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In mid-1997, the new board of directors of SBC/
FUNCOR established the Committee of Medical Residency
and Trainingto assist with theevaluation of trainingin car-
diology. Besidesproviding subsidiesand criteriafor accre-
ditation of the courses, this committee was encouraged to
address the problem of cardiologists’ training in our
country. During six monthsof work, thecommittee conclu-
ded that, despitethe apparent dichotomy between the offi-
cia programsof Medical Residency (MR) approved by the
Brazilian Department of Education and Cultureand those
endorsed by SBC/FUNCOR, theestablishment of alink bet-
weenthetwoinstitutionswasapriority. Thefollowing pro-
posal resulted from thisrecognition of the need for greater
cooperation and was devel oped from contributions of par-
ticipantsfromthemain cardiology MR programin S&o Pau-
lo state, during the seminar “Medical Residency and Brazi-
lian Society of Cardiology”, held on February 7, 1998 at the
SBC/FUNCOR headquarters. Subsequently withtheappro-
val of theboard of directorsof SBC, thisproject waspresen-
tedtotheNationa Committeeof Medica Resdency (NCMR)
inApril 1998, and waswell received by its members. Both
groupsrecognized that aproposal wasneeded. |n conjunc-
tionwithNCMR, anational seminar would beheldto care-
fully examine and definethe main consensua proposals.

Wepresent heretheproposal initspreliminary forminthe
hopesof inspiring discuss on of thissignificant topic affecting
theevolution of cardiol ogical educationinour country.

Introduction and historical summary

TheMedical Residency isthebest form of trainingand
speciaizationinthemedical arena. It hasbeeninexistence
inBrazil sincethe 1940s. Initially it waslinked to university
hospital s but, subsequently, it expanded to other public
and private non-academicinstitutions. Itsbroad acceptan-
ceby healthinstitutionsand economical and market forces
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embracing medical specialists, and sophisticated technol o-
gies, aswdll asthe pedagogical deficienciesinmedical cour-
ses, caused adistortion of the conceptionsthat originally
called for theestablishment of medical residency training.

Subsequently dozens of medical residency programs
arose based on distortions of the original concepts, using
recently graduated physiciansas cheap |abor, adding addi-
tional disgracetothehealth carelabor market. Thisfact ga-
veriseto accusationsthat MR wasaprivilegedinstrument
for exploitation of qualified labor. Therefore, residents
made many demands to improve working conditions and
fairnessinthehealth carelabor market. Thisresultedinthe
approval of law 80,281 by thefederal governmentin 1977. It
defined the meaning of medical residency and created the
NCMR. Afterwards, law 6,932/81 wasenacted. It governed
theactivitiesof medical residents.

Currently, thereareal so the State Committeesof Medi-
cal Residency (SCMR) that, alongwithNCMR, arerespon-
siblefor the accreditation and supervision of medical resi-
dency programs. Withinthislega framework, theofficialy
accredited programs provide certificates of specialization
recognizedinall areasof thelabor market. Alternatively, one
can obtain a specialist title by undergoing examinations
comprising tests and title evaluations performed by the
societies of medical specialties with the consent of the
Brazilian Medica Association and acknowledgement of
the Federal Board of Medicine (Partnership agreement
AMB/CFM/1988).

Thisduality of criteriafor obtainingaspecidisttitiehas
complex ramificationsfor medical practice. Inadditiontothe
variationsin the quality of the different MR programs,
inspection and control by NCMR and SCMR have not
guaranteed an acceptablequality. In addition, two hypothe-
tical types of specialists have been created — one who has
completed MR and therefore holds the title issued by
NCMR and the other who hasreceived his/her titlefromthe
societies of specialists, asaready explained. Itisbelieved
that the participation of the societies of specialistsin this
processwould be of greatest importance in establishing
uniformity and minimum professional qualificationsinthe
service of society.
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General profile of the cardiologist - The specialist
must have broad trainingininternal medicine, whichena-
bleshim/her to practiceinthedifferent areasof cardiology.
Thistraining takesfor granted acloseandlogical relation-
ship among the different organsand systemsof the human
body, emphasizing theinteraction with the cardiovascular
system both inits general and specific aspects.

Minimum competence - Our approachwill bedivided
intwolevels. Thefirst level isrelated to the objectivesand
the second to the contents of the program.

Inregardtothe objectives, wewill consider thefollo-
wing: What is expected from the specialist and how the
institution can participatein his’/her medical education?

Inregardtothe contentsof theprogram, wewill focus
onthefollowing: @ What is considered basic for thetrai-
ning of acardiol ogist?; b) how to acquirecritical and cons-
tructive knowledge for professional practice?; c) what
should betheminimum length of time spentintrainingin
thedifferent sectors, for example, thetraining periodinthe
ward, intheoutpatient careunit, etc.

Tofacilitatethe analysis of the questionsabout mini-
mum competence, wewill taketwo approaches, theinstitu-
tional and the programmatic one.

Institutional level - The serviceswheremedical resi-
dency programswill becarried out should have aregistra-
tion unit, an emergency unit, an intensive care unit, an
outpatient care unit, and units for invasive and non-
invasivediagnostic methods. Itisalso advisabletoinclude
atraining program withinterface between cardiac surgery
andclinical cardiology.

