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ABSTRACT

Objectives Migration of physicians is one of the most
pressing global health problems of our time with the
greatest implications in sub-Saharan African countries.
Although other studies have explored and produced
important quantitative data about the impact of medical
migration in the health sector of Ethiopia, the motive
behind Ethiopian physician migration have been explored
less thoroughly. This article explores the perceptions

of a group of physicians about the complicated and
continuously evolving driving forces of physician migration
in Ethiopia.

Design Qualitative study using in-depth, virtual
semistructured interviews.

Participants Using purposive sampling, 12 physicians
participated.

Setting Skype interviews with 12 participants working
in Tikur Anbessa Specialised Hospital in Addis Ababa,
Ethiopia.

Results Four themes emerged reflecting the perceptions
of Ethiopian medical doctors on the driving forces of
physician migration: (1) Economic push and pull factors;
(2) Professional push and pull factors; (3) Social and
Political push and pull factors and (4) Medical migration
governance.

Conclusion The emigration of Ethiopian physicians

is made after weighing the push and pull factors.

Push factors are more crucial than pull factors, and
financial reasons play the leading role. Junior physician
unemployment, politicisation of hospital administration,
and poor medical migration governance are growing
problems. Junior physician unemployment is a recent
phenomenon in Ethiopia and with a potential to be a
leading push factor if appropriate intervention is not
taken. The findings of this study are worrying and urge for
comprehensive solutions to be devised by policy-makers
to deal with physician migration in Ethiopia.

INTRODUCTION

Physician migration from low-income coun-
tries (LICs) to high-income countries (HICs)
has been a pressing global issue in recent
decades.! The greatest health workforce
shortage is in sub-Saharan African (SSA)
countries which bear a quarter of the world’s
disease burden but have only 3% of health
workers and less than 1% of the global finan-
cial resources to address the burden.? In

! Temesgen Beyene Abicho

2 Bilain Yilma Jobre'

STRENGTHS AND LIMITATIONS OF THIS STUDY

= To our knowledge, this article is the first to explore
the motivation behind migration of Ethiopian physi-
cians using a qualitative approach.

= The study design enabled in-depth inquiry of current
experiences of Ethiopian physicians in a heteroge-
neous sample.

= As the interviews were conducted in the partici-
pants’ native language, namely Amharic, the con-
structed meaning of the original language may be
affected during translation into English.

= Another limitation is selection bias as physicians
working in one tertiary hospital were invited.

2017, the Netherlands had 61 368 physicians
in total.? Comparatively, as of 2018, there was
a total of 8395 physicians in Ethiopia, 168 in
Liberia, 165 in Sierra Leone, 6400 in Angola,
5832 in Democratic Republic Congo and
3026 in Zimbabwe.” Put in perspective, this
indicates that the aggregate stock of physi-
cians in these six SSA countries is less than
half of the doctors in the Netherlands. It
should be noted that the combined popula-
tion of these six countries (N=252million) is
nearly 15 folds larger than the Netherlands.
This makes the Netherlands have close to 38
folds more proportionate physicians than the
six SSA countries combined.

Several theories have evolved about inter-
national migration in general. The push-
pull theory which was initially introduced by
Ravenstein in 1889 and expanded on by Lee
in 1966 is the most frequently cited explana-
tion for migration.” Lee conceptualised the
factors related with the decision to migrate
and the migration process into four cate-
gories: (1) Factors related with the place of
origin; (2) Factors related with the place of
destination; (3) Intervening obstacles and
(4) Individual factors. In each area, there are
different factors that either drive people away
(push factors) or attract and hold people to
it (pull factors). This ‘push/pull’ dichotomy
is a frequently employed research model to
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evaluate causes of health professionals’ emigration. These
are factors that ‘push’ health professionals to leave, and
‘pull’ factors that make emigration a worthy and workable
option. Particularly, the concept of push and pull factors
has emerged as a practical framework to explore the
inherent driving forces of physician migration in diverse
contexts across the world.”

