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1. Introduction

It was the second day of the 2013 annual meeting of the Association of Nigerian Physi-

cians in the Americas (ANPA), a geoprofessional organization that brings together Nige-

rian medical graduates (NMGs) currently living and practicing in the US. Seated in

the bland gala-cum-conference room of a business hotel, the audience, consisting of

former fellow students and colleagues as well as family friends, shared the latest news,

while simultaneously listening to numerous scientific presentations under that year’s

conference theme “The Role of Surgery in Primary Care and Public Health.”

One presentation in particular captured everyone’s attention. A fetal surgeon who

had graduated from a Nigerian medical school and had since become one of the few pe-

diatric surgeons experienced in in utero surgery in the US walked the audience through

one of his cases: A fetus had been diagnosed with a malformation of the abdomi-

nal organs, known as a congenital diaphragmatic hernia, that severely impacts the

development of other organs. While mild cases of the condition would be corrected

conservatively, that is surgically after birth, in utero surgery ensures that the other

organs can grow and develop normally, which in turn dramatically raises the chances

of survival of the baby antenatally. The slideshow accompanying the surgeon’s expla-

nations was breathtaking and in highly simplified words can be described as showing

the following: The abdomen and subsequently the womb of the mother, several months

into pregnancy, is cut open, amniotic fluids are taken out and the tiny fetus, halfway in

and out of the open womb, operated on by robot-like high-tech devices. The fetus and

the amniotic fluids are then placed back into the uterus, and the uterus and stomach

sutured.

Cutting edge medical technology was deployed by an entire team of surgeons and

other medical staff to ensure the outcome, which the audience was informed about

in the presentation’s final slide, a photograph of a happy, healthy, lively toddler, which

served as a visual reminder that this child smiling at the audiencemight not have lived if

it had not been for the high-tech devices and the expertise of an entire team of surgeons

dedicated to the life of one unborn child.

Fetal surgery is at the uppermost echelon of the possibilities that state-of-the-art

biomedicine has to offer. Within the field of medicine, it is one of the newest surgical

subspecialties, catering to specific, rare conditions, and it requires such high expertise
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that not many places in the US, let alone the world, offer this highly specialized training

and service.More than any other biomedical sub-discipline, it still captures the idea that

physicians can cure any condition – even before a human being is born. Its prospects

fascinated not just me, the anthropologist in the conference audience, but the entire

crowd consisting of highly accomplished physicians in their individual specialties, all

of whom paid respect to the presenting surgeon with a standing ovation. Mesmerized

by the fascinating possibilities of fetal surgery, I doubt I was the only person in the room

to, at least for a split second, dream about overthrowing all past and current career plans

to become a fetal surgeon instead.

Fast forward a year. Nearing the end of my second phase of fieldwork in the US, on

a bright and mellow Sunday in late May, I sat with Dr. Obafemi1 in the outdoor area of

a café in an idyllic suburban neighborhood of Chicago. Dr. Obafemi had agreed to meet

with me for an interview regarding his migration to the US. He had graduated from

the University of Lagos in 1984 and unlike most migrating Nigerian medical graduates,

had spent a considerable amount of time – 13 years to be precise – working there

before deciding to move abroad. During the interview, Dr. Obafemi delved deep into

his memories from his time working in Nigeria. His vivid account temporarily made

us leave suburban Chicago and transported us to a Nigerian pediatric ward of the late

1980s/early 1990s:

I remember, I remember one, ahm … this was a baby who had bronchopneumonia and

basically, you know, he has bronchopneumonia, severe, you know, flaring, you know,

flaring, subcostal recession,2 everything and you know this is actually severe and you

know this baby was put on, ahm, you know, intravenous antibiotics and everything

and you will expect that, you know, this baby would be on, you know some oxygen

and everything and you know and this baby had to be intubated and all this stuff and

you know. … …They intubated this baby, alright, they ran out of oxygen, ah, the parents

for one thing, the hospital didn’t have the antibiotics to use and ahm, it was so bad

that, you know, the doctors actually, one of my colleagues actually cried. This was a

beautiful, beautiful baby and thedoctors,we actually contributedmoney to buy antibi-

otics injections for the baby to use. But despite all that, the baby went into respiratory

failure and, you know, without oxygen and everything, we watched this baby just go

down, down and die. I remember I parked – you know, I was on call, and I stayed just

because of this baby, and when this baby gave its last breath, I remember I packed my

stuff and I walked out and I didn’t even know where my car was parked. That is … …

one I will never, ever forget that, I will never forget that day. I remember eventually

when I found my car and went home, I slept in my clothes, until the following [day],

because it was too, it was so touching, you know, it was, it was so touching, you know,

the doctors actually scrambled and everything, you can imagine two doctors sitting

1 To protectmy interlocutors, all names used throughout this book are pseudonyms. An exception is

made when doctors spoke in their public role as representatives of associations (cf. chapter eight).

See chapter two for more information on anonymity.

2 Subcostal recession is a symptom of respiratory problems in infants. It means that with every

breath taken, the lungs retract and the abdomen, following the lower costal arch, is drawn inwards.
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stand-by, just to continue to pump the ambu bag and … [sighing] I will never, I will

never, that’s something I will never, ever, ever forget.3

1.1. Worlds apart in a transnational biomedical landscape

The transnational biomedical landscape4 traversed by mobile Nigerian trained physi-

cians is potentially vast, not just in geographical terms, but also in terms of the possible

socioeconomic preconditions under which biomedicine is practiced at what could be

described as the two extreme poles of contemporary biomedicine: one highly specialized

and extremely technologized, in which a team as large as the entire physician staff of a

regular sized hospital in Nigeria is occupied with one extraordinarily rare condition of

an unborn child, and another where medical staff (not patients or their relatives) pay

for antibiotics out of their own pockets only to see a baby die despite manually pumping

air into its tiny lungs.5

While as points of reference these two extremes matter to migrated Nigerian

trained physicians, this book is rather occupied with the multi-layered landscape in

between these poles that the Nigerian trained physicians have travelled as children,

sojourners, students, teachers, professionals and eventually as long-term migrants6

and transnational citizens. The migration of Nigerian physicians from Nigeria to

the ‘global North’7 during the last 40 years is not necessarily a linear movement

3 Throughout this book, I have taken the liberty to gently adjust the spoken words of my inter-

locutors to make their comments smoother to read. I have, for instance, reduced excessive uses

of filler words, though without altering the message of my interlocutors’ comments. Three dots

not in brackets stand for pauses. In this particular case, however, I decided to leave Dr. Obafemi’s

words exactly as they were uttered to underline how much the death of the infant still affected

him emotionally, even decades later.

4 Throughout this book, I will use the terms transnationalmedical landscapes aswell as globalmed-

ical landscapes interchangeably. While the former better encompasses the disconnectivities and

frictions experienced by my interlocutors when they moved from one national health care system

to another, the latter highlights the connectivities and flows. Both aspects – disconnectivities and

connectivities – characterized my interlocutors’ experiences which is why I decided to use both

terms.

5 While the death of the infant in Nigeria occurred over 25 years ago, and thus also 25 years before

the fetal surgery described, I feel it is a valid comparison tomakeas even themore recent graduates

I interviewed shared similar stories of professional biomedical environments in decay, depleted of

supplies and technologies, which forced them to constantly improvise (cf. chapter three).

6 The term “migrant” carries ambiguousmeanings andwas not necessarily used bymy interlocutors.

See chapter four for a broader discussion of the term.

7 The terms “global North” and “global South” have become popular in the social sciences in recent

years. I deem them to be simultaneously useful and insufficient. Useful, because my interlocutors

had moved from South to North, following a pyramidal biomedical hierarchy that in the eyes of

my interlocutors continues to be topped by health care systems in North America and Europe.

