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SUMMARY 
Objective: To identify the factors enabling and limiting family medicine (FM) programmes in Sub-Saharan Africa 

(SSA).  

Design: A narrative review was conducted by searching a variety of databases. Papers focusing on the training, de-

ployment, or contribution to healthcare systems of doctors with postgraduate training in FM in SSA, published in 

peer-reviewed journals from 2015 onwards and in English language were included. Included papers underwent qual-

itative analysis.  

Results: Seventy-one papers were included in the review. 38% focussed on South Africa, while papers focussing on 

FM in a further 15 countries in SSA were identified. Key factors enabling FM programmes are support from key 

stakeholders, recognition of family practitioners (FP) as specialists, international collaboration, and dedicated FPs. 

Key factors limiting FM programmes are a lack of sufficient and well-trained faculty, inappropriate training settings, 

higher rates of trainee attrition, lack of FM in undergraduate curriculums, lack of career pathways, inappropriate de-

ployment, and a lack of a critical mass. 

Conclusions:  Support from national stakeholders, the recognition of FPs as specialists, and sustainable international 

collaboration promote FM programmes. The absence of a defined role within the healthcare system, low numbers of 

FM faculty, a poor presence in undergraduate curriculum, high attrition rate of trainees and the lack of a critical mass 

limit FM programmes. The standardisation of the role of FM and the implementation of undergraduate and postgrad-

uate FM programmes with national and international collaboration could enable FM to reach a critical mass and realise 

its full potential in strengthening primary healthcare in SSA.  
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INTRODUCTION 
Sub-Saharan Africa (SSA) faces significant challenges in 

providing timely, accessible, high-quality healthcare.1,2 

A 2017 World Health Organisation (WHO) report iden-

tified that SSA has the lowest healthcare service coverage 

of all regions worldwide.3 Only three countries in the re-

gion have met the target of spending 15% of GDP in 

health, and there is a significant shortage of healthcare 

workers.4   

Thirty-one (57%) countries in SSA meet the criteria for a 

critical shortage of healthcare workers; under 22.8 health 

care professionals per 10,000 population.5 Despite many 

SSA countries expanding healthcare programmes, the 

deficit in healthcare coverage is predicted to worsen due 

to increasing population sizes.5,6 
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To improve global access to healthcare, the United Na-

tions has committed to achieving universal health cover-

age (UHC) by 2030 (Sustainable Development Goal 

3.8).7 The WHO defines UHC as “healthcare that ensures 

all people and communities can use the promotive, pre-

ventive, curative, rehabilitative and palliative health ser-

vices they need, of sufficient quality to be effective, while 

also ensuring that the use of these services does not ex-

pose the user to financial hardship”.1 High quality pri-

mary health care (PHC) has been identified as “the engine 

for UHC”. An effective healthcare system that provides 

high quality PHC and avoids a centralised, vertical 

healthcare model is the most comprehensive and cost-ef-

fective method to achieve UHC.7-9    

 

In response to the call to strengthen PHC services, many 

SSA countries have established Family Medicine (FM) 

programmes. FM is an expanding population-orientated 

discipline that seeks to supply “expert generalists” that 

provide community health care.10,11 The 2009 Rusten-

burg consensus identified the roles of a Family Practi-

tioner (FP) as “a comprehensive set of skills adapted to 

the circumstances, local needs, available resources, facil-

ities and the competency and limitations of the practi-

tioner”.12 In practise the role of FPs in SSA is largely var-

ied, from supporting district hospital community out-

reach to being an integral member of PHC in the commu-

nity. 13 Despite the range of roles, the importance of FPs 

in strengthening PHC has been identified.14,15 

 

The COVID-19 pandemic has caused significant disrup-

tion to global healthcare services, widened inequalities, 

and emphasised the disparity in global UHC coverage.1 

It is now more critical than ever to improve the provision 

of UHC. FM programmes could play a key role in 

strengthening PHC, supporting healthcare services and 

have a key role in future pandemics.16-18 A recent scoping 

review by Flinkenflogel et al has identified how FM is 

implemented, the impact, strengths and weaknesses, and 

the role of FPs in Africa. This narrative review seeks to 

build on this work and identify the current factors that 

affect FM programmes.11 By understanding these factors 

FM programmes can be improved to support the effective 

deployment of FPs and the provision of UHC.   

