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International nurse mobility - Trends and policy implications

A more general issue relates to variations in the definition of nurse. The registration process, as
configured in the importer countries examined below, attempts to assess that the nurse from the
source country has an acceptable level of skills and/or qualifications to practise in the destination
country. As such, it serves as a bridging process, but one in which there is a check on skills and
qualifications.

Registration data are a key source — year-to-year trends give an indicator of the number of
registrants from home sources and from international sources. This information enables an
assessment of the relative importance of international flows. The fact that it registers intent to
leave one country to move to another, even if the move does not happen, is also significant.
Achieving registration is normally a time-consuming process, often with cost implications. It
provides a good measure of potential inflow or outflow.

This chapter assesses what could be termed “developed to developed” country flow, where nurses
move from one industrialized country to another, and the flow of nurses from “developing to
developed” countries. The latter, in particular, has been the recent focus of much policy attention,
but the former is also a significant feature of the current dynamics of international nursing labour
markets; “developing to developing” country migration is also reported to be a significant factor
in some countries, for example in sub-Saharan Africa, but its magnitude is not easily assessed
with publicly available data.

Some of the recent policy documents and reports on international migration of health professionals
have highlighted the need to improve monitoring of cross-border flows. There are two basic
problems with the current data availability: the information is, at best, incomplete for any one
country, and it is not compatible between countries. This situation constrains any attempt to
develop a clear international or global picture of overall flows of health workers. However, what
can be achieved by taking a national focus is to use available data to fix any one country within
the international dynamic and also to assess the connections with other countries in terms of the
flows of nurses. The data sources and types vary in different countries, but it is possible to assess
trends in flows of nurses and to cross-check bilateral flows using data from source and destination
countries, where such information exists.

Trends in flows of nurses

The current “stock” of nurses in each of the destination countries and current main source countries
for nurse recruits are summarized in Table 1; the main reported destinations of nurses from
source countries are shown in Table 2.

The main issues highlighted in the tables are: the prominence of the Philippines as a source of
recruits for most of the countries examined; the extent to which there are cross-flows of nurses
between the countries being examined — for example, between the United Kingdom and Australia
— and the current prominence of the United Kingdom as a destination country.
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Table 1. Destination countries: total number of nurses and
main recent sources of international recruitment

Country No. of nurses® | Main sources of international
recruitment
Australia 149 202 United Kingdom
New Zealand
Ireland 61629 United Kingdom
Philippines
South Africa
Norway 45133 Other Scandinavian countries
Germany
Philippines
United Kingdom | 640 000 Philippines
(580 000) South Africa
Australia
United States 2238 800 Philippines
Canada

Africa (mainly South Africa and Nigeria)

* Data from OECD Health data CD-ROM (OECD, 2001b), reported as full-time equivalent (FTE) prac-
tising nurses; for some countries this figure appears to be the number of nurses on the register, some
of whom will be inactive. OECD data for the United Kingdom are known to be incorrect, so the figure
in brackets is the actual number of registrants in the United Kingdom (source: Buchan, 2003).

Table 2. Source countries: main recent destinations

Origin Reported destinations
Caribbean United Kingdom

United States

Canada
Ghana United Kingdom

United States

South Africa

United Kingdom
Saudi Arabia
New Zealand

Philippines

United Kingdom
Saudi Arabia
Ireland

An examination of the flow patterns to or from these countries gives more details of trends and
highlights the extent to which the destination countries are reliant on specific source countries,

as shown in the following sections.
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2.3 Australia

Registration of nurses in Australia is at the state level but, in addition, many nurses applying for
migration will first have to be approved by the Australian Nursing Council (ANC) which screens
applications from source countries. Nurses from other countries (Canada, Hong Kong Special
Administrative Region of China, Ireland, Singapore, South Africa, United Kingdom, United
States, Zimbabwe, or those who hold Higher Education Qualifications (HBO) from the
Netherlands) have mutually recognized qualifications and therefore “meet the requirements for
registration without having to undertake a competency based assessment programme” (ANC
2001-02). These nurses do not have to apply to the ANC, but can apply directly to the relevant
state nursing registration authority. Nurses and other health professionals from New Zealand are
covered by the Trans-Tasman Mutual Recognition Act (1997), which facilitates flows between
Australia and New Zealand.

There are, therefore, different entry routes for nurses to Australia, of which application for
permanent residence through migration is one. A second route is long-term temporary migration,
with visas granted for one to four years, and a third is working holiday visas for shorter time
periods (for a maximum of one year).

Data from ANC are shown in Fig. 1. These data only record applications for migration requiring
ANC approval, and show little significant change over the last three years, in terms of overall
number of assessments or number of nurses found suitable to migrate to Australia. It should be
noted that not all of these nurses will actually have emigrated to Australia. Furthermore,
information from ANC highlights that nurses applying for migrant status represent only a small
proportion of the total “inflow” of intended nurses to Australia.

Fig. 1. Australia: assessments completed and nurses found suitable for
migration by Australian Nursing Council (ANC), 1999-2002
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Note: ANC only deals with applicants for migration from some countries (those that do not have an
agreement with Australia).
Source: Australian Nursing Council, 2002.
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The ANC’s 10th Annual Report, for the year ended 30 June 2002, suggests that the decrease in
that year of the number of applicants from overseas for assessment of their qualifications “could
be attributed to an increased number of nurses entering Australia on visas that do not require

skills assessment by ANC. This includes working holiday visas and employer sponsorships.”
(ANC, 2002).

A second entry route for nurses is long-term temporary visas. According to figures from the
Department of Immigration and Multicultural and Indigenous Affairs (DIMIA) in 2002, over
1000 long-term temporary visas have been granted to nurses each year for the past two years. For
the period 2001-02, nursing was the “2nd ranked occupation in this visa class, compared with
4th ranked the previous year”. Overseas nurses must meet the requirements of nursing registration
in order to be eligible for this visa.

