


Review Article
Perceived Factors Influencing Medical Students' Career Choices Between Rural and Urban Practice in Ghana.
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Background: The global disparity in the distribution of medical doctors between rural and urban areas remains a significant challenge, particularly in developing countries like Ghana. Despite policies aimed at improving salaries and retention, rural areas continue to face severe shortages of healthcare providers. This study examines the preferences of medical students in Ghana regarding rural versus urban practice and identifies key factors influencing their decisions.  
Method: A cross-sectional study was conducted among 150 clinical-year medical students at the University of Ghana Medical School. Data were collected using a structured questionnaire, capturing demographic details, rural exposure, career aspirations, and motivational factors. Quota sampling ensured equal representation across clinical years. Descriptive statistics and chi-square tests were employed for analysis, with significance set at p < 0.05.  
Results: Surprisingly, 60% of respondents expressed a preference for rural practice, though only 18% had rural clinical experience. Good working conditions (78%) and social recognition (77%) ranked higher than salary (67%) as influencing factors. Older students and those in advanced clinical years showed greater rural practice inclination (p = 0.001 and p = 0.023, respectively). Notably, 69.1% planned to pursue speciality training, with only 8.7% opting for general practice.  
Conclusion: While medical students demonstrate a willingness to work in rural areas, limited exposure and systemic challenges hinder actual retention. Non-monetary factors, such as career development and working conditions, are significant in shaping preferences. Strategies to enhance rural infrastructure, structured clinical rotations, and targeted incentives are recommended to address workforce disparities.  
Keywords: Medical doctors, rural-urban disparity, Ghana, workforce distribution, medical students, retention strategies, healthcare access.
1.0 INTRODUCTION
The problem of insufficient numbers of health personnel to cater for the constantly growing populations around the world has been an issue of immense concern all over the world, though different countries experience this problem to varying degrees [1]. Even worse, there is the imbalance in the distribution of health personnel between rural and urban areas within individual countries, with the former being at a great disadvantage [2]. Almost all developing countries suffer the most from inequality as a result of various reasons, including the massive emigration of health personnel to foreign countries, usually the western developed countries, to seek greener pastures [3]. The interrelation of several factors, including improper management of the health workforce and health systems have contributed to the existing imbalances. This is made evident by the fact that not only developing countries, but also developed countries are facing the challenge.
In Ghana, recent health sector policies resulting in increasing doctors’ salaries have contributed to decreasing the rate of resettlement of doctors out of the country, but the problem of gross disparities in the rural and urban distribution has not been significantly affected by these policies [4]. The inability of the various stakeholders in health to adequately recruit and retain qualified health personnel leads to deficiencies in the human resource base, whereas unsatisfactory remuneration for those already in the system causes low productivity [5]. Concerning this problem, as stated already, Ghana is not an exception, and the need to identify the fundamental causes of this headache and to design and implement appropriate interventions to upturn the trend cannot be overstressed.
Doctors are the health care providers in greatest shortage and yet highest demand compared to nurses and other health workers, and this makes the situation very disturbing because they head any healthcare delivery team and take direct responsibility for all patients [6]. In developing countries, including Ghana, this shortage of doctors, especially where it is notable and has become a major setback to the attainment of the proposed health-related Millennium Development Goals (MDGs) [7]. According to the World Health Organization’s (WHO) World Health Report 2006 [8], there are at least 4 million health workers needed for the minimum level of health outcomes to be achieved. Basically, the problem is with the inadequate production capacity for these health workers, especially doctors, and the inability to maintain those trained in the places where their services are most required [9]. Therefore, whatever plans are put in place to address the problem must be aimed at increasing the number of doctors to be trained and also to develop strategies to attract and retain both existing and newly trained doctors in places where their services are mostly needed.
The demographic context of Ghana presents compelling evidence of this disparity. WHO figures for 2009 indicate that 51% of the country’s population lives in urban areas compared to the global average of 50% while 49%, a significant portion, live in rural communities [10]. In addition, according to the WHO figures for 2008, to population ratio (per 10,000 population) for Ghana was 0.9 compared to the Africa regional average, which was 2.3 [11]. The Africa Health Workforce Observatory (AHWO) 2010 country profile for Ghana also shows that out of the total of 1945 general medical practitioners, 1362 work in urban areas, whereas only 538 work in rural areas [12]. From the same source, all 695 specialist medical practitioners are in urban areas, with none in rural areas. These statistics paint a stark picture of the magnitude of inequality in healthcare provision between urban and rural populations.
From a global perspective, worldwide, only 24% of the total number of physicians take care of the 50% of the world population living in rural areas [13, 14]. The other 76% are all concentrated in the urban areas. It is really interesting to note however, that even though at the national level, especially in sub-Saharan Africa and other developing nations these shortages are reflected due to inadequate numbers of health workforce, some countries have the situation where there is high rate of production of health workers with many of them unemployed in the urban areas, and yet with severe shortages in the rural areas [15]. Examples include Côte d'Ivoire, Mali, and the Democratic Republic of Congo. Some countries have sufficient numbers on average, but with marked deficiencies in the rural areas. Examples include Germany and France. By and large, the effects of these shortages mitigate against the achievement of the Millennium Development Goals.
