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ABSTRACT

OBJECTIVE: To develop and present an instrument to evaluate and monitor the quality of
medical residency programs in residencies in family and community medicine (FCM) based on
preceptors and residents, considering the insertion of the health network program.

METHOD: The instrument was developed in three stages: 1) interview with the preceptors
of FCM; 2) literature review; and 3) production, adequacy, and approval of the evaluation
instrument by renowned professionals of the Brazilian FCM. The third stage included 9 people
and used the Delphi technique with 80% agreement. For the qualitative results, Bardin's Content
Analysis was used.

RESULTS: In all, there were five evaluation cycles to adapt the proposed recommendations, with
the elimination of one item and weighting, with a results analysis methodology of 10 resulting
items, reaching an expected matrix for organizing residency programs in the health network,
divided into 3 domains: Organization of the Unit, Human Resources, and Preceptor-resident
relationship.

CONCLUSION: An instrument for evaluating and monitoring residency programs in family
and community medicine can be a tool to facilitate program managers and allow evaluation
and monitoring, continuously qualifying them.

DESCRIPTORS: Family and Community Medicine. Boarding and Residency. Evaluation of
Research Programs and Instruments
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INTRODUCTION

Medical residency is considered the best strategy for training new medical specialists,
considered training after completing graduation. Some authors report that it began in
the United States with medical and surgical clinics in the late 19th century. In Brazil, it is
legally considered a postgraduate course, a specialization modality, focused on in-service
training, existing since 1944".

Residencies in Family and Community Medicine (FCM) began in 1976, showing a small
expansion of vacancies until 2013 compared to the following period (2013-2021)*. As of Law
12,871/13, known as the Mais Médicos Law, the number of vacancies occupied increased
from 206 in 2011 to more than 2,282 (an increase of 11.7 times), data from October 2021. The
state of Sdo Paulo had 62 medical residency programs (MRP) in MFC registered, with 37
programs with residents (405 residents and 1,366 vacancies, 29% occupancy), corresponding
to 17.8% of the MFC residents in Brazil, being the state with the highest number® in 2021.
The data for 2021 were obtained from the Law on Access to Information®.

As much as the Family Health Strategy (FHS) is based on the presence of a FCM specialist
as a medical professional, the country has approximately 7,000 FCM professionals?® for
more than 43,000 Family Health teams®. This discrepancy intensifies when observing their
distribution, as they are mostly present in the South and Southeast, corresponding to 71.4%
of specialists in Brazil and 46% of family health units®*.

Amap4, Bahia, Maranhio, and Piauf have less than 1.1 specialists per 100,000 inhabitants,
whereas Acre, Distrito Federal, Rio Grande do Sul, and Santa Catarina have between 4.9
and 8.7 specialists per 100,000 inhabitants®. To calculate the ideal ratio, it is possible to infer
that each family and community doctor is responsible for 4,000 people®, that is, the country
would need a ratio of 25 family and community doctors per 100,000 inhabitants. Thus,
considering that in 2020, approximately 1,500 new specialists were trained in residency,
maintaining the current volume of vacancies occupied, the country would only reach the
number of specialists needed after two decades, without considering losses over time.

Given the scarcity and concentration of specialists, training depends on preceptors from
other areas of activity, who are legally qualified for such a role, according to the specific
legislation of the MRP-FCM, unlike other areas, which require expertise in the area of
training as a prerequisite for the function’.

This probably implies great variability in training conditions. In addition to this situation, there
is also alack of information and standards for minimum conditions of a physical structure
and adequate inputs to guarantee training. With this, the programs need guidelines for
opening and expanding vacancies in an orderly manner and capable of supplying training,
considering the uniqueness of FCM, which operates predominantly in the FHS/Primary
Health Care (PHC).

