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Health professional mobility affects the performance of health systems and these

 impacts are assuming greater significance given increasing mobility in Europe, a

process fuelled by the European Union (EU) enlargements in 2004 and 2007. This

 volume presents  research conducted within the framework of the European

 Commission’s Health PROMeTHEUS project. This research was undertaken in order to

address gaps in the knowledge of the numbers, trends and impacts and of the policy

responses to this  dynamic situation. 

The following questions were used to provide analytical guidance for the 17 country

case studies reported here: from Austria, Belgium, Estonia, Finland, France, Germany,

 Hungary, Italy, Lithuania, Poland, Romania, Serbia, Slovakia, Slovenia, Spain, Turkey

and the United Kingdom.

• What are the scale and characteristics of health professional mobility in the EU? 

• What have been the effects of EU enlargement?

• What are the motivations of the mobile workforce?  

• What are the resulting impacts on health system performance? 

• What is the policy relevance of those impacts? 

• What are the policy options to address health professional mobility issues? 
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Foreword 

This work contributes a great deal to the current reflection of the European 
Commission and Member States about the future of the European Union 
health workforce. The Europe 2020 Strategy for smart, sustainable and inclusive 
growth highlights the need to reform labour markets, upgrade skills and match 
them with market demand. In parallel, we also need to plan for our ageing 
society and the additional health care which will be needed in the future. It is 
estimated that by 2020 there will be a shortfall of 1 000 000 health professionals 
in the European Union. We need to work together with all actors, national 
authorities, health professionals and civil society to address this challenge. 

When the Commission published its Green Paper on the European Workforce 
for Health, it emerged from the public consultation that one of the most 
significant barriers to effective workforce planning is the lack of data and 
information. Of this, the biggest challenge for planners has been the lack of 
data on mobility of health professionals – where they go, how long they stay 
away, whether they come back or not. 

Indeed, the need for better quantitative and qualitative data to support decision-
making proved to be one of the most pertinent issues. It is the human face, the 
case histories, which provides us with greater understanding of the motivations, 
aspirations and personal circumstances that influence health professionals.  
The testimonials in this book illustrate this point. 

I, therefore, commend this book as a contribution to addressing the bigger 
picture and putting a human face to some of the challenges we need to overcome.  
I hope readers will derive inspiration from it.

Paola Testori Coggi
Director-General, Directorate-General for Health and Consumers





Foreword

Migration of health professionals has globally increased over the last decades. 
By losing health workers, already fragile health systems in low- and middle-
income countries may be further weakened. In the context of the global 
health workforce crisis, these migratory flows became a matter of global policy 
concern. To respond to this challenge the World Health Assembly adopted in 
2010 the WHO Global Code of Practice for the International Recruitment 
of Health Personnel. The Code discourages recruitment from countries with 
workforce shortages and provides guidance to strengthen the workforce and 
health systems across the globe, including an emphasis on improving staff 
retention, workforce sustainability and effective workforce planning.

The WHO Regional Office for Europe and the Member States strongly 
supported the development and adoption of the Code, building on their 
experience with national and regional codes, ethical workforce policies and 
other instruments for steering and managing health professional mobility, as 
well as broader aspects of health workforce policy and planning. The Code 
has relevance for Europe and the European Union and provides a framework 
for health workforce development and health system sustainability. It stresses 
the strengthening and further development of education and training and 
the monitoring and coordination of labour market activities; it addresses 
maldistribution of health professionals through educational measures, financial 
incentives, regulatory measures and social and professional support.

This volume gives a comprehensive analysis of mobility patterns, the impacts 
of migration on health systems and its relevance for policy-making and policy 
responses across Europe. It will enhance our knowledge not only on health 
workforce mobility but also on workforce development. I appreciate the 
insights given by the inclusion of a wide range of countries across the European 
Region, both within and outside the European Union.

I, therefore, welcome this volume with its emphasis on the need to put health 
professional mobility into the wider country and health systems context. 

Zsuzsanna Jakab, Regional Director, WHO Regional Office for Europe
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Part I 
Setting the scene, 

results and conclusions





Chapter 1

Health professional 
mobility and health 
systems in Europe:  

an introduction
Matthias Wismar, Claudia B Maier, Irene A Glinos, Jeni Bremner,  

Gilles Dussault, Josep Figueras

1.1 Introduction

This volume presents an analysis of health professional mobility in Europe 
from a health system perspective. The central policy issue of this analysis is that 
health professional mobility impacts on the performance of health systems and 
that these impacts are increasing in line with increasing mobility in Europe. 

Health professional mobility impacts on the performance of health systems by 
changing the composition of the health workforce in both sending and receiving 
countries. These gains and losses may strengthen or weaken the performance 
of health systems and, while they may seem negligible, produce visible impacts 
when numbers increase or through continuous mobility over years. Health 
professional mobility also affects the skill-mix since skills travel with the mobile 
health professional. When these skills are rare and essential, outflows of even 
small numbers of health professionals can impact on health system performance. 
Health professional mobility can also affect the distribution of health workers 
in a country. A disproportionately high outflow from a region may cause or 
aggravate maldistribution, resulting in undersupplied and underserved areas in 
which the local population is left without sufficient health workers. However, 
the impacts on health system performance are often indirect and part of a 
complex chain of causalities. 
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The European Union (EU) enlargements in 2004 and 2007 introduced 
100 million citizens from 12 new Member States (EU-12) and have caused 
substantial expansion of the pool of health professionals within the EU 
labour market. This has fuelled mobility as some of these health professionals 
have joined those already moving around Europe in search of better career 
opportunities, better salaries and better working conditions. Migrants may be 
motivated by the desire to acquire new skills, by family reasons or by curiosity; 
they may commute for days or weekends; stay for short periods or several years; 
and may move on, return or settle permanently. In addition, enlargement has 
increased the economic diversity of the EU. Larger salary differentials and 
larger differences in infrastructures and in the use and availability of modern 
medical technology have further incentivized health professional mobility from 
the EU-12 countries.

But what do we know about this important phenomenon? Knowledge on health 
professional mobility in Europe is limited. For example, there are gaps in the 
understanding of the magnitude of health professional mobility, particularly 
concerning EU enlargement. There is also no overview of the motivators that 
drive the mobile European health workforce (not just health workers from third 
countries) or any systematic mapping of the impacts of health professional 
mobility. Also our knowledge on country responses to health professional 
mobility is very limited. 

This volume aims to enhance knowledge on the nature and extent of health 
professional mobility in the EU, assess its impact on country health systems 
and outline some major policy strategies to address mobility. The book seeks 
to provide not only a rigorous and systematic analysis of the mobility patterns 
in Europe but also a series of evidence-base and policy-relevant lessons that 
contribute to the policy debate in the EU. 

The analytical framework for the study is, therefore, structured around a set of 
key policy-makers’ questions, which will form the conceptual backbone of this 
volume. 

•	 What are the scale and characteristics of health professional mobility in the 
EU? 

•	 What have been the effects of EU enlargement on professional mobility?

•	 What are the motivations of the mobile workforce? Why do some health 
professionals leave their country while others stay or return? 

•	 What positive or negative impacts on the performance of health systems 
result from mobility flows? 
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•	 What is the policy relevance of those impacts vis-à-vis other workforce 
challenges? In other words, should policy-makers address health professional 
mobility as a priority? 

•	 What policy options and regulatory inventions (recruitment policies, 
international frameworks, workforce planning and general workforce 
measures) are needed to address health professional mobility issues? Is their 
evidence on their impact and applicability?

The analysis presented in this volume results from the Health PROMeTHEUS1 
project. This three-year research began in 2009 with the aim of addressing 
gaps in the knowledge on health professional mobility in order to generate 
recommendations for more effective human resources for health policies.  
The project is co-funded through the European Commission’s Seventh 
Framework Programme.2 

This publication will be followed by a second volume structured around a series 
of themes on health professional mobility including the changing dynamics, 
monitoring and measuring, the mobile individual and changing responses and 
will conclude with scenarios on the future of health professional mobility.

This chapter will first outline the policy context in which professional mobility 
takes place in EU countries. The next section will explain the conceptual 
framework employed to analyse country experiences and will be followed by a 
description of the study methodology. The final section will provide an outline 
of the rest of this volume. 

1.2 The EU context

Health professional mobility impacts on the composition of the health workforce, 
which, in turn, impacts on health system performance. This cannot be viewed 
in isolation as health professional mobility interacts with many other factors 
and challenges that also affect the health workforce and with it health system 
performance. These include new technologies, globalization, feminization of the 
workforce, training capacities, working conditions and working environments 
(Dubois et al. 2006, Wiskow et al. 2010). Such interactions have to be taken 
into account in order to gain full understanding of the phenomenon and how 
best to address it. This study places health professional mobility in this broader 
context and needs to consider all these elements. Here we briefly illustrate 
the role of three of these contextual elements: (i) demographic transition, (ii) 
strategies addressing general workforce issues, and (iii) the unique EU context. 

1 Health PROMeTHEUS = Health PROfessional Mobility in THe European Union Study.
2 Grant agreement number 223383.
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First, the ageing of the health workforce imposes some restrictions on policy 
responses as increases in training capacities or recruitment from other sectors 
are no longer effective in all countries. In Europe, the pool of young people 
is decreasing at a fast pace (OECD 2007) and this will bring increasing 
competition for recruitment between different employers and sectors. Finland 
has already reacted to this development by introducing nationwide workforce 
planning (Dussault et al. 2010). 

Second, health professional mobility needs to be understood within the wider 
strategies addressing the general workforce issues with which it interacts (Dubois 
et al. 2006). A Europewide debate on the topic was initiated by the European 
Commission’s Green Paper on the European workforce for health (Commission 
of the European Communities 2008), followed by a consultation process 
(Directorate-General for Health and Consumers Affairs 2009). Connected to 
this, the Belgium Council Presidency, together with the European Commission 
and the EU Member States, explored three topics: (i) assessing future health 
workforce needs, (ii) adapting skills and redistribution of tasks, and (iii) creating 
a supportive working environment to attract motivated health professionals.3 

Health professional mobility can undermine attempts to forecast workforce 
needs if inflows and outflows are not well understood and factored into 
the planning. Good understanding of the trends and early warnings of 
their fluctuations are even more essential in times of uncertainty. Similarly, 
inadequate monitoring or poor understanding of the inflows and outflows 
of skills will reduce the effectiveness of strategies to change the skill-mix and 
task distribution. Improvement of the working environment is an important 
strategy for retaining health professionals in health-care organizations and it 
is essential to understand whether retention strategies also work for health 
professionals with intentions to migrate.

Finally, several factors shape the unique conditions under which the EU can 
respond to health professional mobility. These include the free-movement 
framework, European social values and the policy instruments of the EU. 

The formulation of any response to health professional mobility in the EU 
must take account of the very limited potential for imposing such restrictions 
on EU citizens. The free movement of workers is an economic imperative 
and a civil right enshrined in the Treaties, supported by a host of secondary 
legislation.4 Most importantly, Directive 2005/36/EC on the recognition 

3 In support of these activities, policy briefs and summaries were published on forecasting (Dussault et al. 2010), skill-mix 
(Horsley et al. 2010), working conditions (Wiskow C et al. 2010) and quality and safety (Flottorp et al. 2010). Also, policy 
dialogues were conducted in Leuven, Belgium, 26–30 April 2010. Under the Belgium Council Presidency, the Member States 
adopted Council conclusions on investing in Europe’s health workforce of tomorrow (Council of the European Union 2010).
4 This freedom of movement applies to the European Economic Area (EEA), which includes the EU-27 Member States 
and three European Free Trade Association (EFTA) members – Iceland, Liechtenstein and Norway. Switzerland is a 
member of the EFTA but not of the EEA and has a separate bilateral agreement on mobility with the EU.
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of professional qualifications ensures a high portability of qualifications for 
medical doctors, nurses and dentists by facilitating an automatic procedure 
in which qualifications are checked by the conformity of their qualification 
levels and training periods rather than by individual assessment of the skills and 
competencies acquired (Peeters et al. 2010). 

Research on European integration in health and health care has referred to the 
imbalance between the social values of the EU and the economic imperative of 
European integration (Mossialos et al. 2010). Yet these social values are relevant 
when formulating responses to health professional mobility. The European 
Court of Justice has found repeatedly that patient mobility (technically the 
mobility of services) can be restricted on the grounds that it may threaten the 
economic viability of hospitals by increasing the difficulty of human resource 
planning (Palm et al. 2011). It remains to be seen whether similar legal 
arguments will be made for concerns regarding quality and patient safety in 
health professional mobility. 

The EU has a large set of policy instruments (including regulations, directives 
and decisions) with which to respond to health professional mobility issues.  
In addition, budgets for public health and research and for social development 
and social cohesion are available to address workforce issues within countries. 
This distinguishes the EU response to health professional mobility from 
the global response articulated in the WHO global code of practice on the 
international recruitment of health personnel (WHO 2010), which builds on 
voluntary commitments from Member States.

1.3 Conceptual framework 

The analysis of professional mobility presented in this volume is structured 
around a series of policy questions (outlined in the introductory section), which 
form the basis for the presentation of main results in the following chapter.  
In turn, these results summarize the evidence drawn from the country case 
studies in Part II. This section will outline the policy questions and the policy 
relevance and highlight research gaps. It will conclude with a brief explanation 
of how we tackle the questions. 

1.3.1 Mobility profiles

Policy-makers and stakeholders face a pressing question – what are the scale 
and characteristics of health professional mobility in the EU? 

Quantification of health professional mobility is a centrepiece of the research 
because the magnitude of health professional mobility determines the 
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magnitude of the impacts on health system performance. Policy responses and 
ethical concerns also require understanding of mobility patterns and the source 
regions of professionals, including the wider Europe (WHO European Region 
countries outside the free-movement area, comprising the European Economic 
Area (EEA) and three European Free Trade Association (EFTA) members 
(Iceland, Liechtenstein and Norway)) and third countries.

But what do we know about health professional mobility in Europe? A World 
Health Organization (WHO) study (Dussault et al. 2009) reports that migratory 
flows of health workers are generally documented poorly. Currently, there is no 
mechanism to compile migration data and monitor flows in either the EU or 
the wider Europe and existing data tend to be fragmentary and unreliable since 
they do not represent direct measurement of migration (Dussault et al. 2009). 

Some important international publications shed some light on the situation 
in Europe. The aforementioned WHO study provides an overview of the 53 
countries in the WHO European Region. Published in 2009, the data for most 
countries are for 2005 or earlier (Dussault et al. 2009). Three Organisation 
for Economic Co-operation and Development (OECD) studies provide 
relevant information. The first reports a substantial rise in health professional 
mobility between 1995 and 2005 in 12 selected OECD countries, including 
eight European countries5 (OECD 2007). The second is a comprehensive 
study of looming workforce crises, which includes analysis of the reliance on 
foreign health professionals as well as some flow data (OECD 2008). The third 
examines how the financial and economic crisis has affected mobility trends. 
It includes the European free-movement area and makes reference to Norway, 
Poland, Switzerland and the United Kingdom (OECD 2010). However, the 
results for those countries are inconclusive and do not explicitly refer to health 
professionals. Finally, a joint OECD/WHO policy brief presents data on levels 
of reliance on foreign health professionals including 17 countries for medical 
doctors and 11 for nurses (WHO & OECD 2010). 

At country level, some European countries are paying greater attention to 
health professional mobility and developing solid information bases through 
high-quality data collection and research. Case studies have been published on 
Member States that acceded to the EU before 2004, including France (Cash 
& Ulmann 2008), Italy (Chaloff 2008), Germany (Buchan 2006b), Ireland 
(Humphries et al. 2008) and the United Kingdom (Buchan 2002, 2006a, 
Buchan & O’May 1999, Jinks et al. 2000). Other case studies cover the 2004 
and 2007 accession countries, including the Czech Republic (Angelovski et 
al. 2006), Poland (Leśniowska 2007), Estonia (Buchan & Pefilieva 2006), 
Lithuania (Buchan 2006b) and Romania (Galan 2006). There are also case 

5 Denmark, Finland, Ireland, the Netherlands, Norway, Sweden, Switzerland and the United Kingdom. 
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studies on EU candidate countries such as Croatia (Džakula et al. 2006) and 
Serbia (Djikanovic 2006). Case studies on the United States (Cooper 2008), 
Canada (Dumont et al. 2008) and New Zealand (Zurn & Dumont 2008) 
are also of value since these are destination countries for European health 
professionals. The case studies provide very important analysis but show wide 
variations in thematic focus, coverage of professions and analytical depth and 
it is difficult (if not impossible) to draw comparisons. There is insufficient 
coverage of EU enlargement and some countries have introduced major health 
policy reforms and changes to their workforce policies since publication of their 
case studies.

We address some of the knowledge gaps on the scale and characteristics of 
health professional mobility by analysing the levels of reliance on foreign health 
professionals and the scale of actual inflows and outflows, complemented by 
analysis of the geographical patterns of mobility and the source regions of the 
mobile workforce. The analysis will be based on a secondary data collection 
retrieved from different sources in the individual countries. To ensure 
comparability, the coverage of the professions and the data will apply across all 
countries included in the volume.

1.3.2 Role of EU enlargement

What have been the effects of EU enlargement on professional mobility? 

Analysis of the role of enlargement is important not only because of the 
impetus it has provided for the volume and diversity of health professional 
mobility in Europe but also for policy debate. The latter covers the concerns of 
the prospective EU-12 countries regarding expected brain drain and concerns 
in some EU-12 countries about disruptive impacts on their health system 
stemming from excessively high inflows. The question is also important for 
consideration of the likely effects of lifting remaining labour market restrictions 
and of future enlargements.

There is still no comprehensive analysis of mobility trends during the course 
of enlargement (OECD 2008, Wiskow 2006). A few of the reports and case 
studies mentioned in section 1.3.1 provide some insights but the Romanian 
case study was published before accession (Galan 2006). Other reports and 
case studies include only the first 12 to 18 months of EU accession in Estonia 
(Buchan & Pefilieva 2006) and Lithuania (Buchan 2006b). Data and analysis 
published on Polish nurses include the first quarter of 2007 (Leśniowska 2007, 
2008).
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We will respond to the question on the role of enlargement and address the 
knowledge gaps by analysing the outflows from the seven EU-12 countries 
included in this study and identifying these health professionals in the statistics 
of the destination countries. We will also assess the time trends notwithstanding 
the lack of data in many countries. Intention-to-leave data will be used to fill 
data gaps when quantifying outflows.

1.3.3 Motivation of the mobile workforce

What are the motivations of the mobile workforce? Why do some health 
professionals leave their country but others stay or return? Understanding of 
these motivations is an essential precondition for policy-makers seeking to 
develop adequate recruitment and retention policies. 

Some existing studies in Europe provide some insights into motivations but 
huge gaps remain. The OECD (2008) has looked into these motivations and 
some studies focus on migrants from third countries (Nichols & Campbell 
2010a, 2010b). In Lithuania, studies were conducted on intentions to leave 
among physicians and medical residents (Stankunas et al. 2004), nurses 
(Matuleviciute 2007) and pharmacists (Smigelskas 2007). Related to this 
research, the framework of the European NEXT-Study6 has included extensive 
research on intention to leave the profession and another study has explored 
young doctors’ willingness to work in rural areas (Girasek et al. 2010). 

We have asked authors to address the motivations of the mobile workforce by 
researching specific motivational factors within their country based on surveys, 
qualitative interviews, focus groups, grey literature and expert observations. 
Specifically, we have asked the authors to consider instigating, activating and 
facilitating factors and encouraged them to identify research into the particular 
motivations driving health professionals intending to leave, to stay or to return.

1.3.4 Impacts on performance 

What are the (positive or negative) impacts on the performance of health 
systems that result from mobility flows? 

A central concern of our research and, therefore, of this volume is to analyse 
the impacts of health professional mobility on the performance of health 
systems. These are the lynchpin of the policy debate on health professional 
mobility. It is important to see whether both hopes and worries concerning 
health professional mobility are supported by the evidence reported from the 
countries. Also, there is a need for further examination of the distribution of 
effects between source and destination countries.
6 Nurses’ Early Exit Study (http://www.next.uni-wuppertal.de/EN/index.php?next-study, accessed 13 March 2011). 

http://www.next.uni-wuppertal.de/EN/index.php?next-study
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But what is known already about the impacts? Overall, there have been only a 
few attempts to identify impacts in Europe (Peeters et al. 2010), covering only a 
handful of countries including the United Kingdom (Ballard et al. 2004, Jinks 
et al. 2000), Germany (Hyde 2005), the Czech Republic (Mareckova 2006) 
and Poland (Leśniowska 2007). Some of the impacts relate to regional or local 
shortages, others to the training pipeline. There have also been reports on the 
impact on workforce planning. Another example is the concerns about impacts 
on health system performance raised by the informal network of competent 
authorities for the recognition of qualifications for doctors. These concerns 
focused on the quality of care and patient safety linked to the professional 
skills and language knowledge of migrant doctors and to their integration 
within the host country’s health system (Informal Network Competent 
Authorities for Doctors 2010). 

In this study we pick up on the observation discussed above: that impacts 
may affect health system performance indirectly through complex chains of 
causality. In conceptual terms, we are analysing not only direct impacts on 
performance but also impacts on the functions contributing to the objectives of 
a health system. To this end we have adopted a broad health systems approach 
based on the WHO health systems model depicted in Fig. 1.1.

1.3.5 Policy relevance

What is the policy relevance of these impacts vis-à-vis other workforce 
challenges? In other words, should policy-makers address health professional 
mobility as a priority? 

Creating resources
(investment and training)

Delivering
services

(provision)

Fair (financial)
contribution

Health

Stewardship
(oversight)

Financing
(collecting, pooling

and purchasing)

Responsiveness
(to people’s non-medical

expectations)

Functions the system performs Objectives of the system

Fig. 1.1  Categorizing the impacts of health professional mobility according to the     

                functions and objectives of the health system 

Source: WHO 2000.
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It is important to place health professional mobility within the context of other 
workforce issues in order to prioritize policy action. The results of such an 
examination can provide an overview to determine whether this is a pressing 
issue across Europe. It can also indicate whether health professional mobility 
requires specific policies or should be tackled in the context of other workforce 
measures. 

In order to respond to these questions, we have asked authors to qualitatively 
assess the relevance of health professional mobility in comparison with domestic 
workforce issues including the maldistribution of health workers over the 
territory, workforce shortages, attrition, demographic transition and problems 
with the training pipeline. In comparative terms, we will classify countries in 
different levels of policy relevance.

1.3.6 Policy and regulatory interventions

What are the policy options for addressing health professional mobility issues? 

Policy-makers aiming to tackle health professional mobility or to improve existing 
strategies will benefit from information on the use of policy and regulatory 
measures in other countries. Learning about the use of instruments individually 
and in conjunction with others may inspire solutions for their own country. 

There is limited knowledge on policy development concerning health professional 
mobility and general workforce issues and there is no comprehensive overview. 
Interest in workforce planning as a centrepiece of workforce policy has grown 
only recently (Dussault et al 2010). Buchan’s (2008) categorization of cross-
border instruments and tools for managing health professional mobility (Table 
1.1) provides a very useful starting point for further research but, apart from 
the research on bilateral agreements (Dhillon et al. 2010), knowledge remains 
patchy. 

To address some of the knowledge gaps, case study authors were asked to 
search for explicit recruitment policies (international and self-sufficiency), 
international frameworks (see Table 1.1), workforce planning procedures and 
general workforce measures facilitating the retention of health professionals by 
improving working conditions and the working environment.

1.4 Methodology

This section will provide more details on the methodologies employed to 
research the evidence for this book, starting with a brief summary of the 
PROMeTHEUS project. This will be followed by a discussion of the challenges 
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that faced the project and some of the strategies used to address the challenges: 
a good country sample, mechanisms to ensure comparability and a mix of 
research methodologies to develop analytically rich case studies.

Health PROMeTHEUS is a research project funded through the European 
Commission’s Seventh Framework Programme on research and innovation and 
run by a consortium of 11 partners, supported by seven country correspondents 
and a large number of country informants. Outputs of the project include 
several publications, conference workshops and policy dialogues. The acronym 
PROMeTHEUS was chosen because this titan of Greek mythology was a 
champion of mankind who stole fire from Zeus and gave it to mortals. Similarly, 
the aim of the project is to illuminate what would otherwise remain in the dark 
and compare the situation and trends of health mobility between countries in 
Europe. 

The project has faced a number of daunting challenges. First, throughout the 
course of the project, the analytical work of country case study authors was 
hindered by the lack of a commonly agreed definition of health professional 
mobility. A definition was deemed necessary to define the scope of research 
and is also a starting point for future categorization of different types of health 
professional mobility. A second challenge was the selection of countries for the 
sample without losing key developments and trends. Time and resources would 
not allow the inclusion of all 31 countries from the European free-movement 

Table 1.1  Cross-border instruments and tools for steering and managing health 
                   professional mobility

Instrument/tool Description

Twinning Links developed by health care organizations in source and 
destination countries based on staff exchanges, staff support 
and flow of resources to source country

Staff exchange Structured temporary move of staff to another organization, 
based on career and personal development opportunities or 
organizational development

Educational support Educators and/or educational resources and/or funding in 
temporary move from destination to source organization

Compensation Destination country provides some type of compensation 
to source country in recompense for the impact of active 
recruitment (much discussed but little evidence in practice)

Training for international 
recruitment

Government or private sector makes explicit decision to develop a 
training infrastructure to train health professionals for employment 
in other countries in order to generate remittances or fees

International code Code of ethics on international recruitment. The best known 
codes are those from the United Kingdom (introduced 2001) and 
the WHO Global Code (adopted 2010).

Source: Adapted from Buchan 2008.
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area, let alone reaching out to the wider Europe. Third, how to ensure the 
comparability of research results? Variations between European countries (in 
institutional settings, types of health system and organizational peculiarities, 
for example) do not allow direct comparison. Also, diverse countries produce 
diverse stories. This may be appealing to the reader but offers limited scope for 
comparison if each case study emphasizes or omits different aspects. Fourth, how 
to ensure that the analytical quality of a country’s case study is not undermined 
by variations in the availability of data and research literature? International 
studies and international databases have shown wide differences in data 
availability and time trend data. Some countries have well-established research 
on health professional mobility that provides a robust basis for developing a 
country case study, but good literature is scarce in other countries. It is not 
claimed that such a multitude of challenges could be overcome completely but 
a set of strategies was employed to address these concerns. 

To better define the focus of research and also to capture health professional 
mobility beyond the meaning of the foreign-trained, foreign-born and foreign-
national indicators, an adequate definition of health professional mobility was 
discussed from the beginning of the project. This definition (Box 1.1) will also 
provide guidance for our future research by providing a starting point for the 
development of typologies of health professional mobility and assessing the 
validity of indicators.

A country sample was established with the intention of capturing the situation 
in Europe and covering the major trends without the need to include all 31 
countries in the research. Four criteria were used to determine country selection. 
First, the sample should be sufficiently diverse and represent every corner of the 
EU including larger and smaller countries, those with national health systems 
and those with social health insurance. Second, the sample should enable 
a particular focus on the 2004 and 2007 enlargement countries since their 
role in health professional mobility was underresearched. Third, the sample 
should include larger European labour markets in Europe since they have a 
high capacity to absorb large absolute numbers of mobile health professionals 
while showing relatively low reliance on foreign health professionals. Fourth, 
the sample should meet the need to build the bridge to a wider Europe and to 
understand mobility between countries within and outside the free-movement 
area (Table 1.2). 

Box 1.1  Definition of health professional mobility emerging from the project

Any intentional change of country after graduation with the purpose and effect of 

delivering health-related services, including during training periods.
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The analytical framework discussed above was the centrepiece for ensuring 
comparability of results. All country authors were asked to respond to the 
questions raised in the analytical framework, which was supported by a 
resource package including a template, a conceptual background document.  
A user guide provided detailed instructions on the coverage of professions, data 
types and data time points. 

A mix of methodologies has been employed to research health professional 
mobility. The basic methodology is the country case study because impacts, 
inflows, outflows and policy responses are hugely influenced by country 
context. Case studies provide a systematic way of looking at health professional 
mobility, collecting data, analysing information and reporting the results.
All case study authors conducted a literature review on the basis of the analytical 
framework using international and national publications, different databases 
and the World Wide Web. Secondary data collections were collated from data 
on the reliance on foreign health professionals and on actual flows. The time 
trend data requested were chosen to reflect flows before and after the profound 
geopolitical changes of 1989. Authors of country case studies and country 
informants were asked to collect data for every year from 2000. Given the 
challenge of limited data and limited literature in some countries, interviews 
were conducted where necessary and appropriate: interviews with individual 
mobile health professionals to enable better understanding of the practicalities 
of health professional mobility and with experts in order to complement the 
existing literature and data. All country case study authors were asked to 
develop vignettes on health professional mobility to provide short summaries 
of individual experiences of health professional mobility. 

Table 1.2  Country coverage

Member States before 
2004

Member States since 
2004/2007

Countries having applied  
for EU membership

Austria Estonia Serbia

Belgium Hungary Turkey

Finland Lithuania

France Poland

Germany Romania

Italy Slovakia

Spain Slovenia

United Kingdom
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1.4.1 Limitations

The data on health professional mobility have imposed restrictions on the case 
studies as many have come with long disclaimers. Data analysis has been limited 
by the availability of indicators and of data and by the data collection methods. 
Outflow data are disputed because they do not measure outflows directly and 
therefore impose serious limitations on the data analysis.

In addition, the time taken to develop a book of this magnitude and employ all 
the necessary quality measures means that some data collections were finalized 
a year before publication. Therefore, the impacts of the global financial crisis 
were not yet visible in many countries at the time when this research took place.

Country case studies provide the broad view and can put health professional 
mobility in context. This is essential for understanding the phenomenon but 
the reader is likely to want to know more about the details of the trends; the 
difficulties surrounding indicators, data, data collection and many other topics. 
It is hoped that all these issues will be covered in much greater detail in the 
second volume.

1.5 Structure of the book

This book is divided into four parts. Part I comprises this introduction, the 
results of the cross-country analysis and a conclusion. Based on the country 
case studies, the cross-country analysis starts by quantifying mobility in Europe. 
This is followed by sections on the geographical patterns of mobility, the role of 
EU enlargement and the motivational factors that drive the mobile workforce. 
The next section presents the impacts on health systems performance will be 
presented and is followed by an analysis of the workforce context and the 
relevance of health professional mobility. The chapter ends with policy and 
regulatory interventions and a summary of results.

The concluding chapter of Part I aims to address the needs of policy-makers 
by bringing together all the different threads of the research as a conclusion, 
beginning with some highlights of health professional mobility from the 17 
countries included in the study. These are followed by key observations from 
the research. Then the changing context of health professional mobility and 
related risks and uncertainties are examined, followed by a discussion of policy 
implications and ending with some final reflections. 

Parts II to IV contain the 17 country case studies on how health professional 
mobility impacts on health system performance. Each chapter follows the same 
structure. Part II includes eight country case studies from the EU countries 
before the 2004 enlargement (the EU-15): countries Austria, Belgium, Finland, 
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France, Germany, Italy, Spain and the United Kingdom. Part III comprises 
seven country case studies from the 2004 and 2007 accession countries: 
Estonia, Hungary, Lithuania, Poland, Romania, Slovakia and Slovenia. Part IV 
comprises two country case studies: one from a candidate country (Turkey) and 
one from a country that has applied for EU membership (Serbia). 
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2.1. Introduction

In this chapter we present a cross-country analysis of health professional 
mobility from a health system’s perspective. The analysis brings to light time 
trends, geographical patterns, clusters of countries and horizontal issues in a 
comparative manner. The reader is taken through Europe to gain a picture of 
health professional mobility, its extent and implications that is as complete and 
accurate as possible.

The cross-country analysis is based on research results from case studies carried 
out in 17 countries.1 As noted in the previous chapter, the sample of countries 
provides a sound basis on which to draw conclusions about health professional 
mobility in Europe. The presentation of the results will not strictly follow the 
order of the conceptual framework outlined but rather takes inspiration from 
the framework’s broad thematic categories to systematize and analyse the case-
study findings in a manner that highlights key issues for researchers and policy-
makers. 

The chapter is structured around seven main sections. It begins by quantifying 
health professional mobility in Europe in order to give the reader a clear 
sense of its magnitude (section 2.2). Two aspects are examined: (i) reliance on 

1 Austria, Belgium, Estonia, Finland, France, Germany, Hungary, Italy, Lithuania, Poland, Romania, Serbia, Slovakia, 
Slovenia, Spain, Turkey, United Kingdom.
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foreign medical doctors, nurses and dentists in order to illustrate the extent to 
which foreign health professionals contribute to a country’s workforce; and (ii) 
mobility flows in order to measure the movements of health professionals which 
exit (outflows) and enter (inflows) the countries studied. The section concludes 
by raising a series of methodological issues relevant for quantifying mobility.  
To understand the directions of flows, section 2.3 looks at the geographical 
directions of mobility in Europe. Three patterns are identified: (i) mobility 
within the European free-movement area,2 (ii) mobility between neighbouring 
countries, and (iii) the role of EU enlargements. The last is of such importance 
that section 2.4 is dedicated to analysing the effects of the 2004 and 2007 
enlargements in both source and destination countries. 

Having presented mobility in quantitative and geographical terms, the chapter 
moves on to examine the motivational factors that influence individual health 
professionals to migrate (section 2.5). This is followed by an analysis of how 
health professional mobility impacts on health systems (section 2.6). Research 
findings on impacts are analysed according to the four health system functions 
of service delivery, resource creation, stewardship and financing. The impacts 
of mobility will also affect this issue’s degree of relevance within the domestic 
context. Section 2.7 examines the relevance of mobility vis-à-vis other health 
workforce issues such as territorial maldistribution, shortages, attrition, ageing 
and production of the health workforce. It also suggests a classification of 
countries based on the (high, medium or lower) relevance of health professional 
mobility. 

It is necessary to understand the impacts and relevance of mobility before 
considering the policy and regulatory interventions that countries employ 
to deal with health professional mobility. Section 2.8 explains (i) policy and 
regulatory interventions covering international recruitment and self-sufficiency 
policies; (ii) workforce planning as a continuous process of aligning workforce 
size, skills and competences with the needs and priorities of the system; and (iii) 
cross-border frameworks, including codes of conduct and bilateral agreements. 
It also examines the effects of general workforce measures such as increasing 
salaries, improving working conditions and modernizing the health-care 
infrastructure on the mobility of health professionals. The key findings and 
results are summarized in section 2.9.

2.2 Quantifying mobility in Europe 

Cross-border movements of health professionals affect the sizes of the health 
workforces in source and destination countries, their skill mix and their 

2 Throughout the text the term European free-movement area applies to EU and EEA countries plus Switzerland.
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distribution over the territory. These changes impact on health systems – 
the larger these movements the greater the likelihood of tangible impacts on 
health systems. Quantification of mobility is, therefore, the starting point for 
analysis of health professional mobility in Europe. This section will address two 
questions: (i) How much do health systems rely on foreign health professionals?  
(ii) What is the magnitude of actual flows from and to countries?

Reliance on foreign health professionals is defined as the share of foreign health 
professionals within a country’s health workforce in a given year, expressed 
as a percentage of the stock of the workforce. Health professional mobility is 
presented in a cumulative way as the statistics may not differentiate between 
foreign health professionals who moved to a country many years ago and those 
who moved very recently. Thus, the reliance changes only gradually over time 
despite policy changes or other events.

Flow is defined as the actual number of health professionals entering or leaving 
a country in a given year. It can also be expressed in percentages as the share 
of foreign health professionals newly entering the health system relative to all 
new entrants, providing an up-to-date measure of yearly intakes to the system. 
Likewise, outflows can be calculated by total numbers or the numbers of 
health professionals leaving the country as a proportion of the total workforce. 
Flows are measured against the migrating professionals. They can be subject 
to stark fluctuations and can react quickly to policy changes or changes in the 
geopolitical and economic contexts.

This section on quantifying mobility covers three professions – medical doctors, 
nurses and dentists. This is not only because of their importance for the health 
workforce but also because they fall under the automatic diploma recognition 
procedure specified in Directive 2005/36/EC on the recognition of professional 
qualifications, which makes their qualifications highly portable across borders. 
Australia, Canada, Ireland, New Zealand, Switzerland and the United States 
have been added to the comparison in order to better understand the relative 
position of the countries included in the case study sample. Three indicators 
are used to measure foreign health professionals – foreign trained, foreign born 
and foreign national. The data on which the analysis builds were taken from 
the case studies. These include registry data, census data, labour market data, 
work permits and intention-to-leave data. OECD data were included for the 
countries outside the case study sample. The most recent year included in the 
analysis was 2008 since these data were collected in 2009 and 2010. The section 
presents a situation analysis and, where data were available, time trends. For the 
latter, data for 1988 and 2000 have been used to capture the situation before 
and after major geopolitical development, including the revolutions of 1989 
and the dissolution of Yugoslavia (beginning in 1990), the USSR (1991) and 
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Czechoslovakia (1993), respectively. Data for 2004 and later serve to describe 
health professional mobility in the times of EU enlargement.

The section starts with a comparative analysis of the reliance on foreign health 
professionals within health systems. This is followed by a flow analysis. The last 
section is a brief discussion of the data limitations caused by the unavailability 
or poor quality of the data. 

2.2.1 Reliance on foreign health professionals

The analysis of reliance on foreign health professionals in the workforce starts 
with medical doctors and moves on to nurses and dentists. Countries are grouped 
according to their level of reliance on each profession: negligible to low reliance 
(less than 5%), moderate reliance (5%–less than 10%); high reliance (10%–less 
than 20%); and very high reliance (more than 20%). Differences between the 
EU-12 and the EU-15 will be discussed. The section ends with a comparison of 
the three professions. 

Turkey, Estonia, Slovakia and Poland show negligible reliance on foreign medical 
doctors, ranging from 0.02% to 0.7%. Hungary, Italy and France also have 
relatively low reliance on foreign medical doctors – less than 5% (see Fig. 2.1). 
Moderate reliance on foreign medical doctors can be observed for Germany and 
Finland (5.2% and 6.2%, respectively). Belgium, Portugal, Spain, Austria, Norway, 
Canada and Sweden have a high reliance (11.1–18.4%). Ranging between 22.5% 
and 36.8%, Switzerland, Slovenia, Ireland and the United Kingdom are the 
European countries with very high reliance on foreign medical doctors. 

No registry data on foreign medical doctors were available for Romania, Serbia 
and Lithuania. As a proxy, data on work permits for foreign medical doctors in 
Lithuania point to a negligible number of foreign health professionals, although 
issue of a work permit does not necessarily mean that the medical doctor will go 
on to join the health workforce. 

Reliance on foreign medical doctors in Europe is characterized by large 
differences across countries. The United Kingdom and Ireland are at one 
extreme, with more than one in three medical doctors being foreign trained. 
Reliance levels gradually decrease towards the eastern part of Europe (ranging 
between <1% and 2% in most 2004 and 2007 accession countries), pointing 
towards east–west asymmetries. Set in a global context, the scales of mobility 
in the “top four” European countries (United Kingdom, Ireland, Slovenia, 
Switzerland) are comparable to those in New Zealand, the United States, 
Australia and Canada, four of the major destinations worldwide.
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Sources: data sources from case studies3 – Estonia: Health Care Board; Slovakia: National Health Information Centre, 
National Register of Health Professionals; Poland: Polish Chamber of Physicians and Dentists; Hungary: Office of 
Health Authorisation and Administrative Procedures; France: National Medical Council; Germany: Federal Chamber 
of Physicians; Finland: Statistics Finland; Belgium: Federal Database of Health Care Professions; Spain: Organization 
of Medical Colleges; Austria: Census data (foreign-born) Austrian Medical Chamber (foreign-national), OECD 2010 
(foreign-trained); Slovenia: Medical Chamber of Slovenia; United Kingdom: General Medical Council. OECD (2010) 
data were used for the following countries: Turkey, Italy, Portugal, Norway, Canada, Sweden, Switzerland, Australia, 
United States, Ireland, New Zealand. 
Notes: Data not available in Romania, Serbia, Lithuania; a very low percentages b 2009 (all indicators); c 2006; d2007; e 
2001 (applies only to indicator: foreign-born).

Overall, it appears that Europe is less reliant on foreign nurses than on foreign 
doctors, although fewer countries in the sample can provide data (Fig. 2.2). 
Reliance on foreign nurses is negligible in Turkey and Slovakia and relatively 
low in Spain, Hungary, France, Finland, Sweden, Germany, the United States, 
Portugal and Belgium. Canada and Italy are the only countries in the cluster 
having moderate reliance on foreign nurses. Within Europe, the United 
Kingdom, Austria and Ireland have high or very high reliance on foreign nurses 
– ranging between 10% and 47.1%.

EU-15 countries show much greater reliance on foreign nurses than those in 
the EU-12, mirroring the findings for medical doctors. Hungary is the EU-12 
country with the highest reliance on foreign nurses (1.3%), a sharp contrast 
to Ireland (47%). However, Ireland seems to be an outlier as even the non-
European OECD countries included in the analysis have lower reliance on 
foreign nurses (although high reliance on foreign medical doctors).

3 Full references for countries are given in the reference lists of the individual country case studies.
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Fig. 2.1  Reliance on foreign medical doctors in selected European and non-European 
                OECD countries, 2008 or latest year available
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No data were available in eight countries – Estonia, Lithuania, Norway, 
Poland, Romania, Serbia, Slovenia and Switzerland. The case studies from 
Italy, Germany and Austria reveal a severe lack of data on a related issue – the 
numbers of foreign nurses and care workers working mainly in the provision 
of care to elderly people in private settings outside the official sector. This is 
predominantly an unofficial market either for non-EU nurses who are not eligible  
for diploma recognition or for EU nurses subject to labour market restrictions.  
Their working conditions give cause for concern and official information on the 
quality and nature of services they deliver is largely non-existent.

With regard to dentists,4 the findings from Slovakia, Germany, France, Poland, 
Hungary and Finland show negligible to relatively low reliance on foreign 
dentists (0.7–4.0%); Belgium has moderate reliance (6.1%); and Austria 
(21.3%) and Slovenia (22.7%) have very high reliance (Fig. 2.3). Although 
no national data were presented for Spain, regional data from 2007 point 
to high and very high reliance on foreign dentists in Madrid and Valencia 
(approximately 20%) and Las Palmas (43%). 

4 Dental doctors in Slovakia.
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Fig. 2.2  Reliance on foreign nurses in selected European and non-European OECD 
                countries, 2008 or latest year available

Sources: Slovakia: National Health Information Centre; Spain: Council of Nurses; Hungary: Office of Health Authorisation 
and Administrative Procedures; France: Cash & Ulmann 2008; Finland: Statistics Finland; Germany: Federal Employment 
Agency; Belgium: Federal Database of Health Care Professions; United Kingdom: Nursing and Midwifery Council; Austria: 
Census data. OECD (2010) data were used for the following countries: Turkey, Italy, Portugal, Norway, Canada, Sweden, 
Switzerland, Australia, United States, Ireland, New Zealand. 
Notes: No data provided for Estonia, Lithuania, Norway, Poland, Romania, Serbia, Slovenia, Switzerland; a 2005; b 2007, 
c 2006; d covers nurses and midwives subject to social insurance contributions; e 2004; f 2001. 
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Analysis of the reliance on foreign dentists is limited by the lack of data. 
Only eight of the case studies included data on dentists and there were no 
OECD data to complement the analysis. In light of the paucity of quantitative 
information, no conclusions could be drawn or characteristics identified across 
Europe. However, it should be noted that the very high reliance on foreign 
dentists in Slovenia corresponds with the results for medical doctors.

2.2.2 Flow analysis

Flow analysis captures the dynamic of health professional mobility, quantifying 
the phenomenon by counting the numbers of health professionals leaving and 
entering countries. It can also be presented in terms of the share of foreign 
health professionals among all health professionals newly entering the health 
system or the share of health professionals leaving as a proportion of all health 
professionals in the service. 

Inflow analysis plays an important role in monitoring not only the numbers 
of incoming health professionals but also their professions, specializations and 
geographical distribution. Ethical reasons require monitoring of the source 

Fig. 2.3  Reliance on foreign dentists in selected European and non-European OECD 
                countries, 2008 or latest year available

Sources: Slovakia: National Health Information Centre, National Register of Health Professions; Germany: Federal 
Chamber of Dentists; France: National Order of Dental Surgeons; Poland: Polish Chamber of Physicians and Dentists; 
Hungary: Office of Health Authorisation and Administrative Procedures; Finland: Statistics Finland; Belgium: Federal 
Database of Health Care Professions; Austria: Austrian Chamber of Dentists; Slovenia: Medical and Dental Register, 
Medical Chamber of Slovenia. 
Notes: No data provided for Australia, Canada, Estonia, Ireland, Italy, Lithuania, New Zealand, Norway, Portugal, Romania, 
Serbia, Spain, Sweden, Switzerland, Turkey, United Kingdom, United States; a 2007; b 2009 (all indicators); c 2006. 
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country in order to avoid recruiting from countries facing workforce shortages. 
Inflow analysis is an important tool for ensuring the accuracy of workforce 
planning. 

Outflow analysis is also relevant for workforce planning. If not factored 
in adequately, workforce planners may underestimate annual losses of the 
workforce and the loss of specific skills, thereby producing inaccurate planning 
projections that may lead to inadequate decisions. Outflow analysis is also 
an early warning signal of health workers’ dissatisfaction with their working 
conditions, working environment and work content. The signal can help to 
attract the attention of policy-makers, health-care managers and professional 
organizations and enable timely responses.

From a long-term perspective, mobility and migration in Europe appear to 
have increased. With the exception of the United Kingdom, most of the EU-
15 countries for which data were available show a rise in yearly inflows of 
medical doctors and dentists over the last 10 to 20 years. Trends among nurses 
are inconclusive because of the severe lack of data. Outflows from the EU-12 
countries appear to have increased since the EU enlargements but on a smaller 
scale than expected (see section 2.4.1). Moreover, even some of the EU-15 
countries have experienced increasing outflows. All three of these developments 
point towards increasing levels of mobility on the whole. However, a degree of 
caution is required as the findings are based on a relatively small number of 
countries providing time series data,5 often covering a shorter time period than 
requested6 and reflecting the paucity of evidence available to show time trends.

Inflows

This section provides an analysis of the inflows of medical doctors, nurses and 
dentists. A situation analysis of inflows in 2008 will be presented for each 
profession. This will be followed by an analysis of the increases or decreases 
since 1988. Finally the continuities and discontinuities of these trends will 
be analysed. Differences between the EU-15 and the EU-12 will be discussed 
throughout the section.

Although based on a limited sample, the situation analysis for medical doctors 
in 2008 clearly shows that the EU-15 have experienced higher inflows than 
the EU-12 in both absolute numbers and in relative terms. In 2008, inflow 
data for medical doctors were reported for Austria, Finland, France, Germany, 
Hungary, Lithuania, Poland, Slovenia, Spain and the United Kingdom.  
In absolute numbers, the largest inflows of medical doctors were experienced 

5 Data on time trends were retrieved from the 17 case studies and included in the analysis only when at least three points 
in time were covered. 
6 Many case study authors could not provide data on long-term trends such as the 10 or 20 year time period requested 
and provided data for periods of only six to eight years (e.g. 2003–2008).
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by Spain (8282 foreign degrees recognized), the United Kingdom (5022 
foreign-trained newly registered) and Germany (1583 foreign-national newly 
registered). Lithuania reported the lowest absolute number – 11 work permits 
issued to new entrants. Only a handful of country case studies reported on 
the share of foreign health professionals within all newly registered medical 
doctors. Of these countries, the United Kingdom reported by far the highest 
proportion (42.6%) followed by Austria (13.5%), Hungary (4.7%) and Poland 
(2.7%). 

