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S ome preliminary data are needed to coherently analyze the present state of surgery in
Brazil. Brazil is among the 10 greatest economies of the world, is the most populous South
American country, and occupies an area of approximately 8500000 km2. Its borders make
contact with all South American countries, except for Chile and Ecuador. The political

administrative organization comprises 26 states, approximately 5500 municipalities, and the Fed-
eral District, the seat of the government. The country is divided into 5 great regions, whose char-
acteristics are shown in Table 1.

Most of the Brazilian population is of Eu-
ropean (Portugal, Spain, Italy, middle east-
ern part of Europe, and Germany) and Af-
rican origin. During recent decades, there
has been an increase of Asian immigrants
(particularly from Japan and Korea). The
official language is Portuguese, and Ca-
tholicism is the predominant religion. Na-
tive medicine had no significant influ-
ence on modern medicine and surgery.
According to the Pan American Health Or-
ganization, Brazil is one of the countries
with the greatest socioeconomic inequali-
ties in the world, a tendency that has been
reinforced in recent years despite eco-
nomic growth. Thus, the average income
of the 10% richest is approximately 30
times that of the 40% poorest. In the
Northeast, poverty has the typical char-
acteristics of marginal societies, while in
the Southeast, it reflects the character of
the region as the dynamic center of the na-
tional economy. According to the 1991
census, the Brazilian population was 146.8
million inhabitants. There were 17.2 in-
habitants per square kilometer, character-
izing a low demographic density, and the
urban population reached 75.6% of the
total. In 1996, with 161 million inhabit-
ants, Brazil occupied the fifth place in the
world, preceded by China, India, the

United States, and Indonesia. In the last
census, completed in 2000, the country’s
population increased to almost 170 mil-
lion inhabitants. In recent years, the av-
erage demographic growth showed a trend
toward reduction; the fertility and gross
birth rates have decreased as well.

The Brazilian population, in gen-
eral, experienced an important process of
modification regarding distribution ac-
cording to age because of a reduction in
the proportion of those younger than 15
years and the slow growth of the elderly
component, presenting an interesting per-
spective of a quality leap regarding nutri-
tion, health, and education policies di-
rected to children and young people. Life
expectancy increased, reaching more than
64 years for men and more than 71 years
for women at the end of the past decade.

Regarding mortality rates, available
data are not completely reliable. There is
a global underreport (nonreported deaths)
of the order of 20%, exceeding 50% in
some areas of the North and Northeast. In
addition, among the reported deaths, there
are approximately 18% due to ill-defined
causes, which leads to cautiously analyz-
ing the deaths due to defined causes. How-
ever, apparently the demographic data in-
dicate that mortality rates have been
significantly declining in recent decades,
mainly due to a reduction in the mortal-
ity of the population younger than 5 years.
Unfortunately, such a global reduction was
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neutralized in part by an increase in mortality due to ex-
ternal causes among young men. The global analysis of
causes of death according to the categories used by the Pan
American Health Organization1 shows that, excluding ill-
defined causes, diseases of the circulatory system occupy
the first place (circa 34%), followed by external causes (circa
15%), neoplasms (circa 13%), and transmissible diseases
(circa 11%). Maternal and infantile mortality rates have been
greatly reduced in recent years, mainly in the southeast-
ern and southern regions. In the other regions, they re-
main high, although lower than in the past.

By analyzing the specific health problems accord-
ing to age range, the Pan American Health Organization
data1 show that external causes constitute the most im-
portant problem up to the age of 60 years, after which
circulatory diseases become prominent. Neoplasms are
more or less evenly distributed in all age ranges. How-
ever, the previously mentioned indicator values tend to
hide great disparities that exist between urban and rural
areas, between states of the same region, and between mu-
nicipalities of the same state. The problems resulting from
internal migration from the rural to the urban zone, lead-
ing to the establishment of shantytowns (favelas) in the
megalopoles and to the worsening of sanitary condi-
tions in the great urban centers, should also be empha-
sized. Such migration has caused modifications in the pro-
file of the nosologic geography of the country. An
increasingly important problem of the 10- to 19-year-
old population is drug abuse (alcohol, tobacco, sol-
vents, tranquilizers, amphetamines, and marijuana). The
profile of the population and the health care system is
summarized in Table 2.

