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The United States and other rich countries have done very little to address the 
dire global shortage of health workers. In some instances, the conduct of the 
world’s richest countries has exacerbated the shortages experienced in poor 
countries. We advocate that the Obama Administration adopt two principal 
strategies to assist with solving the global health workforce crisis. The first 
strategy requires that a significant part of the U.S.’s development assistance for 
health be shifted towards building health systems in partner countries, in 
particular training and employing health workers to deal holistically with the 
most pressing health problems experienced by the poor. Secondly, the U.S. 
should pursue a high level of national self-sufficiency in its health workforce 
and not continue its heavy reliance on recruitment of migrant health workers to 
fulfil the demand for health workers in the U.S.. 
 
 
THE UNITED STATES AND THE GLOBAL SHORTAGE OF HEALTH WORKERS 
 
It is truly difficult to comprehend the extent of the shortage of health workers 
across the globe. Although there is no precise estimate of the full extent of the 
shortage, the World Health Organization (WHO) claims that there is an 
immediate global need for an additional 4.3 million health workers.1 This need 
for 4.3 million is concentrated in 57 of the world’s poorest countries, which 
cannot meet the very low benchmark of 2.5 doctors, nurses and midwives for 
each 1000 people. In Africa, there are, on average, only 1.08 doctors, nurses and 
midwives per 1000 population. In real terms, this means that there are 17 
doctors, 71 nurses and 20 midwives for each 100,000 people in Africa.2 The 
current rate of health worker production in these countries is such that the deficit 
will never be met and will only continue to grow. These numbers are shocking 
because of what they mean for the capacity of most people, but particularly the 
poorest, in these countries to live a life of good health, to function well and to 
flourish. Without a sufficient health workforce, people in these countries will 
suffer and die from wholly preventable and treatable diseases. 

The United States and other rich countries have done very little to address 
the global shortage of health workers. They have made laudable contributions to 
global health but building strong, competent, sustainable health workforces in 
poor countries has not been one of them. In fact, some conduct of the world’s 
richest countries has exacerbated the shortages experienced in poor countries. In 
particular, the failure of the U.S. and the European Union to educate an adequate 
number of their own health workers to serve in their domestic health systems has 
resulted in these highly developed countries relying on, and encouraging, the 
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recruitment and migration of large numbers of health workers, including from 
countries which are experiencing extreme health worker shortages.  

Under the changed leadership of President Obama, the U.S. is reviewing 
its place in the global political order. The global health community is urging the 
President and his Administration that this review should encompass a 
reconsideration and reinvigoration of the role of the U.S. in improving 
international health.3 We firmly agree that the new President should reorient the 
U.S.’s foreign assistance policies and programmes, focusing on health system 
development and health workforce development in the world’s poorest countries. 
We advocate two principal strategies for the U.S., and its rich allies, to assist with 
solving the global health workforce crisis. These strategies have been designed to 
address some of the underlying causes of the health worker crisis: the lack of 
trained health workers, the lack of employment opportunities for health workers, 
the horrendous conditions in some poor country health systems which cause 
health worker attrition, the migration of capable and committed health workers 
from poor countries to richer countries. 
 Our first strategy requires that a significant part of the U.S.’s development 
assistance for health be shifted towards building health systems in partner 
countries, in particular training and employing health workers to deal holistically 
with the most pressing health problems experienced by the poor. The U.S. should 
move away from operating assistance programs which focus on treating a single 
disease, such as HIV/AIDS, and which provide training for staff to deal with one 
disease only. Unless rich countries, like the U.S., maintain and, in fact, increase 
their investment in health system building in poor countries, many countries will 
not be able to muster the resources necessary to create even the most basic health 
infrastructure. 

 Secondly, the U.S. should pursue a strategy to reduce the detrimental 
impact of health worker migration. In this regard, the U.S.’s contribution to 
improving health systems will have a positive impact: health workers are less 
likely to migrate from satisfying jobs in functional health systems. This 
contribution needs to be urgently accompanied by the U.S. reviewing its domestic 
health workforce policy. The U.S. has failed to seek a high level of national self-
sufficiency in its health workforce and has been prepared to rely on migrant 
health workers to fulfil the demand for health workers in the U.S.. 
 Although the migration of health workers from poor countries is not a 
major cause of the current health worker deficit, migration of health workers 
does exacerbate the shortages experienced in some countries. The U.S. has failed 
to set comprehensive health workforce policy for many years and has completely 
under-funded its health worker education programs. There is huge demand in the 
U.S. for entry to nursing education programs but there are no places available to 
these applicants. The U.S. faces a massive nursing shortage but the federal 
government has done very little to address this problem through domestic 
education and labour policy. Its answer can no longer be migrant labour only. 
The U.S. needs to start building its own workforce to benefit the American people 
and other countries who can ill-afford to lose trained health workers to the U.S.. 
At the same time, the U.S. needs to ensure that it protects the rights of migrant 
health workers on whose services the U.S. is so dependent. The protection should 
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be provided both at the stage of them engaging with recruitment services to gain 
entry to the U.S., and then once they have arrived and are working in the U.S.. 
 In this article, we start by outlining the scope of the health worker 
shortages afflicting some of the world’s poorest countries. We then explain some 
of the particular causes of the shortages in these countries. Our analysis of some 
of the causes of the current shortage lays the groundwork for our 
recommendations to President Obama and his Administration. 
 
