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Introduction 

Cardiology training in the 

United Kingdom is 

undergoing a paradigm shift 

under the 2022 curriculum 

for Cardiology, which 

mandates dual accreditation 

with General Internal 

Medicine (GIM) and aims to 

produce consultants capable 

of both acute internal-

medicine and cardiovascular 

practice.(1) While this 

change reflects a 

commitment to versatility 

and patient-centred care, it 

also risks unintended educational consequences: the loss of intentionality in cardiology training, 

as both trainers and trainees face the competing demands of service provision and dual- Certificate 

of Completion of Training (CCT) workload. 

 

Educational intentionality is central to effective postgraduate training.(2) However, excessive 

service pressures and curricular overload have displaced structured experiential learning. This 

raises the question, should we be considering re-introducing core features of traditional 

Take Home Messages 

•   Cardiology training has lost intentionality as service 
pressures, dual-Certificate of Completion of Training (CCT) 
demands, and curriculum overload fragment experiential 
learning and mentorship. 

•   This commentary review highlights how heavy general 
internal medicine (GIM) workloads disrupt focused cardiology 
training and reduce time for practice and feedback, both vital 
for mastering skills. Re-introducing structured, hands-on 
learning through observation, guided practice, and debriefing 
can restore training depth and confidence. 

•  Aligning curricula with real-world resources and protecting 
training time can produce competent, confident cardiologists 
without extended fellowships. 

•  Reform should prioritise mentorship, workload balance, and 
flexible modular subspecialty pathways. Further study should 
evaluate the impact of apprenticeship-based approaches on 
trainee competence and self-efficacy. 
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apprenticeship learning, blended with contemporary educational frameworks, to restore depth and 

purpose in cardiology training? 

 

The Loss of Intentionality 

The 2022 cardiology curriculum stipulates that trainees must complete stage 2 Internal Medicine 

alongside specialty training within an indicative five-year window.(1) The rationale is coherent 

with national and international frameworks(3, 4) promoting generalist competence. A 2024 joint 

statement from the British Cardiovascular Society (BCS) warned that the current model “ranks 

among the longest and most burdensome in the world, as the length of postgraduate training from 

medical school to cardiology specialty accreditation is typically 5–6 years in most comparable 

systems, including Europe and the United States,” with reduced opportunities for key procedures 

and diminished trainee confidence at CCT.(5) It is known that excessive service duties fragment 

deliberate practice and feedback cycles, critical components of skill mastery.(6-10) 

 

According to Ericsson’s theory of deliberate (intentional) practice, expertise requires focused, 

feedback-rich repetition in a domain-specific context (Figure 1).(8, 11) Beyond the quality of 

feedback, the temporal pattern of this repetition profoundly influences learning outcomes. High-

volume exposure over shorter durations leads to more efficient skill consolidation and longer 

retention than intermittent practice over extended periods.(11) However, under dual-CCT 

pressures, much of trainees’ time is spent fulfilling acute take duties, eroding the cardiology space 

for deliberate procedural practice. Trainers simultaneously experience cognitive load and “hidden 

curriculum” stressors that limit their ability to engage in active mentorship.(12) Consequently, 

learning becomes reactive rather than intentional, driven by service imperatives rather than 

planned developmental trajectories leaving the trainees in the arrested development zone (Figure 

2). 
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Figure 1. Ericsson’s Theory of deliberate practice Principles. Adapted from Ericsson, 

2004. 

 

 

Figure 2. Impact of Dual-Training Pressures on Skill Progression in Cardiology Training. 

This conceptual diagram illustrates the potential effect of system and curriculum 

pressures on the developmental trajectory of cardiology trainees.  

(CCT=Certificate of Completion of Training) 
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Mismatch Between Curriculum and Training Reality 

The 2022 curriculum defines ambitious outcomes;(1) however, the theory–practice gap, where 

formal curricula exceed the practical affordances of the clinical environment, is well 

recognised.(13) Eraut’s concept of non-formal workplace learning highlights that much of clinical 

expertise emerges through tacit, situational exposure rather than curriculum-driven checklists.(14) 

In smaller centres, procedural volumes and trainer availability may not meet curricular 

expectations. Without protected training time or structured feedback, learning degenerates into 

what Schön termed “reflection-in-action” without “reflection-on-action”, in other words, action 

without meaning.(15) This gap explains why many United Kingdom (UK) trainees seek post-CCT 

fellowships for procedural confidence.(5) 

 

The Old with the New 

Medical education has always evolved by balancing tradition with innovation. While 21st-century 

cardiology training is guided by competency frameworks and technology-enhanced learning, it 

risks losing the depth and continuity once embedded in the apprenticeship model. By revisiting 

key principles of traditional mentorship and integrating them with modern educational theory, 

cardiology training can regain intentionality, reflective depth, and procedural confidence. Table 1 

outlines how established methods can be blended with contemporary approaches to strengthen 

training outcomes. 

 

Avoiding the Fellowship Catch-Up Model 

Educationally, repeated reliance on post-CCT fellowships indicates curricular misalignment with 

the learning environment capacity and objectives not achievable within designated training 

time.(27) By re-introducing intentional apprenticeship, reflective feedback, simulation-supported 

procedural exposure, and realistic workload distribution between cardiology and GIM, the system 

can produce competent cardiologists with a strong sense of self-efficacy, without the need for 

extended fellowships. 
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Table 1. Integrating Traditional Training Practices with Modern Educational Frameworks 

Traditional Approach (The Old) Modern Enhancement (The New) Educational 
Framework/Theory 

Trainer–Trainee Pairing 
Close mentorship fostered 
confidence and skill through 
guided practice 

Protected “apprenticeship clinics” 
or pairing blocks within rotations; 
supervision tapers with 
competence. 

Vygotsky’s ZPD (16); 
mentorship improves retention 
(17,18); EPAs (19). 

Procedural Apprenticeship 
“See one, do one, teach one” 
enabled gradual independence. 

Scaffolded steps—observe, assist, 
debrief, perform—enhanced by 
simulation and protected trainer 
time. 

Kolb’s Learning Cycle (20); 
Cognitive Load Theory (21); 
faculty development (22). 

Reflection and Feedback 
Bedside teaching encouraged 
reflective learning. 

Regular “learning clinics” with 
structured feedback and digital 
dashboards for progress tracking. 

Schön’s Reflection Model (15); 
reflection improves reasoning 
(23,24). 

Curriculum Flexibility 
Training adapted to local case mix 
and mentor expertise. 

Flexible, modular, flexible 
curricula aligned with resources; 
supported by hub rotations and 
remote mentorship. 

Situated Learning (25); 
Communities of Practice (26). 

ZPD, Zone of Proximal Development; EPAs, Entrustable Professional Activity. 

 

Conclusions 

The system’s competing service demands, curriculum inflation, and variability of resources 

threaten to dilute experiential depth. Reinstating structured mentor-trainee continuity, scaffolded 

procedural apprenticeship, reflective practice sessions, and curriculum adaptability, can restore 

intentionality and autonomy in training. 
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