The understanding of factors motivating healthcare workers has evolved significantly over time. It is also important to state that over the years, some of the perceived or indeed scientifically determined factors accounting for the imbalances in rural/urban distribution of health workforce, especially doctors, have changed and are therefore no longer valid. For instance, it has been a widely held view that once doctors are given larger salaries and other monetary benefits, they would be happy to accept a posting to any remote area, but this is not exactly so from more recent studies [16]. More doctors, and indeed other healthcare professionals, are moving more towards a work/life balance phenomenon. In other words, they would consider things like having a satisfactory social life and access to desired recreational activities/facilities for themselves and their families before making a decision [17]. 
So, it has been obvious that motivation for health workers, including doctors, has become quite complex, involving different things with non-monetary benefits becoming increasingly important. People may let go of a job if their expectations are not met [18]. Generally, factors that attract health workers to a new work location are known as the “pull” factors, whereas those motivating them to leave the current workplace are known as the “push” factors [19]. Different “measuring scales" can be used to assess the extent of these imbalances and deficiencies in health worker distribution, including health worker densities, vacancy rates (defined as the percentage of unfilled posts), turnover rates, attrition rates, unemployment rates, and absenteeism.
Only a few countries have developed and implemented large-scale interventions aimed at upgrading infrastructure in rural areas and improving the general living conditions of health workers in such places. Thailand, Mali, and Zambia are typical examples. Factors that rank highest in workers’ considerations of choice of location are those directly related to infrastructure and working conditions [20]. In Ghana, the Ministry of Health proposed some incentives, including a 10% benefit for accommodation, free boarding school placement for one child, and reduced years of service before promotion [21]. In a study by Snow et al [4], it was revealed that “career advancement incentives will be critical to any successful incentive package.” Proposed incentives included a guaranteed promotion or study opportunity after years of serving in hardship areas.
Having laid this background, it is already evident why this study is important, because it seeks to find important underlying factors of the current trends in the country at the very basic level; young undergraduate students of medicine who are yet to join the health workforce. This study looks at the broad areas of personal factors, career prospects, remuneration, and how these affect the choices of young medics when it comes to whether to work in a rural or urban setting. This study is aimed at determining the preferences of medical students in the clinical years of their training with respect to practicing in a rural or urban setting, the factors influencing these preferences, and possible interventions that could improve interest and retention of doctors in rural communities.
2.0 METHOD
2.1 Study Design
This study employed a cross-sectional design to assess medical students’ preferences regarding rural versus urban medical practice. A cross-sectional approach was chosen because it allowed for the efficient collection of data at a single point in time, providing a snapshot of students’ attitudes and intentions during their clinical training years [22]. This design was particularly suitable as it enabled the examination of associations between variables such as demographic characteristics, rural exposure, and career preferences without the need for long-term follow-up [23]. The choice of this design aligns with similar studies on healthcare workforce distribution, which have successfully used cross-sectional surveys to identify factors influencing practice location decisions [24].
2.2 Study Location and Population
The study was conducted at the University of Ghana Medical School (UGMS), located within the Korle Bu Teaching Hospital in Accra. This setting was selected because UGMS is Ghana’s premier medical training institution, producing a significant proportion of the country’s doctors. The target population comprised medical students in their clinical years (third, fourth, and fifth years) of study. These students were chosen because their clinical exposure provided them with sufficient experience to form informed opinions about future practice locations. At the time of data collection, the total population of clinical-year students was 602.
2.3 Sampling Technique and Sample Size
A quota sampling method was used to ensure equal representation across the three clinical years. Fifty students were selected from each year group, resulting in a total sample size of 150 students. Quota sampling was preferred because it guaranteed balanced representation from all clinical levels, allowing for comparisons across different stages of training [25].
Inclusion and Exclusion Criteria
The study included:
I. Medical students in their first, second, or third clinical year (equivalent to third, fourth, and fifth years of the MBChB program).
II. Ghanaian students, as the study focused on domestic workforce distribution.
Exclusion Criteria
I. Medical students in basic science or paraclinical years
II. Non-Ghanaian medical students
2.4 Data Collection Tools and Procedures
Data were collected using a structured questionnaire containing 18 questions. The instrument captured:
I. Demographic information: Age, sex, class, and marital status.
II. Rural exposure: Previous living experiences and clinical rotations in rural areas.
III. Career plans: Postgraduate aspirations and preferences for public or private practice.
IV. Motivational factors: Rankings of factors influencing practice location choices (e.g., salary, working conditions, career development).
Trained facilitators administered the questionnaires during school hours at lecture halls and clinical wards. The facilitators underwent a one-day training session to standardise data collection procedures and minimise bias. No incentives were provided to participants to avoid coercion.
2.5 Variables and Measurements
I. Independent variables: Demographic characteristics (age, sex, class), rural experience (residence, clinical attachments), and career plans.
II. Dependent variables: Preferences for rural or urban practice, ranked factors influencing location choices (rated on a 5-point scale, where 1 = most important).