A third route is the working holiday visa. It has a 12-month duration and can only be granted
once. Eligibility for this visa is restricted to applicants between 18 and 30 years of age. They
must also be a citizen of one of the following countries: Canada, Denmark, Finland, Germany,
Hong Kong Special Administrative Region of China, Ireland, Japan, Malta, the Netherlands,
Norway, the Republic of Cyprus, Sweden, the Republic of Korea, or the United Kingdom.
Applicants must be either single or married without children and need to demonstrate sufficient
funds to purchase a return ticket and to support themselves until they find work. Holders of this
type of visa must show that their main reason for coming to Australia is for a holiday and that
they intend to leave Australia at the end of their authorized stay. Holders are permitted to work
but they must not remain working for the same employer for longer than three months.
Requirements for nursing registration must also be met in order to be eligible to work as a nurse
under this temporary visa. Figures from DIMIA indicate that 3200 working holiday visas were
granted to overseas nurses in 2000—01 to enter Australia.

In total, this information suggests that in recent years between 4000 and 5000 nurses annually
would have been eligible to enter Australia through these different routes. However, because
many would have entered as working holiday-makers, they would have been eligible to work for
relatively short periods of time. As such, the registration data will overstate actual availability.
More detail of trends can be ascertained by examining data from the individual state nursing
boards. However, this information cannot be aggregated to provide an nationwide picture because
data are collected differently in the different states and there may be data duplication. For example,
if an overseas nurse is assessed and registered in one state but then registers with another, this
may be recorded as a home-based applicant. However, state-level examination does provide
scope for assessment of trends. For illustrative purposes, information from three of the larger
states is discussed in this section.

Fig. 2 illustrates the trend in the total number of new registrants at the Nurses Board of Victoria,
and the number of registrants who had come from other countries.
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Fig. 2. Australia: new registrants to Nurse Register,
Nurses Board of Victoria, 1990-2001
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Source: Nurses Board of Victoria Annual Statistics

There has been a rising trend in the number of registrants to Victoria from other countries in the
late 1990s, after a marked reduction in the mid-1990s, mainly from the United Kingdom, Ireland,
New Zealand, the Philippines and Canada. In 2001, overseas registrants accounted for one in
five of total initial registrants.

A similar overall trend is reported from the Nurses Registration Board of New South Wales, in
relation to registration of nurses from the United Kingdom, with a decline in the mid-1990s and
some upward trend in the latter part of the decade, but with significant year-to-year fluctuation
(see Fig. 3).

Fig. 3. Australia: first-time UK registrants to Nurses Registration Board,
New South Wales, 1987-2001

1,400
1,200 __
1,000
800 - — -
600 -
400 -
200 - [T =l [T

0 T T T T T | | T | | T | | T T T T T T
87-88 88-89 89-90 90-91 91-92 92-93 93-94 94-95 95-96 96-97 97-98 98-99 99-00 00-01

| O Registered nurses |

Source: Nurses Registration Board of New South Wales.
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The long-term trend in registration to the South Australia Nurses Board is shown in Fig. 4.
While the overall number of annual registrants reduced markedly in the early 1990s and picked
up slightly at the end of the decade, the annual number of overseas registrants has not varied
significantly in recent years, the three main sources being the United Kingdom, Norway and
South Africa. In 2001-02, the number of overseas registrants was 118, 9% of a total new
registration of 1384.

Fig. 4. Australia: total registrants and overseas registrants
to South Australia Nursing Board, 1988-2002
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Source: South Australia Nursing Board Annual statistics.

The registration data reviewed from Australia indicate that the overall trend in inflow of nurses
to Australia has been upwards in recent years, but with significant variation between states.
There also appears to be a current heavy reliance on recruitment from the United Kingdom and
New Zealand, with many of these nurses travelling to Australia as temporary migrants, particularly
as working holiday-makers.

The ANC has published a position statement on ethical recruitment, the main points of which
are that the Australian Nursing Council recognizes the rights of all people to receive nursing care
of the highest professional standard and confirms this by:

* supporting nursing workforce planning that meets the needs of the Australian community,
taking into consideration the diversity that exists within different cultural groups;

* supporting the ICN position statement on ethical recruitment;

* supporting the Draft Commonwealth Code of Practice for International Recruitment of
Health Workers;
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* recognizing the rights of individual nurses to migrate and acknowledging the opportunities
and benefits such as career development for both individual nurses and the host country
when nurses return;

* condemning unethical recruitment practices that exploit or mislead nurses;

* supporting recruitment processes based on ethical principles that guide informed decision-
making and reinforce sound employment policies on the part of the governments, employers
and nurses, thus supporting fair and cost-effective recruitment and retention practices.

The key principles outlined by the ICN in the position statement Ethical Nurse Recruitment and
those contained in the Commonwealth Code of Practice for International Recruitment of Health
Workers are embedded in the ANC role in ethical recruitment. The key principles include:

* transparency;

* fairness;

» mutuality of benefits for the countries involved;
* credible nursing regulation;

* effective human resources planning and development;
* access to full employment;

* good faith contracting;

* equal pay for work of equal value;

* access to grievance procedures;

» safe work environment;

* effective orientation/mentoring/supervision;

» freedom of movement.

The main professional union for nurses, the Australian Nursing Federation, has also developed a
position statement on the recruitment of overseas nurses. This clearly states that although
“migration is an international phenomenon ... immigration is neither an effective or desirable
instrument to overcome labour market deficiency” and stipulates that international recruitment
should only be used if a specific need has been identified for nurses and that other avenues of
employing appropriate nursing staff from within Australia have been tried first. If nurses are
recruited from overseas, it states that these employees should be offered “identical employment
conditions” to their counterparts from Australia. The statement also indicates that all overseas
applications should be assessed equitably and that decisions should be based on “English language
proficiency, acknowledging clinical competence, experience and formal qualifications”
(Australian Nursing Federation, 1998).

Australia summary

There are different entry routes for temporary and permanent migrants. Federal and state-level
data suggest that some states have reported an increase in inflows of nurses from other countries
in recent years, the main sources being the United Kingdom and New Zealand. The ANC and the
federal registration authority both have policy statements on ethical recruitment.

19



International nurse mobility - Trends and policy implications

2.4 Ireland

Ireland traditionally has been an exporter of skilled labour, including nurses, primarily to other
English-speaking countries. However, in recent years nursing shortages have become apparent
in the Irish health system, while the Irish economy has improved significantly. This has led to
Ireland becoming a very active recruiter of nurses from other countries.