THE DIRE HEALTH WORKER DEFICIT AND THE WORLD’S POOREST 

COUNTRIES 
 
The WHO’s estimate that there is a global shortage of 4.3 million health workers 
only includes countries with “critical” shortages and is therefore a gross 
underestimate of the full extent of the world’s health workforce deficit. The 
pressing need for additional trained health workers is arguably much greater. 
Admittedly, not every country is experiencing a health workforce shortage,4 but 
the problem does affect rich, middle-income and poor countries alike. The United 
States, the United Kingdom, Australia and New Zealand all claim that they are 
desperately in need of more physicians, nurses and all different types of health 
workers.5 At the same time, Zimbabwe, Haiti, Madagascar, Iraq, Afghanistan, 
India, Cambodia, and Indonesia are suffering from an extreme lack of health 
workers.6 
 We accept that all of these countries are experiencing health worker 
shortages – according to their own benchmarks – which potentially have 
debilitating consequences for their communities. However, the use of vastly 
different standards for determining health workforce sufficiency means that the 
countries claiming to have shortages may not be at all similar in terms of the 
nature of their people’s health status and needs, the functionality of their health 
systems, the size and composition of their health workforces, the relative and 
absolute severity of their claimed health worker deficit, and, very importantly, the 
human consequences of their health worker shortages. The focus of this article is 
on the situation in countries with a “critical” lack of health workers, in particular 
the situation in Sub-Saharan Africa. 
 It is generally agreed that there is “no single global norm or standard for 
health worker density.”7 There is no formula for the number and mix of health 
workers (for example, the nurse-to-doctor ratio), which must be present to 
ensure that a health system runs effectively. Determining the optimal health 
workforce composition for a particular country involves a complex analysis of 
factors relating to demand, supply, productivity and the priority allocated to 
prevention, treatment, and rehabilitation in national health policies.8 The Joint 
Learning Initiative’s (JLI) basic “guideline” (and, according to them, it is not a 
“definitive benchmark”) states that 2.5 health workers (counting only doctors, 
nurses and midwives) per 1000 population are required to provide basic health 
interventions and meet the Millennium Development Goals for health. 9  The 
guideline is based on research from around the world regarding health worker 
density and the attainment of 80 percent coverage for deliveries by skilled birth 
attendants or for measles immunization.10 
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 If countries, as many do, aim to offer a range of health services for 
prevention and treatment of disease beyond the bare minimum reflected in the 
MDGs, many additional health workers beyond 2.5/1000 population would be 
required.11 Whilst the benchmark has some limitations,12 it has been valuable in 
identifying those countries whose health workforce is inadequate to deliver even 
the most basic immunization and maternal health services. Using the benchmark, 
the JLI found that in 57 countries, there are 2.4 million too few physicians, 
nurses and midwives to provide essential health interventions. 13  The JLI 
suggests, and the WHO accepts, that there are, in fact, 4.3 million too few health 
workers in these 57 countries, taking into account the other health workers 
required to work with the doctors, nurses and midwives providing these basic 
interventions. Of these 57 countries, 36 are in Africa.14 Other countries falling 
below the JLI benchmark include those listed in the opening paragraph of this 
section, as well as countries such as Pakistan, Lao People’s Democratic Republic, 
Myanmar, Cambodia, Papua New Guinea, Morocco, Yemen, El Salvador, 
Honduras, Nicaragua and Peru.15 
 In absolute terms, the greatest need for health workers to meet the JLI 
standard is in South-East Asia, because of high populations in India, Bangladesh 
and Indonesia, where there needs to be a 109 percent increase in health 
workers.16 In relative terms, the greatest need is in Sub-Saharan Africa, where 
there needs to be a 140 percent increase in health workers to reach the level 
proposed by JLI.17 On average, each of these 57 countries with critical shortages 
needs an additional 75,000 health workers to deliver only the most basic 
interventions to their people. The cost of training all of the additional physicians, 
nurses and midwives is US$136 million per year for each of the 57 countries 
which fall below the JLI benchmark. Employing the newly trained health workers 
is at least an additional cost of US$311 million per country per year.18 
 In Africa, the depth of the health worker deficit is truly breathtaking. It is 
difficult to fathom and equally difficult to solve. There are only 53 countries in 
Africa and, as stated above, 36 of these fail to meet the JLI standard of 2.5 
doctors, nurses and midwives per 1000 people. In 2001, the WHO found that 
there were only 1.08 doctors, nurses and midwives per 1000 population, which, 
in real terms, means that there are 17 doctors, 71 nurses and 20 midwives for 
each 100,000 people in Africa.19 This compares with the situation in OECD 
member countries, which have 300 physicians/ 100,000 population and 890 
nurses/ 100,000 population.20 Some African countries are in a better or worse 
position than the averages for the Continent as a whole. For example, in Malawi, 
there are 2 doctors/100,000 people. 21  The situation is very similar in 
Mozambique where there are 3 doctors for every 100,000 people22 and 32 nurses 
per 100,000 people.23 In terms of other health workers, Uganda has only 2.8 
general surgeons and 0.37 physician anaesthetists for each 1 million persons.24 
Liberia has a pharmacist ratio of 1 to 85,000 people. This is 77 times lower than 
in the U.S.. In Zambia, some district health centres have no medical staff at all.25 
However, the situation in South Africa is less dire, where there are, on average, 
4.85 physician and nurses to each 1000 people.26 In Seychelles, there are 9.44 
physicians and nurses to each 1000 people.27 
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 In Africa, as in many countries, the scarcity of health workers is most 
intense in rural and impoverished areas, and in health facilities that serve the 
poor.28 Many health workers congregate in cities and even then avoid working in 
particularly poor communities, preferring the higher wages and better conditions 
in private for-profit or not-for-profit health centres and hospitals.29 The WHO 
suggests that, globally, under 55 percent of people live in urban areas, but more 
than 75 percent of doctors, over 60 percent nurses and 58 percent of other health 
workers live in urban areas.30 Some parts of rural South Africa have 14 times 
fewer doctors than the national average.31 

The poor health worker/ population ratio nationally and regionally in 
Africa is compounded by the continent’s grave disease burden. Not only are there 
are inadequate numbers of health workers to assist each man, woman and child, 
but there is more disease to be addressed by a limited number of health workers 
and a small pool of funds in Africa. Inevitably, the disease burden grows when 
there are so few human and other resources available to respond to the existing 
health problems. Sub-Saharan Africa is said to have 10 percent of the world’s 
population, 24 percent of the world’s disease burden, 3 percent of the world’s 
health care workers and less than 1 percent of the world health’s expenditure.32 
The U.S. is estimated to have 37 percent of the world’s health workers, more than 
50 percent of the world’s health financing, but only 10 percent of the global 
disease burden.33 This means that, in the U.S., there are 3.7 percent of the world’s 
health workers for each 1 percent of the global disease burden. In Africa, there 
are 0.001 percent of the world’s health workers for each 1 percent of the global 
disease burden.34  

It must be recognized that it is the need to treat HIV/AIDS which 
particularly exacerbates the workforce shortage in Africa.35 It has been projected 
that there could be a three-fold increase in the number of patients per physician 
for the delivery of HIV services in Africa and that each physician would need to 
see 26,000 patients per year. This is an impossible expectation. By comparison, 
in the U.S., one physician is expected to manage about 2000 patients per year or 
20 – 25 patients per day.36 In a context where human resources for health are so 
stretched, Africa’s health system cannot, or can only barely, offer the most 
essential health interventions to prevent and treat disease amongst its people. 
 The problem of health worker shortages afflicts public sector efforts, but 
can sometimes also hamper health initiatives sponsored by other states, 
international organizations, non-government organizations and public-private 
partnerships. 37  Because of a lack of staff, hospitals may be forced to close, 
medical clinics operate for reduced hours,38 patients queue for many hours for 
treatment, new patients cannot be accepted,39 and new health programs never get 
off the ground. Workforce shortages may make it difficult to respond to health 
crises, such as epidemics, natural disasters and conflict, 40  let alone to 
conceptualize and implement public health programs 41  or to move to new 
paradigms of care required for effectively treating chronic diseases, such as 
HIV/AIDS.42 Because of the lack of health workforce capacity, only 19 percent of 
African countries have at least 80 percent of their populations immunized for 
measles. In Africa, on average, 910 women die for every 100,000 live births.43 
Médecins Sans Frontières reports that, due to the lack of health workers, anti-
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retroviral treatment for HIV/AIDS is not reaching 85,000 people in Malawi, 
235,900 people in Mozambique, 735,000 people in South Africa, and 39,300 in 
Lesotho.44 Without ARVs, these people will experience terrible suffering and 
many will die. Some of them may try to scrape together monies to pay for health 
services in the private sector45 – which will usually be better-staffed – but this 
may cause (even further) impoverishment.46 
 At present, there is a “disturbingly large chasm”47 between what scientific 
development theoretically enables us to do to prevent morbidity and mortality 
and what is being done in many countries of the world. This contrast is most 
stark in some of the poorest countries, like those in Africa, where people are ill 
and dying from diseases that are wholly preventable and/or treatable using very 
simple, inexpensive methods. The WHO reports that, in many instances, there 
are adequate supplies of drugs and technologies available to improve health, but 
health workforce shortages have replaced finance as “the most serious obstacle” 
to realizing national health agendas.48 