For the purpose of presentation, the time-trend figures were split between 
countries with inflows of fewer than 1000 foreign medical doctors per year 
(Fig. 2.4) and those with more (Fig. 2.5).

Not all countries could provide data for the whole reporting period starting 
in 1988. Based on the available data, inflows to EU-15 and EU-12 countries 
indicate diverging trends. The trends in Slovenia and Hungary are more difficult 
to interpret as the former covers only six years (since 2003) and the latter only 
five (since 2004). However, yearly inflows have decreased during these periods. 
The numbers for Lithuania are so low that no conclusions can be drawn. 

Fig. 2.4  Inflows of foreign medical doctors (countries with annual inflows below 1000) 
                1988–2008

Notes: Austria: newly registered foreign-national medical doctors (Austrian Medical Chamber); France: newly registered 
foreign-national medical doctors (National Medical Council); Hungary: newly registered foreign-national medical 
doctors (Office of Health Authorisation and Administrative Procedures); Lithuania: work permits issued to foreign health 
professionals (Lithuanian Labour Exchange); Slovenia: foreign-trained newly registered medical doctors (Medical Chamber 
of Slovenia). 
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In most EU-15 countries for which data were available, the inflows of foreign 
medical doctors appear to have increased or peaked. Inflows to Austria reached 
their highest numbers in 2004 and 2007 but showed an overall growth in 
total numbers in comparison to 2000. France reported stark fluctuations in 
yearly inflows, but yearly inflows between 2002 and 2006 were higher than 
in 1988. Inflows to Germany increased from 2000 and peaked in 2003 but 
did not decrease substantially over the following years. Spain has experienced 
a continuous and, since 2004, an increasingly rapid growth in inflows. Inflows 
to the United Kingdom grew rapidly and must have peaked in or before 2003. 
A key reason for this is the change in recruitment policy from international 
recruitment to self-sufficiency (see section 2.8).

The situation analysis of inflows of foreign nurses in 2008 is based on data 
reported for Austria, Belgium, Finland, France, Hungary, Italy and the United 
Kingdom. Italy reported the highest number of foreign-trained nurses (9168), 
followed by the United Kingdom (3724). Finland reported a small number of 
foreign-born nurses (97). The share of foreign nurses among all newly registered 
nurses was markedly highest in Italy (28%), followed by the United Kingdom 
(14.7%) and Belgium (13.5%). In Hungary, only 2.4% of all newly registered 
nurses were foreign nationals.

Fig. 2.5  Inflows of foreign medical doctors (countries with annual inflows above 1000) 
                1988–2008

Notes: Germany: newly registered foreign-national medical doctors (Federal Chamber of Physicians); Spain: foreign degrees 
in general medicine recognized in Spain, not including speciality degrees (National Statistics Institute database, Ministry of 
Education); United Kingdom: newly registered foreign-trained medical doctors (General Medical Council).
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Data on time trends for nurses showed major limitations and were available 
in only 4 of the 17 case studies: Austria, Belgium, Hungary and the United 
Kingdom. These cover time periods of four to six years7 with the exception 
of the United Kingdom for which data dating back to 1988 were available. 
Austria and Belgium showed a clear upward trend of yearly inflows (Austria: 
428 in 2003 to 773 in 20088, Belgium: 205 in 2005 to 565 in 20089). 
A decreasing trend emerged in Hungary, where numbers dropped from 439 
in 2004 to 190 in 2008. In the United Kingdom, the effects of changes in its 
recruitment policy are clearly reflected in flow data: yearly inflows increased 
substantially from 1988 to 2004 (from 2808 to 15 065 foreign-trained nurses 
and midwives) and decreased considerably thereafter (to 3724 in 2008). Yet, 
given the limited country coverage of time series data on nurses, no conclusions 
could be drawn on the patterns between EU-12 and EU-15 countries. 

The situation analysis for dentists in 2008 is based on data reported from Austria, 
Belgium, Finland, Hungary, Poland, Slovenia and Spain. Analogous with the 
results for medical doctors, EU-15 countries experienced higher inflows than 
those in the EU-12, both in absolute numbers and in the share of foreign 
dentists among all newly registered dentists (Fig. 2.6). The highest absolute 
inflow number of foreign-trained dentists was reported in Spain (421), followed 
by Austria (100). All other countries reported much lower inflow numbers; 
Hungary reported the lowest (18). In Austria, newly registered foreign-national 
dentists made up 40.8% of all newly registered dentists, followed by the United 
Kingdom (33.7%), Belgium (19%), Hungary (9.7%) and Poland (3%).

The analysis in Fig. 2.6 shows increases in the inflows of foreign dentists to 
Spain, Austria, and Belgium although there is a lack of trend data. The absolute 
numbers for Estonia, Hungary and Slovenia are so low that no conclusions on 
the trends can be drawn. 

Outflows

Outflows reflect the numbers of health professionals leaving a country. They 
can be expressed in absolute or relative terms, the latter analysing the share of 
health professionals lost from the workforce. Measurement of outflows is a key 
challenge for workforce planners and policy-makers and in most countries the 
numbers are unknown and subject to speculation. 

Outflows can be measured against registry data from receiving countries. 
However, not all countries hold registry data for all health professions and not  
 

7 Austria: 2003–2008, Belgium: 2005–2008, Hungary: 2004–2008, United Kingdom: 1988 and 2003–2008.
8 Foreign-trained nurses having applied for diploma validation.
9 Newly licensed foreign-trained nurses.
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all countries identify newly registered health professionals. Intention-to-leave 
data are used as proxies but do not equal actual cross-border mobility. The term 
“intention to leave” is self-explanatory, signalling health professionals’ intentions 
to move as evidenced by active requests for confirmation of entitlement to 
practise abroad. These are data on requests for diploma recognition in other 
countries following the procedure of Directive 2005/36/EC on the recognition 
of professional qualifications. However, there are two main reasons why these 
data have limited accuracy. Firstly, the Belgian and Slovak case studies reported 
that not all countries systematically request these certificates and this may lead 
to an underestimate of actual outflows. Secondly, health professionals may 
apply but do not actually move or individuals may apply more than once and 
cause overestimates of actual flows. 

Outflows are one of the most contentious policy issues in health professional 
mobility. The term brain drain was used widely to describe the exodus of health 
professionals from countries already facing labour shortages in the health system. 
Outflows are also a high-profile policy issue in the EU, since EU-12 countries 
are worried about systematic loss of their workforces to EU-15 countries. 

Sources: Austria: newly registered foreign-national dentists in Austria (Austrian Chamber of Dentists); Belgium: foreign-
trained newly licensed dentists (Federal Database of Health Care Professionals); Estonia: practising foreign-trained 
registered dentists in Estonia (Health Care Board); Hungary: foreign-national newly registered dentists in Hungary (Office 
of Health Authorisation and Administrative Procedures); Slovenia: foreign-trained newly registered dentists (Medical 
Chamber of Slovenia); Spain: non-EU and EEA degrees recognized in Spain (National Statistics Institute). 
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According to the case studies, mobility has increased over time in terms of 
outflows too. However, the substantial lack of data on emigrating health 
professionals means that outflow data are only approximate – based on 
certificates of diploma recognition or certificates of good standing (CGS), 
which should be interpreted as outflow intentions.

Outflows from Estonia, Hungary, Poland, Romania, Slovakia and Slovenia 
increased substantially at the time of EU enlargements and then decreased 
but remained at a higher overall scale than before EU enlargement. Recent 
(2009 or 2010) data from Estonia, Hungary and Romania point towards new 
increases in outflows, possibly showing the effects of the global economic crisis. 
Some of the large destination countries, such as Austria, Germany, Italy and the 
United Kingdom, also experienced increases in actual outflows and the outflow 
intentions of their workforces (discussed in detail in section 2.4). Between 
1988 and 2007, the number of Austrian medical doctors on the German 
medical registry increased from 260 to 1613. Data on outflows for Germany 
are available only since 2000. Between 2000 and 2008, the annual outflows 
of German medical doctors almost tripled (from 1097 to 3065), mostly to 
Switzerland, Austria, the United States and the United Kingdom. Some sources 
estimate much higher outflows. A rise in outflows cannot be confirmed for 
nurses in either country: numbers decreased in Austria and the German data 
are inconclusive. 

The Italian data also suggest increasing outflows of medical doctors, as measured 
by Italian nationals registered in Germany and the United Kingdom. In the 
latter, the number of Italian general practitioners notably increased. This trend 
is also reflected for Italian nurses. Interestingly, while the United Kingdom 
is a major destination that absorbs high numbers of internationally trained 
health professionals it also loses increasing numbers of health professionals. 
However, the scale of outflows or outflow intentions is not comparable to that 
of inflows. Finland and Spain reported a declining trend in outflows and in 
outflow intentions (as well as important numbers of returnees), whereas time 
trends in Belgium and France remained inconclusive. 

Both EU-12 and EU-15 countries are losing health professionals. But, unlike 
EU-12 countries, many EU-15 countries are simultaneously receiving health 
professionals. 

Analysis in this section on quantifying mobility in Europe has been built on 
limited data, collected directly from the data sources in the respective countries 
and complemented by OECD data. Comparisons were made on a less than 
robust basis as the following section will argue. 
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2.2.3 Methodological issues 

In the absence of any adequate commonly agreed definition of health professional 
mobility, the readily available indicators of foreign nationality, foreign born and 
foreign trained have been used in this study. The figures illustrate how usage of 
these indicators differs between countries. For example, data from Austria and 
Poland where all three indicators for medical doctors could be obtainded (Fig. 
2.1) show vast differences in the values: more than threefold for Austria and 
almost fivefold for Poland, depending on the indicator used. Comparison of the 
countries shows that not one of these indicators consistently estimates higher 
than another, but without a good definition of health professional mobility it is 
not possible to judge their validity. 

The case studies show variations in the availability of data on mobility – for 
example, a paucity of quantitative information in Romania, Serbia and Turkey 
but a relatively good evidence base in the United Kingdom. There are also large 
differences in the quality of data, in terms of coverage of the health professions, 
registration procedures, indicators used and periodicity. 

Data on medical doctors and dentists were generally of better quality than those 
for nurses. Limited or no data on nurses were identified in Lithuania, Poland, 
Romania, Serbia and Slovenia. Nursing is not a registered profession in Austria 
and Germany but data from other sources are available. In several countries, nurses 
are grouped with other professions, for example nurses and midwives in Germany 
and the United Kingdom; nurses and allied health professionals in Hungary.

Compulsory registration is not the practice in all countries. It does not cover 
all medical doctors in France and, although self-employed medical doctors and 
those in the private sector are registered in Poland, they are not included in 
public statistics concerning employment in a public sector. In Spain, registration 
is not mandatory in the public sector and covers only basic medical degrees. 
This may lead to an overestimate of mobility as it is assumed that almost all 
foreign medical doctors register. Reregistration procedures also influence 
data comparability. Whereas data in Austria cover active medical doctors, 
Belgium, France, Poland and the United Kingdom cover total registered health 
professionals. Germany, Hungary, Slovakia and Estonia provide information 
on both active and total numbers of registered medical doctors. 

Analyses of time trends were only possible in a limited number of countries and 
good time series data were rare or non-existent in the vast majority of countries 
covered by the case studies. This was due to several reasons including simply the 
unavailability of data 10 or 20 years ago and changes over time concerning the 
coverage of data sources, registration and reregistration procedures; definitions 
used; or data holders (e.g. from government agencies to professional bodies). 



37Cross-country analysis of health professional mobility in Europe: the results

2.3. Geographical patterns of mobility in Europe

The preceding section has focused on the magnitude of health professional 
mobility by analysing the reliance on foreign health professionals and 
the actual flows to and from countries. This section moves the analytical 
perspective towards a spatial focus, identifying the geographical patterns of 
health professional mobility in the EU. The three patterns analysed include 
mobility within and beyond the European free-movement area, mobility 
between neighbouring countries and the EU enlargements in 2004 and 2007.  
EU enlargements provide insight on the geographical patterns of mobility as 
they concern flows and the directions of flow. Given their importance as a 
policy issue, EU enlargements will be covered separately (section 2.4). 

2.3.1 Mobility within and beyond the European free-movement area 

The aim of this section is to identify regional clusters of health professional 
mobility in terms of the prevailing geographical sources of mobile health 
professionals. If policy responses to health professional mobility are envisaged 
it is important to know whether this is predominantly a global or a European 
phenomenon and whether it varies from country to country and from profession 
to profession. 

For the analysis, countries are organized according to three clusters: (i) the 
European free-movement area covering EU and EEA countries plus Switzerland, 
(ii) the wider Europe,10 and (iii) the third countries.11 A region is deemed to 
be dominant if it is the source of the larger part of the workforce. Estonia, 
Lithuania, Poland and Slovakia are excluded from the analysis since they have 
very low reliance on foreign health professionals. The analysis is based on both 
stock and flow data but is limited by inconsistencies in data reporting between 
the different case studies. For example, countries may be clustered either as EU 
or EEA countries or as EEA countries and Switzerland. However, the wider 
Europe of WHO includes Israel, the central Asian republics and Kazakhstan, 
which are not reflected in national data sources. In addition, the different 
data sources available in different countries produce slightly different figures, 
as reported for France and Italy. Data also may be presented as percentages 
or as absolute numbers and thus offer no possibility to calculate a common 
aggregate. 

Austria, Belgium, France, Germany and Italy receive their foreign health 
professionals predominantly from the European free-movement area. The share of 
EU doctors among all medical doctors in Austria was 6.3% in 2008 compared 

10 Countries of the WHO European Region outside the free-movement area.
11 All countries outside the WHO European Region. 



38 Health Professional Mobility and Health Systems

with only 2.3% of foreign medical doctors from non-EU countries. In 2008, 
10.5% of all medical doctors in Belgium were foreign nationals. The largest 
contingents were French (2.3%), Dutch (2.6%), German (0.8%), Italian 
(0.7%), Spanish (0.5%) and Romanian (0.5%). In France, 54% of all foreign 
medical doctors in 2005 were from EU countries; data from the French National 
Medical Council (CNOM) show an even higher share in 2010 (66%). In 2006, 
the majority (4488) of the 7616 newly registered nurses in France came from EU 
countries. Around 51% of Germany’s foreign medical doctors are EU nationals.  
The proportion of foreign medical doctors in Italy has been estimated at around 
4% with the major contingents coming from Germany (1276), Switzerland 
(869), Greece (851), the Islamic Republic of Iran (752), France (686), 
Venezuela (626), the United States (618), Argentina (584), Romania (555) 
and Albania (431). The share of foreign health professionals within the Italian 
nursing workforce was around 11% in 2008. The largest groups were from the 
European free-movement area, including Romania (25%), Poland (10.7%), 
Switzerland (7%), Germany (5.6%), France and Spain (around 3.5% each).

Slovenia is the only country in this study that receives the majority of its 
foreign health professionals from the wider Europe cluster. The stock of all 
active medical doctors in 2008 made up 22.5% of foreign health professionals, 
primarily from Croatia, Bosnia and Herzegovina and Serbia. Some countries of 
the European free-movement area cluster (such as Germany, Austria, Finland) 
also receive considerable numbers of health professionals from wider Europe. 
In Germany, this is the source of around 20% of foreign medical doctors.  
The Russian Federation was the third most important source country in 2008, 
with 1685 registered medical doctors in the total stock. Croatia and Turkey 
are the main source countries for foreign nurses in Germany. Austria has also 
significant inflows of nurses from countries from the wider Europe. Health 
professionals from the former Yugoslavia amounted to 7% of the foreign 
workforce. Collectively, Finland receives more medical doctors from the 
European free-movement area but foreign medical doctors from the Russian 
Federation formed the single most important group, with around 70–80 new 
registrations per year in 2004–2008.

The United Kingdom and Spain receive their foreign health professionals 
predominantly from third countries. Spain recruits medical doctors from Latin 
America – 7706 of the 8282 foreign diplomas recognized in 2008 were from 
outside the EU. 

Inflows to the United Kingdom have come largely from Commonwealth 
countries and 27% of all medical doctors in the United Kingdom come from 
outside the EEA. The most important source countries were India, Pakistan, 
South Africa, Nigeria and Australia, but the trend has changed. Inflows of 
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medical doctors from Asia reached a peak of 5366 in 2004 but had dropped 
to 1705 in 2008; the share of doctors from the European free-movement 
area countries rose from 6% in 1988 to 9% in 2008. There was a similar 
development in the inflows of nurses from Asia – these peaked at 7872 newly 
registered nurses in 2003 but had fallen to 1541 in 2008. These fluctuations are 
the consequences of the policy changes discussed in section 2.8.

Some countries that receive the majority of their health professionals from the 
European free-movement area also have close ties to third countries. In France, 
36% (3659) of foreign medical doctors in 2009 came from Algeria, Morocco 
and Tunisia. Austria has small contingents of foreign health professionals from 
third countries – around 5% of foreign-trained medical doctors come from the 
Islamic Repulic of Iran, 2% from the Syrian Arab Republic and 1% from Egypt. 
Between 2004 and 2006, 51 medical doctors with a diploma from the Congo 
and 93 with a diploma from Morocco undertook part of their specialization in 
Belgium. Nurses with Congolese and Lebanese diplomas also work in Belgium. 
In Germany, around 28% of foreign medical doctors come from third countries 
in Asia (4163), Africa (916), America (722), Australia and Oceania (17) and 
other countries (242).

2.3.2 Mobility between neighbouring countries

The second geographical pattern analysed in this section is mobility between 
neighbouring countries. Densely populated border regions, shared languages 
and cultural ties increase the likelihood of this. The analysis focuses on Austria–
Germany, France–Belgium–Netherlands, Austria–Italy–Hungary–Slovenia–
Slovakia and Finland–Sweden–Estonia–Russian Federation. Methodologically, 
the links were established in terms of the source country’s importance in the 
destination country, for example as the single, second or third most important 
source country.

Neighbourhood movements are occurring throughout the EU. Box 2.1 focuses 
on some hot-spots with reciprocal or one-way flows.

2.4 Role of EU enlargements

This section examines the effects of the EU enlargements that added 10 new 
Member States in 2004 and two in 2007. With a combined population of 
over 100 million citizens, these countries substantially extended the European 
labour market for health professionals. The portability of health professional 
qualifications was guaranteed by the European treaties establishing a free-
movement area. This facilitated the mutual and, in most cases, automatic 
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Box 2.1  Hot-spots for mobility between neighbouring countries

Austria–Germany

Relatively intense and roughly balanced two-way flows. In 2008: 

à 1802 Austrian-national medical doctors were registered in the German Federal 

Physician’s Chamber 

ß 1453 German-national doctors were registered in the Austrian Medical Chamber

Each country is the other’s most important destination for medical doctors. Yearly inflow 

data for 2008 and 2007 confirm close migratory ties. 

France–Belgium–Netherlands

Reciprocal flows where linguistic proximity exists. The Netherlands recognize Belgian 

medicine, dentistry and nursing diplomas without systematically requesting conformity 

certificates.

à 1576 Belgian nationals were registered with the French Medical Order in 2009 (16% 

of foreign medical workforce in France)

ß 1163 French-national medical doctors registered in Belgium in 2008 

ß 1152 foreign nursing diplomas recognized in Belgium in 2004–2008, 40% were 

French

à 81 nurses with Belgian diplomas registered in the Netherlands in 2006–2008 

ß 253 Dutch nursing diplomas recognized by Belgian authorities in 2004–2008

France and the Netherlands are main destinations for Belgian medical doctors, nurses 

and dentists. 

Austria and neighbours 

One-way flows to Austria: 

à Top destination country for nurses from Slovenia and Slovakia, 41% (728) of 

conformity certificates requested by Slovak nurses in 2004–2007 stated “Austria” 

à Among the top three destinations for medical doctors from Slovenia, Italy (particularly 

South Tyrol) and Hungary (to a lesser extent) 

Finland–Sweden–Estonia–Russian Federation 

Finland and Sweden: two-way flows of medical doctors and nurses. 

Finland: Estonia and the Russian Federation are main source countries for medical 

doctors – declared destination of 74% of recognition certificates issued to medical 

doctors and of 61% issued to nurses in Estonia. 

Estonia: foreign medical doctors come mostly from the Russian Federation and Ukraine, 

followed by Finland and Latvia. Russian-speaking foreign medical doctors who do not 

move on (e.g. to Finland) often work in north-east Estonia where the population speaks 

Russian. 
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recognition of diplomas for medical doctors, nurses, dentists, midwives and 
pharmacists, although some EU-15 countries set up labour market restrictions 
covering transitional phases.12 Enlargement also added to the economic 
diversity of the EU, and markedly lower salary levels in the accession countries 
provided new strong incentives to seek work elsewhere. 

This section deals with four topics central to the analysis of European 
enlargement: (i) magnitude of outflows from EU-12 countries, (ii) magnitude 
of inflows to EU-15, (iii) pre-accession flows from eastern Europe, and (iv) the 
changing nature of mobility. It is followed by a short summary .

In most countries, the only data source available to estimate outflows is 
intention-to-leave data. In some countries, studies were conducted to explore 
health professionals’ willingness to leave the country. Intention-to-leave data 
emanate from the EU’s mutual recognition of diplomas that requires certificates 
of diploma recognition or CGSs. These documents are issued by the competent 
authorities at the request of the health professional seeking recognition of 
qualification in another EU country. 

2.4.1 Magnitude of outflows from EU-12 countries 

The magnitude of outflows of health professionals measured on the basis of 
intention-to-leave data was not as large as anticipated before accession (see 
Table 2.1). In those countries with data available, outflows have rarely exceeded 
3% of the domestic workforce – in 2005 diploma recognition certificates 
issued represented approximately 3% of all registered Polish medical doctors, a 
maximum of 1% of the Slovenian workforce, approximately 2% of the Estonian 
active medical workforce after 2004 (but 6.5% at the height of mobility in 
2004) and around 3% of medical doctors who actually left Romania in 2007. 
However, it is not only the EU-12 countries that lose health professionals, 
and comparison with EU-15 data helps to qualify the magnitude of outflows.  
For Germany, for example, a study conducted to determine the outflow in 
2008 showed that this amounted to 1% of active medical doctors. 

Estonia, Poland, Slovakia and Romania faced initial strong outflows in the years 
of accession followed by a fall; Hungary faced initial strong outflows in the year 
of accession followed by more contained development. The highest numbers of 
mutual recognition of diploma certificates were issued in the year of accession 
or the next year, followed by a decreasing tendency. In Estonia, the numbers 
of certificates of recognition peaked in 2004, with 283 for medical diplomas, 
118 for nursing diplomas and 29 for dental diplomas. Numbers dropped 

12 Labour market restrictions for EU-8 nationals still apply in Austria, Germany, Malta and Switzerland. Romanian and 
Bulgarian nationals are subject to restrictions in Austria, Belgium, France, Germany, Iceland, Ireland, Italy, Liechtenstein, 
Luxembourg, Malta, the Netherlands, Norway and the United Kingdom.
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considerably in the following years, between three- and fourfold, but increased 
again slightly in 2009. There were similar patterns for Poland and Slovakia in 
2005.13 Following EU enlargement, medical doctors and dentists appear to have 
had greater increases in mobility than nurses. However, it may be that the real 
scale of nurses’ migratory flows has been considerably underestimated because 
of the lack of good-quality data in several countries, including Poland, Romania 
and Slovakia. Intention-to-leave data from Romania indicate continuing high 
outflows of medical doctors; more than 300 certificates per month were issued 
to Romanian medical doctors in 2010. However, Romania provides a good 
example that intention-to-leave data must be interpreted with care as the 
reported outflow (based on intention-to-leave data) of 4990 medical doctors in 
2007 contrasts sharply with the findings of a separate study that concluded that 
1421 medical doctors actually left the country. Still, the scale of these yearly 
outflows is a matter of concern, particularly because the most economically 
deprived region in the north-east of the country was most affected by outflows. 

There are two possible explanations for the high number of intentions to leave 
in 2004 or 2005 in Estonia, Hungary, Slovakia and Poland and in 2007 in 
Romania. Firstly, it may be that interest to leave these countries was greatest 

13 Numbers in 2005 may be of a cumulative nature.

Table 2.1  Yearly outflows/outflow intentions of medical doctors from selected 2004 and 
                   2007 EU Member States

Country Indicator 2004 h 2005 2006 2007 2008 2009

Estonia Intention to leavea 
(% among active workforce)

283
(6.5%)

79
(1.8%)

87
(2.0%)

75
(1.7%)

79
(1.8%)

106
(2.4%)

Hungary Intention to leaveb

(% among active workforce)
906

(2.7%)
889

(2.7%)
721

(2.2%)
695

(2.1%)
803

(2.4%)
887
(na)

Lithuania Intention to leavec

(% among active workforce)
357

(2.7%)
186 

(1.4%)
– – – 132

 (0.9%)

Poland Intention to leaved na 3579i 1535i 1123i 901j na

Slovakia Intention to leavee 442 594 376 267 250 217

Romania Intention to leavef 
(% among active workforce)

– – – 4990
(10.2%)

2683k na

Emigration study g

(% among active workforce)
– – – 1421

(3%)
na na

Sources: a Certificates of recognition of diplomas issued (Health Care Board); b applications for certification – all applicants, 
whether residing in Hungary or elsewhere (Office of Health Authorisation and Administrative Procedures);  
c issued to medical doctors (Lithuanian Ministry of Health); d certificates issued in Poland (Central Statistical Office 
2009); e  certificates issued (Ministry of Health of Slovakia); f applications for diploma verifications (Ministry of Health of 
Romania); g study on emigration among all practising medical doctors (Dragomiristeanu et al. 2008). 
Notes: h May–December only; i as of 30 June (numbers for 2005 may be cumulative); j as of 31 December; k Covers 2008 
and January to May 2009; na: Not available..  



43Cross-country analysis of health professional mobility in Europe: the results

in the year of accession. Secondly, these numbers may reflect a culmination 
of both prospective and retrospective applications – including not only health 
professionals residing in the country and wishing to leave but also health 
professionals already living abroad but requesting recognition retrospectively, 
as demonstrated by the Hungarian case study. 

2.4.2 Magnitude of inflows in EU-15 countries

The numbers of newly registered EU-12 medical doctors, nurses and dentists 
in destination countries such as Austria, Belgium, Finland, France and Italy 
increased modestly around 2004 and 2007. France experienced marked 
increases in the numbers of Romanian registered medical doctors – from 174 
in 2007 to 1160 in January 2009. Spain and the United Kingdom reported 
important inflows of medical doctors from Poland and Romania partly linked 
to the active roles of recruitment agencies targeting these countries. 

For Austria, inflows for nurses seem to follow the accession. No nurses from future 
enlargement countries applied for diploma validation in 2003 but the number 
increased from 0 to 159 in 2004 and to 278 in 2008. The United Kingdom has 
become one of the major destination countries, attracting an increasing number 
of medical doctors from Poland but also from Hungary, Romania, Slovakia and 
Lithuania. Nurses from EU-12 countries are also clearly visible in the statistics 
(see Table 2.2). The United Kingdom, Ireland and Scandinavian countries were 
the main destination countries for Lithuanian nurses. 

2.4.3 Pre-accession flows from eastern Europe

Health professional mobility across the European region existed well before 
the EU expanded, influenced by geopolitical contexts, labour markets and 
economic circumstances. A first wave of labour migration from east to west 
emerged after 1991 as the dissolution of the former USSR triggered outflows 
of health professionals from newly independent states to western European 
countries, Canada and the United States. Cumbersome and costly registration 
and licensing requirements in destination countries hampered mobility, 
however. The case studies show that the east-to-west mobility of health 

Table 2.2  Medical doctors, nurses and midwives from EU-12 countries  newly registered
                   in the United Kingdom, 2003–2008

2003 2004 2005 2006 2007 2008

Medical doctors 175 1172 1792 1251 1039 970

Nurses and midwives 84 87 305 848 958 932

Sources: General Medical Council unpublished data 2009, Nursing and Midwifery Council unpublished data 2009.
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professionals predates the 2004 and 2007 expansions. EU enlargement thus 
reinforced existing patterns by facilitating freedom of movement.

2.4.4 Changing nature of mobility

Mobility has changed not only in terms of intensity and directions but also 
qualitatively, through diversification of the types of mobility. There is evidence 
of short-term mobility since the EU expanded, for instance weekend work, 
short-term contracts of several weeks/months and increasingly mobility to the 
home-care and long-term care sectors. 

Outflows of health professionals from Estonia can be characterized not only as 
temporary but also (in several cases) as remarkably short term. The Estonian shift 
system allocates specific working days and, therefore, some health professionals 
choose to provide services on weekdays in Finland, Sweden or Norway and 
return to work in Estonia at weekends. Following EU enlargement, there has 
been an emerging phenomenon of extremely short-term mobility from eastern 
Europe to the United Kingdom. Taking advantage of EU regulations on free 
movement, the so-called “Easyjet” phenomenon emerged – dentists and general 
practitioners supplement their main incomes in their home countries by using 
budget airlines to fly to the United Kingdom in order to provide services for 
a few weeks, months or just weekends. Inflows from Romania to Belgium 
also suggest that mobility is to some extent of a temporary nature. Generally, 
these are doctors without specialist or general practitioner diplomas who move 
temporarily either to undertake part of their specialization in Belgium or to cover 
on-call duties. The increasingly short-term nature of mobility is also demonstrated 
by the short-term (several weeks/ months) contracts that health-care facilities issue 
to Polish, Romanian or Slovakian health professionals working abroad. 

Diversion of mobility is another example of the changing nature of mobility 
following EU enlargement. This is seen particularly in the numbers of nurses 
being shifted towards the long-term care sector. In Germany and Austria, 
anecdotal evidence shows that nurses work as caregivers or home-helps, often 
in illegal or unregulated areas. This may be due to labour market restrictions 
and to higher demand for care workers. Estimates in both countries suggest 
substantial increases in eastern European nurses and informal care workers. 

2.4.5 Summary

Contrary to estimates and expectations raised by media and stakeholder groups, 
the 2004 and 2007 EU enlargements led neither to a “swamping” of the EU-
15 countries nor to a massive brain drain of health professionals from the then 
accession states (EU-12). Enlargement did considerably increase existing flows 
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from eastern and central EU Member States towards the western EU. Outflows 
were particularly visible in Estonia, Hungary, Poland, Slovakia and Romania 
although numbers often decreased slightly following initial high peaks.  
Yet although the scale of outflows did not reach the expected dimensions, many 
countries lost a considerable number of health professionals around the years 
of accession. 

There are three possible reasons why EU enlargement did not produce the 
predicted dramatic effect on the mobility of health professionals, aside from 
the labour market restrictions applied in several EU-15 Member States in the 
transition periods. Firstly, predictions were often based on the intention/interest 
to move, which is certainly higher than actual migration. Secondly, workforce 
policies on salaries and working conditions in some eastern European countries 
may have helped to retain health professionals by reducing incentives to migrate. 
In Estonia, Poland and Lithuania, there is evidence that health professionals may 
be returning as a result of policy changes that have triggered salary increases or 
improved working conditions. Salary negotiations with trade unions in Estonia 
and Poland produced increased remuneration levels, coinciding with fewer health 
professionals applying for recognition of diploma in subsequent years. Third, EU 
enlargements received much public and media attention, which likely contributed 
to excessively high expectations (or fears) related to intra-EU mobility. 

2.5 Motivational factors

Motivations, personal drivers and pull and push factors for migration have been 
widely described in the literature. The research in the 17 countries has added to 
existing evidence on the reasons why individual health professionals have moved in 
the first decade of 21st century Europe. Timing and geopolitical context are relevant 
since the EU enlargements in 2004 and 2007 have facilitated mobility between 
health systems with widely different levels of organization, technical development 
and remuneration, bringing new opportunities and incentives to the fore. 

Authors were asked for the specific motivational factors within their country 
based on surveys, qualitative interviews, focus groups, grey literature and 
expert observations. Widespread interest in the topic is indicated by the use of 
surveys in several countries and most notably in the EU countries that joined 
in 2004 and 2007. Surveys among medical doctors and/or nurses were reported 
in Estonia, Lithuania, Hungary, Poland, Romania and Slovakia, as well as in 
Germany and Turkey. Secondary sources were used for other countries.

A common finding in all chapters is the role of income. Pecuniary motivations 
have varying prominence across Europe and over time but were identified in 
all 17 countries and found to be key motivations in Estonia, Poland, Romania, 
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Serbia and Slovakia. For example, wage differentials motivate Romanian health 
professionals to work in countries in which they can earn up to four times 
more. In addition, they encourage movements of French nurses in border 
regions to neighbouring Germany and Switzerland, Slovak health professionals 
to neighbouring Austria, Serbian health professionals to Slovenia, and Belgian 
Dutch-speaking nurses to the neighbouring Netherlands (while continuing to 
live in Belgium). A degree of interdependence can be seen between migration 
intentions and income levels in source countries. Fewer requests for diploma 
recognition certificates have been noted in Estonia, Poland and Slovakia 
at approximately the same time as the wages of health professionals were 
increased.14 Also, outflows of medical doctors dropped in Spain in the mid 
and late 2000s when salary levels rose. However, incentives can change rapidly. 
Stark salary and staff cuts in Romania in 2010 saw rising numbers of certificate 
requests from medical doctors and nurses; Estonian figures for 2009 show a 
similar situation. The global financial crisis may have intensified motivations 
for migration or may have slowed them if fewer job opportunities were 
available in destination countries. While there are no concrete data, income-
related incentives to migrate and the perception of better opportunities can be 
expected to change considerably in the new economic environment. 

The other most cited motivation is working conditions – covering elements 
such as the working environment, terms of employment, work relations 
and access to good infrastructures. Better working hours is a motivation for 
Austrian medical doctors to go to Germany; German medical doctors declare 
workloads and administrative burdens as motivations to migrate (or leave 
the health sector), and limited control over work as well as an effort–reward 
imbalance influence German nurses to migrate or leave. In the 1990s, job 
insecurity and temporary contracts drove Spanish health professionals to seek 
work in Portugal, France and the United Kingdom. Belgian nurses working in 
the Netherlands cite that country’s less hierarchical working relations between 
nurses and doctors as a motivation. Turkish health professionals and Slovak 
medical doctors mentioned access to infrastructures and medical equipment as 
a reason to migrate (to technically more advanced health systems). 

The possibilities of professional and career advancement were among the key 
motivations of Finnish medical doctors working abroad (second to family 
ties) and of Belgian nurses working in the Netherlands. Austrian junior 
doctors are attracted to Germany by the absence of waiting times for training 
places and by high-quality education in modern hospitals. Non-EU medical 
students are attracted to France by good access to research teams and technical 
equipment, and Romanian medical doctors move to Belgium to specialize in 
14 It should be mentioned that health professionals may make strategic use of requests for certificates – inflating numbers 
in order to exert pressure on governments during collective salary negotiations. 
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fields for which there are no facilities in Romania. Arguably the most extreme 
lack of domestic opportunities is when health professionals are faced with 
unemployment in their own country. Oversupply of medical doctors in Italy 
and of medical doctors, nurses, dentists and pharmacists in Serbia are equally 
as strong motivations for migration today as unemployment was for Spanish 
medical doctors in the 1990s. 

Social status also counts among motivations to migrate and, perhaps surprisingly, 
is mentioned with high frequency. Low social recognition or low esteem is felt 
by German and Polish nurses and throughout health professionals in Hungary, 
Romania and Slovakia. 

Dissatisfaction with wages, working conditions and/or social recognition are all 
expressions of health professionals’ general perception of their current position 
in the health system in which they work. Incomplete health reforms, unrealized 
goals and/or a disappointed health workforce were noted to be among the 
reasons why health professionals leave Lithuania, Hungary, Romania and 
Slovakia. Time spent abroad and work experience in another health system also 
added to the aspirations of younger Hungarian and Romanian medical doctors. 
Surveys of Hungarian junior medical doctors show that they perceive target 
countries to be better in five out of six dimensions (social prestige, research 
opportunities, professional opportunities, working conditions and living 
circumstances). EU enlargement may have contributed to this by raising the 
expectations of health professionals in the EU-12 Member States. 

The perception of better earnings and/or better opportunities motivates health 
professionals to move. The findings from the case studies generally confirm 
existing knowledge about health professionals’ motivations for migrating but 
add new insights on motivations in the EU-12 Member States. 

2.6 Impacts on health system performance 

A key rationale for the present volume was to understand how health professional 
mobility impacts on health system performance. In the context of this book, 
impact can be defined as an effect or consequence relevant to the health system 
caused directly or indirectly by health professional mobility. Health systems can 
be defined in terms of their goals and functions as set out in WHO’s The world 
health report 2000. The WHO model reports the goals of health systems to be 
improving the health of the population, meeting the non-medical expectations 
of patients and citizens, and protecting against the financial consequences of 
ill health. The achievement of these goals and thus the performance of health 
systems is dependent on four functions of the health system: (i) service delivery 
(contributes to goal achievement by providing individual and collective services, 
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including prevention, health promotion, diagnostics and curative treatment), 
(ii) resource creation (provides the infrastructure including buildings and 
technologies and produces the staff necessary), (iii) financing (collects and 
pools money to purchase health services), and (iv) stewardship (contributes to 
health by planning, regulating and providing information and intelligence). 

The impact of health professional mobility will be analysed in terms of the 
four functions in order to identify whether and at what level mobility has 
repercussions for health systems. Impacts are developments which can be 
particularly hard to capture. One reason is the time lag between noticing and 
measuring a phenomenon. Another is the difficulty of establishing cause and 
effect; for example, how can a change in care delivery patterns be attributed 
to the inflows or outflows of health professionals? It may also take time before 
any effect trickles through and becomes visible. Moreover, impacts likely go 
unreported or underreported as few resources are dedicated to monitoring health 
professional mobility. Finally, when mobility is associated with expectations, 
impacts may appear smaller if expected to be greater.

2.6.1 Service delivery 

Service delivery contributes to health improvement by providing individual 
and collective services organized into primary, secondary and tertiary care and 
ensuring the quality of, and access to, services. The quantity, appropriateness 
and quality of services delivered will depend on the geographical distribution, 
skill mix and size of the health workforce. In turn, the health workforce is 
affected by health professionals entering or leaving the system. 

In many countries, health professional mobility impacts on underserved areas. 
Some 15% of medical doctors in the Balearics and Canary Islands are of foreign 
origin and thus important in improving service delivery in Spanish remote areas. 
In France, non-EU medical doctors help to fill gaps in public hospitals, especially 
in smaller cities in positions with greater night-time responsibilities and in areas 
with socioeconomic problems. While shortages in sensitive specialties remain, 
foreign medical doctors are making noteworthy contributions in psychiatry, 
paediatrics and anaesthetics. Service provision in less affluent and sparsely 
populated regions in eastern Germany is increasingly dependent on foreign 
medical doctors. Similarly, a small number of medical doctors from the Russian 
Federation and Ukraine provide services to the Russian-speaking population 
in north-eastern Estonia. Foreign health professionals can also compensate for 
overall or specific workforce shortages, as evidenced by the thousands of foreign 
medical doctors, nurses and carers who have increased service capacity in public 
health systems (or in the informal care sector) in the United Kingdom, Spain, 
Germany, Austria and Italy. In Belgium, foreign medical doctors with basic 
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training compensate for what hospitals perceive to be a lack of interns and 
perform mainly on-call duties. 

Of course, source countries have different perceptions of health professional 
mobility. In Hungary, experts argue that outflows could be threatening the 
sustainability of the health system even in the short run. The economically 
deprived regions in north-east Romania have the country’s lowest coverage 
of medical doctors in rural areas and are disproportionately affected by the 
emigration of both medical doctors and nurses. Impacts are not necessarily 
related to the volumes of flows. In such cases, the departure of even a few 
specialist doctors can produce a substantial effect on service delivery, as 
mentioned in Hungary, Estonia and Lithuania. Moreover certain specialties 
appear to be in demand across Europe. In Poland, the specialties with the 
highest number of vacancies are those with the highest proportion of medical 
doctors holding the certificates required for migration within the EU (issued 
to 19% of anaesthetists and 13% of specialists in emergency medicine between 
2004 and 2008). Similar worrying observations have been made in Lithuania. 
In Slovakia, the relationship between the numbers of certificates and the 
numbers of graduates per specialty illustrate how (for example) specialties such 
as anaesthetics, intensive medicine and surgery are vulnerable to outflows.  
In Belgium, the emigration of child and youth psychiatrists to the Netherlands 
has been reported as problematic considering the important shortages in 
Belgium in this profession. Evidence confirms how outmigration can exacerbate 
problems in service provision for source countries. 

Questions concerning the impact of health professional mobility on quality of 
care have attracted much attention. The case studies provide some insight in 
the absence of any specific studies or robust data with which to measure this 
impact. Anecdotal evidence suggests that foreign health professionals are more 
likely to work under difficult conditions such as late or heavy shifts (as in France 
and Belgium) or in unregulated circumstances when working illegally (for 
example in home care in Italy, Germany and Austria). Unfavourable working 
(and living) conditions may increase risks for both patients and providers. 
With regards to quality and mobility, professional organizations in the United 
Kingdom have voiced concerns over the actual equivalence of education and 
training, the lack of language tests within registration processes, the issue of 
continuing professional development, and poor information sharing between 
regulators to restrict “unsafe” individuals moving within Europe. Despite the 
absence of data, it is more than likely that mobility (indirectly) impacts on 
quality by (directly) affecting the skill mix of, shortages in and geographical 
distribution of a health workforce. 
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A different aspect concerns the nonmedical dimension of care delivery. In Spain 
and Germany, a culturally diverse health workforce is more likely to respond to 
an increasingly culturally diverse population. Polish medical doctors fly to Irish 
cities to cater for the needs of the Polish diaspora during weekends. However, 
systems must invest in supporting foreign health professionals to integrate and 
become familiar with a country’s practices, language and culture, as noted in 
both Germany and the United Kingdom. 

2.6.2 Resource creation

Resource creation produces the manpower, skills and knowledge required by 
a health system. The education and training of the necessary health workforce 
forms an essential part of this, but mobility can shrink or expand the pool 
of human resources, skills and knowledge as health professionals come and 
go. From the perspective of countries that train health professionals who then 
leave, outmigration means no return on investment and possible disruption 
of planning efforts. For countries importing foreign-trained staff, immigration 
represents an additional workforce free of charge but has the potential to 
produce reliance on foreign health professionals.

According to estimates, Serbia and Montenegro have spent US$ 9–12 billion 
educating and training medical specialists who have left the country. Long-
term migration may undermine the return on Serbia’s investment in education 
and training. Real but hidden financial losses are even higher in terms of 
lost profits and inadequate replacement of the departed experts. In an effort 
to offset such financial losses, programmes in Slovakia require compulsory 
postgraduate service or monetary compensation if graduates migrate. In other 
countries, foreign students may take up domestic training positions. Inflows of 
Dutch and French students to medical and health-related studies in Belgium 
disrupted health workforce planning efforts by bypassing the numerus clausus 
and because foreign students are likely to return home after graduation.  
The volume of foreign nursing students could also aggravate nursing shortages 
in Belgium and there are similar concerns about the influx of Germans taking 
up medical student posts in Austria. In Spain, 36% of candidates sitting the 
entrance examination for specialist medical training were of foreign origin, 
mainly from Latin America. 

For destination countries, mobility can expand resources. The United Kingdom 
and Spain have benefited greatly from importing knowledge and skills – the 
former’s case study notes the double benefit gained as foreign recruitment 
helped to free up senior staff and allow them to expand training. Conversely, a 
system that relies on inflows for resource creation can become dependent upon 
them (see sections 2.2 and 2.8) and was noted as one of the risks of mobility 



51Cross-country analysis of health professional mobility in Europe: the results

during debates in the United Kingdom. Almost one-quarter of medical doctors 
and dentists in Slovenia are foreign but the slow-down of inflows from other 
former Yugoslav federal states led to shortages and staffing problems in the 
1990s and 2000s. Such reliance is a particular issue in the context of forecasted 
domestic shortages, such as in Finland where foreign dentists represented 
almost half of all new dentist licences in 2006–2008 (134 foreign trained/176 
Finnish trained) and foreign medical doctors obtaining a licence to practice 
represented a quarter of the new medical workforce in 2004–2008. In Spain, 
the number of foreign degrees in general medicine recognized (5383) was 40% 
higher than the number of medical students (3841) graduating from Spanish 
universities in 2007. In the United Kingdom, 42% of newly registered medical 
doctors and 14% of newly registered nurses and midwives in 2008 were foreign 
trained. If reliance on foreign workforce grows as domestic shortages worsen, 
health systems will becoming increasingly susceptible to the directions and 
intensity of flows, which remain hard to predict. Hence, domestic production 
of a health workforce seems a more sustainable (and responsible) approach to 
resource creation. 

2.6.3 Stewardship 

The stewardship function contributes to health through planning, regulation 
and the provision of information and intelligence. Policy responses to health 
professional mobility are addressed in section 2.8 but the effects of health 
professional mobility on decision-makers’ ability to steer health systems are 
easily overlooked. Three interrelated aspects can be identified, concerning 
information, planning and regulation. 

Firstly, there is a lack of information about which health professionals are leaving 
and which are entering the system. Without the capacity to track movements 
comprehensively, authorities’ ability to supervise (and react) is affected in 
Belgium, France, Germany, Hungary, Italy, Lithuania, Poland, Romania, Serbia, 
Slovakia, Spain, Turkey and the United Kingdom (specifically on the outflows 
of returnees). This situation is worsened when considering the illegal health 
workforce, which is not only invisible in official statistics but also constitutes 
crucial sources of care in countries such as Italy, Austria and Germany. The 
implication is that governments lose sight of the services delivered outside the 
regulated frameworks in the home and elderly care sectors. In Finland, more 
information is needed on the reasons for high unemployment among foreign 
health professionals in order to integrate this workforce in the system. 

The lack of evidence on mobility and its unpredictable nature further hamper 
the planning function of health systems (see section 2.6.2) as workforce 
planning is not informed by the necessary data. Under Directive 2005/36/
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EC on the recognition of professional qualifications, health professionals are 
not necessarily obliged to inform public authorities when entering or leaving a 
country. Moreover, the mutability of flows makes it difficult to factor them into 
planning and within projections (see section 2.8). 

Mobility as enshrined in the acquis communautaire impacts on stewardship by 
undermining EU Member States’ ability to regulate. Governments have no 
legal instruments with which to limit or steer inflows and outflows between 
their own countries and other EU Member States. The United Kingdom faced 
this situation in 2006 when measures to rein in global migration could not 
be applied to EU citizens. Hungary has also had to adapt interventions on 
emigration to meet the EU prerogatives of free movement and, as part of the 
EU accession process, Turkey is debating radical reforms to its restrictive labour 
laws, which currently conflict with EU principles of labour mobility. 

2.6.4 Financing 

Financing a health system involves collecting and pooling revenues in order 
to purchase health services. Payment of health providers is a subfunction of 
purchasing services. 

There have been few reported impacts on the financing function of health systems, 
with the exception of the payment conditions for medical doctors. Regardless of 
the limited evidence, health professional mobility is bound to have important 
impacts on payments systems, as demonstrated by income’s prominence as both 
a motivational factor (section 2.5) and a retention strategy (section 2.8). 

