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Perspective

The last decade has brought an explosion 
of interest in global health among students 
and medical trainees in the United States. 
This trend spans all levels of training, from 
undergraduates majoring in global health 
to medical students traveling abroad for 
rotations, to medical school graduates 
choosing residency programs based on 
related opportunities. Global health is 
shaping the education of many future 
physicians, and an important number are 
looking to make it a focus in their careers.1

Overflowing Interest in Global 
Health: Where Is It Heading?

“Global health” is defined in many ways, 
but we consider it to be any effort, domestic 
or international, driven by the purpose 
of improving the “health of all” across 
borders and socioeconomic distinctions. 
Although global health includes health-
related activities in low-income countries, 
it is much broader than these efforts; 
global health is a field that integrates 
many disciplines (including public health, 
management, and the social sciences) to 
bridge the gap between knowledge and 
practice to impact lives everywhere.2 With 
growing interest in the field, global health 
has the potential to improve health in 
the most vulnerable communities, with 
collateral benefits for everyone, regardless 
of their home country or socioeconomic 
status.3,4 For academic health centers, 
global health offers opportunities to 
generate innovations in care delivery and 
research challenges unique to settings 
of poverty (but potentially relevant to 
health systems anywhere), and to provide 
trainees with exposure to a wider range 
of diseases, cultures, and socioeconomic 
circumstances.5

Despite these very real benefits, there 
is a dearth of structured pathways for 
translating enthusiasm for global health 
into viable, long-term careers within 

academic medicine. Although many articles 
have examined global health training,6 
few have explored the experiences of 
physicians pursuing careers in this field 
after training. One survey of 521 graduates 
from a clinical scholars program that 
attracts physicians with interests in global 
health suggests an uncomfortable reality: 
Only 44% reported some global health 
activity after graduation, and 73% of that 
subgroup reported spending not even 
10% of their professional time the year 
prior on global health efforts abroad.7 
Family considerations and a lack of career 
development opportunities were cited 
among important barriers.

As recent graduates and current faculty 
in one of the first residency programs 
dedicated to global health, the Howard 
Hiatt Residency in Internal Medicine and 
Global Health Equity at Brigham and 
Women’s Hospital and Harvard Medical 
School, we have experienced many of 
these challenges firsthand, and we have 
seen them reflected in the experiences of 
our colleagues and mentees. We describe 
the practical demands of doing global 
health abroad amid personal and family 
commitments and an academic landscape 
only partially aligned with these efforts. 
We draw these themes from our own 
experiences, discussions with peers, 
as well as the best available literature. 
To find relevant articles, we used the 
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to support careers in academic global 
health, this Perspective describes 
the practical challenges faced by 
physicians pursuing these careers after 
they complete training. Writing from 
their perspective as junior faculty at 
one U.S. academic health center with 
a dedicated focus on global health 
training, the authors describe a number 
of practical issues they have found to 
be critical both for their own career 
development and for the advice they 
provide their mentees. With a particular 
emphasis on the financial, personal, 

professional, and logistical challenges 
that young “expat” global health 
physicians in academic institutions 
face, they underscore the importance 
of finding ways to support these 
career paths, and propose possible 
solutions. Such investments would 
not only respond to the rational and 
moral imperatives of global health work 
and advance the mission of improving 
human health but also help to fully 
leverage the potential of what is already 
an unprecedented movement within 
academic medicine.
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Google Scholar search engine with the 
keywords “global health careers,” “expat 
workers,” and “work-life balance,” and 
then used a form of snowball sampling to 
identify additional publications from the 
references.

We acknowledge from the start that 
there are limitations to the perspective 
we offer. First, we are only two faculty 
members building our careers in a single 
academic institution with a track record 
for supporting global health, and as such 
we see the need to cultivate global health 
careers as a priority. Second, we examine 
these careers primarily through the lens 
of U.S.-trained physicians in nonsurgical 
specialties, though similar insights likely 
apply to surgical professions and other 
health care cadres. We characterize the 
experiences closest to our own and those 
of our peers in order to speak with clarity, 
but we recognize that global health 
straddles many disciplines and promotes 
a diversity of experiences that will not 
always fit within a unified trajectory. 
While acknowledging that many 
domestic efforts also constitute global 
health activities,8,9 we focus primarily on 
work abroad as an expatriate, or “expat,” 
physician because this pathway creates 
unique challenges that we have lived and 
feel should be more openly discussed. 
Lastly, we address careers of physicians 
trained in the Global North, but this 
does not imply that the perspectives and 
challenges of the North hold dominion.10 
The landscape of human resource 
development is fundamentally changing 
everywhere,11 but U.S.-trained physicians 
remain disproportionately privileged 
in many ways. We know that our career 
troubles often pale in comparison to 
those of our colleagues elsewhere; much 
of our own global health work is precisely 
in response to the challenges faced 
in these settings.12–14 This Perspective 
addresses one side of this story: how to 
best support the supporters. It is ethically 
imperative, however, that any such effort 
should hold as a core objective “mutual 
and reciprocal benefit” for all partners 
involved.15

