are currently other proposals on education and 
human learning. Such is the case of competency educa-
tion, which is defined as the ability to select and acquire 
knowledge, skills, and attitudes to respond successfully 
to a given situation. The educational model for integrated 
competencies for education is an option that seeks to 
generate higher quality training processes, without losing 
sight of the needs of society, the profession, the disci-
pline process, and academic responsibility, meaning that 
all of this is a more dynamic approach to the reality of 
those who develop each task. In other words, the concept 
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of competencies harmonizes knowledge with expertise, 
where “Knowledge,” mastery of theoretical and practical 
knowledge, “Expertise,” the acquisition of skills, abilities, 
and procedures that when combined, guarantee produc-
tivity, “Knowing how to be,” generates the development 
of personal attitudes, norms, and values4,20.

Competency education is really an approach that con-
siders the social sphere as a privileged destination of its 
efforts and performance of each individual that it trains. 
It is the social and, above all, the working sphere, which 
is expected to train professionals who are capable of 
solving labor problems, simultaneously training partici-
patory citizens and social subjects capable of living with 
others and being decisive in all schemes. In this envi-
ronment, these social expectations are one of the great 
references for university education. According to the 
document, Development and Selection of Competencies 
for Latin America, the education by competencies has 
as reference an active subject, director and builder of its 
own knowledge, for life, capable of solving the ethical, 
citizen, and professional problems that are continuously 
presented, while being responsible for the decisions 
made, since its learning comes from someone dedicated 
to what is taught21,22. Among the various versions of this 
approach to competency education are those that also 
link it to complex thinking, according to Tobón, 2007.

In the case of the physician, competency education 
has an approach with new challenges to train profes-
sionals who have the ability to solve health problems, 
performing professionally as whole subjects who know, 
know how to do (what they know), and they act with 
relevance in their social context, in front of a subject 
(human being) who has a life, an identity, gender, age, 
culture and is not just a disease. In this sense, compe-
tency education exceeds (at least in its explanation), 
the Flexnerian perspective, now judged as training that 
privileges the study of the diseases, leaving the patient 
in the background. With what has been described 
above and applying the competency model, it is intend-
ed that the physician acquires the ability to transmit 
knowledge in an integral way through a tool called a 
clinical method, a set of knowledge and skills that will 
allow an accurate diagnosis to be established23.

Clinical method

The clinical method is the orderly process or sequence 
of actions that doctors have developed to generate their 
knowledge since the beginning of the scientific era. The 
scientific method applied to clinical practice is the order 
to study and understand the health-disease process of 

a subject in all its social, biological, and psychological 
integrity. By applying the clinical method, medical 
knowledge that has a historical-social connotation is 
being developed and constructed, since the process of 
knowing depends on the time and space in which a 
society develops. In this way, within each society, di-
verse knowledge is developed about all aspects that 
concern man24. Its golden age was in the second half 
of the 19th century, after an important void since the so-
called Hippocratic clinic. For the Greeks, the clinical 
observation was the basis of medical practice that once 
properly performed, should allow for the collection of all 
the symptoms, signs, and changes in the patient’s con-
dition during the course of its illness. In this way, proper 
clinical practice led to: (1) a successful diagnosis; how 
did the patient differ from normal? (2) an appropriate 
prognosis, which was made by comparing with other 
patients with similar conditions, and (3) an appropriate 
treatment that depended on the certainty of the prog-
nosis in other patients. The clinical method makes the 
medical clinic scientific, becoming a perfectible method, 
which retained and improved the techniques used for 
medical diagnosis25. The process of diagnosis or meth-
od of diagnosis is a process or mental method by which 
doctors gain an understanding of the disease, by inter-
preting its clinical manifestations. It is a scientific meth-
od applied to medical practice that was created and 
remains linked to phenomenological medical science 
that corresponds to a human medical practice. With the 
establishment of the clinico-anatomical correlation 
method, then surpassed by the clinical method is be-
lieved to have reached the method of explanatory sci-
entific medicine26. Currently, clinical medicine continues 
to be a human practice that is carried out based on a 
scientific method: the diagnostic process or diagnostic 
method. Biomedical and clinical explanatory medicine 
has its method, the experimental method. It is thought 
that for this reason the denomination of “clinical meth-
od” has been losing validity in the present. Therefore, 
when it is said whether the clinical method exists, it is 
understood, according to the denomination used, that 
medical practice has always had and continues to have 
its scientific method: the method of the diagnostic pro-
cess, however, it can also be used as equivalent of the 
clinical method27.