Current global social and economic forces compel
movement of health professionals from LICs to HICs.
The push-pull framework has been utilised to analyse and
identify such forces in SSA countries. Studies that were
conducted to assess the extent of flow of physicians and
nurses from African countries pointed to forces such as:
Structural Adjustment Programmes, low remuneration,
weak healthcare systems, inadequate training and limited
career advancement, economic and political instabilities
and security issues.* ® Furthermore, other identified push
factors include low quality education, lack of housing and
transport, gender discrimination, poor job security, and
work stress.

One SSA country particularly affected by this health
problem is Ethiopia. In 2016, the physician-to-patient
ratio in Ethiopia was 1:20,000, which is below the WHO
recommended minimum density of 2.3 doctors per 1000
population needed to achieve the minimum levels of
key health interventions.” Ethiopia primarily losses its
physicians to migration ranking as one of the leading
countries in Africa in aggregate loss following Egypt,
Nigeria, South Africa and Ghana.® Ethiopia implements
compulsory service programmes as a way to deploy and
retain physicians as a compensation for the state funded
medical education for all students except those who grad-
uate from private medical schools. Despite this, the level
of physician emigration in Ethiopia is alarming because
the country has not been able to train sufficient number
of physicians to provide adequate medical services for its
ever-growing population. Between 1987 and 2006, close
to 75% of physicians in Ethiopia left the public sector to
emigrate overseas or join the local Non-Governmental
Organisations or private sector, making them less acces-
sible to the ordinary Ethiopian.” According to a World
Bank reportfrom 2011, about 26.4% of physicians trained
in Ethiopia were living and practicing abroad.” A study by
the Migration Policy Institute found that 531 Ethiopian
physicians were practicing in the US in 2011, of which 78
graduated between 2000 and 2008."

The Ethiopian Federal Ministry of Health has drafted
a Human resources for Health (HRH) strategic plan
to address the recruitment, training, deployment and
management of HRH. However, given the high emigra-
tion of physicians, it touches the issue very lightly and
reviews the push factors inadequately.'” Although studies
have explored and produced important quantitative data
about the impact of medical migration in the health
sector of Ethiopia, the motive behind Ethiopian physician
migration have been explored less thoroughly.'* The aim
of this qualitative study is to explore the driving forces
of physician emigration in a cohort of Ethiopian medial

doctors. A series of online interviews was done, and the
data is analysed using a framework based on push and
pull factors.

METHODS

Study design and setting

We used a descriptive qualitative research design. We
explored the perception of Ethiopian physicians about
medical migration as ‘being constructed through the
contexts of events and situations and the placement of
experiences within wider social environment’."?

Data for this study were collected from physicians
working in Tikur Anbessa Specialised Hospital (TASH):
the main teaching hospital for Addis Ababa University
and the largest referral hospital in the country. Qualita-
tive approach was used for two reasons: (1) Perception
about migration, personal experiences and accounts
that lead to emigration are expected to be diverse; (2)
Existing motives for migration of physicians are relatively
unexplored. Employing a qualitative approach opens a
ground in which all personal opinions, experiences, and
perceptions would be brought forward for further anal-
ysis that cannot be captured using quantitative studies."*

Participants

Participants were selected with the following inclusion
criteria: (1) Completed their professional training in
medicine; (2) carrying out their postgraduate training
or completed their training in various specialty fields
in Addis Ababa University School of Medicine; and (3)
Living in Ethiopia at the time of the interview and actively
practicing medicine.

Purposive sampling was used to recruit potential partic-
ipants. The researchers aimed to compose a hetero-
geneous sample by sex, geographic location of origin,
academic position, income and specialty to allow the
study of a wide range of experiences and increase chances
to elicit data.'”” One round of invites was sent by email.
A total of 18 physicians were invited to participate; 15
responded to indicate interest and 3 physicians opted
not to participate due to time restraints. Participants were
provided with full details about the research and invited
to an informal skype discussion with the interviewer
(ETS) to discuss the research objectives and procedures.