For an important destination country such as Spain, foreign medical inflows 
from Latin America serve to keep salary levels in the public sector fiscally 
sustainable as the pool of providers grows. Conversely, countries of origin 
facing the threat of emigration are driven to consider increasing salaries in the 
same way as the Lithuanian Government and the Polish independent health 
care providers seeking to retain medical doctors. But such measures may not 
be sustainable in the long term and raise questions about redistribution within 
the system. Salary increases are dependent on a favourable economic situation 
and it is doubtful whether incentives can be maintained in the context of a 
financial crisis. While there is no evidence on how the financial downturn has 
impacted on health professional mobility, it will surely have repercussions in 
both sending and receiving countries (see also section 2.5). 
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2.7 Workforce context and relevance of health professional 
mobility 

Health professional mobility raises important policy questions on how to 
assess whether there is a need to intervene. The extent of the need for policy 
and regulatory intervention (see section 2.8) is dependent on the impacts of 
health professional mobility (see section 2.6) and on its relevance vis-à-vis other 
domestic workforce issues. It is necessary to understand the workforce context 
in which mobility takes place in order to decide whether it is a priority for 
policy action, either independently or as part of larger workforce policies. 

Authors were asked to qualitatively assess the relevance of health professional 
mobility in comparison to domestic workforce issues, including the 
maldistribution of health workers over the territory, workforce shortages, 
attrition, the demographic transition and problems with the training pipeline. 
Based on the findings presented here, it is suggested that countries should be 
classified according to the domestic relevance of health professional mobility 
(see below).

Territorial maldistribution of the health workforce is endemic in virtually all 17 
countries and causes severe policy concerns in undersupplied and underserved 
areas. In Romania, 98 rural localities had no family doctor in 2005. The remote 
areas of northern and eastern Finland have the most severe lack of general 
practitioners and important specialties are missing in some districts, usually 
in the least privileged regions. Maldistribution of specialists is reported for 
Spain, Turkey, Romania and Estonia. Serious maldistribution can occur even 
in situations of oversupply such as in Serbia, where medical doctors are facing 
outmigration or unemployment. Germany shows disparities with oversupply in 
urban areas such as Munich, Hamburg and Berlin but considerable shortages 
in sparsely populated areas in the less prosperous eastern länder. In France, 
maldistribution causes greater problems than shortages. 

Many case studies have reported shortages in the health workforce. In Finland, 
this has affected primary health care and 36% of public-sector general 
practitioner posts were not permanently filled in 2007. Estonia has reported 
a limited shortage for family medicine, anaesthetics, psychiatry, pathology and 
gynaecology. But this situation is heterogeneous, as countries such as Belgium 
report an oversupply in most specialties. For nurses, Hungary is facing shortages 
and vacant positions in Budapest. Italy has also reported a substantial shortage 
of nurses that is particularly manifest in the south. France has less critical 
shortages of nurses in regions (such as the Paris suburbs) or in some specialties. 
Shortages of nurses in Belgium are found to be more acute in urban areas such 
as Antwerp or Brussels and in nursing homes more than in hospitals. Some case 
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studies (such as Austria) have stressed a lack of home-care nurses although this 
was not the focus of this research.

Attrition is an issue in some countries but good data are widely missing. 
Estonia is the clearest example of a country in which attrition is deemed 
more important than outmigration. Part of the observed decline in workforce 
numbers in Poland since the 1990s can be attributed to medical doctors and 
nurses moving into alternative careers. In Hungary, 6000 health workers were 
made redundant following health policy reform and budget cuts. The attempt 
to retain and redistribute them to underserved areas proved unsuccessful and 
they were lost to the system. 

Ageing of the workforce is a concern across countries and already firmly on 
the political agenda, as reported in the French case study. Data from Slovakia 
illustrate the speed and extent of demographic transition. Between 2004 and 
2007, the 50+ age group grew from 41% to 45% for medical doctors and 
54% to 61% for dentists; the proportion of nurses aged 40+ increased from 
49% to 53%. Longer training periods mean that specialists in most countries 
have a particularly high average age. The Spanish case study reports that the 
average age in most traditional specialties is 50 or over. In Lithuania, 47% 
of all otolaryngologists and 30% of gynaecologists are aged over 60 and in 
Estonia the mean age of internists, neurologists, gynaecologists, oncologists 
and pathologists ranges from 54 to 56 years. In Belgium, an early retirement 
scheme means that nurses aged 60 years and older make up less than 1% of the 
total nursing workforce. 

In some countries, projections indicate that retirement from the health 
workforce will outpace the replacement of health professionals. In Italy, 13 400 
nurses were due to retire from the system in 2010 but only 8500 graduated 
with a nursing degree in the 2008–2009 academic year. The trend of workforce 
ageing and increasing retirement rates in the United Kingdom is set against 
recruitment that is failing to replenish workforce losses, particularly those of 
general practitioners.

In a situation of shortages, attrition and the fast pace of retirement, some 
countries are facing severe difficulties in producing and training sufficient 
numbers of health professionals. France is facing an underproduction of 
medical doctors due to the numerus clausus introduced as a cost-containment 
measure; until recently, Germany reported decreasing graduate numbers, and 
Slovakia has reported insufficient outputs of graduates particularly nurses, 
midwives, physiotherapists, radiological assistants and paramedics. Hungary 
has experienced a decline in outputs from medical education since 1988 and 
seen serious bottlenecks in supply caused by reductions in some nurse training 
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capacities. In addition, student intakes are dwindling in some countries as 
the health professions have become less attractive. The Romanian case study 
reported that the number of applicants to the medical universities decreased 
from 7 to 8 to only 0.9 candidates per place over a period of 10 years. Unfilled 
specialist training places are being reported not only in Romania but also 
in Turkey, for medical doctors in France, nurses in Hungary and for some 
specialties in Austria. 

Based on the case study findings, countries have been classified according to the 
domestic relevance of mobility. Assessment of relevance is a subjective exercise 
and a matter of political prioritization but such a classification serves to illustrate 
the varying levels of relevance in Europe and commonalities between groups 
of countries. Sending and receiving countries clearly have different reasons 
for such an assessment but can still be classified by the degree of relevance. 
Countries can be identified within three gradations of relevance. 

1. High relevance – health professional mobility makes a major contribution 
to the size and characteristics of the health workforce, either because 
immigration is significant in both absolute (inflows) and relative (reliance) 
terms or because the country has considerable outflows of health 
professionals: Austria, Hungary, Romania, Slovakia, Slovenia, Spain and the 
United Kingdom. 

2. Medium relevance – varies by health profession/region but, for example, 
includes countries in which there are considerable inflows for at least one 
health profession and/or reliance on a foreign workforce hovers around 
5%, inflows and outflows are likely to be broadly balanced, or outflows 
are visible but not considered to be a fundamental problem for the health 
system: Belgium, Finland, Germany, Italy, Poland and Serbia. 

3. Lower relevance – other workforce issues such as overall shortages, 
geographical maldistribution or attrition are reported to be more problematic 
and/or attracting more political attention, and mobility overall is not seen as 
a major cause for concern: Estonia, France, Lithuania and Turkey. 

2.8. Policy and regulatory interventions

This section will show four policy and regulatory interventions: international and 
domestic recruitment policies, workforce planning, cross-border frameworks 
and general workforce measures. 
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2.8.1 International and domestic recruitment policies

Recruitment policies determine the source, whether domestic or international, 
of health professionals entering the health system. International recruitment 
policies aim to attract foreign-trained health professionals either to meet 
shortfalls or to complement the skills and competencies of the existing 
workforce. Self-sufficiency policies are explicit policies that strive to meet a 
country’s demand for health personnel. A secondary orientation is to reduce the 
reliance on foreign health professionals in the workforce stock. 

Recruitment policies have been developed by the United Kingdom, Slovakia 
and Slovenia. The United Kingdom adopted an international recruitment 
policy in 1998 to fill gaps in the National Health Service (NHS) but moved 
stepwise to a self-sufficiency policy in 2006 and 2008. The period of 1998–2006 
was characterized by the British Government’s workforce expansion targets 
within its plan of NHS investment. Unable to increase domestic training in 
the required timescale, the United Kingdom started a high-profile international 
recruitment policy, leading to a large openness to immigration across many 
health professions. This policy development was also reflected in a steep rise 
in yearly inflow data in that period. In 2006, policy-makers recognized that 
the domestic training expansion was coming on-stream. Subsequently, a set 
of restrictions for international recruitment were introduced from 2006–2008 
and further tightened from 2008 onwards. 

Domestic recruitment policies or explicit self-sufficiency policies have been in 
introduced in Slovakia and Slovenia. Slovakia adopted a self-sufficiency policy 
in 2006, aiming to give health professionals better remuneration and improved 
social appreciation and social status. The policy included amendments to the 
Labour Code and Remuneration Act, a proposed system of social appreciation, 
amended minimum training standards, improved transparency on the work 
of ethical committees, improved and expanded health professional training, 
motivational measures and improved continuous medical education. This 
policy was a reaction to the substantial loss of health professionals that resulted 
in the formerly self-sufficient Slovakia becoming a source country following the 
opening of the borders in 1989 and the 2004 EU enlargement. Slovenia moved 
towards a self-sufficiency policy following an unsuccessful attempt to recruit 
internationally between 2000 and 2004. The political motivations that led to 
these self-sufficiency policies differ widely in the reported examples. Austria has 
a self-sufficiency policy at country level but planning decisions are taken by 
federal states and the country still has a relatively high intake of internationally 
recruited health professionals. Self-sufficiency is a very important policy 
orientation that still has no common definition apart from its use as a converse 
to international recruitment.
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2.8.2 Workforce planning

Workforce planning is the continuous process of aligning the numbers, skills 
and competencies of health professionals with the aims, priorities, needs and 
demands of the health system. To this end, workforce monitoring, analyses and 
forecasts are conducted using a variety of methodologies. Workforce planning 
aims to guide the development of educational and training contents and 
capacities. 

A growing interest in workforce planning and the application of sophisticated 
forecasting methodologies is documented by the case studies from Belgium, 
Estonia, Finland, Lithuania, Spain and the United Kingdom. Some countries 
have no nationwide planning but use procedures at regional level, as in Austria; 
others disperse planning across different institutions and levels, as in Germany. 
Workforce planning may extend beyond the health system, as in Finland, which 
introduced a comprehensive system including other sectors to cover competing 
labour market demands. Yet very often, planning decisions are taken in an ad 
hoc manner or there is a serious disconnect between workforce planning and 
the development of training capacities, as reported from Serbia and Romania. 
Most workforce planners struggle with health professional mobility as it is a 
factor of uncertainty and an issue of technical debate. Even when countries 
have workforce planning mechanisms, serious methodological problems arise 
from the lack of data that makes it difficult to factor in the loss of health 
professionals. Lithuania has conducted studies on health professional mobility 
to address this uncertainty and factor outflows into workforce planning. 

2.8.3 Cross-border frameworks

Cross-border frameworks are used to steer and manage health professional 
mobility. They can be unilateral, bilateral or multilateral and may be led by 
national governments or local health care institutions. 

There are many cross-border frameworks for steering and managing health 
professional mobility but uptake varies widely within and between countries, 
with a strong focus on bilateral agreements, staff exchange and educational 
support (Table 2.3). Austria and the United Kingdom use many of these 
instruments but most countries use only a few types of cross-border framework, 
although they may use them frequently. For example, France has three different 
kinds of bilateral agreement (conventions d’établissements, accord de réciprocité, 
and convention médicale transfrontalière) with at least 10 countries, the majority 
of which are in northern or sub-Saharan Africa.

In 2001, the United Kingdom introduced a code of conduct for international 
recruitment aiming to prevent recruitment from countries with workforce 
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shortages. A regional code was introduced in Scotland. The effectiveness of 
such codes is the subject of scientific debate. The United Kingdom’s case study 
reports that further specifications and implementation measures were required 
before the code showed some effects. A national code was reported for Austria 
too, even though planning and recruitment takes place at regional and local 
levels; the effects of this code were not reported (see Table 2.3). 

Bilateral agreements are the most commonly used cross-border framework. 
Most country case studies do not cover these in depth but at least four types 
of bilateral agreements can be distinguished. Firstly, agreements can limit 
or exclude recruitment from countries with workforce shortages, as used in 
the United Kingdom in support of the international code. The Italian case 
study also reported on the implementation of a code to reduce immigration 
from third countries but it is not clear whether this applies only to health 
professionals. Secondly, agreements can aim to facilitate health professional 
mobility by establishing systems for mutual recognition of diplomas, such 
as the agreement established between Belgium and South Africa and those 
established as part of the free trade agreements in Nordic countries in the 1950s. 
France has agreements with countries in north and central Africa, Monaco 
and Switzerland and has entered bilateral agreements on the establishment of 
health professionals (these include Monaco on the basis of its special relation to 
France). Thirdly, agreements can foster active recruitment, such as the bilateral 
agreement between Germany and Croatia concerning nurses. Between 2001 
and 2005, the United Kingdom concluded bilateral agreements with Spain, 
Germany, Austria and Italy on the active recruitment of medical doctors. 
Fourthly, bilateral agreements allowed temporary opening of the labour 
markets to accession countries until enlargement was finalized and full mobility 
established. Country case studies report agreements between Hungary and 
Norway and between the United Kingdom and Poland. 

Policy changes can lead to the removal of bilateral agreements, as was the case 
for the United Kingdom agreements on reciprocal recognition of pharmacists 
from Australia and New Zealand. Slovenia has agreements inherited from the 
former Yugoslav Republic that are being phased out or becoming irrelevant. 
Informal bilateral agreements between professional bodies assume similar 
functions in some cases, as shown by the examples between Tyrol in Austria 
and South Tyrol in Italy, or between Finland and Estonia.

Twinning aims to support the development of modern institutions in the 
beneficiary country. Some twinning activities have been reported from the 
United Kingdom, Italy and Austria, led by the Royal College of Physicians, 
the International Training Academy for Health Professionals and EU-funded 
projects. 
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An abundance of initiatives focus on staff exchange and educational support 
but it is often difficult to distinguish between them because the same activity 
can cover both cross-border frameworks. These initiatives tend to be used more 
at regional or local level rather than nationally and often by professional bodies 
or health-care organizations. There are several examples in Belgium. In 1990, 
a Belgian university signed an agreement allowing Romanian third- or fourth-
year medical students at a Romanian university to spend one to three years of 
their specialization in one its hospitals. By 2009, some 450 Romanian interns 
had taken part in the programme. A university hospital in Liège has signed 
an agreement with a Vietnamese hospital, and a university in Brussels runs a 
scholarship programme for medical doctors. 

The Italian-led SkyNurse project has involved 180 candidates in a 14-month 
training programme that includes three months of distance learning between 
classrooms in Padua and the partners’ institutes in Bucharest and Pitesti. Other 
examples were reported for leading institutions from Austria, Turkey and the 
United Kingdom. 

Authors of country case studies were also asked to report on compensation 
schemes. These aim to mitigate the loss of investment in human resources 
in source countries but, while discussed in the international literature, no 
compensation schemes were found.

Training for international recruitment takes place in Europe but the examples are 
not straightforward and do not necessarily involve high-level or governmental 
involvement. No intentional training for international recruitment was reported 
but the oversupply situation in Serbia is de facto training for unemployment. 
Hungarian medical universities train foreign nationals for the European job 
market and have offered programmes in German since 1983 and in English 
since 1987. These courses are increasingly popular mainly among students from 
the Middle East, Nordic countries, Germany and the United States. Romanian 
doctors are offered the opportunity to undertake part of their specialist training 
in France. It is expected that most students will return to their countries on 
completion of their training.

2.8.4 General workforce measures

General workforce measures included in this study are those that facilitate 
retention and avoid attrition of health professionals and, to this end, aim 
to improve working conditions and the working environment. While not 
necessarily implemented with the primary aim to manage health professional 
mobility, they have had a distinct effect. The following paragraphs summarize 
the findings on the four policy and regulatory interventions.
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A large number of general workforce measures have been implemented. 
Salary increases for health professionals, especially doctors, were reported in 
Lithuania, Poland and Slovakia and (locally) for Hungary. The memorandum 
on salary levels signed between the Lithuanian Ministry of Health and the 
medical associations in 2005 was a particularly important measure. Increasing 
salaries (20% annually for medical doctors and nurses during 2005–2008) is 
likely to have had positive effects on high dropout rates from medical studies, 
attrition to other better paid professions and on emigration rates.

There are also reports of improvements to staff working conditions; 
modernization of the infrastructure of health-care facilities, including the 
introduction of up-to-date medical technologies; incentives for practice in 
undersupplied and underserved areas; and flexible retirement policies adapted 
to the consequences of workforce ageing and the potential migration of health 
professionals. Finland is planning measures to recruit unemployed immigrant 
health professionals into the health sector. The Slovak and Lithuanian 
case studies also report using funding from European structural funds for 
modernization of the health system. Poland, Slovenia, the United Kingdom 
and Slovakia all reported increased training capacities or increased intakes of 
health professionals. For example, Slovenia has opened a new medical faculty 
and new nursing schools. Many of these interventions were developed and 
implemented to address general workforce issues and challenges. Only some 
are direct responses to health professional mobility, but all these activities are 
highly relevant for responding to this issue.

Overall, there are substantial variations in the levels of activity concerning 
policy and regulatory interventions. The United Kingdom is the only country 
that is responding to health professional mobility by developing activities in all 
four areas covered. Countries that are developing a variety of activities include 
Austria, Belgium, Slovenia and Slovakia. Poland, Romania and Hungary have 
been less active. 

2.9 Summary of results 

The case studies show the diversity within Europe, with large intercountry 
variations in terms of flows, impacts, motivations, relevance and responses. 

Reliance on foreign health professionals is characterized by large differences 
across Europe and indications of an east–west asymmetry. Reliance levels 
gradually decrease towards the eastern part of Europe (ranging between <1% and 
2% for both professions in most 2004 and 2007 accession countries). Reliance 
on foreign medical doctors is negligible in Turkey, Estonia, Slovakia and Poland 
(0.02–0.7%); relatively low in Hungary, Italy and France (>5%); moderate 
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in Germany (5.2%) and Finland (6.2%); high in Belgium, Portugal, Spain, 
Austria, Canada, Norway and Sweden; and very high in Switzerland, Slovenia, 
Ireland and the United Kingdom (22.5–36.8%). Fewer countries provide data 
on foreign nurses yet evidence shows lower reliance than for medical doctors.  
At 1.3%, Hungary shows the highest reliance on foreign nurses among the EU-
12 countries but this is in sharp contrast with Ireland (47%). Reliance on foreign 
nurses is negligible in Turkey and Slovakia; relatively low in Spain, Hungary, 
France, Finland, Sweden, Germany, the United States, Portugal and Belgium; 
moderate in Canada and Italy; high in the United Kingdom and Austria (10–
20%); and very high in Ireland. Analysis of the reliance on foreign dentists is 
limited by the lack of data and no conclusions could be drawn across Europe.

Flow analysis quantifies the numbers of health professionals leaving and entering 
a country. Despite differences in the availability and quality of data for medical 
doctors, nurses and dentists, the evidence suggests that foreign inflows for all 
three professions in 2008 rate higher in absolute and relative terms in the EU-15 
than in the EU-12. For most EU-15 countries, the growth of inflows of foreign 
medical doctors and nurses appears to have peaked and has been followed by 
lower inflows. Austria, Finland, France, Germany, Hungary, Lithuania, Poland, 
Slovenia, Spain and the United Kingdom provided data on inflows of newly 
registered foreign medical doctors. These show that, in absolute numbers, the 
largest inflows were reported in Spain (8282), the United Kingdom (5022) and 
Germany (1583); the lowest were in Lithuania (11). Data on inflows of foreign 
nurses were available in Austria, Belgium, Finland, France, Hungary, Italy and 
the United Kingdom. The highest numbers were in Italy (9168) and the United 
Kingdom (3724); the smallest reported number was in Finland (97). Austria, 
Belgium, Finland, Hungary, Poland, Slovenia and Spain provide data on inflows 
of foreign dentists. These show the highest absolute numbers in Spain (421) and 
Austria (100) and the lowest in Hungary (18). 

The case studies show that mobility has also increased over time in terms of 
outflows although substantial data limitations on emigration imply that outflow 
data are rather approximate. Outflows and/or outflow intentions increased 
substantially in Estonia, Hungary, Poland, Romania, Slovakia and Slovenia at 
the time of EU enlargements. This was also true in Austria, Germany, Italy 
and the United Kingdom. Health workforce losses are occurring in EU-12 and 
EU-15 countries, but it appears that many EU-15 countries are concomitantly 
receiving health professionals although poor data do not allow firm conclusions 
to be drawn.

Three geographical patterns can be identified in the case studies: (i) mobility 
within the European free-movement area, (ii) neighbourhood movements, and 
(iii) the EU enlargements of 2004 and 2007.
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In terms of the geographical source of mobile health professionals, Austria, 
Belgium, France, Germany and Italy receive their foreign health professionals 
predominantly from the European free-movement area with (at least) 50% of 
the foreign medical workforce from EU countries. In Italy, this also holds true 
for nurses. Slovenia is the only country receiving foreign health professionals 
predominantly from the wider Europe – 22.5% of all active medical doctors 
in 2008 were primarily from Croatia, Bosnia and Herzegovina, and Serbia. 
The United Kingdom and Spain receive their foreign health professionals 
predominantly from third countries, the former from the Commonwealth 
and the latter from Latin America (for medical doctors) although the trend is 
slowing in the United Kingdom.

Mobility between neighbouring countries occurs across Europe as either 
reciprocal or one-way flows. This occurs mainly in densely populated border 
regions and is facilitated by shared languages and cultures. Prime examples include 
France–Belgium–Netherlands, Austria–Germany, Austria–Italy–Hungary–
Slovenia–Slovakia and Finland–Sweden–Estonia–Russian Federation.

Although health professionals were already moving from eastern to western 
European countries, the EU enlargements opened the borders for health 
professionals from ten new Member States in 2004 and two in 2007. These had 
significant influence on migratory flows, although the magnitude of outflows 
of health professionals (measured by intention to leave) was not as large as 
anticipated. In countries with data available, outflows rarely exceeded 3% of 
the domestic workforce. 

Estonia, Hungary, Poland, Slovakia and Romania faced initial strong outflows 
followed by a slow-down or more contained development. The highest 
numbers of mutual recognition of diploma certificates were issued in the 
year of accession or the following year. In Estonia, the number of certificates 
issued peaked in 2004, with 283 for medical doctors, 118 for nurses and 29 
for dentists. Numbers dropped in the following years but increased slightly 
in 2009. Hungary showed the highest numbers in 2004, and Poland15 and 
Slovakia in 2005. High outflow intentions among Romanian medical doctors 
seem to be continuing – certificates were issued to more than 300 per month 
in 2010, although the data have to be interpreted with care. The mobility 
of medical doctors and dentists appears to have increased on a higher scale 
than for nurses after EU enlargement, although the real scale of flows may be 
underestimated due to the lack of good-quality data on nurses (including those 
in Poland, Romania and Slovakia).

15 Numbers for 2005 may be cumulative.
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The net winners of EU enlargements have been predominantly those in the 
EU-15. The numbers of newly registered EU-12 medical doctors, nurses and 
dentists increased modestly in destination countries such as Austria, Belgium, 
Finland, France and Italy around 2004–2007. France experienced a higher 
increase in the number of Romanian medical doctors, from 174 in 2007 to 1160 
in January 2009. In Austria, nursing inflows seem to follow enlargement as no 
nurses from future enlargement countries had applied for diploma validation 
in 2000 but 278 did so in 2008. Spain and the United Kingdom reported 
important inflows of medical doctors from Poland and Romania, partly linked 
to the active roles of recruitment agencies targeting these countries. 

Contrary to estimates and expectations the 2004 and 2007 EU enlargements 
did not lead to “swamping” in the EU-15 countries or to massive brain drains 
of health professionals from the then accession states (EU-12). Enlargement 
did considerably reinforce pre-existing flows from eastern and central EU 
Member States towards western parts of the EU. Labour market restrictions in 
several EU-15 Member States in the transition periods, and better salaries and 
working conditions in some eastern European countries, may help to explain 
why mobility was less than expected.

In terms of the motivational factors which influence health professionals 
in their decision on whether to migrate, the case studies confirm existing 
knowledge and add new insights from the EU-12 Member States. Key findings 
are the importance of income-related incentives in all 17 countries studied, 
good working conditions and the perception of better earnings and/or better 
opportunities. 

The case studies show how health professional mobility’s impacts on health 
systems are seldom immediately or easily discernible and rarely produce visible 
effects on health outcomes. Information was of a qualitative, unsystematic 
and often anecdotal nature from a limited number of countries, but the 
reported observations confirm the stark differences between sending and 
receiving countries in terms of the impacts. The evidence suggests that health 
professional mobility affects service delivery by alleviating or worsening pre-
existing workforce issues of skill mix, shortages and geographical distribution. 
It also affects resource creation by cancelling returns on investment and 
disrupting planning efforts in countries which educate and train workforces 
for international recruitment (but involving savings for destination countries) 
and by the potential to induce reliance on a foreign workforce. Stewardship is 
affected as countries lack information about health professionals leaving and 
entering the system, which in turn hampers workforce planning. Countries 
are also restricted in their ability to regulate mobility within the EU free-
movement area. Financing may be affected in terms of payment of providers. 
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Mobility appears to have helped to keep salary levels under control in at least 
one destination country but has probably contributed to salary increases in 
source countries. Overall, the impacts of outflows often exacerbate pre-existing 
challenges in the health systems of source countries and are not necessarily 
related to the volumes of flows. 

To understand health professional mobility’s role in broader contexts and to 
identify the need for policy interventions, qualitative material was collected 
to assess its relevance in comparison to domestic workforce issues such 
as the maldistribution of health workers, workforce shortages, attrition, 
demographic transition and problems with the training pipeline. Geographical 
maldistribution of the health workforce is endemic in virtually all 17 countries 
in terms of undersupplied and underserved areas. Workforce shortages were 
reported among public-sector general practitioner posts in Finland; for family 
medicine, anaesthetics, psychiatry, pathology and gynaecology in Estonia; 
and among nurses in Hungary and Italy. France and Belgium reported some 
nursing shortages especially in urban areas. Good data on attrition are widely 
missing, but in Estonia this is reported to more problematic than outmigration 
and it has contributed to an observed decline in workforce numbers in Poland. 
Ageing of the workforce is a major concern across countries, as projections 
show that retirement from the health workforce will outpace the replacement 
of health professionals in some places. This is exacerbated as educational 
systems are facing severe difficulties producing and training sufficient numbers 
of health professionals in countries such Hungary, Germany, France, Romania 
and Turkey. Based on these findings, countries have been ranked according 
to the relative importance of health professional mobility: high relevance for 
seven countries (Austria, Hungary, Romania, Slovakia, Slovenia, Spain, United 
Kingdom), of some relevance in six (Belgium, Finland, Germany, Italy, Poland, 
Serbia) and of relatively lower relevance in four (Estonia, France, Lithuania, 
Turkey). 

Four different types of policy and regulatory intervention were identified 
in the case studies: (i) international and domestic recruitment policies, (ii) 
workforce planning, (iii) cross-border frameworks, and (iv) general workforce 
measures. Recruitment policies have been developed by the United Kingdom, 
Slovakia and Slovenia. Growing interest in workforce planning and the 
application of sophisticated forecasting methodologies is documented by the 
case studies from Belgium, Estonia, Finland, Lithuania, Spain and the United 
Kingdom. A host of cross-border frameworks have been established to steer 
and manage health professional mobility but the uptake of these instruments 
varies widely, with a strong focus on bilateral agreements (11 countries), staff 
exchanges (7 countries) and educational support (4 countries). 
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Overall activity levels concerning policy and regulatory interventions vary 
substantially. Some countries have unfolded a range of interventions; others 
have been rather inactive although no less affected by health professional 
mobility. The United Kingdom is the only country that is responding to 
health professional mobility by developing activities in all four areas covered. 
Countries that are developing a variety of activities include Austria, Belgium, 
Slovenia and Slovakia. Poland, Romania and Hungary have been less active. 
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Chapter 3

Health professional 
mobility and health 
systems in Europe:  

conclusions from the 
case-studies

Irene A Glinos, Matthias Wismar, Claudia B Maier, Willy Palm, Josep Figueras

3.1 Introduction

The aim of this study is to enhance our understanding of health professional 
mobility in today’s Europe. The endeavour comprises two distinct but closely 
connected parts. The first is to understand mobility in terms of the evidence on 
its extent and directions; the second is to understand mobility in terms of its 
impact, policy relevance and implications. 

While information on health professional mobility is available for some 
countries, the general level of evidence across Europe is largely insufficient in 
quantity and/or inadequate in quality. These gaps have become manifest as 
mobility has started to attract policy interest. Without evidence on the extent 
and directions of migratory flows, decision-makers cannot know how their 
country is affected; without evidence on the implications of mobility and its 
relative weight in the context of domestic workforce priorities, they cannot 
know whether to address it. 

The research underlying this book aims at addressing the glaring knowledge 
gaps. For the first time, evidence has been gathered from a large pool of countries 
in a systematic, standardized way that ensures intercountry comparability.  
In addition, authors have gone beyond numbers to grasp the impact and  
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relevance of health professional mobility and to assess the policy interventions 
applied in their country. 

The present chapter concludes the research outlined in the subsequent parts 
of this volume. It first presents the reader with the mobility highlights of the 
17 country case studies. Based on this evidence, six key observations on health 
professional mobility are formulated to bring out the most policy-relevant 
dimensions of the research. Section 3.4 discusses the changing and uncertain 
context of mobility in the future while section 3.5 draws on the observations 
and changing context to explain the potential policy implications of mobility. 
The chapter closes with some brief reflections.

3.2 Mobility highlights from 17 countries

The summaries of each of the 17 country case studies outline the key features 
of mobility and the individual as well as common challenges presented by 
health professional mobility. This is a useful reminder of the uniqueness and 
diversity of the countries that provide the evidence base for this study, serving 
as the basis for discussion of the key observations and policy implications.  
The EU Member States are ordered according to whether accession occurred 
before (studies in Part II) or after (studies in Part III) 2004, followed by Serbia 
and Turkey – countries that have applied for EU membership (detailed in Part 
IV). 

Austria (Chapter 4) is both a destination and a source for health professionals 
from neighbouring countries. The strongest connection exists with Germany 
and this mobility is two-way. Inflow and outflow volumes are roughly balanced 
for medical doctors and dentists but for nurses are characterized by a one-
way inflow over years. Health professional mobility is of high significance for 
the home-care sector. High numbers of nurses from eastern Europe have been 
recruited to work in home care, often on an illegal basis. This remains an issue 
of public and political debate.

There are reciprocal flows of health professionals between Belgium (Chapter 
5) and neighbouring countries with languages in common. Inflows from more 
distant countries such as Romania and Lebanon are also visible as foreign medical 
doctors with basic training and nurses are being recruited to alleviate domestic 
shortages. In particular inflows of foreign-trained dentists and medical doctors 
with basic training represent important shares of new registrations (19.3% and 
25.3%, respectively, in 2008) while outflows are strongest for Belgian-trained 
specialists moving to France. 
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Over the last 20 years, Finland (Chapter 6) has changed from a source 
country to one with a mixed mobility profile. Outflows of health professionals 
have decreased and become comparable to inflows. Foreign medical doctors 
and dentists represent important shares of all new arrivals in the workforce. 
This signals that the Finnish system could become dependent on the inflows 
of foreign health professionals from abroad. In the context of a changing 
policy environment and health workforce shortages since 2006, recruitment 
programmes for foreign health professionals have gained more attention as a 
measure for tackling workforce shortages. 

Evidence suggests that France (Chapter 7) is a destination country, especially 
for foreign medical doctors. These are mainly from neighbouring EU 
countries, followed by French-speaking countries of north and sub-Saharan 
Africa. Inflows have increased with EU enlargements (considerable numbers 
of Romanian doctors have migrated to France since 2007) but at lower levels 
than expected. Nationally, health professional mobility is of limited impact but 
the foreign workforce is important locally – in hospitals with shortages and in 
certain specialties. 

Germany (Chapter 8) is both a destination and a source country. Around 
5–6% of all registered medical doctors and dentists and 3.4% of all nurses 
and midwives1 are of foreign nationality. Federal states and hospitals in eastern 
Germany are compensating for the shortage of medical doctors by recruiting 
from abroad. Foreign nurses from eastern European countries are increasingly 
working as self-employed agents or illegally, mainly as home-care workers for 
elderly people. At the same time, a rising number of German health professionals 
are leaving the country to work abroad, attracted by better working conditions 
and higher pay. 

Health professional mobility to and from Italy (Chapter 9) is shaped by 
distortions in the domestic health workforce. Oversupply of medical doctors 
has led to outflows while structural nursing shortages have led Italy to recruit 
from abroad. One in ten nurses is of foreign origin, mainly from Europe 
(Romania and Poland) and also from Latin America (Peru). The elderly-care 
and home-care sectors rely heavily on foreign carers, who nevertheless remain 
undocumented. Legislation partly reflects the needs of the system by easing 
entry requirements for nurses and seeking to regularize care workers.

Inflows and outflows of health professionals have increased substantially in 
Spain (Chapter 10) since 2000. Responding to workforce shortages, medical 
doctors from Latin America have immigrated to work as general medical doctors 
and to train as specialists. Spanish doctors and nurses did show high outflows 

1 Subject to social insurance contributions.
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to other EU Member States, but these movements have been declining since 
the mid 2000s. In 2007, foreign nationals made up about 12.5% of all medical 
doctors but only about 1% of nurses. The importance of foreign inflows not 
only to the medical workforce (8282 foreign degrees recognized in 2008 alone)2 
but also to the nursing, dentistry and pharmacy professions suggests a degree of 
dependency on immigration. 

Historically, the United Kingdom (Chapter 11) has been a major destination 
country for health professionals, predominantly from India, Pakistan, Nigeria 
and South Africa as well as from Australia and New Zealand. More than a 
third of medical doctors and a tenth of nurses are internationally trained. Old 
colonial ties and English as a common language have influenced migration 
patterns. This is also true for the EU enlargements but on a lower overall scale. 
The British government’s policy of massive expansion in the NHS workforce 
in the late 1990s instigated a period of active international recruitment on 
an unprecedented scale. The policy was reversed in 2006 and more restrictive 
immigration rules were introduced as earlier expansion in domestic training 
numbers came on-stream. 

Predominantly a source country, Estonia (Chapter 12) continues to lose health 
professionals not only to Finland but also to the United Kingdom, Sweden, 
Germany and Norway. Since EU accession in 2004, outflows (intentions) 
appear to have been of moderate scale (about 70–130 certificates issued 
yearly since 20053 to medical doctors and nurses and 20–40 to dentists). 
Constant increases in salaries since 2005 may have contributed to making 
working abroad less attractive. Mobility appears to be less significant than 
other domestic workforce issues such as ageing of the workforce or attrition. 
However, the active recruitment practices of Nordic (especially Finnish) health-
care institutions may pose a threat in the near future.

Inflow and outflow data show Hungary (Chapter 13) to be mainly a source 
country. In 2008, 803 medical doctors showed intentions to leave4 but there were 
only 45 newly registered foreign medical doctors. The magnitude and character 
of emigrating health professionals is a key health workforce challenge. Since 
EU accession, mainly medical doctors and dentists (intend to) leave. Around 
2–3% of all medical doctors and dentists and around 0.2% of nurses have 
outflow intentions, but the effect of migration is worsened by the age profile, 
specialties and skill-mix of leavers. There are indications that, in combination 
with other health workforce issues, outflows pose a risk to the sustainability of 
the Hungarian health system. Despite this, there has been little policy action. 
2 Foreign degrees in general medicine recognized in Spain, equivalent to 213% of all diplomas delivered in Spain in that year.
3 With the exception of 2004. This is a clear outlier as 283 mutual recognition of diploma certificates were issued to 
medical doctors in that year.
4 By requesting recognition of diploma certificates.



71Health professional mobility and health systems in Europe: conclusions

Lithuania (Chapter 14) is best defined as a source country but outflows of 
health professionals have not been as important as anticipated prior to EU 
accession. Whereas 2.7% (357) of medical doctors and 3.6% (81) of dentists 
showed intentions to work abroad during the first year of EU enlargement,5 
numbers fell to 0.9% (132) of medical doctors and 3.1% (72) of dentists 
in 2009. Nurses had fewer intentions to leave the country (around 0.5–1% 
of the workforce). However, health professional mobility and its potential 
consequences for the health system have attracted political attention, and 
workforce-planning processes have been initiated at national, regional and local 
levels. Ongoing reforms have focused on improving working conditions and it 
is likely that the 2005–2008 salary increases played a role in retaining health 
professionals.

Poland’s (Chapter 15) accession to the EU in 2004 led to an escalation of 
health professionals leaving the country, especially medical doctors and 
dentists. Mobility is a noticeable phenomenon but currently is not seen to 
pose a significant threat to the health system although it has been suggested 
that there is a link to the increasing number of vacancies in the Polish health 
sector. Emigration has slowed and health professionals have been returning 
since 2007, the year that salary levels were increased. Poland also attracts some 
inflows of foreign health professionals, mainly from the Ukraine where a 
relatively important Polish community lives, but these have been insignificant 
in comparison to outflows. 

Outflows from Romania (Chapter 16) have been triggered by EU accession 
and the economic downturn. In 2007, the scale of emigration was high, as 1421 
medical doctors (around 3% of all practising medical doctors in Romania) left 
in that year alone. This affected one of the most economically deprived areas 
(north-east region) more than other regions. Overall, the phenomenon was 
not as dramatic as expected and showed no signs of jeopardizing the health 
system. By the end of 2009, the economic downturn had begun to impact 
on the health workforce, staffing levels and salaries. These developments 
combined with the emigration of health professionals became a critical concern.  
An effective health workforce strategy has been lacking and some of the 
retention measures in rural areas have not proved effective.

Slovakia (Chapter 17) is a source country, losing considerable numbers of 
qualified health professionals to other EU countries. The opening of borders 
in 1989 and EU accession in 2004 affected a formerly self-sufficient system. 
Between 2004 and 20076 a total of 1377 medical doctors, 1780 nurses, 109 
dental doctors, 164 pharmacists and 194 physiotherapists requested mutual 
recognition of diploma certificates to work abroad. The country now faces 

5 Measured by the number of recognition of diploma certificates issued.
6 1 May 2004 to 30 April 2007.
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challenges from staff shortages, underproduction of health professionals and 
a looming demographic trend. Measures such as better data collection and 
retention strategies aimed at regaining self-sufficiency are a key priority.

Slovenia (Chapter 18) has been an attractive destination for medical doctors 
and dentists from the countries of the former Yugoslavia. In 2008, more than 
20% of all active medical doctors and dentists were foreign trained. Shortages 
of health professionals and consequent opportunities for foreign graduates 
may have triggered considerable inflows, as did the expanding health sector.  
There have been attempts to make Slovenia self-sufficient – training capacity 
was expanded by opening an additional medical faculty and four additional 
nursing schools. It is too early to comment on the effect of these measures.

The political, social and economic situation in Serbia (Chapter 19) has 
influenced health professional mobility since the 1960s. It is estimated that 
a total of 10  000 Serbian health professionals have moved to work abroad 
since 1960. Germany and Switzerland were the most popular destinations but 
neighbouring countries (predominantly Slovenia) are becoming more popular 
through their association with the EU, geographical proximity, similar languages 
and cultures and established social networks. Aside from Serbia’s political and 
economic situation, health professional outflows are due to higher salaries 
abroad and domestic oversupply of medical doctors. They are also related to 
broader health system and workforce challenges such as working conditions 
and limited career development opportunities.

Turkey (Chapter 20) is characterized by one-way flows of health professionals as 
restrictive labour laws pose serious difficulties for individuals of foreign descent 
seeking to live and work there. However, foreign recruitment is beginning to 
be seen as a possible remedy to the problems caused by insufficient planning, 
a problematic skill-mix, unbalanced specializations, underproduction and the 
maldistribution of professionals. These considerations and a view to potential 
EU accession have led the current government to try to ease labour laws but 
this is a highly controversial policy option in Turkey.

3.3 Mobility matters: key observations

Health professional mobility is clearly a phenomenon that cannot be ignored 
by policy-makers, health workforce planners, managers or researchers. Some 
important observations can be derived from the evidence presented in this 
volume, and this section puts forward six key observations formulated to 
highlight the most policy-relevant dimensions: (i) the significant but diverse 
magnitude of mobility, (ii) the lower than expected effects of EU enlargements, 
(iii) the worsening east–west asymmetries, (iv) money as a driver for mobility, 
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(v) the subtle but significant impacts of mobility, and (vi) the limited data 
available.

3.3.1 Magnitude of mobility: significant but diverse

The magnitude of health professional mobility is important in a number 
of countries in terms of reliance on the foreign workforce and of inflows. 
Reliance shows the share of foreign health professionals within a country’s 
health workforce in a given year. As a share of total new entrants to the system, 
inflows show how migrants contribute to replenishing the workforce. There is 
considerable diversity in the magnitude of mobility across countries as well as 
within countries for different health professions. 

Important reliance on foreign health professionals has been noted for the 
following countries. Foreign7 medical doctors amount to at least one in 
every ten medical doctors in Belgium, Portugal, Spain, Austria, Norway, 
Sweden, Switzerland, Slovenia, Ireland and the United Kingdom. Foreign-
trained medical doctors made up 36.8% of all medical doctors in the United 
Kingdom in 2008. Overall, reliance on foreign nurses seems less pronounced 
but does exceed 10% of the nursing workforce in Italy, the United Kingdom, 
Austria and Ireland. One in every two nurses in Ireland is foreign trained.  
All other countries in the study show low (around 5%) to negligible (<1%) 
reliance on the foreign health workforce. 

The magnitude of flows also shows the importance of mobility. In Europe, 
flows have been increasing since the major geopolitical changes that began in 
the late 1980s. The limited number of time series data that are available indicate 
fluctuating inflows – increasing, decreasing or stable depending on the country. 
Increases in outflows are suggested in more countries (observation (ii); section 
3.3.2). In 2008, the proportion of foreign inflows within all new entrants8 to 
the health workforce was particularly high for foreign medical doctors in the 
United Kingdom (42.6%), Belgium9 (25.3%) and Austria (13.5%); for foreign 
nurses in Italy (28%), the United Kingdom (14.7%) and Belgium (13.5%); and 
for foreign dentists in Austria (40.8%), the United Kingdom (33.7%), Belgium 
(19.3%) and Hungary (9.7%). In Finland, 43.2% of newly licensed dentists in 
the period from 2006 to 2008 were foreign trained. Much lower shares were 
reported in Poland (around 3% for foreign medical doctors and dentists) and 
in Hungary (4.7% for foreign medical doctors and 2.4% for foreign nurses). 
Data were not available for other countries. 

7 Foreign born, foreign trained or foreign national.
8 Newly registered or newly licensed depending on country and profession.
9 In Belgium, these were medical doctors with basic medical diplomas (as opposed to general practitioner or specialist 
diplomas).
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3.3.2 Effects of EU enlargement: less than expected

The EU enlargements in 2004 and 2007 added 12 new countries to the free-
movement area. Health professionals from eastern Europe joined the mobile 
workforce in Europe and mobility became a more diverse phenomenon.  
The enlargements were associated with high expectations. Outflow intentions 
in Estonia, Hungary, Lithuania, Poland, Romania and Slovakia increased 
considerably at the time of accession but were lower than anticipated.  
In many countries, annual outflow intentions hovered at around 3% of all health 
professionals but showed some peaks – reaching 6.5% of all medical doctors in 
Estonia in the last eight months of 2004 for example. In most countries, these 
outflow intentions subsequently decreased (between three and four times) but 
remained at higher overall levels than before enlargement. In Hungary, the 
outflow intentions of medical doctors have remained stable at around 2.5% 
per year. By contrast, outflow intentions have remained low (<1%) in Slovenia. 
Poland is an example of a country in which health professionals are reversing 
outflows by returning. Generally, outflows from the EU-12 have been lower 
than expected but are still higher than outflows from the EU-15. 

It is important to note that intention-to-leave data are used as a proxy in 
the absence of data on actual outflows. However, these tend to overestimate 
emigration. Studies in Romania and Estonia showed that actual departures 
were two to three times lower than outflow intentions. Peaks such as the one 
recorded in Estonia in 2004 may be explained by retrospective applications for 
diploma certification from health professionals who migrated before accession. 

Overall, the EU enlargements have led to increases in flows between EU 
countries but it is probably too soon to draw conclusions on the effects of EU 
enlargement. More recent (2009 or 2010) data from Estonia, Hungary and 
Romania point to a new surge in outflows, presumably related to the global 
economic downturn. 

3.3.3 East–west asymmetries worsened 

The analysis also reveals noticeable asymmetries between EU-12 and EU-15 
countries. Flows are predominantly in one direction, from east to west, and 
most destination countries are in the EU-15 (observation (i), section 3.3.1). 
All European countries are subject to outflows but most EU-15 countries 
show simultaneous inflows, unlike most EU-12 countries. EU-15 countries, 
therefore, have more possibilities to fill vacant positions with foreign health 
professionals. 

These differences may signal the persisting importance of geopolitical contexts 
and economic incentives.   Lower income levels (observation (iv), section 
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3.3.4), working conditions and standards of living as well as unfinished health 
reforms in some EU-12 countries all add to the perception of less-promising 
perspectives. The lower inflows of foreign medical doctors and nurses as well as 
the lower levels of reliance on foreign health professionals in the EU-12 reflect 
and reinforce these asymmetries. 

It should not be forgotten that outflows from eastern Europe started well before 
accession, following the political transitions that took place in various parts of 
the region. For example, high numbers of health professionals from Bosnia and 
Herzegovina, Croatia, and Serbia in Germany’s workforce stock in 2003 point 
to decades of outmigration from the former Yugoslav Republic. In some ways, 
it may still be too early to draw conclusions on the effects of enlargements.  
Less than 10 years have passed and the right to free movement acquired with 
EU membership will continue to facilitate mobility even decades from now. 
For the moment, mobility data show persisting differences between the EU-12 
and the EU-15, albeit with variations within both groups. 

3.3.4 Money: a main driver for mobility 

Unsurprisingly, many of the country case studies show that money motivates 
mobility. This may seem obvious when an Estonian medical doctor can earn six 
times more in Finland and a Romanian general practitioner can earn ten times 
more in France. Income is the most cited factor in deciding whether or not to 
migrate, and influences leavers, returnees and those who remain. In Lithuania, 
annual salary increases of 20% for medical doctors and nurses in 2005–2008 
likely helped to reverse high dropout rates from medical studies, as well as 
attrition and emigration. In Poland, better remuneration is reported to have 
diminished outflows and motivated returns. In Slovenia, increases in salaries 
arguably contributed to a smaller than expected loss of health professionals. 
Conversely, a 25% cut in the salary of health professionals in Romania may have 
contributed to higher outflow numbers in 2009. It remains to be seen how the 
global economic downturn will affect flows, as mobility is dependent on what 
opportunities are (perceived to be) available in source and destination countries. 

Money is an important motivator but only one among many factors that 
determine job satisfaction and willingness to stay or look for alternative options 
at home or abroad. The other most often mentioned motivation in the country 
case studies is working conditions. This includes the working environment, 
terms of employment, work relations and access to infrastructures. Low social 
recognition and/or low esteem were also mentioned relatively frequently. 
Incomplete health reforms, unrealized objectives and disappointment among 
the workforce were mentioned in four EU-12 countries (Lithuania, Hungary, 
Romania and Slovakia). 
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3.3.5 Subtle but significant impacts on the performance of health 
systems 

One aim of this study was to assess mobility’s impact on health systems. 
The perceived effects on shortages, training new workforces and financing 
sustainability have received much public attention in several countries. In spite 
of intense debates, there is surprisingly little evidence on the subject and there 
appear to have been no systematic studies. The country case studies address 
this gap by including some qualitative analysis based on expert interviews and 
authors’ observations. 