The total health cost is approximately 7% of the gross
national product. But public expenditure regarding health,
as a percentage of the gross national product, is 3.17%
(R $24.7 billion) of a total of R $779 billion.2 According
to data by the Ministry of Health,2 the average expendi-
ture for surgical hospitalization is R $575.08 (range,
R $253.73 [in Amapá] to R $781.55 [in Paraná]). Most
of the Brazilian population is linked to social security and
has a right to free medical care. It is estimated that less
than 5% have sufficient means to pay for private care. The
proportion of Brazilians who have some type of medical
care through contracts and health insurance is progres-
sively increasing. These types of medical care have been
the subject of increasingly rigorous regulatory mea-
sures in view of irregularities that have occurred and are
still occurring. The percentage of the population cov-
ered by some type of private medical care is calculated
to be 25%, reaching higher values in some states. In
Table 3, the 30 most frequent surgical procedures, ac-
cording to estimates or calculations by the Ministry of
Health, are presented. The data refer to the procedures
covered by public health care, ie, approximately 65% to
70% of the total. Information refers to the year 2000, ac-
cording to projections based in April 2000, a month that
may be regarded as being typical.

MEDICAL EDUCATION

By analyzing the medical education system, we see that
medical teaching in Brazil started with the arrival of the

Portuguese royal family in 1808, when the first medical
school was created in Salvador, Bahia. At the end of the
past decade, there were 95 medical schools in Brazil, 66
(70%) of which were located in the richest regions of the
country, the Southeast and the South.3,4 This number has
increased to more than 100. These medical schools, com-
monly distributed according to criteria of political rep-
resentativeness, generated approximately 9500 vacan-
cies per year, of which circa 5000 were public and 4500
were private. Specifically, between 1960 and 1979, there
was a significant increase in the number of faculties of
medicine. Parallel to this numerical expansion, the ex-
isting, particularly the public, schools were induced to
increase the number of vacancies in their courses. Thus,
the increase in the number of physicians between 1991
and 1996 (3.02%) was more than twice the annual de-
mographic increase during that period (1.38%). This in-
crease in the number of medical schools and vacancies
was accomplished with the authorization of the respon-
sible federal bodies, despite the strong opposition of medi-
cal entities, such as the Brazilian Medical Association (As-
sociação Médica Brasileira). Although in a less incisive
form, these data recall the panorama described by Flexner5

in 1910, in his memorable report on medical education
in the United States and Canada. In fact, although this
increase could be viewed as being beneficial to the coun-
try, by offering to the population more professionals, it
should be analyzed with caution. Besides promoting a pro-
gressive concentration of physicians in the richest re-
gions, the South and the Southeast, the increase in the num-
ber of vacancies was not accompanied by an equivalent
increase in professional and qualified docents regarding
didactical and pedagogical aspects and in residency va-
cancies in duly equipped hospitals. Consequently, the quan-
titative increase in the number of health professionals was
not accompanied by improvement regarding health care
in qualitative terms.

This supposition becomes more incisive if we re-
member that this numerical growth occurred at a
moment characterized by the explosive technological de-
velopment that made available to the physician sophis-
ticated equipment and extremely expensive procedures
that, if not sensibly used, substantially increase the price
of health care. In addition, not all medical schools have
their own teaching hospitals able to offer residency va-
cancies in the adequate number for their needs. Such a
fact is a particular cause of concern if we consider that
instruction offered by graduate courses is not of a ter-
minal character. Regarding the teaching profile, until