 
THE CAUSES OF CRITICAL SHORTAGES OF HEALTH WORKERS 
 
As one would expect, there is no single cause of the shortage of health workers 
around the globe. Instead, a multitude of interconnected causes have combined 
to produce the shortage of 4.2 million health care workers in 57 countries where 
some of the world’s poorest people live.49 There is a reasonably sophisticated 
understanding of the factors that are creating the health workforce deficits in 
each of these countries. Some of these factors are crosscutting. Other causal 
factors specifically affect a particular country or a particular region of a country 
or have a special causal potency in one situation and not another. We believe in 
the importance of understanding the local complexity of the causes of the 
shortage as a springboard for developing country-specific solutions that are 
responsive, practical and sustainable. In this section, we outline some of the 
factors that are recognized as contributing to the dire shortages of health 
workers. We are not reviewing the full array of matters which are fuelling the 
shortages. Instead, we have focussed on those drivers of the deficit in the 
countries with critical shortages, which, in our view, the U.S. can make efforts to 
address. 
 
Health System Development and Financing 
 

In many countries with critical health workforce shortages, there has been 
serious, long-term under-development of the education and health systems. 
Responsibility for the lack of strategic planning and financial investment in the 
health workforce in these countries can be firstly laid at the feet of the country 
governments. However, many of these countries are recipients of financial and 
technical assistance from other states, multilateral organizations, non-
governmental organizations, and international public-private partnerships for 
health. These actors have also failed to alleviate the health workforce shortages, 
despite the problem so obviously demanding their attention. Some of these actors 
have done worse, and caused or exacerbated the shortages. 
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Firstly, health workforce education has been a low priority and money has 
not been committed to construct or upgrade buildings or equipment, to secure 
sufficient clinical sites for training, to support increased residency places for 
medical graduates, to offer competitive terms and conditions to attract and retain 
teaching faculty, to graduate secondary school students who are equipped to 
pursue further study, 50  and to support students to attend health worker 
education programs. At present, Africa is producing only 10 – 30 percent of the 
number of health care workers it requires.51 

Secondly, even where there are an appropriate number and mix of trained 
health workers, there may not be jobs available for them in their country of 
origin, despite the population experiencing widespread unmet health needs. 
There is sometimes significant levels of unemployment among health workers.52 
The availability of jobs for health care workers depends on money being available 
to pay their salaries and other benefits. In Mozambique, graduating nurses from 
Tete nursing school waited four years to be employed by the government, despite 
workforce shortages being one of the major obstacles to nearly 234,000 people 
getting access to anti-retroviral treatment.53 

Many poor or middle income countries will be in receipt of international 
health assistance from donors, including states, multilateral organizations, non-
governmental organization, or public-private partnerships. These donors have 
found that inadequate human resource capacity is an obstacle to achieving their 
mission.54 However, whilst they may be willing to source drugs and equipment, 
bring in some of their own workers, or upskill and employ local workers to 
provide their preferred suite of services, these donors have been largely 
ineffective in overall health system strengthening in partner countries.55 They 
have been reluctant to fund or offer pre-service health worker education to local 
people and they have been largely unwilling to fund the employment of more 
local health care workers in the general health system.56 They have acknowledged 
the problem but have done very little to seriously address it. 

A prime example is the President’s Emergency Program For AIDS Relief 
(PEPFAR). PEPFAR’s efforts to build health systems were found to be seriously 
lacking by the Institute of Medicine in 2007. Despite PEPFAR having a stated 
commitment to health system strengthening, having spent over $350 million on 
health workforce development in 2006, and having trained or retrained more 
than 50,000 people,57 it was found by the IOM to have not done enough to build 
the supply of health care workers in PEPFAR program countries.58 

Donor upskilling of existing health care workers in an additional area of 
health care practice, such as treatment of HIV/AIDS with ARVs, is undoubtedly 
beneficial to the community. But many countries had too few health care workers 
to deliver the basic health care required by the community before the roll-out of 
new treatment regimes. The training of health care workers to deliver more 
services can bring treatment efficiencies, but it can also impose a huge burden on 
overworked staff to deal with a greater range of health problems and even more 
patients. The effect of training in new health procedures may well be the 
diversion of health worker time from indigenous health concerns to donor-
identified health priorities. 
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At worst, international health assistance programs can “rob” local health 
systems of staff who are attracted by higher wages, better conditions and 
specialist training to health clinics funded and operated by donors. 59  The 
maldistribution of health care workers within a country can be severely 
exacerbated when they move to take up “new and lucrative job opportunities that 
have emerged for doctors and nurses with non-governmental organizations and 
foreign aid agencies.”60 For example, in Ethiopia, a government public health 
specialist in Addis Ababa could earn four to five times more by joining an 
international non-governmental organization. 61  Furthermore, donor programs 
tend to employ health care workers to deliver the health interventions to treat the 
diseases selected as the programmatic focus by the donors. Very few donors fund 
the employment of health care workers to work within the public health system to 
address the overall disease burden affecting the population. A notable exception 
has been in Malawi, which secured financial support for its emergency human 
resources plan for the health sector and reached a special agreement with the 
IMF and other institutions to increase health worker salaries without changes to 
the entire civil service wage bill.62 