The case studies indicate how mobility contributes to shortages concerning the 
size, skill-mix and geographical distribution of the health workforce in source 
countries. Inflows to destination countries can however help to compensate for 
inadequate workforce planning and to improve access. Foreign medical doctors, 
nurses, dentists and/or carers increase service capacity in the United Kingdom, 
Spain, Austria and Italy. Shortages in the less affluent eastern parts of Germany 
are increasingly filled by foreign medical doctors – their numbers tripled 
between 2000 and 2008. In France, medical doctors from non-EU countries 
fill gaps in public hospitals, particularly in socioeconomically disadvantaged 
areas. 

There may be many reasons for shortages in source countries and it is hard to 
prove that emigration is the cause. However, several case studies mention that 
outflows can worsen service delivery. Losses become a particular problem if 
they involve large numbers, rare skills or occur in already undersupplied areas. 
Slovakia lost a reported 3243 health professionals between January 2005 and 
December 2006, but the real numbers are likely to be substantially higher.  
In Romania, rural areas with the lowest coverage of medical doctors report some 
of the highest emigration rates among medical doctors and nurses. Impacts are 
not always related to the size of flows. Hungary, Estonia and Lithuania noted 
that the departure of even a few specialists can upset service provision. Certain 
specialties appear to be more vulnerable. In Poland, most vacant posts concern 
anaesthetists and emergency doctors – specialists that show greatest intention 
to leave. In Belgium, the emigration of child psychiatrists has been reported as 
problematic given important shortages in the profession. 

It is also important to recognize the accumulated effect of mobility. For instance, an 
annual outflow of 3% of total medical doctors may not appear to be significant 
but will leave a major mark on the size of the workforce if it continues over 
years. This implies that some impacts may take time to appear.

Training and financing are closely related in the mobility context. Mobility has 
implications for training owing to the huge cost and time needed to educate 
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and train health professionals. Several countries report (extremely) high foreign 
inflows in at least one health profession (cf. observation (i), section 3.3.1). In 
2008, Spain recognized 8282 foreign degrees in general medicine – more than 
double the number of medical graduates produced that year. Whether or not 
this is a conscious strategy, the importation of health professionals expands 
knowledge and skills but at lower costs. As noted in the United Kingdom, 
foreign recruitment has the added benefit of freeing up senior staff to train a 
new workforce. Yet, while foreign inflows are substantial in many countries 
(observation (i)), they may come at the expense of reliance on a foreign 
workforce. 

Conversely, Serbia and Montenegro have spent an estimated US$ 9–12 billion 
educating and training medical specialists who have since left the country. 
This undermines returns on investment and possibly the necessary skill-mix 
of the country. Mobility of foreign students affects the availability of training 
positions, and foreign students are less likely to stay in a host country following 
graduation. Health workforce planning in Belgium is affected as inflows of 
Dutch and French students bypass the numerus clausus that applies to domestic 
students of medical and health-related studies. There are similar concerns about 
the influx of Germans taking up medical student posts in Austria. 

In addition to the financial consequences of gaining or losing health 
professionals, there is also evidence that mobility can impact on salary levels. 
Spain has reported that foreign inflows helped to keep salaries at sustainable 
levels within a context of high demand for health services. By comparison, 
the Lithuanian Government and Polish independent health-care providers 
increased salaries in order to retain medical doctors. Such incentives raise 
questions about long-term sustainability and redistribution within the system. 

Impacts are subtle in the sense that they are often indirect, hard to discern and 
non-immediate. They may be insignificant at country level but substantial at 
regional or hospital level. As mentioned above, the analysis of impacts is also 
hampered by the difficulty of establishing causal effects. Moreover, the relative 
importance of mobility will depend on the domestic workforce issues facing 
planners and policy-makers in individual countries. These include shortages, 
unbalanced skill-mixes, geographical maldistribution, workforce and population 
ageing, attrition and/or underproduction of new health professionals. Within 
this context, mobility can be considered to be of high relevance in seven 
countries of this study (Austria, Hungary, Romania, Slovakia, Slovenia, Spain, 
United Kingdom), of medium relevance in six (Belgium, Finland, Germany, 
Italy, Poland, Serbia) and of lower relevance in comparison to other concerns in 
four (Estonia, France, Lithuania, Turkey). 
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3.3.6 Data are still limited

In 13 of the 17 country case studies (Belgium, France, Germany, Hungary, 
Italy, Lithuania, Poland, Romania, Serbia, Slovakia, Spain, Turkey, United 
Kingdom) there was reported to be insufficient availability of updated and 
comprehensive data on migration. Decision-makers do not know exactly who 
is entering and who is leaving their systems and, therefore, it is harder to assess 
the implications for the workforce and for health system performance. 

There are several aspects to the issue of data limitations. First, the absence of 
a proper definition of health professional mobility means that three indicators 
(foreign trained, foreign born, foreign national) are used to capture mobility. 
Limitations in the validity of each indicator and their unsystematic use across 
Europe make it difficult to assess the scale and character of mobility. Countries 
such as Austria, Poland and Slovenia where more than one indicator is available 
show data values that differ significantly. With careful interpretation, these 
variations can provide a richer picture of mobility but they also raise questions 
about the validity of comparisons between indicators. Moreover, the inaccuracy 
of general stock indicators (for example, on licensed/active or full-time/part-
time health professionals) makes it difficult to assess how mobility contributes 
to the health workforce. Data sources are also not able to capture certain types 
of mobility that may be on the rise in the EU such as returning migrants, 
short-term mobility, weekend work and dual practice, undocumented workers, 
commuting and training periods abroad. 

Second, most countries find it very difficult to provide time series data, thereby 
hampering the ability to understand mobility trends and monitor fluctuations. 
Changes in professional definitions, new collection methods and new data 
holders also led to discontinuity of data in EU-12 countries. 

Third, data on nurses suffer from greater limitations and inaccuracies than 
data for medical doctors in most countries. Even where data are available, the 
professions and qualifications included vary widely between countries.

Finally, no country appears to have accurate outflow data. Intention-to-
leave data are used to gauge emigration but, although an important signal, 
their validity is disputed. Health professionals may choose to leave without 
conformity certificates as they are not required by all employers; they may 
apply for certification retrospectively; or they may apply but never leave.  
A study in Romania showed that only a third of medical doctors who requested 
certificates in 2007 actually emigrated; in Slovakia there is evidence that 
equivalence confirmations are severe underestimates of real outflows. Moreover, 
intention to leave may be susceptible to manipulation as health professionals 
can use requests for conformity certificates to pressurize governments and fuel 
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political debate. Countries can address this information gap by searching the 
registries of destination countries but this remains a cumbersome and little 
used procedure. Such studies have been carried out in Lithuania, Germany and 
Belgium. 

3.4 Mobility in a changing context 

Mobility has become an increasingly important issue and its significance is 
bound to be reinforced by a series of contextual factors and uncertainties.  
While we cannot predict how mobility will evolve, it is certain that this will be 
affected by the changing context in which it takes place. Five dimensions related 
to health system challenges, workforce shortages, Europeanization, reliance on 
foreign workforce and ethical considerations will be examined in terms of their 
future meaning for health professional mobility. 

Health systems face a series of current and future challenges caused by the 
changes in demography, technology and the economic environment. Planners 
and decision-makers cannot be sure that their systems have the required numbers 
of health professionals and adequate skills to respond to the demographic 
transition. In some countries, ageing of the workforce means that the rate of 
retirement is already outpacing the replacement of the workforce. Population 
ageing will require new skills as service provision is reoriented towards chronic, 
palliative and long-term care. In parallel, technological and medical progress 
will continue to make new treatment methods available that are bound to add 
to pressures on health expenditure. The economic outlook is uncertain yet it 
is clear that the current financial crisis impacts on public budgets. Political 
decisions determine whether health spending is cut (announced in the Baltic 
countries, Slovenia, Spain and the United Kingdom, for example) or protected 
(announced in Austria, France and Sweden, for example) but the financial crisis 
will clearly be an additional challenge for health systems.

Within this changing context, future health workforce shortages are bound 
to worsen. On one hand, there is a shrinking supply of candidates entering 
training and, on the other, demand for health services is rising. Different public 
employers, different sectors and different countries are increasingly competing 
for the same workforce and skills. The European Commission10 forecasts that 
the EU will face a shortage of 1 million health professionals by 2020 if existing 
workforce problems are not addressed. In the United States, projections show 
that there could be a shortage of 159 300 full-time equivalent medical doctors 

10 The forecast on health professional shortages in the EU was presented by the European Commission during a policy 
dialogue in Leuven, Belgium in April 2010. An explanatory note detailing the methods and results was circulated later 
(Ref. Ares(2010)740064 - 25/10/2010).
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by 2025 (AAMC 2008) and almost a million nurses by 2020 (Aiken & Cheung 
2008). This will have implications since the United States is a major destination 
country for European health professionals.

Europeanization is defined as the process of increasing economic, political, 
social, cultural (etc.) integration within Europe. This will contribute to mobility 
in three ways. Firstly, the phasing out of transition periods for the countries 
which joined the EU in 2004 and 2007 means that any remaining labour 
market restrictions will be lifted. Secondly, future enlargements are planned. 
Croatia, Iceland, the former Yugoslav Republic of Macedonia, Montenegro 
and Turkey are official candidate states; Albania and Serbia have applied for 
membership; Bosnia and Herzegovina has concluded an association agreement 
and is preparing an application; and “Kosovo” is beginning negotiations for an 
agreement. Third, the increases in mobility arising from the sheer number of EU 
Member States will decrease national governments’ abilities to steer mobility as 
no unjustified restrictions may limit the freedom of movement within the EU. 

Reliance on the foreign health workforce is bound to become an increasingly 
unsustainable approach to tackle workforce shortages. International 
competition for the health workforce will intensify and systems will become 
more susceptible to changes in the directions and volumes of flows if reliance 
on foreign inflows grows as a result of shortages. Mobility patterns are already 
hard to predict but are increasingly dependent on decisions taken in other 
countries. Moreover, international recruitment may be a faster and cheaper 
solution for problems such as domestic underproduction, inadequate skill-mix 
or geographical maldistribution but it does not resolve the underlying causes 
of workforce problems, and foreign health professionals may not fill the “right 
gaps”. 

Finally, ethical considerations are likely to evolve in tandem with mobility.  
In 2010, WHO Member States adopted the WHO Global Code of Practice on 
the International Recruitment of Health Personnel. The Code provides guidance 
on ethical aspects of recruitment but workforce shortages may drive countries 
to choose between insufficient health services for their own populations or 
recruitment from third countries facing even more severe shortages. Moreover, 
freedom of movement is an EU citizen’s right and it is undeniably progress 
that this will extend to an increasing number of Member States. This gives 
rise to the question – what is the difference between recruiting from third 
countries and recruiting from less economically advantaged EU countries?  
The 2004 and 2007 enlargements have made the EU more diverse, as reflected 
in the World Bank and International Monetary Fund country classifications. 
Most EU-12 countries are considered to be emerging and developing countries 
and large salary differentials are apparent between the EU-12 and EU-15 (cf.
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observation (iv), see section 3.3.4). Future EU enlargements will add to this 
diversity and to ethical considerations. 

3.5 Policy implications 

In this section we discuss policy implications deriving from the key observations 
on health professional mobility and the changing context. Good information is 
the basis for all further action; therefore, policy implications on data, intelligence 
and evidence will be presented first. These will be followed by a second set of 
implications focusing on workforce strategies as these appear to be of great 
importance for addressing mobility. A third set of policy implications will be 
presented for workforce planning and finally, implications for internationals 
frameworks will be discussed. 

3.5.1 Data, intelligence and evidence

Any response to health professional mobility requires a sound evidence base 
as good-quality and timely data are essential for effective actions. Three main 
areas have emerged: (i) the need for better quality data on actual mobility, 
(ii) information on the workforce overall, and (iii) intelligence to evaluate the 
effectiveness of workforce strategies.

There is a clear need for better data to improve the measurement of mobility 
spanning from inflows to reliance on foreign health professionals and to outflows. 
Data on the mobility of medical doctors are available in most countries but 
data for nurses are not, despite the fact that nurses are numerically the largest 
group of health workers. This health profession will become even more crucial 
for effective service delivery given future trends on population ageing, increases 
in chronic conditions and other contextual factors. But any performance 
measurement will require a sufficient evidence base on the profession, including 
information on mobility. Data on outflows are non-existent in most countries 
and proxy measures are used instead. Similarly, there is a lack of information 
on returners. One option is to improve the information base by conducting 
specific surveys. A second is to collect personalized data on mobile health 
professionals, although this involves several methodological challenges such 
as data protection issues. A third option is to trace health professionals in 
destination country registries, an action that can be undertaken by individual 
countries. A fourth, albeit ambitious, option would be collaboration between 
registries across Europe, forming a joint mechanism to relay relevant data to the 
sending countries. 
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The second policy implication relates to monitoring the workforce, as 
information on mobility needs to be contextualized with data on the general 
workforce. There is scope for improved EU-wide intelligence on workforce 
policies and the training pipeline in Member States in order to anticipate 
European shortages and changes in recruitment policies. Some countries are 
very highly reliant on foreign health professionals and hence decisions made 
in other countries. Other countries are vulnerable to outflows and will need 
to know the context in which they operate. Intelligence on workforce policies 
and the training pipeline can also reduce uncertainties concerning forecasted 
shortages. However, this action can only be achieved as a joint measure and 
would require collaboration between the European Commission and the 
Member States.

The third policy implication is the need for investment in research to 
evaluate workforce strategies and measure their effectiveness. Countries have 
implemented a variety of measures (such as raising salary levels, improving 
working conditions, increasing education and training capacities) but their 
effects on the mobility of health professionals have not been evaluated. 
Evaluation studies can, therefore, help to identify which workforce measures or 
bundle of measures are the right choice. 

3.5.2 Strengthening workforce strategies

The need to improve countries’ workforce strategies is a central policy 
implication of this research. This can build on strengthening retention, raising 
the domestic supply of health professionals and optimizing skills and their use 
within health systems. 

Retention can be optimized by focusing on working conditions and the 
working environment. Measures include salary increases, improvement of 
infrastructures, introducing up-to-date technologies, facilitating part-time 
work and providing models for older health workers. These can reduce exits 
from the workforce through emigration or attrition and increase the appeal of 
the health professions. 

Another strategy is to raise the domestic supply of health professionals. This 
would require measures to expand the capacities of faculties and schools and 
to increase the number of training facilities and specialist training slots. This 
strategy can be closely connected to self-sufficiency policies that aim to meet a 
country’s demand for health personnel by training its own health professionals 
for retention in the domestic health workforce. This can reduce unsustainable 
reliance on foreign inflows and the risks associated with important outflows. 
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Workforce strategies can also aim to optimize skills and their use within countries 
and health systems. One aspect of this is to achieve effective employment of 
foreign health professionals already in the country. This would require measures 
to attract foreign health professionals not working in the health sector, fast track 
recognition of non-EU qualifications, provide additional training or induction 
periods, and to deliver programmes enabling foreign health professionals to 
integrate within the system and society of destination countries. 

3.5.3 Workforce planning

The need to improve health workforce planning in countries is another policy 
implication based on the research included in this volume. Assessment of health 
workforce needs, the use of mobility data and a joint European workforce 
planning framework are three strategies that may contribute to more effective 
health workforce planning. 

Workforce needs assessment broadens the perspective of workforce forecasting 
and planning. It takes into account issues of recruiting, educating, distributing, 
retaining, motivating and managing the health workforce. Workforce needs 
assessment, therefore, goes beyond forecasting the numbers and the skills 
needed. It is sensitive to the potential loss of health professionals to other sectors 
and other countries that may be precipitated by changes in these factors. This 
also implies the need to improve understanding of the motivations of the health 
workforce, including monetary and non-monetary aspects.

The use of mobility data will improve the accuracy of forecasting since it allows 
losses, that would otherwise have gone unnoticed, to be factored in. It can also 
improve monitoring of the assumptions about retention in the assessment of 
health workforce needs. 

A common European workforce planning framework would aim to maintain 
a European health workforce that can rely largely on health workers trained in 
Europe. To this end, a European workforce planning framework would facilitate 
exchange on data sources and forecasting methodologies, reduce uncertainties 
about Member States’ forecasts and workforce policies and provide transparency 
on the planning of the numbers and skill-mix in the health workforce. 

3.5.4 International frameworks

A final policy implication deriving from the research is that international 
frameworks can contribute to managing health professional mobility.

Codes on the international recruitment of health personnel discourage 
recruitment in countries facing workforce shortages. The research included in 
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this volume indicates that three strategies can improve the use of these codes. 
Firstly, a monitoring of inflows is necessary to understand whether or not the 
code is respected and effective. Secondly, accountability frameworks need to 
be introduced to support the code by ensuring that the public administration, 
public-sector health-care providers and publicly contracted providers comply 
with the code. Scrutiny or sanctions need to be considered for cases of non-
compliance. Thirdly, strengthened workforce strategies support these codes by 
improving the retention and supply of health workers and thus moderating the 
need for international recruitment. 

If used appropriately, bilateral agreements are flexible instruments that can help 
to manage health professional mobility and complement workforce policies. 
For example, they can be used to limit or exclude international recruitment 
from third countries, to establish systems for mutual recognition of diplomas 
with countries outside the free-movement area or to foster active recruitment 
on a permanent or temporary basis. 

International frameworks can be used by professional organizations, health-care 
providers or teaching hospitals and can address local workforce and mobility 
issues through forms of cross-border collaboration. These include twinning, 
staff exchange and educational support and are used throughout Europe.

3.6 Final reflections

The increasing importance of mobility, the changing and uncertain context in 
which it takes place and the resulting policy implications combine with the EU 
legislative framework on freedom of movement to create a setting in which joint 
perspectives are needed to address health professional mobility as part of wider 
workforce strategies. Together, the European Commission and the EU Member 
States have initiated a policy debate on the future of the European workforce for 
health, publishing a Green Paper and launching a public consultation process. 
Member States have shown persisting interest in moving the topic up the EU 
agenda. Council conclusions on this issue were adopted under the Belgium 
Presidency in 2010 and the focus continued under the Hungarian Presidency 
in 2011. 

We hope the 17 country case studies that follow will contribute to awareness 
and debates on the subject of health professional mobility in Europe.
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Mobility, language  
and neighbours: 

Austria as source and 
destination country

Guido Offermanns, Eva Maria Malle, Mirela Jusic

4.1 Introduction 

In Austria, there is a long tradition of health professionals crossing borders. 
Characterized as both a destination and a source country, most exchange occurs 
with neighbour countries. The strongest connection is between Austria and 
Germany and, interestingly, mobility is in both directions. EU enlargement 
did not lead to the dramatic rise of inflows forecast by many experts but it did 
reinforce the existing importance of the Czech Republic and Slovakia. 

Mobility patterns in Austria differ according to health professions. For medical 
doctors and dentists, mobility is characterized by a rough equilibrium between 
inflows and outflows, but nurses show a constant one-way inflow over years. 
Due to the mostly outbalanced flows, health workforce migration is of low to 
medium significance for Austria´s health system. The exception is the home-
care sector as the majority of mobile or home care is currently performed by 
foreign nurses. The demand for these nurses has led to the emergence of an 
underground economy in recent years, mainly due to restrictions and the fact 
that foreign nurses provide mobile health care that official care services cannot 
cover (NÖGUS 2006). A high number of nurses from eastern Europe have 
been privately contracted to work in home care on an illegal basis (Georg 
2007), amounting to about 40 000 illegal nurses (ÖGKV 2006). The Foreign 
Labour Act of Austria was amended for home-care nurses but could not resolve 
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the problem entirely, and this remains an issue of public and political debate. 
Overall, Austria lacks an explicit and coherent human workforce policy and 
policy responses on mobility are short-term reactions to acute problems. 
However, several regional and local level initiatives such as staff exchange and 
cross-border education programmes have flourished over the recent past. 

This case study will give an overview of health professional mobility in Austria, 
with a focus on the neighbouring states with which most movements occur. 
Initially, it will describe the mobility profile with the aim of quantifying the 
scale of migration and time trends in Austria. The next section (4.5) will cover 
how migration impacts on the Austrian health system and its relevance for 
other workforce issues in the country. This will be followed by discussion of 
the barriers and hurdles that hinder mobility as well as the factors that define 
Austria as an attractive destination country. Section 4.8 covers workforce and 
migration policies, regulatory measures and interventions and their relevance 
to mobility.

Limitations of the study 

Austria faces a lack of relevant data on the mobility of health professionals, 
particularly foreign nurses. Furthermore, existing data are scattered throughout 
different institutions and data holders such as medical associations, the Austrian 
Federal Ministry of Health (Bundesministerium für Gesundheit – BMG), 
Austrian Association of Midwives (Österreichisches Hebammengremium – ÖHG) 
and the Public Employment Service Austria (Arbeitsmarktservice Österreich – 
AMS). This complicates data comparability and accessibility. Finally, health 
professional mobility has not been prioritized in past political discussions and 
so data on foreign health professionals were neither collected nor evaluated 
systematically. 

4.2 Mobility profile of Austria 

The long tradition of cross-border recruitment of health professionals and 
shortages of nurses in hospitals has led to a high share of foreign health 
professionals in the Austrian health care system. Since 2003 the share of 
medical doctors of foreign nationality registered in the Austrian Medical 
Chamber (Österreichische Ärztekammer – ÖÄK) has constantly increased. 
There have been inflows of nurses since the 1960s when numerous nurses from 
the former Yugoslavia moved to Austria. Exchange programmes with countries 
such as the former Czechoslovakia and the Philippines also facilitated mobility 
(Biffl 2006, Lenhart & Österle 2007). 
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It is hard to obtain detailed documentation or proper studies about the full 
dimensions of the migration of health professionals – mainly because there is a 
lack of data on foreign nurses in Austria and different data sources on medical 
doctors show a diverging picture. The history of health professional mobility in 
Austria is an indication that a high percentage of staff in the Austrian health-
care system has a migration background. However, it is particularly difficult 
to find these data because most data sources provide only information on 
citizenship, not the country of birth. 

The last population census1 from 2001 gives an idea of the dimension of 
mobility in Austria. Based on these data, a 2006 study published by the Austrian 
Institute of Economic Research (Österreichisches Institut für Wirtschaftsforschung 

(WIFO) provides a record of foreign-born health professionals. Other data 
sources show foreign health professional numbers ranging between about 8% 
and 14% according to the indicators used. It should be noted that the foreign-
born indicator includes health professionals who already possess Austrian 
citizenship; foreign nationals may include those who have foreign citizenship 
(Biffl 2006).

The 2001 census data show that more than 14% of the Austrian health workforce 
was foreign born. The shares vary between professions – unskilled workers 
show the highest proportion (25.1%), followed by nurses (14.5%), medical 
doctors (14.2%) and employees in public administration (9.4%) (Biffl 2006). 
The largest proportion of the foreign-born health workforce living and working 
in Austria came from the former Yugoslavia excluding Slovenia (30%), other 
EU-15 countries (23%), EU-10 countries (18%) and Asia (13%) (Biffl 2006). 
The development of data on newly registered health professionals in recent 
years shows that mobility occurs mostly between Austria and its neighbouring 
countries, with the strongest relationship between Austria and Germany.  
New EU countries such as the Czech Republic and Slovakia are also very 
important in recent developments of cross-border mobility, whereas the 
mobility of non-EU country nationals has slowed. 

The following section describes and analyses in detail the existing data on 
the stock and flows of health professionals to and from Austria. The analysis 
focuses on medical doctors, nurses, midwives and dentists. These four groups 
are defined as either foreign nationals or foreign trained. 

4.2.1 Medical doctors

The number of active medical doctors is increasing steadily. The absence of a 
language barrier can explain why most staff exchanges take place between Austria 

1 Austrian census takes place every 10 years. 
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and Germany. Also, the 2004 EU accessions induced an increase in medical 
doctors from eastern European countries. Different data sources show different 
migration figures (Table 4.1); for example, the 2001 population census shows 
14.2% of foreign-born active medical doctors while the number of foreign-
national medical doctors registered with the ÖÄK reached about 8% in 2003. 
These differences may be attributed to several factors, including the different 
years. The indicators chosen are also significant and likely explain a substantial 
part of the differences as “foreign born” includes foreign health professionals 
who had already taken Austrian citizenship. Conversely, data from the OECD 
show a much smaller proportion of foreign-trained medical doctors in 2005. 
The authors believe that the number constitutes an underestimate of the actual 
magnitude of mobility. This may be explained not only by the indicator used 
but also because junior doctor2 numbers are not included in OECD data but 
are included in ÖÄK data.

The following section will describe the inflows and outflows of medical doctors 
on the basis of registry data from the ÖÄK. 

2 In Austria, doctors must complete three years of in-service training (turnus) after their medical degree. This is a legal 
precondition for working as a medical doctor. Specialist training takes (at least) another four years and general practice 
training take (at least) another three years.

Table 4.1  Foreign medical doctors in Austria, from different data sources and indicators

                         Indicator Year Data 
sources

Comments

Foreign 
born

Foreign 
national

Foreign 
trained

14.2% (active 
medical 
doctors)

2001 Censusa Includes foreign-born 
medical doctors who 
took Austrian citizenship

8.8% (3322 
of 37 734 
active medical 
doctors), all 
registered 
(including 
turnus doctors)

2008 ÖÄKb Indicates medical doctors 
with foreign nationality 
(citizenship)

3.3% (964 of 
29 164 active 
medical doctors), 
only graduate 
medical doctors

2005 OECDc Eventual underestimate 
of phenomenon due 
to different indicators; 
assumption that junior 
doctors are not included

Sources: a Biffl 2006; b ÖÄK unpublished data 2009; c Dumond et al. 2008.
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Medical doctor inflows 

In order to practise in Austria, medical doctors must be registered on the ÖÄK 
official registry – the Ärzteliste. They must inform the ÖÄK about every change 
in their employment as only active medical doctors can remain on the list. 
The inflows of medical doctors who migrated to Austria are, therefore, best 
illustrated by data on new registrations. These show short-term variations in the 
registration of foreign medical doctors and so trends over the last five years can 
be observed easily. Table 4.2 shows time trends in the number and percentages 
of newly registered active medical doctors according to nationality.

The share of foreign medical doctors peaked at 17.9% (269) in 2004 and at 
17.7% (276) in 2007 and slowed to 13.5% (230) in 2008. Most were nationals 
of EU-15 countries, principally Germany and Italy (Fig. 4.1). Interestingly, the 
number of EU-10 nationals (including Romania and Bulgaria) among foreign 
newly registered medical doctors has increased since 2004 whereas the inflows 
from non-EU countries hold steady.

More than half of the newly registered foreign medical doctors are of German 
nationality (Fig. 4.1). An arrangement between Austria and South Tyrol 
explains the high numbers of Italian doctors; the increase in other nationals 
can be attributed to EU enlargement in 2004. 
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Fig. 4.1  Newly registered German, Italian and other foreign-national medical doctors 
                2000 and 2003–2008

Source: ÖÄK unpublished data 2009.
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Among these newly registered foreign-national medical doctors, by 2008 the 
proportion of specialists had increased to 42% whereas the proportion of junior 
doctors had decreased to 38%. There was a small, but increasing, proportion of 
general practitioners and medical doctors with approbation3 until 2007 but in 
2008 the proportions declined again (Fig. 4.2).

Foreign medical doctors in Austria

The stock of foreign-national medical doctors increased slightly but steadily 
from 8.1% in 2003 to 8.8% in 2008 and mostly comprises nationals of EU-15 
countries, including a high proportion of German medical doctors. Among 
the EU-10 countries, numbers from Romania and Bulgaria climbed slightly, 
whereas those from non-EU countries decreased (Table 4.3). 

In 2008, German nationals represent the highest share of foreign medical 
doctors (44%; 1453). Nationals from the Islamic Republic of Iran (5%; 178), 
the Syrian Arab Republic (2%; 54) and Egypt (1%; 41) reflect the high share of 
non-EU countries. The break-up of Yugoslavia and Czechoslovakia led to a rise 
of migration to Austria and explains why nationals from these countries make 
up the highest share (7%; 215) among non-EU countries (see Table 4.11 in the 
Annex for more details). 

3 In Austria, approbation is awarded after in-service training. Other EU countries award approbation at the end of the 
medical degree or after a postdoctoral education lasting 3–24 months (Ärztekammer für Tirol 2009).

Fig. 4.2  Newly registered foreign-national medical doctors in Austria
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Source: ÖÄK unpublished data 2009.
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The next section compares stock data of inflows and outflows in order to analyse 
the risk of losing Austrian medical doctors to Germany.

Medical doctor outflows 

As mentioned above, the most significant movements of medical doctors occur 
between Austria and Germany, and among emigrating Austrian medical doctors 
the highest percentage moves to Germany. The German Federal Chamber of 
Physicians shows 260 working Austrian medical doctors registered in Germany 
in 1988, increasing to 958 in 2003 and 1613 by 2007 (stock data). 

In 2003, 989 German medical doctors were working in Austria. This number 
increased to 1376 in 2007 and 1453 in 2008 (see the Annex, Table 4.11 for 
more details). Comparison of these data from the German Federal Chamber of 
Physicians and the ÖÄK shows mobility between Austria and Germany to be 
quite balanced. The absence of language barriers supports a flourishing exchange 
between these countries.

A service provider that supports health professional mobility reports the 
preferred destination countries of Austrian medical doctors to be not only 
Germany but also Switzerland, Sweden, Norway and Denmark. Young doctors 
prefer Australia or New Zealand (Going International 2009).

4.2.2 Nurses

In Austria, nurses are perceived to be one of the health professions with the 
highest numbers of movements. However, the relevant data are particularly 
scarce and of low quality as nurses are not registered in the same way as medical 
doctors, dentists and midwives. Statistics Austria (2010) shows that 57 367 
nurses worked in hospitals in 2000 and numbers increased steadily to reach 
62 657 in 2008. The 2001 census data show a high proportion of foreign-born 
nurses working in hospitals (25.1%). Regrettably there are no data that are 
more relevant to the stock of foreign nurses in Austria. 

Nurse inflows 

The 2004 EU enlargement had a clear effect on the inflow of foreign nurses to 
Austria. The total number from EU-10 countries increased substantially between 
2004 and 2006 before decreasing, ranging between 18.1% and 37.9%. Table 4.4 
provides the data on diploma validation4 but it should be noted that it includes 
no information about whether or not these nurses are still working in Austria. 

4 This data is from the BMG, which is responsible for the validation of diplomas for nurses from EEA countries and 
Switzerland. Detailed information Section 8.3.



98 Health Professional Mobility and Health Systems

Ta
b
le

 4
.4

  F
or

ei
gn

-t
ra

in
ed

 n
ur

se
s 

ap
pl

yi
ng

 fo
r 

di
pl

om
a 

va
lid

at
io

n 
in

 A
us

tr
ia

, 2
00

3–
20

08

Tr
ai

ni
ng

 c
o

un
tr

y
20

03
20

04
20

05
20

06
20

07
20

08

N
%

N
%

N
%

N
%

N
%

N
%

E
U

-1
5 

41
5

97
70

8
80

.6
99

0
69

.4
85

9
61

.4
57

2
72

.8
48

1
62

.2

E
U

-1
0 

0
 0

15
9

18
.1

42
9

30
.1

53
0

37
.9

20
7

26
.3

23
5

30
.4

R
om

an
ia

 a
nd

 B
ul

ga
ria

0
0

0
0

0
0

2
0.

1
4

0.
5

43
5.

6

N
on

-E
U

 
13

3
12

1.
4

8
0.

6
9

0.
6

3
0.

4
14

1.
8

To
ta

l 
42

8
87

9
1 

42
7

1 
40

0
78

6
77

3

So
ur

ce
: B

M
G

 u
np

ub
lis

he
d 

da
ta

 2
00

9.

Ta
b
le

 4
.5

  F
or

ei
gn

-n
at

io
na

l n
ur

se
s 

fro
m

 e
as

te
rn

 E
ur

op
ea

n 
an

d 
no

n-
EU

 c
ou

nt
rie

s1  
ap

pl
yi

ng
 fo

r 
w

or
k 

pe
rm

its
, 2

00
3–

20
08

C
o

un
tr

y
20

03
20

04
20

05
20

06
20

07
20

08

N
%

N
%

N
%

N
%

N
%

N
%

E
U

-1
0 

38
1

44
78

2
69

98
5

78
11

42
82

10
31

80
.1

63
0

77
.9

R
om

an
ia

 &
 B

ul
ga

ria
31

4
26

2
21

2
23

2
67

5.
2

68
8.

4

N
on

-E
U

 
46

1
53

33
0

29
24

9
20

23
2

17
19

0
14

.8
11

1
13

.7

To
ta

l
87

3
11

38
12

55
13

97
12

88
80

9

So
ur

ce
: A

M
S 

un
pu

bl
ish

ed
 d

at
a 

20
09

. 
N

ot
e: 

1 
W

or
ld

w
id

e.



99Mobility, language and neighbours: Austria as source and destination country

Austria’s neighbouring countries play the most important role in nurse mobility. 
Germany is the main source country of foreign-educated nurses as the absence 
of language barriers enables them to validate their diplomas much more easily 
than nurses from non-German-speaking countries. Slovakia is the second 
most important source country, firstly because of geographical proximity and 
secondly because of the potential to commute. 

Table 4.5 shows the numbers of nurses from eastern European countries (foreign 
nationality) who applied for work permits and are still working in Austria. 
Transitional arrangements are in place for nationals from the Member States 
that joined the EU in 2004 and 2007. These fall under the Foreign Labour 
Act,5 which prescribes a work permit issued by the AMS as a precondition to 
start employment in Austria (AMS 2009). 

Fig. 4.3 shows the source countries of foreign-nationality nurses who applied 
for work permits between 2003 and 2008. Slovakia is the main source country, 
followed by Hungary, Poland and the Czech Republic. The proportion 
 

5 Nationals of non-EEA countries (excluding Switzerland) and new EU countries (excluding Malta and Cyprus) need a 
work permit to start employment in Austria (AMS 2009).

Fig. 4.3  Source countries of foreign-national nurses applying for work permits in Austria, 
                2003–2008
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100 Health Professional Mobility and Health Systems

of Slovakian nurses increased constantly until 2006, after which numbers 
decreased. This can be explained in part by the fact that home-care nurses 
were exempted from the Foreign Labour Act in 2006 and no longer need work 
permits (for a detailed explanation see sections 4.4 and 4.7).

Nurse outflows 

Austrian nurses prefer Germany as a destination country. The number of active 
Austrian nurses working in Germany decreased from 1100 nurses in 2003 to 
about 1000 nurses in 2008. Switzerland is another destination country, but no 
data or studies are available on Austrian nurses in that country. 

4.2.3 Midwives

Midwives show less mobility from and to Austria. Overall, Table 4.6 shows 
only a small number of newly registered foreign-national midwives between 
2003 and 2008.

Generally, new registrations increased slightly until 2006 and then started to 
decrease. Again, the highest share of foreign midwives comes from Germany. 

At 33 years, the average age of midwives in Austria is relatively young in 
comparison with those in other countries. A small number of Austrian 
midwives are interested in working abroad and, as the emigration age of 
Austrian midwives lies between 20 and 30 years, they are in the prime of their 
careers (see the Annex, Table 4.16 for more details). Italy and Germany are the 
target emigration and working countries.

4.2.4 Dentists

Dentist inflows

Dentists must be registered by the Austrian Dental Association (Österreichische 
Zahnärztekammer). Table 4.7 shows the numbers of newly registered dentists 
with native or foreign nationality from 2003 to 2007.

The constant growth in the total numbers of this profession is clearly visible. 
Similarly, the number of newly registered dentists from EU-15 countries more 
than doubled between 2003 and 2007. Comparison of the total number of 
newly registered professionals (foreign and national) in 2003 and 2007 reveals a 
large increase in the proportion of dentists of foreign nationality. Hence, a high 
proportion of dentists in Austria are foreign nationals. 

Table 4.8 shows all dentists working in hospitals or in private practice, classified 
by nationality. There is a slight increase in the total number of registered dentists 
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between 2005 (3635) and 2007 (4146). In 2005, there were 665 foreign-
national dentists: 497 EU, Romanian and Bulgarian nationals and 168 non-
EU nationals. By 2007, numbers had increased to 882: 665 EU, Romanian and 
Bulgarian nationals and 217 non-EU nationals (see the Annex, Table 4.15 for 
more details on individual countries).

4.3 Vignettes on health professional mobility

From Austria to Germany: experiences of a junior doctor 

Raffaela decided to move abroad after graduating from Vienna University in 2002 

as limited training posts for junior doctors were available in Austria. Specializing in 

paediatrics, she has been working in a paediatric intensive care ward and neonatal unit 

for almost a year in a 538-bed district hospital in Stade, close to Hamburg.  

She describes her experiences below (Hammerl 2007). 

“There is a lot of discussion about the working conditions in the German health-care 

system, not only for doctors but for the entire hospital staff, including changes in the 

general regulations. Aiming to abandon 24-hour shifts and more, most departments are 

working in shorter shifts now which increases the number of training posts needed by 

approx 40%. Most contracts do not include after-hours payment, but it is possible to 

take compensatory leave. There is a high workload as there are less doctors working 

during daytime than previously. Dealing with bureaucratic matters, such as medical 

letters, can seem quite frustrating at times for someone used to less paperwork in 

Austria. In contrast to Austria, junior doctors are given a lot of responsibility early on in 

their career in Germany, which is important. Senior support is very helpful and a lot of 

emphasis is put on teaching” (Hammerl 2007).

Table 4.8  Registered dentists (stock) in Austria, by nationality, 2005–2007

Country 2005 2006 2007

N % N % N %

EU-15 207 5.7 255 6.6 302 7.3

EU-10 203 5.6 231 6 243 5.9

Romania and Bulgaria 87 2.4 96 2.5 120 2.9

Non-EU 168 4.6 187 4.9 217 5.2

Total foreign dentists 665 18.3 769 19.9 882 21.3

Austria 2970 81.7 3090 80.1 3264 78.7

Total dentists 3635 3859 4146

Source: Österreichische Zahnärztekammer unpublished data 2009.
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From the Philippines to Austria: experiences of a qualified nurse

Zenaida moved to Austria mainly because she can earn much more money. As a 

nurse with a diploma she would earn only €200 in her homeland; in Austria she earns 

between €1500 and €1800. The nursing profession is not the job of her dreams, she 

chose it for economic reasons. Her goal was to emigrate easily and to ensure the 

financial support of her family in the Philippines. She obtained a work permit easily, 

learned German and started to work at the hospital at Schwarzach in Salzburg. 

She describes how very hard it was to migrate, especially leaving her family, but the 

prospect of improving her life prevailed over personal matters. Now her sister has also 

moved to Austria to work as a nurse and does not regret her decision (Rainer 2008). 

4.4 Dynamics of enlargement 

Migration to Austria boomed at the beginning of the 1990s as the flourishing 
economic situation led to a rapid growth of immigrants, especially from the 
countries of the former Yugoslavia and traditional sources of guest-workers such 
as Turkey (Fassmann 2007). The migration of health professionals increased, in 
line with overall labour force migration. Data from the 2001 Austrian census 
reveal that a high proportion (around 30%) of foreign-born health professionals 
came from the former Yugoslavia, excluding Slovenia (Biffl 2006).

The 2004 EU enlargement was very important for Austria as it shifted into a 
more centralized geographical position. The border regions towards the Czech 
Republic and Slovakia were most affected by economic and structural changes. 
They also influenced the Austrian health system and economic development, 
such as the labour market and patient mobility. National health policy-makers, 
planners and service providers are faced with blurred boundaries that were once 
clearly defined. This is a consequence of international politics, the European 
Court of Justice judgments, cost pressures and also financiers’ and patients’ 
awareness of these costs (NÖGUS 2006, Wieland & Burger 2006). Various 
regions in Austria and the neighbouring states are now working together to 
improve the quality of health care. Cross-border education and cooperation 
have great potential and increasingly are attracting attention to these areas 
(Rosenmöller et al. 2006).

Enlargement has not caused the dramatic rise in health professional mobility 
to Austria predicted by many experts. Nevertheless, there has been a visible 
surge in the numbers of health professionals, particularly nurses. In 2000, there 
were only five registrations for medical doctors who were EU-10 nationals; this 
number increased to 47 in 2006 with a reversing trend afterwards (Table 4.2). 
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The 2004 EU enlargement had a clear effect on the nursing profession, as 
shown by the number of diploma validations. In 2004, there were applications 
from 159 foreign-trained nurses from EU-10 Member States. Numbers rose 
almost fourfold to 530 in 2006, constituting 37.9% of all validations of nursing 
diplomas in that year (Table 4.4). However, numbers then fell to 235 (30.4%) 
in 2008.

In summary, the rising trend in the numbers of foreign medical doctors and 
nurses in the Austrian labour market after the 2004 EU enlargement stabilized, 
and inflows were far from dramatic. Unlike some EU countries that completely 
opened their labour markets for the 2004 accession countries, Austria extended 
the transitional arrangements for two additional years until April 2011 (Die 
Presse 2009). It was argued that unrestricted opening could disturb the Austrian 
labour market in view of the 2008/2009 financial and economic crisis (WEKA 
2009). 

4.5 Impacts on the Austrian health system

Health professional mobility and its subsequent impacts on the Austrian health 
system are not yet central themes of political or public discussion. Austria does 
not suffer from a significant loss of health professionals and, therefore, there 
are rather few impacts on the Austrian health system in general. However, the 
subgroup of illegal nurses illustrates one important area of health professional 
mobility that has impacted on policies, health service delivery and financing in 
the Austrian health system. 

Foreign nurses have increasingly met the rising shortage of service supply in 
home care and offer a low-cost form of 24-hour home care, which is illegal 
under the Austrian Employment Act. This supply cannot be replaced as it 
covers an existing demand that is not met by state services or by legal private 
affordable care-support services (NÖGUS 2006). In practice, thousands of 
elderly people in need of care cannot afford to pay licensed professionals and 
instead privately engage the services of illegal workers from abroad, mostly 
from eastern European countries and new Member States. These care workers 
work as geriatric nurses but often lack the relevant qualifications. Usually, they 
perform many specialized activities such as providing medication and physical 
care, as well as providing housekeeping services, general physical care and 
company for their charges (Georg 2007). 

Elderly people in need of care are entitled to claim a statutory nursing allowance 
of up to €1536 per month, depending on the extent of their needs (Georg 
2007), but often this is not sufficient to meet the costs of licensed nurses. Some 
patients may require 24-hour stand-by care, which proves very costly. Many of 
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the illegal nurses live in the same households as their patients and receive some 
form of allowance rather than regular pay (Georg 2007). Restrictions on new 
EU countries also propelled the rapid growth of this underground economy 
(NÖGUS 2006). Policy-makers were forced to step in and various political 
measures relating to the legalization of illegal nurses were taken in 2006.

Illegal nurses impact on long-term-care service delivery, existing policies and 
financing and may cause a domino effect because they also influence the health 
system objectives of responsiveness, fair financial distribution and health. Since 
accession, nurses moving to Austria from Slovakia and the Czech Republic have 
tended to have lower qualifications. Nurses from these countries who are more 
highly qualified prefer other destination countries that have labour markets 
completely open to all EU countries. It is also important to consider that foreign 
nursing staff in 24-hour home care generally used to work for people with little 
need of specialized care but a high need for general support in everyday life. 
Now they mainly provide long-term care for people with demanding health-
care needs (Schmid & Prochazkova 2006). 

There are concerns that opening the market completely in 2011 will lead to 
dramatic losses of home-care staff to the domestic hospitals. These effects 
are likely to influence the responsiveness and the expectations of people in 
need of long-term care. Legal or social political solutions to current problems 
would lead to a dramatic rise in costs. These would have to be borne by private 
households or increasing use of public resources and could affect the financial 
distribution of health-care expenditures (Schmid & Prochazkova 2006). 

4.6 Relevance of cross-border health professional mobility

Austria is not affected by significant losses of qualified health professionals 
to other countries and inflows and outflows are roughly balanced; therefore, 
other human resource issues are currently of higher importance. For example, 
the training of sufficient medical doctors and the upcoming retirement of the 
baby-boom generation of medical doctors constitute workforce challenges with 
higher significance than mobility. Another major problem is the number of 
illegal nurses providing services in the home-care sector, although it is unclear 
how long this situation will persist.

A study by the Austrian Federal Institute for Health Care (Österreichisches 
Bundesinstitut für Gesundheit – ÖBIG) in 2006 predicted that until 2012 there 
will be no lack of medical doctors unless around 30% of graduates emigrate. 
Between 750 and 1000 medical doctors must be trained each year in order 
to safeguard supply until 2025. Currently, the medical universities offer 1500 
places per year and it is predicted that between 1300 and 1600 students will 
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graduate annually until 2011 (ORF 2007). The strict numerus clausus in 
Germany has caused many students to migrate to Austria in order to circumvent 
the restrictions (Medtest-Team 2009). There were concerns that a large number 
of foreign students could cause a lack of medical doctors in Austria if they 
returned to their home country after graduation (Schwarz 2008). Therefore, 
in February 2006, the Austrian National Council (Nationalrat) decided to 
implement quotas for medical degrees to ensure that 75% of the places at 
universities should be filled by home students (Schwarz 2008).

Moreover, although Austria does not face an overall lack of medical doctors, 
there is a lack of specialists in anaesthesia, pathology, paediatrics, operative 
dentistry and psychiatry. This already causes problems in some hospitals 
(Gallob 2008). The lack of home-care nurses, primarily in 24-hour care, is 
a human resource issue that has attained considerable attention in the past. 
Nurses from central and eastern Europe (CEE) countries continue to fill the 
demand (Ausweger 2009) but it is questionable whether this is the best option to 
secure the provision of home-care services. Researchers from the Department of 
Sociology at the University of Vienna showed that shortages of nursing staff in 
Austria could be ascribed to a shortage of training places and too few applicants 
for nursing (Krajic et al. 2003). 

Drop-outs are another problem that affects the supply of adequate health 
and nursing staff: high pressure and a lack of career options can lead to early 
exit from the profession (Krajic et al. 2003). Attrition takes place after about 
20 years of work, on average, and results in a nursing staff that is generally 
relatively young. Most graduate nurses fall within the 25–39 year age group 
but non-qualified nurses are characterized through different age patterns. 
Medical doctors have a different age structure as most of those practising are 
aged between 45 and 55 and, therefore, due to retire in the next one or two 
decades. Consequently, in around 15 years there is the possibility of a severe 
lack of medical doctors, which would undermine service provision in health 
care (ORF Steiermark 2009). 

4.7 Factors influencing health professional mobility 

Different individual decisions influence whether to stay or leave Austria and 
several structures that influence mobility motivation, nationally and elsewhere, 
have been investigated in order to understand why Austrians leave or stay.  
The aim was to identify the factors which encourage individuals to emigrate or 
to return to their country of origin. 
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4.7.1 Instigating factors 

Mobility willingness manifests itself in personal advantages, such as 
improvements in the quality of life, salary, living standards, job security, 
employment conditions and occupational perspectives such as career 
opportunities. The primary motivation for migrating to Austria, especially for 
health professionals from eastern European and new EU countries (such as 
Czech Republic or Slovakia), results from Austria’s position as a neighbouring 
country. Secondly, Austria offers both better pay for the same work and higher 
living standards (NÖGUS 2006). Nationals of new EU Member States are also 
attracted by job security, better conditions of employment and occupational 
perspectives, such as career and promotion prospects. In CEE countries, 
health care is characterized by dramatic changes that influence conditions of 
employment, such as radical reductions in the numbers of beds (derStandard.
at 2009a). Lachmayr (2009) interviewed 407 assistant medical technician6 
students and alumni in Austria. The study shows the most relevant issues for 
mobility to be health insurance, unemployment and retirement insurance. 
Interviewees also considered topics such as verification of diplomas, labour law 
and labour market questions to be important. 