All nurses practising in Ireland are registered with An Bord Altranais, the nursing registration
authority. It is therefore possible to obtain a relatively complete picture of trends in inflow of
nurses from other countries. Fig. 5 shows the origin of new registrants since 1990.

Under European Union directives, nurses from other EU/EEA countries are eligible for registration
by An Bord Altranais. Nurses from other countries have their applications considered by An
Bord Altranais. Applicants from countries other than Australia, Canada, New Zealand and the
United States may be required to work a period of “supervised clinical practice, orientation and
assessment” at a site approved by An Bord Altranais. National coordination of supervised clinical
practice placements for non-EU/EEA nurses is provided by the Health Service Employers Agency
(HSEA).

Fig. 5. Ireland: origin of new qualifications registered with An Bord Altranais, 1990-2001
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There has been significant growth in the annual number of new registrants from other EU countries
and from non-EU countries, to the extent that Ireland was much more reliant on other countries
for new recruits than on its own training sources — about two-thirds of new registrants in 2001
had come from other countries. The main source countries for registered nurses were the
Philippines, the United Kingdom, Australia, South Africa and India.

The Irish Department of Health and Children published guidelines on international recruitment
of nurses in 2001. The guidelines concentrate primarily on setting out efficient and equitable
recruitment practices, but note: “some developing countries are experiencing nursing and
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midwifery skills shortages of their own. It is recommended that Irish employers only actively
recruit in countries where the national government supports the process. This approach is
consistent with the concept of ethical recruitment” (Nursing Policy Division, Department of
Health and Children, 2001, para 1.3).

Ireland summary

There is a single point of entry via the national-level registration authority. Registration data
highlight rapid growth in inflow of nurses in recent years, with the Philippines, the United
Kingdom, Australia, South Africa and India being main sources. The Irish government has
published guidelines on international recruitment.

2.5 Norway

Norway is not a member of the European Union but has close ties to other Scandinavian countries.
There has been an agreement for free movement of nurses within the Nordic countries for about
20 years. Nurses from other countries applying to work in Norway are recorded by the Norwegian
Registration Authority for Health Personnel (SAFH). Fig. 6 illustrates the recent trend in the
number of nurses registered by SAFH.

Fig. 6. Norway: international nurse registrants
as recorded by SAFH,a 1996-2002b
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There appears to have been a broadening of source countries for recruitment in recent years,
with fewer nurses being recruited from other Nordic countries and more coming from other
European countries and elsewhere. Data for 2002 indicate that Sweden, Denmark, Finland,
Germany and the Philippines were the five main sources of recruits.

The Norwegian Public Employment Service (AETAT) has been recruiting nurses from other
countries on behalf of Norwegian employers since 1998 — conducting interviews, screening
applications, arranging language training, etc. AETAT targets specific countries for the active
recruitment of nurses. Initially the focus of activity was in the EU, and Finland and Germany
were the two main cooperating countries, where there was a signed agreement between AETAT
and a country counterpart. More recently, this recruitment activity has spread to other countries
such as the Philippines and Poland. Though AETAT is the main state-sponsored source, private
sector recruitment agencies may also recruit nurses on behalf of Norwegian employers.

AETAT is set an annual limit for the number of recruits: 228 in 2001 and 260 in 2002. For 2003,
it is reported that the recruitment budget will be reduced. The target-setting by AETAT means
that overseas recruitment to Norway is more regulated than in some of the other destination
countries examined in this report. Norway also has the additional problem of having to provide
language training to virtually all nurses coming from other countries. The significant trend in
inward recruitment has been the shift from reliance on recruitment from other Nordic countries
(where entry is easy and language differences are less pronounced) towards recruitment from a
broader range of countries.

The main nurses’ professional union, the Norwegian Nurses Association (NNA), is a constituent
of the Northern Nurses Federation (NNF). The NNF has a position statement on recruitment of
nurses from other countries (NNF, 2001). It notes: “Nurses form a key group in the health service
all over the world. This gives the occupation a unique and positive opportunity for the development
of professional skills through periods of work and study visits in other countries. Through
cooperation at a regional level, some nations (such as those within the Nordic area and in Europe)
have also laid the foundation for individual migration through the establishment of a free labour
market extending across country borders. This gives nurses freedom and offers them the
opportunity for exchange of experience — a beneficial situation which must be maintained.”

This position statement also affirms: “that the shortage of nurses is an increasing problem
worldwide; that the countries affected by this shortage have difficulty in maintaining and
developing a health service of acceptable quality for their people; that this situation creates a
difficult and stressful work situation for employed nurses and other health personnel; that some
countries, including the Nordic countries and Europe, compensate for their shortage of nurses by
active recruitment from other countries and short-term appointments. Also, that a long-term
problem can never be solved through short-term action. The countries suffering from a shortage
of nurses must therefore mainly counteract this by finding solutions on a national level. Such
solutions must also allow for an increasing tendency to individual mobility within the occupational
group.”

The NNF does not oppose international recruitment in principle, but argues for checks and
guidelines. “In cases where recruitment of foreign nurses can be regarded as appropriate, NNF
requests the authorities and employers in Nordic countries to pay special attention to the following:
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Two examples illustrate these issues. The first is that of a local nurse in an African country, who
was recruited and trained by an international aid organization to coordinate a national quality
assurance programme. Soon after, the nurse was recruited to work as a staff nurse in England.
The flow statistic shows only a net gain of one nurse for England and a net loss of one nurse for
the African country. However, the relative impact in each country is highly disproportionate.
England has added only one more staft nurse to the 320 000 already in employment — an
insignificant addition. In contrast, the African country has lost a key skilled worker, who will be
difficult to replace from a declining pool of available nurses.

A second example shows the aggregate impact. An English-speaking industrialized country such
as the United Kingdom, Ireland or the United States may recruit annually approximately 100
nurses from a sub-Saharan African country such as Botswana, Ghana or Malawi. This inflow
represents an insignificant proportion of total stocks in the destination country, but a very
significant proportion of the stock in the source country: as high as 10% or more in some of the
smaller sub-Saharan countries.