2.6 Data Analysis
Data were analysed using SPSS version 20.0. Descriptive statistics (frequencies, percentages, means, and standard deviations) summarized demographic and preference data. Pearson’s chi-square test examined associations between demographic variables and practice location preferences, with statistical significance set at p < 0.05. Open-ended responses were analysed thematically.
Quality Control
To ensure reliability:
I. The questionnaire was pre-tested and refined.
II. Facilitators were trained and monitored.
III. Data entry was performed twice to verify accuracy.
2.7 Ethical Considerations
The study does not require any formal ethical approval, as no formal ethics committee review was required for this academic exercise. All participants provided written informed consent after receiving complete explanations about the study’s purpose and their rights as participants. The consent forms emphasised voluntary participation, with students free to withdraw at any time without consequence.
3.0 RESULTS
The study yielded important findings across four key areas: demographic characteristics of respondents, rural experiences, career development plans, and factors influencing practice location choices. These results provide valuable insights into medical students’ preferences regarding rural versus urban medical practice.
3.1 Demographic Characteristics
The study surveyed 150 clinical-year medical students from the University of Ghana Medical School. The respondents’ ages ranged from 19 to 29 years, with a mean age of 22.7 ± 1.74 years. The majority (82%) fell within the 21-23 age group, while smaller proportions were aged 18-20 (2%), 24-26 (9.3%), and 27-29 years (6.7%). This distribution reflects the typical age range of medical students in their clinical training years.
Regarding sex distribution, male students slightly outnumbered females (53.3% vs. 46.7%), consistent with historical enrollment patterns in Ghanaian medical schools. The sample included equal representation across class years due to the quota sampling method with 50 students each from the first (33.3%), second (33.3%), and third (33.3%) clinical years.
Marital status data revealed that nearly all respondents (96%) were single, with only 4% married and no divorced or widowed participants. This predominance of single students is expected given their stage in professional training and typical age range. (Table 1).
	Table 1: Demographic Characteristics

	Age group
	Frequency
	Percentage (%)

	18-20
	3
	2.0

	21-23
	123
	82

	24-26
	14
	9.3

	27-29
	10
	6.7

	Sex
	
	

	Male
	80
	53.3

	Female
	70
	46.7

	Class
	
	

	1st Clinical Year
	50
	33.3

	2nd Clinical Year
	50
	33.3

	3rd Clinical Year
	50
	33.3

	Marital Status
	
	

	Single
	144
	96

	Married
	6
	4.0

	Divorced
	0
	0.0

	Widowed
	0
	0.0




3.2 Rural Experience and Practice Preferences
Figure 1 presents the striking finding that 60% of respondents preferred to work in rural areas after graduation, while only 14% favoured urban practice. However, 26% remained undecided about their future practice location. This apparent willingness for rural service merits careful interpretation given other findings.
Figure 1: Distribution for preferred working centre
Furthermore, most respondents had lived predominantly in urban areas during their lives as related in Figure 2, though 64% reported some rural living experience at some point. 

Figure 2: Distribution for respondents who have lived in a rural area before
Among those with rural exposure, 40.4% rated their experience as below expectations, while 35.4% said it met expectations (Table 2). Only 9.1% reported that their rural experience exceeded expectations.
Table 2: Distribution of rural experience expectations
	Rural Experience
	Frequency
	Percent

	Exceeds Expectation
	9
	9.1

	Meets Expectations
	35
	35.4

	Below Expectations
	40
	40.4

	Indifferent
	15
	15.2

	Total
	99
	100




Clinical exposure to rural settings proved limited with 82% of students having never done clinical rotations in rural areas (Figure 3). 