Data collection
The primary researcher (ETS) was responsible for data
collection, an experienced male qualitative researcher
in Medicine and Global Health. He established contacts
with potential participants and conducted the interviews.
Data for this study was collected from physicians working
in TASH: the main teaching hospital for Addis Ababa
University and the largest referral hospital in the country.
Informed written consent to participate was obtained in
all cases.

Semistructured interview with open-ended questions
and discussion guideline was developed for the proposed
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study using a review of available literature on migration
motives of physicians from sub-Saharan Africa countries
and other LICs. There were no pilot interviews nor ques-
tion changes. The topics included driving factors for
migration, changes felt crucial in Ethiopia to retain physi-
cians, and perceptions about how medical migration is
governed.

This study presents data collected virtually through
semistructured interviews in Ethiopia. The qualitative
technique used was virtual interview using Skype. Sessions
were held until no new topics or findings emerged from
conversations. The language used for the interviews
was Ambharic, the working language of Ethiopia. Inter-
views were digitally recorded after consent was obtained
for audio recording; It was transcribed verbatim along
with the interviewer’s notes immediately following each
meeting. Participants chose the interview timing. All
interviews were conducted in May 2020. The in-depth
interviews lasted between 35 and 73 min.

Data analysis
After data collection was complete, data analysis was
carried out in a deductive process. The data were tran-
scribed and translated into English by the principal
researcher (ETS). Translated transcripts were analysed
employing ‘framework analysis involving familiarisation,
identifying a thematic framework, indexing, charting,
mapping and interpretation’.'® Microsoft word and
manual indexing was employed for transcript analysis.
The principal researcher identified themes and made
the first coding based on twelve interviews, after which
data saturation was reached. In accordance with data
analysis methods as instructed by,'® the data from the
interviews was coded in a first round of analysis. This
generated eight subthemes. The subthemes were catego-
rised according to the main theoretical model used in the
study namely the push/pull factors. TBA and BY] revised
the coding to reflect the data.

Patient and public involvement

Patients or the public were not involved in the design,
or conduct, or reporting, or dissemination plans of this
research.

RESULTS

This study’s main purpose was to explore the complex
reasons that push Ethiopian physicians to emigrate and
to determine what is important for them to stay in Ethi-
opia. There were twelve in-depth interviews. All doctors
(n=12) were between 27 and 35 years old. There were
eight male and four female interviewees. The in-depth
interviews lasted between 35 and 73 min. All interviewees
have served in public hospitals across the country for 2
to 4years, as a requirement to compensate for the state
funded medical education. All interviewees were state
funded for their medical degrees and are currently prac-
ticing medicine in TASH. Table 1 provides an overview of

Table 1 Demographic characteristics of study participants
(n=12)
Category Resident physicians
Sex Male/female=8/4
Hospital TASH
Department/specialty Otolaryngology: 2
Orthopaedic surgery: 2
Emergency medicine and critical
care specialist: 1
Pathology: 1
General practice: 2
Paediatric surgery: 1
Paediatrics: 1
Radiology: 1
General surgery: 1
Age range 27-35years

TASH, Tikur Anbessa Specialised Hospital.

the demographic characteristics of the respondents and
table 2 presents the themes identified from the in-depth
interviews.

The push/pull factors framework was used to catego-
rise the issues brought forward by all participants in rela-
tion to medical migration. During the interview process,
four distinct themes emerged: (1) Economic push and
pull factors; (2) Professional push and pull factors; (3)
Social and Political push and pull factors; and (4) Medical
migration governance.

Economic push and pull factors

This theme examines the economic factors driving the
international emigration of Ethiopian physicians. Finan-
cial reason was perceived as the main determinant influ-
encing the decision for migration. Two subthemes were
identified: remuneration structure and living conditions.
Most respondents acknowledged that their wage was
very low for the services they provide. There was a strong
sense of unfair compensation considering the ‘making of
a doctor’, workload, and the physical and mental stress
experienced along the line of work.