However, presenting the “developing to developed” dynamic only as a brain drain is over-
simplistic. As noted earlier, governments in some countries, such as the Philippines, actively
encourage nurses to move to other countries in order to generate remittance income back to their
home country. Other governments are in dialogue to develop temporary flows of nurses, with the
objective of training these nurses so that they will return to their home country with new skills
(for example, England—China). A third scenario is where there is a formal process for one country
to solve its nursing undersupply situation by agreeing to recruit from a country with a reported
current oversupply (for example, England—Spain). In the last example, however, there may be
disagreement among different stakeholders in the source country as to the actual extent of any
reported oversupply.

Moving between developing countries

There are also examples of significant flows of nurses from one developing country to another.
These moves tend to be less well documented. They may be the result of push factors — such as
civil unrest — displacing nurses from one country to an adjoining country or pull factors, as a
relatively well-resourced developing country attempts to compensate for nurse losses to the
industrialized world. In other cases the moves are the result of active recruitment: some countries,
such as Botswana or South Africa, have attempted to make good their staffing shortfall by
recruiting elsewhere in Africa. The PAHO report on emigration of nurses from the Caribbean
(PAHO, 2001) noted that some Caribbean countries were net gainers from migration of nurses
within the Caribbean, while others lost nurses both to countries within the Caribbean and to
countries farther away.

The role of recruitment agencies

One final issue to note in consideration of push and pull factors is the role of recruitment agencies
as stimulators or active intermediaries in the process of international recruitment. Some agencies
in some countries have been criticized for providing misleading information to nurses about the
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conditions of employment in the destination country, and some importer countries (for example,
England) have attempted to regulate the role of agencies or to establish “preferred provider” lists
of agencies that comply with ethical criteria. The Department of Health, England, places a list of
approved recruitment agencies on its web site, along with the names of NHS employers who can
be contacted for references.

Recruitment agencies are of different types (international; single country focusing on assisting
outflow; single country focusing on assisting inflow) and also function in different ways (see
Table 9). In some cases, the agency is the instigator of the movement of the nurse; in others, it
fulfils a facilitative or supporting role.

Table 9. Models of recruitment agency involvement
in the international movement of nurses

Recruitment model Main features

Agency provided Agency actively recruits nurses on their own behalf for
placement in other countries.

Agency led Employer appoints an agency to identify a source country.
Agency takes lead on recruitment, selection and placement,
with some input from employer.

Agency facilitated Employer works in active partnership with agency to identify a
source country. Employer is directly involved in selection
process, which is facilitated by agency.

Employer led Employer uses its own resources to identify a source country,
select, recruit and place nurses, and deal with registration and
permit issues, etc.

In countries with unregulated agencies, their role may be difficult to delineate or control. There
have been reports in some countries that some agencies have exploited nurses, by providing
misleading information about pay and conditions in destination countries, or by charging large
fees to enable nurses to move from one country to another (see, for example, Fritsch 2001;
Buchan, 2002b).
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Chapter 4. The policy context

4.1 General issues

The main policy issues at national and international levels relate to monitoring, intervening in,
managing or regulating international migration: for example, actively encouraging recruitment
or by developing ethical guidelines for international recruitment. An associated issue is the
development of effective retention strategies in both source and destination countries.

According to Stalker (2000), “international migration makes business sense” in purely economic
terms. International recruitment is currently being prominently used, especially by industrialized
countries, as a solution to skill shortages. Concerns have arisen as to whether this is appropriate
in view of the potential negative impact on source countries. The United Kingdom government
(Department for International Development, 2000) highlights that “industrialized countries need
to be more sensitive to the impact that active recruitment of skilled workers from developing
countries may have on local growth and development”.

“Managed migration” schemes have been introduced in some countries, which aim to facilitate
the recruitment of labour (temporarily at least) while limiting adverse effects, so as to protect the
domestic labour market (Stalker, 2000). For example, CARICOM has proposed a scheme to
train people for export on a rotational basis in an attempt to regulate the export of labour and
subsequently to limit the effects currently being experienced in a number of Caribbean countries
(La Rose, 2002). Other schemes aim to facilitate access for highly skilled migrant workers in
response to specific skill shortages, for example in Australia, the United Kingdom and the United
States (MPI, 2002a; MPI, 2002b), Ireland and Norway (McLaughlan & Salt, 2002). In Canada,
the Seasonal Agricultural Worker Programme regulates recruitment of low-skilled migrant workers
(Greenhill, 2000). Many of these initiatives are offered on a temporary work visa, encouraging
the return of migrants to their country of origin; thus the potential for brain exchange is maximized.

International recruitment alone, however, is unlikely to solve the problem of skill shortages as it
does not focus on the core issues that generate the problem (RDS, 2001). Improvements to
human resources development plans are crucial for comprehensive, accurate, long-term workforce
planning (Commonwealth Secretariat, 2001). Once in place, these plans could be used to predict
potential staff shortages and prevent them from arising (WHO, 2002). Lack of a systematic plan
for human resources, or inadequate implementation of one, is “a significant downfall in a number
of developing and developed countries” (Commonwealth Secretariat, 2001). Some countries
that are attempting to deal with core recruitment and retention problems in the health service are
reportedly experiencing a reverse brain-drain effect (Pang, Lansang & Haines, 2002).

The current magnitude and diversity of migration relating to international recruitment, with
demands for labour being met predominantly by workers from developing countries, accentuates
the need to devise ways to restrict the detrimental effects of brain drain and to maximize the
potential benefits of migration (Findlay & Lowell, 2002a). The World Trade Organization and
General Agreement on Trade and Services also have a role to play in the broader implications of
international recruitment.
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4.2 Policy issues: international recruitment and migration of
nurses
The increases in flows of nurses across national boundaries — partly as a result of the growth of

active recruitment by some industrialized countries — creates a series of policy questions for
national governments and international agencies. These are summarized in Box 4.

Box 4. International nurse mobility: policy questions and subsidiary research questions

Source countries

Policy
Should outflow be supported or encouraged (to stimulate remittance income or to end
oversupply)?
Should outflow be constrained or reduced (to reduce brain drain)? If so, how (what is
effective and ethical)?

Should recruitment agencies be regulated?

Research
What are the destination countries for outflow?
How much outflow is permanent or temporary (short or long term)?

How much outflow is going to health sector-related employment and education in other
countries? What proportion is going to non-health-related destinations?

What is the size of outflow to other countries compared with outflow to other sectors within
the country?

