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Abstract
Background
International mobility of health workforce affects the performance of health systems and has major relevance in human resources for health policy and planning. To date, there has been little research exploring the reasons why general practitioners (GPs) migrate. This mixed methods study aimed to investigate the reasons why Spain-trained GPs migrate and develop GP retention and recruitment health policy recommendations relevant to Spanish primary care.

Methods
The study followed an explanatory sequential mixed methods study design combining surveys with semi-structured interviews and focus groups with GPs who qualified in Spain and were living overseas at the time of the study. The survey data examined the reasons why GPs left Spain and their intention to return and were analysed using quantitative methods. The transcripts from interviews and focus groups centred on GPs’ insights to enhance retention and recruitment in Spain and were analysed thematically.

Results
The survey had 158 respondents with an estimated 25.4% response rate. Insufficient salary (75.3%), job insecurity and temporality (67.7%), excessive workload (67.7%), poor primary care governance (55.7%), lack of flexibility in the workplace (43.7%) and personal circumstances (43.7%) were the main reasons for leaving Spain. Almost half of the respondents (48.7%) would consider returning to Spanish general practice if their working conditions improved. Interviews and focus groups with respondents (n = 24) pointed towards the need to improve the quality of employment contracts, working conditions, opportunities for professional development, and governance in primary care for effective retention and recruitment.

Conclusion
Efforts to improve GP retention and recruitment in Spain should focus on salary, job security, flexibility, protected workload, professional development, and governance. We draw ten GP retention and recruitment recommendations expected to inform urgent policy action to tackle existing and predicted GP shortages in Spanish primary care.

Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s12960-023-00888-4.
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Introduction
The migration of health professionals has increased globally and within the European region over the last decades. The number of foreign-trained doctors working in OECD countries rose by 50% between 2006 and 2016 to nearly 500 000 [1]. Health professional mobility affects the performance of health systems in both sending and receiving countries, by aggravating or alleviating workforce shortages and regional maldistributions [2]. This holds significant implications within an international context marked by rising workforce constraints, especially in primary care, which have been exacerbated by the effects of the COVID-19 pandemic. These challenges pose a threat to the sustainability of healthcare systems, as emphasised by the timely editorial for the special collection on the medical workforce crisis in primary care in Europe, of which this study is part [3].
The existing literature on migration of health workers often relates to “push and pull” factors [4], which may represent the diametric conditions in relation to career prospects, income and working conditions available in the source and destination countries. Where the gap is marked, and hence health workers perceive this move can improve their professional and economic situation, the pull of the destination country takes effect [4]. However, most studies that investigate the migration of health professionals do not make distinctions among different specialities, such as primary care physicians or general practitioners (GPs) [5–8]. This knowledge gap is key in countries with primary care-based healthcare systems, particularly in cases like Spain, where diminished physician stock and projected workforce shortages disproportionately impact the primary care sector.
While the Spanish primary care is recognised as one of the best performing systems in Europe, it is currently facing unprecedented challenges [9]. Workforce shortages risk jeopardising its sustainability and performance, traditionally underpinned by robust foundations, such as free access at the point of delivery, comprehensive service coverage, multidisciplinary teams, and well-trained healthcare providers [9]. As per the Ministry of Health, the future balance between the supply and demand for medical professionals anticipates a 10% deficit in GPs over the next six years, potentially leading to a shortage of 10,000 GPs by 2028 [10]. This shortfall is attributed in part to increasing healthcare demands, an aging GP workforce (currently, 60% of GPs are aged 50 and older), and challenges in retaining doctors due to perceived difficult working conditions [10]. In this scenario, the migration of healthcare professionals further exacerbates the critical staff shortage issue. Over the past decade, a growing number of doctors trained in Spain have sought certification of suitability or good practice to work or study abroad, with about 12% being GPs [10, 11]. As per OECD data from 2020, sourced from destination country registries, approximately 5,176 doctors trained in Spain were registered overseas [12]. Of this count, an estimated 621 were GPs. This represents nearly 2% of Spain's total GP population, estimated at 39,666 in 2021 [12].
This study aimed to investigate the reasons why Spain-trained GPs who are currently practising abroad decided to leave the country and their intentions regarding returning. We also sought to explore their insights and recommendations for the development of effective retention and recruitment policies in the Spanish primary care by identifying the dimensions they value in their new work location. While the number of Spain-trained GPs practising overseas might represent a small proportion of the overall GP workforce, it has been argued to have major implications for what it represents—significant investments in human capital whose returns are realised abroad. Focusing research on this specific group may also yield valuable insights for addressing GP retention and recruitment challenges in a broader sense. It provides an opportunity to delve into the professional experiences of those who have worked in at least two different primary care systems, allowing for international comparisons and the identification of potential good practices relevant to the countries of origin, notably Spain [13].