The salary is very low...everyone that joins medicine
had the highest grade in high school and works hard
in med school; The government then gives you a ri-
diculously low salary. (Respondent 4)

It was felt that the salary is unacceptably low even to
the standards of other LICs. Respondents were frustrated
about unmet basic needs and difficulties to support their
families. Another participant added that the financial
limitations were serious enough to prevent access to
better private settings if they fall ill.

We are not asking for luxury; we just want something
for our basic needs. We can’t look for rent with what
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Table 2 The four themes of the coding framework

Theme Theme title

1 Economic push and pull factors

2 Professional push and pull factors

3 Social and political push and pull factors
4 Medical migration governance

we get, let alone own a house or a car...We cannot
cover our medical bills if something serious happens.
(Respondent 12)

It is worth mentioning that access to a house and a
car was more important than salary for all participants.
Respondents believed that these non-salary instruments
were probably the most important factors that would have
convinced physicians against emigration. The growing
unaffordability of owning a property in the capital city
(Addis Ababa), and a tax of close to 200% makes owning
a car very difficult for many young physicians.

...the living conditions including housing and trans-
portation must be given priority than salary ... the
government can facilitate these with long term pay-
ment (respondent 9)

Consequent to financial constraints, physicians are
subjected to extra working hours compromising their
small free time.

...because the pay from a single setup is not enough,
you are obliged to work night shifts and weekends at
other clinics, therefore you basically will not rest; you
won’t have a life (respondent 4)

The economic situation gets better after postgraduate
training depending on the type of specialty, employer,
and region. Inadequate remuneration and poor living
conditions were perceived push factors from Ethiopia
while better compensation and lifestyle were pull factors
from other countries.

Professional push and pull factors

This theme explores the professional factors that drive
the international migration of Ethiopian physicians. Data
analysis revealed that it was perceived to be one of the
central reasons that influences the decision to migrate.
Three subthemes where identified: Job security, Quality
of education and Quality of healthcare system. The
health system infrastructure, advanced medical technol-
ogies, and scientific environment in HICs was perceived
as a strong attraction, and their absence created a push
factor from Ethiopia.

Respondents expressed a major concern regarding
recent job insecurity for young medical graduates. This
was perceived to be consequent to the ‘flood and retain’
initiative Ethiopia implements to rapidly increase the
quantity of physicians. In response to physician shortage,
this policy produced more than 20 new medical schools

3

and led to 3—4 folds increment in student enrolment in
existing public medical universities. Participants voiced
that the government is training more physicians than
what the system can hire. This particular issue stirred
anger and frustration among the respondents in the
government for causing ‘brain waste’.

...There are many junior medical doctors who are
jobless and are giving free service in private hospitals
in hopes of getting hired later. If you don’t see a fu-
ture, why will you stay? (Respondent 11)

...the system has a problem; you can see this by the
hundreds of unemployed doctors out there while
there are numerous underserved areas in the coun-

try (respondent 6)

Participants indicated that the already deteriorating
quality of education was made worse consequent to the
same ‘flood and retain’ policy. Most respondents believed
the quality of education failed to match their potential;
hence, affecting their ability to give the best possible
care for their patients. The policy allows training of non-
physician healthcare workers to become medical doctors
in 4years compared with the typical 6years training.
Furthermore, understaffing and lack of resources in
new medical schools, and overstretched existing medical
teaching centres were perceived to have worsened the
situation.

Some of us migrate because of our academic am-
bition, to maximize our potential, and to provide
evidence-based medicine for better patient outcomes.
The medical education in Ethiopia has stagnated.
For instance, in a world where laparoscopic surgery
is a standard, we have clung to invasive laparotomies
(Respondent 2)

...J'am thankful I finished medicine earlier. The new
students learn in new hospitals which are already un-
derstaffed. Their lecturers are General Practitioners
... Itlooks like the government is working hard to put
white coat on everyone ... It is terrible. (Respondent
4)

The availability of quality postgraduate training,
research opportunities and stable employment offers
in HICs were perceived as strong pull factors, and their
absence created a push factor from Ethiopia.