Analysis of the clinical method

The clinical method can be analyzed, from the 
objective defined by studying and understanding the 
health and/or disease process of a patient. Immersed 
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in a problem that leads to its consultation, which implies 
arriving at the medical diagnosis (knowing), establish-
ing a prognosis (getting ahead in time) according to the 
natural history of the disease or also of the clinical 
horizon and devising a treatment to resolve the situa-
tion. In summary, the aspects contemplated by the 
clinical method include three elements: diagnosis, 
prognosis, and recommendations28.

Diagnosis

Diagnosis is understood as the set of signs and 
symptoms that serve to fix the peculiar nature of a dis-
ease and it is also the qualification that the doctor gives 
to it according to the clinical picture, which the clinician 
warns and that also uses propedeutics and semiology; 
which is the orderly grouping of methods and proce-
dures that the doctor uses to identify the symptoms and 
signs present in the patients and with them elaborate 
the “diagnosis,” which includes the history and physical 
examination27. The semiology refers to the study of 
signs in patients to identify alterations caused by dis-
eases. The diagnosis is then an inferential process, 
made from a clinical picture, designed to define the 
disease that affects a patient. When talking about a 
clinical picture, there are three interrelated elements: 
the syndrome or set of symptoms and signs that the 
patient presents as a result of the disease; the disease 
and the context, which is the social, economic, and 
psychological environment in which the subject suffer-
ing from the disease is located29.

Diagnostic elements

It is difficult to define what steps must be followed to 
reach a correct diagnosis. Most of the time, it is an 
intuitive process of which its components are not ex-
plained. When analyzing what elements compose it, 
the following can be mentioned: generation of diagnos-
tic hypotheses, refinement of diagnostic hypotheses, 
and verification of diagnosis.

Generation of diagnostic hypotheses

During the consultation with the patient, diagnostic 
hypotheses are constantly generated. They will define 
the space in which the actions that will lead to the final 
diagnosis will be framed. Various methods have been 
described by which doctors generate hypotheses. One 
of them is the Gestalt approach to diagnosis, in which, 
by observing the elements or parts constituted by the 

symptoms or signs, the doctor intuitively forms a mental 
image of what may be happening with the patient, the 
whole30. Another approach described is the use of heu-
ristics to generate hypotheses and assign them a prob-
ability of occurring. It consists of the unconscious, 
non-rigorous methods that simplify the complex pro-
cesses necessary to reach a solution in a situation of 
uncertainty; they are a kind of shortcut, initially de-
scribed by the cognitive sciences27,31. It is a subjective 
way of assigning probability. Three heuristic principles 
used to estimate probability have been described: 
(1) representativeness; it is used when estimating the 
probabilities considering how representative element A 
of category B is. For example, if a patient has the 
typical symptoms and signs of a stroke, it is a 
representative element of the category of patients with 
cerebrovascular accidents and is assigned a high prob-
ability that it actually has one. (2) Availability, the prob-
ability is estimated by the ease with which a given 
picture can be evoked. It is a useful approximation 
since large or very frequent categories can be evoked 
very easily. For example, when a doctor examines a 
patient with polyphagia, polydipsia, and polyuria, the 
doctor will quickly evoke the diagnosis of diabetes mel-
litus, as it is much easier to evoke such a cause than, 
for example, psychogenic polydipsia. (3) Anchorage 
and adjustment; an initial probability, called an anchor, 
is estimated, which is subsequently adjusted according 
to new information found. A  final method to generate 
diagnostic hypotheses is that of the previous probability 
or prevalence of the condition. Thus, the doctor who 
examines a patient because of a headache could im-
mediately make a list of the most prevalent diagnoses 
among the patients who consult for that reason in their 
workplace, which will be their initial diagnostic hypoth-
eses. This prior probability is called the pre-test prob-
ability that derives from the set of symptoms, signs, or 
exams analyzed in the first instance. Subsequently, the 
test is given, a term that refers to describe the new 
information, whether symptoms, signs, or additional 
tests, which have not been incorporated in the first in-
stance. Finally, the post-test probability, which is the 
new probability modified by the test29,31.