For this, it is necessary to understand the service itself and evaluate it. This act involves
issuing a value judgment based on a predetermined standard or an ideal reference, looking for
flaws and correcting them®*°. Donabedian'! reinforces that the evaluation process requires
continuous monitoring of the health service, seeking to detect and correct departures from
standards, being able to evaluate structures, processes and results obtained. In view of these
factors, this study proposed a matrix for evaluating and monitoring residency programs in
FCM in Brazil, with a focus on PHC.

METHODS

This is an evaluative, descriptive, and exploratory methodology study, starting in 2018 to
2021. 1t consists of quantitative and qualitative research, using an electronic form to obtain
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responses from participants and a literature review for complementation and characterization
of the instrument presented at the end.

This study developed a matrix instrument to define the training conditions offered by
medical residency programs in FCM based on the PHC structure. The construction was
divided into three stages of development, starting with understanding the preceptor’s
reality and ending with the proposition of an evaluative instrument with the possibility of
nationwide application.

In the first stage, 132 FCM preceptors from the state of Sdo Paulo were invited from February
to November 2018, applying a Google Forms, with open and closed questions. All professionals
were invited via e-mail to understand the professional’s characteristics and the work they
perform. The complete results have been reported in a specific article'?, which listed the
strengths, opportunities, weaknesses, and threats (SOWT) that 67 preceptors perceive in
their work and in the MRP-FCM.

With the answers obtained, the second stage began with a review of national and international
literature, resolutions and ordinances on medical residency in general and FCM, comparing
the literature with the preceptors’ perception, superimposing SWOT with the Donabedian
triad'?. The framework constructed allowed obtaining responses that could be evaluated
in PHC, generating a matrix of recommendations on FCM residency programs, completing
the second stage of the matrix to be validated nationally.

The third stage peer-validated the document, ensuring quality homogeneity, with the
possibility of use in all regions. For that purpose, the instrument was presented to a group of
FCM experts, using the Delphi method". The presidents of all active FCM state associations
and the president of the Brazilian Society of Family and Community Medicine were invited
to participate, comprising 24 people. These were chosen by the authors considering their
regional diversity and national representativeness. The president of the Sdo Paulo state
association was excluded for being the project’s author.

The Delphi questionnaire had the same structure for all questions: Description of the
evaluated item, questions about the pertinence and permanence of the item in the final
questionnaire (yes and no), 0-10 Likert scales about the relevance of the item and what score
or value this item should receive in the program evaluation (0 to 10). Open questions about
wording suggestions and comments on the score and topic in question were also included
in all items to improve the item. For the items to be maintained, a consensus among the
judges had to be reached, the cut-off value for maintenance was 80%, with lower values for
non-approval of the item.

For open questions, with text suggestion and verification sources, Bardin's Analysis was
used, allowing to adjust the writing, justify exclusions, and merge items if necessary.

Both surveys, with both the preceptor and the judges, were approved by the Research Ethics
Committees, under protocols CAAE 78853317.0.0000.5411 and 30805420.5.0000.5440.

At the end of the discussion cycles, the recommendations were reassessed by the authors,
organized, and compared with current legislation.

RESULTS

Phase 1 responses showed that 70% of respondents were FCM specialists and more than
90% had some specific training in preceptorship. Although 62% (42 people) considered
themselves quite satisfied with their performance, 27 people reported great difficulty at work.

The rewards most frequently reported by preceptors were: qualification in the area, keeping
up-to-date, personal qualification, and participating in a transformation process. The
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challenges were: excessive demand versus difficulty in teaching time, undervaluation of
the specialty, difficulty in the relationship with local management and difficulty in the
teaching process, insufficient physical space for education, and difficulty in organizing
the unit’s agenda.

By associating the preceptor’s point of view with the national and international literature
on medical residency and on the specific area, a matrix of recommendations for FCM
residency programs (stage 2) was produced. It was presented to the judges for continuing
the construction process. Altogether, it took five evaluation cycles among the judges to
obtain at least 80% agreement, with nine participants. The questionnaire started with 12
items and ended with 11 items, with the elimination of the question about the obligation
for the preceptor to have a period of assistance exclusively before starting the trainer role,
justified by the country having a low number of specialized professionals (Chart 4). The
Figure shows the process for building the matrix and Charts 1 to 4 the number of cycles
until the final matrix and scores (MRP-FCM Organization Matrix based on the judges’
evaluation) (3rd stage).