Table 1. Regions of Brazil*

Region
Area, % of the

National Territory†
Population,

% of the Total

North 45 7
Northeast 18 29
Center-west 18 6
Southeast 11 43
South 7 15

*Data from the Pan American Health Organization.1

†Percentages may not total 100 because of rounding.
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recently, perhaps until 1950, European medicine was of
great influence on the model adopted by the schools. Since
then, North American medicine started to have a pro-
gressively greater influence. Admission to medical courses
is made by a selective examination. The duration of the
medical course is 6 years. The minimum curriculum of
the medical course is 9000 to 10000 hours. The first 2
years are dedicated to the basic sciences, and the subse-
quent 2 years, to doctrinal and cognitive formation in the
different fields of medicine. The last 2 years involve in-
ternship through training in the hospital. During intern-
ship, training in surgery, internal medicine, gynecol-
ogy, and obstetrics is mandatory, in addition to training
in pediatrics. Approximately 20% of working hours are
dedicated to the teaching of surgery.

During the curricular course, surgery is taught from
the third year on, throughout several disciplines, usu-
ally general surgery, surgical technique, vascular sur-
gery, urologic surgery, plastic surgery, head and neck sur-
gery, thoracic surgery, cardiovascular surgery, surgery
of the digestive system, and pediatric surgery; there are
also internship rotations in the emergency service and
in several surgery services. In the more traditional medi-
cal schools, the student has the opportunity to work in
research laboratories, starting to join research programs
during the medical course. There are fellowship pro-
grams offered to those students. At the end of the medi-
cal course, the physician receives an identification given
by the Regional Medical Council. Although most insti-
tutions require some postgraduate training to employ a

Table 2. Profile of the Population and the Health Care System of Brazil*

Variable

Region

TotalNorth Northeast Southeast South Center-West

Population �1000 (1997) 11 604 45 334 68 066 23 863 10 769 159 636
Income per capita, US $ (1994) 1277 958 2631 2334 2158 1980
Health care cost per capita, US $ (1996) 24.92 35.18 47.03 47.38 41.67 41.79
No. of physicians per 10 000

inhabitants (1997)
6.1 7.9 18.6 13.5 12.2 13.4

Beds per 1000 inhabitants (1997) 2.0 2.9 3.3 3.3 3.6 3.1

*Data from the Pan American Health Organization.1

Table 3. Frequency of the Performed Procedures, 2000*

Type of Procedure No. of Procedures Performed % of the Total

Unilateral inguinal herniorrhaphy 149 484 5.35
Anterior and posterior colpoperineorrhaphy 94 944 3.40
Cholecystectomy 89 100 3.19
Appendectomy 69 060 2.47
Exploratory laparotomy 53 796 1.93
Multiple surgery 51 120 1.83
Total hysterectomy 49 812 1.78
Umbilical herniorrhaphy 42 036 1.51
Unilateral or bilateral oophorectomy 41 916 1.50
Correction of extensive skin and subcutaneous injuries 39 432 1.41
Circumcision 36 840 1.32
Hysterectomy plus salpingo-oophorectomy 32 580 1.17
Surgical forearm fracture reduction 29 364 1.05
Unilateral or bilateral salpingectomy 28 704 1.03
Curettage 26 460 0.95
Thoracotomy 25 428 0.91
Hemorrhoidectomy 25 044 0.90
Polytraumatism 22 560 0.81
Tumor or adenoma extirpation 19 668 0.70
Incisional herniorrhaphy 18 612 0.67
Surgical tibia fracture reduction 18 180 0.65
Coronary angioplasty 17 940 0.64
Endoscopic prostate resection 17 916 0.64
Prostatectomy 17 460 0.63
Epigastric herniorrhaphy 17 148 0.61
Coronary surgery with extracorporeal circulation 17 076 0.61
Surgical ankle fracture reduction 16 908 0.61
Conservative head trauma treatment 16 788 0.60
Skin and subcutaneous lesion treatment 16 464 0.59
Tenorrhaphy 15 744 0.56

*Data from the Brazilian Ministry of Health. Ophthalmologic, otorhinolaryngologic, odontologic, and similar procedures were excluded.
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physician, from the legal standpoint, authorization given
by the Regional Medical Council automatically gives phy-
sicians the right to practice their profession, indepen-
dently of having completed a program of medical resi-
dency. There is no mandatory board examination at the
end of the medical course, although, starting in 1998, an
open and voluntary evaluation developed and super-
vised by a committee appointed by the Ministry of Health
has been applied. It is possible that this evaluation be-
comes mandatory for the attainment of the diploma in
upcoming years. At the moment, there is no official
mechanism of periodical recertification for physicians.
Medical residency, created in 1945 to 1946 in Brazil by
the “Hospital das Clı́nicas” of the Faculty of Medicine of
the University of São Paulo, progressively spread and is
at present offered annually by university, public, and pri-
vate hospitals.

