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Family medicine (FM) devel-
oped in the United States in 
the mid-20th century due to 

increasing subspecialization and a 
declining number of general prac-
titioners (GPs) providing compre-
hensive care.1-3 A handful of family 

medicine-trained specialists aside, 
Ethiopia primarily has GPs who 
have completed medical school and 
a 1-year internship. In Ethiopia, for-
mal FM training began in 2013 with 
the intent to strengthen the primary 
care workforce.4,5

While prior research shows that 
residency training is stressful,6-9 lit-
tle research exists about FM training 
in Ethiopia.4,5,10 Resident perspec-
tives can be valuable for evaluat-
ing and developing curriculum. As 
such, we assessed Ethiopian and US 
FM residents’ attitudes about their 
training to elucidate aspects of FM 
that are similar across cultures and 
those that are culture-specific to 
guide curriculum development. We 
utilized research procedures followed 
by Fetters et al from 1991 and 1995 
that compared FM residents’ atti-
tudes about their training in Japan 
and the United States.11 

We hypothesized that the stress 
of residency training would be sim-
ilar across the two cultures. Given 
FM is well established in the Unit-
ed States, we expected that US resi-
dents would feel more satisfied with 
their residency education, indepen-
dence as family physicians (FPs), 
and patient care. We anticipated 
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that Ethiopian residents would feel 
more financial burden given Ethi-
opia is a low-income country, and 
more women’s issues based on pre-
vious reports.12,13 

Methods
Study Design
This was a cross-sectional study 
using a 43-item survey including 
demographics items and 5-point Lik-
ert scale questions (1=all the time, 
2=frequently, 3=sometimes, 4=infre-
quently, 5=never).11 

Setting
We administered the survey in 2017 
at Addis Ababa University, the only 
FM training program in Ethiopia, 
and at the University of Maryland 
in the United States. The program 
at Addis Ababa University is 3 years 
long and is based in a 700-bed uni-
versity hospital with seven residents 
in each class— about 50% female—
and five faculty. The program at the 
University of Maryland is also 3 
years long and based in a 757-bed 
university hospital and one family 
practice center with 10 residents per 
class—about 70% female and 50% un-
derrepresented minorities—and 15 
faculty. The majority of the residents 
are from allopathic medical schools 
across the United States with one 

to two international medical gradu-
ates per class.

Data Analysis
We calculated descriptive statis-
tics on the demographics data and 
compared the responses from the 
two groups with a two-sample t-
test using statistical software R. We 
considered P values below 0.05 as 
statistically significant. The Uni-
versity of Maryland and Addis Aba-
ba University Institutional Review 
Boards both exempted this study. 

Results
The participants’ demographics data 
are listed in Table 1. The response 
rates were 60% (18/30) for the Unit-
ed States and 75% (18/24) for Ethi-
opia. Although the differences in 
views about residency education be-
tween the two groups overall were 
not significant, higher reports by 
Ethiopian residents of feeling more 
frequently satisfied with their resi-
dency education (P=0.07), and that 
the curriculum needed better defi-
nition (P=0.05) approached signifi-
cance (Table 2).   

The Ethiopian residents report-
ed having too many inpatients 
(P=0.008), however, they rated clin-
ical decision-making (P=0.03) and 
patient management (P=0.02) more 

rewarding than the US residents 
(Table 2). The Ethiopian residents 
also reported feeling more under-
paid (P=0.03), that moonlighting is 
essential (P<0.001), wages are insuf-
ficient for daily living (P<0.001) and 
their obligations are overwhelming 
(P<0.001; Table 4). 

There were no statistically signif-
icant differences between the two 
groups regarding independence as 
FPs (Table 3), impact of residency 
on personal life (Table 4), and wom-
en’s issues in FM training (Table 5). 

Discussion
While the difference only approached 
statistical significance, the Ethiopi-
an residents reported that their cur-
riculum needs better definition. This 
is as expected given the program is 
new and the curriculum is evolving. 
The Ethiopian FM curriculum will 
benefit from further definition as the 
scope of FM practice in Ethiopia be-
comes further defined. The Ethiopian 
residents also reported feeling satis-
fied with their residency education 
at a higher level that approached 
significance. This may reflect chang-
es occurring in the US program at 
the time of the survey. 