The instrument was divided into Unit Organization (Chart 1), Human Resources (Chart 2),
and Preceptor-Resident Relationship (Chart 3). Each item received a minimum value of 1 and
amaximum of 10 according to the relevance given by the judges, with most items receiving
a maximum score of 8 or 9. Only two items received a maximum score: the preceptor’s
obligation to be a specialist in FCM and the payment of a supplementary scholarship
to professionals who work with concomitant preceptorship. Charts 1 to 4 present the
final instrument.

Construction of the first version
based on the literature and the
preceptors' response

Cycle 1: presentation of the Cycle 2: assessment
questionnaire to 9 reviewers — 12 items of 11 items and
and 72 questions 34 questions

Invitation to the 16 judges to
evaluate the questionnaire

Cycle 3: assessment
of 10 items and
24 questions

Final organization: ordering and Cycle 5: assessment Cycle 4: assessment
evaluation of the proposal by of 2 items and of 3 items and
the authors of the tool 2 questions 3 questions

FCM: family and community medicine.

Figure. Conducting evaluation cycles of the Delphi questionnaire to define the matrix of residency programs in FCM.
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Chart 1. Group 1: organization of the unit (A.1-A.3).

Desirable matrix in the program

How to organize and evaluate the criterion

Number of evaluation cycles
(1-5) and weighting defined by
the judges (8-10)

A. 1. Adequacy of the unit’s physical space for work.

A.1.1 Number of offices suitable for the entire team in
service, without the need for rotations during the periods
that the resident is in consultation. Considering that they
also has activities outside the office.

At least one office per professional and/or no need
for rotations.

A.1.2 Rooms and materials for procedures in the unit
(activities proposed by the Competency-Based Curriculum
- CBO).

If these activities are not available in the unit, the resident
has spaces on the grid to perform in other training spaces.

Room to carry out training procedures for the specialty
based on the CBC, whether in the reference unit or in
another space that guarantees training
(such as another unit).

4 cycles and reaching a
weighting of 9 points.

A.2. Improving the organization of the agenda and demand
for primary care services in the context of

school-units, considering the social context and
vulnerability of the defined population.

(Note: both the preceptor and the resident must have
protected spaces for adequate training of the professional
in training/preceptor, considering the uniqueness of FCM
(home visits, collective activities, unit meetings, theoretical
agenda, among other specific demands of each program).
The unique contexts of each program should also be
considered: academic, in the SUS network and in the
private network).

Residents have a protected agenda to attend and
discuss cases. In addition, they have spaces for home
visits, procedures, community groups.

3 cycles, reaching a weighting
of 9 points.

A.3. Qualification and better interrelation between service
management and medical residency so that the unit remains
a school-unit.

Management cooperates with the organization of the
unit so that adequate training is obtained, agreeing
on goals and promoting feedback spaces for the unit’s
professionals and users with medical residency.

3 cycles, reaching a weighting
of 8 points.

FCM: family and community medicine; SUS: Sistema Unico de Sadde.

Chart 2. Group 2: human resources (B.1-B.4).

Desirable matrix in the program

How to organize and evaluate the criterion

Number of cycles (1-5) and
weighting defined by the judges
(8-10)

B.1. Encourage and give preference to hiring professionals
for the position of preceptorship with a degree and/

or residency in family and community medicine with
desire/training in preceptorship.

All professionals are FCM experts.

2 cycles, with 10 points of final
value.

B.2. Continuous improvement of these professionals
through.

B.2.1. In-service education based on permanent education
strategies and demands: the unit, the service portfolio, and
the residency program.

Training process of the preceptor based on the
demands of the service, residency and unit, having a
protected space in the agenda for this.

3 cycles and 9 weighting points.

