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The goal of the International Family Medicine Education column is to bring our readers information 
about developments in family medicine education in countries outside the United States. We will abstract  
literature from journals published throughout the world that address issues relevant to medical student 
education and graduate training in family medicine and general practice. The issues may relate to changes 
in medical education or in medical care organization or delivery. Topics may also address health and 
illness issues relevant to family physicians throughout the world. If you have seen something published 
in the non-US literature about the development of family medicine education and research that could be 
shared with your colleagues, please contact me at 415-597-9370. E-mail: jrodnick@psg.ucsf.edu. Uni-
versity of California, San Francisco, Department of Family and Community Medicine, UCSF Box 0886, 
San Francisco, CA 94143. Your comments regarding this column are welcome. 

Jonathan E. Rodnick, MD
Feature Editor
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Africa

Some Thoughts on the 
Medical Brain Drain
(Hagopian A, Thompson MJ, 
Fordyce M, Johnson KE, Hart LG. 
The migration of physicians from 
sub-Saharan Africa to the United 
States of America: measures of 
the African brain drain. Human 
Resources for Health 2004;2:17. 
Available at www.human-resourc-
es-health.com/content/2/1/17.)

More than 23% of America’s prac-
ticing physicians went to medical 
school in other countries. Doc-
tors usually migrate from poorer 
to wealthier countries to further 
their careers or improve their eco-
nomic situation. Large numbers of 
African-trained physicians leave 
home on completion of medical 
school, leaving behind medical 
care systems that are understaffed 
and stressed from the high burden 
of disease.

The 47 nations of sub-Saharan 
Africa have 87 medical schools 
(11 have no schools). The current 
physician-to-population ratio is es-

timated to be 13/100,000 in Africa, 
compared to 280/100,000 in the 
United States.

The United States encourages 
immigration of physicians by hav-
ing almost 8,000 more residency 
slots each year than US medical 
school graduates and waiving the 
visa requirements for agreements to 
practice in underserved areas. (Few 
foreign-born, foreign-educated 
physicians who trained in a US 
residency program ever return to 
practice in their home country).

The authors note that agencies 
of the US government have been 
reluctant, unable, or unwilling to 
impede physician migration. There 
has been little debate in our govern-
ment, in hospitals, or in educational 
institutions about the social justice 
of obtaining health professionals 
from poor countries.

To describe the numbers and 
types of US physicians who earned 
their medical degrees in Africa, the 
authors performed a cross-sectional 
study using the 2002 American 
Medical Association physician 
masterfile. They found that there 
were 5,334 physicians currently 

practicing in the United States who 
were trained in Africa. The three 
countries with the greatest emi-
gration were 2,158 from Nigeria, 
1,943 from South Africa, and 478 
from Ghana. Ten medical schools 
contributed 80% of the continent’s 
graduates practicing in the United 
States. Twenty-one percent of the 
African physicians in the United 
States are currently resident phy-
sicians. Thirty-two percent of all 
African physicians in the United 
States identified themselves as fam-
ily physicians or general internists. 
Ninety-three percent practice in 
urban areas (compared with 87% of 
US medical school graduates). The 
largest numbers are in New York, 
California, and Texas. The United 
Kingdom and Canada also have 
many African-trained physicians 
(but fewer than the US). Together 
these countries have recruited 12% 
of all African physicians. Ghana, 
because of its small size, has been 
particularly impacted—30% of its 
medical school graduates practice 
in the United States.

In conclusion, the authors quote 
from an editorial in the New York 
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Times, “An obvious long-term 
solution to the medical brain drain 
is for wealthier countries to reim-
burse Africa’s health and education 
systems for the cost of poaching 
their professionals and to greatly 
increase the financing and technical 
help for Africa’s health systems.”