4.7.2 Activating factors

The highest percentage of emigrating Austrian health-care staff moves to 
Germany. An enquiry by the international department of the ÖÄK shows that 
arguments for moving to Germany include the absence of language barriers, 
excellent education in modern hospitals, regulated working hours, higher pay 
for assistant medical doctors (in comparison with Austria) and no wait for 
training places. In particular, given the limited number of places available in 
Austria, the absence of waiting times for education is becoming more and more 
attractive for junior doctors (ORF 2008). 

4.7.3 Facilitating factors

As mentioned above, the terms of the labour market and labour laws are very 
important factors in the choice of destination country. The open labour market 
within the EU motivates health professionals to move, primarily to Germany 
from Austria due to the common language. Junior doctors at Innsbruck Medical 
University also preferred countries such as the United Kingdom, Australia, the 
United States and the Scandinavian countries (ORF Tirol 2009).

6 Medical technicians are active in three divisions: (i) laboratory, (ii) radiology, and (iii) physiotherapy. Requirement 
to work is completion of training at one of the medical-technical academies or one of the colleges for medico-technical 
occupations. 
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4.7.4 Mitigating factors

Austria presents certain barriers to health professionals, such as the regulation 
that those from new EU Member States must apply for a work permit from 
the AMS. These regulations also deter staff because other countries have open 
labour markets. Austrian medical doctors who seek to emigrate are hindered 
by the different terms for awarding the licence of medicine (approbation) in 
different European countries. In Austria, the licence of medicine is granted after 
the three years in-service training. Other EU countries award the licence at the 
end of the medical degree or after a postdoctoral course lasting 3 to 24 months. 
In many cases, Austrian medical doctors are unable to train as specialists in 
countries where the licence of medicine is a precondition (Ärztekammer für 
Tirol 2009). 

4.8 Policy, regulation and interventions 

4.8.1 Policies and policy development on health professional 
mobility

Austria does not have an explicit and coherent labour migration policy for the 
health-care sector, and those seeking employment in the health sector face the 
same regulations as all other labour migrants. Several specific policies regulated 
health professional mobility in the past. However, these interventions were not 
part of a larger immigration policy but rather were short-term reactions to 
current and acute problems of the health sector (Schütz 2006).

Austria has a long history of recruiting personnel from abroad. Shortages of 
qualified nursing staff in the early 1970s and 1990s led hospital associations 
or single hospitals to recruit foreign health professionals. The City of Vienna 
recruited unmarried Philippine women to fill vacancies in hospitals and the 
ambulatory system; about 560 Philippine nurses were recruited between 
1973 and 1982 (Schütz 2006). Employment contracts were issued for a 
minimum duration of three years and qualifications were legally recognized 
after a nurse had attended a German language course. The City of Vienna 
continued recruitment in the 1980s and 1990s through exchange programmes 
with countries such as the former Czechoslovakia, former Yugoslavia and the 
Philippines. The Missionary Sisters of the Queen of the Apostles also provided 
mobility by recruiting Indian sisters to work in Catholic hospitals in Austria 
in the 1970s. However, quotas for immigration and family reunification were 
introduced in 1993. Immigration slowed, especially for those organizations 
that had relied on recruiting high numbers of health professionals from the 
Philippines and India. Traditional recruitment for the health-care sector has 
been restricted further for these countries (Schütz 2006). 
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The restrictions on active recruitment from countries such as the Philippines 
and India further emphasized the role of Austria’s neighbours in the mobility 
of health professionals. In recent years, recruitment from countries such as 
Germany, Slovakia and the Czech Republic has been particularly important. 
The placement of home-care staff from the Czech Republic and Slovakia is 
organized through job agencies. Founded as associations in all three countries, 
these agencies first attracted attention in the mid 1990s and numbers have 
increased to about 37 organizations (Schmid & Prochazkova 2006). 

The transitional arrangements for the 2004 EU accessions have limited and 
disrupted the important recruitment of health professionals from Slovakia 
and the Czech Republic. Health professionals from the EU-15 countries and 
Switzerland are allowed unlimited access to the employment market in Austria; 
those from the 2004 and 2007 EU accessions and non-EEA7 states must apply 
to the AMS for a work permit in order to commence employment in hospitals. 
The Foreign Labour Act forms the legal basis of this regulation (AMS 2009). 
The additional attraction of legally and socially secured working conditions 
leads many qualified health professionals from new Member States to migrate 
to EU countries that have no labour market restrictions (NÖGUS 2006). 
Pressure from the provincial governments that bear political responsibility for 
long-term care institutions, and are, therefore, most affected by the lack of 
qualified personnel, has led to the introduction of a few exceptions for migrants 
from EU-10 countries. This group is now exempt from the Bundeshöchstzahl, 
the federal quota that determines the maximum share of third-country national 
employees and unemployed persons within the total labour supply (Schütz 
2006). 

As mentioned in the previous section, the transitional arrangements also led 
to the rapid growth of an underground economy in foreign nurses providing 
home care. Policy-makers decided to open the labour market for home-care 
nursing staff from new EU Member States in 2006. These nurses no longer fall 
under the Foreign Labour Act and can work in Austria without a work permit 
(NÖGUS 2006). A legal ordinance was introduced in order to tackle the 
problem of illegal nurses and to ensure affordable care. This will be discussed 
in section 4.8.4. 

Austria has a small number of country-level instruments for steering and 
managing health professional mobility (Table 4.9). As mentioned, the Foreign 
Labour Act regulates migration to Austria. Also, the quota regulation for 
medical universities represents a country-level self-sufficiency instrument to 
ensure that enough Austrian medical doctors will receive training. 
7 Austria, Belgium, Bulgaria, Cyprus, Czech Republic, Denmark, Estonia, Finland, France, Germany, Greece, Hungary, 
Iceland, Ireland, Italy, Latvia, Lichtenstein, Lithuania, Luxembourg, Malta, the Netherlands, Norway, Poland, Portugal, 
Romania, Slovakia, Slovenia, Spain, Sweden and the United Kingdom.
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4.8.2 Workforce planning and development

The provision of health care in Austria is a federal matter in terms of legislation 
and execution. Competence for health does not lie exclusively with the BMG 
as responsibilities are also assumed by other federal ministries, provinces and 
municipalities and the social security institutions, as self-administrated public 
corporations. The BMG has no federal sub-authorities in the public health 
sector, so health administration is executed by provincial and municipal 
administrations. Each provincial government has its own department with 
responsibility for health. In addition, each Bezirksverwaltungsbehörde (district 
administrative authority) has a health department. The ÖBIG is responsible for 
research and planning in the health sector, established as a separate legal entity 
under the aegis of the BMG (Schütz 2006, ÖBIG 2009). 

The ÖBIG and the BMG jointly develop the Austrian Structural Plan for 
Health (Österreichischer Strukturplan Gesundheit), which sets out the planning 
of service provision for the Austrian health-care sector, including workforce 
planning. The plan describes the framework for detailed planning at a regional 
level, particularly for the Regional Structural Plan for Health (Regionaler 
Strukturplan Gesundheit), which is then created by the nine provinces and the 
health care regions. The numbers of foreign health professionals are not part of 
the personnel planning (BMG 2010). 

4.8.3 Cross-border regulatory frameworks and interventions

Mutual recognition of diplomas in the European Community 

Medical doctors with EEA or Swiss nationality who wish to practise in Austria 
must provide proof of their diplomas in compliance with EU regulations, 
certifying appropriate training (licence or approbation) in the host country. 

Table 4.9  Country-level instruments for steering and managing health professional mobility 

Instrument/tool Foreign health professionals 

Country-level fast-
tracking of health 
worker immigration

In general same regulations as for all other labour migrants, no 
preferential status or priority treatment

Nursing staff, solely home-care providers from new EU countries 
(joined since 2004), is excluded from the Foreign Labour Act

Health professionals from new EU Member States are exempted 
from the federal quota

Country-level 
recruitment code

Foreign Labour Act regulates immigration from new EU and non-
EEA countries

Country-level self-
sufficiency policy

Quota regulation for medical universities to ensure sufficient 
numbers of medical doctors or graduates
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They also require a certificate from the competent authority of their homeland 
to confirm that this training complies with EU law or the successful completion 
of medical studies in Austria. Medical studies completed in a non-EEA country 
must also be inspected for their equivalency with Austrian standards by one of 
the medical universities in Austria (ÖÄK 2009a). 

Diplomas acquired in the new EU Member States are recognized under the 
same conditions as those acquired in the EU-15. Medical doctors holding a 
recognized diploma have the right to freely set up practice in Austria. However, 
nationals of Bulgaria, the Czech Republic, Estonia, Hungary, Latvia, Lithuania, 
Poland, Romania, Slovakia and Slovenia must obtain a work permit from the 
AMS in order to work in a hospital (ÖÄK 2009a). 

Nurses wishing to practise in Austria require a job entitlement. Qualifications 
acquired outside Austria must be verified by the appropriate public authorities; 
both employees without verification and their employers are liable to 
prosecution. Nurses apply for either nostrification (verification) or licence to 
work. Nostrification verifies foreign diplomas from non-EU Member States; 
licence to work is based on EU Directive 2005/36/EC on the mutual recognition 
of diplomas. This covers nationals of EU Member States, EFTA countries, 
Switzerland and those from non-EU countries who hold permanent residence 
permits (Daueraufenthalt-EG). The BMG is responsible for job entitlements 
of nursing staff from EEA countries or those from non-EEA countries who 
hold permanent residence permits. Other non-EEA country members apply to 
the federal state governments for verification of their diplomas. Midwives are 
regulated by the ÖHG (BMG 2009). 

Bilateral agreements

Austria is characterized more by informal agreements than by official bilateral 
agreements. For example, the ÖÄK responded to a shortage of medical doctors 
in eastern Germany by concluding informal agreements with the German 
provinces of Thüringen, Mecklenburg-Vorpommern, Brandenburg, Sachsen  
and Sachsen-Anhalt. These arrangements enabled young Austrian medical 
doctors to work in more than 250 German hospitals (ÖAK 2008). 

The two medical chambers of South Tyrol in Italy and Tyrol in Austria 
demonstrate a special model of cross-border collaboration. The Südtirol Enquête 
was established in 1987 in order to ensure that medical doctors from South 
Tyrol can be trained in South Tyrolean hospitals in accordance with Austrian 
law and receive the Austrian licence to practise medicine (approbation). Thus, 
Austrian medical training is secured for South Tyrolean graduates and Austrian 
medical doctors gain training possibilities in South Tyrol (Ärztekammer für 
Tirol 2007).
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The Sanicademia and the Healthregio project are examples of bilateral 
agreements between Austria and its neighbouring regions. The Healthregio 
project (Regional Network for the Improvement of Healthcare Services) is 
implemented under INTERREG III A, the external border programmes 
of the EU. It aims to optimize the structure of health-care provision in the 
border regions of Austria, the Czech Republic, Slovakia and Hungary, thereby 
developing a quality location for health-care services in central Europe in 
the long term. The project priorities are the mobility of patients and health 
professionals, education and skills development for health professionals, 
legislative changes and need for progress in national systems, and comparable 
statistical data on the region (Healthregio 2004). 

Sanicademia, the International Academy for Health Professionals, was 
established in 2006 as an interdisciplinary centre for education and further 
training of health professionals, to support the mobility of health professionals 
and to ensure high-quality cross-border education. The academy is the result of a 
long-term cooperation between the Friuli Venezia Giulia, Veneto and Carinthia 
regions. Sanicademia coordinates training and education programmes and 
promotes the worldwide exchange of experiences and knowledge, planning and 
participating in projects involving cooperation at interregional and international 
levels (Sanicademia 2009). Currently, Austria–Slovenia and Austria–Italy are 
collaborating in a cross-border cooperation project: INTERREG IV runs from 
2007 until 2013 and deals with health professional mobility in the region. The 
project covers the harmonization of the training initiatives offered to health 
professionals. In this context, it aims to compare the quality management 
systems of countries and regions and to organize thematic seminars and 
language courses, to foster the mutual recognition of specialized training and 
to collect information for the exchange of personnel (Sanicademia 2009).

Cross-border education and exchange programmes encourage health professional 
mobility and are innovative ways to improve health care collaboratively. These 
models are becoming more and more popular in other regions in Austria and 
the neighbouring states (Sanicademia 2009). 

Third-country health professionals

The Foreign Labour Act requires health professionals from third countries 
to obtain a work permit and a residence title for specific purposes before 
commencing work in Austria (AMS 2009). 

Until the medical law was amended in 2009, every medical doctor from a 
third country had to apply for diploma verification at one of the three medical 
universities in Austria. Following the amendment, third-country medical 
doctors who acquire their diploma in an EEA country and work there for at 
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least three years are no longer required to apply for verification at a university 
(ÖÄK 2009b). The federal state governments verify the diplomas of third-
country nurses. 

Specific interventions and managerial tools

Austria uses both formal and more informal collaborations with neighbouring 
countries and regions to facilitate staff exchanges and cross-border education. 
In the recent past, more and more models of collaboration have become 
important, aiming to ensure integrated service delivery and cross-border 
knowledge transfers (Busse et al. 2006, Offermanns 2008).

Austria uses several instruments to manage and steer health professional mobility 
(see Table 4.10). The majority of foreign home-care staff from the Czech 
Republic and Slovakia is placed in Austria by recruitment agencies founded 
as associations in all three countries (Schmid & Prochazkova 2006). Going 
International supports health professional mobility by searching for the best 
accredited and certified courses at regional, national and international levels.  
It also helps foreign and Austrian health professionals with the migration 
process (Going International 2009). 

4.8.4 Domestic interventions

As mentioned, several specific interventions regulated health professional 
mobility in the past. These were not part of a larger immigration policy, but 
were rather short-term reactions to acute problems in the health sector. 

Table 4.10  Cross-border instruments and tools for steering and managing health 
                      professional mobility

Instrument/tool Description

Twinning Arrangements with Germany and Italy ensure staff exchanges and staff 
support

Slovakian and Czech Republic job agencies facilitate recruitment of 
nursing staff 

Staff exchange Agreement with South Tyrol (Italy) provides many staff exchanges
Sanicademia in Carinthia works with Friuli Venezia Giulia (Italy) and 
Slovenia 

Healthregio project facilitates cooperation between Lower Austria region 
and Czech Republic, Hungary and Slovakia

Going International founded to support mobility of health professionals 

Educational 
support and 
cross-border 
projects

Sanicademia and Healthregio support cross-border education

Austrian medical universities cooperate with other medical universities 

Going International focuses especially on education abroad
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Interventions to tackle the high number of illegal nurses in the home-care sector 
have been introduced. In 2006, a legal ordinance changed the Foreign Labour 
Act to allow home-care staff from new EU countries to enter the Austrian labour 
market more easily. Other political changes were introduced in 2007, most 
notably the Hausbetreuungsgesetz, a legal ordinance for home care that regulates 
labour legislation. This prescribes two models of foreign nurse recruitment: 
(i) employment as a self-employed person with a trade licence to provide 
personal care, and (ii) employment as an employee (Wirtschaft.Info.Service 
2008). The Pflegegeldgesetz, the law relating to the allowance for nursing care, 
has also been changed in order to guarantee higher subsidies (derStandard.at  
2009b).

The government introduced a deadline in order to motivate employers of 
illegal nurses – the Pflegeamnestie guaranteed that those who registered their 
employment as illegal nurses with the Social Insurance Department by 31 
December 2007 would bear no legal consequences. The deadline was extended 
to 30 June 2008 following political and public discussions (Medical Tribune 
2008). Since June 2008, the fine for illegal work has ranged between €730 and 
€2180 and the back payments of social insurance contributions and taxes have 
been particularly high. In May 2008, 5000 registrations were counted but an 
estimated 35 000 cases were not accounted for (Gewinn 2008).

4.8.5 Political force field of regulating and managing health 
professional mobility

In 2006, the first prosecutions of illegal nurses in Austria made the topic a 
central theme of public debate and, therefore, an important theme for political 
parties during the general election. Political parties and social partners agreed 
on the need to introduce general regulations but offered different proposals 
(Rudda & Marschitz 2007). Subsequent political interventions, such as the 
changes to the Foreign Labour Act and the illegal workers’ amnesty, led to 
further intensive public and political discussions. 

Public opinion is still divided on the consequences of the reforms. Austria’s 
labour restrictions led to losses of qualified health professionals as citizens of the 
new EU Member States in 2004 and 2007 chose to move to countries with open 
labour markets. However, the end of transitional arrangements could threaten 
the home-care sector if hospitals become more attractive to current home-care 
staff, inducing a significant lack of home-care staff in the ambulatory sector 
(NÖGUS 2006). 
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4.9 Conclusion 

Austria benefits from its role as an attractive destination country for foreign 
health professionals in the EU, but it also constitutes an important source 
country. The traditional two-way exchange of health professionals between 
Austria and Germany, particularly medical doctors and dentists, is significant 
for both countries. In particular, provinces in eastern Germany actively recruit 
Austrian medical doctors to balance their significant loss of medical doctors to 
western Germany and other countries. The strong tie between the countries 
is based not only on the common border and common language but also on 
agreements and exchange programmes between the countries, which may 
reinforce mobility further. 

Currently, there is no shortage of nursing staff in Austria, but staffing is tight 
in both inpatient and outpatient settings (Schmid & Prochazkova 2006).  
It is likely that any shortages in the near future would be covered quickly by 
professionals from countries with a weaker economic performance. Different 
wage levels, proximity, social security provisions and better living standards 
attract nurses from the Czech Republic and Slovakia, in spite of labour 
market restrictions. Such migration is important for Austria, especially for 
mobile health care – in which foreign professionals are particularly important 
(NÖGUS 2006). Therefore, it is important for Austria to retain its status as 
an attractive destination country for qualified nurses. The removal of mobile 
health professionals from the Foreign Employment Act was an important first 
step. However, there is a fear that the open access to the whole Austrian labour 
market gained by the disappearance of the transitional arrangements will 
reduce the availability of mobile health professionals from various EU countries 
who are currently employed in low-paid and highly stressful jobs (Schmid & 
Prochazkova 2006). 

The EU enlargement has facilitated cooperation and integration in Austria’s 
border regions, regardless of national differences. Existing bilateral projects 
and agreements, such as the activities of Sanicademia, INTERREG or the 
Healthregio projects, constitute important steps to ensure a balance of mobility 
between Austria and its neighbouring states. Countries involved in such 
interregional projects can benefit from cross-border knowledge transfers and 
working together to improve their health systems. 
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Table 4.11  Foreign-national medical doctors in Austria, 2003–2008 (stock data)

Country No. medical doctors

2003 2004 2005 2006 2007 2008

Germany 989
(36.9%)

1047
(38.3%)

1173
(40.6%)

1348
(42.6%)

1376
(43.2%)

1453
(43.7%)

Italy 246
(9.2%)

249
(9.1%)

272
(9.4%)

304
(9.6%)

295
(9.3%)

305
(9.2%)

Islamic Republic of Iran 204
(7.6%)

202
(7.4%)

195
(6.7%)

190
(6.0%)

184
(5.8%)

178
(5.4%)

former Czechoslovakia 169
(6.3%)

167
(6.1%)

161
(5.6%)

159
(5.0%)

157
(4.9%)

151
(4.5%)

Poland 155
(5.8%)

154
(5.6%)

148
(5.1%)

151
(4.8%)

149
(4.7%)

147
(4.4%)

Hungary 87
(3.2%)

86
(3.1%)

96
(3.3%)

130
(4.1%)

130
(4.1%)

156
(4.7%)

former Yugoslavia 69
(2.6%)

67
(2.5%)

63
(2.2%)

62
(2.0%)

63
(2.0%)

64
(1.9%)

Greece 50
(1.9%)

49
(1.8%)

49
(1.7%)

47
(1.5%)

47
(1.5%)

54
(1.6%)

Syrian Arab Republic 58
(2.2%)

58
(2.1%)

57
(2.0%)

56
(1.8%)

58
(1.8%)

54
(1.6%)

Egypt 46
(1.7%)

45
(1.6%)

43
(1.5%)

42
(1.3%)

41
(1.3%)

41
(1.2%)

Others 609
(22.7%)

607
(22.2%)

634
(21.9%)

678
(21.4%)

683
(21.5%)

719
(21.6%)

Total foreign medical doctors 2682 2731 2891 3167 3183 3322

Source: ÖÄK 2009a.
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Table 4.12  Foreign-trained nurses in Austria: diploma validation applications, 2003–2008

Country of training 2003 2004 2005 2006 2007 2008

Czech Republic 93 158 145 165 141 67

Hungary 37 80 90 111 97 86

Poland 54 92 134 160 150 77

Slovakia 163 394 551 619 560 357

Slovenia 31 55 65 83 79 36

Other 495 359 270 259 261 186

Total 873 1138 1255 1397 1288 809

Source: BMG 2009.

Table 4.13  Nurses from eastern European countries: applications for work permits in 
                   Austria, 2003–2008 

Country 2003 2004 2005 2006 2007 2008

Czech Republic 93 158 145 165 141 67

Hungary 37 80 90 111 97 86

Poland 54 92 134 160 150 77

Slovakia 163 394 551 619 560 357

Slovenia 31 55 65 83 79 36

Other 495 359 270 259 261 186

Total 873 1138 1255 1397 1288 809

Source: AMS 2009.
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Table 4.14  Newly registered dentists in Austria, by nationality, 2003–2007

2003 2004 2005 2006 2007

Austria 96 115 114 104 145

EU countries

Belgium   1   

Bulgaria  2  2 5

Czech Republic  5 2 3 3

Finland    1  

France 1     

Germany 16 21 34 42 36

Greece 1 1  1 2

Hungary 1 9 4 12 6

Italy  3 1 1 3

Latvia  1   1

Lithuania    1  

Netherlands   1   

Poland 4 7 2 7 4

Romania 7 8 4 10 12

Slovakia 1  2 3  

Slovenia  2 3 1 2

Spain     1

Sweden   1 1  

United Kingdom  1    

Total EU countries 31 60 55 85 75

Total non-EU countries 8 12 15 15 25

Total inflows foreign nationality 39 72 70 99 100

Source: Österreichische Zahnärztekammer unpublished data 2009.
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Table 4.15  Practising dentists in Austria, by nationality, 2005–2007

 2005 2006 2007

Austria 2970 3090 3264

EU countries

Belgium 1 1 1

Bulgaria 10 12 17

Czech Republic 55 58 57

Denmark 1 1 1

Finland 1 1

France 1 1 1

Germany 171 216 256

Greece 6 7 9

Hungary 51 62 69

Italy 14 14 18

Latvia 1 1 2

Lithuania 1 1

Luxembourg 2 2 2

Netherlands 5 5 5

Poland 61 69 72

Romania 77 84 103

Slovakia 23 27 27

Slovenia 12 13 15

Spain 1 1 2

Sweden 2 3 3

United Kingdom 3 3 3

Total EU countries 497 582 665

Non-EU countries:

Bosnia and Herzegovina 18 19 25

Croatia 31 34 36

Islamic Republic of Iran 19 21 26

Serbia 18 18 21

Syrian Arab Republic 12 13 17

Other 70 82 92

Total non-EU countries 168 187 217

Total foreign-national dentists practising in Austria 665 769 882

Source: Österreichische Zahnärztekammer unpublished data 2009.
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Table 4.16 .Newly registered midwives in Austria, by nationality, 2003–2008

2003 2004 2005 2006 2007 2008

A  Foreign nationality  

Mean age (years) 37 32 36 31 31 34

Bulgaria      2

Czech Republic  0  0   

Finland   1    

France    1  1

Germany 2 9 13 5 10

Hungary  0     

Iceland            
1  

Islamic Republic of Iran           
1         

2
Italy  0 4 0 3 1

Poland  2 1 3 3 2

Serbia     1  

Slovakia  2 1   1 0 0

Slovenia   1    

Turkey      1

United Kingdom 0   1   

B  Austrian citizen, foreign born  

Mean age (years)  35 39 27 30  

Cape Verde   1    

Germany   0  1  

Iran (Islamic Republic of)      1     

Iraq    0 1  

Japan    1   

Philippines     1    

Poland    1     

Slovakia      0    

Spain   1    

Turkey    1   

C  Austrian born, foreign trained

Mean age for all (years) 30

Finland 1

Germany 1 2 2 2 1

Total inflows midwives (new registered) 3 19 23 24 17 20

Source: ÖHG unpublished data 2009.
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Table 4.17  Practising foreign-national, foreign-born and foreign-trained midwives in 
                     Austria, by country of origin, 2008

A  Foreign citizenship  F  Austrian citizenship, foreign-born  

Bosnia and Herzegovina 3 Bosnia and Herzegovina 2

Bulgaria 3 Bulgaria 3

Switzerland 4 Switzerland 2

Chile 1 Côte d’Ivoire 1

Czech Republic 15 Cape Verde 1

Germany 83 Czech Republic 6

Finland 1 Germany 11

France 4 Spain 1

Greece 1 Hungary 3

Croatia 4 Iran 8

Hungary 3 Italy 1

Islamic Republic of Iran 4 Japan 1

Iceland 1 Philippines 30

Italy 9 Poland 30

Netherlands 2 Romania 1

Philippines 2 Serbia 1

Poland 31 Slovakia 9

Serbia 1 Turkey 2

Slovenia 4 former Yugoslavia 6

Slovakia 12 South Africa 1

Turkey 3 G  Austrian born, foreign trained  

United Kingdom 2 Germany 8

  Finland 1

Total 322

Source: ÖHG unpublished data 2009.
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Table 4.18  Outflows of midwives from Austria, 2003–2008

 2003 2004 2005 2006 2007 2008

Mean age between 20 and 30 (years)

H  Applying for diploma verification to work in EU Member State   

Germany      1

Hungary   1    

Ireland     1  

Italy   5  1 1

Slovakia    1   

Sweden   1    

United Kingdom  1 1 1 1  

I  Applying for visas to emigrate     

Australia     1 1

Ghana     1  

Luxembourg  1     

New Zealand      1

United Republic of Tanzania      1

J  Emigrated midwives a      

Total outflow 0 2 8 2 5 5

Source: ÖHG unpublished data 2009. 
Note: aNo reliable data; includes cross-border work, development assistance, etc. 





Chapter 5

Of permeable borders: 
Belgium as both source 

and host country 
Anna Safuta, Rita Baeten

5.1 Introduction 

This chapter aims to capture the crucial aspects of health professional mobility 
between Belgium and the rest of the world. Most of the observed flows occur 
to and from neighbouring countries (France, the Netherlands, Germany) but 
research for this study also shows that Belgium is a recent host to migration 
from less obvious source countries – Romania (for medical doctors with 
basic training1 and nurses) and Lebanon (nurses). Foreign nurses and medical 
doctors with basic training are often recruited to alleviate shortages in nursing 
staff and to compensate for the reduction in the number of Belgian doctors in 
training resulting from the introduction of a quota (see section 5.6.3). Evidence 
suggests that professionals from Romania and Lebanon who have migrated to 
Belgium are employed mainly in French-speaking hospitals. This indicates that 
language is an important facilitating factor for health professional migration. 
The prevalent facilitating factors for migration from neighbouring countries 
include shared language and cultural proximity.  

Inflows and outflows are almost negligible for general practitioners, moderate 
for nurses and dentists, and more significant for medical doctors with basic 
training and for specialists. Inflows have increased for all professions in recent 
years, through imigration not only from neighbouring countries but also from 
Romania and Lebanon.

1 As defined in the directive on the recognition of professional qualifications (European Parliament and Council of the 
European Union 2005).
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Limitations of the study

The statistical data analysed in this chapter have been retrieved and in some 
cases created specifically by the Belgian public authorities responsible for 
providing recognition or equivalence certificates and licences to practise to 
medical professionals with foreign diplomas. These data provide a relatively 
accurate account of the inflows since 2003; older data are either incomplete or 
unavailable. 

In the absence of data, outflows have been estimated from applications for 
conformity certificates that certify compliance with the Directive on the 
recognition of professional qualifications (European Parliament and Council 
of the European Union 2005). These statistics provide a relatively accurate 
indication of outflows to some countries. However, not all destination countries 
systematically request these certificates from migrating health professionals and 
so actual outflows may be underestimated. Data interpretation is complicated 
further by the high proportion of foreign students who study in Belgium, 
as the outflows of medical doctors and nurses include a proportion of these 
students returning to their home countries after graduation. Because of these 
interpretation difficulties, statistics on foreign inflows have also been collected 
from the two main destination countries – France and the Netherlands.

This chapter will first present Belgium’s mobility profile in terms of medical 
doctors, nurses and dentists leaving or entering the country. This is followed 
by a brief discussion of the role of EU enlargement. The impact and relevance 
of health professional mobility are analysed in the wider context of the Belgian 
health-care system and its workforce. The final section is an explanation of 
the policy context and measures/interventions aimed at managing health 
professional mobility.

5.2 Mobility profile of Belgium

Belgium is both a source and a destination country. Cross-border flows are 
numerically relatively important in the investigated health professions and 
the most important exchanges have been found with neighbouring countries. 
Recently, inflows seem to have increased in all professions. Anecdotal evidence 
suggests that Belgium is also a transit country for some medical doctors – having 
completed basic medical training in their home countries they undertake one 
or two years of specialization in Belgium before returning home or moving 
elsewhere (see section 5.5).



131Of permeable borders: Belgium as both source and host country

5.2.1 Outflows

Holders of a Belgian medical, dentistry or nursing diploma who intend to 
practise in another EU Member State can apply for a conformity certificate 
that assures compliance with the directive on the recognition of professional 
qualifications (European Parliament and Council of the European Union 
2005). Health professional outflows are estimated from the numbers of 
conformity certificates requested, from the International Mobility Cell for the 
Health Professions of the Belgian Federal Public Service (FPS) Health, Food 
chain safety and Environment. This information is supplemented by inflow 
data from France (Le Breton-Lerouvillois 2007, 2009) and the Netherlands 
(Ministry of Health, Welfare and Sport unpublished data 2009). 

The data on conformity certificates should be interpreted with caution. 
Applicants do not always know or declare their destination – 10% of nurses 
and general practitioners, 11% of doctors with basic medical training, 14% of 
specialists and 22% of dentists did not. In addition, professionals may request 
these certificates but never leave Belgium to practise abroad, or may go to a 
country other than that declared. Some countries (such as the Netherlands) 
recognize Belgian diplomas without systematically requesting a conformity 
certificate; other countries (such as France) request a conformity certificate from 
every foreign-trained health professional who intends to immigrate. Aggregated 
conformity certificate statistics show that France and the Netherlands are the 
two most frequently declared destinations. 

The outflow data take no account of the nationality of the person requesting the 
conformity certificate and thus do not distinguish between Belgian nationals 
and foreign nationals with a Belgian diploma. As a result, these data comprise 
important numbers of foreign nationals who came to study in Belgium and are 
applying for conformity certificates before returning to their home countries 
after graduation. Finally, the outflow statistics include a very small number 
of requests that were declined (less than 2% according to the competent civil 
servant). Data on the delivery of conformity certificates were available only for 
the last three years (2006–2008), making it difficult to analyse trends over time. 
These data do not show any clear decreasing or increasing tendencies.

France is the destination of a large share of Belgium-trained migrating health 
professionals – specified for 57% (394) of specialists requesting conformity 
certificates (Table 5.1). It is often assumed that these migrating professionals 
include many French nationals who studied in Belgium (Roberfroid et al. 
2008). However, data collected by the CNOM show important numbers of 
Belgian-national medical doctors practising in France (Le Breton-Lerouvillois 
2007, 2009). In early 2009, a total of 1576 Belgian nationals were registered 
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with the CNOM, 16.37% of all foreign medical doctors registered in France 
(Le Breton-Lerouvillois 2007). In 2007, Belgians accounted for 30% to 40% of 
all foreigners practising certain specialities in France.2 The Paris region and the 
regions bordering Belgium and Germany had the highest numbers of foreign 
medical doctors. 

Belgian data on outflows of medical doctors and dentists show that the United 
Kingdom is the second most popular stated destination. 

It should be noted that the Belgian data on conformity certificate requests 
underestimate actual outflows as the Dutch authorities do not systematically 
request conformity certificates from the holders of Belgian medicine, dentistry 
and nursing diplomas. Therefore, the Belgian data have been supplemented 
by Dutch Ministry of Health, Welfare and Sport statistics on the number of 
health professionals with Belgian diplomas newly registered in the Netherlands 
in 2006–2008 (Fig. 5.1). These data allow a more accurate picture of outflows 
to the Netherlands since it is compulsory for medical doctors, dentists and 
nurses to register with the Dutch authorities. 

2 Radiotherapy, physical medicine and rehabilitation, nuclear medicine, occupational medicine, orthopaedic surgery 
and traumatology, urological surgery, vascular surgery; 11 of the 17 foreign neuropsychiatrists practising in France were 
Belgians (Le Breton-Lerouvillois 2007).

Table 5.1  Number of conformity certificates requested by specialists with Belgian
                   diplomas, 2006–2008 

Declared 
destination 
country 

2006 2007 2008 Total per 
destination 

country

%

France 142 180 72 394 57.27

Germany 2 2 5 9 1.31

Luxembourg 0 1 2 3 0.44

Netherlands 19 18 1 38 5.52

United Kingdom 22 35 16 73 10.61

Unknown 38 45 18 101 14.68

Other EU-15a 7 10 7 24  3.49

EU-12b 0 0 0 0  0.00

Non-EU 9 31 6 46  6.68

Total per year 239 322 127 688          100

Source: FPS Health, Food chain safety and Environment unpublished data 2009. 
Notes: a Austria, Denmark, Greece, Ireland, Italy, Spain, Sweden; b Bulgaria, Czech Republic, Cyprus, Estonia, Hungary, 
Latvia, Lithuania, Malta, Poland, Romania, Slovakia, Slovenia.



133Of permeable borders: Belgium as both source and host country

Dutch data show 373 doctors with basic training, general practitioners and 
specialists holding Belgian medical diplomas newly registered in the Netherlands 
between 2006 and 2008. The majority of those migrating doctors are likely 
Dutch nationals who studied medicine in the northern, Dutch-speaking part of 
Belgium (see section 5.6.3). During the same period, 81 nurses and 69 dentists 
with Belgian diplomas registered in the Netherlands (Fig. 5.1). 

Dutch data suggest that outflows to the Netherlands by medical doctors, nurses 
and dentists with Belgian diplomas are numerically important and of a similar 
size to the outflows to France estimated from the Belgian data on conformity 
certificates.

The data on conformity certificate requests show that the emigrating specialists 
with Belgian diplomas represent a very high percentage of the total number 
of newly registered specialists in Belgium per year. Between 2006 and 2008, 
3100 (foreign-trained and Belgium-trained) specialists registered in Belgium 
(see Table 5.4 below), while 688 specialists with Belgian diplomas requested 
conformity certificates during the same period (Table 5.1). This suggests that 
for every 10 specialists who enter the Belgian labour market nearly two (plan 
to) emigrate. 

Fig. 5.1  Annual outflows to the Netherlands of health professionals with Belgian 
                diplomas, comparison of Belgian and Dutch data, 2006–2008   

Source: FPS Health, Food chain safety and Environment unpublished data 2009. 
Notes: BE: Number of conformity certificates requested by Belgian doctors with basic training, general practitioners, 
specialists, nurses and dentists who declared Netherlands as destination. NL: Number of newly registered medical doctors, 
nurses and dentists holding Belgian diplomas in the Netherlands. 
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5.2.2 Inflows

In Belgium, data on foreign health workforce are held at federal and community 
level. Inflows of foreign-trained health professionals to Belgium have been 
estimated from three different sources: (i) International Mobility Cell for 
the Health Professions’ data on EEA and non-EEA diplomas recognized or 
declared equivalent between 2001 and 2008; (ii) French Community statistics 
on non-EEA diplomas and EEA diplomas not conforming with the EC 
directive3 declared equivalent between 2003 and 2008; and (iii) the Federal 
Database of Health Care Professionals (Cadastre des professionels de soins de 
santé) (the register) comprising the number of registered general practitioners 
and specialists and the number of medical doctors, nurses and dentists newly 
licensed to practise (see section 5.8.2). Theoretically, the number of newly 
licensed medical doctors with foreign diplomas should coincide with the sum 
of equivalences and recognitions granted (although there might be a time lag) 
but this is not the case with the data provided. However, recognition data are 
more reliable than register statistics.4 

Medical doctors with no general practice or specialist training

Inflow data provided by the International Mobility Cell for the Health 
Professions show that 1704 foreign basic medical diplomas were recognized 
or declared equivalent in Belgium between 2001 and 2008 (FPS Health, Food 
chain safety and Environment unpublished data 2009). These were mostly 
French (355) and Dutch (313). Before EU accession, no Romanian diplomas 
were declared equivalent. In 2007, Romania became the third most frequent 
country of origin (267 recognitions) overtaking both Germany (213) and 
Italy (187), which were the third and fourth source countries until 2006. The 
sharp increase in recognitions noticeable from 2007 (Fig. 5.2) is thus mostly 
attributable to inflows from Romania.

Belgian data on recognized foreign basic medical training include doctors 
with foreign general practitioner or specialist diplomas who might have 
further registered as a general practitioner or a specialist. Indeed, in Belgium, 
recognition of a foreign general practitioner or specialist diploma starts with  
the recognition of the applicant’s basic medical training. 

The proportion of foreign-trained newly licensed doctors with only basic 
training has been increasing since 2005 and in 2008 reached just over 25% of 

3 Only French Community (subnational) data on EEA diplomas not in conformity with the EC directive were used as the 
Flemish Community data lacked precision. The 2003–2008 data on equivalences of dentistry, bachelor-level nursing and 
basic medical diplomas and the 2007 and 2008 data on equivalences of secondary-level nursing diplomas were analysed. 
Information on non-EEA diplomas was obtained from French Community data (2003–2008 for basic medicine, bachelor 
nursing and dentistry diplomas; 2007 and 2008 for secondary-level nursing diplomas) and 2004–2008 statistics on 
practice permits from the International Mobility Cell for the Health Professions. 
4 Phone interview with the competent civil servant, Brussels, July 2009.
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all newly licensed medical doctors with basic training (Table 5.2). A major part 
of this significant increase can be explained by the rise in Romanian diploma 
recognitions mentioned above. 

Yearly inflows of Romanian doctors with basic medical training were comparable 
before Romania’s accession to the EU, but based on a different legal provision 
limiting their stay in Belgium (see section 5.8.3). In 2004–2006, some 682 
medical doctors with third-country diplomas (mostly from Romania, Morocco 
and the Congo) arrived to do part of their specialization in Belgium on the 
basis of this specific legal provision (Table 5.3).

Table 5.2  Estimated numbers of foreign-trained medical doctors with basic training 
                   licensed in Belgium per year, 2005–2008

2005 2006 2007 2008

A: Foreign-trained newly licensed medical 
doctors with basic training 199 258 417 459

B: Foreign-trained newly registered general 
practitioners and specialists 75 110 105 148

C = (A − B): Foreign-trained doctors not 
registered as general practitioners or 
specialistsa

124 148 312 311

D: Total of newly licensed doctors with basic 
training 1082 1005 1157 1228

E = C/D 100 : % of foreign-trained within 
total newly registered medical doctors with 
basic training

11.5% 14.7% 27.0% 25.3%

Source: Own calculations based on FPS Health, Food chain safety and Environment unpublished data 2009. 
Note: a Category covers medical doctors who either have no general practitioner or specialist training or who did not 
register as general practitioners or specialists in Belgium.

Table 5.3  Medical doctors with non-EEA diplomas undertaking part of their 
                   specializations in Belgium under Royal Decree No. 78

Country of diploma 2004 2005 2006 Total per country

Congo 18 15 18 51

Morocco 27 40 26 93

Romania 51 114 113 278

Other 92 81 87 260

Total per year 188 250 244 682

Source: FOD Volksgezondheid 2007c. 
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General practitioners and specialists

Table 5.4 shows the number of general practitioners and specialists with a 
foreign diploma newly registered in Belgium between 2005 and 2008 : non-
Belgian diplomas were held by about 3%–8% of newly registered general 
practitioners and about 8%–12% of newly registered specialists.

The data on EEA diploma recognitions lead to similar conclusions to those 
drawn from the registration data – general practitioner inflows to Belgium 
appear to be rather insignificant while specialists migrate in larger numbers. 
A total of 91 general practitioner diplomas were recognized between January 
2001 and December 2008. Of these, 38 were French. Surprisingly, the United 
Kingdom (15 diplomas) and Spain (10 diplomas) were the second and third 
country of origin for general practitioners. The neighbouring Netherlands 
had only five recognitions. During the same period, Belgium recognized 348 
specialist diplomas from within the EEA, mostly German (83), Dutch (68), 
French (55), Italian (40) or Romanian (34). 

Over time, there has been a steady increase in the share of foreign nationals 
in the medical workforce. In 2003, foreign nationals counted for only 8% of 
all registered medical doctors. However, these data should be interpreted with 
caution as they include foreign nationals who lived and studied in Belgium 
already before enrolling in medicine in the country. Data from the OECD 
for 2008 show that 2989 medical doctors (6.7% of the total Belgian medical 
workforce) were foreign trained (OECD 2008). Stock data from the national 
database show that 10.5% of the 51 171 registered medical doctors in 2008 
were not Belgian nationals: 2.3% were French, 2.6% Dutch, 0.8% German, 
0.7% Italian, 0.5% Spanish and 0.5% Romanian (FPS Health, Food chain 
safety and Environment unpublished data 2009). 

Table 5.4  General practitioners and specialists in Belgium, 2005–2008 

 2005 2006 2007 2008

Foreign-trained newly registered general practitioners 11 14 7 17

Total newly registered general practitioners 259 281 238 218

Percentage of foreign-trained general practitioners 4.2% 5% 2.9% 7.8%

 

Foreign-trained newly registered specialists 64 96 98 131

Total newly registered specialists 821 1056 973 1071

Percentage of foreign-trained specialists 7.8% 9.1% 10.1% 12.2%

Source: FPS Health, Food chain safety and Environment unpublished data 2009.
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Fig. 5.2  EEA medical diplomas recognized in Belgium, 2001–2008

Source: Own calculations based on FPS Health, Food chain safety and Environment unpublished data 2009. 

Note: a Values calculated by subtracting the number of recognized EEA general practitioner and specialist diplomas from the 
annual total of EEA basic medical training recognitions.

Inflow charts show a steady increase in recognitions of all types of foreign 
medical diploma. The sharp increase in specialist diploma recognitions in 2006 
is mainly attributable to intensified inflows from France and the Netherlands 
(Fig. 5.2). 

Nurses

Register, recognition and equivalence data suggest important inflows of 
foreign-trained nurses relative to total inflows to the profession. Register data 
for 2005–2008 show that the proportion of foreign-trained nurses within all 
newly licensed nurses varied between 5.8% and 13.5%, with a tendency to 
increase (Table 5.5).

Stock data show that 4.4% of the total of 175 111 registered nurses in 2008 were 
foreign nationals, mainly of French (2.5%), Italian (0.5%) and Dutch (0.4%) 
nationality (FPS Health, Food chain safety and Environment unpublished data 
2009). Again, these data include second-generation immigrants who studied in 
Belgium. This is illustrated by the high proportion of Italians, as Belgium has 

Table 5.5  Newly licensed nurses in Belgium, 2005–2008

 2005 2006 2007 2008

Foreign-trained newly licensed nurses 205 268 330 565

Total of newly licensed nurses 3549 3798 4078 4170

Percentage of foreign-trained nurses 5.8% 7.1% 8.1% 13.5%

Source: FPS Health, Food chain safety and Environment unpublished data 2009.
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had a sizeable Italian population since the 1960s. OECD data for that same 
year show a share of only 1.5% of foreign nationals in the nursing population 
(OECD 2008). However, there are good reasons to question the validity of 
these OECD data as Belgian authorities stressed that nursing stock data for 
2009 and older with an acceptable degree of reliability could be provided only 
for the last trimester of 2009. Prior to this, the database for nurses included 
those who were no longer active in the workforce. 

Recognition data show that 40.5% of the 1152 foreign nursing diplomas 
recognized between 2004 and 2008 were French, mostly of post-secondary 
level. Dutch nursing diplomas ranked second, with 253 recognized diplomas 
balanced roughly between secondary and post-secondary level. German 
diplomas were the third most important group, with 111 exclusively secondary 
level diplomas.

For all the medical professions discussed in this chapter, community data 
demonstrate that non-EEA and EEA diplomas that do not conform to the 
EC directive are seldom declared equivalent. The noticeable exceptions are 
153 Romanian secondary level nursing diplomas that the French Community 
declared equivalent in 2007–2008 (94% of all secondary level nursing diplomas 
declared equivalent during that period)5 and the 93 Lebanese post-secondary 
nursing diplomas declared equivalent in 2008 (80% of all post-secondary 
nursing diplomas declared equivalent by the French Community in that year). 

The competent civil servant reported that the majority of the 169 diplomas 
declared equivalent between January and August 2009 were also Lebanese.6 

Federal level data for 2008 on diplomas first declared equivalent by Community 
authorities (Table 5.6) do not reflect the 93 Lebanese nursing diplomas declared 
equivalent by the French Community in that year. This is probably because of 
a time lag between the granting of equivalences and subsequent processing of 
the application. The 153 secondary level nursing diplomas from Romania that 
the French Community declared equivalent between 2007 and 2008 are not 
featured either because the federal data do not take account of EEA diplomas 
that fall beyond the scope of the EC directive (Table 5.6).

Federal data show that 59 of the 175 nurses with a non-EEA diploma granted 
a Royal Decree of Exercise between 2004 and 2008 had Congolese diplomas 
(Table 5.6). Moreover, the increase in recognitions noticeable from 2006 
onwards is almost exclusively attributable to an increase in post-secondary 
diploma recognitions. 

5 The French Community could provide data on nurses for 2007 and 2008 only; no statistics were received from the 
Flemish Community. This made it difficult to evaluate the inflows of EEA diplomas within the scope of the directive as 
these data are not covered by the FPS Health, Food chain safety and Environment statistics.   

6 Phone conversation with civil servant from the Foreign University Diplomas Equivalences Unit, Ministry of the French 
Community of Belgium, 1 September 2009. 
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Dentists

Recognition statistics from the FPS Health, Food chain safety and Environment 
show that 181 foreign EEA dentistry diplomas were recognized between 2001 
and 2008. Register data for 2005–2008 show the percentage of foreign-trained 
workforce among newly licensed dentists varied between 9.6% and 19.3%, 
with considerable fluctuations over the period (Table 5.7).

Stock data show that 6.1% of the 9 489 registered dentists in 2008 were not 
Belgian nationals – 2.3% were French, 0.8% Dutch and 0.5% Italian.