The Ethiopian residents report-
ed excessive inpatient volume. This 
is as expected given the majority of 

Table 1: Participant Demographics 

Demographic Variable
Addis Ababa 
University  

n=18

University of Maryland 
Family Medicine 

n=18

Male 50% 28%

Marital Status

Single 28% 53%

Married 72% 47%

Divorced 0% 0%

Age (Years)

20-24 0% 0%

25-29 33% 39%

30-34 17% 61%

35-39 28% 0%

40-44 11% 0%

45-50 11% 0%

Mean years training (range) 1.89 (1-3) 2.61 (1-3)
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their training is hospital-based, and 
a dedicated FM outpatient training 
center is lacking. Although both pro-
grams in this study are based in ter-
tiary hospitals, hospitals in Ethiopia 
have larger patient volume. As im-
portant context, physician density in 
Ethiopia is 0.03 per 1,000 population 

compared to the World Health Or-
ganization recommended 2.3 phy-
sicians per 1,000 population.14,15 In 
addition, hospital-based care is com-
mon in Ethiopia due to an underde-
veloped health system.

Contrary to our expectations, the 
Ethiopian residents found clinical 

decision-making and patient man-
agement more rewarding than the 
US participants, which may be at-
tributable to excitement about the 
new specialty of FM and a novel ap-
proach to patient care. Additionally, 
the Ethiopian residents may have 
more autonomy in patient care given 

Table 2: Family Medicine Residents’ Attitudes About Residency Education and Patient Care*

Addis Ababa 
University  

University of 
Maryland Family 

Medicine 

Education

Mean Mean P Value

How often have you felt…

     Satisfied with your education? 2.22 2.78 0.07

     You had good role models? 2.61 2.56 0.86

     Curriculum needs better definition? 2.06 2.89 0.05

     Inpatient training was excessive? 3.67 3.83 0.72

     Outpatient training was inadequate? 3.06 3.13 0.86

     Faculty had sufficient knowledge? 2.72 2.67 0.88

     Faculty had an appropriate attitude? 2.56 2.67 0.76

     Intellectually overwhelmed? 3.13 3.53 0.29

Patient Care

     There were too many inpatients? 2.83 3.82 0.008

     There were too few inpatients? 3.41 3.11 0.41

     There were too many outpatients? 3.06 3.67 0.16

     There were too few outpatients? 3.56 3.67 0.8

     Clinical decision-making rewarding? 2.06 2.89 0.03

     Patient management rewarding? 1.83 2.67 0.02

     The doctor-patient relationship gratifying? 2.24 2.56 0.43

*Table values (except for P values) represent a mean on 5-point scale, where 1=all the time and 5=never.

Table 3: Family Medicine Residents’ Attitudes About Independence as Family Physicians*

Addis Ababa 
University  

University of 
Maryland Family 

Medicine

Mean Mean P Value

How often have you felt…

     Lack of self-identity as a family physician? 3.5 3.56 0.88

     Discrimination because of specialty choice? 2.82 3.29 0.28

     Lacked competency as a family physician? 3.67 3.33 0.35

     Isolated as an outsider? 3.06 3.67 0.27

     Expectations for training were being fulfilled? 3.17 3 0.64

*Table values (except for P values) represent a mean on 5-point scale, where 1=all the time and 5=never.
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the physician shortfall. The US res-
idents’ responses may reflect the 
current climate with reports of high 
burnout among medical students 
and residents.7,16 Our findings add 
to the growing awareness of physi-
cian burnout in the United States.

We anticipated that the US resi-
dents would feel more independence 
as FPs, but we found no significant 
differences between the two groups. 
This supports earlier findings by Fet-
ters et al11 and a 2013 survey of US 
medical students who chose a pri-
mary care specialty—many reporting 
experiences of negative talk about 
primary care from other specialists 
at their medical schools.17 This high-
lights the continued struggle for FM 
to gain full acceptance in the Unit-
ed States. 

As expected, the Ethiopian resi-
dents reported more financial hard-
ship than their US counterparts. 