 

METHODS 
The narrative review was performed to investigate the 

factors enabling and limiting FM programmes in SSA. 

PubMed, EMBASE, ERIC and Global Health databases 

were searched for relevant literature. The medical subject 

heading (MeSH) and search terms used to search are 

shown in Table 1. The search was restricted to papers 

published from 2015 onwards to retrieve sufficient liter-

ature and ensure that our findings reflected the current 

status of postgraduate FM in SSA.  

The searches were carried out on 18th November 2021. 

Specific inclusion and exclusion criteria are listed in Ta-

ble 2. 

 

Table 1 MeSH and search terms used to identify litera-

ture for inclusion in the review 
Search 

Fields 

 Search Term 

All  Africa OR African OR Country 

Name* 

Title or Ab-

stract 

AND Family Medicine 

OR Family Practice 

OR Family Physician 

OR Family Doctor 

OR General Practitioner 

* One of the 48 countries in SSA using The World Bank 

definition 

 

Table 2 Inclusion and exclusion criteria for papers in-

cluded within the review 

• Should be an article published in a peer-reviewed 

journal 

• Should focus wholly or significantly on the train-

ing, deployment, or contribution to healthcare sys-

tems of doctors with postgraduate training in Fam-

ily Medicine 

• Should focus wholly or significantly on one or 

more countries in SSA (defined by The World 

Bank) 

• Should be written in English 

• Should not focus on the management of a specific 

condition (but papers examining the contribution 

of postgraduate, family medicine doctors to a spe-

cific area of medicine – e.g., obstetrics or surgery 

– are included) 

• Should not focus on use of guidelines 

• Should not focus on healthcare funding models 

• Should not focus on commenting on or be written 

in response to another piece of published work 

(e.g., letters to an editor) 

• Should not be a review of previously published lit-

erature 

• Should not focus on specific approaches to teach-

ing (e.g., problem-based curricula) or use of spe-

cific teaching aids (e.g., maintenance of e-portfo-

lios).  

Following initial identification of papers, any duplicates 

were identified and removed. Papers were initially se-

lected using the title and abstract. A total of 91 full text 

papers were read by two authors, MLD and PKE. Any 

papers that did not meet the inclusion criteria were ex-

cluded. If authors disagreed on the inclusion or exclusion 

of a paper, the full article was reviewed, and the authors 

assessed and discussed the paper in terms of the inclusion 

and exclusion criteria before coming to a final agreement. 

Figure 1 summarises the process for identifying the pa-

pers included in the final review. 

http://www.ghanamedj.org/


Special Article 
 

 

                                                                                              

www.ghanamedj.org  Volume 56 Number 3 September 2022 

Copyright © The Author(s). This is an Open Access article under the CC BY license. 
313 

 
Figure 1 Literature selection strategy 

 

Following inclusion, papers were analysed for data ad-

dressing the following research questions. 

1) What are the major factors enabling FM in 

SSA? 

2) What are the major factors limiting FM in SSA? 

Qualitative analysis of the included papers was per-

formed. Both MLD and PKE coded the data according to 

the presence of information addressing each of the re-

search questions. Thematic codes were identified within 

the initial coding and were discussed by both these au-

thors. Data relevant to these themes were labelled. The 

coded information was summarised for inclusion in the 

final analysis and final analysis was performed by an in-

ductive approach. 

 

RESULTS 
Seventy-three papers were included in the narrative re-

view. Twenty-eight papers were focussed on South Af-

rica (38.4%). Eight papers concentrated on SSA, five 

each on Ethiopia and Nigeria, four on Kenya, three each 

on Botswana, Ghana, Lesotho and Sudan, two on Zam-

bia, and one each on Liberia, Malawi, Mali, Namibia, Si-

erra Leone, Tanzania, Uganda and Zimbabwe. One paper 

focused on both Rwanda and South Africa. The African 

Journal of Primary Health Care and Family Medicine was 

the most popular journal for publication of papers, with 

28 (38.4%). This was followed by South African Family 

Practice with 17 papers (23.3%). The remainder of the 

papers were published in a further 19 journals. 

 

Figure 2, Map 1 displays countries in SSA with the dif-

fering presences of FM programmes per country. 10,19-54 

Map 2 displays UHC per country in SSA.  