Summary

Federal data show that inflows of medical doctors, dentists and nurses have 
been increasing since 2001 (Fig. 5.3). Among medical doctors, this increase is 

Table 5.6  Foreign nursing diplomas recognized or declared equivalent in Belgiuma

Country issuing diploma 2004 2005 2006 2007 2008 Total per country

France 79 66 93 96 133 467

Germany 37 18 14 28 14 111

Luxembourg 0 0 0 2 2 4

Netherlands 43 74 48 46 42 253

United Kingdom 6 3 2 3 3 17

Other EU-15 10 13 20 15 16 74

Romania 0 0 0 12 10 22

Other EU-12 2 1 4 7 14 28

Congo 1 5 16 14 23 59

Lebanon 0 6 1 7 35 49

Other non EU-27 24 12 13 9 9 67

Total per year 202 198 211 239 301 1 151

Source: FPS Health, Food chain safety and Environment unpublished data 2009. 
Note: a Does not include EEA diplomas that do not conform to the EC directive but have been declared equivalent.

Table 5.7  Newly licensed dentists in Belgium, 2005–2008

 2005 2006 2007 2008

Foreign-trained newly licensed dentists 11 28 21 37

Total newly licensed dentists 114 189 151 192

Percentage of foreign-trained dentists 9.6% 14.8% 13.9% 19.3%

Source: FPS Health, Food chain safety and Environment unpublished data 2009.
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Source: Own calculations based on FPS Health, Food chain safety and Environment unpublished data 2009. 
Note: a Values calculated by summing up recognized EEA medical doctor diplomas (see Fig. 5.2). 

less pronounced for general practitioners than it is for those with basic training 
and specialists (Fig. 5.2). 

Stock data show a steady increase of foreign nationals in the total registered 
workforce for all these health professionals.

5.3 Vignettes on health professional mobility

Belgian health professional commuting to the Netherlands

HD is a 55-year-old Belgian living in Belgium and commuting daily to Maastricht. At 18, 

he started a work-integrated learning programme in nursing at the University Hospital of 

Maastricht (azM). In continuous employment, he gained permanent status after a year. 

He graduated in 1975 and, while working in the same hospital, successively obtained 

post-secondary level diplomas as an operating theatre assistant (1976–1979), in 

management (1981–1982 and 1985–1986) and in law (1990–1997).

Since 1985, his duties have not included any contact with patients. His career 

developed both vertically and horizontally, in the following order – nurse, theatre 

assistant, deputy chief of theatres, chief coordinator of surgical care, administrator, 

manager, chief of the staff services department, education and labour market adviser.

He chose Maastricht because the employment structure seemed less hierarchical 

and less formal than that in the Belgian nursing schools he visited. Maastricht is very 

close to the Belgian border and, therefore, there was no need for him to move to the 

Netherlands. He is very satisfied with his choice of Maastricht and emphasizes that any 

Belgian nurse who takes up employment in the Netherlands, especially at azM, has no 

interest in being employed in Belgium.
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Romanian migrant doctor with plans to move on

AM is a 28-year-old Romanian who graduated in medicine in Romania and started a 

five-year specialization in internal medicine (neurology) at the University of Medicine 

in Iasi (Romania). After 18 months, he applied unsuccessfully for the exchange 

programme between his university and the Université catholique de Louvain (UCL) 

in Belgium. He signed a contract with a private agency that found him a position as 

assistant in a teaching hospital situated in a rural area in Belgium on a contract running 

from 1 October 2008 to 30 September 2009. He is the sole intern on the neurology unit 

and also works regularly as on-call medical doctor in internal medicine. He lives within 

the hospital premises.

AM chose to move to Belgium in order to work in centres of expertise that do not 

exist in Romania. He plans to stay in Belgium for another year. His internship tutor 

has promised to find him a place in another hospital as he cannot stay in his current 

hospital. He would like to finish his specialization in Belgium or France. His private 

life will determine whether he establishes himself permanently in Romania after his 

specialization but he would like to work in France.

5.4 Dynamics of enlargement

Romanian nurses and doctors with basic medical training (and specialists to 
a much smaller extent) appear to be the most numerous among the health 
professionals from the EU-12 who moved to Belgium to work. This can be 
partially explained by the activity of private companies recruiting Romanian 
nurses and specializing doctors to work as assistants in Belgian hospitals (see 
section 5.8.3). As illustrated by Table 5.3, Romanian medical doctors with basic 
medical training were coming to Belgium even before Romania’s accession to 
the EU.

Belgium applied legal restrictions on immigration from the 10 new central and 
eastern European Member States until 1 May 2009 (Government of Belgium 
2004). This was later extended until 31 December 2011 for Romanian and 
Bulgarian citizens (Government of Belgium 2008a), who, therefore, still need 
work permits in order to work in Belgium. Attribution of working permits 
has been facilitated since 1 May 2006 for specific shortage professions in the 
Belgian labour market (Government of Belgium 2006a), including almost all 
the nursing professions (Government of Belgium 2006b). 

Since the first day of accession, there have been no limitations on self-
employment. Foreign candidates for self-employment receive a five-month 
residence permit to start up their activity. Those who are successful are granted 
an open-ended residence permit. Since most doctors and dentists in Belgium 

¸
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are self-employed, even in hospital settings, this applies to most immigrant 
doctors and dentists. Specializing medical doctors have a sui generis status – 
they receive a fee but are neither employees nor self-employed. 

5.5 Impact of health professional mobility

Health professional inflows and outflows are numerically relatively important, 
but no impacts or potential impacts on the Belgian health system have been 
reported. 

Foreign candidate specialists are not counted in the quotas limiting medical 
graduates’ access to further specialist or general practitioner training (see 
section 5.6.3). This has been the subject of debate as it could thwart Belgian 
health workforce planning policies (Roberfroid et al. 2008). Between 2004 and 
2007, 7.4% of all applications for training plans in Belgium were submitted 
by holders of foreign medical diplomas (SPF Santé publique 2007). However, 
it is difficult to estimate the proportion of foreign-trained doctors with basic 
training who will remain in Belgium on completion of their specialist or general 
practitioner training (Roberfroid et al. 2008). 

Furthermore, it is not possible to assess the long-term effects of the important 
recent inflows of Romanian doctors with basic training. As outflow data show only 
conformity certificates delivered to holders of Belgian diplomas, it is not known 
how many of the medical doctors whose foreign basic training has been recognized 
in Belgium settle permanently in the country and how many leave (except those 
who start a specialization).7 It can be assumed that at least some of these foreign-
trained medical doctors return home, for example to finish their specializations. 
This has been confirmed during interviews with Romanian doctors and within 
Belgian institutions that host Romanian doctors with basic medical training.8 If 
these doctors decide to establish themselves permanently in their home countries 
after undertaking part of their specialization in Belgium, such temporary migration 
could be considered positive for both the Belgian and their home health-care 
systems. However, it seems too early for an in-depth analysis to draw far-reaching 
conclusions. Indeed, while there were Romanian doctors already undertaking part 
of their specialization in Belgium, before their country’s EU accession, the situation 
could now evolve as they are offered the possibility of staying to practise.

7 Between 2004 and 2007, only 241 graduates with a foreign medical diploma started general practitioner or specialist 
training in Belgium (SPF Santé publique 2007). A total of 925 foreign basic medical diplomas were recognized during 
the same period, but only 234 of these were further recognized as general practitioner or specialist diplomas. Hence, 
approximately 450 holders of a foreign basic medical diploma neither applied for recognition of a foreign general 
practitioner or specialist diploma nor started a specialization in Belgium (at least during those years). 
8 Interviews with Romanian doctors with basic training who specialize in Belgium; e-mail interview with a Belgian 
professor in charge of an exchange programme between a Belgian university and a Romanian medical school aimed at 
Romanian specializing doctors, 13 July 2009; phone interview with a Belgian specialist working in a rural hospital in 
southern Belgium, 14 July 2009. 
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Some Dutch care institutions situated on the border with Belgium employ 
important numbers of Belgian nurses from the Flemish province of Limburg9 
but institutions in this Belgian rural province seem to have fewer problems with 
nurse recruitment than those in larger cities (Jacobs 2007). The emigration of 
child and youth psychiatrists to the Netherlands has been reported as a problem 
(De Morgen 2007). Indeed, there are major shortages in this profession which 
is on the list of specializations for which a minimum of candidates has to be 
filled each year (Government of Belgium 2008c). By contrast, it is suggested 
that the outflows of specialists to France result from an oversupply in most 
specialties in Belgium, particularly in the French Community (Anrys 2009). 

The significant numbers of foreign residents in Belgian training institutions 
(see section 5.6.3) could impede the training of home students in shortage 
professions in Belgium, particularly nurses. 

5.6 Relevance of cross-border health professional mobility

5.6.1 Inflows and outflows

The Belgian health workforce is characterized by oversupply in most professions, 
including dentists, specialists and physiotherapists. There are difficulties in the 
recruitment of nurses, especially in urban centres, and shortages of general 
practitioners are expected in the coming years. Attrition rates seem to be 
important in both nursing and general practice medicine. Furthermore, there is 
a reduction of the available labour volume as the health workforce is ageing and 
undergoing feminization. The professional mobility of general practitioners is 
negligible and consequently has little impact on the available workforce. Inflows 
and outflows of nurses are more important – recent active recruitment of nurses 
from Romania and Lebanon aims at alleviating existing shortages. 

5.6.2 Distributional issues influencing the composition of the 
health workforce

Oversupply in most specializations has led to the introduction of a quota that 
limits access to general practitioner, specialist and dentistry training (see section 
5.6.3). However, general practitioner density has decreased in a short period of 
time and shortages are expected in the coming years, especially in the Dutch-
speaking north of the country (Roberfroid et al. 2008). A federal programme 
offers financial incentives to general practitioners willing to settle in sparsely 
populated areas or in urban positive action zones (NIHDI 2010). 

9 Interview with a Belgian nurse working in the azM, Maastricht, 2 July 2009.
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Regional variations in the density of practitioners are more marked for specialists 
(8.4–24.0 per 10  000 inhabitants) than for general practitioners (9.8–14.4 
per 10 000 inhabitants). Given the discrepancies in general practitioner and 
specialist coverage between the better-served French-speaking south and the 
medically less well-served Dutch-speaking north, it is likely that the quota 
system will result in lower numbers of French-speaking medical graduates being 
able to specialize or to train as general practitioners (Roberfroid et al. 2008). 

Shortages of nurses are more acute in urban areas such as Antwerp or Brussels 
and in nursing homes more than in hospitals (Geets 2008). It is argued that 
increasing the involvement of auxiliary nurses by redefining the functions of 
nurses and auxiliary nurses and changing nursing home regulations could have 
a smoothing effect on the shortages (Geets 2008, Jacobs 2007).

5.6.3 Factors within the system influencing the size and 
composition of the health workforce

Educational system 

Oversupply resulted in the introduction of the numerus clausus: quotas which 
set the maximum number of graduates allowed to start general practitioner, 
specialist and dentistry training each year (see section 8.2). For 2008–2011, the 
quota allows 757 medical graduates to pursue general practitioner or specialist 
training (Government of Belgium 2008c). The number of dentistry graduates 
allowed to practise was limited to 140 per year until 2010 (Government of 
Belgium 2008b).

In the Flemish Community, almost 10% of those who passed the entrance 
examination for medical/dentistry studies in 2007 had Dutch nationality 
(Janssen 2007).10 Similarly, during the 2007–2008 academic year, around 7% 
of medical and 19.5% of dentistry students in the French Community were 
French nationals with a non-Belgian secondary education diploma (Cref 2008, 
FOD Volksgezondheid 2007a). 

The number of students with foreign basic medical diplomas who submit 
training plans in Belgium increases every year in both the French and the 
Flemish Communities. In 2007, foreign-trained graduates started medical 
internships amounting to 10% of all internships initiated that year, in 
comparison with only 6.6% of all training plans submitted in Belgium between 
2004 and 2006 (SPF Santé publique 2007). Holders of foreign diplomas are 
not subject to the numerus clausus and thus not included in the federal quotas 
(FOD Volksgezondheid 2007b). Foreign students apply almost exclusively for 

10 The number of Dutch medicine and dentistry students in Flemish universities decreased by one-third between 1996 
and 2005, presumably due to the introduction of the quota system in Belgium (Nuffic 2007). 
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specialization rather than general practitioner training (SPF Santé publique 
2007). 

There are no restrictions in access to nursing training, which can be studied 
at secondary level or at post-secondary/bachelor level. During the 2007–2008 
academic year, 16% of all enrolled post-secondary nursing students and 40% 
of all enrolled secondary level nursing students in the French Community were 
not registered as Belgian residents (Service statistique de l’ETNIC unpublished 
data 2009). French nationals accounted for 95% and 98%, respectively, of those 
non-resident students (Service statistique de l’ETNIC unpublished data 2009). 
It is likely that most of the French nationals who study in Belgium without 
being officially registered as residents practise in France after graduation. 

Quotas limit the number of physiotherapists registered with the statutory 
health insurance (SHI) system, but only for outpatient practice. The number 
of physiotherapists working in nursing homes and hospitals is not subject to 
limitations.11 Unlike doctors, candidate physiotherapists with a recognized or 
equivalent foreign diploma are included in the physiotherapists’ quota. 

Similar to the situation for nurses, there are extremely high proportions of 
French-national physiotherapy and paramedical students in the French 
Community. In 2006, 74.4% of physiotherapy students in higher education 
institutions and 78.1% of those studying physiotherapy at the university were 
students officially residing abroad, mainly in France. The same was true for 
68.2% of podiatry, 59.5% of speech therapy and 63.2% of midwifery students 
(Simonet 2006a). This is due to the educational quotas in France (Simonet 
2006a, 2006b) and relatively low registration fees in Belgium (France 3.fr 
2009). In 2006, this caused the French Community to introduce a 30% quota 
for non-residents enrolling for the first time on certain medical and paramedical 
curricula in a higher education institution within its territory (Ministère de la 
Communauté française 2006, Simonet 2006a). The introduction of this quota 
has been justified by the possibility of shortages in some professions (Simonet 
2006a, 2006b). 

The impact on the education budget of such significant numbers of non-
resident foreigners studying in Belgium probably also played a role in the 
introduction of these quotas. The European Commission challenged the quota 
measure in an infringement procedure that was subsequently suspended. 
The Commission accepted that, without an appropriate safeguard measure, 
the French Community would not be able to maintain a sufficient level of 
territorial coverage and quality in its public health-care system (Europa 2007). 

In case C-73/08, the European Court of Justice ruled that such legislation is 

11 Interview with Henk Vandenbroele, civil servant from the FPS Health, Food chain safety and Environment, Brussels, 
November 2009.
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precluded by the Treaties “unless the referring court … finds that it is justified 
in the light of the objective of protection of public health” (Court of Justice of 
the European Union 2010). 

Demographics

Medical and dental professionals are ageing rapidly. In 2005, 47.7% of 
practising general practitioners and 46.2% of practising specialists were aged 
over 50 years. Activity levels (expressed as the number of patient contacts per 
year) decrease gradually from 50 years onwards for general practitioners and 
from 60 years onwards for specialists (Roberfroid et al. 2008). The 42–56 age 
group is heavily overrepresented among active dentists. Many dentists stop 
practising from the age of 55 onwards, and activity levels decrease among those 
who remain active (Gobert et al. 2007). Most medical doctors and dentists are 
self-employed and, therefore, have no legal retirement age.

Women make up 30% of the current medical workforce and 60% of new 
graduates (Roberfroid et al. 2008). Among female doctors over 30, both general 
practitioners and specialists have significantly lower activity levels than their 
male counterparts. Women make up 43% of active dentists and the majority 
of newly qualified dentists. The activity rate of female dentists is about 75% of 
that of their male peers (Gobert et al. 2007). The gender ratio of immigrating 
medical doctors appears close to one and they are markedly younger than 
the average age of domestic medical doctors (FOD Volksgezondheid 2009).  
The ageing and feminization of the medical workforce could reinforce the 
expected shortages of general practitioners. No such problems are forecasted 
for the other medical professionals discussed in this chapter, given their current 
oversupply.

Nursing is considered to be a heavy activity profession and, therefore, most 
nurses have the right to take early retirement from the age of 58. This results 
in nurses over 60 years forming less than 1% of the total nursing workforce 
(Pacolet & Merckx 2006a). Furthermore, nurses aged 45 years or more have 
the right to reduce their working hours progressively by up to 15%. 

The Federal Database of Health Care Professionals showed that, as of 31 
December 2008, holders of a license to practise nursing were, in the majority, 
women (87%) with a median age of 44 years. Nurses have high attrition rates, 
especially those aged 50 and over (Geets 2008). The fact that the profession 
is highly feminized impacts strongly on the labour volume, as reduced 
working time, career breaks, parental leaves are more common among female 
professionals (Pacolet & Merckx 2006b). It is estimated that nurses work an 
average of 75% of a full-time working schedule (Pacolet & Merckx 2006b). 



147Of permeable borders: Belgium as both source and host country

Health professionals leaving or returning to the profession

Only 53.3% of registered general practitioners practise medicine and only an 
estimated 5500 (43%) of these work full-time as general practitioners (Meeus 
2009). Between 65.4% and 87.4% of registered specialists work full-time, 
with activity levels varying between specialities. The rest of registered medical 
doctors work in non-curative sectors (Roberfroid et al. 2008). The number of 
practising general practitioners decreased from 12 531 to 11 626 between 2002 
and 2005, possibly due to significant professional attrition rates. Suggested 
factors include long working schedules and/or low earnings (Roberfroid et al. 
2008).  

5.6.4 What does cross-border mobility mean for Belgium?

While migration flows in some health professions are not negligible, most 
appear to be the initiative of individuals looking for opportunities elsewhere. 

Intentional recruitment of foreign-trained health professionals by Belgian 
hospitals has been observed for nurses and for medical doctors with basic 
training (see section 5.8.3). There are no elements to assert that the Belgian 
health system is dependent on migratory flows and no indication of any 
negative effects of workforce losses due to migration.

5.7 Factors influencing health professional mobility

5.7.1 Facilitating factors

Language and geographical proximity appear as the crucial facilitating factors 
for any group of health professionals. In the case of outflows from Belgium, 
there is no language barrier for Dutch-speaking professionals migrating to the 
Netherlands or for French-speaking professionals willing to practise in France. 
The relatively important inflows of Romanian professionals are facilitated 
because Romanian is a Romance language12 and the country has traditional ties 
with the Francophonie. The latter is also true for Lebanon. The recent important 
inflow of Lebanese nurses with a post-secondary diploma, apparent in the 
French Community equivalence statistics, comprises graduates of a French-
speaking nursing bachelor course organized in Lebanon (Geets 2008). It is 
suggested that French-speaking hospitals in Brussels turned to Lebanese nurses 
educated in French after Romanian nurses experienced language difficulties 
(Metro 2008).

12 Rocour (2006a) and interviews with Romanian specializing doctors working in Belgian hospitals.
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5.7.2 Activating factors

Standard activating factors include perceived opportunities of personal 
development, competence diversification, and horizontal and vertical career 
opportunities, which can be linked either to national differences in work 
styles or to particularities of the destination institution (van den Heuvel et al. 
2007). Partner-like and less formal relations between nurses and doctors are 
commonly cited as activating factors for Belgian nurses seeking employment 
in the Netherlands (Nursing voor verpleegkundigen 2006).13 Employers also 
appeal to potential employees by offering in-service training14 or work in 
specialized care units (and thus opportunities for learning and higher income). 
Romanian doctors specializing in Belgium underscore that Belgian hospitals 
provide specialized care for which there are no expertise centres in Romania 
(e.g. treatment of the neurovegetative state).15   

Income and pension differentials remain among the key activating factors 
for Belgian nurses migrating to the Netherlands.16 However, Belgian health 
professionals working in the Netherlands often choose to live in Belgium and 
commute, whether for family reasons, lower housing prices or specific social 
benefits.17 Although it was not mentioned during the interviews, it is likely that 
financial motives are also significant for Romanian doctors coming to Belgium, 

particularly those recruited by private companies.18 

5.7.3 Instigating factors

The surplus of specialists is cited as the main instigating factor encouraging 
Belgian specialists (mainly from the French Community) to migrate to 
France (Anrys 2009). Significant variation in the activity levels of specialists 
(Roberfroid et al. 2008) does suggest oversupply and this would impact on 
income as specialists are generally self-employed.

Literature cites potential instigating and activating factors for Belgian-trained 
general practitioners considering migration to the Netherlands: the past 
shortage of general practitioners in the Netherlands and the simultaneous 
surplus observed in Belgium (van den Heuvel et al. 2007); financial motivations; 
differences in both status and working conditions; and work style or, more 

13 Interview with Belgian nurse working in azM, Maastricht, 2 July 2009.
14 In-service training allows nurses with a secondary level certificate to obtain a bachelor diploma in nursing or to 
specialize. BBL (Beroeps Begeleidende Leerweg) programmes combine three or four days of practical employment with one 
or two days of paid theoretical courses per week, allowing the student to acquire a diploma mainly through experience. 
15 Interview with Romanian medical doctor with basic training working in Belgium, July 2009.
16 Interview with Belgian nurse working in the azM, Maastricht, 2 July 2009.
17 Interview with Belgian nurse working in the azM, Maastricht, 2 July 2009.
18 Recruitment companies often promise Romanian candidates that they will be able to top up their income by working 
as on call physician as often as possible. Interview with Romanian doctor with basic training working in Belgium, July 
2009.
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generally, cultural differences. Despite these potential instigating/activating 
factors, and efforts to attract Flemish general practitioners to the Netherlands 
(van den Heuvel et al. 2007), inflow data from the Dutch authorities show 
that surprisingly few Belgian general practitioners migrated to the Netherlands 
(Ministry of Health, Welfare and Sport unpublished data 2009). This could 
indicate potential mitigating factors. Indeed, general practitioners tend to be 
more embedded in the local community, and this could explain the important 
difference between the low outflows of general practitioners and the much 
higher outflows of specialists (see section 5.2.1).

5.8 Policy, regulation and interventions

5.8.1 Policies and policy development on health professional 
mobility

No public policy at federal or regional level that specifically aims at encouraging 
or discouraging health professional migration has been reported.

5.8.2 Workforce planning and development 

Belgium has had explicit health workforce planning policies since 1996, when 
the Committee for Medical Supply Planning (Commission de planification 
médicale) was established to advise the federal authorities on a quota system 
(Government of Belgium 1967). The committee comprises representatives 
of the public authorities, relevant health professions, experts and other 
stakeholders. Following the committee’s advice, in 1997 a quota for training 
places was introduced at federal level for medical doctors, further extended to 
dentists and physiotherapists (see section 5.6.3). The committee’s remit also 
covers nursing, midwifery and speech therapy.

A specific register to centralize data on health-care professionals was set up 
in 2003 in order to provide the Committee for Medical Supply Planning 
with necessary information on the current medical workforce (Government 
of Belgium 1967). The Federal Database of Health Care Professionals gathers 
information on professionals of all regulated health professions. 

A mathematical model is used to forecast future supplies of medical doctors, 
dentists, physiotherapists and nurses (FOD Volksgezondheid 2009). This is 
intended to support the Committee for Medical Supply Planning in assessing 
the needs and sustainability of the system in order to determine health 
workforce planning policies. This stock-flow model should take account of the 
numbers, gender and age of foreign-trained health-care professionals migrating 
to Belgium as well as of the outflows of Belgium-trained graduates. However, 
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the outflows have not been included in simulations to date as the Belgian 
authorities lack complete data on emigration (FOD Volksgezondheid 2009).

5.8.3 Cross-border regulatory frameworks and interventions

Mutual recognition of diplomas in the European Community

Chapter 4 of the Belgian law on the exercise of the health professions specifies 
the means by which the EC mutual recognition directive was implemented 
in May 2005 (Government of Belgium 1967). The provisions of this chapter 
extend to third-country nationals with qualifications that conform to the 
directive. Professional qualifications that fall under the scope of the directive 
must be recognized by the health minister. Authorities can ask for a document 
certifying that the candidate’s qualifications are in compliance (a conformity 
certificate) and this is a systematic requirement for professionals from new 
Member States.19 Professions that are recognized automatically are granted 
recognition when the authenticity and conformity of the documents have 
been verified, up to three months after the complete file has been introduced. 
For nurses, the recognition distinguishes between secondary level and post-
secondary level diplomas.20

The Belgian system distinguishes between nurses with secondary-level 
education,21 nurses with post-secondary/bachelor-level education22 and assistant 
nurses.23 All three diplomas meet the criteria for nursing diplomas listed in 
the EC directive and holders of these three types of diploma are granted the 
same conformity certificates. Belgian law allows all three categories of nurses 
to perform the same functions, with two exceptions: (i) nursing assistants are 
not allowed to undertake work delegated by a doctor, and (ii) only nurses with 
post-secondary level diplomas can specialize. There are also de facto differences 
as hospitals generally prefer to hire nurses with bachelor-level diplomas and 
nursing homes are staffed predominantly by nurses with secondary-level 
diplomas. 

For diplomas that fall outside the automatic recognition procedure, the FPS 
Health, Food chain safety and Environment additionally enquires whether 
the applicant complies with all the conditions on professional training and 
experience stipulated in the EC directive and defined in a Belgian Ministerial 

19 Interview with competent civil servant, FPS Health, Food chain safety and Environment, Brussels, 7 July 2009.
20 Competent civil servant explains that authorities make this distinction because Belgian employers want to know 
whether a foreign diploma corresponds to secondary or post-secondary level. Furthermore, if no distinction was made, 
employers would recruit all foreign-trained candidates as if they held secondary-level diplomas and pay them (less) 
accordingly.
21 Infirmières brevetées/gebrevetterde verpleegkundigen.
22 Infirmières graduées/gegradueerde verpleegkundigen.
23 Aides-soignantes/verpleegassistenten.
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Decree. The FPS Health, Food chain safety and Environment have one 
month (two in exceptional cases) to inform the applicant about the results 
of the verification procedure. The professionals meeting the requirements are 
granted recognition within four months. Specialist medical doctor and specialist 
nursing diplomas that do not fall under the automatic recognition procedure 
must be recognized by the competent recognition commission (comprising 
representatives of the relevant profession). 

As foreseen by the EC directive, EU nationals who are legally established in 
other EEA countries can provide health services in Belgium on a temporary and 
occasional basis without the recognition, licence to practice and registration. 
However, they are required to apply for a provisional licence to practise (Fig. 
5.4). Before the first provision of care, these professionals must give written 
notice informing the FPS Health, Food chain safety and Environment of their 
intentions and provide information on their professional liability insurance. 
In practice, it appears that some health professionals do not apply for this 
provisional licence to practise.24

Fig. 5.4  Recognition or equivalence route for medical doctors, dentists or nurses with 
                 EEA nationality
 

Source: Adapted from Duthoi 2007.

24 Interview with the competent civil servant, FPS Health, Food chain safety and Environment, Brussels, 7 July 2009.
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Bilateral agreements

A bilateral agreement signed with South Africa in 1965 in use for 40 years, 
established a system of mutual recognition of basic medical diplomas 
(Government of Belgium 1970). 

Third-country health professionals

A qualification that does not conform to the EC directive must be declared 
equivalent by the French or the Flemish Community. Furthermore, third-
country nationals with a non-EU diploma must obtain a Royal Decree before 
applying for a licence to practise and registering with the competent order. 
Applications from doctors, dentists and pharmacists are also submitted to the 
competent Royal Academy (Fig. 5.5). 

Doctors and nurses are granted equivalences only for the basic medical/nursing 
diploma. In addition, specializations must be recognized by the competent 
federal recognition commission. In practice, such recognitions are very rare.25 

Belgian law allows foreign-trained non-EEA medical graduates to undertake part 
of their specialization in Belgium. This is conditional upon a signed declaration 
of their commitment to return to their country of origin on completion of the 
assigned training period (Government of Belgium 1967).

Fig. 5.5  Recognition or equivalence route for medical doctors, dentists or nurses with 
                non-EEA nationality 

Source: adapted from Duthoi 2007.

25 Interview with competent civil servant, FPS Health, Food chain safety and Environment, Brussels, 7 July 2009.
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Specific interventions and managerial tools

Some hospitals recruit nursing staff by setting up exchange programmes with 
foreign schools or by using the services of liaison or temporary work agencies 
that recruit abroad. Several Brussels hospitals have used this method to hire 
Romanian or Lebanese nurses (Metro 2008). In 2005, the University Hospital 
of Antwerp UZA hosted several Polish nursing students and, more recently, 
nurses from the Philippines (Vandaag.be 2009). Such private companies 
provide Belgian hospitals not only with nurses but also with specializing foreign 
medical doctors who are willing to work as assistants in Belgium (Anrys 2009, 
Geets 2008).26

Private companies not only recruit in the country of origin but often also arrange 
travel, accommodation and administrative requirements (such as residence 
permit, diploma recognition/equivalence) for their recruits. Hospitals that have 
hosted or recruited foreign-trained nurses evaluate these experiences as overall 
positive or mixed, mentioning communication difficulties due to insufficient 
command of their hospital’s working language (Metro 2008).

A human resources manager at the Dutch azM reported that the hospital 
would not survive without recruiting nurses from Belgium – situated near the 
border, it employs 400 Belgian nurses (out of a total of 1100). Hence, the 
azM collaborates closely with the Flemish Public Employment and Vocational 
Training Service and publishes recruitment adverts in the Belgian Dutch-
speaking local, national and specialized press.27 

Certain Belgian hospitals recruit foreign doctors with basic training for less-
attractive tasks, mainly on-call duties (Geets 2008). Often, these duties are 
funded from the pooled income of a hospital’s medical doctors who, therefore, 
tend to choose lower paid trainee doctors over confirmed specialists. Some 
hospitals claim that they are not assigned enough Belgium-trained interns since 
the numerus clausus limits the number of doctors eligible to specialize (Rocour 
2005; see section 5.8.4).

In 1990, the Belgian French-speaking Université Catnoligne de Louvain 
(UCL) and the Romanian University of Medicine and Pharmacy “Gr.T. Popa” 
Iaşi signed an agreement allowing Romanian doctors with basic training to 
spend one year (potentially extendable to two years) of their specialization 
in one of UCL’s hospitals. Each year, this agreement brings around 70 third 
or fourth year Romanian medical students to Belgium. By 2009, some 450 
Romanian interns had taken part in the programme.28 Before Romania’s 

26 Phone interview with specialist working in a rural hospital in southern Belgium, 14 July 2009.
27 Interview with Belgian nurse working in the azM, Maastricht, 2 July 2009.
28 Interview with Philippe Meert, Brussels, 13 July 2009.
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accession to the EU, participants could undertake part of their specialization 
in Belgium, under the responsibility of a qualified doctor, without obtaining 
equivalence of their diploma and a licence to practise (see section 5.8.3).29 
Some other hospitals signed similar cooperation agreements with foreign 
training institutions. For example, a university hospital in Liège signed such an 
agreement with a Vietnamese hospital (Janssens 2006) and the French-speaking  
Université libre de Bruxelles (ULB) runs the Fonds de Soutien à la Formation 
Médicale scholarship programme.30 

5.8.4 Political force field of regulating and managing health 
professional mobility

Professional associations in Belgium generally disapprove of the recruitment 
of foreign nurses and medical interns, rejecting hospitals’ shortage arguments 
(Vandaag.be 2009). They argue that migrant professionals accept less-favourable 
working conditions (Rocour 2006a, 2006b) that could potentially lead to 
social dumping. Hospitals experimenting with the recruitment of foreign 
professionals are much less sceptical and declare that they are well aware of the 
short-term character of such solutions (Rocour 2006a).31 

Simultaneously with the decision to lift transition periods for the citizens of 
the eastern European Member States that joined the EU in 2004, the Belgian 
federal Minister for Migration and Asylum Policy evoked migration as a way 
of alleviating nurses’ shortages, probably in order to make the opening of the 
Belgian labour market more acceptable to the public (Turtelboom 2009). 

Belgian medical associations cite the numerically significant outflows of 
specialists to France as an illustration of the oversupply of specialists in Belgium, 
especially in the French Community. These are used to refute arguments for an 
increase in the training places allowed by the quota system or even to push 
for stricter quotas (Anrys 2009). Several parliamentary questions have linked 
the recently increasing foreign inflows of medical doctors with basic training 
with the quotas preventing numerous graduates with a Belgian diploma from 
pursuing a specialization (Brotchi 2008, van Ermen 2009). Thus, the issue of 
foreign inflows is used to regenerate the debate on the quota system. 

The linguistic capacities of the Romanian nurses and doctors with basic 
training recruited by bilingual hospitals in Brussels have also been the subject 
of parliamentary debate. At both federal and regional level, Flemish members 
of parliament have criticized the fact that these professionals are unable to 

29 The legal basis for such practices was art. 49 ter, Royal Decree No.78. 
30 http://www.ulb.ac.be/facs/medecine/fosfom/, accessed 15 July 2009. 
31 See section on specific interventions and managerial tools.

http://www.ulb.ac.be/facs/medecine/fosfom
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speak Dutch (Vanackere 2006, van Linter 2006). The debate on professional 
mobility has thus become part of the Belgo-Belgian discussion. The generally 
insufficient Dutch language skills of health professionals (whether Belgian or 
foreign) working in Brussels’ bilingual hospitals have long been a very sensitive 
political issue (Gatz et al. 2005).

5.9 Conclusion

Based on the figures obtained for this study, it can be concluded that migration 
flows to and from Belgium are numerically significant in most health 
professions. However, mobility does not constitute a health workforce planning 
issue for the moment. The most important flows are observed to and from 
neighbouring countries, in particular France and the Netherlands. Inflows of 
foreign-trained health professionals in 2005–2008 represented 5% of all new 
general practitioner registrations, 10% of new specialist registrations, 9% of 
newly licensed nurses, 15% of newly licensed dentists and a remarkable 20% 
of newly registered medical doctors with basic training. Outflows of specialists 
with Belgian diplomas, especially to France, are seriously exceeding inflows of 
specialists with foreign diplomas. This may be explained by an oversupply of 
specialists in the French Community. Stock data for 2008 show that 10.5% of 
medical doctors, 4.4% of nurses and 6.1% of dentists registered in Belgium 
were foreign nationals.

Inflows appear to be increasing in all professions over recent years, mainly 
through migration from neighbouring countries and from Romania. The 
increase in inflows from Romania is attributable mainly to the migration 
of medical doctors with basic training. The national quota system means 
that hospitals receive fewer specializing Belgian medical doctors and try to 
compensate for this by hiring foreign-trained doctors with basic training. It 
is too early to assess the stability of these inflows. Hospitals (mainly French-
speaking) recruit foreign-trained nurses to alleviate shortages in nursing staff. 
Recent inflows of Lebanese and Romanian nurses recorded by the French 
Community have been noticeably higher than in previous years but still appear 
negligible when estimated as a proportion of the average yearly number of 
nurses newly licensed to practise in Belgium. 

The significant number of foreign (especially French) nursing students could 
aggravate the shortages in nursing staff, since most of these students are likely 
to return to their home country after graduation. The high proportion of 
foreigners studying medical and paramedical professions in Belgium calls for 
attention. Indeed, if these students choose to study in Belgium in order to 
avoid domestic enrolment quotas, it could potentially hurt the health workforce 
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planning policies of their countries of origin. Furthermore, foreign candidates 
are not counted in the Belgian quotas that limit candidate specialists’ access to 
further training. This could have a negative impact on Belgian health workforce 
planning policies.

Overall, migration flows seem rather natural as Belgium is a country with 
generally high levels of individual and professional mobility – a country with 
permeable borders.32 However, recent developments indicate that health 
workforce flows require close monitoring. 
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6.1 Introduction

Traditionally, there has been little international mobility of health-care 
professionals in Finland. Inflows of foreign health professionals have been very 
small and Finland acted as a source country until the late 1990s, particularly for 
nurses who migrated in low numbers to other European (for example, Germany 
or the United Kingdom) and Nordic countries. However, there have been some 
changes in mobility patterns over the last 20 years. The country now has a 
mixed mobility profile as the outflows of health professionals have decreased 
and become comparable to the inflows.  Moreover, foreign medical doctors and 
dentists represent important shares of all new arrivals to the medical workforce. 
This signals that the Finnish system could become dependent on the influx 
of health professionals from abroad – within a context of serious shortages, 
especially of general practitioners.

Migration policies in Finland have traditionally been formulated on 
humanitarian bases. However, in 2006 the government adopted a programme 
in which immigration was promoted in order to alleviate shortages in the 
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Finnish labour market. The changing policy environment and labour shortages 
in the health-care sector have created new grounds for international recruitment 
of health professionals. Since 2006, the recruitment programmes for foreign 
health professionals have gained more attention as a measure for tackling 
workforce shortages in the health sector, especially in primary health care. 

Since 2000, Finland has granted increasing numbers of licences to practise to 
health-care professionals of foreign origin, particularly medical doctors and 
dentists. However, not all who received a licence have migrated to Finland and 
not all of those who did migrate are employed in the health-care sector. Further 
studies are needed to examine the reasons for this and to develop effective 
practices to recruit and employ these health-care professionals who have the 
potential to become part of the active workforce.

The aim of this study is to assess the cross-border mobility patterns of 
medical doctors, nurses and dentists in Finland. The specific aims are to (i) 
map the magnitude of professional mobility and identify critical data gaps 
and limitations, (ii) assess the contextual, health system and personal factors 
that influence professional mobility, and (iii) assess the impact of professional 
mobility. The overview of mobility among health professionals is based on a 
literature search, interviews and registers. 

Five Finnish national databases were searched.1 In addition, senior experts on 
professional and workforce migration in government agencies were interviewed 
on the challenges and forthcoming actions regarding Finnish migration policies 
in the health sector. Data on the inflow and outflow of health professionals 
were obtained from the National Supervisory Authority for Welfare and Health 
(Valvira) and the employment statistics database maintained by Statistics 
Finland. 

Limitations of the study 

One limitation of this study concerns the data sets on health professional 
mobility that are available in Finland. Applications for residence permits in 
Finland do not include information on academic or vocational education. 
However, those wishing to practise in the health professions in Finland must 
apply for a licence from Valvira and this information was available to the 
study. The Valvira register on licensed health professionals covers all health 
professionals who have completed their vocational education outside Finland 
and then been granted a licence to practise in Finland. The register does not 
allow identification of the limited number of native Finns who have studied 
abroad and subsequently returned to work in Finland or those foreign licensed 

1 Using search terms for “mobility” or “immigration” or “emigration” AND “health care” AND “physician” or “registered 
nurse” or “dentist” or “public health nurse”. Publication years ranged from 1990 to 2009.
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health professionals who have since left the country. Furthermore, the Valvira 
register covers only applications for licences and holds no information on those 
with a health-care education who do not apply for a licence to practise. 

6.2 Mobility profile of Finland

Traditionally Finland has been a source country for workforce migration. 
Nurses in particular have migrated from Finland to other Nordic countries such 
as Norway and Sweden. However, the direction of health professional mobility 
has changed and become more balanced over the last few years.  Inflows of 
foreign-born health professionals have gradually increased (to some extent 
in line with the overall expansion of the health workforce) while outflows of 
Finnish-born health professionals have decreased. The country remains a source 
country, particularly for emigrating nurses, but has also become a destination 
for foreign medical doctors, nurses and dentists.  In 2007, around 200 nurses 
and 50 medical doctors left the country; in 2008, 97 nurses and 135 medical 
doctors from abroad obtained a licence to practise in Finland. In 2006, foreign 
medical doctors, dentists and nurses represented between 2% and 7% of the 
total number of each profession in Finland, while around 5% of both medical 
doctors and nurses licensed in Finland worked abroad. The yearly inflows of 
medical doctors and dentists, in particular, represent important shares of total 
new arrivals to the medical workforce. This could indicate some dependency on 
migrating health professionals.

The term foreign-health professional is used to describe foreign-trained health 
professionals who have been granted a licence to practise their profession in 
Finland. They can be foreign nationals or foreign born with Finnish nationality. 
Finnish nationality can be granted on the basis of application after living in 
Finland for at least five years. 

6.2.1 Inflows of health professionals

While comparatively few health professionals have migrated to Finland, their 
relative importance in terms of new arrivals to the health workforce has been 
rising. Between 1980 and 2006, a total of 3499 foreign health professionals 
(1471 medical doctors, 228 dentists, 1800 nurses) obtained licences to practise 
in Finland (Statistics Finland unpublished data 2009). The number of foreign 
health professionals has remained small but has increased significantly since the 
late 1980s. In 1988, only one foreign medical doctor was licensed; 135 were 
licensed in 2008. Nine nurses and two dentists applied for licences in 1988; 
in 2008 the corresponding numbers were 97 and 20 (Valvira unpublished data 
2009).  In 2006, 6.8% (1517) of medical doctors, 4% (232) of dentists and 
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2.2% (1813) of nurses were foreign born,2 held a Finnish licence to practise and 
lived in Finland (Fig. 6.1) (Statistics Finland unpublished data 2009). Recent 
statistics (OECD 2010) on health professional mobility give other numbers for 
the foreign health workforce in Finland. However, these data are based on the 
Valvira registry data on numbers granted practising licences and include people 
of Finnish origin who studied abroad and foreign professionals who had already 
re-emigrated from Finland.

Dentists have formed the most significant foreign inflows to the health workforce, 
representing almost half of all those with new licences in the profession. 
Licences were issued to 134 foreign-trained and 176 Finnish-trained dentists 
in 2006–2008 (Valvira unpublished data 2009). The number of newly licensed 
medical doctors of Finnish origin has been around 500 per year. In recent years, 
around 120 foreign medical doctors per year have obtained a licence to practise 
(Valvira unpublished data 2009), a quarter of the new medical workforce (Fig. 
6.2). Foreign-trained nurses represent about 3% of new inflows to the nursing 
workforce – licences have been granted to about 75 foreign-trained and about 
2500 Finnish-trained nurses per year (Valvira unpublished data 2009).

The majority of foreign health professionals have come from EU, EEA or the 
Russian Federation. The last is the most important source country for foreign 
medical doctors: around 70–80 per year in 2004–2008. Since 2006, Estonia 
has been a growing source country for all three professions. In 2006–2008, 266 
medical doctors, 186 nurses and 53 dentists moved to Finland from Estonia 

2 In 2006, total numbers were 22 191 medical doctors, 5989 dentists and 68 098 licensed nurses (Statistics Finland 2009).

Fig. 6.1  Total accumulated numbers of foreign-born health professionals with licence to 
                 practise in Finland, 2000–2006

Source: Statistics Finland unpublished data 2009.
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(Valvira unpublished data 2009). Sweden and Germany, respectively, are the 
third and fourth most important source countries. 

Foreign nurses migrating to Finland are predominantly female (81%); the 
mean age is 37 years for female and 34 years for male nurses. Nearly one half 
of foreign medical doctors are female. Of 228 foreign dentists in Finland, 67% 
are female (Valvira unpublished data 2009).

6.2.2 Outflows of health professionals

About 4010 Finnish nurses and 840 Finnish medical doctors worked abroad in 
2006 (Statistics Finland unpublished data 2009). These numbers correspond to 
5.9% of the total number of licensed nurses (68 098) and 3.8% of all medical 
doctors (22 191). Outflows of health professionals have gradually decreased 
over the years; 595 nurses and 175 medical doctors emigrated in 2000 but 
only 215 nurses and 50 medical doctors left the country in 2007 (Fig. 6.3) 
(Statistics Finland unpublished data 2009). These numbers include foreign 
health professionals who have been granted a licence to practise as well as 
Finnish-born health professionals (Statistics Finland unpublished data 2009). 
The most attractive destination countries were Sweden and Norway for nurses 
and Sweden and the United States for medical doctors. 

It is interesting to note that a proportion of the outflow of Finnish health 
professionals is temporary. A register-based follow-up of those who had 
emigrated found that about 40% of nurses, 40% of medical doctors and 
around 30% of dentists had returned to Finland within two years. The study 
was based on an exercise linking data from the licence registries of the three 
health professions with population data on place of residence (Ailasmaa 2010). 

Fig. 6.2  Inflows based on numbers of newly licensed Finnish and foreign-born medical 
                doctors and dentists in Finland, 2006–2008

Source: Valvira unpublished data, 2009.
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6.3 Experiences of medical doctors moving to Finland

Interviews were carried out with 10 medical doctors working in primary health 
care in order to map the experiences of health-care professionals who had 
migrated to Finland. Five of the interviewees came from the Russian Federation, 
four from EU/EEA countries and one from North Africa. They had been living 
in Finland for between 4 and 19 years, 14 years on average; the age range varied 
from 31 to 61 years and the mean age was 45 years.

Factors such as higher pay, better working conditions, better careers and post-
basic education are among the commonly known drivers for health workforce 
mobilization. However, only two of the medical doctors interviewed had moved 
to Finland for these reasons: family-related factors were the most important 
reason for migrating. This may be because Finland has a large group of migrant 
medical doctors who trained in Russia, many of whom are Ingrian Finns3 with 
relatives and family already living in Finland. 

These foreign medical doctors found that the need to learn the Finnish 
language delayed the integration process. In addition, the licensing process was 
more complicated for non-EU/EEA nationals or those trained in non-EU/EEA 
countries. They were required to undertake additional studies and to pass the 
compulsory test for non-EU/EEA citizens before being granted a licence to 
practise as a medical doctor in Finland. Some non-EU interviewees had taken 
more than 10 years to learn Finnish and pass the test. Meanwhile, they gained 
work experience in primary health care and fixed-term and part-time licences 
in hospitals. Some had also worked outside the health sector, in cleaning and 
commerce for example. 

3 Ingrian Finns are considered to be of Finnish origin or to have other such close connections with Finland and can be 
granted a residence permit on this basis. 

Fig. 6.3  Yearly outflows of Finnish medical doctors and nurses, 2000–2007

Source: Statistics Finland unpublished data, 2009.
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Most interviewees had experienced difficulty obtaining relevant information on 
the licensing process, language courses and jobs in Finland. The Internet and 
connections with doctors (migrant or Finnish) already working in Finnish health 
care were mentioned as the best sources of information. Moreover, references 
from Finnish colleagues were found to be helpful in acquiring employment. 

The interviewees described their work in the Finnish primary health-care centres 
as multifaceted and challenging. Job descriptions for general practitioners 
are sometimes more wide ranging than in their native countries. Everyone 
mentioned the need to work very long hours in order to complete all daily 
duties. They also found patient information systems to be complex because 
of the many different systems used, depending on the health-care centres and 
municipalities in which they worked. These are very common reasons for 
decreased job satisfaction among Finnish medical doctors too. 

The foreign medical doctors underlined the challenge of acquiring the licence 
to practise and employment in Finland. However, those already employed are 
relatively well integrated into their work. The interviewees’ career plans were 
similar to those of their Finnish colleagues – indicating their interest in moving 
from primary to specialized care.

6.4 Dynamics of enlargement

Cyprus, Malta and eight CEE countries joined the EU in May 2004 – the 
EU-10.  As these included the Baltic countries and Poland, it was expected 
that the process would involve relative large labour force mobility to Finland. 
Consequently, Finland applied for a two-year transition period (ended 1 May 
2006) for the free movement of labour from joining countries. This was not 
considered necessary for the countries involved in the 2007 enlargement 
(Bulgaria and Romania). Moreover, by that time the public debate had begun 
to anticipate labour force shortages. 

The procedure to obtain a licence to practise as a health professional in Finland 
is easier for EU/EEA citizens than for those with qualifications from outside the 
EU/EEA areas. In spite of the free movement of labour and mutual recognition 
of qualifications, Finland has not been an attractive country for EU citizens, 
except for Estonians. Since 2006, Finland has received 11 health professionals 
from Poland and a total of 21 from Latvia and Lithuania (Valvira unpublished 
data 2009). However, no health professionals from Latvia or Lithuania had 
migrated to Finland before 2006.