The median US medical student 
debt is $195,000 upon graduation.18 
While education is free in Ethiopian, 
there is a 2-year service mandate af-
ter medical school. Additionally, the 
Ethiopian residents likely have more 
financial obligations given most of 
them have worked as GPs before res-
idency and have families. Moonlight-
ing is common in Ethiopia, but the 
demands of residency may be limit-
ing. Though FM is among the least 
compensated specialties in the Unit-
ed States,19 the earning potential for 
US FPs is significantly higher than 
in Ethiopia where FM roles are still 
evolving and limited FM career op-
portunities exist. Clarifying FP roles 
and fostering FM career opportuni-
ties are needed in Ethiopia.4,5 

As anticipated, both groups equal-
ly felt the impact of residency on per-
sonal life. This confirms findings by 
Fetters et al,11 and suggests that 

many aspects of FM residency are 
inherently challenging, transcend 
culture, time, and socioeconomic con-
text. A long-term commitment and 
continued attention are needed to 
address and minimize challenges of 
FM training that occur regardless of 
culture or socioeconomic standing.

While we expected that the Ethi-
opian residents would report more 
women’s issues, no significant dif-
ferences were seen between the two 
groups, even after stratifying by gen-
der. Gender-based concerns have not 
been studied at the postgraduate lev-
el in Ethiopia, however, gender in-
equality and gender-based violence 
have been reported at the under-
graduate level.12,13 The small sample 
of female participants in our study 
may have felt uncomfortable report-
ing harassment. The US findings are 
similar to findings of Fetters et al,11 
though high rates of harassment in 

Table 4: Family Medicine Residents’ Attitudes About Impact of Residency 
Training on Their Finances and Personal Lives* 

Addis Ababa 
University  

University of 
Maryland Family 

Medicine

Finances

Mean Mean P Value

How often have you felt…

     Overworked? 3.17 3.17 1

     Underpaid? 1.78 2.94 0.03

     Moonlighting was essential? 2.17 3.94 <0.001

     Your wages were insufficient for daily living? 2.18 3.94 <0.001

     Your financial obligations were overwhelming? 2.35 3.94 <0.001

Personal Lives

     Self-confidence in your personal life? 1.89 2.53 0.12

     Residency training strained your life? 2.94 3.11 0.67

     Residency training strained your social development? 3 3.12 0.78

     Your physical health was compromised? 3.5 3.29 0.64

     Your mental health was compromised? 3.72 3.47 0.54

     Sleep deprived? 3.5 3.24 0.45

     Your significant other resented your work? 2.93 3.69 0.07

     Couldn’t have children because of residency training? 3.89 4 0.83

     Residency training hindered your marriage? 3.94 4.15 0.63

     There was inadequate time to raise children? 2.93 3.25 0.58

*Table values (except for P values) represent a mean on 5-point scale, where 1=all the time and 5=never.
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Table 5: Family Medicine Residents’ Attitudes About Women’s Issues in Family Medicine Training*

Addis Ababa 
University  

University of 
Maryland Family 

Medicine

Mean (N) Mean (N) P Value

How often have you felt…

     Being a woman was an advantage? 3.79 3.8 0.98

     Mentally harassed because of female gender? 4.2 3.93 0.61

     Physically harassed because of female gender? 4.2 4.4 0.71

     Sexually harassed? 4.46 4.44 0.96

Stratified by Gender

How often have you felt…

     Being a woman was an advantage?

     Male 3.8 (5) 3.25 (4) 0.65

     Female 3.78 (8) 4 (11) 0.69

     Mentally harassed because of female gender?

          Male - - -

          Female 4.56 (8) 4.08 (12) 0.2

     Physically harassed because of female gender?

          Male - - -

          Female 4.56 (9) 4.67 (12) 0.75

     Felt sexually harassed?

          Male 4 (5) 4 (4) 0.39

          Female 4.67 (9) 4.25 (12) 34

* Table values (except for P values) represent a mean on 5-point scale, where 1=all the time and 5=never.

medical school and residency have 
been previously reported.20 Our sur-
vey questions may have been too 
general to detect different forms of 
harassment that residents experi-
ence. Additional research may be 
needed to examine gender-based ha-
rassment during FM residency.

This study has limitations. More 
statistically significant differences 
may have been detected with a larg-
er sample size. The study was con-
ducted at a single US site, which 
may limit generalizability. Still, the 
findings fairly represent the opinions 
of University of Maryland residents 
who train in a US family medicine 
residency program. 

DISCLAIMER: The opinions and assertions 
expressed herein are those of the authors and 
do not necessarily reflect the official policy or 
position of the Uniformed Services University 
or the Department of Defense.

ACKNOWLEDGMENTS: Content from this 
study was presented at the 2018 STFM An-
nual Spring Conference, May 8, 2018, in Wash-
ington, DC.