Refinement of diagnostic hypotheses

Incorporating new information. This is the second 
stage in the diagnostic process, after raising the first 
hypotheses. In its new pieces of information on the 
clinical history, physical examination and additional ex-
ams are added that will allow to discriminate between 



M.A. Galván-Morales, et al.: The clinical method

93

the different hypotheses generated in the previous 
stage. The diagnostic process is not sequential or uni-
directional, but we will constantly be evoking new hy-
potheses and eliminating others, as more information 
is available. One way to gather information is to sys-
tematically search for symptoms, whether or not they 
have to do with the mental representation of the hy-
pothesis in question. Another example of this approach 
is routine laboratory tests. Another form of compilation 
is the comparison of the current case with the idea that 
the clinician has of the suspected picture. A  key ele-
ment in this stage is the mental representation of the 
different diagnostic hypotheses32,33. In addition, the ge-
netic diagnosis of diseases of this origin that includes 
inherited, congenital and alterations in the genetic ma-
terial should be considered. The procedure consists of 
analyzing DNA sequence variants associated with a 
disease. Actions include the stages of preconception 
and during the life of the individual, and intergenera-
tional monitoring. The genetic diagnosis includes 
pathogenic mutations and sequence variants that 
cause disease, which is usually found at a frequency 
of less than 1% in the entire population. They are called 
polymorphisms or neutral variants to the sequence vari-
ants that per se are not pathogenic and are present in 
a frequency greater than 1% in the population. Through 
the Human Genome Project completed at the begin-
ning of this century, a better approach to diseases is 
allowed through the progressive development of diag-
nostic tools, preventive measures, and more slowly 
therapeutic strategies. In this age, there is increasing 
progress of epigenetics in the regulation of gene ex-
pression and the origin of the disease that has given 
rise to the Human Epigenome Project*.

Diagnostic verification

How to decide on what behavior to take? How to deal 
with uncertainty? Each time an additional test is ap-
plied, it is done for one of two reasons: because it is 
considered necessary to increase the probability of the 
diagnosis to a sufficiently high level, in which the con-
cordant treatment is considered, or because it is nec-
essary to carry the probability at a sufficiently low level 
to rule out the diagnosis34. These levels of certainty, 
both to confirm and to rule out a diagnosis, are called 
decision thresholds. Above this point, it is no longer 
necessary to carry out new tests, if not to start the di-
agnosis, this procedure is defined as a therapeutic 
threshold. The one below which, the new test is no 
longer required because it is estimated that the 

probability is so low that it is not justified is called the 
additional study threshold or the diagnostic threshold. 
These decision thresholds are not fixed for all diseases 
or for all patients, which will determine if the thresholds 
are higher or lower. The cost will depend on them, and 
in this case, the term cost refers to something much 
broader than the monetary cost. It includes the costs 
of passing an important diagnosis; to treat a healthy 
patient or with a different disease, with a potentially 
toxic therapy; of the risks of the test; of patient values 
and preferences. “Sans erreur de semiologie, il n’y 
aurait presque jamais d’erreur de diagnostic” (Babins-
ki) (Without semiology error, there would almost never 
be a diagnostic error). According to the above, it can 
be mentioned that the diagnosis is based on the anal-
ysis of safe data. The reasoning will only be valid when 
it rests on exact notions and precise facts, where the 
validity of a deduction depends on the quality of the 
observations on which it is based35. Considering these 
principles, it is essential to present some basic prem-
ises on which the medical diagnosis is based; these 
are the doctor-patient relationship and communication, 
the history, physical examination, and diagnostic 
tests36.