Insufficient, as they group together highly diverse countries, and for the case of biomedicine,

health care systems and policies. To highlight my awareness of the homogenizing shortcomings

of the terms, I use them in inverted commas throughout this book. I will also show, especially in

the latter part of this book (cf. chapter eight and the conclusion), that conditions and expertise

thought of as belonging to one of these “global locations” can actually also be found in the other.
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from one pole to the other. Rather, this book highlights the manifold experiences,

motivations, prerequisites, trajectories, transnational endeavors and diversity that this

group of highly skilled migrants – who are commonly yet superficially portrayed as

homogeneous – is actually composed of.

As Dr. Adanna, a Nigerian trained doctor currently practicing as an anesthesiology

consultant in the UK, explained to me:

You see, the funny thing is, as with anybody who knows Nigeria is, he knows that

sometimes it’s so difficult to give a consistent picture of what happened, ’causeNigeria

is, […] it’s not a homogeneous landscape to start with. That throws a lot of people [off],

when they touched down and suddenly find actually this is not one country, this is

many countries [laughing] pretending to be one.

The same, she concluded, applies to the Nigerian biomedical landscape: “So, yeah, iron-

ically you know, you look on the landscape and you see moments of brilliance. But

again, you know, moments of real despondence, and all of them mixed into the same

experience.”

Similarly, the 95 Nigerian trained physicians that I interviewed between 2013 and

2015 in the US and the UK with regard to their migration experience did not present a

homogenous group.They differed with respect to age, gender, nationality at birth, time

passed since migration, social status, class, experiences of discrimination, character,

family history of migration, professional achievements, lived (professional) transna-

tionality, sense of belonging – in short, they represented a group of highly individual

people that were somehow connected by having graduated in the country that Nigeria

was becoming, or had become, and having migrated to further train and eventually

practice in another country (cf. Abu-Lughod, 2014 [1991]).

Themany shades of theNigerian and the global biomedical landscapes, as well as the

many shades of the transnational political landscape with its visa borders opening and

closing according to a person’s individual prerequisites and its regulations concerning

the accreditation of credentials, span the field of experiences and practices that make

up the transnational professional life stories of Nigerian trained physicians that this

research is concerned with.

1.2. Background

Medical migrants make up a large proportion of the international migration of highly

skilled people. They form part of an extensive commercialization of global health care

that correlates with the establishment of a global market for medical services (Mack-

intosh & Koivusalo, 2005, p. 4; Monnais & Wright, 2016b). The US and the UK are

two countries in the ‘global North’ with very high percentages of international medical

graduates (IMGs) in their workforces. According to the American Medical Association,

IMGs make up more than 25% of the entire physician workforce in the US.8 In the

8 https://www.ama-assn.org/about-us/about-international-medical-graduates-section-imgs,

accessed March 17, 2018.

https://www.ama-assn.org/about-us/about-international-medical-graduates-section-imgs
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UK, the proportion of IMGs is even higher, representing over one third of the entire

physician workforce.9

Nigeria in turn is a country that supplies many physicians to other countries

(NOIPOLLS &Watch, 2017; K.Thomas, 2016, p. 827).The biomedical health care system

in Nigeria developed alongside colonial expansion, just as in many Sub-Saharan

African countries (cf. Baronov, 2008; Iliffe, 1998). After Nigeria gained independence

in 1960, the increasing development of biomedical training facilities and services

was one expression of a young nation’s hopes and aspirations (cf. Prince, 2014a).

Nevertheless, civil war, corruption, economic downturn following the oil crisis of the

1970s – oil being Nigeria’s biggest asset – and subsequent economic pressures caused

by the implementation of structural adjustment programs, coupled with the political

instability of numerous coup d’états and oppressive military regimes, have all had

detrimental effects on the public health system in Nigeria (Last, 2014; cf. Turshen,

1999). An emerging local pharma industry collapsed, meaning that medication had

to be imported from abroad at high costs (Peterson, 2014). Infectious diseases, first

and foremost the HIV epidemic of the 1990s, placed extra burdens on a health care

system already under stress. Driven by the search for postgraduate education, a more

conducive work environment, better remuneration, but also by a culture of educational

excellence in many middle-class families, physicians turned abroad: it was in the 1990s

that the migration of Nigerian physicians in large numbers accelerated.

The effects on health care provision in their countries of origin and the underlying

reasons for the migration of physicians from the ‘global South’ to the ‘global North’ has

mainly been looked at under the catch word “brain drain,” and often merely examines

the (macro)economic gains and losses that highly skilled migration entails: How much

did a country like Nigeria spend on the education of doctors and how much did a

country like the US gain by siphoning off Nigerian graduates (Mills et al., 2011)? This

macroeconomic starting point often also meant that on a micro level, the migration of

physicians was assumed to merely have personal economic reasons (cf. E. Okeke, 2014;

Vujicic, Zurn, Diallo, Adams, & Dal Poz, 2004). Likewise, this model sought agency

predominantly on the part of states and companies, which were attracting doctors by

active recruitment, rather than attributingmigration to diverse individual reasons such

as the individual drive to seek training abroad, to start a family with a partner who lives

abroad, or a family history of migration. These hypotheses did not, however, have the

support of empirical studies. As Özden and Schiff (2006, p. 3, cf. also Astor et al., 2005)

criticized, “[d]espite an extensive body of theoretical literature on the effects of the brain

drain, little empirical analysis has been conducted on the topic.”

The few qualitative studies that exist all show the importance of going beyond

merely economic perspectives. Based on a preliminary study that collected the

professional life stories of four physicians from Sub-Saharan Africa in the US, Sullivan,

Dilger, and Garcia (2010) argued for an ethnographic approach to better understand

the negotiation of diverse obligations that the migrated physicians experienced and

the ongoing connectivities to their countries of origin that continue to influence

9 https://www.gmc-uk.org/static/documents/content/SoMEP-2017-final-full.pdf, accessedMarch 17,

2018.

https://www.gmc-uk.org/static/documents/content/SoMEP-2017-final-full.pdf
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their professional and social identities. Poppe et al. (2014), who interviewed 18 West

African raised and trained physicians in Belgium and Austria, showed that the reasons

for going abroad are highly diverse, spanning both the professional and social realm.

Monnais andWright (2016b), in turn, have raised awareness of the fact that the medical

profession has been intrinsically mobile from its very beginning and that migrating

physicians have actively shaped medical systems to the point of being responsible for

the development of entire subspecialties. Peppler (2016), based on interviews with 29

physicians, has looked at differences between the migration generations of Turkish

trained physicians in Germany and second generation physicians born in Germany to

Turkish parents. All of these studies have been very helpful in shaping the questions

that guided my research on the migration of Nigerian physicians, as they all highlight

the necessity to focus on further fields of interest.

Despite the large body of literature on the “physician brain drain” and despite the

small but growing number of qualitative studies, quantitative evidence of the exact

extent of the migration of medical professionals is also lacking (Clemens & Pettersson,

2008). The total number of Nigerian trained physicians that have moved abroad is not

known.10 As the most populous African country, and being a country in which biomed-

ical education began earlier than elsewhere in the region, it is, however, established

that Nigeria is the Sub-Saharan African country from which, in terms of numbers, the

most physicians emigrate. Depending on the year of graduation and reputation of the

medical school, the extent of the migration can be massive: Ten years after graduating

from the medical school of the University of Nigeria – one of Nigeria’s premier medical

colleges –, for instance, 40% of the graduates of the 1995, 1996 and 1997 classes were

practicing abroad (Ihekweazu, Anya, & Anosike, 2005; cf. NOIPOLLS & Watch, 2017, p.