 
A Sustainable Health Workforce 

 
The inability of employers of health workers to create safe, satisfying and 

rewarding work conditions is a significant factor in the health care worker 
shortage in all countries. We know that health workers are very likely to reduce 
their hours at, or leave, health care workplaces that do not guarantee proper 
working conditions.63 Some health care workers will migrate to other countries in 
pursuit of a better work environment. Others will abandon the health profession 
entirely.64 The attrition of the health workforce is a very pressing issue. At a time 
when many countries are failing to produce sufficient numbers of new health 
workers, it is essential that urgent steps are taken to secure the existing pool of 
health care workers and ensure that avoidable causes of health worker attrition 
are swiftly addressed. 
 A key issue for many, but not all, health care workers is poor 
remuneration.65 Many health care worker salaries in poor and middle-income are 
very low.66 Many health care workers wait months to receive their salaries.67 
Many workers’ motivation wanes when they feel unrewarded for their work and, 
consequently, absenteeism increases. 68  This only exacerbates the workplace 
challenges if it leaves the facility short-staffed. Other workplace conditions have a 
similar negative impact on employee retention. In many poor countries, 
inadequate medicines, equipment and resources make it very difficult for health 
care workers to provide quality patient care.69 In Zimbabwe, some nurses work 
without gloves and an adequate drug supply, and food for in-patients is 
rationed.70 In these conditions, patients are less likely to recover and more likely 
to die. It is stressful for workers not to have the basic “tools of the trade” available 
to them and demoralizing to know that their efforts are impaired. Workers are 
also burdened by long hours and very heavy workloads, which produce fatigue 
and burnout.71 In Africa, many staff work double shifts and work through their 
holidays in order to make up for staff shortages.72 At the same time as dealing 
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with increasing amounts of work under challenging conditions, many health care 
workers, particularly nurses, report dissatisfaction with many aspects of the 
workplace culture and management.73 
 Another factor having a devastating impact on the health workforce in 
some of the poorest countries is the illness and death of health care workers and 
their families, and their lack of support and services.74 Buchan and Calman call 
this “Critical Challenge #1” for the global shortage of registered nurses.75 The 
impact of this challenge is felt most acutely in Sub-Saharan Africa in countries 
with a high incidence of HIV/AIDS.76 In South Africa, 14 percent of health care 
workers are HIV positive.77 In Lesotho, Mozambique, and Malawi, death is the 
leading cause of health worker attrition with a significant proportion being HIV-
related.78 Death is a reason for 38 percent of exits from the Zambian health 
workforce. 79  Health care workers may find themselves infected with disease 
because of lack of adequate protections in the workplace.80 The stress of a heavy 
workload under adverse conditions, with many patient deaths, may also give rise 
to mental health problems for health care workers.81 Health care workers, like 
other members of the communities, cannot always access the health goods and 
services they need to deal with their health conditions. Many health care workers 
will also be absent from work or leave the workforce altogether to care for sick 
family members. Recognition of the impact of health care worker illness and 
death has led to some health clinics for health care workers and their families 
being established, which has shown benefits in terms of reduced absenteeism.82 
 
International Migration and Recruitment of Health Workers 
 

In some countries, the migration of their health care workers to other 
countries for the purposes of employment exacerbates the “acuteness” of their 
shortage of health professionals. 83  We endorse the OECD finding that 
international migration of health care workers is “neither the main cause nor 
would its reduction be the solution to the worldwide health human resources 
problem.”84 In fact, it has been found that all African-born doctors and nurses 
working in OECD countries represent no more than 12 percent of the total 
estimated shortage for the African region. In relation to South East Asia, which 
suffers the largest absolute shortage of health care workers, the percentage is 
even lower at 9 percent. 85  Migration is therefore only one, amongst many, 
contributing factors to the global shortage of health care workers. Migration is an 
age-old phenomenon, the entitlement of every person to leave their country of 
residence, and, in many instances, of enormous benefit to the individuals 
involved and their source and destination communities. We therefore do not 
want to overstate the role of health worker migration as a cause of the shortage. 
We nonetheless recognize that migration does have an adverse impact on health 
system capacity in countries where there are low numbers of health workers 
and/or low health worker-to-population ratios. It is therefore important to seek 
to reduce the negative conditions that contribute to a health worker’s decision to 
migrate. 

Despite significant difficulties in developing a complete picture of health 
worker migration patterns limitations in country data, there is agreement that 
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the number of people migrating is higher than ever before and the majority of 
those migrating are skilled persons, including health professionals.86 The recent 
report by the OECD has shed light on some aspects of the international 
movement of health workers in OECD countries.87 On average, 10.7 percent of 
employed nurses and 18.2 percent of employed doctors in OECD countries were 
foreign-born. In absolute terms, the U.S. has the largest number of foreign-born 
doctors (200,000) followed by the UK (50,000).88 For nurses, the U.S. is the 
most important receiving country with about 337,000 nurses, followed by the UK 
(82,000), Canada (49,000) and Australia (47,000).89 In the U.S. in 2006, almost 
21,000 foreign-educated nurses entered the profession, being about 16 percent of 
all newly registered nurses in the U.S. in that year.90 In the U.S., more than 50 
percent of foreign-born doctors and 40 percent of foreign-born nurses are from 
Asia.91 Nurses born in the Philippines and doctors born in India make up the 
greatest proportion of the immigrant health workforce in the OECD.92 

India, Nigeria, Haiti and Pakistan are the only countries with critical 
health workforce shortages which are in the top 25 countries for numbers of their 
doctors and nurses migrating to OECD countries. 93  However, African and 
Caribbean countries are disproportionately affected by out-migration of health 
professionals because of the low number of health care workers in these 
countries. Most of the countries with expatriation rates above 50 percent are 
from the Caribbean, except Fiji, and five African countries: Mozambique, Angola, 
Sierra Leone, United Republic of Tanzania and Liberia.94 French and Portuguese-
speaking African countries also have some of the highest expatriation rates to 
OECD countries for doctors.95 English-speaking countries like Malawi, Kenya and 
Ghana are discussed frequently in international fora on health worker migration, 
but their expatriation rates are lower than many French and Portuguese-speaking 
African countries.96  However, it should be acknowledged that even if a country 
has low expatriation rate, the loss of even one health worker may have an 
enormous impact because of the low density of health workers to population.97 
 The WHO claims that there is “remarkable uniformity” in reasons for 
health workers migrating.98 Migrating health professionals are often motivated 
by the same factors relating to the inadequacy of their employment conditions 
which cause other dissatisfied health professionals to leave the profession 
entirely. 99  These “push” factors relating to poor terms and conditions of 
employment were discussed in detail above.100 These professional or workplace-
specific “push” factors in the health worker’s country of origin may be 
accompanied by concerns about the country’s political, economic and social 
conditions101 and the presence of war, social unrest or high levels of crime.102 
Migrant workers go in search of a more peaceful and prosperous life for 
themselves and their families, looking for personal security, the chance to 
improve their and their family’s financial position, settle debts and save for the 
future, and the opportunity to access higher quality education for their children 
and extended family.103 The stories told by nurses to Mireille Kingma would 
suggest that most nurses would choose to stay actively employed in their 
countries of origin if conditions were better there.104 
 Opportunities for migrating health workers abound in many countries 
around the world. A very significant reason why these opportunities exist in such 
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large numbers is because many countries have failed to set and pursue the goal of 
attaining a significant level of self-sufficiency in the production and maintenance 
of a health workforce. 105  Workforce self-sufficiency envisages that a country 
meets most or a large part of its demand for health workers by training an 
adequate number of its citizens and residents to be health professionals and 
employing those persons in the country’s health sector. Workforce self-
sufficiency does not envisage that a country’s entire health workforce will be 
locally trained, nor does workforce self-sufficiency exclude the employment of 
persons who have been educated as health professionals in another country. 