Figure 3: Distribution for Respondents who have had a Clinical rotation in rural settings
However, among the 18% with rural rotation experience, 31% said it met expectations and 28.6% reported it exceeded expectations as related in figure 4. This suggests that well-structured rural clinical exposures may positively influence perceptions.
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Figure 4: Distributions for descriptions for rural experience

3.3 Career Development Plans
[image: ]Postgraduate aspirations strongly featured in students’ plans, with 69.1% intending to pursue specialty training after graduation, as related in Figure 5. Only 8.7% planned to work as general practitioners, while 3.4% contemplated leaving medicine entirely.







Figure 5: Distribution of individuals after graduation
[image: ]Regarding practice type, 48.6% preferred public sector work, while 22.9% favoured private practice (Figure 6). 







Figure 6: Respondents preference for Public or Private Practice

[image: ]Notably, 51% reported their public/private preference was influenced by career path considerations (Figure 7). 






Figure 7: Distribution for decisions influenced by career path
Among those considering private practice, 39.4% would establish this in rural areas versus 35.4% in urban centres (Table 3). 
Table 3: Distribution for Location of Private Practice
	Location
	Frequency
	Percentage (%)

	Rural Area
	39
	39.4

	Urban Area
	35
	35.4

	Not Sure
	25
	25.3



[image: ]The data revealed an important pattern about practice types: while 58% of prospective specialists planned public sector work, only 36% of would-be general practitioners intended public service (Figures 8-9). 







Figure 8: Distribution for public practice (General Practitioner)









Figure 9: Distribution for public practice (Specialist)

3.4 Factors Influencing Practice Location Choices
Table 4 details how students ranked 15 factors affecting their practice location decisions using a 5-point importance scale. Good working conditions emerged as most critical (78% ranking it as most important), followed by social recognition (77%), and demand for services (75%). Contrary to conventional assumptions, high salary ranked sixth (67%), below factors like good living conditions (70.5%) and professional development opportunities. The table revealed that allowances and children’s education grants ranked moderately important, security and spousal employment opportunities ranked lower, while recreation and loan availability ranked least critical.

Table 4: Factors Influencing Choice of Rural or Urban Areas
	Factors
	1
	2
	3
	4
	5

	 Demand
	54.7
	20.7
	32
	7.3
	12

	 Socio-cultural setting
	38
	20.7
	21.3
	7.3
	10.3

	 Opportunity to continue medical education
	48
	18
	21
	2.7
	16.7

	 Availability of adequate supervision
	37
	38
	15
	2
	7.4

	 Good working conditions
	61.5
	16.2
	5.4
	3.4
	13.5

	 High salary
	42.6
	24.3
	15.3
	8.1
	9.5

	 Allowances
	43
	28
	20.7
	14
	6

	 Grants for children’s
	37.2
	20.7
	20.7
	10
	10.3

	 Loans
	31
	26
	15
	20.8
	7.4

	 Good living conditions
	49
	21.5
	5.4
	8.7
	15.4

	 Adequate recreation
	37.6
	20.1
	24.2
	10.1
	8.1

	 Gainful employment opportunities
	48.3
	13.4
	15.4
	7.4
	15.4

	 Good schools for children to attend
	36
	20
	25
	13
	6

	 Social recognition
	49
	28
	11
	3.4
	9

	Security
	37.6
	20.1
	24.2
	10.1
	8.1



3.5 Association between Demography and Choice of Working Area
The analysis of associations between demographic variables and practice location preferences revealed several important findings, as shown in Table 5. A statistically significant relationship emerged between respondents’ age and their choice of practice location (χ² = 14.562, p = 0.001). This strong association suggests that age plays an important role in shaping medical students’ preferences for rural or urban practice, with older students demonstrating different location priorities compared to their younger counterparts. Similarly, the students’ class year showed a significant association with practice location preference (χ² = 9.423, p = 0.023). This finding implies that as students progress through their clinical training, their attitudes toward practice locations evolve, possibly due to increased clinical exposure or changing professional aspirations during medical education.

In contrast, the analysis revealed no statistically significant associations between practice location preferences and either sex (χ² = 2.369, p = 0.634) or marital status (χ² = 1.281, p = 0.734). These non-significant results suggest that gender and marital status may not be determining factors in Ghanaian medical students’ decisions about where to practice, at least at this stage of their career development.