This Perspective should be the first 
of many. As studies are conducted 
and global health workers of different 
stripes and institutions reflect on their 
experiences, we hope our insights are 
enhanced and challenged to provide a 
clearer and more complete picture of 
academic careers within global health.

Academic Career Models and 
Global Health

The traditional academic career model 
is based on the Oslerian ideal of the 
“triple threat”: the physician who excels 
in teaching, research, and clinical care.16 
Because of the increasing sophistication 
of medicine and the time commitment 
now required to contribute to research 
and teaching, most academicians divide 
their contracted work time, or full-
time equivalency (FTE), between one 
or two of the three. Most academic 
health centers frame career development 
pathways for these variations, including 
the full-time clinician, clinician–
educator, or clinician–researcher.17 
Each pathway has its own trade-offs: 
100% FTE clinicians may receive higher 
salaries but experience less flexible and 
more unpredictable work schedules 
due to patient care issues; clinician–
researchers may enjoy pursuing new 
science and being experts in their field, 
but constantly struggle to obtain grants. 
Most academic physicians are expected 
to teach, so these efforts are only 
sometimes reimbursed incrementally.18

Many academic physicians start their 
careers with the majority of their time 
devoted to clinical care and a smaller 
proportion to research or teaching. If a 
physician rises in the ranks as a researcher 
(e.g., finds independent funding from 
the National Institutes of Health) or as 
an educator (e.g., assumes a leadership 
role in a residency program that provides 
salary support), this split may reverse 
with progressively less time dedicated 
to clinical practice and more reserved 
for research or training. Throughout 
this evolution, most physicians earn a 
salary on par with academic colleagues 
in the same specialties and at similar 
stages in their career, and gain academic 
promotion by publishing in the academic 
literature. The move away from clinical 
care opens up logistical and mental 
space to focus on creating such academic 
currency.19

Academic physicians pursuing careers 
in global health abroad similarly divide 
their efforts, often between clinical 
activities in their home country and 
global health activities abroad. For the 
latter, some engage in global-health-
related research, whereas others work 
with nongovernmental organizations, 
governments, or technical agencies 

(e.g., the World Health Organization) 
on direct service delivery, health 
systems strengthening, or policy. 
Some physicians may be involved 
with training health care professionals 
abroad or teaching about global health 
in the United States. Still others will 
piece together combinations of these 
activities.20

Given the diversity of roles and the lack 
of established pathways, expat global 
health physicians sometimes struggle to 
construct a schedule that enables them 
to simultaneously pursue their global 
health interests, earn a sufficient income, 
and accrue the credentials needed for 
academic promotion.

Some pathways (e.g., the clinician–
researcher who conducts HIV studies 
abroad through an infectious disease 
department) allow access to existing 
mechanisms for research funding, career 
mentorship, and academic advancement. 
Our experience, however, has been that 
most expat global health physicians will 
not have these benefits available to them 
because of the nature of their work. As a 
result, funding and academic promotion 
may be particularly difficult. Someone 
pursuing global health work outside of 
traditional research may design policies, 
build health systems that improve the 
health of thousands, and be celebrated 
as a leader in their field, but fail to 
generate the traditional peer-reviewed 
“documentation” needed to advance 
academically. Figure 1 illustrates these 
tensions unique to expat global health 
careers graphically.

Global health researchers who also 
work as implementers and/or policy 
experts may face a career path fraught 
with challenges. Such researchers often 
explore how to integrate “research 
findings and evidence into healthcare 
policy and practice” through what is 
called implementation science21 or 
delivery science.22 This field of inquiry, 
however, is still nascent, as “scientists 
have been slow to view implementation 
as a dynamic, adaptive, multiscale 
phenomenon that can be addressed 
through a research agenda.”23 Also, there 
is a dearth of training programs in this 
field “in part because the skill set has not 
been adequately defined and continues 
to evolve,”24 and the quality and supply 
of mentors for this career track only 
sometimes meets the demand.25 Funding 
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is difficult for all researchers,26 but it 
is particularly problematic for global 
health researchers, who usually do not 
access industry sources and must often 
rely on competitive government grants, 
such as from the Fogarty International 
Center.27 Further, global health 
research may require new approaches 
calibrated to working cross-culturally 
and cross-nationally.28 We have seen 
personally how working within such 
arrangements and in settings with 
debilitated institutions creates challenges 
that can undermine research, such 
as the difficulty in organizing ethical 
review for research protocols, reliably 
collecting data, and navigating political 
and operational realities that can cause 
unpredictable disruptions.