Doctor-patient relationship and 
communication

To obtain medical history, the doctor has a special 
form of communication. At the beginning of the doc-
tor-patient relationship, the doctor must gain the pa-
tient’s trust, the doctor must ensure that the patient 
feels comfortable and speaks freely, generate some 
comments that suggest affinity and that the patient 
perceives that what the doctor intends to help it. It is 
important to observe the patient’s body language; the 
patient’s attitude is a valuable key to discover or inter-
pret the patient’s ailments. In addition to the attitude, 
gestures, and expression, the doctor must convince the 
patient that it is devoting all its attention and that it will 
not be surprised or impressed by anything it can say. 
When it is time for physical examination, gentleness is 
very important, for example, to perform abdominal pal-
pation must be simultaneously firm, gentle, and warm37.

History: It is the term used to name the knowledge and 
skills with which the doctor identifies the signs and symp-
toms (clinical semiology), and to refer to the information 
provided to the doctor by the patient during a clinical in-
terview, to incorporate such information to the medical 
record. It is fundamental for the diagnosis to know the 
problems and personally identify the individual and obtain 
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a retrospective of the patient and determine the relevant 
family, environmental, and personal elements38.

The diagnosis or clinical procedure is then the 
procedure by which disease, nosological entity, syn-
drome, or any health condition and disease is identi-
fied. In terms of medical practice, the diagnosis 
is a clinical judgment about the psychophysical state 
of a person. It represents a manifestation in response 
to a demand to determine such status and the alter-
ations or agents that promote it and that are identified 
by the clinical laboratory, the latter essential tool for 
making the diagnosis. Laboratory and cabinet tests 
help determine a diagnosis, plan, and control if the 
treatment is effective, or monitor the disease over time. 
Occasionally, the one defines the prognostic diagnosis 
and treatment39. Therefore, to diagnose is to name the 
patient’s suffering; it is to give it a “tag”40. There are 
several types of diagnoses such as clinical or individ-
ual diagnosis, diagnostic signs, and etiological diagno-
sis. In addition, another of the important tasks of the 
doctor is to define the prognostic task as a prediction 
of the future course of a disease after its onset. Be-
cause the doctor must rely on the natural history of the 
disease to define, where the patient is and give cer-
tainty to the forecast. The term refers to the possible 
outcomes of a disease and the frequency in which it 
can occur. However, knowledge and identification of a 
given prognosis should contribute to the establishment 
of preventive practices that modify the course of the 
disease41. Predicting the future is a difficult task if there 
are no elements of support beyond common sense and 
chance. One way to minimize uncertainty about the 
future of disease suggests generating an estimate 
based on the following elements: clinical experience, 
epidemiological information, and statistical probability 
and the clinical horizon of the disease. Such elements 
allow predicting the future as precisely as possible. 
The clinical experience, although valuable, is the most 
limited for making prognostic decisions because it is 
based on a more or less limited set of patients who 
are usually not representative of all of them. In addi-
tion, it can lead to an unequal follow-up in its condi-
tions, presenting patient selection bias, information 
bias, and lack of casuistic precision. The statistical 
probability is the tool par excellence for the prognostic 
exercise because it allows estimates to be made re-
garding the various forms of evolution of a disease with 
well-defined precision margins42. However, the natural 
history of the disease puts us in the place where the 
patient can be found, and finally, the possibility of 
healing. The prognosis will then depend on the natural 

history of the disease and its clinical course, on the 
correct description and on the recognition and control 
of biases that affect said description, either by design 
or through research analysis in a simultaneous and 
complementary manner43.

Educational aspects of the clinical 
method

Among the possibilities of teaching medicine and 
through the clinical method, promoting the achievement 
of competence to perform clinical reasoning and under-
standing the importance of knowing how to prepare, 
interpret, and use the clinical file, the following can be 
mentioned:
1.	The class or lecture. In it, the expert clearly empha-

sizes facts, guides the analysis, shares experiences, 
and shows how this reasoning is done; it can involve 
students in the interpretation of cases and clinical 
experiences.