The U.S. has failed to implement a policy of national self-sufficiency and 
therefore relies heavily on health workers, particularly nurses, from other 
countries migrating to the U.S. to meet the U.S. health system’s insatiable 
demand for health workers. Whilst many countries have health worker shortages 
and are not pleased to lose health workers to other countries, the migration of 
health workers to the U.S. has the most harmful impacts on those countries 
which have critical workforce shortages and who can ill-afford to lose a single 
health worker from their system. This is not a “happy merry-go-round” with 
workers coming and going from countries in equal numbers. There are very few 
or no health care workers moving to the poorest countries. Their stock of health 
care workers is rarely replenished through migration. They are not destinations 
of choice for obvious reasons. Very few U.S.-resident health workers emigrate 
each year to close the gaps in other countries’ health systems.106  The U.S. is 
aware that its approach to health worker migration brings benefits to the U.S. but 
is highly detrimental to many poor countries and undercuts their efforts to build 
a basic health system. That said, the U.S. has not taken any steps to reduce its 
reliance on migrant labor or to compensate, in some manner, the countries which 
have been most seriously affected by migration of their workers to the U.S.. The 
U.S. has issued large numbers of visas for health workers,107 enables the health 
worker recruitment industry to operate unregulated,108 and does very little to 
protect the rights of the migrant health workers who have come to the U.S..109 
 
A RESPONSIBLE US RESPONSE 
 
There is scope for the U.S. government, under the leadership of President 
Obama, to make a greater contribution to resolving the desperate shortages of 
health workers in some of the world’s poorest countries. In this section, we 
outline two areas of intervention for the U.S., whilst acknowledging that there 
will be many other ways in which the U.S. can assist with this critical issue. Our 
first recommendation relates to the U.S. re-orienting its development assistance 
program to offer technical capacity and funds for countries to build functional, 
sustainable health workforces to meet their people’s basic health needs. There are 
major changes required to the current US approach to global health in order to 
achieve this goal. The U.S. will also need to convince a range of other actors to 
change their global health strategies if strong health systems are to be built up 
around the world. Our second recommendation relates to the U.S. assisting to 
reduce the negative incidents of migration and its detrimental impact on poor 
country health systems and migrating health workers. Our suggestions for 
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addressing this issue, in fact, center on the U.S. “getting its own house in order” 
in terms of the sufficiency of its domestic health workforce. We also recommend 
complementary strategies that relate specifically to the U.S. regulating recruiters 
of migrant health workers and protecting migrant health workers’ terms and 
conditions. We argue that the U.S. should reject the discriminatory strategy used 
in the UK of bans or limits on recruitment of workers from select countries. 
 