B2.2. Continuing Education of the preceptor through
preceptorship courses, health education, continued
clinical training, case matrix support, among others. Also
the inclusion of permanent education in teams that have
residents and preceptors, with a protected agenda.

Release of the preceptor for health department

courses, external courses, continuing education

through the program, matrix support with other
professionals, among others.

3 cycles and 9 weighting points.

B.3. Provide ongoing training to professionals (preceptors,
residents and residency unit staff) on the specialty, its
updates and characteristics, so that everyone has the same
discourse and can advance as the specialty advances.

Are residents, preceptors and staff systematically
presented with information and training on
the specialty?

5 cycles and 9 weighting points.

B.4. Financial support for preceptors, with supplementary
salary or preceptorship scholarship.

Evaluate whether the preceptor has a differentiated
salary for the position compared to exclusive assistant
physicians (salary supplementation).

3 cycles and 10 weighting
points.
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Chart 3 . Group 3: preceptor-resident relationship (C.1-C.2).

Number of cycles (1-5) and
Desirable matrix in the program How to organize and evaluate the criterion weighting defined by the judges
(8-10)

C.1. Careful observation of the number of residents
per preceptor to have an adequate training moment in Presence of a maximum of 3 residents per preceptor,
accordance with the organization of the program based on adding Tst and 2nd year residents (40h).

the conformation of the team.

4 cycles and 9 weighting points.

The maximum number is 5 students (undergraduates
and residents). *It may be suitable depending on
the possibility of the team, space, agreements with 5 cycles and 9 weighting points.
educational institutions (not generating
preceptor overload).

C.2. Observation of the overload of “learners” per preceptor
at the undergraduate and residency levels.

FCM: family and community medicine.

Chart 4 . Criterion excluded from matrix.

Desirable matrix in the program How to organize and evaluate the criterion Note

Excluded in cycle 2, 44.4% of
the judges agreed to maintain
this criterion, thus, it was

. . . - . Number of family and community medical excluded for not reaching
Hiring professionals already with a minimum period of . . . o .
. . . il M professionals with at least 3 years of experience 80% agreement to maintain.
assistance prior to preceptorship work (“flight hours”). .
before becoming a preceptor. Also suggested to take out

in the comments due to the
low number of professionals
specializing in FCM in 2021.

FCM: family and community medicine.

DISCUSSION

The results of the work show that most of the preceptors in the state of Sdo Paulo are
specialists in the area and trained for the position of educators. Their main difficulties in
exercising the position are related to organizing the agenda, the unit and the relationship
with municipal managers, who often have different objectives in relation to the function of
medical residency, seeing the resident as a team doctor and not a doctor in training. Similar
data were perceived in other works on residency in FCM'**>.

From the preceptors’ words and the current legislation, recommendations are proposed
applicable to medical residency programs in Family and Community Medicine, which
are validated by judges, resulting in a matrix with 11 items, organized into 3 cores: unit
organization, humans resource, and preceptor-resident relationship. This makes it possible
to observe training from a more realistic perspective compared to what is currently
done, as carried out by multidisciplinary residency in health'. Thus, the instrument
includes the structure and training processes, adapted from Donabedian’s triad and the
preceptors’ experience'.

When observing the instrument, the first evaluated group (A1 to A3) are the unit’s physical
and organizational resources, of which physical space, the possibility of developing the
expected competencies in the residency, and the organization of the unit are evaluated,
aspects that directly influence resident training. Unlike hospital residencies, in which the
service structure is a rotating one, PHC is characterized by being solution-oriented, close
to individuals (accessible), with a community focus and a multidisciplinary team", with
educational training in PHC also unique, as demonstrated in other studies'®".