Methods
A mixed methods explanatory sequential study design was used, whereby survey data from self-administered online questionnaires informed semi-structured interviews and focus groups with GPs who qualified in Spain and were living overseas at the time of the study [14]. Data were collected and analysed between May and September 2022.
Survey
The survey sought to investigate GPs’ reasons for migration and intention to return, and identify a sample of GPs who could be interviewed in a second stage in online focus groups and interviews. The preliminary questionnaire was developed in Spanish by the research team, informed by relevant theories and previous surveys used in health workforce migration, retention and recruitment literature [7, 8, 15–19]. Minor modifications to the survey design were made after piloting it with a small sample of GPs who qualified in Spain and were working overseas (n = 4). The characteristics of the questionnaire and dissemination strategy are specified in Box 1. The full questionnaire, including a translated English version, is provided in Additional file 1: Appendix S1.
Survey responses were categorised and included a “missing” value to allow a complete case analysis. Surveys with high levels of missingness (above 50% of sections not fulfilled) were excluded from the analysis. Data were described using percentages for categorical variables and median and interquartile range (IQR) for continuous variables. Associations between GPs’ sociodemographic characteristics (age, gender, nationality, country of work and exit year), reasons for leaving Spain and intention to return were assessed using univariate and multivariate logistic regression. The selection of covariates was based on prior subject knowledge from the scientific literature [4, 5, 7]. Regression analyses enabled deeper understanding of the motivations behind GP migration by exploring potential factors related to participants’ characteristics or the country of destination that could be associated with the reported reasons. Associations were considered statistically significant if the P-value was ≤ 0.05. All analyses were performed using STATA (version 17).
Box 1. Survey characteristics and dissemination strategy
Characteristics of the survey:
The final questionnaire comprised a combination of open and closed-ended questions exploring:	1.
key sociodemographic details (including age, gender, nationality, information on their GP qualification, country of work, exit year, current employment and working conditions);

 

	2.
reasons why respondents left the country where they originally qualified (Spain); and

 

	3.
their intention to return, explored through single response to mutually exclusive and complete options.

 




Survey dissemination strategy:
The survey was sent in electronic form following three consecutive dissemination strategies between May and September 2022:	1.
The Spanish Organisation of Medical Colleges (OMC) forwarded the questionnaire to 650 GPs who had requested the certificate of suitability to work or study abroad after 2010. Two consecutive reminders were sent 10 days apart. The OMC could not contact all the GPs who had requested a certificate (5408) because most certificates missed an email address or had been processed by regional offices. The number of certificates of suitability does not reflect international mobility. The OMC may issue more than one certificate per doctor (their validity lasts 3 months) and many of those who request a certificate may not end up migrating. This explains the gap between the number of certificates issued by the OMC (5408) and the estimated total number of Spain-trained GPs working abroad as per OECD data (621).

 

	2.
The following national and international scientific and professional organisations relevant to general practice and primary care were reached for dissemination support:

 



	WONCA Europe, European General Practice Research Network (EGPRN), European Academy of Teachers in General Practice/Family Medicine (EURACT), European Forum of Primary Care (EFPC), Spanish Family Medicine Professional Societies (including, SemFYC, SEMERGEN, SEMG).



	3.
We advertised our study in social media and asked each respondent to forward the questionnaire to known eligible GPs.

 






Interviews and focus groups
Twenty-four GPs who completed the questionnaire participated in either focus groups or semi-structured interviews intended to explore their recommendations for enhancing retention and recruitment in Spain. Focus groups enabled the generation of new insights by encouraging group interactions and discussions among Spain-trained GPs with diverse professional roles in various countries. Interviews, on the other hand, provided an opportunity to delve deeper into specific topics, such as GPs' engagement in teaching, training, or research. This blend of methods aimed to capture the depth of individual experiences and harness the synergy of group dynamics. In total, three semi-structured interviews and four focus groups (comprising 4 to 7 participants) were conducted in an alternating manner, scheduled based on participants’ availability. A stratified purposive sampling strategy was developed to obtain a range of views from GPs working in different countries, including those most represented in our survey (namely, United Kingdom, France, Ireland and Sweden) and holding various professional roles, such as clinical work, teaching, training, management or research. This allowed us to select information-rich cases while capturing variations across different participant characteristics. Sample size was determined iteratively guided by data saturation (the composition of focus groups and characteristics of participants are reported in Additional file 2: Appendix S2). Survey findings informed the development of the topic guide, which explored GPs’ professional experience in the country of destination and recommendations to inform GP retention and recruitment policies in Spanish primary care. A script summary is available in Box 2, while a more comprehensive version is provided in Additional file 3: Appendix S3 for further detail.
Interview transcripts and fieldnotes were analysed thematically. We combined a broadly deductive approach with a more inductive analysis guided by the framework proposed by Braun and Clarke [20]. Data were analysed as they were collected, which allowed for iterative modifications of the interview guide and the sampling strategy. We sought negative cases and discussed preliminary findings within the research team to enhance validity and rigour [21]. Data management was supported by NVivo V.10 software.
Box 2. Interview and focus group script summary
	•
Introduction to the interview/focus group, mentioned that:

 

	–
interviews were to be audio-recorded;

 

	–
how the recordings were to be used, transcribed, and stored;

 

	–
assurance of anonymity and confidentiality; and

 

	–
participants’ right to interrupt or withdraw from the interview.

 

	•
Participants’ introduction, where they were asked to:

 

	–
Introduce themselves, workplace, exit year, professional role.

 

	–
Highlight features they liked about the primary care/their job in the host country.