Approximately 80% of the residents are trained in
public and 20% in private institutions. Since 1977, the
National Committee of Medical Residency (Comissão Na-
cional de Residência Médica) has been in charge of the
regulation and management of medical residency. This
committee consists of representatives of the Brazilian
Medical Association (Associação Brasileira de Medi-
cian), the National Association of Medical Residents (As-
sociação Nacional de Residentes Médicos), the Brazilian
Association of Medical Schools (Associação Brasileiras
de Escolas Médicas), the Brazilian Hospital Association
(Associação Brasileira de Hospitais), and several inter-
ested public organizations.

From the practical standpoint, this committee had
and continues to have difficulties in managing a progres-
sively increasing number of programs, requiring the need
for the creation of formal legislation for medical resi-
dency. In summary, if, on the one hand, it is theoreti-
cally of interest to establish nationwide requirements, on
the other hand, this is practically unfeasible in a coun-
try with the dimensions of Brazil and tends to level off
all programs to an acceptable minimum. This fact be-
comes particularly critical if we recall that, as previ-
ously mentioned, one of the greatest obstacles to the pro-
fessional education of physicians in the country is the
limited number of vacancies for residency in the hospi-
tals accredited by the National Committee of Medical Resi-
dency. Based on the premise that approximately 9000
physicians graduate per year, only 6500 (72%) will find
vacancies in accredited residency programs. In other
words, almost 30% of the recently graduated physicians
have no access to this step, which is so important for their
professional education. Consequently, they end up look-
ing for alternatives for professional improvement that,
although possibly contributing to their technical educa-
tion, are far from offering them the clinical maturity and
judgment that are so important in the practice of our pro-
fession.

By analyzing the historical development of the op-
portunity to enter a residency program, the global trend
is a progressive increase in the past 15 years. Admission
to a residency program in surgery offered by an institu-
tion is open to all interested persons, and a selection con-
sisting of several steps is made: (1) a written evaluation
of general medical knowledge, (2) a written evaluation

referring to knowledge in the area of specific interest to
the candidate, and (3) an evaluation of the curriculum
and a personal interview with the candidate. The dura-
tion of most residency programs is limited to 2 years
and rarely exceeds 3 years. These numbers possibly
reflect a globally insufficient education or one restricted
to a subspecialty. Most surgical specialties imply start-
ing a 2-year residency in general surgery. However,
there are several areas in which there is direct access to
the specialty. This is the case for gynecology, orthope-
dics, neurosurgery, ophthalmology, and otorhinolaryn-
gology. Fragmentation of surgery into specialties and
subspecialties also affects residency. Indeed, require-
ment of skill in general surgery in the end is fulfilled by
short and sequential rotations in specialized services. In
other words, training in general surgery is substituted
for a mosaic of training in specialized services that pri-
oritize the care of complex cases that will be attended
by and operated on by already qualified surgeons. Resi-
dents have a fellowship of US $550 a month granted by
the entities, public or not, that offer the programs.
According to the present legislation, at the end of the
program, the approved resident is granted the title of
specialist. However, this title is questioned by the medi-
cal societies, which establish their own examinations to
issue the title. In the case of surgery, it is the Brazilian
College of Surgeons (Colégio Brasileiro de Cirurgiões).
Of the total of the offered residency vacancies, in-
cluding the vacancies from the first to the fifth year,
approximately 19% are assigned to the different surgical
specialties. More than 65% of these vacancies are
offered in the Southeast. The detailed distribution of the
surgery program by specialty and year of residency may
be seen in Table 4.