Theinstitutions should have libraries available for
medical residents provided with basic texts on cardiology
and internal medicine and the main periodicals of the
specialty, aswell.

Programmatic level -a) Pre-requisite: A two-year
trainingininternal medicineinaprogramof medical residen-
cy acknowledged by theNCMR; b) duration - A minimum
of 24 months, but 36 months being the recommended
optimal period; c) contents - during the training, the
cardiologist should develop cognitive and practical skills
that enable him/her not only to recognize and treat the
different heart diseases but also to acquire critical reaso-
ningintheutilization of different established or experimen-
tal management techniquesin cardiology. Thiswill be
accomplished through classes, seminars, scientific mee-
tings, visitsto ward, discussions of manuscripts, etc.

According towhat wasexplained, thefollowing topics
should be considered: Basic topics: Cardiac metabolism,
physiology, primer of molecular biology in heart diseases,
electrophysiology, neural and humoral control of the car-
diovascular system, lectures of clinical epidemiology and
scientific methodology; practical topics: Cardiacinsuffi-
ciency, acute and chronic coronary insufficiency, conge-
nital heart diseases, valvular heart disease and rheumatic
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diseases, cardiomyopathiesand Chagas' disease, dydlipi-
demia, hypertension, ECG, arrhythmia, hemodynamics, and
correlated diagnostic methods; d) hands on training -the
training must be devel oped through clinica and diagnostic,
anatomico-clinical, and clinical-surgical meetings, and
rotatory trainingsdistributed asfollows. Registration unit:
medical assistanceto patientsadmitted tothewards, emer-
gency department, intensive careunit, coronary careunit,
and consultations with specialists of other areas. These
activities should take up to 60% of thetotal training time;
outpatient Care Unit. 20%trainingtimeshouldbespentin
outpatient care; diagnostic methods: active participation
ininvasive and non-invasive proceduresis advisable and
should represent 20% of thetraining time; €) teaching
method - A cardiologist with an academictitle or one ack-
nowledged by SBC/BMA should always supervise the
program. Inadditiontotheusual pedagogical methods, the
teaching of basictechniquesof clinical research and statis-
ticsshould beacentral part of thetraining, aimingto provi-
dethemedical resident with acritical spiritandintellectua
initiative; f) evaluation - institutional — Theinstitution
can establishitsown criteriathat should bevery clear and
unambiguous. Besidesthetraditional subjectiveevaluation
during work, there should al so be objective ones, such as
written or practical examinations; extra-institutional —
SBC/FUNCORwill annualy apply specific testsdevel oped
by specialistsrelated to the topics covered and the skills
progressively acquired during the training of medical
residents, for first-, second-, and third-year trainees. These
testswill beused to evaluatethe medical residentsand the
servicesaswell, being oneof thecriteriafor reaccreditation.

Attheend of theprogram, thecardiologist, inaddition
to recogni zing and managing cardiac pathol ogies, should
beableto: 1) Prescribeandinterpret cardiol ogical examina:
tions, ECG, chest roentgenograms, hemodynamic, cinean-
giocardiographic and radioi sotopi c examinations, and car-
diac biopsy; 2) handledrugsand apply adequate therapeu-
tical methods; 3) identify patientsfor heart transplantation,
for surgical treatment and for angiopl astic and valvoplastic
treatment; 4) recognize and treat the psychosomatic as-
pectsrelated to cardiac patients; 5) allow the continuing
interest in clinical investigation, stimulating the critical-
scientific spirit and utilization and adequateincorporation of
medical advancesin cardiology.

Conclusion

This preliminary sketch represents a contribution to
the debate about the enhancement of the cardiology MR
programsinBrazil. It doesnot pretend to beoriginal, becau-
seit was based on other proposals. It does not pretend to
be afinished project asit only proposesto initiatethe dis-
cussion about the quality of the MR and therole of SBC/
FUNCORinitsimprovement.

Toguaranteethat the cardiology M R programsare of
the highest quality and are adequate to the needs of Brazi-
lian society, SBC/FUNCOR should develop astrategy and
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effortsthat consider thealready existing setting and enable
apartnership with the agenciesresponsiblefor theMRin
this country.

Therefore, it is considered fundamental that the on-
going programs, aswell asthe onesthat will be established,
also have the approval of SBC/FUNCOR. Currently, this
function, dueto thelegal framework of the country, isthe
responsibility of the NCMR and SCMR. Although histo-
rically this designation hasrepresented an advancein the
evolutionof MRinBrazil, itisknownthat thisform of accre-
ditationand evaluation of MR hasdeficienciesinherentin
theenormity and complexity of theprogramsof MR spread
throughout acountry with continental dimensions.
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Thus, theparticipation of SBC/FUNCOR intheinitial
analysisof the programsin the accreditation phasewould
beanatural solution, aswell asin the continuing evaluation
of dozensof ongoing programsin thecountry. Considering
thestructure of SBC/FUNCOR with societiesof specialists
inall Brazilian states, added to the natural easinessof spe-
cialitiesevaluating related programs, wecould act ashighly
qualified selectorstoNCMR and SCMRs. At the sameway,
the reevaluations of the different programsfor reaccredi-
tationwould bemuch easier and morenatural.

Very soon, inasymposium especially devoted to dis-
cussing cardiology medical residency inBrazil, wehopeto
deepen the discussion of thisand other proposals.
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