The migration of Estonian health professionals to Finland has been facilitated 
by active recruitment, similar languages, geographical proximity and close ties 
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between medical organizations. Between 2006 and 2008, Finland granted 505 
licences to health professionals from Estonia, mostly medical doctors (266). 
Migration from Estonia to Finland was limited before implementation of the 
free movement policy for the new EU Member States (Valvira unpublished 
data 2009). 

6.5 Impact of health professional mobility  

International mobility of health professionals has been relatively small scale in 
Finland but the numbers of foreign-born health professionals have increased 
steadily over the last few years (see Fig. 6.1). There is virtually no research on the 
reasons for the increasing inflows of these migrants, or on their circumstances 
in Finland, and the impact of cross-border mobility on the Finnish health-care 
sector remains poorly understood. It remains to be seen how the combination 
of active recruitment, free movement of labour and the new Government 
Migration Policy Programme (Government of Finland 2006) will influence 
health professional mobility and its impact on the health system in Finland. 

6.6 Relevance of cross-border health professional mobility

In Finland, health care is among the sectors predicted to suffer from labour 
shortages in the near future. According to different scenarios, it has been 
estimated that health and social services will have 185 000–210 000 new posts 
in 2005–2020, corresponding to a need to recruit an annual average of 11 500–
13 000 new employees (Ministry of Employment and the Economy 2007).

Unemployment among medical doctors, dentists and nurses was practically 
non-existent until the deep economic recession of the early 1990s, when the 
government and municipalities cut their spending on public services and 
health and welfare programmes. However, unemployment rates among medical 
doctors fell rapidly from a high of 700 in 1994 to virtually zero in 1998 (Kota 
unpublished data 2009) and by 2000 there was a shortage of medical doctors. 

Shortages in the health workforce can, therefore, be explained partly by the 
economic recession. Unemployment necessitated reductions in the yearly 
intake of medical schools from 1993.  In recent decades, the number of students 
admitted to medical schools has varied from around 350 to 640 students per 
year (Kota unpublished data 2009). Numbers have increased continually in 
all the medical faculties since the late 1990s, but so far the measure has failed 
to alleviate the chronic lack of medical doctors seeking general practitioner 
positions.  
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The workforce shortage has hit primary health care in particular. In 2007, 
36% of public-sector general practitioner posts were not permanently filled; 
8% of the posts were managed by labour-leasing companies (Parmanne 2007). 
Medical doctors have been recruited actively through labour-leasing companies 
(Kokko 2007) in order to alleviate the chronic lack of health professionals, 
especially general practitioners. In practice, these are private employers that 
“rent” health personnel on a temporary basis to public sector health providers, 
particularly primary health centres. The health personnel are paid by the leasing 
companies. 

The rural areas of the northern and eastern parts of Finland suffer from the 
most severe lack of general practitioners (Parmanne 2007). The problem is well 
recognized but remains unresolved. At local levels, health-care management 
has suggested that migrant medical doctors should be recruited to the primary 
health centres in geographically remote areas that find it difficult to recruit 
native medical doctors. A few hospitals and primary health centres have 
recruited health professionals from abroad. International recruitment relies on 
private companies or health centres that recruit health professionals directly, 
especially from Estonia. 

A relatively high number of licences are granted to foreign health professionals, 
especially medical doctors and dentists. However, there is a major problem 
with the large numbers who have been granted licences to practise but are 
not employed. Over 30% of the total foreign health professionals in Finland 
were not working in 2006 (Table 6.1) (Statistics Finland unpublished data 
2009). Unemployment rates were 29% for foreign dentists and 4% for Finnish 
dentists. Similarly, unemployment rates for foreign medical doctors (24%) 
and foreign nurses (36%) were notably higher than those of their Finnish 
peers (2%) (Statistics Finland unpublished data 2009). The reasons behind 
this phenomenon are not known and further studies are needed to improve 
understanding and develop effective practices for recruiting non-employed 
health professionals into the active workforce. 

The ageing population poses additional challenges for the Finnish health-care 
system and workforce. Over the next few decades, the labour market will lose 
more people than it gains and it will become difficult to replace retiring health 
professionals in the near future. Moreover, working as a general practitioner 
in a primary health-care centre has lost much of its attractiveness as a career 
option among Finnish medical doctors during the past 15 years (Kankaanranta 
et al. 2007). This may be due to developmental trends in public health care and 
the changes in general practice. The personal doctor system was introduced 
in Finland in the 1980s in order to improve access, continuity of care and 
cost savings (Vuorenkoski et al. 2008). The system implies that a person is 
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Table 6.1  Employment rates of Finnish and foreign-born medical doctors, dentists and
                   nurses in 2000–2007

Years Finnish native Foreign born

Employed Total Employed Total

N % N N % N

Medical doctors
2000 15 499 95.3 16 270 690 66.8 1033

2001 15 455 95.6 16 170 731 66.9 1092

2002 15 628 95.7 16 336 790 69.3 1140

2003 15 977 96.1 16 622 857 70.5 1215

2004 16 653 96.3 17 300 992 73.3 1354

2005 16 955 96.5 17 570 1078 75.1 1436

2006 17 160 96.0 17 871 1163 76.7 1517

2007 17 393 96.1 18 096 1283 77.4 1657

Dentists
2000 4476 96.5 4636 109 60.9 179

2001 4447 97.1 4581 121 63.4 191

2002 4390 97.0 4528 125 65.1 192

2003 4327 96.6 4478 132 66.0 200

2004 4309 97.2 4431 133 63.0 211

2005 4310 97.5 4419 157 69.5 226

2006 4242 97.4 4354 164 70.7 232

2007 4234 98.1 4318 189 75.0 252

Nurses
2000 44 791 84.6 52 960 625 51.1 1223

2001 47 054 87.2 53 967 684 51.4 1330

2002 48 721 88.8 54 844 762 54.4 1402

2003 49 476 89.9 55 009 832 56.4 1475

2004 50 250 90.5 55 500 909 57.6 1578

2005 50 880 91.4 55 680 1064 63.2 1684

2006 51 429 92.4 55 685 1164 64.2 1813

2007 52 195 92.9 56 172 1293 67.1 1926

Source: Employment Statistics Data, Statistics Finland.
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listed with one health centre general practitioner, usually on the grounds of 
place of residence. During the same period, the average length of hospital stays 
has become shorter and long-term care has shifted increasingly to primary 
health care. These developments have led to the diversification of tasks and an 
increasing workload for general practitioners. 

6.7 Factors influencing health professional mobility 

Health professional mobility is affected by factors such as motivation, 
opportunity and means. Health professionals may practise their professions in 
Finland only if their qualifications are recognized, a work permit is granted 
and jobs are available. They move if the destination country provides more 
attractive alternatives to their existing position.

A recent study on the mobility of Finnish medical doctors (Eskelinen et al 
2007) found that the most important reasons to move overseas were social 
factors, such as family ties. Other activating factors were professional motives, 
such as improving professional competence and language skills. Low wages and 
high taxes in Finland were among the most important instigating factors. 

Residence permit requirements and licensing rules can be facilitating or 
mitigating factors, depending on the applicant’s country of origin and 
qualifications. The free movement of labour and recognition of qualification 
in EU and EEA countries have enhanced the opportunities of Finnish medical 
professionals wanting to work abroad and of foreign health professionals 
wanting to work in Finland. However, health professional mobility has remained 
relatively low between Finland and other European countries (Heikkilä & 
Pikkarainen 2008).

Non-EU residents face a more complicated process to obtain a licence to 
practise and this is likely to decrease willingness to work in Finland. However, 
recruitment of non-EU health personnel (from the Philippines and the Russian 
Federation, for example) is a new and rapidly growing phenomenon. It remains 
to be seen how this will affect the number of foreign health professionals 
migrating to Finland and how this may change the health-care system.

The geography of Finland and its language may pose additional challenges 
for foreign health professionals. The entire territory of Finland is north of 
60° latitude and, as the northernmost country of the European continent, is 
relatively far away from many other European regions. Finnish differs from 
many other languages that are commonly studied and is widely believed to be 
difficult to learn. Also, other countries offer few options to study this language.
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6.8 Policy, regulation and interventions

6.8.1 Policies and policy development on health professional 
mobility

The Finnish health-care system is regulated by 21 acts and several decrees. Act 
559/1994 (Government of Finland 1994a) and Decree 564/1994 (Government 
of Finland 1994b) are the main national legislation on health professionals; 
both cover foreign health professionals’ rights to practise in Finland. The main 
purpose of Act 559/1994 is to promote the safety of patients and to improve 
the quality of health-care services. 

Since the early 1990s, Finland has had no explicit national-level planning 
system for the health-care infrastructure. However, the Ministry of Social Affairs 
and Health national plans for health and social care have been indicative and 
addressed mainly the objectives and activities of the services. Municipalities 
and hospital districts are responsible for concrete planning at municipal and 
local levels. At the national level, the National Institute for Health and Welfare 
(THL)4 gathers information concerning infrastructure and provides this on 
a regular basis to municipalities and hospital districts for planning purposes. 
Private health care is planned solely by the provider companies. The Ministry 
of Social Affairs and Health and the THL gather information on health 
professional mobility including inflows and outflows of foreign and national 
health professionals. In addition, they monitor the regional variation of foreign 
professionals in the country. 

The National Development Programme for Social Welfare and Health Care 
(KASTE) sets long-term strategic objectives for the social and health-care system. 
It also introduces measures to recruit unemployed migrants into the health 
sector. The current government has accepted this programme, coordinated by 
the Ministry of Social Affairs and Health, for its term of office from 2008 to 
2011. KASTE also aims to ensure that there is sufficient staff and to develop 
the average occupational competence of health-care professionals through the 
creation of new forms of vocational adult education programmes. The focus of 
the education programmes should be the health professions that lack resources 
and have employment opportunities for migrants (Ministry of Social Affairs 
and Health 2008). The interim evaluation of the KASTE initiative (Ministry 
of Social Affairs and Health 2010) focused on the strategic appropriateness, 
launching and organization of the programme as well as the start-up of the 
funded projects. For this reason, as yet there are no specific data on its practical 
outcomes. 

4 The National Research and Development Centre for Welfare and Health (STAKES) gathered information on the 
infrastructure until it merged with the National Public Health Institute to form the THL on 1 January 2009.
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The pathways by which foreign health professionals arrive in the Finnish 
labour market are not well known. However, active measures for recruiting 
foreign health professionals have increased in Finland over the past few years.  
A private company has recruited nurses from the Philippines, and the Continuing 
Education Centre at the University of Joensuu is planning a project for recruiting 
medical doctors from the Russian Federation. The THL’s International Affairs 
Unit and Helsinki University Central Hospital have launched a pilot project 
to recruit nurses from other EU countries. The project aims to develop ethical 
recruitment among health-care personnel. The Government Migration Policy 
Programme issued in October 2006 also emphasizes active recruitment of a 
migrant labour force (Government of Finland 2006).

The Ministry of Social Affairs and Health ensures that international recruitment 
in Finland adheres to the WHO global code of practice on the international 
recruitment of health personnel (WHO 2010).

6.8.2 Mutual recognition of diplomas in the European Community

Finland has implemented Directive 2005/36/EC (European Parliament and 
Council of the European Union 2005) on the recognition of professional 
qualifications. Health professionals must obtain licences from the Valvira in 
order to practise. The licensing procedure varies according to whether the 
applicant is an EU/EEA citizen and whether the applicant’s qualifications were 
obtained within or outside the EU/EEA. Medical doctors who are not EU/EEA 
citizens must complete additional studies in Finland and pass an examination in 
Finnish in order to obtain a permit or licence. The examination has three parts: 
(i) basic knowledge of clinical medicine and health care, (ii) basic knowledge 
of the health-care system in Finland (including issues central to the practise 
of medicine in Finland), and (iii) clinical skills. A minimum of six months of 
hospital training must be completed before taking the test. 

The same procedure applies for EU/EEA citizens who have qualified as medical 
doctors outside the EU/EEA. A medical doctor with a licence to practise 
from another EU Member State is not required to undertake additional 
education in Finland. Authorization is valid for a fixed period and may be 
restricted to a specific hospital or health-care centre. In principle, citizens of 
Finland or other EU/EEA Member States do not require language certificates. 
However, an employer (such as municipalities, health centres or hospitals) 
may require a certificate of language skills. The Act on the Status and Rights 
of Patients (Government of Finland 1992) gives patients consulting a health-
care professional the right to use Finnish or Swedish, the official languages of 
Finland. The Language Act (Government of Finland 2003) ensures that those 
using health and social services are granted similar linguistic rights. 
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In addition, those wishing to practise a profession in Finland require a work 
permit. Citizens of EU/EEA countries can reside and work freely for a three-
month period; those who wish to work for longer must register their intention 
to reside in Finland. Citizens of non-EU/EEA countries need a residence permit 
to live in Finland and a residence permit for employed persons if they wish to 
work. These permits are issued by the Finnish Immigration Service (Migri)5 
and are either temporary or continuous, depending on the basis on which they 
are granted. A residence permit for an employed person is normally granted for 
a certain professional field; the application process considers the needs of the 
labour market. 

6.8.3 Bilateral and multilateral trade agreements

The mobility and mutual recognition of health professionals has been relatively 
open between the Nordic countries since the 1950s, enabled by a framework 
of agreements allowing broader mobility across countries. The first agreement 
on the common Nordic labour market was introduced in 1954 and amended 
in 1982 (Norden 1982). The agreement for particular health professionals 
(Norden 1993) was specified in 1993 and amended in 1998. These have been 
negotiated as part of a broader set of agreements and cooperation between the 
Nordic countries. It is likely that the existence of common labour markets has 
contributed to the mobility of health professionals, particularly when there 
have been large salary differences. 

Multilateral and bilateral agreements in trade policies have had a limited 
impact on the mobility of health professionals in Finland. However, this is an 
area in which trading interests are now emerging more prominently within the 
country – as an alternative response to labour force costs and supply, and as part 
of global trade policies. This is due in part to the interests of countries exporting 
and trading health professionals and the engagement of global recruitment and 
employment agencies. Only a very limited number of health professionals 
have been actively recruited from countries that are neither EU Member States 
nor neighbouring states, such as the Philippines. Multilateral, bilateral and 
regional trade negotiations already include (and likely will continue to develop) 
enhanced mobility of health professionals, including negotiations on mutual 
recognition of qualifications. 

The General Agreement on Trade in Services (World Trade Organisation 2005) 
governs multilateral trade in professional services. To date, this includes only 
nurses as a part of professional services. However, the European Commission 
is currently negotiating with several countries on bilateral or regional trade and 
investment agreements that also cover professional services.  These are likely to 
5 Directorate of Immigration until 2008.
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influence the legal framework that governs how Finland can limit, expand and 
regulate cross-border mobility of health professionals.  

6.9 Conclusion

This report has assessed the cross-border mobility patterns of medical doctors, 
nurses and dentists in Finland. Over recent years, Finland has changed from a 
source country to one with a mixed profile of health professional mobility as 
increasing numbers of foreign medical doctors and dentists arrive and falling 
numbers of medical doctors and nurses leave. Foreign medical doctors and 
dentists represent important shares of the newly licensed medical workforce 
and signal a degree of dependence on foreign inflows. Reasons for these 
changes have not been clarified thoroughly but some tentative conclusions 
on contributing factors can be drawn.  In May 2006, the free movement of 
labour was allowed between Finland and the EU-10 countries. This facilitated 
especially the movement of health professionals from Estonia to Finland.  
At the same time, the Government Migration Policy Programme was adopted to 
promote labour migration to Finland in order to alleviate workforce shortages. 

The Finnish health sector suffers from important workforce shortages and it is 
estimated that the need for more qualified health professionals will only grow 
in the coming decades. The shortages can be explained partly by the economic 
recession that hit Finland in the early 1990s, leading to unemployment among 
medical doctors and cuts in the yearly intakes of medical schools. In addition, 
the ageing population poses challenges for the Finnish workforce. 

Primary health care has lost much of its attractiveness as a career option for 
Finnish health professionals. All medical faculties have increased the number of 
student posts since 1999 but still there is a chronic lack of candidates seeking 
general practitioner posts. It has been suggested that migrant medical doctors 
should be recruited to primary health centres in geographically remote and 
underserved areas. However, one important bottleneck is the numerous foreign 
health professionals who are licensed in Finland but not employed in the 
health-care sector. The KASTE initiative has introduced measures to recruit 
unemployed migrants to work in the health sector. However, this is ongoing 
and no information is available to assess these actions. 

The Ministry of Social Affairs and Health in Finland supports the draft of the 
WHO code of practice on the international recruitment of health personnel.  
In practice, international recruitment relies on private companies or health 
centres that recruit foreign health professionals directly.
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The international migration of health professionals has been a growing feature 
in Finland since the early 2000s. However, little information is available on 
their integration into the health-care system, workplaces or the reasons behind 
their high non-employment rates. Further studies are needed on the obstacles 
faced by foreign health professionals, their career plans and intentions to 
stay in Finland. These will inform the development of effective policies and 
interventions to transform the large number of non-employed foreign medical 
doctors, dentists and nurses into an active workforce.
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Chapter 7

Nationally moderate, 
locally significant: 
France and health 

professional mobility 
from far and near

Marie-Laure Delamaire, François-Xavier Schweyer 

7.1 Introduction

With the exception of foreign personnel in hospitals, the phenomenon of 
foreign mobility tends to be overestimated in France. Immigration of medical 
doctors has only a marginal impact and does not solve the difficulties of 
geographical maldistribution of physicians. The proportions of foreign dentists 
and nurses are even lower. Hence, France has no dependence on a foreign 
health workforce and, contrary to general opinion, there is no evidence that 
foreign doctors compensate for the lack of medical doctors in isolated rural 
areas. This widespread belief is probably a consequence of high-profile media 
coverage of a few cases. 

The French health sector is particularly affected by immigration policies 
through state regulation of health qualifications and the labour market. There 
is a great difference in the treatment of health professionals who are EU citizens 
and those who are third-country nationals – the former have full authorization 
to practise but mobility of the latter is not encouraged, despite several long- 
standing state agreements with French-speaking countries.

Foreign medical labour is an important part of the health workforce in some 
public hospitals with recruiting difficulties. However, the numbers in public 
hospitals are likely to be underestimated because of the lack of clarity on the 
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status of foreign medical doctors. Reliable data on migratory flows of health 
professionals are rare, another reason why this complex subject is not perfectly 
understood. However, the key facts and issues are summarized below.

France appears to be a destination rather than a source country – the number 
of leavers is low but not all who leave are registered. Limited data on outflows 
make it difficult to obtain a complete picture of health professional mobility 
in France, but the available evidence and estimates indicate that the country 
has a mixed mobility profile. Different occupational categories show different 
patterns, with more important flows of foreign medical doctors than of foreign 
nurses and dentists. Foreign medical doctors come mainly from neighbouring 
EU countries, followed by the French-speaking countries of north and sub-
Saharan Africa. Inflows have increased as countries have gained accession to the 
EU (for example, noticeable numbers of Romanian doctors have migrated to 
France since 2007) but globally the inflows from the new EU Member States 
have been lower than expected. In general, health professional mobility has 
a limited impact at national level but can be more marked at local level, in 
hospitals with shortages and in certain specialties. This study has found that 
inflows and outflows of health professionals are affected by the same factors 
as those identified in the literature, such as wages, working conditions and the 
quality of training.

Sources and limitations of the study

The main sources for this study are shown in Table 7.1. There are fewer data on 
dentists and, to a certain extent, on nurses. The obligation to register with the 
CNOM when working outside the public sector means that there are better 
quality data on doctors in private practice than on those working in public 
hospitals. Moreover, the lack of clarity on the status of foreign medical doctors 
in public hospitals may explain the underestimation of the foreign medical 
workforce. Hence, the figures on Automatisation des Listes (ADELI) registration 
and on medical doctors at hospital level are not exhaustive. Also, the CNOM 
does not keep separate account of foreign-trained doctors who complete their 
degree in France and then adopt French nationality. 

There is little information on outflows. The CNOM and the National Council 
of Dental Surgeons (Ordre National des Chirurgiens-Dentistes – ONCD) each 
maintain a specific list of French professionals who have left France but have 
authorization to practise on their return without any further procedure. 
Nevertheless, the national councils do not know whether or not these listed 
doctors and dentists actually practise abroad.
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The National Council of Nurses (Ordre National des Infirmiers) was created 
only in 2008 and data are not yet centralized at national level. The creation 
of this new national council may be seen as an official acknowledgment of 
the nursing profession and a means by which the state has introduced a new 
partner to improve regulation of the health system.

Another important source of information has been interviews with relevant 
institutions. The authors carried out interviews with representatives of the: 

•	 ONCD – May 2009; 

•	 CNOM – April and June 2009; 

•	 European Hospital and Healthcare Federation – May 2009; 

•	 OECD – June 2009; 

•	 Ecole des Hautes Etudes en Santé Publique, Rennes & Paris – April and July 
2009; 

•	 National Observatory on the Demography of Health Professionals 
(Observatoire National de la Démographie des Professions de Santé – ONDPS) 
– March, April, June, September 2009; 

Table 7.1  Main data sources and data holders on health professional mobility in France

Source Data holder  Comments

ADELI (lists of practising health 
professionals during latest year 
available)a

Sickness Fund  
and DREES  
(see below)

Yearly series 
Registration of medical doctors at 
hospital level incomplete

CNOM Medical  
profession

Yearly series and thematic studies 
Not all foreign-born doctors are 
included, immigration registration is 
not compulsory for all

DREES (Direction de la Recherche, 
des Etudes, de l’Evaluation et des 
Statistiques)

Ministry of  
Health

Yearly series and thematic studies

IRDES (Institut de Recherche et 
Documentation en Economie de la 
Santé)

Sickness  
Fund

Thematic studies

OECD International 
organization

Thematic studies

ONCD Dental  
profession

Yearly series 
No reliable data on outflows

ONDPS (Observatoire National de 
la Démographie des Professions  
de Santé)

Ministry of  
Health

Annual report includes some data on 
foreigners

Note: a A project is underway to replace ADELI with a new national database (Répertoire partagé des professionels de santé – 
RPPS) in 2011.
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•	 Ministère de la Santé et des Sports – April, May 2009 ; 

•	 Centre de sociologie et de démographie médicales – April 2009. 

7.2 Mobility profile of France

Health professional mobility is a rather less important phenomenon in France 
than in other European countries but is not the same in all occupational 
categories.

Important data limitations make it difficult to obtain a complete picture of 
health professional outflows. However, stock data show that the proportion of 
foreign-national medical doctors practising in France is rather low in comparison 
with countries such as Norway or the United Kingdom (see Chapter 11).  
The CNOM reported 10 165 registered EU and third-country nationals as at 
1 January 2010, representing 4.75% of the total medical workforce (213 995). 
This compares with 8431 (or 4.5%) in 2008 (Kahn-Bensaude & Montane 
2008). In 2006, 1.6% of the 478 483 nurses working in France were foreign: 
3552 with French degrees and 4046 with foreign degrees (Table 7.4). In 2008, 
2.5% of the total stock of 44 801 dentists were foreign (ONCD unpublished 
data 2008).

Most health professional mobility occurs between France and neighbouring 
countries; Belgium is the principal source of foreign-trained medical doctors, 
and Spain and Belgium are equally important source countries for nurses. 
There are flows of medical doctors from Germany and Italy and of nurses from 
Germany and the United Kingdom. Medical doctors from north Africa and, 
increasingly, from Romania also play a role.

7.2.1 Medical doctors 

Stocks and inflows

The stock of foreign-national medical doctors registered with the CNOM 
on 1 January 2010 was 10 165 or 4.7% of the medical workforce, a 20.6% 
increase over the last three years. Foreign medical doctors come mainly from 
neighbouring EU countries, followed by those of north and sub-Saharan 
Africa. In 2007, more than half (53%) of the foreign medical doctors were 
from the EU: Belgians (1125), Germans (732) and Italians (566) were the most 
numerous. However, by 1 January 2010 Romanians represented 15.4% of 
foreign medical doctors in regular work, Belgians 15.1%, Germans 9.6% and 
Italians 8.4%. Overall, the share of medical doctors from the EU had increased 
to 64% (CNOM 2010). 
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It is not just the nature of inflows from EU countries that have changed in 
recent years. Non-EU countries have also played significant roles in changing 
the structure of the stock of medical doctors. In 2005, there were 2275 doctors 
from north Africa, 490 from sub-Saharan Africa, 373 from the Middle East, 
136 from Asia and 121 from South and North America (Cash & Ulmann 
2008). CNOM data as at 1 January 2009 show that 47% of foreign medical 
doctors held a degree from outside the EU, mainly from north Africa (Algeria 
10.3%, Morocco 7.8%, Tunisia 4.8% (CNOM 2009). However, inflows from 
the Maghreb1 have been decreasing, falling from 45.6% of new registrants in 
1999 to 12.1% in 2010 (CNOM 2010).

Inflows of foreign medical doctors have increased steadily over the years. Inflows 
from the EU have exceeded those from non-EU countries since the mid 1990s 
(Table 7.2) (Cash & Ulmann 2008). Growing feminization is also a clear trend 
even though 62% of the stock of foreign doctors practising regularly in 2009 
were men (68% in 2008) (CNOM 2010, Kahn-Bensaude & Montane 2008). 

The type of indicator is crucial when looking at migration data. For example, 
OECD data based on the CNOM registry indicate that there were 12 124 
foreign-trained medical doctors in France in 2005, 5.8% of the medical 
workforce (Box 7.1). The figures from Cash and Ulmann (2008) are based on 
CNOM data but show that there were 7665 foreign-national medical doctors 
in 2005 (Table 7.2). 

The numbers of foreign-born doctors in France are significant, amounting 
to 33 879 (16.9%) of the 200 358 French doctors in 1999 (INSEE 1999).  
A CNOM interview revealed that a total of 18  000 foreign-born doctors 
held French citizenship in 2009. Among foreign-born doctors, 7.2% are 
locum doctors, 7.3% are away from the labour market and 5.4% have retired.  
Of the 80% who are working regularly as medical doctors, 33% work as general

1 Algeria, Tunisia and Morocco.

Table 7.2  Foreign-national medical doctors from EU and third countries (stock), 
                   1990–2010

Doctors 1990 1995 2000 2005 2010a

EU 
(%)

1071
(43)

1884
(56)

2700
(50)

4149
(54)

6506
(64)

Non EU 1402 1452 2674 3516 3659

Total 2473 3336 5374 7665 10 165

Sources: Cash & Ulmann 2008, a CNOM 2010.
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practitioners2 (CNOM 2010). This compares with 39% in 2007 (Kahn-
Bensaude et al. 2008). The number of foreign-born doctors is rather high as 
France has a long history of migration and a policy of naturalization.

Box 7.1  Hidden mobility: foreign-trained French nationals and foreign nationals trained 

outside the EU

In 2008, only 6700 (79%) of 8431 foreign medical doctors had a regular professional 

activity (Kahn-Bensaude & Montane 2008). However, the numbers of foreign-national 

medical doctors (8431 in 2008; 9631 in 2009) underestimate migration patterns because 

they exclude French nationals who obtained their degrees elsewhere (e.g. in Belgium). This 

partly explains the higher numbers of foreign-trained medical doctors (12 124 in 2005). 

The CNOM registry also omits medical doctors trained in non-EU countries who work 

in public hospitals under the responsibility of another doctor and are not registered at 

the CNOM. These are examples of hidden statistics as databases do not cover these 

movements. This was also true for foreigners classified as medical trainees and working 

in public hospitals but some efforts have been made to regularize their professional 

status in recent years (Dumont & Zurn 2007). In 2010, the CNOM estimated that the  

10 165 foreign doctors registered represented 94.5% of the total of foreign doctors, that 

is 5.5% (559) were not subject to compulsory registration (CNOM 2010).

A Ministry of Health study shows that public hospitals employ 5000 doctors with 

non-EU medical degrees (ONDPS 2005). Another survey from ONDPS3 shows that 

6733 medical doctors do not have full authorization to work in France but work in 

hospital under the responsibility of a French doctor, 91% of these have the legal status 

of associate practitioners (praticiens adjoints contractuels – PAC) or trainee (holding 

attestation of specialized training or advanced specialized training (Attestation de 

formation spécialisée/spécialisée approfondie – AFS or AFSA). Consequently, 9% (614) 

of these foreign doctors have a very vague status that is more or less illegal. 

The CNOM estimates a total of 6750 foreign practitioners who trained outside the EU 

(Praticiens à diplôme Hors Union Européenne – PADHUE). Of these, 4420 are trainees 

(AFS/AFSA) and 2330 are PACs (Cash & Ulmann 2008). These include 2359 French 

nationals with foreign degrees. Indeed, CNOM data show 8000 foreign-trained medical 

doctors working in France in 2001, many with French nationality – 73% of doctors with 

a degree from outside the EU, 56% of PACs and 17% of EU-trained medical doctors 

(Couffinhal & Mousques 2001). These figures most likely include foreign-born doctors 

because the proportions are high in comparison with other sources. In the 2007–2008 

academic year, about 7% of medical students in Belgium were French nationals (see 

Chapter 5). In 2004, the CNOM counted 1582 medical doctors who had been trained 

in Belgium (OECD 2008) . 

2 In France, general practice/family medicine has been recognized as a medical specialty since 2007.
3 Survey in hospitals conducted by the local authorities of the Ministry of Health for the ONDPS in 2006.
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The OECD (2008) reported that migration has played a more important role 
in the structure of the global medical workforce over the previous 10 years 
than at any time since before the 1970s, and the increase was particularly 
significant for France. The CNOM (2007) highlights the increased inflows of 
foreign medical doctors – a 24% (1875) increase in the stock of active foreign-
national medical doctors in France between 2003 and 2006, reaching a total of 
7966 by 1 January 2007. Table 7.3 shows some fluctuation in the numbers of 
new foreign enrolments such as the higher inflows in 2000 that resulted from 
significant immigration from Algeria. More recently, 1000 Romanian and 121 
Bulgarian doctors registered between 1 January 2007 and 1 July 2008 (CNOM 
interview). They tended to have a younger profile and included a majority of 
women.

The CNOM reports that 39% of foreign medical doctors work in general 
practice and 61% in other specialities. Foreign specialists tend to work in 
shortage specialties that lack a sufficient French medical workforce: 14% are 
in thoracic and cardiovascular surgery, 9% in gynaecology and obstetrics, and 
8% in nephrology (CNOM 2007). There was a significant proportion of EU 
doctors in the surgery and anaesthetics specialty in 2001 (CNOM/CREDES 
2001). Today, foreign medical doctors constitute 9.5% of anaesthetists in 
France (CNOM 2009). 

Outflows

There is a lack of quantitative knowledge on the outflows of domestically trained 
doctors and foreign returnees and movers (Cash & Ulmann 2008). The few 
data collected indicate that these numbers are marginal in France. In 2005, 6% 
of French medical doctors were trained abroad and were practising in another 
European country (Mullan 2007 cited in WHO 2007). However, interviews 
for this study indicated that informal agreements for student exchanges make 
it very difficult to establish the number of medical doctors who emigrate for 
training. The CNOM maintains a “special list” of registered medical doctors 
who practise abroad – for example, in the United States (128), Canada (98), 
Switzerland (90), Lebanon (39), United Kingdom (30) and Morocco (29). This 
list totalled 870 in 2009, but the figures are underestimates because doctors are 
not obliged to notify the CNOM about migration. 

Table 7.3  Annual inflows: newly registered foreign-national medical doctors in France, 
                  1988–2006 

1988 1988 2000 2002 2003 2004 2005 2006

New CNOM enrolments 88 364 621 528 481 558 384 452

Source: CNOM 2007.
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Data from other countries give some indication of outflows. In 2005, Belgium 
was home to 930 French-national medical doctors and 422 medical doctors 
in Canada had trained in France. In 2006, there were 649 French-national 
medical doctors in Italy (OECD 2008). In 2007, the United Kingdom had 
a total of 529 medical doctors who had trained in France (OECD 2008) and 
583 French-trained medical doctors registered in the United Kingdom between 
2003 and 2008 (see Chapter 11). There were 407 French-national medical 
doctors working in Germany in 2008 (see Chapter 8). 

It is difficult to identify temporary moves as EU doctors on short-term contracts 
may be registered in their country of origin and not in France.4 Universities 
operate traditional exchanges of medical trainees, based on informal and (less 
often) more formal agreements between hospitals.

7.2.2 Nurses

Stocks and inflows

In comparison with other European countries, France has low numbers of active 
foreign-national nurses with a French or a foreign degree – only 7616 (1.6%) 
of a total of 478 483 nurses in 2006, with the majority (4488) from the EU 
(Cash & Ulmann 2008) (see Box 7.2 for nurse qualifications in France). Table 
7.4 shows that important numbers of foreign-national and foreign-trained 
nurses come from the border regions of neighbouring countries: Spain (1284), 
Belgium (1177), Germany (432) and the United Kingdom (421). Among the 
7616 foreign-national nurses, 3552 have a French degree and 4046 have a 
foreign degree – 3743 from the EU and 303 from elsewhere (Cash & Ulmann 
2008). Like doctors, a number of French-national nurses have foreign degrees: 
4281 from other EU countries and 559 from outside the EU (Cash & Ulmann 
2008). Nevertheless, 23 308 (5.5%) of the 421 602 total nursing workforce 
were foreign born and working in France in 1999 (Dumont & Zurn 2007).

Estimates of inflows show that authorizations to practise in France were issued 
to 490 EU/EEA nurses in 2005 and 439 in 2006 (Table 7.5). Information 
received from the Ministry of Health indicates that these figures are far from 
exhaustive and can be considered minimum numbers.

One likely source of inflows is the numerous French-national students who 
take nursing degrees in Belgium. In 2007–2008, 16% of all students enrolled 
in post-secondary nursing training and 40% of all students enrolled in 
secondary level nursing training in the French-speaking part of Belgium were 
from abroad. Within these foreign students, 95% and 98%, respectively, were 
French nationals (see Chapter 5).
4 Art. L4112-7 of the Code de la santé publique 2011.
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Table 7.4  Nurses registered in France (stock) by nationality and origin of degree, 
                   1 January 2006

Nationality French 
degree

Foreign degrees

       EU             Non-EU

Unknown Total

Danish

Swedish

Finnish

German

Austrian

Italian

Belgian

British

Spanish

Dutch

Irish

Luxembourg

Portuguese

Other EU/ EEA

6

4

16

64

1

48

79

21

113

17

7

0

214

109

43

18

11

363

11

119

1 093

388

1 167

165

101

7

59

89

0 

3

0

4

0

5

4

12

4

6

2

0

4

104

0

0

0 

1

0

0

1

0

0

0

0

0

0

5

49

25

27

432

12

172

1 177

421

1 284

188

110

7

277

307

EU nursesa 699 3 634 148 7 4 488

Non-EU 2 853 109 155 11 3 128

Total foreign nurses 3 552 3 743 303 18 7 616

French nurses 463 628 4 281 559 2 399 470 867

Total 467 180 8 024 862 2 417 478 483

Source: Cash & Ulmann 2008. 
Note: a Excluding French nationals.

Table 7.5  Authorizations to practise issued to foreign nurses and foreign-trained nurses 
                   by the competent authority,a 2005 and 2006

Country in which degree was obtained 2005 2006

Germany

Belgium

Denmark

Spain

Italy

Netherlands

Poland

Portugal

United Kingdom

Switzerland

18

338

3

83

5

9

2

5

18

11

11

355

4

31

5

8

3

5

18

15

Total                490               439

Source: European Observatory on Health Systems and Policies unpublished data 2008. 
Note: a Direction Départementale des Affaires Sanitaires et Socials. The figures are not exhaustive and give only an idea of 
flows. Table shows only countries in which more than five nurses obtained authorization.
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Box 7.2  A clear definition of the nurse statute in France

The French nurse statute is clear – only candidates who pass both the first-year 

competitive examination and the final (third-year) examinations can become Infirmiers 

diplômés d’Etat. These nurses can then specialize in three fields: paediatrics, surgery 

wards and anaesthetics. The Hôpital, Patients, Santé et Territoire 2009 is a new law 

that classifies this qualification as a bachelor degree.

Until 2004, some foreign medical doctors applied to become candidates in 
nursing schools in order to qualify for practise as a nurse in French hospitals. 
Although this authorization was legally suppressed in 2006, foreign doctors 
may still apply for admission by submitting a file for consideration by the local 
health authorities. Those considered to have the relevant qualifications may 
be admitted to a nursing school and required to complete only part of the 
curriculum.

Outflows

As for medical doctors, it is difficult to capture information on nurse outflows 
on anything but the regional level. For example, 5.4% (903) of nurses from 
the Lorraine region are employed in neighbouring Luxembourg and 7% from 
Franche-Comté work in neighbouring Switzerland, with 3% of the latter 
commuting between France and Switzerland. Similar movements are visible 
between the border region of Alsace and Germany and Switzerland (INSEE 
1999, ONDPS 2005). There is almost no evidence on the number of nurses 
who have returned to the country after practising abroad (returnees). However, 
there is evidence on certain returning immigrants – 5% of the 770 Spanish 
nurses who responded to the national recruitment drive returned to Spain in 
2004–2005 (Polton et al. 2004).

National data from other countries also give some indication on outflows. Nurses 
with French nationality amounted to 2.4% of the foreign nurse workforce 
in Ireland and 9.4% of the 23% of foreign nurses working in Switzerland in 
2001 (Simoens et al. 2005). In 2005, 831 French-national nurses were living 
in Belgium and 379 nurses who had trained in France were living in Canada 
(OECD 2008).

Nurses make few temporary moves although there are some exchange 
programmes for nurses with managerial responsibilities – under the Leonardo 
da Vinci programme of the European Commission, for example. There are also 
individual initiatives such as the agreement between Lille Regional University 
Hospital and a hospital in Poland, which facilitated the temporary recruitment 
of 20 Polish nurses in 2004. 
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7.2.3 Dentists 

Stocks and inflows

There are few foreign dentists in France – in 2007, only 1108 (2.5%) of the 
total dental workforce (44 392) held foreign nationality and were registered by 
the ONCD. Of this 1108, 698 are EU nationals (including 423 Belgians, 73 
Germans, 50 Romanians, 37 British, 32 Polish) and 410 are from elsewhere 
(including 107 Algerians, 51 Lebanese, 38 Syrians). In 2007, 234 French 
dentists had a foreign degree. Nevertheless, the 130 foreign-national candidates 
who applied to work in France in 2007 represented more than double the 
increase in the numerus clausus for that year.5 The state-determined numerus 
clausus sets the annual maximum number of students admitted following 
success in the annual competitive entrance examination. 

Since the 1980s, there has been a rising trend in the numbers of EU-national 
dentists practising in France: 97 in 1988, 211 in 1993, 321 in 2000 (includes 
EEA nationals from 1994), 406 in 2003 and 474 in 2004. Proportionally, 
the increase is much higher for dentists from the EU than for third-country 
nationals, whose proportion is decreasing somewhat. As with medical doctors, 
growing feminization of the workforce is also noticeable. 

7.2.4 Physiotherapists 

Finally, it should be noted that many French students who failed the competitive 
examination to enter a professional school of physiotherapy in France applied 
successfully to train in Belgium. According to an ONDPS interview, this 
significant inflow of students has induced the competent Belgian authorities to 
reduce the numbers of French candidates accepted since 2006. 

7.3 Vignettes on health professional mobility
These vignettes are based on interviews conducted in hospitals in northern 
France, Brittany and Paris, respectively

Algerian medical doctor works and settles with long-term 
perspective

Dr G is an Algerian medical doctor who qualified in internal medicine in 1998. He 

has both French and Algerian nationality. On his first visit to France in 2002 he met a 

hospital consultant in charge of specialty training who agreed to take him as a trainee. 

Having returned to Algeria in order to obtain a trainee’s visa and collect his family, 

he moved to France. He worked as a faisant fonction d’interne (medical trainee who 

works in a hospital but still has the status of student – FFI) and then as a PAC in a small 

5 Box 7.6 in the Annex explains the recognition of diplomas for dentists and nurses.
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hospital. After three years he sat an examination to gain authorization for practice, failed 

but passed a subsequent examination in 2006. He is required to practise for three years 

before applying for a job as a hospital doctor (praticien hospitalier – PH) and hopes to 

become a medical doctor in 2012. The process of integration is long and difficult because 

of the precarious position, annual contracts and a gap between his status and that of 

French doctors. His principal motivations are the working environment and a good wage. 

His wife is also a medical doctor but she works as a nurse. Dr G does not plan to return to 

Algeria – he prefers public service and does not wish to practise in a private Algerian clinic.

Romanian internist with no career plan hesitates to stay in France

Miss T, a Romanian internist, taught in a public Romanian university until 2001 and 

then in a private university until 2009. She had good social status but was dissatisfied 

with the lack of means and autonomy within her job. During her medical training, she 

spent two years in the United States and six months in France. She decided to move 

to France for better work conditions and to improve her French. She searched online 

for jobs and applied successfully to become an internist in a hospital in a small town. 

This post offered her the chance to gain wider experience as it includes some work 

in geriatrics. She appreciated the welcoming medical team and the open attitude of 

patients. She has been working for a trial period and has had a very positive experience 

with no problems regarding official papers and registration. She hopes to obtain an 

annual contract but her family lives in Romania and so she is undecided about the 

future – whether to stay in France and become a hospital consultant (which could take 

at least seven years) or to return to her own country but leave the medical profession. 

Spanish nurse with a two-year contract: temporary migrant

Nurse C is Spanish, 25 years old and has worked for three months in a hospital in a 

Paris suburb. She moved with a friend (also a nurse) after contacting a specialized 

Spanish agency via the Internet. The agency found the job and dealt with all the 

administrative paperwork. Nurse C paid for her diploma to be translated and her flight 

ticket and had to register with the local health authorities. She works in a medical 

ward every day and is learning French through an intensive training course that the 

hospital has organized for all Spanish health professionals. It helps that the chief nurse 

is a Spanish speaker. She experienced a warm welcome and is content with the 

professional recognition and her job. She does have two problems: (i) the language and 

(ii) a two-year commitment that the agency arranged without her knowledge. She earns 

a high salary (€1400 per month). She is motivated by the opportunity to have her first 

professional employment (difficult to obtain in Spain) and the language training, both of 

which improve the chances of gaining a permanent job and becoming a civil servant in 

Spain. She does not plan to work longer in France. 
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7.4 Effects of EU enlargement: the Romanian case

Research shows that the immigration of labour from new Member States is 
less significant than anticipated (Borzeda et al. 2002, Cash & Ulmann 2008).  
Bui (2004a) reports that the French authorities were concerned about potentially 
important inflows following the first EU enlargement. This contrasts with 
the current situation in which the French authorities are concerned about a 
shortage of medical doctors, especially in rural areas. Immigration has continued 
to rise in the last few years but has been limited, despite wage inequalities 
between France and some eastern European countries. For instance, general 
practitioners in France earn ten times more than the €500 per month salaries of 
their counterparts in Romania. France has not imposed any specific restriction 
on workforce mobility from new Member States. 

Immigration from Romania has increased considerably since the country’s 
accession to the EU – there were 174 registered Romanian doctors in 2007, 819 
in 2008 and 1160 as at 1 January 2009 (CNOM 2009). In 2009, Romanians 
represented 73% of medical doctors from the new EU countries registered by 
the CNOM. In the same year, Romanians were the most numerous group 
among female foreign doctors, although Belgians remained the most numerous 
group among male foreign doctors. 

Romanian culture has important Latin influences with an affinity to French 
culture and Romanians often speak French. Romanian doctors generally work 
on permanent contracts and in 2010 constituted the largest national group 
of foreign medical doctors (15.4%), outnumbering those from neighbouring 
Belgium, Germany and Italy (CNOM 2010). Romanian doctors tend to be 
younger, with a high proportion of women (70% in 2009) and are employed 
mainly in the public sector. However, it should also be noted that some French 
medical students are currently studying in Romania (JIM 2009a).

The number of migrants from other accession countries remains small – a total 
of 432 in 2009, excluding Romanians; 121 Bulgarian medical doctors were 
registered in 2008 (CNOM 2009). It seems that being French speaking plays 
an important role. Migration to France or to other western European countries 
has been limited to some extent by the reactions of some eastern European 
countries. For example, Lithuania has improved the working conditions of 
health professionals (Cash & Ulmann 2008). 

7.5 Relative and contrasted impact of migration

France has been recruiting foreign health professionals since the early 1990s 
to meet shortages not only of medical doctors but also of nurses and dentists. 
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However, the lack of staff depends on geographical areas and specialties 
and the current main workforce issues concern the maldistribution of the 
workforce within France. This is due to a lack of regulation and incentives for 
medical doctors (especially in primary care and certain other specialties) and 
a rapidly ageing workforce. Until the early 2000s, national policies caused an 
underproduction of medical doctors – the numerus clausus 6 was introduced to 
control growing health expenditures but failed to take account of the long-term 
effects (Bui et al. 2004b). Health professional demography is now firmly on the 
agenda of the French health authorities. 

Research by the ONDPS shows that, in some cases, regional maldistribution 
of the workforce causes greater problems than real shortages of the three 
professions studied. France’s large size contributes to the imbalances in the 
geographical distribution of health professionals. Health services in rural areas 
and socially disadvantaged suburbs are fragile, with a trend of desertification. 
These imbalances are increased as medical trainees tend to avoid specialties that 
are perceived to be more difficult or to involve great responsibilities. 

Interviews with representatives of the CNOM, Ministry of Health, ONCD 
and ONDPS showed that foreign health professional mobility is not currently 
considered to be a key solution to demographic difficulties, as the competent 
authorities are more concerned about the length of training, which contributes 
to the foreseeable shortage of medical doctors. The French Government does 
not think that foreign inflows can solve geographical imbalances in the health 
workforce as foreign doctors tend to prefer the same areas as their French peers 
(large cities and southern France). Available statistics show that the impact 
of migration is limited or marginal, even in rural areas. Furthermore, foreign 
doctors represent an average of only 3.5% of the entire specialist medical 
workforce and are dispersed across different specialties (CNOM 2007). 

Non-EU medical doctors employed in public hospitals have helped to reduce 
the drastic decrease of young medical doctors in training – internes. Cash and 
Ulmann (2008) note that recruitment of foreigners to work as PACs is more 
important in small cities and priority is given to vacant positions in hospitals 
in which French doctors are more reluctant to work. It is also pointed out that 
PACs may carry greater medical responsibility during night duties and that 
there are more non-EU medical doctors with full authorization to practise in 
poor areas with socioeconomic problems. This contribution explains the good 
quality of service in shortage specialties (ONDPS 2005), in zones less favoured 
by their French peers and in demanding positions.

6 There are annual quotas for the concours (competitive examination) to become a medical doctor or a 
dentist (see explanation of numerus clausus in section 7.2.3). 
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Despite the non-negligible numbers of foreign specialist doctors (see section 
7.2), the CNOM reports that foreign medical doctors do not redress deficits 
in shortage specialties, with the possible exception of anaesthesia. Stocks of 
foreign specialist doctors may be higher in a few sensitive specialities such as 
psychiatry or paediatrics (5.5% and 5.3%, respectively, on 1 January 2009) 
(CNOM 2009) but their proportions in comparison with French doctors 
remains relatively low – EU and non-EU doctors represent an average of 3.5% 
of medical specialties in 2007 (CNOM 2007). Anaesthetics is the exception as 
foreign doctors make up 9.5% of the workforce and there is high demand for 
doctors in this specialty. 

Moreover, it is interesting to note the character of new inflows. Among 
medical doctors newly registered with the CNOM in 2007, 40% of specialist 
anaesthetists came from the EU and one in two of these were from Romania. 
In paediatrics, one in five new registrants were from the EU, also largely from 
Romania (50%). 