Because of the increasing number of medical graduates
and limited spots for specialisation training, the compe-
tition to get these postgraduate study opportunities
has become increasingly difficult. Moreover, a medical
graduate may not get a region of his/her choice in the
national residency matching process: a centrally managed
postgraduate study placement system. There are also
specialisation trainings which are not given in Ethiopia.

...It is hard to practice what you don’t like for the
rest of your life...From my own experience, I stud-
ied anatomic pathology, which is a very small part of
pathology. I can’t get any more specialized because
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the other subspecialties of pathology are unavailable.
(Respondent 3)

Another major reason that caused dissatisfaction
among these young physicians is the poor quality of
healthcare, commonly mentioned as working conditions.
This included the healthcare facilities/resources and
their administration. Working conditions were of most
significance to respondents because it directly related
to the lives of patients. Lack of essential infrastructure,
medical supplies and equipment was perceived to be a
major contributor to most deaths in public settings.
This was one of the most discouraging push factors for
respondents because it rendered them unable to help
their patients: the very reason they work.

Some of the reasons why patients die is unacceptable.
My cousin who was a pediatric patient died of a neck
mass that was diagnosed to be rhabdomyosarcoma.
She needed sedation and there was no anesthesia ma-
chine in the radiotherapy unit. Her neck mass grew
3—4 folds in a month, and she finally passed away.
This is not uncommon (Respondent 5)

In cases of hospital administration, respondents
unanimously disapproved the political motives in the
hierarchical structure. This is to mean that ruling party
members and political affiliates were given hospital lead-
ership position irrespective of their hospital management
experience or background in health sciences. This was
perceived to be the most common cause of manage-
ment incompetence and negative working relationship
between management and health workers.

...My rural service years were the hardest because of
the administrative people who were political appoin-
tees and cadres: people that have no clue what a hos-
pital is or how it should run ... There was a constant
clash between us and them. We had no resources,
and this was not the issue they were concerned about.
(Respondent 4)

The availability of better working conditions and
professional work environment in HICs were perceived
as strong pull factors, and their absence created a driving
force from Ethiopia.

Social and political push and pull factors

This theme examines the political and sociological
elements that determine physician migration from Ethi-
opia. Three subthemes emerged during data analysis:
Political environment, negative attitude towards health
professionals and better prospects for family.

The current ethnic rivalry and political instability
in Ethiopia is perceived to contribute to internal and
external physician migration. One respondent stated
that it is almost impossible to feel secure working in some
regions of the country due to frequent upheavals. Inter-
estingly, some respondents thought it was an important
reason for migration because it threatens freedom and

security while others thought it does not account for most
emigration decisions. A female physician said:

...some communities prefer physicians from their
own ethnicity. It is hard to feel safe in such environ-
ment. I had two friends that were told they don’t be-
long there because of their ethnicity. This happened
twoyears ago during the turmoil before the current
prime minister came to power. (Respondent 1)

Personal recognition or appreciation from the govern-
ment, community, and hospital administration was an
important issue for the respondents. Most respondents
felt that the sacrifices the profession requires is under-
valued. Proper recognition was presented in terms of
verbal appreciation, respect, and adequate financial
compensation. Although participants acknowledged that
the quality of healthcare service provided is deteriorating
and patients’ loss of trust is justified, they agree that the
problem is multifactorial. Therefore, stripping physicians
of their credit and sacrifices was seen as demotivating and
unfair.

...Medicine is a very consuming field; it takes all your
youth and adulthood. The government should recog-
nize that (Respondent 8)

What we hear is that the public has a negative atti-
tude towards us. They think we are greedy and dis-
respectful. Some believe we kill more than we heal.
(Respondent 3).

Other sociological reasons that cause emigration
include family reunification and better prospect for chil-
dren. The political instability, ethnic political dynamics
and inadequate recognition are worthy to mention in
their repelling powers, while political freedom, stability
and better life standards for family are the pull factors
affecting the migration decision of physicians. Respond-
ents stated mixed perspectives regarding the duration of
migration; some considered migration as a temporary
decision while others saw it as a permanent move.