41; Odusanya & Nwawolo, 2001).11

Due to (post)colonial ties, the UK continues to hold the largest number of Nige-

rian trained physicians outside of Nigeria. According to information provided by the

General Medical Council (GMC), in 2014 there were 4,169 registered physicians in the

UK with a primary qualification from a Nigerian medical school.12 Most live and work

in and around London, though others also practice in other parts of the UK, such as

10 It is difficult to provide precise numbers, for often the definition of who is an IMG (from Nigeria)

is unclear. Is it about people who graduated from Nigerian medical schools, regardless of their

nationality? Is it about Nigerian nationals who graduated in Nigeria? What about Nigerian na-

tionals who went to medical school abroad (e.g. in Russia) on a government scholarship, returned

to Nigeria and then went abroad again (e.g. to the US) for postgraduate training? Likewise, official

records only exist for Nigerian physicians who work as physicians abroad. There is no information

on how many Nigerian physicians have migrated but either did not want to or were not able

to continue to work as doctors in their new country of residence. One doctor I interviewed, for

instance, had already changed careers while still in Nigeria, where he had worked as a business

consultant. He continued to work for the same global consultancy company in the US, and only

later started to work as a doctor again.

11 If one considers the possibility that not all of those who remain in Nigeria still practice medicine,

but may have moved to consultancy jobs, politics or different careers altogether, the number of

medical graduates “lost” to the domestic physician workforce could be even higher.

12 This information was transmitted to me by the GMC after a written enquiry.
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Birmingham, Manchester, Liverpool and York. In recent years, however, the US has de-

veloped into the most favorable destination for Nigerian medical graduates. According

to the ANPA, there are over 4,000 Nigerian physicians in the Americas.13 According

to Tankwanchi, Özden, and Vermund (2013), who analyzed the 2011 American Medical

Association Physician Masterfile, there were 3,271 Nigerian trained physicians in the

US.14 Within the US, Nigerian medical graduates were most likely to practice in urban

centers such as New York (about 460 NMGs) and neighboring New Jersey (about 143

NMGs) (Hagopian, Thompson, Fordyce, Johnson, & Hart, 2004).15

It was, however, not merely the quantitative magnitude of physician migration

that led me to focus specifically on Nigerian physicians. As the political, economic

and social situation of one’s home country often influences the decision to migrate,

I quickly decided to focus on one country specifically, rather than on doctors coming

from different countries. The decision to limit the study to Nigerian trained physicians

had to do with the fact that Nigeria presents an exceptionally interesting case: because

medical education was established in the country as early as the 1940s, and with its

numerous prestigious colleges of medicine such as at the University of Ibadan, it has a

better developedmedical educational system than other Sub-Saharan African countries,

and thus also bears the potential to retain its highly skilled physicians.16 Furthermore,

ever since oil was discovered in the region of the Niger Delta in the 1950s, the country

has become a major oil exporting country, which in turn has meant a large influx of

revenue to the state. In reality, this revenue has been impacted heavily by the fluctuation

of the international price for crude oil and by corrupt politicians and dictators who

have diverted large amounts of the revenue from the public coffers. Nevertheless, the

13 https://anpa.org/, accessed October 4, 2017. “The Americas” are defined by the ANPA on their

homepage as the US, Canada and the Caribbean.

14 I tried on three different occasions to contact the AMA via email, mail and phone to obtain more

recent numbers, but to no avail. This makes it even more important to view the existing numbers

on physician migration with caution. Mbah (2014) quotes Black and King (2004, p. 77) that there

are 20,000 if not more Nigerian physicians practicing in the US. Black and King (2004, p. 77) in

turn quote the International Organization for Migration (World Migration Report 2003: Managing

Migration Challenges and Responses for People on the Move, 2003, p. 216) with the same information.

The International Organization for Migration (World Migration Report 2003: Managing Migration

Challenges and Responses for People on the Move, 2003) in turn quotes Tettey (2002) as the source

of this number. Tettey (2002), however, only speaks of 2,000 with reference to the ANPA, and

mentions the number of 21,000 migrated physicians that the Deputy Executive Secretary of the

Economic Commission for Africa Lella Ben Barka gave in a statement to the “Regional Conference

on Brain Drain and Capacity Building in Africa,” Addis Ababa, Feb. 22-24, 2000. Bekele (2017) also

speaks of 21,000 Nigerian physicians practicing in the US, again without producing real evidence

that the number of Nigerian trained physicians in the US is that high. This serves as an example

of how figures are played with, exaggerated and transferred without double-checking or cross-

referencing, adding to the confusion about the actual magnitude of physician migration.

15 See Tankwanchi et al. (2013) for a list of hospitals with residency programs with the highest

numbers of residents who initially graduated frommedical schools in Sub-Saharan Africa.

16 The medical school of the University of Ibadan, opened in 1948, was the first institute from which

medical doctors emerged inNigeria. Until 1957, pre-clinical years were spent in Ibadan and clinical

years in the UK (Scott-Emuakpor, 2010, p. 56). See chapter three for a more thorough account of

the history of biomedical training in Nigeria.

https://anpa.org/
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discovery of oil was not only a curse, but also a blessing, and compared to other Sub-

Saharan African countries the Nigerian state would have had the economic means to

considerably improve its health care system.This discrepancy between the possibilities

and the realities of the local biomedical landscape further informedmy decision to focus

on the migration of Nigerian physicians specifically.

1.3. Aim and research question

In the absence of empirical data on themigration of Nigerian physicians, the aim of this

book is to examine in depth the experiences of migrated Nigerian physicians and their

embeddedness in local and transnational biomedical cultures, as well as their dis/con-

nectivities to and fromdiverse social and professional contexts (cf. R. A.Hahn&Gaines,

1985; Mol & Berg, 1998). Through collecting individual biographies of and at work, this

book traces the (non-linear) trajectories of Nigerian trained physicians across a transna-

tional (biomedical) landscape. It highlights how their geographical mobility is inter-

twinedwith their professional becoming and development.The local biomedicines from

which they dis/connect are shaped by political and economic developments, regimes of

knowledge, and culturally specific ideas and practices regarding health and healing (cf.

Dilger, Kane, & Langwick, 2012; Prince, 2014a). During the formative years of most of

my interlocutors, the Nigerian biomedical scene was characterized by an increase in

medical schools and health care facilities in the wake of the national development of

a young independent nation, followed by a sharp economic decline due to dwindling

public revenues during the oil crisis of the 1970s. The structural adjustment programs

that followed depleted state funding of the health care system and left aspiring doctors

in unconducive work environments that did not resemble their theoretical training in

medical school. Neoliberal policies have also led to the ambiguous development of the

creation of a private sector catering to the well-off on the one hand, and a “projectifi-

cation” (Meinert & Whyte, 2014) and NGO-ization catering to those who cannot afford

even the public health care sector on the other (cf. Akinyoade & Oyeniyi, 2010).

At the same time, these local biomedicines in Nigeria have always been continuously

transformed by transnational connections.This book emphasizes how, on the one hand,

these connectivities revealed to my interlocutors the differences in global biomedicine

from their particular vantage points and pressured them not to lose the connection

to the state-of-the-art medicine taught through their textbooks emanating from the

‘global North’. At the same time, it highlights how, on the other hand, these connectiv-

ities spurred mobilities towards and professional desires regarding the opportunities

imagined to exist elsewhere in the global biomedical landscape. Regarding the delib-

erate or involuntary disconnecting from and connecting to specific aspects of various

local biomedical practices, the collected life stories highlight ambiguous moves across

a divided and at the same time connected transnational biomedical landscape.

To this end, I focus on three key issues:
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I. Mobile physicians’ biographies of and at work
Skilled migration is a highly individual endeavor that is nevertheless structured by

multiple economic, political, social and cultural regimes. One aim therefore was to

identify the professional and social “cultures of migration” (Hagopian et al., 2005; Klute

& Hahn, 2007) that inspired Nigerian physicians in the US and the UK to move abroad.