 

Figure 2 Map 1(Left) displays countries in SSA with the differing presences of FM programmes per country. 10,19-54 

Map 2(Right) displays UHC per country in SSA. 
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Notes to Figure 2 
Map (1): Map of Africa representing presence of FM programmes. Red = FM Programme Exists with Graduates, Orange = FM Programme Exists 

with Graduates Expected Soon, Yellow = FM Programme Under Development, White = No FM Programme, Grey = No data 
 

Map (2): Map of Africa. Universal Health Coverage by country. Data from the World Bank Development Indicators. Coverage of essential health 

services (defined as the average coverage of essential services based on tracer interventions that include reproductive, maternal, newborn and child 
health, infectious diseases, non-communicable diseases and service capacity and access, among the general and the most disadvantaged population). 

The indicator is an index reported on a unitless scale of 0 to 100, which is computed as the geometric mean of 14 tracer indicators of health service 

coverage. The tracer indicators are as follows, organized by four components of service coverage: 1. Reproductive, maternal, newborn and child 
health 2. Infectious diseases 3. Noncommunicable diseases 4. Service capacity and access Red = index value 61-80. Orange = index value 41-60. 

Yellow = 21-40. White = no data available.   

*Tanzania: FM training is offered in the private sector affiliated to Aga Khan University. Government policy does not support FM in the public 
sector. 

 

What are the major factors enabling FM in SSA? 

Support from key stakeholders 

Support from government was identified as a crucial fac-

tor in the successful launch of FM within a country. 
27,28,44,55,56 Clear government policies advocating for the 

adoption of FM within healthcare systems, including 

strategies for the training and deployment of FPs, were a 

significant enabler for the roll out of FM.48Conversely, 

opposition or ambivalence by governments posed a sig-

nificant barrier to the successful adoption of FM.21Sev-

eral authors described a process of engagement with gov-

ernment departments designed to build support for FM 

and define its scope in the local context. 57 

 

Other influential stakeholders included university author-

ities, such as heads of faculties or departments, profes-

sional bodies, medical regulators, doctors from other spe-

cialties and academic FM departments. Collaboration be-

tween stakeholders was important for developing a com-

mon understanding of FM, by defining the roles of FPs 

and training outcomes and creating an environment in 

which FM can develop.29,47 

 

Recognition of FPs as specialists 

The importance of official recognition of FPs as special-

ists was identified. Recognition as specialists was found 

to aid recruitment and ensure that FPs are renumerated to 

the same degree as other specialists who undertake post-

graduate training.19,27,36,40,47,48,55,58,59 Obtaining recogni-

tion from the private sector for the specialist status of FPs 

was identified as difficult in several countries.36,49 

 

International Collaboration 

Eighteen papers emphasised the role of international col-

laboration in supporting FP training programmes, partic-

ularly during their infancy.15,21,22,27,28,33,40,48,55,60-69 Pri-

mary Care and Family Medicine Network for sub-Sa-

haran Africa (PRIMAFAMED) was important for en-

hancing regional cooperation and providing support to 

newly established training programmes.14,27,56,60 The pos-

sibility of a regional college of FPs is currently being in-

vestigated.27 

 

Support from North American and European institutions 

included the provision of short courses and training, ex-

pertise in faculty development, the provision of staff, 

grants for programme development, programme review 

and feedback, sharing of educational resources, and peer-

to-peer research support.22,28,33,40,61,62,64,66,67,69The value of 

long-term, trusted collaborations and honest communica-

tion was highlighted.22There was an acceptance that, alt-

hough support from overseas faculty is welcome, it is im-

portant to plan for a transition to local faculty as more 

FPs are trained to take up these positions.28,66,67 It was 

recognised that partners often had differing motivation 

and goals and so developing an understanding of these 

factors was important.55 

 

Several papers described the learning that FPs and FM 

trainees gained from attendance at international confer-

ences or from experience of FM in settings where the spe-

cialty was better established.15,33,40,60,65 Such experiences 

could inspire FPs and trainees to adapt their practice and 

provide encouragement in the face of FM training and 

practice difficulties.15 

 

Dedicated FPs and trainees 

Several sources highlighted the dedication of FPs and FM 

trainees to their profession and to their patients. Such in-

dividuals acted as advocates for FM and were viewed as 

role models to emulate.19,64,66,70,71 

 

What are the major factors limiting the successful roll 

out of FM in SSA? 