Medical migration governance

This theme explores perceptions about what the govern-
ment and partners are doing to manage health workers
migration and improve the retention of physicians. Issues
such as national policies on human resources for health
and the role civic societies in promoting the welfare of
health professionals were discussed. Participants were
often bitter about the ‘flood and retain’ policy the Ethio-
pian government implements. One participant criticised
the ‘shortsightedness’ of this policy by mentioning the
current ‘hundreds’ of unemployed medical doctors that
regional governments do not have the budget to hire . He
stated that this showed how the government was unpre-
pared for the outcome.

They worked on the flooding part but not on the re-
tention. They don’t seem to be concerned ... They
simply want to replace those who left. It gives the
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impression that everyone is replaceable; you don’t
feel you are valued. (Respondent 3)

Similarly, the politically motivated appointment of
managers in hospital administration was criticised by all
participants. Non-medically qualified executives or lower-
level medical staff are positioned to control over how
resources are used in hospitals, influencing physician-led
decision making, and creating friction in the work envi-
ronment. One physician who is in the process of migrating
to Dubai complained about how the government turned
a blind eye to these problems.

... The saddest part was that the CEO of my hospital
was a guy who was dismissed from zonal health bu-
reau due to corruption. Because he was a cadre, the
regional government placed him as a CEO in the new
hospital I worked at. He was an incompetent corrupt
person. This political appointment is paralyzing the
system. (Respondent 4)

Poor healthcare financing was perceived to be another
major problem in the governance of medical migration.
The government’s lack of commitment to implement
various financing schemes and low health sector budget
allocation was seen by some as the root problem for finan-
cially crippled hospitals. Respondents believed two of
their mostimportant questions (salary and working condi-
tions) would have been partially solved if the government
financed the sector more.

...you have to budget enough money for the health
sector. Ethiopia is not doing that. We annually budget
very less than the 15% we signed in the Abuja declara-
tion. (Respondent 7)

Others stated that stakeholders especially professional
associations are not playing their part in mobilising
professionals and advocating for their welfare. Question-
able policy choices regarding medical migration govern-
ance, politicisation of the healthcare facilities, and weak
government commitment towards solving raised issues
were perceived pushed factors. In contrast, the growing
need for health professionals in HICs and their policies
to attract physicians were perceived strong pull factors.

DISCUSSION
Migration of physicians illustrate a global problem and
evolves in response to changing communities and health-
care systems across the world. This study—exploring a
group of Ethiopian physicians—determines the push
and pull factors which drive their intent to migrate to
other countries. Regarding our cohort, male physicians
made two third of our interviewees which represents the
male-to-female ratio of medical students in Addis Ababa
University.7

Even though a combination of factors usually mounts
to the decision to migrate, four main driving factors
were identified: (1) Financial purposes; (2) Professional

factors; (3) Social and political reasons and (4) Gover-
nance of this health problem.

The reason for potential migration among physicians
in Ethiopia were similar to those reported in other SSA
countries. These include low remuneration, poor health-
care systems, limited career advancement, and political
instabilities and security issues.* On the other side, avail-
able jobs, reasonable remuneration, career opportuni-
ties, better working condition, safety and good quality of
life have been important pull factors." Generally, push
factors to leave Ethiopia seemed more crucial than the
pull factors attracting a move to other countries. In our
group of participants, the most common factor cited for
emigration was low remuneration. Although migration
decisions are mostly a result of a combination of factors,
this dominance of economic motives in personal deci-
sions to migrate was comparable to previous studies from
Romania,17 South Africa,18 Uganda and Zimbabwe." It
is nonetheless in contrast to studies from Pakistan® and
Egypt,” where the most crucial pull and push factors were
associated to better healthcare facilities and better quality
of training in the destination countries. This suggests
that national policies and retention strategies should be
country and context specific.