 

	•
Interview covered the following thematic areas using questions aimed at clarifying what they found valuable in their current work locations, including instances of good practices that could be applied to the Spanish primary care context:

 

	–
Job stability and flexibility

 

	–
Economic conditions: salary and pension

 

	–
Opportunities for professional development and research

 

	–
Healthcare management

 

	–
Prestige and recognition

 

	–
Training of GP trainees and medical students

 

	•
Interview closure, included:

 

	–
Brief summary

 

	–
Clarification questions

 







Results
Reasons for leaving and intention to return—survey findings
In total, 158 GPs completed the questionnaire, which represents a 25.4% response rate over the estimated eligible population (621, based on OECD statistics). No surveys were excluded as they all had a minimum of 50% of sections fulfilled. The median age of participants was 40 years (IQR 35–49) and 52% (n = 82) were female. 85% (n = 135) of those surveyed were Spanish, of which 9% (n = 15) had dual nationality (European or Latin American) (Table 1). The majority of respondents were early career clinicians (90% had qualified as GPs in the last 12 years) and considered leaving Spain after completing their GP training. There was a growing intention to migrate as the professional engagement in Spanish general practice increased (from undergraduate students to fully qualified GPs). Three-quarters (n = 119) of respondents had moved from Spain in the last 7 years, mainly to the United Kingdom (28%, n = 45), France (21%, n = 33), Ireland (18%, n = 29) or Sweden (11%, n = 18). Respondents’ professional role and employment are summarised in Additional file 4: Appendix S4: Table S1.Table 1Sociodemographic characteristics of survey respondents (n = 158)


	Gender (%)
	Female
	82 (51.9)

	Male
	63 (39.87)

	Non-binary
	1 (0.63)

	Missing
	12 (7.59)

	Age (median, IQR)
	40 (35–49)

	Nationality (%)
	Spanish
	120 (75.95)

	Dual Spanish-European/Latin-American
	15 (9.49)

	Other or non-available
	23 (14.56)

	Considered leaving Spain (%)
	During medical degree
	18 (11.39)

	During GP training
	59 (37.34)

	After GP training
	69 (43.67)

	Missing
	12 (7.59)

	Exit year (%)
	 < 2009
	16 (10.13)

	2010–2014
	23 (14.56)

	2015–2019
	70 (44.3)

	 > 2020
	49 (31.01)

	Country (%)
	UK
	45 (28.48)

	France
	33 (20.89)

	Ireland
	29 (18.35)

	Sweden
	18 (11.39)

	Germany
	6 (3.8)

	Switzerland
	4 (2.53)

	Other*
	23 (14.56)


*representation < 3: Portugal, Norway, Andorra, Belarus, Cameroon, Canada, Colombia, Arab Emirates, Luxemburg, The Netherlands, Poland, USA, Italy, Denmark



Most participants (93%, n = 147) reported more than one reason for leaving Spain. Salary (including lack of remuneration for certain professional activities, such as teaching, research or management), employment insecurity and temporality, excessive workload, poor primary care governance, lack of flexibility in the workplace, as well as personal reasons were the most reported “push factors” (Fig. 1). The multivariate analyses concerning the association between the five main reasons for leaving Spain reported in the questionnaire and patients’ sociodemographic characteristics are available in Table 2. Briefly, younger age was significantly associated with reporting job insecurity (crude OR 0.94 [95% CI 0.90–0.98]) and lack of flexible working hours (crude OR 0.96 [95% CI 0.92–0.99]) as the main reasons for leaving. GPs who left Spain in the last 7 years reported less satisfaction with salary (crude OR 3.41 [95% CI 1.56–7.46]), workload (crude OR 2.23 [95% CI 1.06–4.71]) and primary care governance (crude OR 2.20 [ 95%CI 1.05–4.49]) compared to GPs who migrated before 2015. Those who moved to UK and Sweden were more likely to leave Spain due to lack of flexibility (crude OR 2.63 [95%CI 1.02–6.77] and 3.61 [95%CI 1.08–12.05], respectively), while GPs in France and Ireland were more likely to report financial reasons (crude OR 3.64 [95%CI 1.12–11.85] and 5.63 [95%CI 1.41–22.48], respectively). Approximately half of the respondents (49%, n = 77) would return to Spain if working conditions improved (Additional file 4: Appendix S4, table S2). The intention to return was not significantly associated with the sociodemographic characteristics of respondents (Additional file 4: Appendix S4, Tables S3).[image: ]
Fig. 1Main reasons for leaving Spanish general practice (n = 158)

Table 2Association between main reasons for leaving Spain and respondents’ sociodemographic characteristics (n = 158)


	 	Financial
	Lack of stability
	Workload
	Poor governance
	Lack of flexibility

	N 119, 75.3%
	OR (95% CI)
	OR (95% CI)*
	N 107, 67.7%
	OR (95% CI)
	OR (95% CI)*
	N 107, 67.7%
	OR (95% CI)
	OR (95% CI)*
	N 88, 55.7%
	OR (95% CI)
	OR (95% CI)*
	N 69, 43.7%
	OR (95% CI)
	OR (95% CI)*

	Gender
	Female
	58 (70.7)
	0.56 (0.20–1.04)
	0.45 (0.18–1.14)
	61 (74.4)
	1.67 (0.82–3.41)
	1.47 (0.67–3.23)
	55 (67.1)
	0.75 (0.37–1.55)
	0.73 (0.34–1.57)
	43 (52.4)
	0.59 (0.30–1.16)
	0.60 (0.29–1.22)
	38 (46.3)
	0.95 (0.49–1.83)
	0.82 (0.41–1.66)