Health Workforce Development in the World’s Poorest Countries 

 
The most important contribution that the U.S. can make to resolving the 

shortage of health workers in poor countries is to provide financial and technical 
support for the development of local health workforces in countries experiencing 
extreme shortages. There are many reasons generally proffered for the U.S. 
providing assistance to improve global health,110 but the U.S. efforts to build 
overseas health worker capacity should be specifically understood as the U.S. 
“giving back” to countries who have lost health workers to the U.S. through 
migration.111 The U.S. health system and the U.S. people have benefited from the 
arrival of migrant health workers who have filled gaping holes in the U.S. health 
system. These are holes in the health system which the U.S. could have addressed 
through US workforce development but which it has used migrant labour to fill. 
This question of US health workforce self-sufficiency is discussed in detail below. 
 At the same time that the U.S. has benefited from the supply of migrant 
labor, the migrants’ home countries have suffered considerable losses: the public 
expenditure (if any) on the health worker’s education, the opportunity cost of the 
health services which could have been provided by the health worker if they had 
remained in their home country, the impact on other health workers of the 
departure of a colleague which may affect morale and, if they are not replaced, 
increases the remaining workers’ workloads, and the overall sustainability of the 
health system in the face of an increased shortage of health workers. In 
recognition of the U.S.’s gains and the poor countries’ losses through the 
migration of health workers, the U.S. should assist these countries to build and 
strengthen their health workforces. This financial and technical aid should not be 
seen only as US benevolence or a general US commitment to redressing global 
poverty. It is, in part, about the U.S. repaying countries that have assisted the 
U.S.. 
 Increased U.S. support for health workforce building should be directed to 
addressing the underlying causes of the health worker shortages. To assist with 
training more health workers, employing more health workers and preventing 
the attrition and migration of health workers, any U.S. program for assistance 
must include funding and technical assistance for health workforce needs 
analysis, health workforce strategic planning (including the significant potential 
offered by task-shifting),112 education of new health workers, training of existing 
health workers,113 creation of funded positions for health workers, increases in 
health worker remuneration, 114 access to health care and psychological services 
for health workers,115 and health sector reforms to improve workplace policies 
and systems.  
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Considerable efforts are being made by states, multilateral organizations, 
and non-governmental organizations to pool resources and share knowledge and 
experience about successes and failures in implementing the measures for 
building human resources capability in the health sector in poor countries.116 
However, in order for the U.S. to deliver the types of assistance that is required to 
address the most critical health worker shortages, the U.S. will need to reorient 
its international health assistance program in two fundamental ways.117 The first 
requirement is a reorientation of U.S.development assistance from its narrow 
single disease orientation to a genuine focus on health systems. The second 
challenge for the U.S. concerns the inadequate financial contribution which the 
U.S. makes to global health. 
 To start with, the U.S. health assistance program has focussed too heavily 
in recent years on strategies to address specific diseases, with the concentrated 
attention being on HIV/AIDS, followed by tuberculosis and malaria.118 From 
2004–2008, projects to combat HIV/ AIDS, tuberculosis and malaria received 
US$19.7 billion from the U.S. government. In the same period, USAID programs 
for children’s and women’s health received only $4.6 billion. In 2008, 70 percent 
of the U.S.’s overseas development assistance (ODA) for health was spent on 
HIV/AIDS programs.119 The U.S. support for treating HIV/AIDS involves an 
unprecedented financial commitment by a government to a single disease. It is 
reported that since the launch of the PEPFAR, the program has brought a life-
saving drugs to 1.73 million people and tripled the number of HIV-infected 
people receiving treatment in Sub-Saharan Africa. This is a truly remarkable 
achievement, but there is no doubt it has been possible only because other global 
health issues, including prevention of HIV infections, have been relegated to the 
sidelines.120 There is now the additional concern about how the U.S. is going to 
maintain the HIV treatment program which it has so successfully managed to 
implement.121 How can it now reduce its funding when this would will most likely 
mean that people have to cease their life-saving ARV treatment? 
 In addition to having applied most of its energy and resources to a limited 
set of diseases, the U.S. has been criticized by the Institute of Medicine for its 
failure to make good on its promises of health workforce development through 
PEPFAR. The U.S. is not well-practiced in highly effective human resource scale-
up. For the U.S. to start to contribute to resolving the health workforce crisis in 
the world’s poorest countries, it should revise its entire set of global health 
priorities to address the basic survival needs of the world’s poorest people.122 
Survival needs are those matters essential to maintaining restoring human 
capability and functioning, and include sustainable health systems, vaccines, 
essential medicine, sanitation and sewage, pest control, clean air and water, and 
tobacco reduction. Rather than the U.S. trying to “add and stir” health system 
development into its current programmatic priorities, we recommend that it 
adopt the basic survival needs for the poor and vulnerable as its guiding 
priorities. These strategic priorities can encompass many of the U.S.’s current 
activities relating to HIV, TB and malaria but it places them within a different 
framework which takes a more holistic approach to health and well-being. The 
survival needs framework seeks to assure to all people the essential conditions 
underpinning good health and disease prevention. 
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 The building of sustainable health systems within the survival needs 
framework places emphasis on the primary health care. 123  This health care 
orientation needs to be reflected into planning, training and employing a health 
workforce with adequate numbers of the types of health workers who can best 
deliver primary care. For many of the countries which do not meet the JLI health 
workforce benchmark, this will be a different mix of health workers to that 
required in the U.S., with the possibility of including larger numbers of 
community health workers, volunteers and “survivors” of diseases as part of the 
trained health workforce in these countries. 124  The engagement of more 
community health workers in the health system will certainly reduce the burden 
involved in preparing the huge numbers of health workers which are required in 
countries with critical health worker shortages. With countries having a greater 
capacity to provide primary care, they should be able to both address the single 
diseases which are the current U.S.focus and the other most important health 
issues which people face. 
 Secondly, the U.S. should consider revising upwards its financial 
commitment to global health and workforce development. We acknowledge that 
this is a particular challenge in the current global economic environment for a 
country like the U.S., but the U.S. has, for some time prior to the current crisis, 
failed to meet its international commitments to development finance. In the 
Monterrey Consensus, developed countries were urged to “to make concrete 
efforts” to meet the target of giving 0.7 percent of Gross National Income (GNI) 
to developing countries and 0.15 – 0.2 percent of GNI to Least Developed 
Countries.125 The UN Millennium Project 2002 set the target of 0.54 percent of 
Gross National Income to meet the MDGs.126 However, the U.S. contributed only 
0.16 percent of GNI in 2007, which is below even the lower target of 0.54 percent 
and below the rich country average of 0.45 percent.127 This contribution places 
the U.S. last among G8 countries excluding Russia and compares poorly with the 
UK and France, which devote 0.5 percent of GNI and Norway, which dedicates 
0.9 percent of GNI. 128  The U.S. is admittedly the largest country donor in 
absolute dollars terms and it is on track to meet the commitment it made at the 
G8 meeting at Gleneagles to double aid to Sub-Saharan Africa by 2010.129 It 
devoted 23 percent of its ODA to health in 2006 which is more than the average 
proportion of spending on health aid by other advanced economies which is only 
0.16 percent130 
 We support the IOM recommendation that the U.S. double its annual 
commitment to global health between 2008 and 2012 from $7.5 billion to $15 
billion, which equates to 0.16 percent of ODA (the average rich country 
expenditure on ODA for health) where the U.S.’s required ODA is calculated at 
0.54 percent of U.S.GNI of $15 trillion (as it was forecast in 2008).131 We also 
support the allocation of an increased proportion of these funds to health system 
strengthening and health workforce development in particular. Increasing the 
U.S. international aid commitment to global health is more important than ever 
in the current financial environment. The Doha Declaration in December 2008 
called on “all donors to maintain and deliver on their ODA commitments and… 
on the international community, including the World Bank and the IMF,… to 
help developing countries and countries with economies in transition to 
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strengthen their economies, maintain growth and protect the most vulnerable 
groups against the severe impacts of the current crisis.”132 Many countries are 
already highly dependent on U.S.aid and to lose that assistance would be a blow 
to their health systems. 133  However, the current contraction in the global 
financial system is also undermining the economic stability of many poor 
countries and their ability to finance their own health system needs, with private 
financial flows, foreign direct investment, 134  remittances and exports from 
developing countries all falling. 135  Many of these countries have also been 
affected by rising food prices and fluctuating commodity prices. Individuals in 
these countries will be looking more frequently to their governments for support 
with their health care needs and these governments will need the financial 
support of partners like the U.S.. 

 
Reducing Detrimental Health Worker Migration 
 

The U.S.’s contribution to improving the capacity and quality of poor 
country health systems is one of the most significant ways in which the U.S. can 
stem the flow of health workers who are spurred to leave their homes by 
atrocious work and living conditions. As well as improving some of the conditions 
which “push” health workers out of their home country health systems, the U.S. 
must work more conscientiously on reducing the main “pull” factor within its 
control: its poor levels of domestic health worker production and its reliance on 
migrant health workers to compensate for the shortcomings of its health 
education system. If the U.S. were to meet a considerable proportion of its 
demand for health workers from its citizens and residents, then it would cease 
exerting such a forceful “pull” effect on health workers in other countries. The 
U.S. is the world’s major importer of health workers. If this were to change, then 
it is less likely that health workers would be drawn out of their home countries to 
the U.S. health system. Conditions in health workers’ home countries must be 
simultaneously improved or health workers will seek to leave their countries 
anyway. In the latter situation, the risk is that the health worker will end up 
employed outside the health profession and wasting their training, knowledge 
and expertise.136 

To date, the U.S. has completely failed in its responsibility to produce an 
adequate health workforce to meet its people’s health needs. Health workforce 
planning has been poorly executed in the U.S., with predictions about supply and 
demand being largely incorrect. 137  There has also been an entrenched 
unwillingness on the part of successive US federal governments to set national 
self-sufficiency as a policy target and to provide the financial support necessary to 
produce the numbers and types of workers which the U.S. health system is 
craving.  The U.S. has plugged the gaps in its health system with increasing 
recruitment of migrant health workers. However, the U.S. still has shortages of 
nurses and physicians, as well as other types of health workers.138 The short 
supply of health workers is due to worsen: U.S.will have a deficit of 1,016,900 
registered nurses (36 percent of the required supply)139 and 200,000 physicians 
(20 percent of the required supply) by 2020.140 