The above points were listed as challenges by the preceptors in the state of Sdo Paulo in
working on the residency and coincide with those found in previous research****, being
corroborated by the judges as points to be observed in the program. This is a critical point
that demonstrates the need for dialogue between teaching and assistance.
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When evaluating domain A, the three components converge to two essential points:
population size and physical structure of the residency unit/program, since they delimit
the appointment schedule, health unit activities, and teaching-learning scenarios and
methodologies, in addition to the health and residency financing itself. Thus, the adaptation
of learning scenarios interferes with the organization of municipal health departments
due to the needs of population coverage, health financing, adequacy of physical space and
health teams, including the legislation that governs such aspects 7.

The adequate population size per team in “school-units” is suggested since 2015 as a
maximum of 3,000 people, in addition to moments of permanent education for both the
preceptor and the resident and what would be their functions in the unit*’. However, the
presence of these challenges demonstrates that it is necessary to improve the dialogue
and definition of work processes between residency and municipal management, as
other works have already demonstrated that the objectives are different'*'s, making it
difficult for the MRP-FCM to achieve its objectives: education based on quality service
and training model.

Therefore, component A of the recommendations is mandatory, since it is necessary to
observe the unit and how it is integrated into the municipality, from the population covered
to the work process of resident training.

It is known that from the genesis of legislation to its effective implementation, several steps
are necessary with constant monitoring to adapt the structure and process. Thus, the
presented matrix can be a strategy to achieve this objective, as carried out in the urgency
and emergency network?*.

Another learning scenario that can be inserted in training is the simulation labs. By its
nature, FCM requires simulations involving the behavioral domain (such as those developed
with actors) and technical skills (such as placement of an intrauterine device), being a new
learning strategy to be acquired by preceptors and a new scenario for residency*>*°.

In the second group of questions (B1 to B4), involved in the Human Resources domain, two
items had a high acceptance value by the judges: if the preceptor is a specialist in FCM (B1)
and if the preceptor receives a differentiated value in their salary (B4).

In 2020, there were 7,149 specialist professionals in the field, with an increase of 3,127
professionals in the last 5 years®*”. Despite the judges’ desire for specialists in the field
to train residents, the national policy for medical residency in FCM allows the activity
of professionals from other areas as preceptors®, possibly because of the low number
of specialists. With this, it is mandatory to assess whether the residency preceptors are
specialists in the field or if they have the competence to exercise the position, which is
contemplated by the instrument developed.

The second item that received maximum weighting was scholarship supplementation to
be a preceptor (B4). This is an item that the Ministry of Health has encouraged since 2019,
with remuneration for the municipality and the preceptor®>. However, although studies
show that preceptors do not routinely receive scholarships'®*, there is already evidence that
this is not the main motivation for professionals to exercise this function®. Furthermore,
the use of any financial incentive must be coupled with production indicators for it to be
an effective inducing policy. However, the judges did not specify the reason for their choice,
which prevents an assertive conclusion on the topic and could be an opportunity to improve
the instrument in future versions.

The other items in group B address the aspect of education through work, permanent
education and continuing education, being professional qualification health policies®.
When observing the preceptor, many do not clearly and homogeneously define the FCM
specialty®. Thus, it is mandatory that the program systematically present the specialty to
all those involved, ensuring adequate knowledge of the field (items B2 and B3).
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Furthermore, considering Permanent Education as a health policy, its presence in the
residency is essential®. Finally, training as an educator provides preceptors with a greater
quantity and quality of educational and care tools*(B2).

The third evaluation domain (C1 and C2) required the most evaluation cycles by the
judges, as it aimed to reach a consensus on the number of students per preceptor, a value
already determined by the National Commission for Medical Residency, with 6 residents
per preceptor 40 hours®.

Despite this predetermined number, the programs vary greatly, with proportions ranging
from 1 to 9 residents per preceptor in the state of Sdo Paulo. In addition to residents, 67%
of preceptors are responsible for undergraduates and other non-medical areas, increasing
the number of trainees per professional®.

Such data correspond to significantly higher numbers as compared to programs abroad?.
Although alower resident-to-preceptor ratio is likely to be adequate, until the desired number
of preceptors is reached, this item will continue to differ across programs. The repeated use
of the instrument may provide data on the evolution of this indicator (preceptor/resident
ratio) and its comparison between the regions, allowing intervention with the responsible
instances for the continuous improvement of the programs.