	Male
	53 (84.1)
	1
	1
	40 (63.5)
	1
	1
	46 (73)
	1
	1
	41 (65.1)
	1
	1
	30 (47.6)
	1
	1

	Non-binary
	1 (100)
	0
	0
	0
	0

	Missing
	7 (58.3)
	6 (50)
	6 (50)
	4 (33.3)
	1 (8.3)

	Age (median, IQR)
	40 (35,51)
	1.04 (0.99–1.09)
	1.07 (1.01–1.15)
	38 (34,45)
	0.94 (0.90–0.98)
	0.95 (0.90–0.99)
	39 (35,49)
	0.99 (0.95–1.03)
	1.01 (0.96–1.06)
	39.5 (35,51)
	1.01 (0.97–1.05)
	1.02 (0.97–1.07)
	37 (35,45)
	0.96 (0.92–0.99)
	0.96 (0.92–1.01)

	Nationality
	Spanish
	94 (78.3)
	2.07 (0.56–7.60)
	2.40 (0.55–10.40)
	81 (67.5)
	1.19 (0.33–4.30)
	1.43 (0.35–5.80)
	84 (70)
	1.33 (0.37–4.84)
	1.99 (0.50–8.02)
	72 (60)
	2.63 (0.73–9.46)
	2.63 (0.68–10.12)
	56 (46.7)
	1.05 (0.30–3.63)
	1.08 (0.29–4.00)

	Spanish & other
	11 (73.3)
	1.57 (0.29–8.42)
	2.16 (0.31–15.24)
	13 (86.7)
	3.71 (0.54–25.59)
	5.17 (0.66–40.56)
	10 (66.7)
	1.14 (0.22–5.84)
	1.67 (0.28–9.85)
	8 (53.3)
	2.00 (0.41–9.84)
	2.11 (0.39–11.54)
	7 (46.7)
	1.05 (0.22–5.00)
	1.27 (0.24–6.82)

	Other/non-available
	14 (60.9)
	1
	1
	13 (56.5)
	1
	1
	13 (56.5)
	1
	1
	8 (34.8)
	1
	1
	6 (26.1)
	1
	1

	Country
	UK
	31 (68.9)
	1.44 (0.56–3.69)
	2.75 (0.86–8.76)
	36 (80)
	2.00 (0.72–5.59)
	3.43 (1.00–11.76)
	25 (55.6)
	0.46 (0.18–1.23)
	0.56 (0.19–1.66)
	26 (57.8)
	1.64 (0.66–4.06)
	2.10 (0.75–5.91)
	24 (53.3)
	2.63 (1.02–6.77)
	2.98 (1.04–8.50)

	France
	28 (84.9)
	3.64 (1.12–11.85)
	2.40 (0.63–9.20)
	20 (60.6)
	0.77 (0.28–2.20)
	1.21 (0.38–3.84)
	25 (75.8)
	1.17 (0.28–3.54)
	0.99 (0.29–3.34)
	21 (63.6)
	2.10 (0.78–5.63)
	1.69 (0.56–5.08)
	13 (38.4)
	1.50 (0.54–4.14)
	1.46 (0.48–4.41)

	Ireland
	26 (69.7)
	5.63 (1.41–22.48)
	6.97 (1.22–39.62)
	15 (51.7)
	0.54 (0.19–1.50)
	0.88 (0.26–2.97)
	19 (65.5)
	0.71 (0.24–2.10)
	0.70 (0.21–2.41)
	16 (55.2)
	1.48 (0.54–4.02)
	1.58 (0.50–5.01)
	11 (37.9)
	1.41 (0.49–4.04)
	1.49 (0.47–4.77)

	Sweden
	14 (77.8)
	2.28 (0.61–8.45)
	4.39 (0.87–22.08)
	14 (77.8)
	1.75 (0.46–6.59)
	3.80 (0.68–21.14)
	14 (77.8)
	1.31 (0.34–5.06)
	2.79 (0.50–15.74)
	10 (55.6)
	1.50 (0.47–4.76)
	2.23 (0.60–8.30)
	11 (61.1)
	3.61 (1.08–12.05)
	4.03 (1.06–15.24)

	Other
	20 (60.6)
	1
	1
	22 (66.7)
	1
	1
	24 (72.7)
	1
	1
	15 (45.5)
	1
	1
	10 (30.3)
	1
	1

	Exit year
	Before 2015
	22 (56.4)
	1
	1
	24 (61.5)
	1
	1
	21 (53.9)
	1
	1
	16 (41)
	1
	1
	15 (38.5)
	1
	1

	After 2015
	97 (81.5)
	3.41 (1.56–7.46)
	7.52 (2.35–24.09)
	83 (69.8)
	1.44 (0.68–3.06)
	1.72 (0.60–4.92)
	86 (72.3)
	2.23 (1.06–4.71)
	2.31 (0.88–6.06)
	72 (60.5)
	2.20 (1.05–4.49)
	2.66 (1.04–6.85)
	54 (45.4)
	1.33 (0.63–2.78)
	1.27 (0.50–3.26)


In bold statistically significant findings
*OR adjusted by the remaining sociodemographic variables included in the table