To better understand the influence of multiple connectivities on mobility, belonging

and professional identity, the migration of Nigerian physicians was examined from an

emic perspective. This also meant identifying the doctors’ motivations and choices for

different migration trajectories and how these changed over the last 40 years. Rather

than examining migration generations, I focused on waves of migration that, through

the ebb and flow of migrants, were intertwined and did not necessarily correlate with

generational cohorts from medical schools.17 Historically grown cultures of migration,

for instance through educational ties to the former colonial power of Great Britain,were

intersected with how different social and generational backgrounds, but also different

individual factors, influenced particular migration experiences. The focus was also put

on whether and how (transnational) family and other social networks shaped the mi-

gration experience. Furthermore, I looked at how decisions to stay abroad or finding

the right moment to move back were made within social and professional networks.

Questions of belonging and continuous connectivities to Nigeria on an individual level

– for instance, in the sense of a long-distance nationalism (cf. Glick-Schiller & Fouron,

2001) – were of interest. Besides paying attention to these foci as they emerged out of

the individual biographies of my interlocutors, I also paid attention to their biographies

at work: not just what they said was important, but also how my interlocutors worked

on their life stories to highlight certain aspects rather than others.

Specific questions posed in this vein were: How had my interlocutors made the

decision to go abroad, and about where to go? What were their main reasons to leave?

Did physicians follow role models in their decision to go abroad? What were my inter-

locutors’ and their families’ expectations of going abroad? Did they see differences in

professional mobility in the past as compared to today? Have motivations to go abroad

changed? Were there certain waves of migration? Which networks or connectivities

were helpful in their efforts to migrate? Which obstacles (i.e. visa regimes) did they

need to overcome? How have their actual experiences lived up to the expectations they

had before going abroad? How have initial plans (i.e. of returning to Nigeria) gradually

changed? How domy interlocutors identify after years of living outside of Nigeria? How

did my interlocutors structure their narratives? Which topics were important to them,

and which did they (want to) skip over?

II. Nigerian medical migrants’ dis/connectivities to local biomedicines
A second focus lay on the professional aspects of the migration of Nigerian physi-

cians. In order to analyze how a professional formation and integration into global

biomedicine is taking place, it was first of all necessary to examine how physicians

17 This means that during the 1990s, a time when there was a big wave of emigration, doctors

belonging to different generations (e.g. consultants as well as interns) left Nigeria (cf. chapter

four).



20 Traversing Transnational Biomedical Landscapes

had positioned themselves professionally and socioeconomically in Nigeria. How their

professional identity had changed as a result of working in a national health care system

adversely affected by structural adjustment programs became the subsequent focus. At-

tention was paid to the strategies used to cope with their knowledge about international

biomedical standards and progressions on the one hand, and their confrontation with

a lack of career and research prospects in Nigeria on the other. Migration, as one such

strategy, brought about a shift in professional identity. At the same time, a focus was

placed on how Nigerian physicians experienced their adaptation to their new profes-

sional environment. Differences in local biomedicines that were not only attributed to

different socio-economic preconditions, but also to a different understanding of the

very practice of medicine, were identified. In the ‘global North’, biomedicine presented

itself as highly technologized. My interlocutors’ Nigerian biomedical training, by con-

trast, had focused on the development of clinical skills in the face of an absence of

technological diagnostic tools. Dis/connecting and reconnecting to such different ways

of practicing medicine could be traced by looking at how the professional identities of

the migrating physicians shifted in the wake of their professional mobility. Culturally

specific expectations in patient-doctor encounters were also identified as points of fric-

tion with regard to professional identity. The experience of discrimination in their new

professional environment was yet another focus that turned out to be highly relevant,

especially when looking at gendered experiences of social and professional migration.

Here, questions that guided my research included: From a social and cultural point

of view, who becomes a physician in Nigeria? Why had my interlocutors chosen to

go into medicine over other professions? What did it mean to be a doctor in Nige-

ria? How did doctors describe their work conditions and experiences in the public

and private sector in Nigeria? How has the profession changed under the influence of

structural adjustment and neoliberal developments of the health care landscape?Which

points of dis/connectivities and frictions did my interlocutors experience from global

biomedicine and local biomedicines? Which kind of (structural or bureaucratic) obsta-

cles did my interlocutors encounter in their professional migration (e.g. recognition

of diplomas)? How did they experience British or American biomedicine compared to

Nigerian biomedicine in their phase of adaptation? Did they experience deskilling, dis-

crimination or glass ceilings? Were they satisfied with their professional development

in the US and the UK? How did the Nigerian physicians position themselves in a global

biomedical landscape? How did they relate to a public discussion on medical migration

and the “brain drain”?

III. Belonging and mobility: Transnational endeavors across a global biomedical landscape
Finally, I focused on expressions of allegiance to various local social and professional

contexts, especially in the realm of transnational biomedical endeavors.

The social entity of transnational families was the first focus of analysis. The speci-

ficity of an ongoing involvement in “therapy management groups” (Janzen, 1978, 1987)

that span across different continents, when relatives in Nigeria fall sick, were elabo-

rated. I was particularly interested in whether the professional mobility of my inter-

locutors restricted access to certain kinds of care, but enabled connectivities to other
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forms of (biomedical) care through the sending of advice or materia medica, or through

having medical experts or patients move across a global biomedical landscape.

The aim was, furthermore, to identify social and institutionalized networks that

expressed belonging to people and patients in various contexts. The focus here lay on

home associations that bring together migrants from one village or region, but even

more on medical school alumni associations as well as geoprofessional associations

that had been created to offer a forum of belonging to a diaspora group, but also as a

channel to reconnect to biomedicine in Nigeria.These professional and social networks

were analyzed as structures of support and places of belonging before going abroad,

but even more thoroughly as (temporary) ways of reconnecting to Nigeria after settling

abroad. Focus was placed on looking at transnational connectivities that connected my

interlocutors not just to Nigeria but to other places of professional or social belonging

in the world. Lastly, the challenges, benefits and shortcomings of individual and insti-

tutionalized endeavors to “give back” – for instance, in the form of medical missions

– were identified and critically examined with regard to a growing “projectification”

(Meinert & Whyte, 2014) of health care provision in Nigeria and a growing interest in

medical volunteering across a transnationl biomedical landscape. Efforts to influence

health care policies through a “long-distance nationalism” (Glick-Schiller & Fouron,

2001) were taken into account.

Relevant questions in this regard included: How did my interlocutors experience

their transnational social life? How did they stay connected to family members in Nige-

ria? In which situations were they contacted by relatives? How was (biomedical) care

channeled transnationally? How did they as relatives but also as medical doctors get

involved in therapy management groups across a distance, when relatives experienced

bad health or even emergencies? Which professional networks and ethnic associations

were important to my interlocutors? Were they active members of Nigerian commu-

nities in the US? What were their motivations to (not) become members of geoprofes-

sional organizations such as the ANPA andMANSAG?Which connectivities were estab-

lished through these organizations and networks? Which skills, services and informa-

tion flowed through these networks? How did feelings of belonging and responsibility

towards Nigeria play out in medical or educational missions? Which challenges and

frictions were encountered when transferring medical services, knowledge and skills?

How did these endeavors to “give back” change over the decades of physicianmigration?