The amount of salary offered for Ethiopian doctors is
barely enough to meet their basic needs. Remuneration
differences between source and destination countries are
currently so wide that minimising them by small amounts
is unlikely to affect migration.”’ Bridget Farham in her
letter to the Lancet about migration of health profes-
sionals said, ‘while working conditions continue to be as
poor as they are, no amount of retention schemes such
as salary incentives in the rural areas will make up for
the steady erosion of our public health services’.** Small
increase in compensation has been found not enough
to keep physicians in most cases, however, there are few
countries where policies addressing compensation have
proven successful to a certain extent such as Malawi and
Ghana.*” ** The Ethiopian government can explore such
forms of compensations such as salary top-ups, retirement
packages, mortgage loans, and tax waivers to buy a house
or a car to incentivise more physicians.

Although the primary reason for migration was directly
related to financial prospects and living condition, there
was a common desire by physicians to escape the infe-
rior working conditions, and to continue their studies
in an advanced healthcare setup where hospitals and
teaching centres have the latest equipment and well-
supplied libraries. One important attraction to HIGCs is
the opportunity for health workers to experience profes-
sional advancement and job mobility in occupation
where emphasis is given to training and supervision.”
Improving continued medical educational opportunities
and creating transparent professional growth opportuni-
ties is important. Social factors such as family reunifica-
tion and political environment played a role for some of
our respondents, but they were not identified as the main
drivers.
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The governance of medical migration was a signifi-
cant theme in this study. In our cohort, the main gover-
nance problems that directly or indirectly became push
factors were the human resource policies, low healthcare
budget, political appointment in hospital administration,
and weak involvement of civic societies in advocating for
health professionals. This corresponds to results of a study
by,” which concluded that another significant attraction
in HIGCs is the attention given to human resource poli-
cies, supervision and monitoring, and visa policies which
encourage migration. In addition, the investment in
healthcare, benefit packages for healthcare providers
including life insurance, and generous retirement are
important pull factors.

Although the WHO has initiated a code of practice and
implemented agreements to discourage the migration of
HRH from LIC, the genuine implementation of the code
is questionable. Sager argues that the reality is opposite
to the agreements, as there is lack of unanimous imple-
mentation schemes.”® Furthermore, due to the voluntary
nature of the agreement, compliance is barely monitored
and enforced.

The public service is inherently a political creation
and therefore essentially involved in politics; therefore,
some level of political involvement in personnel matters
is expected to be normal in all civil service systems.”” This
politicisation of public service delivery has been known
to be a problem for many countries, with ramifications
for efficiency and performance.?’” Politicisation is defined
as ‘the substitution of political criteria for merit-based
criteria in the selection, retention, promotion, rewards,
and disciplining of members of the public service’.?” In
Ethiopia, a country with more than 83 ethnicities, poli-
tics and ethnic representation plays a prominent role
in local power dynamics and personnel recruitment for
public sector administrative positions. This politicisa-
tion may be the reason why some CEOs are appointed
non-meritocratically to lead hospitals. Moreover, favou-
ritism grounded on kinship (nepotism) or friendship
(cronyism) in the recruitment of personnel is common,
especially in the health sector of many countries.*®

Currently, policy initiatives to address medical migration
in Ethiopia continue to emphasise on rapid scale-up of
physician number in the country by the ‘flood and retain’
initiative.” Through the introduction of these initiatives,
the medical schools in Ethiopia has more than doubled
from 11 to 24, and the annual number of medical grad-
uates in Ethiopia has steadily increased from 336 in 2010
to more than 3000 per year since 2018.* This policy has
been criticised for contributing to deterioration of quality
of medical education in Ethiopia because the expansion
in enrolment of medical students is unmatched to the
capacity of existing medical schools, patient flow, available
teaching staff, and medical education quality assurance
protocols. Moreover, it has led to junior physician unem-
ployment because the health system was unable to accom-
modate all the new graduates. This policy gap should be
bridged because the ‘flooding” might have done more to

flood the needs of other countries, and unintentionally
negate the very reason it was established for.