The Global Health Tax

Many global health efforts take place 
in underresourced communities and 
have minimal funds available to provide 
salary support. For example, one survey 
of hospitalists found that 78% of those 
doing global health work received no 
funding for these efforts.29 Some expat 
physicians rely on their clinical time 
in the United States to subsidize their 

efforts, which compels them either 
to pick up additional clinical work, 
thereby reducing their global health 
time abroad, or to take a deliberate pay 
cut and accept that their work abroad 
will be de facto pro bono. We term 
this pay cut the “global health tax,” 
not because it is onerous but because 
this income reduction may go toward 
creating the kinds of social public 
goods usually financed by taxes. Many 
global health doctors willingly assume 
this financial burden, demonstrating 
the extent to which they are driven by a 
sense of purpose. The magnitude of the 
“tax” is determined by multiple factors, 
but for those spending a majority of 
their time on global health the amount 
could be substantial (i.e., more than 
40%–75% of earning potential, or a 
drop of $100,000–$150,000 in some 
markets based on 2013 salaries,30 which 
we have seen can potentially reduce the 
total salary to as low as $60,000 or less 
for some).

Expat global health doctors need 
clinical work that allows flexible, 
part-time scheduling to accommodate 
travel abroad. This sometimes limits 
their practice options to emergency 

department shifts, overnight and 
weekend hospitalist work, urgent care 
clinics, and various moonlighting and 
locum tenens jobs. Primary care work is 
often impossible because of the ongoing 
needs of caring for a panel of patients. 
Part-time global health hospitalists may 
be seen as “strange but noble bedfellows” 
by their group leadership,31 in part 
because of the logistical barriers they 
face in participating in value-generating 
and identity-forming activities, such as 
quality improvement and local hospital 
systems development projects. For many 
specialties outside of internal medicine or 
emergency medicine, this type of flexible 
scheduling may not even be possible.

The Wild Cards

Expat global health careers require 
navigating a variety of challenges 
that demand living in a precarious 
balance that can—even for the most 
committed physician—be disrupted 
by unavoidable and unexpected 
circumstances. We colloquially term 
these factors the “wild cards” of a 
career in global health. This is true to 
varying degrees for many academic 
physicians,32 but the challenges that 
may be seen as surmountable by 
domestic physicians can thwart, if not 
end, an expat global health career. The 
business world has long known about 
challenges facing the “expat worker,”33 
and there is a substantial literature 
on how to help these employees stay 
healthy and productive.34 It is in this 
spirit that similar efforts should be 
considered for global health.

Common challenges may inflict more 
damage on an expat career

Repaying education loans, forming and 
sustaining relationships with significant 
others, achieving a work–life balance, 
raising children well, and carrying out 
other familial, financial, and caregiving 
duties are some of the issues that nearly 
all professionals will have to confront 
at some point. The global health 
expat physician, however, often has to 
negotiate these concerns in a way that 
accounts for what is usually a lower 
salary, the logistics of frequent travel, 
and, often, living in contexts with less 
personal security.

For example, in 2014, 84% of medical 
students graduated with outstanding 
loans at a median debt of $180,00035; 