1.4. Theoretical implications

Theoretically, this book draws from distinct fields of the anthropology of skilled or

elite migration, transnationalism, and globalization theories of frictions and dis/con-

nectivities, as well as the anthropology of biomedicine and global health. The relevant

theoretical strands are presented in detail in each chapter.18 Here, I highlight how my

18 Rather than beginning this book with a theoretical chapter, I decided to include a thorough theory

section in each chapter, as each chapter focuses on distinct issues that, while at times overlapping,

draw from diverse theoretical strands. Thus chapters four and five, which focus on the actual
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empirical data regarding my key topics and questions have implications for particular

strands in these diverse theoretical fields. I also aim to draw attention to ways in which

to connect them or enhance them by bringing certain overlapping aspects together.

Differentiating super-diverse skilled migration

As one of themost prominent faces of a new, vocal, transnational African (upper)middle

class and intellectual voice, Nigerian writer Chimamanda Ngozi Adichie (who, on a

side note, left medical school in Nigeria to pursue a career as an author) warned her

audience at the TED 2009 Global Conference of the “danger of a single story”19 that has

unrightfully gained dominance in the public discourse on Africa in the ‘global North’

(cf. Hunt, 2017, p. 12). Contemplating her experience as a 19-year-old college student in

the US, Adichie remembered how her US American roommate was surprised to learn

that Adichie had listened to American music in Nigeria and knew how to use kitchen

appliances like a stove, which the roommate did not associate with Africa. Adichie said:

What struckmewas this: [My roommate] had felt sorry forme even before she sawme.

Her default position towardme, as an African, was a kind of patronizing, well-meaning

pity. My roommate had a single story of Africa: a single story of catastrophe. In this

single story, there was no possibility of Africans being similar to her in any way, no

possibility of feelings more complex than pity, no possibility of a connection as human

equals.

Later, a professor in college dismissed a piece of creative writing by Adichie on the

assumptive basis that it lacked “African authenticity”:

The professor told me that my characters were too much like him, an educated and

middle-class man. My characters drove cars. They were not starving. Therefore they

were not authentically African.

The “danger of the single story” for Adichie meant that life experiences such as hers

– in Nigeria and abroad – were not acknowledged by others because they did not fit

the stereotypical idea about what life is supposed to be like for people in Africa or for

African migrants.

To the anthropology of migration, this advice is relevant in two ways. First, it draws

attention to the overwhelming absence of research on (highly) skilled migrants from

Africa to the ‘global North’.20 While there is an abundance of empirical and theoretical

material on the migration of unskilled or undocumented migrants as well as refugees,

skilled migrants from Africa were either thought not to exist or not to have issues (or

simply lives) worthy and relevant of being researched. Despite the fact that Nigerian

experience of migration, for instance benefit from theoretical sections that highlight migration

theories in detail, while chapter six benefits from a detailed section on the theory of biomedical

pluralism.

19 https://www.ted.com/talks/chimamanda_adichie_the_danger_of_a_single_story/transcript?

language=en, accessed June 10, 2016.

20 Note also that lifestyle migration, that is “the relocation of people within the developed world

searching for a better way of life” according to M. Benson and O'Reilly (2009, p. 608), is limited to

the affluent of the “developed world,” by which they mean the “global North.”

https://www.ted.com/talks/chimamanda_adichie_the_danger_of_a_single_story/transcript?language=en
https://www.ted.com/talks/chimamanda_adichie_the_danger_of_a_single_story/transcript?language=en
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immigrants are among the highest educated in the US (Gambino, Trevelyan, & Fitzwa-

ter, 2014; K.Thomas, 2016),migration studies have little to say onwhether and how their

experiences differ from those of unskilled or undocumented migrants. It is therefore

time to tell their stories.

But Adichie’s advice to move beyond a single story is also relevant within the more

confined space of the anthropology of skilled migration: there is a need for a more

refined picture of who the skilled migrants are and what their individual backgrounds,

prerequisites andmotivations are. For instance, in contrast to highly educatedmigrants

building careers in corporate settings that provide infrastructures and institutionalized

migratory capital, the accreditation of a physician’s credentials always involves external

(state) agencies. This makes the migration of physicians unique and an endeavor that

requires specific “migratory cultural capital” (Van Hear, 1998, p. 51). Parallel to the sep-

aration of individual experience from the notion of brain drain (Sullivan et al., 2010, p.

249), highly skilled migrants often alienate their own trajectories from the category of

“migration,” which they ascribe to unskilled migrants. Migration in general is usually

perceived as a long term, if not finite, move. For my interlocutors, however, at the time

of leaving Nigeria “migrating” was not necessarily their intention. They rather spoke of

going abroad to obtain specialty training.21

Taking into account the temporal dimensions and concepts of intersecting life and

career phases enhances theories of elite and skilled migration by providing an under-

standing of the non-static experience of mobility. Just as a static analysis of push and

pull factors does not suffice to explain why individuals decide to move abroad, the same

can be said for remaining abroad,moving on to yet another country, or returning (Kane

& Leedy, 2013, p. 4). Often unpredictable individual, professional, political and social

developments, both at home and abroad, eventually turn going abroad into staying abroad.

In this regard, themigration of the highly skilled also shows parallels to themigration of

the less or unskilled (cf. Sinatti, 2011). But while unskilled migration most often implies

an immediate move upwards, skilled migrants often initially find themselves at a lower

rank of the social (and economic) hierarchy in their new country.This again differs with

regard to the social migratory capital that the individual doctors have.

Likewise,whether physicians are embedded in “transnational social spaces”22 (Pries,

2001, p. 3) or whether they lead “transnational” lives (Glick-Schiller, Basch, & Szanton

Blanc, 1995, p. 48; Lewellen, 2002, p. 151) differs: while some have not been back to Nige-

ria since they left decades ago, others travel there frequently.Whereas the transmigrant

that identifies with long-distance nationalism (Wimmer & Glick-Schiller, 2002, pp. 323,

cf. Glick-Schiller & Fouron, 2001) is one prominent and acknowledged category of elite

or skilled migration, others have so far been less in the limelight: both cosmopolitan

or “Afropolitan” global citizens (Selasi, 2005) that are interested in international (i.e. not

primarily national or ethnic) social networks, as well as migrants that self-identify as

21 The term “migration” was dropped in my interviews very early on, as my informants could not

relate to it. For a more thorough discussion of the term “migration” and what its (non)use implies,

see chapters two and four.

22 Author’s translation, originally: „transnationale soziale Räume“.
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introverted and therefore stay away from migrant communities, need to be taken into

account.

Moving beyond ethno-focal understandings of migration experiences that group

diverse individuals together, Vertovec (2010a, p. 10) suggests regarding mobile people

as “super-diverse.” This means taking into account different migration regimes that

determine the ways in which mobility is experienced. Both structural aspects such

as changing visa regulations or the fluctuation of available jobs, but also individual

aspects such as gender, a family history of migration, nationality (e.g. when a physician

was born abroad but later moved with his parents to Nigeria), place of origin (e.g. the

southern regions of Nigeria versus the north), make physician migration super-diverse

(Vertovec, 2010b, p. 90). This also implies, for instance, that a distinction between elite

skilled migration (the migration of highly skilled people from the upper [middle] class)

and skilled migration (the migration of highly skilled people from the lower [middle]

class) can become useful, since difficulties perceived by the latter and advantages experi-

enced by the former can be better taken into account. Furthermore, these highly diverse

migration experiences also influence the diverse construction of identity (Armbruster,

2009, p. 63). In trying to tell individual migration stories rather than the single story of

TheMigration (in capital letters) of Nigerianmedical graduates, to avoid generalizations

and essentialism, and to show not that they migrate, but how going abroad, adapting

to a new social and professional context, and (re)connecting transnationally is actually

done, what follows will be an “ethnography of the particular” (Abu-Lughod, 2014 [1991]).