Thus, it is evident that the total number of annu-
ally offered vacancies for the main surgical specialties
is approximately 1100. Of these, circa 750 are for gen-
eral surgery and usually offer a 2-year training period.
Although many recently graduated physicians look for
training in other countries at the end of their training
programs, the total number of those who improve
their training abroad is relatively small and is limited
to some specific advanced surgery areas (eg, transplan-
tations).

PHYSICIANS PROFILE
AND DISTRIBUTION

In analyzing the panorama of practicing physicians, a
survey by the Federal Council of Medicine (Conselho
Federal de Medicina)8 made in August 2000 shows that
they number 244690, ie, approximately 1 physician for
each 735 inhabitants. Of these physicians, approxi-
mately 55% practice in state capitals and the remaining
in the interior. However, it is interesting to analyze
detailed information collected in 1994, the year when an
agreement was signed between the Oswaldo Cruz Foun-
dation (Fundação Oswaldo Cruz) and the Federal
Council of Medicine (Conselho Federal de Medicina),9

allowing the start of much more comprehensive research
on the profile of Brazilian physicians. The results of this
research, performed based on answers to thousands of
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questionnaires, representing circa 200000 physicians,
were divulged after 21⁄2 years of work. According to the
presented information, the distribution of physicians in
the different regions of the country was significantly het-
erogeneous. About 75% were concentrated in the South-
east and the South. The others were distributed among
the North (3.1%), Center-West (6.8%), and Northeast
(16.0%). Considering distribution in the capitals, the
number of physicians per 1000 inhabitants ranged from
1.56 in the North to 4.56 in the South, with a mean of
3.28. In the interior, the number varied from 0.10 in the
North to 0.83 in the Southeast, with a mean of 0.53. Of
the total, approximately 74% had participated in medical
residency. This percentage varied from 56% in the North
to 78% in the Southeast. A similar proportion (approxi-
mately 70%) used to participate in scientific meetings
and updating courses (ie, continuing medical education
programs), mostly offered by national medical societies.
Also according to this study, data for 1995 showed that
of the 183000 practicing physicians in that year, circa
22500, ie, approximately 12.5% of the total, practiced
surgical specialties (Table 5).

Within this panorama, general surgery, with 10049
participants, was only below pediatrics (26650 partici-
pants), gynecology and obstetrics (21575 participants),
and internal medicine (14666 participants).

The distribution of the physicians in the country does
not accompany that of the population. Thus, while circa
24% of the population live in the capitals, 65.9% of the
physicians are concentrated there, being equivalent to 3.28
physicians per 1000 inhabitants in the capitals, vs 0.53
physicians per 1000 inhabitants in the interior of the states.
Most physicians (circa 64%) are young (�45 years), and
only 8.6% are older than 60 years.

THE LABOR MARKET

Concerning the labor market, the global panorama is quite
critical. In general, in the private and public institu-
tions, there is a clear tendency to give preference to the
specialist to the disadvantage of the general surgeon. The
field of activity of the general surgeon is restricted, in most
cases, to abdominal surgery (surgery of the abdominal
wall and the gastrointestinal tract), regarding elective and
emergency surgery. The general surgeon competes with
the surgeon of the digestive system and usually is un-
derpaid; the public is reluctant in accepting the general
surgeon as a qualified health provider, because they be-
lieve a general surgeon is not as competent as a special-
ist. Thus, the practice of general surgery is not very at-
tractive. This distortion results in fragmentation of surgical
assistance and in extremely higher costs and does not take

Table 4. Number of Residents in Surgery According to Year of Residency and Specialty*

Surgical Specialty R1 R2 R3 R4 R5 Total

Cardiovascular 48 42 45 21 0 156
Head and neck 13 11 10 5 0 39
Trauma 4 3 1 3 0 11
Gastroenterology 17 14 22 23 0 76
General 763 675 127 16 0 1581
Oncology 25 25 23 0 0 73
Pediatric 37 33 31 19 0 120
Plastic 64 55 53 30 3 205
Thoracic 19 16 15 11 1 62
Vascular, peripheral 69 63 41 23 0 196
Neurosurgery 72 59 62 49 0 242
Total 1131 996 430 200 4 2761