O’BRIEN AND GOSTIN, HEALTH WORKERS SHORTAGES AND INEQUALITIES 

GLOBAL HEALTH GOVERNANCE, VOLUME II, NO. 2 (FALL 2008/SPRING 2009) http://www.ghgj.org 
 

16 

 

Rather than amplifying its efforts to recruit health workers from other 
countries, the U.S. should seek to produce a large proportion of the health 
workers required in the U.S. health system. There are thousands of students in 
the U.S. wanting to complete nursing degrees but very limited government 
funding to create the educational capacity to accommodate these students.141 
There are also insufficient numbers of residency positions for all medical 
graduates. Although the Obama Administration has promised an extra $330 
million for increasing the number of physicians, nurses and dentists in medically 
underserved areas, 142  this does not fully address the domestic workforce 
shortage. The Administration should give more comprehensive consideration to 
health workforce planning and policies as part of its larger agenda of health 
system reform143 and should finance US educational institutions to train large 
numbers of local health workers. It should be recognized that the benefits of 
building a sufficient domestic health workforce flow, first and foremost, to the 
U.S. and its residents. Other countries who currently lose large numbers of health 
workers to the U.S. will also benefit from the achievement of U.S. health 
workforce self-sufficiency. 
 In addition to pointing its efforts towards reducing the “push” and “pull” 
factors which influence health workers’ decisions to seek employment in the U.S. 
health system, we consider it essential that the U.S. legislate to protect the rights 
of migrant health workers, both when they are in the process of seeking entry to 
and employment in the U.S. and when they have arrived and are employed in the 
U.S.. There is some evidence of poor treatment of migrant health workers by 
recruiters and employers. Academy Health’s interviews with foreign-educated 
nurses in the U.S. revealed instances of very poor conduct by recruiters, including 
pressuring nurses to sign recruitment contracts “on the spot” and without the 
chance to review the contracts, failing to provide nurses with a copy of the 
recruitment contract, substituting terms in the contract (including in relation to 
the city in which the nurse would be located and the basis of the nurse’s 
employment in the U.S.) without the nurses’ consent, using different versions of 
the contract depending on whether they were dealing with the nurse or an official 
agency, making oral promises and not honouring them, disappearing after taking 
money from nurses for professional registration test fees, and using “break fees” 
in a harsh manner.144 Recruiters which act as “staffing agencies” (which means 
that they contract out the nurse’s services to a health care provider and pay the 
nurse for her services), have been found to pay the nurse less than she would 
receive if she were employed directly by the health care provider, to offer no or 
more restricted health benefits, and to offer no vacation or sick leave. Recruiters 
have also been known to withhold a foreign-educated nurse’s visa documents to 
“encourage” the nurse to comply with the recruiter’s requests. In health care 
organizations, foreign-educated nurses say that they are offered very poor clinical 
orientation, they are assigned the less desirable tasks, they are expected to work 
overtime, and their home country experience is not recognized.145 
 Once the migrant health worker is in the U.S., all of the U.S. labour and 
other protective standards apply to the migrant health worker. These include, for 
example, Fair Labour Standards Act, Title VII of the Civil Rights Act, Age 
Discrimination in Employment Act, Equal Pay Act, and Occupational Health and 
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Safety Act. Although there is a strong labour protection framework in the U.S., 
there may be other barriers to migrant workers taking the benefit of these 
provisions. In this regard, unions, migrant worker support groups, health worker 
associations, and labour rights organizations have a role to play in educating 
migrant workers about their entitlements and assisting them to claim the 
protection afforded by the laws. 

 However, the major regulatory gap is in respect of recruitment activities, 
whether they are undertaken by individuals or companies or through an 
organization taking some other legal form. At present, there is no federal law 
regulating the specific conduct of recruitment agencies. There is state legislation 
in relation to “nursing referral service agencies” and “nurse staffing agencies” in 
Maryland and District of Columbia respectively.146 This legislation requires that 
these agencies be licensed and grants them powers to seek information about a 
health worker who wants to be placed in a health care organization. The 
legislation is completely inadequate to protect against the instances of unfair 
conduct described by foreign-educated nurses to Academy Health. There is 
currently no legislation anywhere in the U.S. which requires all health personnel 
recruitment agencies to be licensed and to observe specific standards of fair 
dealing with health workers, particularly migrant workers, throughout the 
recruitment relationship. 

 We support the recently published Voluntary Code of Ethical Conduct for 
the Recruitment of Foreign-Educated Nurses (‘FEN Code’)147 and suggest that it 
could form the basis for legislation to set standards for health personnel 
recruitment agencies’ dealings with local and migrant health workers.148 The FEN 
Code includes provisions relating to recruitment advertising, the information to 
be disclosed to the recruit, the procedural requirements for a fair contract, the fee 
arrangements, dispute resolution processes, and professional and personal 
support to be provided to the recruit.  We argue that the legislation could also 
model consumer protection statutes which prohibit misleading and deceptive 
conduct, intimidation, harassment, coercion and like conduct by providers of 
goods or services. These concepts have relevance in the context of health worker 
recruitment, where the recruiter will usually only be paid or receive complete 
payment if they succeed in bringing the health worker to the U.S. and delivering 
them, ready and willing to work, to the health care organization. The legislation 
will need to include appropriate machinery for the enforcement of the requisite 
standards for health personnel recruitment agencies, which is missing from the 
Code at present. 