Professional identity and transnational belonging in a global biomedical

landscape

Especially among mobile groups of people that work in a profession that is understood

by many as a calling, aspects of super-diversity should also include profession as yet

another dimension that shapes migration experiences and exerts a strong influence on

identity and sense of belonging (cf. Davis-Sulikowski, Khittel, & Martin, 2009, p. 103).

Rather than focusing solely on ethnicity or country of origin in the construction of their

identity, professional belonging to an international biomedical science and practice that

provides medical migrants with a professional home, or a professional citizenship (cf.

Glick-Schiller & Çağlar, 2008), should be taken into consideration.

Being a physician can thus shape a sense of belonging to a transnational, non-ethnic

group of migrants. At the same time, individual identities can be shaped by dis/connec-

tivities to different local ways of practicing biomedicine. Traversing a global biomedical

landscape means renegotiating one’s embeddedness in multiple local biomedical set-

tings or “medicoscapes” (Hörbst & Wolf, 2003, p. 4). This can have both positive and

negative effects on one’s individual professional identity, as physicians can struggle to

adapt to certainways of practicingmedicine or can thrive in a new professional environ-

ment. In the context of migration, the main foci of analysis have been the medicoscapes

through whichmedical knowledge, practitioners andmateria medica travel with regard

to migrants and their health care behavior (Kane, 2012; Krause, 2008); in comparison,

the role of biomedical health care providers asmigrants has rarely been addressed (Hsu,

2012, p. 312).
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I understand biomedicine as a transnational medicoscape of health care practices

that differ with regard to the political economy of settings – for instance, in terms of ac-

cess to health care or the financing of health services – but which are also embedded in

different biomedical cultures that are based on historically emerged schools ofmedicine

(cf. Baronov, 2008; Finkler, 2001). It follows that when biomedical professionalsmigrate,

even though in theory they stay within the same scientific discipline, in reality they

encounter diverse professional settings. This has implications for their professional

identity, which can change with a shift of core competences when physicians perceive

local differences in the practice of biomedicine to which they have to adapt. These are

linked to cultural perceptions, differences in academic traditions as well as medical

education (Digby, 2006, p. 157; Payer, 1989) and “local biologies” (Lock, 1993; 2001, cf.

Brotherton & Nguyen, 2013).

Drawing on notions of a “therapeutic landscape” (Gesler, 1992; Winchester & Mc-

Grath, 2017), I employ the metaphor of a transnational biomedical landscape to capture

the diversity of experiences that occur in a simultaneously connected and disconnected

geographical and (figurative) professional landscape (cf. Geissler, 2014). Mobile physi-

cians as traversers of this transnational biomedical landscape elicit its local peculiarities

and critically comment on local biomedical contexts. The observations made by NMGs

with regard to how local biomedicines play out on a day to day basis in patient-doctor in-

teractions, in diagnostics, and in the self-perceptions and job satisfaction of physicians

thus add to the anthropology of biomedicines an emic perspective of a Nigerian trained,

British influenced, “American biomedicine,” as well as a Nigerian informed “British

biomedicine.” Their comments highlight the topicality of the discussion of medicine as

art or as exact science, something that in a biomedical setting inwhich practitioners and

patients adhere to a “technological imperative” (Adams & Kaufman, 2011) has become

more relevant than ever and shows how, through their migration trajectories, Nigerian

physicians draw professional self-esteem from being well versed in skills from both

ends of this spectrum.

Hsu (2012, p. 298) notes that the experiences of health professionals as migrating

experts and individuals shape their professional identities. The professional life stories

of migrating Nigerian physicians allow us to analyze the professional identity of mobile

experts in the making; identities that are intrinsically tied not only to their individual

migration experiences, but also to the politics of biomedicine in Nigeria. As in other

African countries, biomedicine in independent Nigeria was initially embraced “as an

emblem of nation-building and modernization” during the “nationalist phase” of the

export of biomedicine (Lock & Nguyen, 2010, p. 148). Professional belonging will thus

also be addressed by situating the migrated physicians within a larger frame of the

political economy of the Nigerian health care system and by showing how feelings of

continuously being betrayed by the state can further disconnect physicians from one

biomedical context and connect them to another.

Medical volunteering and remittances in a projectified health care landscape

Lastly, theoretical strands from a critique of global health in its present projectified

design are picked up. From abroad, some medical migrants engage in what Lock and
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Nguyen (2010, p. 148) define as a fourth and ongoing phase of the export of biomedicine,

that of a “biomedical globalization, carried out by development agencies, NGOs, and

other humanitarian efforts to improve the health of the global poor.” As Kane (2012,

p. 203) has pointed out, diasporic communities are both individually and in groups

addressed to fill the gaps in public health care by their patient relatives. Zanini, Raffaetà,

Krause, and Alex (2013, p. 15) employed the term “medical remittances” to describe “the

circulation of medicines within personal networks, which also rely on the disparities in

income and different therapeutic options available in the respective national and social

context.” Expanding on this notion, I use the term “medical remittances” to describe the

mobility ofmateriamedica, biomedical knowledge and biomedical services, bothwithin

close-knit individual networks – e.g. when diagnosing a sick relative back in Nigeria

over the phone – and within broader social networks – e.g. when migrated physicians

aim to transform the biomedical landscape in Nigeria as medical volunteers.

Medical volunteering emanating from the ‘global North’ has recently been subject to

critique from social scientists (cf. Lasker, 2016; Prince & Brown, 2016b; Sullivan, 2016,

2018; Wendland, 2012b), as (mostly white) volunteers, who in some cases have not yet

finished medical school or who have no biomedical training or experience whatsoever,

enter local biomedical settings predominantly in the ‘global South’ for a short time as

mere sojourners, without speaking the local language or without any cultural knowl-

edge of the place. Sullivan (2018, p. 3) argues, furthermore, that medical volunteering

is dominated by “two prevalent postcolonial racialized tropes” – the idea that white

professionals from the ‘global North’ have better biomedical skills by virtue of their place

of origin, and the idea that in the face of the suffering patient, even substandard care

is acceptable. I add to this the viewpoints of volunteers who have connectivities to both

the ‘global South’ and ‘North’. Migrated physicians who volunteer back home are, on the

one hand,more familiar with the local (biomedical) context, yet on the other hand, their

connectivities might bring with them other challenges when the common distinction in

humanitarian aid between “us” and “them” is blurred (cf. Benton, 2016; Prince & Brown,

2016a).

Medical remittances and philanthropic endeavors such as the transfer of skills and

knowledge show how people united by one profession become engaged in capacity

building back home (cf. Douglas-Jones & Shaffner, 2017; Levitt & Lamba-Nieves, 2011).

With initiatives such as medical missions or skill transfers to certain medical schools,

some Nigerian physicians are taking part in a growing “fragmentation” (Dilger, 2009),

which the local philanthropic endeavors of a growing middle class also further, as well

as in a “projectification” (Meinert & Whyte, 2014) of health care provision that creates

ephemeral “enclaves of abundance” (Sullivan, 2011, p. 209). At the same time, many

voice criticisms regarding this development of medical volunteering, as it does not offer

sustainable or long-term solutions to structural problems. Adding the perspectives of

migrated medical professionals to the current discussion on medical volunteering and

“NGO-isation” (Hearn, 1998) – on how global health is currently being done – brings to

the fore an emic professional viewpoint on how state structures on the one hand are

bypassed by such endeavors, and on how on the other the state does not mind the fact

that NGOs are taking over what should be its responsibilities (cf. Geissler, Rottenburg,

& Zenker, 2012). By addressing the continuing failure of the Nigerian nation state,
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Nigerian migrated physicians contribute their own views regarding the “pathologies of

power” (Farmer, 2003) that have destroyed the idea of a future conducive work environ-

ment in Nigeria for them and an overall improvement of the health of their compatriots

(cf. Prince, 2014a, p. 1).