What do GPs value? Recommendations to improve retention and recruitment in Spain—interview and focus group findings
Interviews and focus groups with a diverse sample of Spain-trained GPs led to the identification of the following four dimensions and the ten recommendations summarised in box 3 relevant to improving GP retention and recruitment in Spain:
Employment contracts: stability, flexibility and salary
Job stability (often ensured through retention strategies to remainlinked to the same practice or locality) was believed to enable improved patient care, workplace integration and prospects for personal and professional development, as noted by one participant: “In order to do a good job, you need stability. I mean, you cannot provide continuity of care to a patient if you keep moving from one place to another” (GP B1.3 in UK). GPs also valued being able to “choose” their working conditions, including where, when, and how often they were meant to practise. Flexibility proved key for adapting job contracts to GPs’ specific and changing professional and personal circumstances, including the possibility to combine clinical practice with other professional interests, such as research, management, teaching or training. Salary was also highlighted as a relevant incentive. GPs valued not having to work night shifts or extra hours to reach a satisfactory income, and being reimbursed for additional activities, such as teaching, specific procedures and research.

Work conditions: time allocation and comprehensiveness
Sufficient time to listen to and deal with patients’ concerns was believed to contribute to good practice and greater work satisfaction: "from seeing 40, 50 patients daily, here I’m seeing 15… each patient has a minimum of 15 min or sometimes even half an hour" (GP B2.4 in Ireland). GPs also valued having protected time in their schedule for non-patient-facing roles and tasks, including teaching, training or administrative work (e.g., processing referrals, test results and repeat prescriptions): “we don’t do anything that is not included in the diary” (GP B5.1 in Sweden). Greater capacity to respond to patients’ needs in primary care was also highlighted, which was often achieved by: (1) expanding multi-professional teamwork in general practice (including pharmacists, physiotherapists, and social prescribers) and upskilling practice staff; (2) ensuring access to a broad range of diagnostic tests and treatments with clear and  consistent guidelines regarding the referral process; and (3) strengthening communication channels with secondary care (e.g., regular case discussion meetings, direct dialling).

Professional development: training, teaching, and research
Being provided with (and required to engage in) continuing professional development was considered key to ensuring competency and care quality. Beyond the formal training, GPs also called attention to the importance of peer education networks to reflect on daily practice and mentoring programmes for guidance on how to advance their professional interests: “The opportunity to sit down with one of your colleagues who has more experience, […] tell him what's going on with you, how you see yourself professionally, where you want to go” (GP B1.2 in UK). The involvement of GPs in teaching fundamental clinical skills throughout the medical degree was believed to grant prestige and reputation to the profession. Formal training and networking opportunities to support GP trainees and professors were also valued. According to the academic GPs interviewed, the presence of primary care university departments, strengthened links between universities and GP practices, and specific funding streams aimed at primary care clinicians fostered research. Ensuring that academic work was both compensated and carried out within their regular work hours (instead of in their spare time) was also keyfor their involvement and for creating opportunities to effectively combine academic and clinical roles.

Leadership and management capacity
GPs valued having certain degree of operational autonomy at practice level to manage the internal organisation, including decisions concerning the distribution of tasks across staff members and prioritisation of specific programmes or interventions. This was believed to enhance suitability to local contingencies and foster a sense of ownership and greater involvement: “having decision-making power over my work, over how we want to do it, the philosophy of the health centre, […] all of this is essential to me. I can't give that up anymore” (GP B3.4 in Belgium). Opportunities to become involved in higher-level management, including dual clinical and managerial roles, were also valued and believed to contribute to management practices that were more accountable and responsive to practitioners’ demands. The importance of strong representative bodies (such as, royal colleges, scientific societies, medical committees) in advocating for general practice, training, and research was also highlighted. GPs emphasised the potential of these organisations to foster public awareness and social worth, and to inform or question health policy in GPs’ best interest.



Discussion
Summary
Using an explanatory sequential mixed methods design, we identified the main reasons why Spain-trained GPs left the country and their recommendations to enhance GP retention and recruitment in Spanish primary care. Based on 158 respondents, our survey revealed relative pay, employment insecurity and temporality, excessive workload, poor primary care governance, lack of flexibility in the workplace and personal reasons as main contributors. Importantly, almost half of the respondents would consider returning to Spanish general practice if their professional demands were satisfied. Interviews and focus groups with a diverse sample of 24 Spain-trained GPs pointed towards the need to improve the quality of employment contracts, working conditions, opportunities for professional development, and governance in primary care for effective retention and recruitment.