Figure 1 Graphic representation of an “expat” academic global health career. In the idealized 
traditional academic career, effort is commensurate with financial compensation via a full-time 
equivalency (FTE) contract, whereas in the expat academic global health career, effort is similar 
to that of other colleagues in academic medicine, but there is a gap in compensation generated 
by uncompensated work or unmet earning potential. The bars representing compensation show 
the proportion provided by each type of effort; where the traditional career’s compensation bar 
is clearly divided between majority and minority efforts because of the opportunities offered by 
compensated research, teaching, or administrative efforts, the expat career is often less clearly 
structured. As a result, the global health physician often needs to negotiate more variables and 
face greater uncertainty, and therefore is more prone to their career path being derailed by the 
listed “wild cards” (life challenges).
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such a financial burden may cause the 
potentially lower salaries of a global 
health career to become untenable. 
Although current “income-based 
repayment” plans offer one pathway for 
repayment and partial forgiveness of 
education loans,36 if this program were 
modified or eliminated in a political 
cross-fire, global health physicians who 
could no longer rely on this option 
may face new, and career-altering, 
uncertainty. In addition, frequent travel 
abroad, coupled with long and odd 
hours while in the United States, can 
strain any personal relationship, but 
especially one with a significant other.37 
Further, having children while pursuing 
an expat career in global health demands 
negotiating difficult decisions; among 
a number of challenges, the financial 
responsibilities of parenthood, such 
as paying for daycare when covering 
clinical shifts in the United States, may 
make the global health tax prohibitive, 
and concerns about health, education, 
and safety may preclude some from 
raising children abroad.38

Aging parents and family crises may 
compel physicians to spend less time 
abroad and look for higher compensation 
in order to take on greater caregiving 
and economic roles within their families. 
Similarly, many who have accommodated 
short-term financial challenges have told 
us that they worry about their long-term 
financial security because they are not 
building equity or saving enough for 
retirement.

Challenges unique to expat global health

There are a number of hazards that 
expat physicians have come to accept 
as “part of the job,” but that acceptance 
does not mean that the burden should 
not be mitigated. For example, global 
settings sometimes put physicians at 
increased risk of injury and illness, 
including mental health problems from 
exposure to extreme circumstances.39–42 
Becoming afflicted with a significant 
illness that requires frequent specialized 
care and avoidance of harsh conditions 
can abruptly halt an expat career.

Another related challenge is the ability 
to move freely across borders, a privilege 
that citizens from the Global North may 
take for granted but that is a very real 
concern for many who cannot obtain the 
necessary visas to enter certain countries. 
This can hurt the field in many ways. 

For example, clinicians from foreign 
countries who train in the United States 
may be among the most appropriate 
candidates to work in global health; 
they may also experience the greatest 
challenges in travel by not being allowed 
into countries hosting global health 
activities, or even allowed to layover 
in other countries on the way to work 
sites. This, along with the challenges in 
receiving sponsorship from a U.S.-based 
employer for jobs involving time abroad, 
may deter foreign physicians training in 
the United States from considering global 
health, even when it aligns with their 
interests and experience.

Cultivating Academic Careers in 
Global Health

Greater supportive structures and 
funding must be established in order 
to translate the surge in enthusiasm for 
global health into sustainable careers.43 
Table 1 offers some possible solutions that 
could be considered. Further research 
will help clarify how best to foster these 
careers; we are currently conducting such 
a study on the postresidency experiences 
of graduates from our Global Health 
Equity Residency at the Brigham and 
Women’s Hospital.

Because of these challenges, as well as 
the increasing opportunities to address 
similar global health themes at home as 
the U.S. health care system undergoes its 
own reformation, we see many colleagues 
start out in global health abroad and 
then, once confronted by wild cards, 
transition to domestic work with the 
aspiration to return to international 
activities once they have raised children 
and gained secure footing financially and 
academically. Figure 2 shows one possible 
career trajectory taken by some, though 
many variations exist. Such movement 
between domestic and expat work may 
allow physicians to incorporate the best 
of global health while balancing evolving 
practicalities. Moreover, the cross-
fertilization of U.S. health reform with 
global-health-experienced physicians is 
a welcome possibility that can enhance 
both domestic and global efforts, 
particularly as the challenges of care 
delivery and disease burden converge. 
The viability of global health as a field, 
nevertheless, cannot rest purely on 
serving as a farm system for domestic 
action; there are many issues in the global 
sphere that require unique attention, as 

well as a cadre of physicians seeking to 
work specifically in these settings. The 
pathway in Figure 2 has been shaped, 
and limited, by current assumptions 
about what careers in academic global 
health can be. We believe a better way is 
achievable. To expand the possibilities 
for such careers, academic health center 
leaders and staff need to strike a better 
balance between the level of support 
given for global health activities, the 
importance of the work, and the 
expectations of participants.

Imperative Next Steps

Interest in global health is having an 
undeniable influence on education and 
training across the medical education 
spectrum.44 The current generation of 
physicians is the first to enter into global 
health as a nearly established, yet still 
nascent, field. These physicians are akin 
to entrepreneurs in a “start-up,” pushing 
out into a new arena with few guideposts 
and great risk.45 This entrepreneurial 
spirit coupled with global health’s sense 
of purpose is partially what makes it an 
exciting field. Our question is, once the 
appetite for such dynamism passes, what 
will become of these “early adopters?” 
Fraught with personal, financial, and 
academic hurdles, how scalable and 
maintainable is the current academic 
career model in expat global health?