The Nigerian health care landscape is further fragmented by a growing private

health care market. Some migrated physicians see this as a possibility to get involved

in health care provision back home, as other actors on the global health care landscape

(e.g. Indian hospitals) compete with them over a growing middle class to which the

private market caters.

Weaving the theoretical strands together: A global (biomedical) landscape

shaped by frictions and dis/connectivities

All three theoretical foci deal with how to make sense of transnational professional lives

that are lived out in a globalized world. Throughout the chapters of this book, I make

reference to a geographical, political and biomedical landscape that my interlocutors

traversed, sometimes in direct moves from Nigeria to the US, sometimes more mul-

tidirectional. Landscape is a useful theoretical notion because it combines both the

actual geographical distances that the lives ofmy interlocutors cover, as well as themore

figurative distance that they had to overcome when they connected to state-of-the-art

biomedicine in the US and the UK (cf. Geissler, 2014). In the more figurative sense of a

global biomedical landscape, I draw on the concept of a “therapeutic landscape” (Gesler,

1992; Winchester & McGrath, 2017), highlighting the fact that while situated on the

same surface – i.e. biomedical knowledge – the local characteristics of a biomedical

landscape can vary. Employing the notion of landscape, I also draw from globalization

theories of the 1990s that focused on the flows of people, commodities, services, ideas

and knowledge, with Appadurai’s (1996) conceptualization of global -scapes being the

most prominent example.

However, the social and professional migration of Nigerian physicians over the

last 40 years becomes really interesting when one focuses not necessarily on the flows

but on the “frictions” (Tsing, 2005) experienced when one traverses the transnational

(biomedical) landscape. These frictions ignite ideas, changes or junctures in careers,

personal lives, as well as health care developments on a larger scale. They need to be

reacted to, and thus they determine the ways in which a global (biomedical) landscape

is experienced, while shaping it at the same time. Defined by Tsing as “the awkward,

unequal, unstable, and creative qualities of interconnection across differences” (Tsing,

2005, p. 4), frictions set the focus on the roadblocks that human beings, commodities,

services and knowledge meet when flowing globally. Furthermore, Tsing (2005, p. 127)

draws attention to “lineages,” that is “shards of genealogies through which present

forms have emerged.”With regard tomy data and research, these lineages can be under-

stood as the individual biographies of my interlocutors that determine which frictions

they experience and how they can react to them. A Nigerian trained physician who was

born abroad and therefore has dual citizenship, for instance, does not experience the

frictions brought about by visa regimes; and a Nigerian physician trained at one of the

less prestigious medical schools with less access to the latest technological innovations
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in biomedicine might experience more frictions when connecting to biomedicine in the

US or the UK when he or she traverses the (figurative) biomedical landscape.

The notion of a transnational (biomedical) landscape that is experienced through

reactions to the frictions presented to its traversers also invites us to think about discon-

necting from certain local contexts and connecting to others. With regard to theorizing

howmobility has come to be experienced in recent decades, Cresswell (2006, p. 47, orig-

inal emphasis) argues that while mobility has previously been conceptualized through

a focus on its point of departure as it shapes one’s sense of connection or belonging, it

is equally important to highlight “becoming at the expense of the already achieved – the

stable and static” through mobility. Both points of reference – the point of departure

and the constantly evolving becoming – imply dis/connecting from and to local ideas

and contexts. I find understanding “mobility as becoming” (Dilger & Mattes, 2018, p.

269, cf. Cresswell 2006) especially useful when it comes to skilled migration, which is

intrinsically tied to notions of individual professional development.

Drawing on Appadurai (1986), Bruijn and Dijk (2012, p. 3) argue that “connections

have a social life,” they are “socially, politically and economically appropriated.” By this

they mean that it is not only individuals that make connections – in my case migrating

Nigerian physicians – who should be focused on, but also the dis/connectivities them-

selves. Thus looking at variations in biomedical knowledge and forms of giving back

(i.e. medical missions) as dis/connectivities enhances our understanding of physician

migration (Dilger & Mattes, 2018). Frictions in turn can shape the dis/connectivities

experienced, and they appear in the narratives of my interlocutors as ambiguous and

fluctuating understandings of belonging to diverse local contexts in the global (biomed-

ical) landscape.

1.5. Outline of the book

This book consists of nine chapters that allow the reader to follow, as chronologically as

possible, the processual character of my interlocutors’ experiences of doing migration

across a transnational (biomedical) landscape. After this introduction and the second

chapter that provides a methodological overview and introduces the sample and fields

in the US and the UK, Chapter Three focuses on my interlocutors’ time before, during

and after medical school in Nigeria. Chapters Four and Five highlight their migration

experiences and Chapter Six is preoccupied with their adaptation to their new profes-

sional environment. Chapters Seven and Eight show howmy interlocutors reconnect to

biomedical provision inNigeria, often some time into their initialmove abroad, through

medical remittances at an individual and institutionalized level. Finally, the conclusion

brings together the main implications of this book.

Overview of the chapters

The second chapter, Methodological musings: History Taking, How to Put the ‘Field’ into

Transnational Fieldwork, and the Challenges of “Studying Up”, begins by providing the

reader with a thorough overview of the multiple fieldsites of this research. At the

same time, the concept of a “field” in the traditional anthropological sense is called
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into question. This has to do both with the transnational outset of the research with

its multi-sited focus, but also with the geographically heterogenic distribution of my

interlocutors within each site.

After showing that my interlocutors presented themselves as belonging to various

localities, I move on to present the sample of 71 physicians interviewed in the US and

24 physicians interviewed in the UK.The chapter then proceeds to address the specifics

of doing fieldwork among highly skilled persons, among “natural scientists,” as well as

in terms of doing fieldwork in urban (and rural) US and UK. All of this influenced the

choice ofmethodological approacheswhen “studying up.”The issues focused on are time

constraints, power imbalances, access to (mainly male and older) Nigerian informants

in the US and the UK as a young (white) German female, and discussions about research

methodologies with informants. Furthermore, it will be shown how cultural perceptions

of success and failure prevented contacts to those migrated Nigerian physicians who,

for one reason or another, were unable to work in their profession abroad but had to

work in jobs below their actual qualification.The chapter closes with a critical evaluation

of the fact that most of the data was gathered through interviews.

To begin with, ChapterThree,TheEmergingNigerian Biomedical Landscape and Trajecto-

ries of Becoming a Doctor, gives a short overview of the history of biomedicine in Nigeria,

starting with the first schools training health care professionals, then later the first

medical college in Ibadan, its connections to the UK and how these connectivities shape

biomedical training and practice in Nigeria up to today.Next, the chapter focuses onmy

interlocutors’ trajectories across the Nigerian biomedical landscape. Here, the different

trajectories of Dr. Ikenna and Dr. Olufela will be traced more thoroughly, and will be

intertwined with shorter narratives from other doctors to highlight the diversity and

heterogeneity of becoming and being a physician in Nigeria. Questions of status play a

role, linking ideas of economic and social progress in individual families to the initial

political promises of biomedicine as a beacon of the newly independent nation state in

the 1960s and 1970s. By pointing to frictions experienced between “medical imaginaries”

(M.-J. D. Good, 2007) and medical realities – characterized in particular by improvi-

sation, especially following the implementation of structural adjustment programs in

the 1980s, which severely depleted the public health care system – I will show how my

interlocutors tried to adjust their trajectories across the Nigerian biomedical landscape,

for instance by moving from the public to the private sector.

Furthermore, this chapter will show how the narratives of my interlocutors on their

time as medical students and doctors in Nigeria must be understood as having been

made in hindsight from the vantage point of successful medical migrants.