Lack of defined FM role within healthcare system 

A major limiting factor is the lack of a defined role of FM 

within the healthcare system.10,21,24,35,41,46,56,57,65,72-78The 

key reasons for this were identified as a lack of career 

pathway, inappropriate deployment, and lack of critical 

mass to be visible within the healthcare system.  

Confusion over the role of FPs extended to policymakers, 

patients, other doctors, medical students and 

FPs.24,32,35,41,46,74,75 
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Many sources noted that there is an absence of a clear 

career path and a lack of consultant posts.58,65,79 Such 

problems contribute to reduced interest in applying for 

FP training and a ‘brain drain’ whereby FPs, frustrated 

by the lack of opportunities to advance their careers, take 

jobs in other countries or in other specialties or sectors.21 

One paper found that most FPs work in other specialties 

for part of their careers.25 There was evidence that some 

FPs were working in managerial roles, either because of 

a lack of clinical positions or because their skills meant 

that they were viewed as a good fit for such positions.57,75 

Identified as ‘wonder doctors’ who have generalist skills 

that can fill gaps in specialist services and referral hospi-

tals FPs are placed within vertical health care systems 

and tertiary hospitals rather than the district setting for 

which they have been trained.14,41,56,72 The inappropriate 

deployment of FPs reduces the positive impact of FM 

within PHC and the visibility of FM within the healthcare 

system.10  

 

A common theme identified was that healthcare profes-

sionals view FM not as its own speciality but made up of 

components of other specialities, resulting in ambiguity 

of the role.72 Additionally, this view promotes conflict 

with other specialties as it encourages other doctors to see 

FM as a threat to their practice.20 Several sources men-

tioned other specialties being suspicious of, or looking 

down on, FM, fuelled by a lack of clearly defined roles 

and scope of practice for FPs.21,35,46 

 

Lack of FM faculty 

A shortage of FPs who can act as faculty within FM pro-

grammes was identified.19,20,36,58,62,63,66,77,79,80 It was 

found that, whilst graduating FPs were encouraged to 

work within FM faculty, they lack the necessary training 

to work as educators.19,81 An assumption identified 

amongst employers was that FP could act as an educator 

without formal training.82 Barriers to training in medical 

education included insufficient funding for course fees 

and perceived lack of institutional support. 56, 81 

 

The shortage of FM faculty impacts FM training. Several 

papers identified shortages of staff with sufficient 

knowledge of FM to deliver training and provide super-

vision.22,66 As a result, FM trainees identified that they 

had inappropriate preparation for examinations.19 A fur-

ther sequela identified was poor mentor-mentee relation-

ships.83 

 

Several FM courses require the completion of a research 

project. However, several papers identified that trainees 

lacked institutional FM supervision and that resources 

were not adequate for completion of research pro-

jects.63,66,79 As a result, research projects represented a 

limiting step in completion of degrees.63 

Inappropriate training settings 

Many FM training programmes were often based at ma-

jor tertiary hospitals.56 Many authors recognised that 

such settings did not provide suitable preparation for FM 

practice as presentations to tertiary centres were unlikely 

to represent the patient mix seen in primary 

care.19,57,69,80,84 Some universities deliberately decided to 

establish training programmes in rural areas to better ap-

proximate the eventual place of practice.57 Others were 

investigating moving their FP training to peripheral loca-

tions.48 However, several issues arose from running pro-

grammes away from university campuses, such as 

providing suitable accommodation for trainees and the 

risk that service providers would be prioritised over train-

ees’ educational needs. 20,80 In addition, some authors 

considered that many trainees preferred to train in urban 

settings.56,57 

 

High rates of trainee attrition  

Several papers identified a significant discrepancy be-

tween the number of trainees entering programmes and 

those graduating.64,75 This was due to two main reasons: 

bottlenecks in training and high dropout rates.21,36,67,75 A 

contributing factor to bottlenecks was the difficulty in 

completing research projects.67,79 Reasons for the discon-

tinuation of training included limited financial resources 

to pay trainees salaries, low pass rates in final examina-

tions, and poor quality and levels of commitment 

amongst applicants.21,36,64,81,83 FM trainees were often ex-

pected to take on a significant clinical workload, seeing 

many patients daily. It was sometimes difficult for them 

to prioritise their educational needs or achieve a healthy 

work-life balance.19,39,72,83 The wages that FM trainees 

could earn from the clinical work associated with their 

training were sometimes insufficient for daily living ex-

penses.85 

 