To bring a sustainable result, it is essential to hear the
voice of professionals and include them in the solution
making. Neither legislation nor punitive actions have
been effective in limiting medical migration.” It is timely
that the government and stakeholders engage to inves-
tigate the fundamental factors that drive migration and
address the underlying issues. This can only change by a
strong political will and adequate budget allocation for
the health sector. So far, the healthcare sector in Ethi-
opia has never been given the funds it requires. Until
now, the health sector budget of Ethiopia as a share of
total government budget lies between 8% and 9%.°* Ethi-
opia can budget 15% of total government spending to
be devoted to the health sector according to the ‘Abuja
Target’.” Another domain requiring special attention is
the quality of medical education programmes. Quality
control mechanisms should be in place to monitor insti-
tutional standards. Furthermore, national, and interna-
tional monitoring bodies should assist institutions keep
and advance the quality of training.

Migration is an expression of freedom and personal
choice. As a policy, the state can choose to retain its
medical personnel by addressing their basic needs. Until
now, measures taken by the government include slight
raise in remuneration. The current salary for specialist
physicians in public hospitals is on average one-third
of the minimum salary the interviewees recommended
for a general practitioner. In addition, even though the
financial problem is satisfied, the government will need
to invest in medical equipment, hospital infrastructure,
quality medical education, and hospital administration by
qualified personnel as a commitment to the public such
that working conditions cannot fail to retain doctors.
Similarly, further steps could also include facilitating the
integration of health professionals that work abroad into
the national healthcare system.

The ethical dimensions of medical migration consti-
tute a sensitive topic. Importing health professionals
from LICs to HICs is not consistent with rational human
resource policy that is based in the values of social justice.
It hinders the development of these countries healthcare
system, education, and research.

In general, the decision to leave Ethiopia was made
irrespective of the choice of the destination country; the
attractive force of the pull factors was felt much weakly
than the driving force of the push factors. The cohort
of Ethiopian medical doctors interviewed in the study
preferred to go to USA where financial and professional
pull factors played an upper hand. The middle east and
Europe were back-up plans or transition destinations.

Using qualitative research, this study provided a richer
understanding of the complex process of Ethiopian physi-
cians’ decision to migrate. Push factors identified in this
research such as physician unemployment (in a country
with already established shortage of medical doctors)
and politicisation of hospital administration can extend
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existing knowledge and the theoretical background used
to inform this type of research. Future large scale quan-
titative scientific research would help to better compre-
hend the existing reasons for emigration, how it is related
to the policies, and other possible interventions.

This research study has few limitations. One is
language, as the interviews were conducted in the
participants’ native language, namely Amharic. The
constructed meaning of the original language may be
affected during translation into English.** Another
limitation is selection bias, as physicians working in
TASH only were invited. Finally, as a qualitative study,
this work is exploratory in nature and conclusions are
not meant to be generalised.

CONCLUSIONS

The emigration of Ethiopian physicians is made after
weighing the push and pull factors. Push factors are
more crucial than pull factors, and financial reasons play
the leading role. Rapid scale-up of medical education
and physician number is the chosen policy to address
medical migration in Ethiopia. However, based on the
results of this study, the government should equally
focus on the retention of available HRH. There should
be a strong and genuine emphasis in financing the
health workforce exploring a range of salary and incen-
tive mechanisms. Human resource development should
be less doctor-dependent, and it should focus more on
system-strengthening. LICs like Ethiopia can improve
their physician retention by respecting the individual
rights of health workers to migrate while improving
working conditions. Junior physician unemployment
is a recent phenomenon in Ethiopia causing physician
emigration and with a potential to be a leading push
factor if appropriate intervention is not taken. In addi-
tion, politicisation in the health sector combined with
ethnic politics presents a setback in professionalism and
competency in the healthcare management in Ethiopia.
Local, national, and international systematic moni-
toring of migratory flows is crucial to evaluate causes,
effective policies, and strategies to solve this global
health problem. Moreover, high-income self-interested
states should take responsibility to acknowledge and
join fights against this gross global health inequity. More
research is needed to explore the evolving dynamics of
physician migration and to shape policies for a timely
and effective intervention.
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