Comparison with existing literature
Our study confirmed that economic factors, specifically the prospect of financial gain, motivate mobility [5, 7, 22, 23]. In Spain, the salary of GPs (adjusted for purchasing power parity) is below the European (19 EU) and OECD averages, including the host countries most represented in our survey, namely United Kingdom, France, Ireland and Sweden [24, 25]. In addition, GP compensation in Spain shows a small margin for growth with additional professional responsibilities, financial incentives or seniority, which may also contribute to explaining our findings [24].
Consistent with previous research, job security and flexibility acted as influential “push” and “pull” factors for migration [26]. Our study supports urgent policy action to tackle job insecurity in Spain, especially in a context where 37.5% of doctors have a temporary employment contract (of which 40.9% are in the 40–60 age group) according to recent literature [27]. In addition to job security, work contracts from Spanish regional authorities offer GPs limited flexibility in tailoring their schedules to personal and professional needs, impacting job satisfaction and opportunities to engage in additional professional roles [9]. Our study underscores the need for policy measures to enhance flexibility for improved job satisfaction, professional advancement, and retention.
Excessive workload has also been found in the literature to trigger physicians’ mobility and GPs leaving their profession early [16, 28, 29]. GPs in Spain spend less time with their patients compared to other European countries (average consultation length is 7.8 min) and face a high workload (35.1% of GPs see between 36 and 45 patients daily), which may contribute to explaining poor job satisfaction and GP retention issues observed in our study [27, 30]. Interviewees also highlighted the need to strengthen coordination with secondary care, broaden access to diagnostics and treatments, and ensure multidisciplinary general practice teams as a means of enhancing primary care comprehensiveness and job satisfaction, which has also been reported elsewhere [17, 31–33].
Strengthened career and professional prospects as clinicians, trainers, mentors or researchers have also been found to attract international physicians and retain GPs [34]. Our study contributed to knowledge by identifying relevant opportunities for continuing professional development, including GP accreditation and revalidation schemes (which is common practice in many European countries [35]), peer-led networks, as well as targeted support and incentives. According to the Spanish Organisation of Medical Colleges, almost half of the doctors in Spain do not receive any additional remuneration or workload adjustment for training students or GPs [27]. Similarly, there are no primary care university departments nor specific (or accessible) research funding schemes aimed at GPs, which may contribute to explaining observed retention issues [36].
In relation to leadership and management, our study findings seem to align with “the principle of minimum specification”, whereby practitioners are allowed the autonomy to respond to local contingencies and decide how to deliver services on an agreed broad goal and principle, as a way of ensuring efficient and effective healthcare provision [37]. In line with published literature, our study found that strong professional organisations seem to play an important role in sharing critical resources and productively participating in regulatory processes in GPs’ best interest [38].

Strengths and limitations
To our knowledge, this is the first study investigating the reasons why Spain-trained GPs migrate. While many studies have investigated the migration of physicians, there is a dearth of research that delves into the migration of primary care practitioners. Our survey could potentially serve as a valuable resource for subsequent studies exploring this subject elsewhere, provided that it is suitably adapted to other languages and country-specific contexts. Moreover, our explanatory mixed methods design allowed to gain deep understanding on perceived challenges and opportunities, and develop evidence-based GP retention and recruitment policy recommendations based on GPs’ professional experience (box 3), which are expected to address the workforce crisis in Spain.
The study had limitations. As explained in box 1, the total number GPs who had requested a certificate of suitability to work abroad could not be contacted, which might have led to selection bias and affected the representativeness of the sample and generalisability of the results. Lack of available data on the distribution of Spain-trained GPs in different OECD countries and their sociodemographic characteristics meant that it was not possible to confirm or assess this.

Implications for research and practice
Building on research findings, we have developed 10 evidence-based health policy recommendations to enhance GP retention and recruitment in Spanish primary care (summarised in Box 3). Our findings and recommendations are anticipated to hold significant value and applicability elsewhere in Europe given the shared context of primary care workforce crisis and the growing international interconnectedness of healthcare workforce policy [3]. Our study also contributes to framing health workforce international mobility as an opportunity to share examples of good practice and suggestions for improvement, while instigating policy learning and transfer across Europe. Study findings are expected to inform urgent policy action to tackle existing and predicted GP shortages, which risk jeopardising the sustainability of primary care [39, 40].
Box 3. Policy recommendations to enhance GP retention and recruitment in Spanish primary care
	1.
Create working conditions that ensure job stability, sufficient salary, flexibility, and a healthy work–life balance

 

	2.
Protect workload by also acknowledging non-patient facing activities (e.g., follow-up tasks, administrative work, management, teaching, research, training)

 

	3.
Maximise the potential of each professional within multidisciplinary general practice teams

 

	4.
Enhance direct and protocolised access to diagnostics and treatments from primary care

 

	5.
Strengthen communication channels with secondary care (e.g., regular case discussion meetings, direct dialling)

 

	6.
Promote professional development through access to mentoring, peer-led networks, continuous professional development opportunities, attractive career prospects and revalidation

 

	7.
Align medical education with health service requirements by increasing general practice involvement in undergraduate training

 

	8.
Develop an academic portfolio with specific funding schemes, primary care departments in medical schools and training opportunities

 

	9.
Build leadership and management capacity for primary care governance and planning

 

	10.
Support organisations representing the interests of general practice and primary care

 







Conclusions
Our mixed methods study identified salary, job security, flexibility, workload, professional development, and governance as the main contributors to international mobility of Spain-trained GPs. The finding that nearly half of the respondents would be willing to return to Spanish general practice if their professional conditions improved highlights the great potential of the proposed health policy recommendations to enhance retention in a context marked by substantial existing and projected shortages of GPs. Further research will be critical to evaluate the impact of these policies on the overall retention and stability of the general practice workforce in Spanish primary care.

Acknowledgements
We are grateful to the Spain-trained GPs who participated in this research for their time and insights. We also thank the Spanish Organisation of Medical Colleges (OMC) and Beatriz González López-Valcárcel for their invaluable support throughout the execution of this study.