Lack of FM in undergraduate curriculum  

Undergraduate medical students were found to have lim-

ited exposure to FM as a specialty.21,23,32,56,57,73-75,84,86 If 

they existed at all, undergraduate placements in FM 

tended to be short and at the end of clinical training.57,73,84 

The lack of exposure furthered misconceptions about the 

speciality. Two studies identified that medical students 

believe that FPs are the same as General Practitioners 

(GPs).75,86 Another consequence of limited exposure to 

FM was that few students intended to specialise in the 

discipline.23,31,32,73,75 An exception is Stellenbosch Uni-

versity which offers undergraduate medical students a 

year-long clerkship at a rural hospital, with supervision 

and teaching delivered by FPs.38 
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Lack of critical mass 

The number of FPs deployed in SSA remains small.37,87 

Reasons for this included high dropout rates from train-

ing programmes, limits on the number of training places 

resulting from a paucity of available trainers and finan-

cial constraints, lack of funded FP consultant and regis-

trar roles, and loss of FPs to the private sector. 
21,36,39,56,58,59,65,75,79 As a result, there are competing de-

mands on FPs’ time, and they often face difficulties in 

managing various responsibilities, which can result in 

burnout.76 The small number of FPs means that their im-

pact is limited and there are few role models to encourage 

new trainees into the specialty.56 FPs often work in isola-

tion, resulting in a lack of colleagues to discuss profes-

sional matters with.46 A further consequence, is that a 

limited number of FPs within the HCS limits the impact 

that the specialty intends to achieve.88,89 

  

DISCUSSION 
FM can strengthen PHC and improve UHC coverage. 

This has been recognised by an increasing number of 

countries in SSA who have acknowledged the potential 

contribution of FPs in strengthening PHC systems by for-

mally recognising the discipline on a par with other spe-

cialties, creating training programmes and including FM 

within health system policies and strategies.  

 

The major factors limiting FM programmes in SSA is the 

lack of a defined role, scope of practice and deployment 

of FPs within the healthcare system. National support 

from key healthcare stakeholders and international col-

laboration that is country specific and sustainable are im-

portant in strengthening FM programmes. 

 

Despite the World Organisation of Family Doctors 

(WONCA) definition of FM and Rustenburg consensus , 

there is a lack of clarity about the discipline.12,90 Whilst 

the Astana Declaration of 2018 declared the need for 

strengthening PHC to achieve UHC, it failed to 

acknowledge which healthcare professionals could sup-

port this.91 A unified, international, or regional specific, 

definition of FM could aid the development of policy and 

healthcare systems that hold a clear role for FPs and in-

tegrate FM into the healthcare systems. This clarity could 

provide the structure to recruit and retain FPs, create con-

sultant posts, and produce sufficient faculty for the devel-

opment of undergraduate and postgraduate medical edu-

cation. As a result of these structural changes , a critical 

mass of FPs could be achieved that can significantly im-

pact PHC. 

 

National support from key healthcare stakeholders, such 

as national ministries of health, increases the ease with 

which FM programmes are established. A clear, unified 

definition of the role of FM within the healthcare system 

will aid stakeholders to have a clear understanding of 

where FPs can be effectively deployed to support PHC. 

Further collaboration between stakeholders would better 

enable the development of FM programmes. The long 

term support of key individuals was identified as benefi-

cial. Thus, changes in governments or in government per-

sonnel could have a significant negative impact if new 

postholders did not continue to prioritise the develop-

ment of FM. To maintain support from stakeholders ad-

vocates for FM need to engage with health system stake-

holders on an ongoing and institutional level basis, so 

changes in individual personnel will be less likely to im-

pact changes in policy.  