Table 5: Association between Demographic Characteristics and Practice Location Preferences
	Demography
	χ²
	P-value
	Decision

	Age
	14.562
	0.001
	Significant

	Sex
	2.369
	0.634
	Not-Significant

	Class
	9.423
	0.023
	Significant

	Marital Status
	1.281
	0.734
	Not-Significant



4.0 DISCUSSION
The findings of this study reveal important insights into the factors influencing medical students’ preferences for rural or urban practice in Ghana, contributing to the broader discourse on healthcare workforce distribution. The results both align with and challenge existing literature, offering different perspectives on strategies to address rural-urban disparities in physician distribution.
The significant association between age and practice location preference (χ² = 14.562, p = 0.001) aligns with the study of Ghazali et al. [26], demonstrating that career priorities evolve with maturity. Older students in this study showed greater inclination towards rural practice, possibly reflecting heightened awareness of healthcare disparities or financial stability, enabling them to prioritise service over urban conveniences. This contrasts with findings from South Africa, where younger doctors were more willing to work in rural areas [27], suggesting cultural or educational system differences in career decision-making.

The class year association (χ² = 9.423, p = 0.023) supports Dunbabin & Levitt, (2003) [28] evidence that clinical exposure shapes career aspirations. As students progressed through training, their preferences shifted, likely due to increasing awareness of rural healthcare needs. However, the lack of gender and marital status significance diverges from studies in high-income countries [29], highlighting how local context mediates these relationships. While 60% of respondents expressed rural practice interest, only 18% had rural clinical experience. This discrepancy mirrors findings from Campbell & Ebuehi’s [29] research in Nigeria, where aspirational willingness outweighed actual exposure. Also, among those with rural rotations, 59.6% reported experiences meeting or exceeding expectations, reinforcing evidence that structured rural placements improve retention likelihood [27]. The predominance of urban-raised students (87%) with limited rural exposure explains why 40.4% rated past rural experiences negatively. This aligns with Snow et al.’s [4] contention that urban upbringing fosters unrealistic expectations about rural practice. However, the strong rural interest despite minimal exposure suggests untapped potential for targeted recruitment, consistent with Agyei-Baffour et al.’s [30] Ghanaian study.

Furthermore, the overwhelming preference for postgraduate training (69.1%) over general practice (8.7%) compounds Ghana’s specialist mal-distribution. This mirrors global trends where medical education systems inadvertently steer students toward speciality practice [31]. The finding that 58% of prospective specialists preferred public service while general practitioners leaned private (64%) contradicts patterns in South Africa [27], suggesting Ghana’s public sector may better accommodate specialist careers. In addition, the ranking of good working conditions (78%) and social recognition (77%) above salary (67%) challenges conventional reliance on monetary incentives [5]. This supports Snow et al.’s [4] Ghanaian findings and Etobe et al.'s [34] that career advancement opportunities outweigh financial benefits. However, it contrasts with Wiwanitkit’s [32] Thai study and Dahal et al.'s [33] Indian study, where salaries remained paramount, highlighting how economic contexts shape motivations.  

5.0 CONCLUSION
The findings of this study highlight the factors influencing medical students’ practice location preferences in Ghana. While a significant proportion of respondents expressed willingness to work in rural areas, this aspiration must be contextualised within the broader realities of inadequate rural exposure and systemic challenges. The results demonstrate that financial incentives alone are insufficient to address workforce mal-distribution, echoing broader shifts in understanding health worker motivation globally.

Medical education systems must be reconfigured to provide structured rural clinical experiences early in training, as these have proven significant in shaping positive perceptions of rural practice. Simultaneously, policy interventions should prioritise improving rural infrastructure and career development pathways to create enabling environments for healthcare professionals. The strong preference for specialist training over general practice presents both a challenge and an opportunity; strategic reforms could channel this inclination towards addressing critical gaps in rural specialist care.

Therefore, sustainable solutions require multisectoral collaboration between medical schools, health ministries, and local communities. Aligning educational experiences with workforce needs and creating practice environments that meet professionals’ expectations can help Ghana make meaningful progress towards equitable healthcare access. These efforts must be underpinned by long-term monitoring to assess their impact on actual workforce distribution patterns, ensuring that policies translate into tangible improvements in rural healthcare delivery. The study provides a foundation for such initiatives while highlighting areas requiring further investigation to refine intervention strategies.

6.0 LIMITATION
This study has several limitations that should be considered when interpreting its findings. The cross-sectional design provides only a glimpse of medical students’ preferences at a single point in time, rather than tracking how these attitudes evolve throughout their careers. The exclusive focus on one medical school limits generalisability to all Ghanaian medical trainees, as institutional cultures and curricula may vary. The reliance on self-reported data introduces potential response bias, with participants possibly providing socially desirable answers regarding rural practice intentions. Furthermore, the study did not examine how external factors such as family pressures or debt obligations might influence career decisions. These limitations highlight the need for broader, longitudinal research to validate the findings.  
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