What is the impact of outflow?

Why are nurses leaving?

How should flows be monitored?

Destination countries
Policy
Is inflow sustainable?
Is inflow a cost-effective way of solving skills shortages?
Is inflow ethically justifiable?
Should recruitment agencies be regulated?

Research
What are the source countries for inflow?
How much inflow is permanent or temporary?
How much inflow is going to health sector-related employment and education in the country?
What proportion is going to non-health-related destinations?
Is inflow effectively managed?
Why are nurses coming?
How should flows be monitored?

International agencies
How should international flows of nurses be monitored?
In the context of the working relationship with the country government, what is the
appropriate role and response of the agency to the issue of international nurse mobility?
Should the agency intervene in the process (for example, develop an ethical framework,
support government-to-government contracts, introduce regulatory compliance)?
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These issues are examined in greater detail in this section of the report, which also highlights
potential policy interventions.

4.3 Policy issues: source countries

Countries that are experiencing a net outflow of nurses need to be able to assess why this is
happening and evaluate what impact it is having on the provision of health care in the country.

Many countries are hampered in this process by the relative paucity of data to enable monitoring.
Reliance on incomplete data or incompatible data from different sources (for example work
permits, visas, registration/certification, labour statistics, or census) often means that it is not
possible even to have an accurate picture of the trend in outflow, let alone any assessment of the
impact of this outflow on the health services.

Ensuring that the available data are verified, collated and monitored for trends should be the first
objective; methods to achieve improvement in data availability should be investigated collectively
by stakeholders (government, employers, nurses’ associations, etc.). It is important that the
information base enables policy-makers to assess the relative loss from outflow to other countries
in comparison with other internal flows, such as nurses leaving the public sector to work in the
private sector or leaving the profession to take up other forms of employment. International
outflow may be a very visible but relatively small numerical loss of nurses compared with flows
of nurses leaving the public sector for other sources of employment within the country.

Some national governments and government agencies are attempting to encourage outflow of
nurses from their country. This may have a financial imperative, to encourage the generation of
remittance income; it may be a response to labour market oversupply; or it may be an attempt to
develop a long-term improvement in the skills base of the nursing workforce by encouraging
short-term outflow to other countries where training is available.

The main policy question to be answered in this scenario is: does the country actually have an
oversupply of nurses? National-level stakeholders (government, employers, and nurses’
associations) are best placed to determine the answer. Where there is agreement that outflow
should be encouraged, there is the potential for government agencies, professional associations
and regulatory authorities to be involved in the process to facilitate it and ensure that individual
nurses are not exploited.

Facilitated outflow is much less common than the unmanaged outflow of nurses in response to
push factors at home and/or pull factors in destination countries. Unmanaged outflow may damage
the health system or erode the current and future skills base. Some countries have initiated or
examined various policy responses, including bonding nurses to home employment for a specified
period of time after completion of training or attempting to negotiate a fee in compensation —
from the departing nurses or the destination country — but this may not be effective if compliance
is not monitored or if there is scope to buy out of the bond (e.g. Miller, 1992). The scope for
compensation claims continues to be raised in international forums, but there is little evidence
that such schemes have been effective in the past.

Preventing nurses from leaving through the use of monetary or regulatory barriers is one policy
response, but it does nothing to alleviate the push factors that stimulated the nurses’ desire to
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leave and also cuts across notions of free mobility of individuals. Other policy responses to
reducing outflow relate to a more direct attempt to reduce the push factors: by dealing with
matters concerning poor pay and career prospects, poor working conditions and high workloads,
responding to concerns about security, and improving educational opportunities, etc.

Clearly there is a financial cost involved, but national governments must be confident that nurses
are receiving fair and equitable treatment, within existing financial constraints, and are not being
disadvantaged because nursing work is undervalued in relation to other professions.

Another policy response is to recognize that outflow cannot be halted where principles of
individual freedom are to be upheld, but then to work at ensuring that such outflow is managed
and moderated. The “managed migration” initiative being undertaken in the Caribbean is an
example of a coordinated intervention that attempts to minimize the negative impacts of outflow
while hoping to secure at least some benefit from the process.

The Caribbean approach to managed migration of nurses was developed after a meeting in 2001,
when nursing leaders, national professional nursing associations, training institutions, government
agencies and regional institutions gathered to examine the nature, scope and causes of migration
and the shortage of nurses. Goals for the meeting were to determine the impact of migration on
health programmes and the ability of governments to deliver health care and to agree on effective
national and regional strategies. The strategies developed at the meeting covered six main areas:

* terms and conditions of work recruitment;

* education and training;

¢ value of nursing;

¢ utilization and deployment;

* good governance;

¢ policy and health sector reform.

It was recognized that implementation would require successful partnership of multiple

stakeholders at the national, regional and global levels. A key aspect of the strategy was a request
to Ministers of Health in the region to:

* acknowledge the critical nature of the problem and its impact on the delivery of quality
health care;
* endorse the managed migration programme advanced by the nurses;

* provide necessary support for its implementation;

* mobilize resources to support programme activities.

In April 2002, the regional nursing body forwarded the proposal to the Human and Social
Development Ministers attending the Caribbean Community (CARICOM) meeting. The Health
Ministers supported, endorsed and approved the proposal. In addition, they agreed to expand the
programme to include all health professionals and supported the involvement of more key players
such as the Regional Negotiating Machinery of CARICOM (Yan, 2002).
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4.4 Policy issues: destination countries

In some ways, the policy challenges for destination countries mirror those of source countries.
The first concerns monitoring and assessment, as the ability to monitor trends in inflow (in terms
of numbers and sources) is vital if the country is to be able to integrate this information into its
planning process. In countries with a relatively centralized approach to regulation and planning
and with mainly public sector employment of nurses (such as Ireland, Norway and the United
Kingdom), such monitoring may be more readily achieved than in federated or decentralized
countries (for example, Australia) or ones where there are multiple private sector employers (as
in the United States). However, even in countries such as the United Kingdom and Ireland there
are constraints and limitations on what can be assumed using available data.

Equally important is an understanding of why shortages are occurring — because of poor planning,
unattractive pay or career opportunities, early retirements, etc. An initial assessment of the
contributing factors for the nursing shortages in any country needs to be undertaken and those
factors taken into account. This assessment will include nurse “wastage” to other sectors or
regions within the country.