 

Regional and international collaborators play an im-

portant role in supporting the development of FM. Mul-

tiple international institutions have supported the devel-

opment of FM programmes in collaboration with govern-

ment departments. However, as identified, this support 

must be adapted to the needs of the local setting as Global 

North FM programmes differ to those in SSA. An exam-

ple of effective, sustainable, and country specific interna-

tional collaboration is LeBoHa (The Lesotho, Boston 

Health Alliance). LeBoHa has developed a FM Speciality 

training programme, built on a longstanding relationship 

to develop a decentralised, non-university-based model 

with FM trainees based at rural-district hospitals to aid 

the retention of local doctors.28 A south-south network 

facilitated by PRIMAFAMED supports twinning of FM 

programmes between established South African pro-

grammes and developing programmes, giving regional 

specific support. On a wider level, PRIMAFAMED acts 

as a vital forum for sharing best practice and supporting 

FM development throughout SSA. 27 Given the consider-

able resource limitations faced by many countries in the 

region, and the commonalities that exist in FM practice 

across SSA, sharing of educational resources and pooling 

of expertise should be encouraged as far as possible. 

The number of FPs in SSA remains small. As a result, the 

profession has failed to reach a critical mass and have a 

significant impact within PHC. A lack of critical mass 

reduces the visibility of FM within the healthcare system, 

limiting exposure to medical students, junior doctors and 

to maintaining political support. Additionally, without 

enough FPs to act as FM faculty there is a risk that train-

ing programmes are unsustainable. Stakeholders should 

capitalise on existing momentum in developing FM pro-

grammes and seek international support in conjunction 

with a defined country specific role of FM.  

 

There is a high rate of attrition during FM training. Sev-

eral difficulties facing trainees were identified; heavy 

clinical workload, poor remuneration, a lack of sufficient 

trainers to provide high-quality supervision, inadequate 
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preparation for exams, inadequate preparation and sup-

port for research projects, and competition for educa-

tional opportunities from other specialties. Further re-

search is needed to identify the key causative factors for 

the loss of FPs during training. Comparisons could be un-

dertaken between specialties within similar healthcare 

systems that are able to recruit, train and retain postgrad-

uate specialist doctors.  

 

Evidence from medical undergraduates suggests that FM 

is not a popular specialty, attributed to a low exposure to 

FM and misconceptions concerning the specialty. Given 

the accepted need for many more generalist doctors in 

SSA to strengthen PHC in the region, there is a need to 

re-orientate medical curricula to embed FM much more 

deeply into undergraduate training. Early exposure to FM 

is likely to improve the acceptability of the profession to 

trainees and increase trainee numbers. WONCA have 

committed to supporting the WHO and the United Na-

tions to achieve the aims of the Astana Declaration by 

securing access to PHC with FPs in every community in 

the world, with each medical school having a department 

of primary care.91 Stellenbosch University already inte-

grates FM into undergraduate medical education, with 

students able to complete the final year of studies in a 

district hospital under the supervision of a FP.38,84 Further 

development of such schemes could encourage under-

graduates to pursue family medicine. 

 

Limitations 

Papers were included only if they were published in a 

peer-reviewed journal. There may be important perspec-

tives contained in other published literature, such as gov-

ernment reports. In addition, papers were included only 

if written in English. This is likely to bias the results to-

wards countries where English is in common use and 

against Francophone and Lusophone SSA countries. 

Many of the papers included were written by individuals 

with postgraduate FM training or working in academic 

FM. Such individuals are likely to have a commitment to 

the specialty, which could influence their objectivity. The 

search was limited to 2015 onwards. Whilst this enabled 

current strengths and limitations to the development of 

FM programs to be identified it could have excluded pre-

vious papers that discuss the development of FM in SSA. 

 

CONCLUSION 
FM can be key in strengthening PHC and enabling UHC 

in SSA. FM in SSA has expanded in recent years, and 

this paper has identified the major factors that have ena-

bled FM to become established. However, the lack of a 

defined role for FM and its position within the healthcare 

system prevents the effective deployment of FPs. The 

standardisation of the role of FM and the implementation 

of undergraduate and postgraduate FM programmes with 

national and international collaboration could enable FM 

to reach a critical mass and realise its full potential in 

strengthening PHC in SSA. Steps are required to increase 

the proportion of trainees that successfully complete 

training and to ensure that those that do are deployed into 

appropriate posts in district health systems. In countries 

where FM has not yet been adopted, long-term engage-

ment with relevant stakeholders will be required to build 

support for introducing the discipline. 
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