Alsoin this domain, the number of students per preceptor is presented, resulting from the sum
of FCM residents and students from other instances (undergraduate and multidisciplinary
residency). It is important to observe this number because the more students who are under
the tutelage of the preceptor, the less time dedicated to the residency and to the student.

Finally, the item excluded from the initial questionnaire, following the judges’ advice, was
“Hiring professionals already with a minimum period of assistance prior to preceptorship
work (“flight hours”)”, with at least 3 years of experience before preceptorship as the source
of verification, as described for residency in Portugal®.

The justification is that the country still does not have a sufficient number of specialist
professionals in the field to adequately provide assistance, teaching, management and
preceptorship. Thus, it is necessary for the recent residency graduate to already take on a
team to train new residents, which actually happens in practice®.

As limitations of this study, we can point out that the instrument was developed using
as a basis only preceptors from the state of Sdo Paulo, which is the state with the highest
number of FCM programs implemented in stage 1. Stages 2 and 3 were nationwide in scope.
It will still be necessary to validate the instrument in other federation states with different
realities. Itis also important to emphasize that any evaluation process should not be based
on just one tool, but a set of tools*®.

CONCLUSION

This work proposes an evaluative instrument of structures and processes for FCM residency
programs divided into three domains: Unit Organization, Human Resources and Preceptor-
Resident Relationship. Such an instrument, when properly validated, may allow the
continuous evaluation of programs to ensure the implementation of public policies that
govern FCM residency.

REFERENCES

1. Castells MA. Estudos dos Programas de Residéncia Médica em Medicina de Familia e
Comunidade: a questdo da preceptoria. Rio de Janeiro: Fiocruz, Escola Nacional de Satde
Pablica Sérgio Arouca; 2014 [cited 2022 Nov 8]. Available from: https://www.arca.fiocruz.br/
handle/icict/14860

https://doi.org/10.11606/s1518-8787.2023057004822 E




RSP

Evaluation of residency in FCM at PHC ~ Ribeiro LG et al.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

. Berger CB, Dallegrave D, De Castro Filho ED, Pekelman R. A formagdo na modalidade

Residéncia Médica: contribui¢des para a qualificacdo e provimento médico no Brasil.
Rev Bras Med Fam Comunidade. 2017 jan-dez;12(39):1-10.
https://doi.org/10.5712/rbmfc12(39)1399.

Scheffer M. Demografia média no Brasil 2020. Sao Paulo: FMUSP; 2020.

Brasil. Lei n® 12.527, de 18 de novembro de 2011. Regula o acesso a informagoes previsto no
inciso XXXIIl do art. 50, no inciso Il do § 30 do art. 37 e no § 20 do art. 216 da Constituicao
Federal; altera a Lei n° 8.112, de 11 de dezembro de 1990; revoga a Lei n° 11.111, de 5 de
maio de 2005, e dispositivos da Lei n® 8.159, de 8 de janeiro de 1991; e dd outras providénicas.
Diério Oficial Unido. 2011 Nov 18.

Ministério da Satdde (BR). Secretaria de Atencdo Primaria a Saldde. Cobertura de Atengdo Basica
em dezembro de 2021. e-Gestor; 2022 [cited 2022 Nov 8]. Available from: https://egestorab.
saude.gov.br/paginas/acessoPublico/relatorios/relHistoricoCoberturaAB.xhtml

. Ministério da Sadde (BR). Portaria n® 2.979, de 12 de novembro de 2019. Institui o Programa

Previne Brasil, que estabelece novo modelo de financiamento de custeio da Atengao Primaria
a Salide no dambito do Sistema Unico de Sadde, por meio da alteragdo da Portaria de
Consolidacdo n° 6. Diario Oficial Unido. 2019 Nov 13.