*Data from the Brazilian Comissão Nacional de Residêncial Médica6 and Fundação do Desenvolvimento Administrativo.7

Table 5. Distribution of Physicians in the Different Regions, According to Main Specialty of Activity, 1995*

Surgical Specialty

Region

Total % of the Total†North Northeast Southeast South Center-West

Head and neck 35 46 542 63 54 740 3.3
Cardiovascular 52 175 1086 169 43 1525 6.7
General 357 1758 5280 1747 907 10 049 44.3
Pediatric 64 302 1665 282 106 2419 10.7
Plastic 94 361 2283 476 181 3395 15.0
Thoracic 33 233 342 130 40 778 3.4
Vascular 48 392 1254 395 197 2286 10.1
Neurosurgery 27 80 1093 228 59 1487 6.6
Total 710 3347 13 545 3490 1587 22 679 100.0
% of the total 12.5 11.4 12.6 12.4 12.8 12.4 . . .
Overall total 5698 29 249 107 565 28 108 12 432 183 052 100.0

*Data from the Federal Council of Medicine.9 Ellipses indicate data not applicable.
†Individual percentages may not total 100 because of rounding.
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into account that more than 90% of the surgical needs
of the population are restricted to procedures of low com-
plexity.

Regarding the labor market, the available data
clearly evidence the coexistence of jobs, the “multiem-
ployment” of most physicians. About 70% are somehow
linked to the public sector and more than 50% to the
private sector. Approximately 75% have liberal activity
(ie, engaged in some kind of private practice) and
13.5% get paid by another source. It is estimated that
more than 75% of Brazilian physicians have up to 3 pro-
fessional medical activities and that 24% have 4 or
more. Although the activity in the office is the one
closer to liberal professional practice, actually 75% to
90% of Brazilian physicians directly depend on health
insurance companies (contracts with firms, group
medicine, medical cooperative societies, and the like)
to maintain their office. The activities of approximately
50% of the physicians are on a “on-call” basis. The
monthly income from medical work is as follows (data
from 1996)9:

Declared Income, US $ % of Physicians
�2000 44.6
2001-4000 34.9
4001-8000 15.6
�8000 3.0
Ignored 1.9
Total 100.0

This monthly income is about the equivalent of US
$1280 vs a desired monthly income equivalent to US
$4600.

A similar survey, performed in 1995 by the Brazil-
ian College of Surgeons, with one of us (S.R.) among its
members, showed that the income was as follows:

Declared Income, US $ % of Physicians
�2000 14.1
2001-5000 61.4
5000-10000 19.3
�10000 5.1

The percentages do not total 100 because of round-
ing. Also, the data reflect a small sample (about 700 an-
swered questionnaires) of surgeons, most aged 40 to 50
years. Consequently, in general, the physician, and par-
ticularly the surgeon, ends up with a lifestyle that is in-
compatible with a satisfactory level of refresher courses
and continuing medical education. In addition, the vir-
tual equality between salaries of those who recently gradu-
ated from the medical schools and the more experi-
enced professionals contributes to lessen the interest in
professional improvement. Further aggravating the
situation, there is no correlation between professional dif-
ferentiation and remuneration, at least for the younger
surgeons. However, the degrading salaries more se-
verely affect the professionals who had inadequate
education and, because they are not competitive, who
are forced to accept precarious and underpaid jobs. In
conclusion, the not always adequately qualified young
physician is placed in a position characterized by the fol-
lowing: teaching and medical assistance are compart-
mentalized into specialties, the labor market and users
give preference to specialists, a health system is more

centered on treatment than on prevention and basic health
care, and there is an inadequate distribution of human and
material resources and an increasing impact of technol-
ogy. Because of all these aspects, there is a social and cul-
tural metamorphosis, which tends to deprive the physician-
patient link of its characteristics and to degrade physicians’
professional work, making them lose ground to techno-
logical sophistication. This unfavorable scenario causes the
future of the profession to be seen by most physicians with
a strongly negative feeling, reflecting discontentment and
lack of professional perspectives.