 The legislation should also be drafted to explicitly to apply to dealings 
between recruiters and health personnel which occur entirely outside the U.S., 
when the recruitment company is incorporated in the U.S. or is acting as an agent 
of a U.S. recruitment company.149 This will ensure that recruitment conduct 
which occurs offshore does not fall outside the reach of the legislation. 
 One of the most challenging policy questions generated by the severe 
health worker shortages in poor and middle-income countries is whether a 
country like the U.S. should ban or limit the recruitment of health workers from 
those countries. This is the step taken by the National Health Service (NHS) of 
the UK and the NHS Scotland, which provide in their codes of conduct that “No 
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active recruitment will be undertaken in developing countries by UK commercial 
recruitment agencies, or by any agency sub-contracted to that agency, or any 
healthcare organization unless there exists a government-to-government 
agreement that healthcare professionals from that country may be targeted for 
employment.”150 The UK lists 153 countries which must not be targeted for health 
worker recruitment.151 The list has been generated by the UK Department of 
Health and the UK Department for International Development and is said to be 
based on the OECD and Development Assistance Committee “list of aid 
recipients”. 
 “Active recruitment” is not exhaustively defined, but an example is given 
which suggests a broad interpretation: “a recruitment agency advertises 
employment opportunities within the UK health care sector and then acts in such 
a manner as to secure employment for that individual”.152 If the approach of the 
World Federation of Public Health Professionals were adopted, “active 
recruitment” would include “placing advertisements in locations (including 
websites) known to target professionals in developing countries, listing openings 
with a recruitment agency known to primarily operate in developing countries, 
placing a recruiting station at a conference that attracts primarily developing 
country health professionals, … onsite recruitment in developing countries and 
contracting with “for profit” recruitment agencies.”153 The UK Code allows that 
health care organizations “may consider unsolicited applications direct from an 
individual in a developing country if that individual is making an application on 
their own behalf and not using a third party, such as a recruitment agency.”154 
The UK has complemented its UK Code with agreements with specific states, 
such as South Africa, to “enhance their bilateral relations in respect of Public 
Health and Health Care Policy.”155 
 In contrast, the draft WHO Code of Practice on the International 
Recruitment of Health Personnel does not state that members should prohibit 
active recruitment of health workers in countries with health worker shortages. It 
suggests that countries enter into bilateral and multilateral agreements which 
“should maximize the benefits and mitigate the potential negative impact of 
international recruitment of health workers through the adoption of appropriate 
measures”156 and that “the special needs and special circumstances of countries, 
especially those developing countries and countries with economies in transition 
that are particularly vulnerable to health workforce shortages … should be 
considered.”157 
 The UK approach privileges the interests of the source country 
government and the people requiring the services of health workers in the source 
country over the interests of individual health workers wishing to migrate. 
Arguably, the UK Code is also intended to protect the UK’s investment in health 
system development in poor and middle-income countries and avoid situations in 
which health workers, trained with UK financial support, leave their home 
countries and move to UK for employment. On a generous reading, the UK Code 
could be said to protect the interests of health workers by improving the health 
systems in which they work. The argument goes that by reducing migration to the 
UK, there will be more health workers remaining in the country which should 
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contribute to a stronger country health system which will provide a better place 
of work for the country’s health workers. 
 We do have concerns that the ban on recruitment from certain countries 
neglects the interests of individual health workers and disproportionately 
subjugates their interests to the needs and concerns of the government and the 
community in the source country. The health workers in the listed developing 
countries are discriminated against and treated much less favourably than health 
workers in non-listed countries, most of which happen to be the world’s richest 
countries. Although health workers from the listed developing countries can still 
apply for employment as health workers in the UK, the UK Code requires that 
they make the application for employment themselves, without the assistance of a 
recruitment agency. This means that if a health worker is a nurse in a rich 
country like Australia, she can receive information about migration opportunities 
for health workers to the UK, and receive assistance from a recruitment agency 
with immigration, professional accreditation, travelling to the UK, and settling 
into a new country. But if you are a nurse in a poor country like Fiji, you have to 
work out on your own whether there are any jobs available for nurses in the UK, 
the requirements for working as a nurse in the UK, the application process for 
visas and accreditation tests, travel and accommodation. If you a nurse from a 
middle-class or rich family in Fiji, you will probably have a much better chance of 
finding (and paying for) the information or assistance you require than a nurse 
from a poor family. We are concerned that the UK ban on recruiters working to 
bring health workers from listed countries operates, in reality, by creating 
barriers to entry for health workers of certain nationalities: “you can still come 
but no one is going to help you to get here”.  The ban works to solve the health 
worker shortage simply by making it extremely difficult for people in poor 
countries to leave their countries and migrate to the UK. 

 The best reading of the ban is that it seeks to protect health workers in 
poor countries from recruiters who are overwhelmingly concerned about their 
own financial and other interests and who convince health workers to migrate 
who, but for the efforts of recruiters, would be happy to stay in their home 
countries. It is true that recruiters do make their living from securing the 
migration of health workers to the destination and they will offer all kinds of 
inducements and encouragements and will apply some pressure to ‘seal the deal’. 
As discussed above, we agree that recruiters need to be regulated to prevent 
misleading and deceptive conduct, intimidation, harassment, and coercion of 
prospective migrant health workers. 

 However, we are not convinced that health workers need to be “protected” 
from recruiters by banning them from operating in certain countries. We do not 
agree that the only reason that health workers migrate is because recruiters 
convince them to do so. The autonomous decision-making capacity of the health 
worker should not be ignored in this discussion. Recruiters have business to do in 
poor countries because health workers want to leave unbearable living and 
working conditions and because there are lots of employment vacancies in rich 
countries, which have underinvested in the development of their local health 
workforce. It would be expected that many health workers decide that they wish 
to migrate, independently of the overtures of any recruiter. For these health 
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workers, the recruiter is the conduit for their departure and arrival in the new 
country. We doubt that people stop wanting to migrate because you remove the 
recruiters from a country. Removing recruiters may eliminate some instances 
where a health worker would only migrate because of pressure placed on him or 
her by the recruiter. However, the more significant effect of removing recruiters 
may be that local health workers in poor and middle-income countries lose 
equitable access to the information and infrastructure which would facilitate their 
application for employment-based entry to a new country. 

 Given that migration of health workers is not the most significant cause of 
the health worker shortage, the imposition of the UK-style ban which operates in 
a deeply discriminatory way – admittedly, for the good of poor and middle-
income countries struggling with broken health systems – is a disproportionate 
response to the health worker shortage. It is a significant invasion of the principle 
of non-discrimination and it is not addressing the most pressing aspects of the 
problem of the health worker shortage. We see the shortage as an issue of the 
utmost importance for the global community but we do not believe that the rights 
and interests of individual health workers in developing countries should be 
sacrificed in this way in order to keep up the numbers of health workers in these 
countries. This issue needs to be approached from a different direction. We 
therefore recommend that the Obama Administration does not replicate the UK 
Code approach. Instead, we strongly recommend that the U.S. pursue a vigorous 
program of health system strengthening in countries with drastic shortages of 
health workers as part of its international assistance agenda and that the U.S. 
plan for, and finance, the building of a large domestic health workforce. It is these 
two factors that will have a much greater impact on the health worker shortage 
than imposing bans on recruitment of migrants of particular nationalities. 
 
CONCLUSION 
 
The shortage of health workers is debilitating the health systems of many 
countries, but particularly some of the world’s poorest places and people. This is 
one of the most important issues in global health at the present time. It is an 
issue which transcends national boundaries, both in its incidence and its causes, 
and it is a problem which will not be resolved unless there is extensive 
international collaboration by state and non-state actors. Lives are on the line. 
 There is a clear opportunity available to the Obama Administration to 
discontinue some of the U.S.’s policies which have exacerbated the shortage and 
to implement robust domestic and foreign policies which will make a positive 
difference in this area. The policy changes must at least include building the 
U.S.’s domestic health workforce capacity and improving the level and 
effectiveness of the U.S.’s international assistance program for health system 
strengthening and health workforce capacity-building. There will be other 
strategies for the U.S. to pursue but action in these areas would tackle some of 
the most potent causes of the current health workforce crisis. 
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