It is crucial to assess the relative contribution of international recruitment compared with other
key interventions (such as home-based recruitment, improved retention, and return of non-
practising nurses) in order to identify the most effective balance of interventions. This assessment
has to be embedded in an overall framework of policy responses to nursing workforce issues if
it is to be relevant. Table 10 sets out the main components of this framework.

Table 10. Framework for policy responses to nursing shortages

® Increase new supply — from pre-registration/training

* Improve retention of current staff

* Improve utilization of nurses’ skills and mix with other staff
* Encourage return of nurses currently not practising

* Examine scope for ethical international recruitment

Source: adapted from Buchan, 2000.

Home-based solutions, such as improving staff retention through provision of flexible or improved
working conditions and attracting returners through part-time career opportunities, may be more
cost-effective than international recruitment. Any nurse leaving an organization will incur costs
to the organization in terms of replacement and lost productivity. At the aggregate level, this can
have a significant impact on direct costs to an organization and can also disrupt continuity of
care.

The second policy challenge for destination countries can be characterized as the “efficiency”
challenge. If there is an inflow of nurses from source countries, how can this inflow be moderated
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and facilitated so that it makes an effective contribution to the health system? Policy responses
include improving the regulatory or certification process to enable these nurses to obtain
registration more easily: fast tracking their visa or work permit applications; developing
coordinated, multi-employer approaches to recruitment; developing multi-agency approaches to
coordinated placement and (where necessary) providing initial periods of supervised practice or
adaptation as well as language training, cultural orientation and social support. There can be a
tension between the pressure to accelerate inflow of these nurses and the need to maintain
regulatory processes and standards.

Countries that are currently heavily reliant on inflow of international nurses have seen policy
attempts to speed up the process of inflow; in some cases, these attempts have been opposed by
some stakeholders who fear a as potentially negative impact on standards and patient safety. The
pressure to ease inflow can run counter to regulatory requirements; in the United Kingdom, the
huge growth in entry applications from nurses has overwhelmed the capacity of the regulatory
authority to process them, leading to a reported backlog at one time of 7000 applications.

The third policy challenge of destination countries concerns ethics. Is it justifiable, on moral and
ethical grounds, to recruit nurses from developing countries? The simple response is that it
should not be justifiable to contribute to brain drain in other countries, but a detailed examination
of the issue reveals a more complex and blurred picture.

The question also needs to be posed, why does international recruitment appear to be a major
issue concerning nurses and health workers but not in other professions? (One reason may be
that health workers are relatively scarce, and also that they are usually trained in the public
sector.) Why do policies focus on health worker migration and not general skilled worker
migration? There appear to be relatively few countries that have intervened in the recruitment
process; those that have issued ethical guidelines, such as Ireland and England, have done so
only for health workers.

Active recruitment by employers or national government in the destination country has to be
contrasted with a situation in which nurses themselves have taken the initiative to move across
a national border. Currently, it is not possible to quantify the relevant flow related to active
recruitment, but many countries have put in place mechanisms to support active recruitment of
large numbers of nurses. Temporary migration, related to a temporary oversupply in one country
or to a managed exchange of staff, has to be differentiated from planned permanent migration
attributable to pull factors in the destination country.

What can be summarized from country information is that active intervention in the recruitment
process by employers and/or government has become a more significant feature in recent years
in four of the five source countries examined in detail. This can leave these countries open to
criticism that they have subordinated ethical concerns to a drive to solve their own staffing
shortages.

Some countries have developed a policy response to attempt to manage the ethics—efficiency
balance. England and Ireland have initiated ethical guidelines for employers recruiting nurses
from other countries. However, in practice, these guidelines tend to focus more on the practicalities
of recruitment than on any moral considerations. A different approach has been adopted by
Norway, which has announced an annual target of the number of nurses that can be recruited by
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its governmental agency, and this recruitment is based on government-to-government agreements.
This capping of the number of recruits sets a limit to the impact of active recruitment.

The impact of the ethical guidelines is difficult to assess, because they have been in place for
only a short period of time. The initial guidelines from England (which cover only NHS employers)
did have a short-term impact in reducing inflow from named developing countries, but overall
the inflow has since increased. The Norwegian approach of setting a state recruitment target is
more effective in limiting the impact on other countries.

Another aspect for ethical consideration is the role of recruitment agencies. England has an
established list of preferred provider agencies who have undertaken to comply with a code of
practice (Department of Health, 2001).

4.5 Policy issues: international agencies

Many international agencies have a stakeholder interest in the issues of international recruitment
and migration of nurses. These include international professional associations (for example,
ICN); UN agencies (in particular, WHO, ILO, International Organization for Migration, and
World Trade Organization); trade blocs (for example, NAFTA); and multi-country organizations
(European Union and the Commonwealth). The donor agencies of donor countries (for example,
USAID, DFID, NORAD) will also have an interest in assessing if their activities in developing
countries are being compromised by outflow of nurses.

The current role of international agencies can be summarized as having two main elements.
Firstly, by examining trends in cross-border flows and by commissioning research to assess the
dynamics and impact of these flows, these agencies can contribute to developing a more complete,
accurate picture of trends and impacts. Secondly, by promoting position statements and policy
guidelines, these agencies can contribute to establishing an international benchmark for effective
and ethical practice in international recruitment. If they have the capacity to monitor performance
of countries that are significant importers or exporters of nurses, international agencies — by
combining these two elements— can identify any that are not complying with good practice.

International Council of Nurses

ICN, as the lead organization for nurses’ associations throughout the world, has established an
international position statement on nurse mobility. The main points are as follows.

* ICN and its member associations firmly believe that quality health care is directly dependent
on an adequate supply of qualified and committed nursing personnel, and ICN supports the
evidence that links good working conditions with quality service provision.

* ICN recognizes the right of individual nurses to migrate, and confirms the potential beneficial
outcomes of multicultural practice and learning opportunities supported by migration. The
Council acknowledges the adverse effect that international migration may have on health
care quality in countries seriously depleted of their nursing workforce.
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* ICN condemns the practice of recruiting nurses to countries where authorities have failed to
implement sound human resource planning and to deal seriously with problems that cause
nurses to leave the profession and discourage them from returning to nursing.