CORRESPONDING AUTHOR:  Address 
correspondence to Dr Weyinshet Gossa, 
4301 Jones Bridge Road, Bethesda, MD 
20814. 301-295-9473. Fax: 301-295-3100.  
weyinshet.gossa@usuhs.edu.

References
1.  Fahs IJ, Peterson OL. The decline of general 

practice. Public Health Rep. 1968;83(4):267-
270. 

2.  Overpeck MD. Physicians in Family Practice 
1931-67. Public Health Reports. 1970;85(6):10. 
Epub 485.

3.  Pisacano NJ. Family practice. JAMA. 
1979;241(13):1362-1363. 

4.  Philpott J, Cornelson B, Derbew M, et al. The 
dawn of family medicine in Ethiopia. Fam Med. 
2014;46(9):685-690. 

5.  Gossa W, Wondimagegn D, Mekonnen D, Es-
hetu W, Abebe Z, Fetters MD. Key informants’ 
perspectives on development of family medi-
cine training programs in Ethiopia. Adv Med 
Educ Pract. 2016;7:261-9. 

6.  Eckleberry-Hunt J, Lick D, Boura J, et al. An 
exploratory study of resident burnout and well-
ness. Acad Med. 2009;84(2):269-277. 

7.  Michels PJ, Probst JC, Godenick MT, Palesch 
Y. Anxiety and anger among family practice 
residents: a South Carolina family prac-
tice research consortium study. Acad Med. 
2003;78(1):69-79. 

8.  Papp KK, Stoller EP, Sage P, et al. The effects 
of sleep loss and fatigue on resident-physicians: 
a multi-institutional, mixed-method study. 
Acad Med. 2004;79(5):394-406. 

9.  Wang YJ, Hsu KL, Chang CS, Wu CH. Inter-
relationships between romance, life quality, 
and medical training of female residents. J 
Chin Med Assoc. 2012;75(8):402-408. 

10.  Rouleau K, Bourget M, Chege P, et al. 
Strengthening Primary Care Through Fam-
ily Medicine Around the World Collaborat-
ing Toward Promising Practices. Fam Med. 
2018;50(6):426-436. 

11.  Fetters MD, Kitamura K, Mise J, et al. Japa-
nese and United States family medicine resi-
dent physicians’ attitudes about training. Gen 
Med (Los Angel). 2002;3(1):9-16.

12.  Kvach E, Desalegn D, Conniff J, Tefera G, Der-
bew M, Haq C. Promoting gender equity at the 
College of Health Sciences, Addis Ababa Uni-
versity, Ethiopia. Ethiop Med J. 2015;53(suppl 
2):9-16. 



FAMILY MEDICINE VOL. 51, NO. 5 • MAY 2019 429

BRIEF 
REPORTS

13.  Mamaru A, Getachew K, Mohammed Y. Preva-
lence of physical, verbal and nonverbal sexual 
harassments and their association with psy-
chological distress among Jimma University 
female students: a cross-sectional study. Ethiop 
J Health Sci. 2015;25(1):29-38.  

14.  World Health Organization. World Health Sta-
tistics 2009. http://www.who.int/whosis/who-
stat/EN_WHS09_Table6.pdf. Accessed June 
4, 2018.

15.  World Health Organization. Ethiopia key in-
dicators: WHO; 2016. http://apps.who.int/gho/
data/node.cco.ki-ETH?lang=en. Accessed May 
22, 2018.

16.  Eckleberry-Hunt J, Kirkpatrick H, Barbera T. 
The Problems With Burnout Research. Acad 
Med. 2018;93(3):367-370. 

17.  Erikson CE, Danish S, Jones KC, Sandberg 
SF, Carle AC. The role of medical school cul-
ture in primary care career choice. Acad Med. 
2013;88(12):1919-1926. 

18.  Association of American Medical Colleges. 
Medical School Graduate Questionnaire: 2017 
All Schools Summary Report. https://www.
aamc.org/download/481784/data/2017gqallsch
oolssummaryreport.pdf. Accessed May 2, 2018.

19.  Girsham S. Medscape FP Compensation 
Report 2017. https://www.medscape.com/
slideshow/compensation-2017-family-medi-
cine-6008569. Accessed June 4, 2018.

20.  Crutcher RA, Szafran O, Woloschuk W, Cha-
tur F, Hansen C. Family medicine graduates’ 
perceptions of intimidation, harassment, and 
discrimination during residency training. BMC 
medical education. 2011;11:88. 