Chapter Four, Going Global: ‘Doing Migration’ as a Nigerian Trained Physician, focuses

on the migration experience of Nigerian trained physicians by tracing the ruptures,

connectivities and shifts experienced and recounted by Nigerian doctors who made the

decision to go global. Based on three case studies, I elucidate how Nigerian physicians

experienced the process of becoming transnational physicians, and how they discon-

nected, connected and reconnected to and from various social and professional contexts

as they navigated the “frictions” (Tsing, 2005, p. 4) of their personal and professional

trajectories across a global (biomedical) landscape by making use of their individual

“migratory cultural capital” (VanHear, 1998). Along with the questions of how theymade
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the decision tomigrate andwhat their (international) migration trajectories looked like,

the three life stories also represent different waves of migration over the last 40 years,

taking into consideration how different macro-level regimes – immigration policies,

the political economy in Nigeria, cultures of migration, physician shortages in differ-

ent countries – determined these waves. The chapter further highlights the necessity

to understand migration not as a decision taken in one moment, but as an ongoing

process that transforms the act of “going abroad” into “staying abroad.” I also show

how dis/connecting from/to distinct local social and professional contexts translates

into shifting and ambiguous identities that are both self-proclaimed and ascribed by

others.

Chapter five, Female Nigerian Physicians: Gender-Related Experiences of Moving Abroad,

focuses on the migration experiences of female Nigerian physicians. The picture of the

international migration of physicians is so far mainly male dominated, without taking

into account the fact that the number of migrating female physicians has been on the

rise (cf. Hagopian et al., 2004; Raghuram & Kofman, 2002).This chapter therefore pays

attention to gender as both a limiting and an enabling factor in highly skilledmigration.

By focusing on the individual life stories of three femalemigrated physicians, I highlight

how individual women navigate the social constructs of gender in Nigeria and the US

as migrating professionals.

This chapter points to differences inmigration trajectories and regimes, for instance

when female physicians follow their husbands who (wish to) work in the US or the UK.

These differences influence the migration experience, as many contemplate the loss of

the benefits they had in Nigeria, for instance domestic help and family members who

supported them with child care. At the same time, these three cases show that focus-

ing on gender does not only mean highlighting similarities in migration experiences

that can be ascribed to gender alone; rather, they show how migration experiences are

shaped by gender in relation to other individual factors such as social and economic

background or domestic context.

Lastly, the fact that my female interlocutors were much more open about their

experiences of discrimination, especially in their new professional environment, will

be addressed.

Chapter Six, Practicing in a Transnational Biomedical Landscape: Biomedical Pluralism

and Narratives of Disconnecting from and Connecting to Local Biomedical Contexts, highlights

how Nigerian physicians experienced the transition to a new professional context in

the US or the UK. It shows how they became aware of different ways of structuring

biomedicine, of local culturally distinct biomedical systems, of local moral worlds, and

of local ways of practicing medicine and medical jargon. How the Nigerian physicians

juxtaposed their Nigerian biomedical training and practice to their experiences in the

US and the UKwill be revealed through a focus onwhat they regarded to be their biggest

asset: their refined clinical skills, which they were forced to acquire in the technology-

poor Nigerian biomedical context(s). Observing in detail the dis/connectivities that they

mentioned in their narratives about traversing a global biomedical landscape therefore

reveals the ambiguity that is inherent in biomedical practice in different local settings.

Ultimately, the Nigerian physicians understood the fact of beingwell-versed in different

local biomedicines not as a disadvantage but rather as an advantage, from which they
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drawprofessional self-esteemwhen they position themselveswithin a global biomedical

landscape. Finally, combining theoretical approaches of the plurality of biomedicines

with the discussion of whether medicine is more of an art or a science – as brought up

by some of the interviewed physicians – adds the perspective of migrating physicians

working in diverse local biomedical settings to the existing (migrating) patient-centered

literature on the plurality of biomedicine.

Chapter Seven, Between Moral Dilemmas and Logistics: Negotiating Biomedical and Af-

fective Care within the Transnational Families of Migrated Physicians, shifts the focus to the

transnational connectivities that shape the social lives of my interlocutors when their

family members in Nigeria become ill and contact them for medical advice. Becoming

aware of how relatives suffer, especially in situations of medical emergencies, raises

moral dilemmas in terms of emotional and biomedical care for my interlocutors: they

face uncertainties regarding the health state of their relatives and are also highly un-

certain about the quality of care available in Nigeria.

This chapter shows how Nigerian physicians try, from abroad, to intervene in the

health seeking behavior and disease management of their family members back home.

By addressing different forms and ways of offering therapeutic advice and involvement,

it is highlighted how they react to the medical questions of family members and friends

and how they try to help them navigate the health care system in and beyond Nigeria.

The doctors’ double role as professionals and relatives of patients in transnational ther-

apymanagement groups sheds light on the vital contributions that migrated physicians

make to the health care of their non-migrant family members back home.

While the first part of the chapter focuses more on the routine involvement in

affective and biomedical care ofmy interlocutors across a large distance, the second part

deals with three case studies ofmedical emergencies experienced bymy interlocutors. It

is shown how the therapy networks in which they are embedded are not merely bilateral

betweenNigeria and the country inwhich they practice, but span several continents cor-

responding to their professional and social networks.The three cases also highlight how

the solutions that Nigerian physicians come up with in transnational therapy networks

depend on medical, social and cultural factors.

When Nigerian physicians in the US and the UK are confronted with the poor

state of the Nigerian health care system when relatives fall sick, as shown in Chapter

Seven, some decide to become involved in the improvement of health care provision in

Nigeria at large. Chapter Eight,Giving Back: (Re)connecting to Biomedical Practice in Nigeria

through Geoprofessional Networks, Medical Missions and Skill Transfer, addresses the various

transnational philanthropic as well as for-profit endeavors of my interlocutors. These

efforts are channeled both individually and within the context of home associations,

geoprofessional associations and alumni associations, with the aim of bringing (inno-

vative) biomedical treatment, skills and goods to Nigeria.

First, the chapter focuses on long-distance nationalism through geoprofessional

networks such as the ANPA and MANSAG, as the migrated physicians try to trans-

form health policies in Nigeria. Situated within the emerging field of the anthropology

of (medical) volunteering and a growing fragmentation through an increased NGO-

ization of the health care landscape, the chapter then discusses the involvement of my

interlocutors in medical missions. Critical of contributing to a projectification of the
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Nigerian health care landscape, and of the ephemerality of medical missions, some have

turned to the transfer of skills. Furthermore, increasing interest in becoming involved

in the growing market for private health care services in Nigeria will be discussed. My

interlocutors’ narratives on the frictions perceived in the implementation of such social

medical remittances will also be addressed within the broader context of the political

neglect that they felt subjected to, both before their migration and as physicians abroad.

According to my interlocutors, migration and professional mobility changed them,

both as persons and as professionals. At the same time, it also made them aware of the

fact that during their absence, Nigeria changed as well. The concluding Chapter Nine

thus begins by highlighting the fact that thesemultiple experiences of dis/connectivities

canmake it difficult formigratedNigerian physicians to reconnect to their former social

and professional home: what was thought of as a temporary move for many turned into

a permanent stay abroad.

I then move on to comment on four topics that run like a thread through all of the

chapters: agency, doing migration, professional positionality and brain drain dilemmas

all shaped the migration experiences and life stories of my interlocutors in all their di-

versity. Furthermore, I describe three fields of research that, based on the contributions

of this book to the fields of migration studies and medical anthropology, in my view

merit further scrutiny. I close by briefly commenting on the political landslides post-

fieldwork that have impacted the lifeworlds of my interlocutors: the 2016 presidential

election in the US, in which Donald Trump was voted into office, and the 2016 British

referendum calling for Britain’s exit from the European Union, have and will continue

to influence not only migration policies but also the political climate towards migrants.