¢ ICN denounces unethical recruitment practices that exploit nurses or mislead them into
accepting job responsibilities and working conditions that are incompatible with their
qualifications, skills and experience.

* ICN and its member national nurses’ associations call for a regulated recruitment process
based on ethical principles that guide informed decision-making and reinforce sound
employment policies on the part of governments, employers and nurses, thus supporting fair
and cost-effective recruitment and retention practices.

The key principles of the ICN position include:
¢ effective human resources planning and development:
¢ credible nursing regulation;

* access to full employment;

* freedom of movement;

* freedom from discrimination;

* good faith contracting;

* equal pay for work of equal value;

* access to grievance procedures;

¢ safe work environment;

* effective orientation/mentoring/supervision;
* employment trial periods;

¢ freedom of association;

* regulation of recruitment.

ICN also notes: “the recruitment and retention of nurses has become an urgent priority and a
growing expense. All health sector stakeholders — patients, governments, employers and nurses
— will benefit if this ethical recruitment framework is systematically applied.” (ICN, 2001).

World Health Organization

Asnoted earlier, WHO has recognized the significant impact of migration and mobility in relation
to health system performance and as a contributory factor in skills shortages in some countries.
In view of this recognition, WHO is supporting the improvement of monitoring the flows of
nurses and other staff as an integral element in its approach to human resources for health.
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“Highly skilled professionals represent an increasingly large component of global migration
flows, and this is thought to be costly for developing countries, not only in terms of skill shortages
but also in fiscal costs from educational subsidies, when these are available.” (WHO, 2002). “It
is often the dramatic stories of losses to health systems that get the most publicity, but they
provide only a partial picture of health labour markets in developing countries, failing to address
those issues that often act as push factors in migration, such as high unemployment rates, poor
working conditions and low salaries. In order to develop realistic policy options for managing
migration, evidence of the magnitude of the problem and the labour market contexts is needed.”

Free trade blocs and multi-country organizations

Free trade blocs, such as the European Union (EU), the North Atlantic Free Trade Agreement
(NAFTA) and other multilateral or bilateral agreements between countries (for example, the
Trans-Tasman Agreement between Australia and New Zealand) can have an impact on nurse
mobility across borders, if mobility is supported by practical interventions such as mutual
recognition of professional qualifications or an easing of permit or visa requirements within the
free trade zone.

There is little evidence of the impact of free trade zones on nurse recruitment. The European
Union is one of the largest free trade blocs and has a long established policy of encouraging
mobility of workers. Registered nurses and registered midwives have free movement, but it
appears from the information available that flows within Europe have been at a relatively low
level and are linked to clusters of countries that share the same language (for example, the
United Kingdom and Ireland, Belgium and France, and the Scandinavian countries). The recent
significant growth in recruitment of nurses to the United Kingdom has not been sourced by other
EU countries. Eastward expansion of the European Union will open up Poland, the Czech Republic
and other countries to this free market for mobile nurses. Salaries in these accession states are
much lower than in current EU countries, which is likely to lead to an increase in inflow from
Eastern to Western Europe but, once again, language will be a moderator of flows.

The issue of language has often been overlooked in other reports on health worker migration but
has been repeatedly highlighted in this report as a key facilitator or constraint on nurse mobility.
The ability to communicate effectively with patients and other health workers is a crucial element
of good nursing care. Though free trade blocs may facilitate nurse mobility, another significant
template has to be superimposed on the global labour market for nurses — that of language
competency. As such, it is possible to map out English-speaking, Spanish-speaking, French-
speaking and Portuguese-speaking zones within which much of the mobility of nurses between
source and destination countries exists.

Importer countries excluded by language from these pan-national language-based labour markets
(such as Norway) have to put in place additional measures to provide language training for
nurses, while potential source countries which are excluded from these broader markets by a
relative lack of foreign language capacity (for example, Thailand and Indonesia) may not
experience an outflow of clinical nurses to industrialized countries.
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The Commonwealth has commissioned research on migration of health workers (Commonwealth
Secretariat, 2001). It has produced guidelines on workforce issues related to the recruitment and
retention of nurses (Commonwealth Steering Committee for Nursing and Midwifery, 2001) and
is producing guidelines on international recruitment. The intended purpose of the draft code of
practice (Commonwealth Secretariat, 2002) is “to discourage the targeted recruitment of health
workers from countries which are themselves experiencing shortages™ and “seeks to safeguard
the rights of recruits, and conditions relating to their profession in the recruiting countries”. The
key principles of the draft code are: transparency, fairness, and mutuality of benefits.

Mutuality of benefits places emphasis on strategies that target the effects of international
recruitment and methods to overcome potential adverse effects (for example, by considering
implementation of various compensation schemes). The need for developing advisory guidelines
on working with private nurse recruitment agencies and the importance of workforce planning
are also considered.

The draft code serves to provide Commonwealth countries with a framework for national and
international position statements on ethical nurse recruitment. However, the adoption of the
code by countries outside the Commonwealth is also encouraged. This is facilitated by promotion
of the code by major international organizations such as ILO and ICN.

4.6 Summary

The message from this report is that the main reason for the current high level of active international
recruitment activity is nursing shortages in some industrialized countries. These countries have
failed to “grow their own” and “keep their own” nurses and have used the quick fix of international
recruitment, exploiting the existence of push factors by exerting a pull of better salaries and
conditions of employment.

It is inadequate policy responses by governments to the fundamental causes of nursing shortages
in individual countries that have been the drivers of the dynamics of international recruitment.
Free trade blocs or agreements may facilitate flows, but these only happen when there is a push—
pull imbalance, with the importing country pull being paramount.