Academic health centers can play a 
critical role in helping to shape this 
unplanned but powerful movement 
so that it can achieve its full potential. 
Beyond the moral or rational arguments 
for supporting global health, there are 
many practical benefits for academic 
health centers. For example, the 
opportunity to invigorate discussion 
within their own intellectual community 
and produce widely influential academic 
products strengthens these academic 
institutions and augments the role 
they play in society at large.46,47 But 
these benefits will not come without 
commitments from institution 
leaders.48,49 Innovative accommodations 
for global health careers, such as career 
development awards and tailored paths 
for academic promotion, would go a 
long way to make this work feel more 
valued and less of a life challenge. Novel 
solutions to the challenges inherent 
in expat global health work, such as 
shared patient panels in U.S. primary 
care clinics with commitments to staff 
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year-round clinician–educator roles 
at partner institutions abroad, would 
open up incredible new opportunities 
for sustained involvement. We have seen 
firsthand how the return promised by 
such investments is inspirational.

The current scenario, however, leaves only 
those willing to take these risks, closing 
the door on many who would have an 
interest and ability to contribute to the 
field. We fear that if the current model 
does not evolve to meet these challenges, 
the current crest of interest in global 
health may taper off, and any prospect 
of leveraging it for bigger impact may 
disappear. Are we ready to accept these 
lost opportunities?
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Table 1
Opportunities to Address Challenges in “Expat” Academic Global Health Career 
Development

Challenges

Opportunities

Social Institutional National/policy

“Global health tax”a •  �Normalizing and building 
community around simpler 
lifestyles

•  �Expanding affordable daycare 
options for lower-salaried 
staff

•  �Offering career development 
awards to junior faculty

•  �Expanding governmental 
or nongovernmental loan 
repayment programs

Limited academic advancement •  �Fostering an intellectual and 
professional culture of sharing 
ideas, collaborating widely, 
and assigning authorship 
fairly

•  �Developing new tracks for 
advancement that recognize 
the full range of global health 
academic products

•  �Increasing federal funding for 
implementation science

•  �Instituting new journals that 
publish on such topics

Unsustainable domestic clinical 
work

•  �Offering more personally 
sustainable day (as opposed 
to night and weekend) shifts 
on a predictable timetable as 
careers mature

•  �Supplying the administrative 
support needed to create 
new staffing models (e.g., 
shared primary care panels)

•  �Recognizing the diplomatic 
implications of sharing U.S. 
doctors abroad50

•  �Extending benefits of the 
Foreign Service to global health 
professionals

Unsustainable personal lives •  �Learning from the secular 
experiences of missionary 
families, and the peacetime 
lessons of military families

•  �For family responsibilities, 
modeling on how to 
set expectations early 
and address frustrations 
compassionately

•  �Offering robust on-site 
schooling for families living 
abroad

•  �Hiring and supporting global 
health couples so that they 
can coordinate in proximity 
and build a work–life balance 
together

•  �Mandating family counseling 
services at academic centers 
receiving federal funding to help 
expats work through challenges

•  �Offering greater support 
for securing visas, especially 
for talented foreign medical 
graduates working for U.S. 
interests abroad

Unsafe work environments and 
expectations

•  �Encouraging a work culture 
that is appropriately risk-
averse

•  �Modeling reasonable health-
care-seeking behavior

•  �Promoting occupational 
health, including mental 
health, by defining best 
practices and providing 
needed resources

•  �Mandating employee safety 
standards, regardless of whether 
the task is performed in country 
or abroad

 aThe “global health tax” is the authors’ term for the additional financial burden that some expat academic global 
health physicians willingly assume, disbursed in unachieved earning potential, when they rely on their clinical 
time in the United States to subsidize their pro bono efforts abroad.

Figure 2 One of many possible “expat” academic global health career trajectories. Across the 
span of a global health career, professional activities can oscillate between domestic work and 
work abroad. The line represents one such pathway over time, showing how a sample physician 
transitioned from education to work abroad early in the career and back to domestic work as 
family-related responsibilities grew. This is not an idealized pathway, and physicians may follow 
many trajectories as they work to balance professional and personal opportunities with factors 
that enable them to achieve their goals and fulfill their responsibilities. The authors question how 
other career trajectories might be made possible.
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