. Ribeiro LG, Villardi ML, Cyrino EG. Preceptor em residéncia médica em medicina de familia e

comunidade : compreendendo a singularidade desse profissional. In: Teixeira CP, Guilam MCR,
Machado M de FAS, Gomes MQ, Almeida PF, editores. Atengdo, educagao e gestdo produgdes
da rede ProfSadde. Porto Alegre: Rede Unida; 2020. p. 253-68.

Aguilar M), Ander-egg E. Avaliagdo de servicos e programas sociais. Rio de Janeiro:
Vozes; 1994.

. Klessig JM, Wolfsthal SD, Levine MA, Stickley W, Bing-You RG, Lansdale TF, et al. A pilot survey

study to define quality in residency education. Acad Med. 2000 Jan;75(1):71-3.

Elliott RL, Juthani NV, Rubin EH, Greenfeld D, Skelton WD, Yudkowsky R. Quality in residency
training: toward a broader, multidimensional definition. Acad Med. 1996;71(3):243-7.

Donabedian A. Explorations in quality assessment and monitoring: the definition of quality and
approaches to its assessment. Michigan: Health Administration; 1980. Basic approaches to
assessment: structure, process and outcome, p. 77-125.

Ribeiro LG, Cyrino EG, Villardi ML, Pazin-Filho A. Forgas, oportunidades, fraquezas e ameacas a
programas de residéncia em medicina de familia e comunidade no Estado de Sdo Paulo:
um olhar dos preceptores. Sdo Paulo: SciELO; 2022.

Marques JBYV, Freitas D. Método DELPHI: caracterizagao e potencialidades na pesquisa em
Educacdo. Pro-Posicoes. 2018;29(2):389-415. https://doi.org/10.1590/1980-6248-2015-0140.

Leite APT, Correia IB, Chueiri PS, Sarti TD, Jantsch AG, Waquil AP, et al. Residéncia
em Medicina de Familia e Comunidade para a formagao de recursos humanos:

o que pensam gestores municipais? Cien Saude Colet. 2021 Jun;26(6):2119-30.
https://doi.org/10.1590/1413-81232021266.47052020.

Oliveira AMF, Moreira MRC, Xavier SPL, Machado MDFAS. Anélise da integracdo ensino-servigo
para a formagao de residentes em medicina de familia e comunidade. Rev Bras Educ Med.
2021;45(1):1-10. https://doi.org/10.1590/1981-5271v45.1-20200326.

Vasconcelos MIO, Souza FL, Lira GV, Dias MSA, Silva GSN. Avaliagdo de programas
de residéncia multiprofissional em satide da familia por indicadores. Trab Educ Sadde.
2015;13(suppl 2):53-77. https://doi.org/10.1590/1981-7746-sip00080

Ministério da Satde (BR). Portaria n® 2.436, de 21 de setembro de 2017. Aprova a Politica
Nacional de Atengdo Basica, estabelecendo a revisao de diretrizes para a organizacdo da
Atencao Basica, no ambito do Sistema Unico de Sadde(SUS). Didrio Oficial Unido.

2017 Sep 22.

Bollela VR, Germani ACCG, Campos HH, Amaral E. Educacio baseada na comunidade
para as profissoes da satde: aprendendo com a experiéncia brasileira. Sdo Paulo:
FUNPEC; 2014.

Sociedade Brasileira de Medicina de Familia e Comunidade. Curriculo Baseado em
Competéncias para Medicina de Familia e Comunidade. Rio de Janeiro: SBMFC. 2015.

Aguiar AC. Preceptoria em programas de residéncia: ensino, pesquisa e gestdo. Rio de Janeiro:
CEPESC; 2017.

https://doi.org/10.11606/s1518-8787.2023057004822 H




RSP

Evaluation of residency in FCM at PHC ~ Ribeiro LG et al.

21.

22.

23.

24.

25.

26.

27.
28.

29.

30.

31.

32.

33.