Comment: We are on the horns 
of a dilemma, unable to fill our 
residencies with qualified US 
graduates, so we turn to those eager 
to leave their own countries. This 
can’t be good for Africa (or for 
India, the Philippines, Mexico, and 
Pakistan, each of whom contribute 
more doctors to the United States 
than the sub-Sahara Africa coun-
tries). What is needed is a clear and 
ethical approach that starts with 
international cooperation. 

Australia

The N of 1 Trial, an 
Underappreciated 
Research Method

(Nikles CJ, Clavarino AM, Del Mar 
CB. Using n-of-1 trials as a clinical 
tool to improve prescribing. Br J 
Gen Pract 2005;55:175-80.)

N-of-1 trials, or individualized 
medication effectiveness tests, are 
randomized, double-blind, placebo-
controlled, cross-over comparisons 
of a drug with another drug or pla-
cebo, designed to decide the best of 
two therapeutic choices for treating 
a patient with chronic disease. Pa-
tients must be actively involved, 
keeping a diary of symptoms, and 
accept the double-blind process. 

This type of trial has been used 
for more than a decade, but little 
has been written about the patient’s 
perspective. The Center for Gen-
eral Practice at the University of 
Queensland has established, and 
previously described, a mail and 

telephone n-of-1 trial service that 
can be used throughout Australia. 
The authors of this report con-
ducted a quantitative analysis of 
patient experiences in two sepa-
rate n-of-1 trials. The first had 42 
patients with osteoarthritis and 
compared the effects of ibuprofen 
and paracetamol (similar to acet-
aminophen). The other trial had 
21 children with attention deficit 
hyperactivity disorder (ADHD) 
and compared dexamphetamine, 
methylphenidate, and placebo. 
Each patient with osteoarthritis and 
an adult parent or caregiver of the 
ADHD children completed a before 
and after questionnaire, and 25 pa-
tients/caregivers also participated 
in a semi-structured interview.  

The authors found that n-of-1 tri-
als were well accepted by patients. 
Their participation led to increased 
knowledge, awareness, and under-
standing of their condition. This 
led to a sense of empowerment 
and control. N-of-1 trials provide 
a structured way of improving 
doctor-patient communication and 
encouraging patient participation in 
decision making.

Comment: Here is a patient- 
centered intervention that can help 
improve medication use in some 
patients with chronic disease. It is 
not as simple as it sounds—setting 
up the trial, preparing the medica-
tions, getting patients to keep a 
diary, and discussing results all 
take time and effort. However, 
this type of trial is a good fit for 
practice-based research networks. 
It offers an important way to im-
prove patient understanding and 
compliance, while adding to the 
literature of treatments for patients 
with chronic diseases in a primary 
care setting.

Saudi Arabia

A Proposal for the Future 
of Family Medicine 

(Kurashi NY. Efficiency versus 
effectiveness of the Saudi family 
doctor. Journal of Family and Com-
munity Medicine 2004;11:41-2.)

In an editorial in the Journal of 
Family and Community Medicine, 
published by the Saudi Society of 
Family and Community Medicine, 
the author says there is an urgent 
need to foster and encourage the 
work of the family physician in the 
Arab world. The training of family 
physicians in Saudi Arabia consists 
of a 4-year postgraduate program 
that has many similarities to those 
in the United States and Europe. 
However, the specialty is not well 
recognized by the medical com-
munity or the public.

Family physicians often can-
not practice to the extent they’ve 
been trained. There are few well-
equipped clinics and regulations 
regarding the prescription of drugs, 
and performance of minor surgeries 
do not reflect what family physi-
cians can do. There is a lack of other 
team members, such as social work-
ers, health educators, and nurses. 
Consequently, the family physician 
is often ineffective, although quali-
fied and competent. 

The author proposes changes 
to improve primary care in Saudi 
Arabia, including assigning patients 
and families to a doctor or practice 
and having a contract between 
that family physician and families 
that would define the medical and 
counseling services to be delivered. 
He feels these changes would make 
the medical care system and family 
physicians more effective as well as 
a career in family medicine more 
satisfying. 