2.	The investigation of topics by students and their pre-
sentation to the group. A  widespread practice, at 
least in the hospital environment. Resident doctors 
study subjects, explain cases by teaching other res-
ident physicians while still learning as that phrase 
says: teaching is learning twice.

3.	Evidence-based medicine: Knowing this strategy, 
knowing how to prepare the question and investigat-
ing research with a high degree of methodological 
rigor can contribute to the training physician confirm-
ing their assertions, testing them, confronting them 
with the investigation of similar cases, from which 
they can learn44.

4.	Problem-based learning: By following a structure for 
reviewing cases in which one must participate by 
posing hypotheses, seeking answers, and incorpo-
rating data, one can favor the fact that a fact is linked 
to another, the process of analysis that must be made 
of the semiology, heredofamilial antecedents of the 
patient, is understood, the explanation of relevant 
data, etc., which will allow the group of students to 
dialog with each other developing skills for collabo-
rative and communicative work45.

5.	Review of cases and clinical records: Work with the 
training doctor, or the associate doctor. Listening to 
the analysis of clinical cases will strengthen the doc-
tor’s awareness in deepening in each of the aspects 
involved in them and which it can learn from 
others46.

6.	Meaningful learning, or the learning of medical 
procedures before real, simulated, and standardized 
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patients, with whom these procedures are performed 
daily. With a previous preparation or equipped with a 
work guide, the student can be taken to situations in 
which it can practice procedures that require preci-
sion and learn sequences of standardized actions 
with the programmed simulators. One practices 
questioning or the observation of symptoms and 
signs of the patient without running greater risks than 
it may face. This can also mean visiting real patients 
and always taking care of patient’s safety, without 
subjecting them to mere learning objects47.
The quality of the record of medical care is found in 

the clinical record, as well as the process of medical 
evolution as a history, where all of his background tran-
sits, as well as the studies were done throughout his 
care in some hospital center. The Official Mexican 
Standard NOM-168-SSA1-1998, of the Clinical File, es-
tablishes the mandatory scientific, technological, and 
administrative criteria in the preparation, integration, 
use, and archiving of the clinical file, being a medi-
cal-legal document. The doctor, the nurse, and the 
administrative staff that handle and insert information 
must know the ranges of dispositions so as not to com-
mit an illicit or harm to the patient and the norm. Be-
cause section 4.4 says: that the clinical file is the set 
of written, graphic, and imaging documents or of any 
other type, in which the health personnel must make 
the records, notes, and certifications corresponding to 
their intervention, according to sanitary provisions. It 
must comply with content and reservation guidelines 
that will only be used exclusively by health personnel 
and in accordance with the procedures and guidelines 
of the standard. Therefore, it is necessary for the stu-
dent to give all the necessary information on the man-
agement of the clinical record48.

Conclusion

Medicine in some of their practices has been of total 
innovation, so many of its methodological and teaching 
aspects have been modified. In its evolution, it has al-
lowed us to see the horizon through which he has 
traveled and which medical practice have remained 
immovable. Teaching medicine has been produced 
within universities and through principle-based schemes 
around the world. Non-medical application were postu-
lated by Vygotsky with the concept of the ZPD, and 
applied to this one, beating Flexner. The way medicine 
is taught at its core has maintained the most constant 
transformation in the description of pathologies, the 
functioning of the systems, the organism and how to 

predict the evolution of the disease. How and when to 
refine the diagnosis and how treatment evolves and is 
applied. Skills have made medicine develop an area of 
knowledge and experience. Although this practice was 
already old, it was lost in the division of basic and clin-
ical cycles and has been recently recovered. The clin-
ical method, however, is a discipline that has not 
changed and that leads the doctor to an accurate diag-
nosis, even with technology. We believe that this prac-
tice in teaching achilles heel and must be stimulated 
for the doctor to understand the mental process and 
know of its importance.
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