Author contributions
SCL and DK conceived the idea. Survey and interview data collection and analysis was undertaken by SCL and AGDLF, with substantial input from ABEG, VCV, OBF, NK and DK. SCL drafted the manuscript with input from AGDLF, ABEG, VCV, OBF, NK and DK. All authors read and approved the final manuscript.

Funding
This study was financially supported by ESRC London Interdisciplinary Social Science Doctoral Training Partnership (reference: ES/P000703/1). Nevertheless, the funder did not influence the results and manuscript writing. This was solely the responsibility of the authors.

Availability of data and materials
The datasets used and/or analysed during the current study are available from the corresponding author on reasonable request.

Declarations
Ethics approval and consent to participate
The study received ethical approval in Amsterdam UMC, is compliant with data protection international regulation (EU 2016/679 y O.L. 3/2018) and obtained informed consent from all participants.

Consent for publication
Not applicable.

Competing interests
The authors have declared no competing interests.


References
	1.
Organisation for Economic Cooperation and Development. Recent trends in international migration of doctors. Nurses and Medical Students: OECD; 2019.


	2.
Ognyanova D, Maier CB, Wismar M, Girasek E, Busse R. Mobility of health professionals pre and post 2004 and 2007 EU enlargements: evidence from the EU project PROMeTHEUS. Health Policy. 2012;108(2–3):122–32.CrossrefPubMed


	3.
Russo G, Perelman J, Zapata T, Šantrić-Milićević M. The layered crisis of the primary care medical workforce in the European region: what evidence do we need to identify causes and solutions? Hum Resour Health. 2023;21(1):55.CrossrefPubMedPubMedCentral


	4.
Buchan J, Perfilieva G. Health worker migration in the European region: country case studies and policy implications. Copenhage: World Health Organization; 2006.


	5.
Brennan N, Langdon N, Bryce M, Gale T, Knapton A, Burns L, et al. Drivers of international migration of doctors to and from the United Kingdom. Plymouth: University of Plymouth; 2021.


	6.
Ballard KD, Robinson SI, Laurence PB. Why do general practitioners from France choose to work in London practices? A qualitative study. Br J Gen Pract. 2004;54(507):747–52.PubMedPubMedCentral


	7.
Matthias Wismar, Claudia B. Maier, Irene A. Glinos, Gilles Dussault JF. Health professional mobility and Health systems. Evidence from 17 European countries. Copenhagen: World Health Organization, European Observatory on Health Systems and Policies; 2011.


	8.
Clarke O, Lindh M, Sammut MR, Svavarsdotir AE, O’Shea B, on behalf of EURACT. Training, status and migration of General Practitioners/Family Physicians within Europe. J Malta Coll Fam Dr. 2013;2(2):24–30.


	9.
Primary health care transformation in Spain: current challenges and opportunities. Primary health care policy paper series. Copenhagen: WHO Regional Office for Europe; 2023


	10.
Pérez PB, López-valcárcel BG. Informe Oferta-Necesidad de Especialistas Médicos 2021–2035. Las Palmas: Universidad de Las Palmas de Gran Canaria; 2022.


	11.
Organización Médica Colegia. Estadísticas de Certificados de Idoneidad Profesional 2018–2022 Madrid: OMC; 2022.


	12.
OECD Health Data File. Health workforce Migration. https://​stats.​oecd.​org/​Index.​aspx?​DataSetCode=​HEALTH_​WFMI.


	13.
Lambert TW, Smith F, Goldacre MJ. Changes needed to medicine in the UK before senior UK-trained doctors, working outside the UK, will return: questionnaire surveys undertaken between 2004 and 2015. JRSM Open. 2017;8(12):205427041773819.Crossref


	14.
Fetters MD, Curry LA, Creswell JW. Achieving Integration in Mixed Methods Designs-Principles and Practices. Health Serv Res. 2013;48(6pt2):2134–56.


	15.
Buchan J, Wismar M, Glinos IA, Bremner J. Health Professional Mobility in a Changing Europe. New dynamics, mobile individuals and diverse responses. Copenhagen: World Health Organization, European Observatory on Health Systems and Policies; 2014.


	16.
Doran N, Fox F, Rodham K, Taylor G, Harris M. Lost to the NHS: a mixed methods study of why GPs leave practice early in England. Br J Gen Pract. 2016;66(643):e128–35.CrossrefPubMedPubMedCentral


	17.
Owen K, Hopkins T, Shortland T, Dale J. GP retention in the UK: a worsening crisis. Findings from a cross-sectional survey. BMJ Open. 2019;9(2):e026048.CrossrefPubMedPubMedCentral


	18.
Long L, Moore D, Robinson S, Sansom A, Aylward A, Fletcher E, et al. Understanding why primary care doctors leave direct patient care: a systematic review of qualitative research. BMJ Open. 2020;10(5): e029846.CrossrefPubMedPubMedCentral


	19.
Campbell JL, Fletcher E, Abel G, Anderson R, Chilvers R, Dean SG, et al. Policies and strategies to retain and support the return of experienced GPs in direct patient care: the ReGROUP mixed-methods study. Heal Serv Deliv Res. 2019;7(14):1–288.Crossref


	20.
Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006;3(2):77–101.Crossref


	21.
Crabtree B, Miller W. Doing Qualitative Research. Thousand Oaks: Sage; 2000.


	22.
Young R, Humphrey C, Rafferty AM. Motivations and experience of health professionals who migrate to the United Kingdom from other EU Member countries. In: Buchan J, Wismar M, Glinos IA, Bremner J (eds.). Health Professional Mobility in a Changing Europe. New dynamics, mobile individuals and diverse responses. Copenhagen: World Health Organization, European Observatory on Health Systems and Policies; 2014.