1zecksohn MMV, Teixeira Junior JE, Stelet BP, Jantsch AG. Preceptoria em medicina de familia
e comunidade: desafios e realizacbes em uma Atencdo Primdria a Satide em construcdo. Cien
Saude Colet. 2017 mar;22(3):737-46. https://doi.org/10.1590/1413-81232017223.332372016.

Ministério da Sadde (BR). Portaria n°® 3.510, de 18 de dezembro de 2019. Altera a Portaria de
Consolidacdo n° 6/GM/MS, de 28 de setembro de 2017, para instituir incentivo financeiro de
custeio adicional mensal para municipios com equipes de satde integradas a programas de
formacao. Brasilia, DF: Ministério da Sadde; 2019.

Ministério da Educagdo (BR). Resolucdo n° 1, de 25 de maio de 2015. Regulamenta os requisitos
minimos dos programas de residéncia médica em Medicina Geral de Familia e Comunidade -
R1 e R2 e dd outras providéncias. Brasilia: Didrio Oficial Unido. 2015 May 26.

Oliveira DC. Analise de Implantagdo do Componente Hospitalar da Rede de Urgéncias e
Emergéncias — RUE [dissertation]. Sdo Paulo: Universidade de S&o Paulo; 2017.

Barreiros BC, Diercks MS, Biffi M, Fajardo AP. Estratégias didaticas ativas de ensino-
aprendizagem para preceptores de medicina de familia e comunidade no EURACT. Rev Bras
Educ Med. 2020;44(3):e102. https://doi.org/10.1590/1981-5271v44.3-20190328

Pazin-Filho A, Carlotti APCP, Scarpelini S. Implantagdo e desenvolvimento do
Laboratério de Simulacao (LabSim) da Faculdade de Medicina de Ribeirdo Preto da
Universidade de Sdo Paulo (FMRP-USP). Med (Ribeirdo Preto). 2017;50(4):272-83.
https://doi.org/10.11606/issn.2176-7262.v50i4p272-283

Scheffer M. Demografia médica no Brasil 2015. Sdo Paulo: FMUSP; 2015.

Ribeiro LG. Os preceptores de residéncia médica em medicina de familia e comunidade do
Estado de Sdo Paulo: Quem sdo? Onde estao? O que fazem? Botucatu: Universidade Estadual
Julio Mesquita Filho - FMB - UNESP; 2019.

Ceccim RB. Educagdo permanente em satde: desafio ambicioso e necessario. Interface
(Botucatu). 2004 set-2005 fev;9(16):161-77.

Franga T, Medeiros KR, Belisario SA, Garcia AC, Pinto ICM, Castro JL, et al. Politica

de educagdo permanente em satde no Brasil: a contribuigdo das Comisses
Permanentes de Integracdo Ensino-Servico. Cien Saude Colet. 2017 jun;22(6):1817-28.
https://doi.org/10.1590/1413-81232017226.30272016

Brasil. Resolucdo CNRM n° 02, de 7 de julho de 2005. Dispde sobre a estrutura, organizagdo
e funcionamento da Comissdo Nacional de Residéncia Médica. Brasilia: Didrio Oficial Unido.
2005 Jul 14.

Carvalho F, Ventura T, Barroso R. Perfil de competéncias do orientador de formacdo. Rev Port
Med Geral e Fam. 2004;20(1):147-52. https://doi.org/10.32385/rpmgf.v20i1.10010

Bollela VR, Castro M. Avaliacdo de programas educacionais nas profissdes da satide: conceitos
bésicos. Med. 2014;47(3):333. https://doi.org/10.11606/issn.2176-7262.v47i3p333-342

Funding: Coordenagdo de Aperfeicoamento de Pessoal de Nivel Superior (Capes — Code 001).

Authors’ Contribution: Study design and planning: APF. Data collection, analysis, and interpretation: LGR, EGC,
APF. Manuscript development or revision: LGR, APF. Final version approval: LGR, EGC, APF. Public responsibility
for the content of the article: LGR.

Conflict of Interest: The authors declare no conflict of interest.

https://doi.org/10.11606/s1518-8787.2023057004822