If governments and international agencies wish to engage actively in changing these dynamics
they have three basic options. One option is to support improvements in pay, working conditions,
and the prestige of nurses in their own countries. In many cases, it is likely that nurses would
prefer to stay in their home country if their quality of life were at least adequate (Ojo, 1990). As
a second option, they could encourage and facilitate bilateral country-to-country managed or
regulated flows of nurses. A third option is to institute some arrangement whereby compensation
flows from the recruiting country back to the source country. This could be direct or indirect
financial compensation, arranged as part of a donor package or in the form of a return flow of
better-trained staff. (A fourth possible intervention, to constrain the mobility of nurses, would be
unethical.)
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Policy interventions that support country governments to reach mutually beneficial (managed)
models of international recruitment have some potential for “win-win” situations, to the advantage
of all parties. However, it is clear that the flows of nurses, partly as a result of active recruitment
by industrialized countries, is a symptom of more deeply seated problems in these countries that
have failed to plan for, and retain, sufficient nurses from their own sources. International
recruitment of nurses is a symptom of global shortages of nurses, but the underlying problems
can only be solved by local-level and country-level improvements in the status of nursing and in
the planning and management of the nursing workforce. m
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Appendix 1. Recommendations on a country-level minimum database to

monitor the international flow of nurses

This appendix sets out recommendations for the data that should be collected at national level in
order for governments to be able to monitor accurately the flows of nurses into and out of their
countries and, if desired, to develop an understanding of individual motivations.

It should be noted that developing, in isolation, a minimum database to track international flow
would not be as effective as establishing an integrated system for collecting the complete broader
range of nursing workforce data. In particular, if international flows were tracked in isolation it
would not be possible to assess their relative impact in comparison with flows to and from
internal sources and destinations. In particular, annual production of newly qualified nurses
within the country is a critical comparative measure.

The minimum database is based on an approach that collects data on each individual nurse. This
information would then be aggregated to provide country-level data. The three columns in the
matrix below contain the following information.

* minimum data — basic information about each nurse. This is necessary for the establishment
of a minimum database.

e additional data — other items which, while not being essential, may also be collected as
supplementary and relevant information. The balance between minimum data and additional
data will vary from country to country, depending on resources and need.

e attitudinal information — the motivations and experiences of individual nurses. This
information could be obtained by questionnaires applied to samples of nurses on exit or
entry, or by surveys of newly arrived nurses.

Minimum data?

Additional data®

Attitudinal information

Inflow/ *  Numbers leaving (by Work location of * Reasons for coming/
outflow destination) leavers leaving (using typol-
*  Numbers leaving (by Year first qualified as ogy)

source) anurse
* Qualifications of
leavers and joiners
+ Sex
* Race/ethnicity
* Age profile
Stock of + Total number Geographical distri- * Careerplans
nurses * Numbers working in bution * Previous career
nursing Numbers by main history
* Qualifications type of work location * Cultural adaptation
+ Sex Length of stay issues
* Race/ethnicity » Job satisfaction
» Age profile

:This information constitutes the minimum database.
Additional data that could be considered.
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Countries may also wish to examine in greater detail the motivations of nurses for moving and
their career plans (the third column in the matrix). This is best achieved through surveys (for
example, in collaboration with national nurses’ associations) or by using structured focus groups.

This minimum database is recommended for the purpose of monitoring and policy analysis. If
detailed statistical modelling on research is proposed, it would be necessary to obtain a broader
range of economic and demographic data (see Sochalski, Ross & Polsky (2003) for examples).
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Appendix 2. Methods used in this study

A. Country case studies

A standard template was developed to facilitate the collation of relevant data from key informants:
the registration council (or equivalent), representatives of national nursing associations and
representatives of government agencies. The registration council was regarded as the key source
of data on inflow of nurses. A country correspondent had been identified to facilitate information
gathering and data collection.

In practice, the standard template could not be applied satisfactorily across the countries because
of the differences in the types of data collected, and because of variations in the approaches used
for registering and licensing nurses. Countries with a federated structure (Australia and USA)
present particular problems in terms of aggregating data and preventing double counting of data.

The country-level data were collated and forwarded to the report authors, who prepared a draft
country report. This draft was returned to country correspondents for review and verification.

B. Focus groups

Correspondents in Australia, Ireland and Norway were asked to identify and contact groups of
recently arrived international nurses and ascertain if they were willing to feed back information
relating to their experiences of recruitment and motivations for having moved to the country. In
Norway, the Norwegian chapter of the Philippines Nurses Association assisted in this process; in
Australia and Ireland the contact was made via hospitals known to have recently recruited from
abroad. The nurses were assured confidentiality in their responses. The discussion guide used to
obtain their views is presented below:

Discussion guide for nurse focus group discussions

(to be conducted with a group (approx. 6-10) of recently arrived international nurses)

Demographic details. Personal information about the participants:
* age

* sex

e qualifications

e year when first qualified as a nurse

e country in which they trained as a nurse

* other countries in which they have worked as a nurse.
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Coming to [the country]

What information were they given about [the country] and the employer, before they decided
to come to [the country] to nurse?

Why did they choose [the country]?
Who paid for travel costs?

(Where a recruitment agency was involved) What was the role of the agency? Did it charge
a fee? Who paid any fee?

What checks were made about their qualifications, skills, language capabilities? How were
they verified, and by whom?)

Arriving in [the country]

What specific support, information or counselling has been made available to them since
they arrived?

Were they provided with any housing support by employer?
What have been the main problems they have experienced since arriving to work?
How long do they plan to stay nursing in [the country]?

(If work permit is required) What time period of permit do they have?. Will they plan to try
and extend their length of stay in [the country]? If so, why?

Nursing in [the country]

What are the main differences between nursing in home (previous) country and [this country]?
Check specific issues related to different technology, medication, nursing practice.

What has been the attitude of other nurses, doctors, and other health workers?

Why did the nurses want to work in [the country]?

Ask each of the nurses to complete a copy of the table below, ticking one box in each line and
indicating the importance of each factor in motivating them to move from their home country to
[the country].
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How important was each of these fac- Very Quite Not at all

tors in motivating you to move from important important important
your home country?

1) attracted by pay and/or better standard
of living

2) attracted by enhanced career
opportunities

3) unplanned move, as a result of a
spouse or partner moving

4) nursing qualification used to “finance”
travel

5) acquisition of new knowledge and
techniques, planning to return to use in
home country

6) acquisition of post-basic qualifications,
planning to return to use in home
country

7) employed on fixed term contract; either
awaiting improved job prospects in
home country, or planning to move on to
other country

8) other

Which of the factors listed in the above table is the single MOST important reason for motivating
you to move from your home country?

(give the number of the factor here: .............................l. )
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