	23.
Botezat A, Ramos R. Physicians’ brain drain - a gravity model of migration flows. Global Health. 2020;16(1):7.CrossrefPubMedPubMedCentral


	24.
Lifschitz E, Del-Llano JE, Rovira J, González B, Magro F. Remuneraciones de los médicos en la Unión Europea, España y Comunidades Autonomas: análisis comparativo. Santander: Gobierno de Cantabria; 2020


	25.
OECD Health Data File. Healthcare Resources: Remuneration of health professionals. https://​stats.​oecd.​org/​index.​aspx?​queryid=​30025.


	26.
Davda LS, Gallagher JE, Radford DR. Migration motives and integration of international human resources of health in the United Kingdom: systematic review and meta-synthesis of qualitative studies using framework analysis. Hum Resour Health. 2018;16(1):27.CrossrefPubMedPubMedCentral


	27.
Rodriguez-Vicente, JM. Encuesta sobre la Situación de la Profesión Médica en España. 6a oleada. Madrid: Organización Médica Colegial; 2019.


	28.
Gorsia M, Berry R, Behar A, Shift IR. Understanding doctors ’ decisions to migrate from the UK. London: General Medical Council; 2022.


	29.
Smith SE, Tallentire VR, Pope LM, Laidlaw AH, Morrison J. Foundation Year 2 doctors’ reasons for leaving UK medicine: an in-depth analysis of decision-making using semistructured interviews. BMJ Open. 2018;8(3): e019456.CrossrefPubMedPubMedCentral


	30.
Irving G, Neves AL, Dambha-Miller H, Oishi A, Tagashira H, Verho A, et al. International variations in primary care physician consultation time: a systematic review of 67 countries. BMJ Open. 2017;7(10): e017902.CrossrefPubMedPubMedCentral


	31.
Iacobucci G. What is the role of doctors in managing demand on the NHS? BMJ. 2017;j1269.


	32.
Baird B, Chauhan K, Boyle T, Heller A, Price C. How to build effective teams in general practice. London: The King’s Fund; 2020.


	33.
Esteve-Matalí L, Vargas I, Sánchez E, Ramon I, Plaja P, Vázquez ML. Do primary and secondary care doctors have a different experience and perception of cross-level clinical coordination? Results of a cross-sectional study in the Catalan National Health System (Spain). BMC Fam Pract. 2020;21(1):135.CrossrefPubMedPubMedCentral


	34.
Marchand C, Peckham S. Addressing the crisis of GP recruitment and retention: a systematic review. Br J Gen Pract. 2017;67(657):e227–37.CrossrefPubMedPubMedCentral


	35.
O’Beirne M, Zwicker K, Sterling PD, Lait J, Robertson HL, Oelke ND. The status of accreditation in primary care. Qual Prim Care. 2013;21(1):23–31.PubMed


	36.
Casado Vicente V, Bonal Pitz P, Cucalón Arenal JM, Serrano Ferrández E, Suárez Gonzalez F. La medicina familiar y comunitaria y la universidad. Informe SESPAS 2012. Gac Sanit. 2012;26:69–75.


	37.
Greenhalgh T. How to implement evidence-based healthcare. Oxford: Blackwell; 2018. p. 36–7.


	38.
Marcotte L, Moriates C, Milstein A. Professional organizations’ role in supporting physicians to improve value in health care. JAMA. 2014;312(3):231.CrossrefPubMed


	39.
World Health Organisation. Health and care workforce in Europe: time to act. Copenhagen: WHO Regional Office for Europe; 2022.


	40.
Shembavnekar N, Buchan J, Bazeer N, Kelly E, Beech J, Charlesworth A, et al. REAL centre projections. NHS workforce projections. London: The Health Foundation; 2022.




Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		What can we learn from general practitioners who left Spain? A mixed methods international study


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/images/12960_2023_888_Fig1_HTML.png
Insufficient salary and/or pension

Job insecurity, short-term contracts

Excessive workload due to staff shortage

Poor primary care governance

Lack of flexible working hours

Personal reasons

Low social worth from the public

Lack of professional development (CPD, teaching, research)
Bureaucracy and administrative burden

Lack of continuity of care

Lack of autonomy at practice level

Poor recognition by secondary care colleagues

Poor coordination with health services

Difficulties to combine work in private and public sector
Deficiencies in medical equipment and technology
Poor GP team collaboration

Difficulties to work in a setting other than GP

Poor community-based orientation

Patient accessibility issues

Discrimination at the workplace

0 10 20 30 40 50 60 70

N 75.3%

I, G7.7%
[, G 7.7 %
I 55.7%
I, 43.7%
I, 3.7 %
I 35.6%
I 1.7 %

I 30.4%

I 26.0%

I 24 1%

I 23.4%

I 18.4%

. 12.7%

. 2%

. 7.0%

. 7.0%

. 7.0%

I 5.7%

I 5.7%





OEBPS/css/sidebar.gif