PERSPECTIVES

Although the global panorama is not so good, in Brazil
there is no lack of medical centers that offer the most ad-
vanced surgical services. The Heart Institute (Instituto
do Coração), linked to the Hospital das Clı́nicas of the
University of São Paulo, is an example of a center of ex-
cellence, receiving residents and trainees, both national
and from several Latin American countries.

The A. C. Camargo Cancer Hospital (Hospital do
Câncer A. C. Camargo) and the Ludwig Institute, with
their research on the genome, are internationally promi-
nent. There are numerous surgical societies. Among them,
the most prominent is the Brazilian College of Surgeons
(Colégio Brasileiro de Cirurgiões [CBC]), a national pub-
lic utility entity, founded on July 30, 1929, with more
than 2000 full members and approximately 3000 asso-
ciate members. The seat of the CBC is in Rio de Janeiro.
It consists of a central nucleus and state chapters. The
CBC has several committees (trauma, videosurgery, hos-
pital accreditation, nosocomial infection, cancer, organ
transplantation, and training in surgery), it regularly or-
ganizes regional updating and refresher courses, and it
promotes a national congress every 2 years that lasts 6
days and has more than 3000 participants. The CBC is-
sues the title of specialist in general surgery and, since
1974, publishes a bimonthly journal (Revista do Colégio
Brasileiro de Cirurgiões) and a trimestrial information bul-
letin. To be a member of the CBC, in any category, the
candidate must fulfill a series of requirements accord-
ing to the statutes. Further information may be found on
the CBC’s home page.10 Brazilian medicine has promi-
nent surgeons among its emeritus members. It would be
impossible to name them all, and we would definitely
leave out illustrious names. However, there are some who,
because of their work, deserve at least one citation. Fer-
nando Paulino, MD, and José Hilário, MD, from Rio de
Janeiro; Benedito Montenegro, MD, Alı́pio Correa Neto,
MD, and Edmundo Vasconcelos, MD, from São Paulo;
Eurico da Silva Bastos, MD, from Pernambuco; Fern-
ando Carvalho Luz, MD, from Bahia; and João Batista
Rezende Alves, MD, from Minas Gerais, are examples of
masters who left an indelible mark on Brazilian surgery.
Euryclides Zerbini, MD, in thoracic surgery, and Wal-
demar de Carvalho Pinto, MD, in orthopedics, are other
noteworthy examples of surgeons with a great impact on
medical education and professional practice.

Thanks to them and those who succeeded them, there
are centers of excellence in teaching, research, and assis-
tance in the areas of cardiac surgery, transplantations, on-

(REPRINTED) ARCH SURG/ VOL 137, MAR 2002 WWW.ARCHSURG.COM
357

©2002 American Medical Association. All rights reserved.
Downloaded From: https://jamanetwork.com/ on 05/22/2023



cology, surgery of portal hypertension, and minimally in-
vasive microsurgery. Regarding assistance to trauma, the
impact of the advanced trauma life support program, which
offers circa 200 courses per year and has already trained
more than 13000 physicians, should be emphasized. In con-
clusion, the present panorama of Brazilian surgery is not
the most favorable. There are difficulties due to the conti-
nental dimensions of the country and the regional diver-
sities. There are also serious problems impairing the edu-
cational system, and the labor market also is not propitious.
The perspectives of the Brazilian surgeon are not stimu-
lating, and many have a pessimistic view of the future. On
the other hand, there are nuclei of excellence in several ar-
eas and there is increasing concern on the part of physi-
cians and the societies that represent them to modify the
previously described panorama.

We thank Ernesto Lima Gonçalves, MD, for his contribu-
tions to this article.
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mas de Residência Médica no Brasil. Brası́lia, Brasil: Ministério da Educação e
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