The latest CNOM (2010) survey shows that 64% of foreign doctors are 
salaried and 29% work in private practice. The comparable proportions for 
French medical doctors are 42% and 47%, respectively. Primary care in France 
is essentially provided by doctors in private practice, which may explain why 
immigration has had a negligible impact on the shortage of general practitioners 
in some areas, with the possible exception of the Centre region.

There are less critical shortages of nurses but this is still a key issue in some areas 
(such as the Paris suburbs) or in some specialties (such as surgery). Globally, 
the effect of nurse migration is marginal, although Spanish recruitment in the 
mid 2000s had a noticeable impact. Spanish nurses were recruited in 2003 and 
have helped to limit immediate shortages of nurses in several French hospitals. 
An internal (unpublished) survey by the Direction de l’Hopitalisation et de 
l’Organisation des Soins showed rather good results in the short term although 
some interviewees were much less optimistic. The small proportion of foreign 
nurses within the total stock (1.6% in 2006) means that the impact of nurse 
migration is low overall, but greater near the French borders.

The ONCD asserts that the quality of services is guaranteed for foreign health 
professionals who have registered since 2003. The conditions for working in 
France became stricter after this date, requiring three years of postgraduate 
practice and a recognized degree.

7.6 Factors affecting flows of health professionals 

The main factors governing inflows to France are geography, wages (confirmed 
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by Buchan & Sochalski 2004) and having a native language similar to French. 
Migration from neighbouring countries is playing a key role near the French 
borders, with large inflows of Belgian, German and Italian medical doctors 

(Table 7.6) and of Belgian and Spanish nurses. France’s border regions also 
show higher proportions of foreign-trained specialist doctors than elsewhere in 
the country (Table 7.6).

Table 7.6  General medical doctors and specialists: percentages with degrees from 
                   practice regions and with foreign degrees

Region General 
practitioners

Specialist medical 
practitioners

Degree 
obtained 

in practice 
region

Foreign 
degree

Degree 
obtained 

in practice 
region

Foreign 
degree

Alsace 85.3 2.1 75.6 3.8

Aquitaine 71.5 1.5 67 1.6

Auvergne 66.8 1.4 59.1 1.6

Bourgogne 51.4 1.5 41.6 3.6

Bretagne 65.2 1 56.8 2.5

Centre 43.9 1.7 38.3 2.6

Champagne-Ardenne 61.1 2.8 46.6 6.9

Franche-Comté 73.0 1.3 61.1 3.1

Ile-de-France 84.2 3.5 80.5 3.9

Languedoc-Roussillon 63.8 2.4 57.9 2.9

Limousin 72.3 0.3 53.2 3.7

Lorraine 82.4 1.5 72.1 4.4

Midi-Pyrénées 70.5 1.9 67.4 2.2

Nord-Pas-de Calais 89.3 1.6 76.4 4.6

Basse-Normandie 60.8 1.1 47.5 2.1

Haute-Normandie 69.0 0.9 52.5 2.1

Pays de la Loire 59.6 1.0 54.9 1.7

Picardie 50.6 1.0 39.7 2.4

Poitou-Charentes 42.6 1.4 31.8 1.9

Provence-Alpes-Côte d’Azur 65.9 2.3 63.3 2.5

Rhône-Alpes 73.9 1.7 72.3 2.1

Source: DREES 2006, in Cash & Ulmann 2008. 
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Among activating factors, the most important criteria are both wages and quality 
of life. The vignettes (see section 7.3) confirm the findings of the survey by 
Borzeda et al. (2002) of Hungary, Poland and the Czech Republic. Economic 
environment is also a push factor – in 2003, nurses in Spain had less job security 
than nurses in France and, therefore, were interested in working in French 
hospitals (Box 7.3).

Quality of care and the good reputation of the French health system are also 
incentives to move among medical doctors from third countries. Training and 
technical support are seen as activating factors. Medical students are particularly 
interested in joining French research teams that have high-quality training, 
medical teams and technical equipment. The interviews also indicated that 
political context is sometimes an issue – many Algerian men moved to France 
as a result of the difficult political situation in Algeria in 1999 and 2000.

French nurses are motivated to migrate to Switzerland or Germany where wages 
are higher (Cash & Ulmann 2008, ONDPS 2005). An ONCD interview 
confirmed that dentists also identify higher wages as an incentive to move 
abroad – especially to Luxembourg, Spain, Switzerland and Abu Dhabi in the 
United Arab Emirates. 

Within facilitating factors, the recruitment policy led by the French Ministry 
of Health was a key factor in the retention of Spanish nurses. The French 
authorities have also signed conventions which facilitate migration with Algeria, 
Monaco, Morocco and Tunisia. At individual level, welcoming hospital staff 
and relatives or friends who have already settled in France also play a role.  
In addition, migration from Romania and Lebanon is facilitated by the existence 
of some initial medical or dental training courses taught in the French language. 

Language is also a mitigating factor, a main barrier. Interviews with dentists and 
nurses have also highlighted cultural barriers. France is perceived to have a quite 
restrictive regulation for immigration and the complexity of the bureaucratic 
processes acts as another barrier. Furthermore, the French training system is 
less attractive than those of other countries – for example, foreign students who 
undertake training such as the AFS or AFSA do not get a degree.

Box 7.3  Activating, facilitating and mitigating factors in health professional mobility

Activating factors 

Only assumptions can be made as there are insufficient data to draw clear conclusions. 

Interviews indicate that France has long had a reputation for a good quality of life but, 

among recent migrants, Polish and Lithuanian medical doctors mainly decided to live 

elsewhere. 
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Facilitating factors

French governments have signed conventions with non-EU countries (Algeria, Monaco, 

Morocco, Tunisia) that considerably facilitate migration. 

Interviews at the French Ministry of Health indicate that the recruitment policy was a key 

factor in the retention of the Spanish nursing staff. 

Romania and Lebanon provide some initial medical training in French. The ONCD 

reports that this is also the case for dentists.

Mitigating factors 

Language is definitely a key issue although it may be only what one foreign interviewee 

calls “a temporary barrier”. Interviews confirm the conclusions of some reports (e.g. 

Borzeda et al. 2002) that language is a main barrier. This is true at least initially.

Culture and way of life are other key issues. A CNOM interview reported that foreign 

medical doctors prefer to settle near large cities and the south of France, like their 

French colleagues. Similarly, young foreigners find it difficult to live in isolated areas such 

as the Picardie region. The CNOM reports that those who do move there tend not to 

stay. 

Interviews with Spanish nurses and with dentists have also highlighted cultural barriers. 

The French Government has decided to cut new recruitment of Spanish nurses 

because of the lack of demand from French hospitals. 

France seems to have a quite restrictive regulation for immigration in order to prevent 

brain drain. Moreover, there are major ethical issues. In hospitals, for instance, foreign 

doctors provide real support but can be paid substantially less. There are some 

exceptions – for example, foreign specialist anaesthetists can be very well paid for 

short periods of activity. It is also difficult to ascertain all the activities taking place within 

hospitals employing foreign-born medical doctors who do not have legal status; such 

practices often remain unknown. 

Finally, it would not be fair to French students who fail their examinations if foreigners 

were able to work in France without careful verification of their skills.

7.7 Policy, regulations and interventions 

7.7.1 Policies and policy development on health professional 
mobility

During the 1990s, French hospitals recruited numerous non-EU medical 
doctors as trainees in order to counter the decreases in medical students caused 
by the introduction of the numerus clausus. This inflow was reduced by the 
Couverture maladie universelle (CMU) law in 1999, which introduced a new 
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authorization process and a wave of regularizations but no clear policy. In 
parallel, EU doctors have had full authorization to practise since 1975. The 
2006 law on selective immigration has encouraged general labour migration 
since 2007, with a list of 150 qualifying jobs for new EU countries and a list 
of 30 professions (in different fields). Unfortunately, the concrete effects of the 
2006 law are not yet known in the health sector.

The health sector has specific immigration policies determined by the state’s 
strict control of qualifications and entry to the labour market. Three conditions 
govern entitlement to practise as a medical doctor in France. Candidates must:

1. hold French or EU nationality or be a native of Andorra; foreign medical 
doctors can also fall under the scope of an official bilateral agreement of the 
EEA or can be a national of Morocco, Tunisia or a country linked to France 
by a convention d’établissement;

2. have obtained a degree or certificate stipulated in Article L 4131-1 of the 
Code de la santé publique 2011;

3. have enrolled at the CNOM.

The Code de la santé publique mentions two criteria – nationality and training 
place. The recognition of a foreign medical doctor’s qualifications is the 
most important criterion used although some derogations can be obtained. 
However, it is clear that EU citizens have a very different recognition process 
in comparison with third-country nationals, although both groups are required 
to meet the same administrative requirements for enrolment with the CNOM.

Directives on the mutual recognition of diplomas have given EU medical 
doctors full authorization to practise since 1975 (Council of the European 
Communities 1975a, 1975b, European Parliament and Council of the 
European Union 2005). The length of medical training has been harmonized 
to six years in the EU-27. In France, enrolment with the CNOM is compulsory 
for EU doctors, requiring each applicant to produce an attestation or other 
guarantees (such as proof of a foreign degree and a CGS). France has also 
signed an agreement, convention médicale transfrontalière, with Monaco and 
Switzerland (Box 7.4). 

Box 7.4  Bilateral agreements

France has conventions d’établissements with Morocco, Tunisia and Monaco. There are 

state agreements between France and several African countries – the Central African 

Republic, Chad, the Congo, Gabon, Mali and Togo. Medical doctors from the countries 

listed can practise in France if they have a French medical degree or one title mentioned 

in Article L431-1 of the Code de la santé publique.
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An accord de réciprocité with Monaco (agreement of 14 December 1938) allows equal 

numbers (currently 14) of French and Monegasque doctors to work and settle in the host 

country. France has had agreements with other countries but only the Monaco accord 

is still active.

A convention médicale transfrontalière enables medical doctors who work next to the 

French border to practise on the other side of the border under specific conditions included  

in the contract. Two agreements have been signed – with Monaco and Switzerland. 

Two special commissions are responsible for the recognition of dentistry 
diplomas obtained in the EU. Nurses trained in the EU need only to submit 
an application form issued by the local competent authority in the region 
in which they intend to work. Nurses with a specialization need additional 
authorization, depending on the content of their degree, and may be required 
to sit an examination or to retrain. 

Policies and regulations covering third-country nationals

Mobility from non-EU countries is not encouraged and there is no real policy 
on this. An authorization of mobility can be given if a health professional has 
been offered a job in France (and, therefore, a recognition of qualification). 
France has bilateral agreements with Monaco, Morocco and Tunisia and state 
agreements with several countries in Africa (see Box 7.4). In practice, the policy 
is vague with room for flexibility: the state can issue derogations in some cases, 
including in public hospitals; some foreign health professionals work FFIs. 
Since 19 July 2010, the Centre National de Gestion has been responsible for 
administering the concours for foreign doctors who have (i) EU degrees and 
non-EU nationality, or (ii) non-EU degrees and EU nationality. The Ministry of 
Health is still responsible for the attestation of degrees (confirming conformity 
with Directive 2005/36). Since the same date, attestations have replaced written 
examinations of the French language. Non-EU doctors seeking to become 
specialists must obtain approval from a commission comprising members with 
specializations in the candidate’s chosen specialty. 

Two statutes are currently in operation for third-country nationals. The first 
is the Procédure d’Autorisation d’Exercice,7 which makes a distinction between 
medical doctors from third countries who have already worked in France and 
those who have not. The second is a temporary statute that can be applied to 
junior or senior doctors who have experience in their home country. Usually, 
this requires them to sign a contract with a large hospital which conducts 
research or allows them to practise for a short period of one to five years.8 
7 Candidates must complete an application form in order to sit a national examination.
8 More details are given in Box 7.6 in the Annex.
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In addition, a bill under process in 2010 would allow foreign doctors from 
non-EU countries to have their own practice in primary care on condition that 
they hold a French, EU or EEA medical degree. This law had not been adopted 
at the time of writing. 

Non-EU nurses do not have mutual recognition and candidates are required 
to sit the usual concours of the French nursing schools. In practice, nursing 
school directors may issue derogations that allow candidates to be integrated 
directly into the second or third year of study. Moreover, the competent local 
authority, the Departmental Directorate of Health and Social Affairs (Direction 
Departmentale des Affaires Sanitaires et Social – DDASS), can authorize 
candidates to work as auxiliary nurses during the application procedure. 

The precarious nature of their statutes led third-country medical doctors to 
establish a union in 2005 – the Syndicat National des Praticiens a Diplôme Hors 
Union Européenne (SNPADHUE). This was joined by two other unions to create 
the Intersyndicale Nationale des Praticiens a Diplôme Hors Union Européenne 
(INPADHUE) on 24 March 2007. This federation’s objective is to obtain more 
equity in wages and working time and more clarity in an authorization regime 
that is perceived to be unfair and too selective (218 of 3800 applicants accepted 
in 2005). The health ministry was prompted to clarify their statute following 
a demonstration by non-EU doctors staged in Paris in 2008. Several successful 
measures were obtained in 2009 (JIM 2009b) with the support of the Haute 
Autorité de Lutte contre les Discriminations et pour l’Egalité (HALDE), the non-
discrimination authority.

7.7.2 Workforce planning and development

Workforce planning is implemented in France, but data on foreign health 
professionals are only partially integrated even though immigration affects 
planning measures such as the numerus clausus. The Ministry of Health has 
responsibility for manpower planning, aiming to make it more effective and to 
ensure self-sufficiency in the number of medical doctors, nurses and dentists. 
Some models of projections do exist but the impact of migration has often 
been overestimated. The issue is sensitive, causes political debate and is widely 
reported in the media due to the French population’s interest in the subject. 

The French system is multilevel, combining a national framework with local 
and empirical initiatives. Some public hospitals recruit non-EU doctors on 
short-term contracts for which official authorization is not compulsory. Their 
contracts are renewed annually and such doctors are used to “boucher les trous” 
(ie filling the gaps). 
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Hospitals or local elected representatives pay private agencies to attract 
foreign health workers. Special programmes are scarce: the national agreement 
between the Spanish and French authorities signed in early 2000 is the only 
one observed, initiated by both local and national authorities. French hospitals 
were facing difficulties recruiting nurses and working to implement the 35-
hour law. This led the French Federations of Hospitals to cooperate with the 
Ministry of Health in order to recruit 770 Spanish nurses. Local hospital 
managers are required to give written guarantees (chartes) to smooth the arrival 
and integration of Spanish nurses and to help them in their work. 

7.8 Conclusions

This research on health professional mobility to and from France has found that 
data on the migratory flows of health professionals are neither exhaustive nor 
always reliable. It is suggested that the ONDPS could improve the accuracy 
and usefulness of data by including foreigners more systematically within 
demographic studies as well as in information on outflows. 

The available data show France to be a destination country with no evidence 
of important losses through emigration in the three professions studied. 
Relatively modest numbers of foreign health professionals are working in 
France, foreign medical doctors being most concerned by mobility (foreign 
nationals represented 4.7% of medical doctors in 2010; 3.5% of specialists in 
2007; 1.6% of nurses in 2006, and 2.5% of dentists in 2007). This remains 
true despite increasing inflows over the last few years (not least from countries 
such as Romania). Yet, the significant rate of naturalization tends to hide the 
phenomenon of migration as does the several thousands of foreign doctors 
in training positions, mainly from non-EU countries, who do not appear in 
official registries. 

Foreign medical doctors are more numerous in sensitive specialities but in 
comparison with French doctors their proportion remains small. Immigration 
of medical doctors has only a marginal impact in France and does not solve 
the difficulties of geographical maldistribution, which is a characteristic of the 
French health system as there is no obligation but only incentives to establish in 
isolated areas. This comment is even more relevant for the dental and nursing 
professions, which have even smaller proportions of foreigners. Hence, there is 
no dependency on a foreign health workforce in France.

Medical doctors and nurses within the health workforce in France have the 
freedom to apply for any available position in any hospital, and independent 
medical doctors may choose where to practise. Nevertheless, foreign medical 
labour is important and provides real support in some hospitals that have 
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recruiting difficulties. Foreign mobility partially compensates for the lack of 
regulation in the health workforce in France, specifically in hospitals. In 2009–
2010, measures were taken to regulate the choice of specialty and training 
hospitals although this has not been enough to solve shortages in certain 
disadvantaged areas (such as rural and poorer suburbs) and in some specialties 
(such as obstetrics). 

There have been some attempts to improve the working conditions of foreign 
medical doctors arriving from third countries, but regulations have not 
provided sufficient protection and there are unresolved ethical issues. There 
is a need for wider recognition of the qualifications of foreign doctors from 
non-EU countries and to consider additional training that will optimize their 
employment in the French system, especially in hospitals. 
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Annex 

Table 7.7  Medical doctors in France by nationality and origin of degree, 1 January 2006

Nationality French 
degree

Foreign EU 
degree 

Non-EU 
degree 

Unknown Total

Danish 2 7 0 0 9

Norwegian 3 0 2 0 5

Swedish 5 13 1 0 19

Finnish 7 3 0 0 10

Lithuanian 0 0 1 0 1

German 149 471 6 1 627

Austrian 2 15 2 0 19

Hungarian 0 0 3 1 4

Slovak 0 0 7 0 7

Polish 0 0 15 0 15

Greek 35 66 2 0 103

Italian 47 403 7 0 457

Belgian 55 965 4 0 1 024

British 23 50 1 1 75

Spanish 33 223 4 0 260

Dutch 12 41 1 0 54

Irish 0 17 0 0 17

Luxembourg 59 17 0 0 76

Portuguese 29 8 1 0 38

Maltese 0 0 1 0 1

Other EU 99 83 124 7 313

EU (excluding France) 560 2 382 182 10 3 134

Non-EU 2 590 14 443 34 3 081

Foreign medical doctors 3 150 2 396 625 44 6 215

French 202 841 656 1 703 296 205 496

Total 205 991 3 052 2 328 340 211 711

Source: Répertoire Adeli, corrected by the Directorate of Research, Studies, Evaluation and Statistics (Cash & Ulmann 2008).
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Box 7.5  International exchanges 

According to interviews, professors are exchanging medical students. This is creating 

a dynamic of research and contributing to increases in the pool of expertise. Foreign 

exchange students can be trained for a few years before returning to their countries 

– 4418 enrolled in AFS or AFSA courses for the 2004–2005 academic year (Cash & 

Ulmann 2008). Similarly, French medical trainees travel to countries such as the United 

States to complete their studies. Nevertheless, some of the foreign workforce is used in 

hospitals to limit immediate shortages of labour and to “boucher les trous”. 

French hospitals do not always offer good conditions of work although new statutes 

have brought some improvement in recent years. For instance, PACs are paid much 

less and have far less job security too. Moreover, some apply to become a FFI as a 

pretext to stay in France for many years. The figures indicate that France does not 

lose out from global exchange (inflows exceed outflows). This remains true even when 

France loses some very good doctors who decide to remain in their foreign host 

countries.

Little is known about exchanges for dentists. The situation is similar for nurses – very 

little evidence could be found and it seems that, globally, there are very few exchanges. 

Table 7.8  Foreign-born, foreign-national and foreign-trained nurses applying for 
                   professional registration on completion of studies in France, 2003 and 2008

Total nursing 
workforce  

Foreign 
nurses

Foreign nurses 
in total nursing 
workforce (%)

2003 2008 2003 2008 2003 2008

Institut de formation en soins infirmiers 
(IFSI) – initial three-year training 

74 461 80 988 670 427 0.9 0.5 

Ecole d’infirmiers anesthésistes (ISARs) 
– postgraduate school for nurse 
anaesthetists 

1 134 1 149 2 1 0.2 0.1

Ecoles d’infirmiers de bloc opératoire 
(IBODE) – postgraduate school for  
theatre (surgical) nurses

729 504 14 4 1.9 0.8 

Ecole de cadres de santé – 
postgraduate school for nurse-
managers

1 780 2 056 6 1 0.3 0.05 

Sources: Jakoubovitch 2009, Schreiber 2004. 
Note: The sources give no information on paediatric specialization.
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Box 7.6  Recognition of diplomas in France

Doctors

Two statutes currently apply to immigrating medical doctors and to foreign medical 

trainees and doctors who intend to stay in the country for only a short time.

1. Non-EU doctors work under the Procédure d’Autorisation d’Exercice, which makes 

a distinction between candidates who have already worked in France and those 

who have not. This replaced the Nouvelle Procédure d’Autorisation, which required 

candidates firstly to sit examinations in one or several specialties and, secondly, to 

have worked in a hospital for three years. Thirdly, a commission was required to give 

an opinion on their cases before the Ministry of Health could grant an authorization to 

practise. The Ministry of Health still sets an annual quota for authorizations. 

2. Junior or senior doctors who wish to complete their studies in France may apply for 

temporary status (Law of 4 February 1995 and Decree of 20 April 1998). Candidates 

must provide proof of three to six years of practice in their home country and are 

required to sign a contract with a large hospital conducting high-level research in 

France – a centre hospitalier universitaire. They can also be allowed to practise for a 

short period (one to five years) before (usually) returning to their home countries. 

It should also be noted that non-EU medical doctors seeking to become specialist 

doctors must be approved by a commission comprising members in that particular 

specialization. In 2001, the number of non-EU medical doctors who managed to pass 

the examination was still low. 

Past procedures 

For EU citizens, Council Directive 93/16/EEC of 5 April 1993 aimed to facilitate the 

free movement of doctors and mutual recognition of diplomas, certificates and other 

qualifications. It was repealed and replaced by Directive 2005/36/EC as of 20 October 

2007. 

Non-EU doctors with full authorization to practice (applied 1972–2003): French health 

ministry set annual quotas – between 40 and 100 until 1997 but increased between 

1997 and 2001. Candidates were required to sit an examination; the last examination 

took place in 2001.

Non-EU doctors with a limited practice: PACs were medical doctors authorized to work 

only in hospitals. This statute was created in 1995 and replaced by the NPA.  

After 1999, PACs could sit the PH competitive examination in order to be integrated 

fully within the French system. 

Those seeking to become a PAC had to have worked for at least three years in a public 

hospital or in a hospital which had close links with the public sector (Participant au 

service public hospitalier – PSPH) and were required to sit examinations. PACs were 
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enrolled with the CNOM. Before 1995, medical doctors from outside the EU or from the 

EEA could become attachés associés, assistants généralistes or spécialistes associés, 

working under the responsibility of a French doctor. The last PAC examination was held 

in 2002. 

Dentists

Three commissions cover different categories of dentists.

1. Commission of foreigners (article R. 4111-2 of the Code de la santé publique) – 

covers non-EU dentists required to sit an examination.

2. Hocsman (article R. 4111-14 and following of the Code de la santé publique): 

covers EU dentists with non-EU degrees.

3. Dreessen: covers EU dentists with degrees obtained in home countries before 

accession to the EU.

Nurses

EU nurses are required only to submit a form to the local competent authority (Agence 

régionale de santé – ARS). However, nurses with a specialization may require further 

authorization if the content of their studies is very different from that of the French 

degree. This requires them to sit an examination or to undertake further training before 

a further assessment. 

Non-EU nurses do not have mutual recognition and candidates are required to sit 

the usual examinations of the concours of French nursing schools. In a few cases, a 

nursing school principal may grant a derogation enabling a candidate to be integrated 

directly into the second or third year of studies. The DDASS may authorize candidates 

to work as auxiliaries while this procedure is in process. 
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medical doctors

Diana Ognyanova, Reinhard Busse 

8.1 Introduction

Germany is both a destination and a source country for migration in the 
health-care sector. A number of foreign health professionals have long had 
a presence within Germany’s health services and nearly half of these hold 
EU citizenship. However, the 2004 and 2007 EU enlargements have not 
produced the expected strong effect on the migration inflows of health 
professionals. Foreign-national health professionals still represent a relatively 
small percentage (about 6%) of the total health workforce in the country.  
This is lower than the percentage of foreign workers in the German labour 
market as a whole. 

The decentralized and corporatist health-care system in Germany hampers 
active nationwide recruitment of health professionals. However, mainly 
in the less affluent and sparsely settled regions of eastern Germany, federal 
states and hospitals affected by a shortage of medical doctors are increasingly 
recruiting personnel from abroad. While the number of foreign nurses and 
midwives subject to social insurance contributions is declining, other forms 
of employment (self-employment, illegal employment) offer foreign nurses 
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the possibility to work in Germany, mainly as home-care workers for elderly 
people. At the same time, a rising number of German health professionals are 
leaving the country to work abroad, attracted by better working conditions and 
higher pay. Regional disparities in the supply of health professionals, an ageing 
population and an ageing health workforce are causing health professionals 
trained abroad to become increasingly important for the provision of sufficient 
inpatient care, as well as home care for elderly people and those with disabilities. 

Following a common template, this case study assesses the magnitude and 
directions of the movements of health professionals to and from Germany 
and the effects of the eastern European expansion of the EU. Next it discusses 
the impacts of migration on the health system and its relevance in relation to 
other domestic workforce issues. Then it outlines the factors influencing health 
professionals’ inflows and outflows. The last section of the study focuses on 
migration policies, workforce planning and domestic interventions affecting 
the mobility of health professionals.

Limitations of the study

Data on the mobility of health professionals to and from Germany have 
been collected from a number of different sources: the Federal Statistical 
Office, Federal Employment Agency, Federal Chamber of Physicians, Federal 
Association of Statutory Health Insurance Physicians and the Federal Chamber 
of Dentists. The most detailed data on immigration concern employees subject 
to social insurance contributions and, therefore, exclude a large number of self-
employed practice-based health professionals, particularly medical doctors and 
dentists. 

The data collected from registries in Germany mainly refer to the nationality of 
health professionals. Hence, those who were born and/or trained in Germany 
but who do not hold German citizenship appear in the statistics as foreign health 
professionals. Microcensus data were collected to overcome this shortcoming in 
the registry data by providing further relevant characteristics such as country of 
birth and country of training.1 

Data on the annual outflows of health professionals from Germany are partially 
available. The regional chambers of physicians record the annual outflows of 
medical doctors from Germany; no corresponding data could be found on 
nurses and dentists. Data on the stock of German health professionals working 
abroad have been compiled only for medical doctors. 

1 The microcensus is an annual random sample survey. With a sampling fraction of 1% of the population, it is the largest 
household sample survey in Germany. The microcensus sampling units are artificially delimited areas (sampling districts). 
The statistical units are all households living in the sampling districts (330 044) and all persons living in those households 
(691 361). The total number of foreign (-national/-born/-trained) health professionals is obtained through extrapolation 
and refers to active health professionals.
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8.2 Mobility profile of Germany

Health care is one of the most important economic sectors in Germany, 
employing 4.6 million people (3.5 million full-time equivalents) or roughly 
11% of the country’s total workforce. Total health-care spending in 2008 
amounted to €263 billion, 10.5% of the gross domestic product (GDP) 
(Federal Statistical Office 2010). 

Foreign-national health professionals

Microcensus data from the Federal Statistical Office shows that the share of 
health professionals with foreign citizenship amounted to approximately 5% of 
all health professionals between 2003 and 2007, and increased to 6% in 2008. 
This included medical doctors, dentists, nurses and midwives, as well as nursing 
assistants. However, a significant percentage of all foreign-national health 
professionals are second- or third-generation migrants and have not migrated 
themselves. In 2008, roughly 15% of all health professionals with foreign 
citizenship were born in Germany and around 57% were estimated to have been 
trained in Germany (Federal Statistical Office unpublished data 2010).2 

Between 2003 and 2008, the share of foreign nationals employed in the health-care 
sector and subject to social insurance contributions amounted to approximately 
4.5% of the total number of employees – medical doctors, dentists, nurses, 
midwives and nursing assistants. This is lower than the percentage of foreign-
national employees (subject to social insurance contributions) in the labour market 
as a whole, which averaged 6.8% in 2008 (Federal Employment Agency 2009).

Foreign-trained health professionals

Among all health professionals in Germany, the proportion of those (including 
both foreign and German nationals) who were trained outside Germany 
increased from roughly 3.7% in 2003 to 5.5% in 2008 (Federal Statistical 
Office unpublished data 2010). 

Foreign-born health professionals

In 2008, roughly 13% of all health professionals working in Germany had been 
born outside the country (Federal Statistical Office unpublished data 2010).  
A study conducted by the Robert Koch Institute and based on the microcensus 
data for 2007 showed that 11.5% of all health professionals in the public health 
sector in Germany have personal experience of immigration. These include all 
persons who were born elsewhere but migrated to Germany, as long as they 

2 Health professionals are categorized as foreign trained if they obtained their degrees before moving to Germany (only the 
last year of entry to Germany is relevant). Hence, the number of health professionals trained abroad is an overestimation 
because it does not exclude those health professionals who were trained in Germany, subsequently lived (and presumably 
worked) abroad and then returned to Germany. 
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belong to one of three categories: (i) foreign citizen (4.5%) (ii) naturalized 
person – Eingebürgerte (4.6%), or (iii) ethnic German – Spätaussiedler (2.4%) 
(Afentakis & Böhm 2009).3

Currently, there are no reliable data on the total number of German health 
professionals working abroad. Incomplete and partly outdated stock data are 
available for medical doctors only. Data compiled by the regional chambers 
of physicians show that the annual outflows of German and foreign medical 
doctors have increased since 2000. 

8.2.1 Medical doctors

Germany is affected by international migration of physicians in both directions. 
Increasing numbers of foreign medical doctors are seeking employment in the 
country and a growing number of German medical doctors are leaving to work 
abroad. 

The total number and the annual inflows of foreign-national medical doctors 
registered in Germany are recorded by the regional chambers of physicians. At 
the end of 2008, there were 21  784 medical doctors of foreign nationality in 
Germany, approximately 5.2% of the total number of registered medical doctors, 
and 18 105 active (practising) foreign medical doctors, around 5.7% of all active 
medical doctors in the country. The absolute numbers of registered and active 
foreign medical doctors have increased since 2000, as have their percentages among 
all registered and all active medical doctors in the country (Figs 8.1 and 8.2). 

Fig. 8.1  Registered and active foreign-national medical doctors (stock) in Germany, 
                2000–2008 

Source: Federal Chamber of Physicians 2009.

3 The number of ethnic Germans is an underestimation as many appear under “naturalized person”. 
Between the mid 1980s and 2000, ethnic Germans were obliged to undergo naturalization and hence it is 
not possible to differentiate clearly between an ethnic German and a naturalized person. 
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Fig. 8.2  Registered and active foreign-national medical doctors as percentages of all 
                registered and all active medical doctors in Germany, 2000–2008

Source: Federal Chamber of Physicians 2009.

Microcensus data indicate that in 2008 approximately 11% of all foreign-
national medical doctors were born in Germany and roughly 42% were trained 
in Germany. Hence, registry data based on nationality does not accurately 
reflect the migrant stocks and inflows of medical doctors in the country (Federal 
Statistical Office unpublished data 2010). 

The main source countries for medical doctors (Table 8.1) are Austria (1802 
registered medical doctors), Greece (1708), the Russian Federation/former 
USSR (1685), Poland (1428), the Islamic Republic of Iran (1092) and Romania 
(927) (Federal Chamber of Physicians 2009). 

Until 2000, the total number of foreign-national medical doctors practising in 
Germany had been growing largely in line with the general development in the 
number of medical doctors. Immigration of foreign medical doctors began to 
increase in 2001 and peaked in 2003, as can be seen from the annual growth 
rate in the total number of registered foreign medical doctors. This was highest 
in 2002 (6.7%) and 2003 (7.2%) and decreased to 3.9% and 3.3% in 2004 
and 2005, respectively. The annual inflow of foreign doctors demonstrates a 
similar pattern (Fig. 8.3). 

One explanation for this is media hype of a looming shortage of medical 
doctors, stimulated by the physicians’ organizations (Box 8.1). This peaked 
in 2003, following a European Court of Justice ruling stipulating that on-
call duty should be considered as working time. The physicians’ shortage was 
traced to the poor working conditions and unattractive pay for medical doctors 
in Germany. However, one major reason for the perceived shortage was not 
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Table 8.1  Registered foreign-national medical doctors in Germany, by nationality, 1988 
                   and 2003–2008

 1988 2003 2004 2005 2006 2007 2008

Total foreign medical doctors 9 376 17 318 17 991 18 582 19 513 20 434 21 784

EU 2 553 4 751 7 072 7 554 8 156 10 069 10 984

Austria 260 958 1 130 1 269 1 438 1 613 1 802

Belgium 263 235 224 222 228 231 239

Bulgaria – 308 349 365 393 462 541

Cyprus – 42 43 42 46 52 58

Czech Republic 351a 175 211 239 263 304 346

Denmark 59 66 63 59 62 61 59

Estonia – 23 25 26 27 27 30

Finland – 113 111 109 112 106 110

France 297 360 366 382 383 398 407

Greece 710 1 162 1 265 1 357 1 453 1 554 1 708

Hungary 169 248 252 271 305 359 430

Ireland 17 30 30 32 32 32 33

Italy 325 584 615 660 694 719 755

Latvia – 37 40 40 37 43 41

Lithuania – 37 49 48 51 61 69

Luxembourg 116 133 135 129 137 147 159

Malta – 4 4 4 4 5 5

Netherlands 453 487 497 500 400 525 552

Poland 511 919 1 086 1 171 1 283 1 332 1 428

Portugal – 52 62 68 73 74 77

Romania 283 635 660 692 718 824 927

Slovakia – 155 255 297 375 454 503

Slovenia – 11 18 22 24 28 31

Spain 149 295 320 326 338 356 369

Sweden – 92 91 91 91 99 100

United Kingdom 141 184 181 190 200 203 205

Europe (excluding the EU) – 7 060 5 342 5 471 5 639 4 557 4 740

Russia/former USSR – 1696 1591 1572 1616 1624 1685

Africa – 786 820 813 832 850 916

America – 643 655 655 685 710 722

Asia – 3 770 3 808 3 818 3 937 3 994 4 163

Islamic Republic of Iran 982 1316 1265 1201 1165 1106 1092

Australia and Oceania – 12 17 15 15 17 17

Other – 296 277 256 249 237 242

Source: Federal Chamber of Physicians 2009. 
Note: a Czechoslovakia. 
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mentioned at that time – the decrease in the number of medical students in 
the winter semester of 1990/1991 (Hoesch 2009).

Immigration affects the whole country but the growth in the absolute number 
of foreign medical doctors and in their share among all medical doctors has been 
considerably higher in eastern Germany (Figs 8.4 and 8.5). In the period from 
2000 to 2008, the number of active foreign medical doctors in the states of the 
former Federal Republic of Germany rose by 40%, while the corresponding 
figure for the former German Democratic Republic was roughly 309%. Only 
6% of all active foreign-national medical doctors in Germany were practising 
in eastern Germany in 2000 but this proportion had reached 15% by 2008. 
In particular the percentage of eastern European doctors among all medical 
doctors in eastern Germany is growing rapidly (Fig. 8.6). 

Box 8.1  Statutory bodies and other organizations representing the interests of physicians 

Physicians’ interests are well organized and well represented within Germany’s health-

care system. The regional chambers of physicians are responsible for secondary 

training, certification and continuing education and membership is mandatory to 

practise as a medical doctor. Within the SHI scheme, SHI-affiliated physicians’ and 

dentists’ associations represent the corporatist institutions on the provider side; the 

sickness funds and their associations operate on the purchasers’ side. Furthermore, 

there are lobbying organizations such as the Hartmann Union and the Marburg Union. 

The former was established to defend the economic interests of physicians and has its 

main membership base in the outpatient sector; the latter was formed to defend the 

rights of hospital physicians (Busse & Riesberg 2004).

Fig. 8.3  Annual gross inflows of registered foreign-national medical doctors in Germany,
                2000–2008   
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Fig. 8.5  Active foreign-national medical doctors as percentages of all active medical 
                doctors in western and eastern Germany, 2000–2008

Source: Kopetsch 2010.

When immigration does occur, it is quite rare for foreign medical doctors to 
become self-employed. In 2008, only 3534 foreign medical doctors ran private 
practices – 2.8% of all practice-based medical doctors. The share of foreign 
medical doctors is considerably higher in the hospital sector – 13 207 (8.6%) 
of 153 799 medical doctors (Federal Chamber of Physicians 2009). Possible 
reasons for this imbalance are the legal framework and the high investment 
costs, which discourage foreign medical doctors from opening a practice. 

Data on the annual outflows of German medical doctors have been collected by 
the majority of regional chambers of physicians since 2000.4 There are no data 
4 Data from 14 regional chambers of physicians were supplemented by a projection for the missing data from three 
chambers.

Fig. 8.4  Active foreign-national medical doctors in western and eastern Germany (stock), 
                2000–2008
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on the number of medical doctors who returned to Germany after practising 
abroad as return migration is not recorded.  

Fig. 8.7 shows that the annual outflows of (German and foreign-national) 
medical doctors have increased since 2000. In 2008, a total of 3065 medical 
doctors who originally practised in Germany (approximately 1% of all active 
medical doctors) moved abroad; 67% of these held German nationality. 
Compared with the previous year, this represents a 26% increase in the total 
number of medical doctors leaving Germany and a 10% increase in the 
number of German medical doctors leaving the country (Fig. 8.8). The highest 
emigration rates in 2008 were recorded by the states of Hesse and Bremen 
(Kopetsch 2009a).

Fig. 8.7  Annual outflows of medical doctors from Germany, 2000–2008 a

Source: Kopetsch 2007; Federal Chamber of Physicians 2009.
Note: aBased on the number of medical doctors who cancelled their registrations with regional chambers of physicians.

Fig. 8.6  Eastern European medical doctors as percentages of all medical doctors in 
                western and eastern Germany, 2000–2008

Source: Kopetsch 2010.
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Fig. 8.8  Annual outflows of German and foreign-national medical doctors from Germany, 
               2006–2008

Source: Federal Chamber of Physicians 2009.

Data provided by the Federal Chamber of Physicians show that the most 
popular destination countries for all medical doctors who left Germany in 
2008 were the German-speaking countries of Switzerland (729) and Austria 
(237), followed by the United States (168), the United Kingdom (95) and 
Sweden (86).5 This ranking is unchanged from the previous year. 

The total number of German medical doctors working abroad differs from 
source to source. A study conducted by the Federal Association of Statutory 
Health Insurance Physicians indicates approximately 17  000 physicians 
practising abroad, the majority based in Switzerland, followed by the United 
Kingdom, the United States and Austria (Kopetsch 2010).

8.2.2 Nurses and midwives

Aggregated data on foreign-national nurses and midwives were provided by the 
Federal Employment Agency. The agency records all employees subject to social 
insurance contributions and the majority of legally employed nurses fall under 
this category. No registry data are available as nurses and midwives are organized 
through voluntary membership of a variety of professional organizations and 
are not required to register with a particular organization or chambers. Nurse 
organizations have become part of an umbrella organization – the German 
Nursing Council (Deutscher Pflegerat) – which must (by law) be consulted on 

5 Other destinations include the Netherlands (64), Spain (62), France (59), Greece (53), Poland (40), Norway (39), 
Denmark (36) and Australia/Oceania (74). In 2008, the most popular destinations for German medical doctors were 
Switzerland (626), the United States (144), Austria (81), the United Kingdom (74), Sweden (66), the Netherlands (47), 
Spain (47), France (43) and Norway (32) (Federal Chamber of Physicians 2009).
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SHI decisions affecting nursing (Busse & Riesberg 2004). In practice, however, 
nurse organizations have considerably less influence and fewer resources than 
the strong physicians’ organizations. 

At present, there is no monitoring system for the number of nurses and their 
professional qualifications. Also, there is no system of workforce planning that 
considers future nursing needs (Weinbrenner & Busse 2006). Currently, there 
is a discussion on the introduction of a mandatory chamber of nurses. This 
should strengthen the position of the relatively weak and poorly organized 
nursing staff (Igl 2008). 

Fig. 8.9 demonstrates that the number of foreign nurses and midwives subject 
to social insurance contributions has decreased since 2003.6 The share of foreign 
nurses and midwives among all nurses and midwives subject to social insurance 
contributions decreased from 3.7% in 2003 to 3.4% in 2008. The number of 
nurses and midwives of foreign EU nationality shows only a slight decrease 
(3%) while there were more pronounced decreases in the numbers of nurses 
and midwives from Asia, Europe (excluding the EU) and Africa – at about 
30%, 7% and 5%, respectively. The share of nursing assistants decreased from 
7.6% in 2003 to 7.0% in 2008 (Federal Employment Agency unpublished 
data 2009).7

Fig. 8.9  Foreign-national nurses and midwives subject to social insurance contributions 
                in Germany, 2003–2008

Source: Federal Employment Agency unpublished data 2009.

6 Reference date is 30 September for 2008 and 31 December for all other years. 
7 Reference date is 31 December for all years.
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There are several possible explanations for the decrease in the number of foreign-
national nurses subject to social insurance contributions. Firstly, demand for 
foreign nurses often follows cyclical patterns linked to economic activity in the 
country – in times of economic upturn the nursing profession is considered 
less attractive than other employment opportunities and foreign nurses need 
to be recruited to fill the vacancies; in times of economic decline the nursing 
profession is regarded as a secure employment and recruitment of foreign nurses 
is less pronounced (Hoesch 2009). Hence, the recent financial crisis might have 
increased the attractiveness of the nursing profession.

Another possible explanation is a shift from dependant employment (subject 
to social insurance contributions) to other forms such as self-employment 
and illegal employment, concerning particularly elderly care. According 
to microcensus data, the number of foreign-national nurses and midwives 
working in Germany decreased from 45 000 in 2003 to 42 000 in 2008, while 
the percentage of foreign-national nurses and midwives among all nurses and 
midwives remained stable at about 5%. However, the percentage of those 
foreign nurses who were trained outside Germany increased from 29% in 2003 
to 43% in 2008. 

Estimates of the number of nursing staff working illegally in the country, 
mostly as home nurses, differ from source to source (Spielberg 2009). A study 
conducted by the German Institute of Applied Research in Nursing mentions 
100 000 home helps from eastern European countries, a considerable number 
of whom are estimated to have a nursing background (Neuhaus et al. 2009). 

The main source countries for nurses and midwives subject to social insurance 
contributions are Croatia (3058), Turkey (2886), and Poland (2390), followed 
by Serbia/the former Federal Republic of Yugoslavia (1553), Bosnia and 
Herzegovina (1413) and Austria (989) (Table 8.2).8 Data on the outflows of 
German nurses are not available but, according to German Nursing Association 
(Deutscher Berufsverband für Pfogeberufe) estimates, the annual outflow of 
nurses does not exceed 1000. The most important destination countries are 
Switzerland, Austria and the United Kingdom, which offer better training 
opportunities, higher incomes and flatter hierarchies (Hoesch 2008).

8.2.3 Dentists

Data on foreign dentists practising in Germany are only partially available. 
Figures for 2007 compiled by the Federal Chamber of Dentists give a total of 
1573 dentists with foreign EU nationality,9 around 2% of the total number of 

8 Reference date is 30 September 2008.
9 Data for Schleswig-Holstein, Rheinland-Pfalz and Niedersachsen are missing. 
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Table 8.2  Foreign-national nurses and midwives subject to social insurance contributions
                   in Germany, by nationality, 2003–2008

 2003 2004 2005 2006 2007 2008a

Total foreign nurses and midwives 26 364 25 452 25 115 24 977 24 489 24 387

EU 10 259 9 967 9 939 10 041 9 992 9 971

Austria 1 129 1 124 1 068 1 033 992 989

Belgium 208 204 190 195 198 195

Bulgaria 249 220 219 221 233 237

Czech Republic 431 425 414 405 406 413

Denmark 117 112 104 108 100 94

Estonia 17 15 19 21 17 20

Finland 252 227 219 202 185 172

France 481 461 456 445 441 416

Greece 524 507 526 535 541 538

Hungary 291 282 282 292 308 310

Ireland 66 66 61 57 49 49

Italy 959 945 946 978 1 016 968

Latvia 35 34 36 39 37 40

Lithuania 62 73 86 92 96 102

Luxembourg 44 42 38 41 45 45

Netherlands 807 777 764 750 718 708

Poland 2 325 2 269 2 298 2 373 2 353 2 390

Portugal 524 511 521 546 530 544

Romania 593 568 574 576 591 606

Slovakia 139 134 147 162 173 180

Slovenia 194 195 198 214 219 221

Spain 411 390 401 396 392 393

Sweden 57 60 54 53 52 52

United Kingdom 340 323 315 304 297 286

Europe (excluding the EU) 11 776 11 519 11 369 11 306 11 055 11 013

Croatia 2 446 2 471 2 581 2 703 2 963 3 058

Turkey 3 042 2 930 2 881 2 901 2 868 2 886

Bosnia and Herzegovina 1 107 1 082 1 115 1 155 1 359 1 413

Serbia/former Federal Republic of 
Yugoslavia  b 

3 483 3 263 2 978 2 668 1 844 1 553

Africa 729 702 680 678 690 690

America 554 523 542 545 509 560

Asia 2 999 2 693 2 539 2 359 2 192 2 103

Australia and Oceania 47 48 46 48 51 50

Source: Federal Employment Agency unpublished data 2009. 
Note: a 2008 reference date is 30 September, b No clear classification to the succession countries of the former Federal 
Republic of Yugoslavia (1992–2003) was possible.  
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dentists in the country. Of these, 913 were working as practice-based dentists, 
350 as assistants or employees in practices, 69 as civil servants or employees 
working as dentists but not in practices and 241 were non-active dentists. 
At the end of 2007, the main EU source countries were Greece (306), the 
Netherlands (300), Romania (157), Poland (124) and Sweden (120).

The Federal Employment Agency generated data on foreign dentists who 
are employed and subject to social insurance contributions. The statistics 
demonstrate an increase in the number of foreign-national dentists from 336 
in 2003 to 490 in 2008,10 split fairly evenly between citizens of EU Member 
States and of non-EU European countries. Microcensus data show that the 
number of dentists of foreign nationality in Germany hovered around 2000 
(3% of all dentists) between 2003 and 2006 and increased to 3000 (5% of all 
dentists) in 2008.

8.3 Vignettes on health professional mobility
The vignettes are based on information and interviews retrieved from the 
media, the names have been invented.

Better prospects for eastern European doctors 

Wiktor migrated from Bulgaria to Germany shortly after completing his medical studies 

in 2003. He was driven to leave not only by the poor pay but also by limited access 

to postgraduate training, the need to take additional work in order to cover his living 

expenses and the lack of prospects in an underfunded and poorly organized system. 

Germany was an attractive destination as Wiktor had learned German at school and 

had friends already working in Germany. He was also in contact with an agency that 

placed eastern European doctors in German hospitals. This agency arranged an 

appointment with the head of a specialist department in a hospital in Mecklenburg-

Western Pomerania. Wiktor was not attracted by the region and was apprehensive 

about the services offered by the agency, so decided to apply directly for some 

vacancies listed in the German Medical Journal. Having applied successfully to a 

hospital in Brandenburg, it took a few months to obtain a temporary professional work 

permit and a residence permit. 

Wiktor has found it difficult to adapt to the German system. The language barrier, 

increasing amount of bureaucracy that doctors face, pace of work and frequent night 

shifts have often made him doubt his choice. Some of his colleagues have already 

moved on to other countries such as the United Kingdom. 

10 Reference date is 30 September for 2008 and 31 December for all other years. 
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Back to Germany

Katja left Germany mainly because of the atmosphere in the hospital where she worked. 

After several years working for the British NHS, Katja returned to her native country to 

work as a hospital consultant in Berlin. With work experience in both countries, she has 

no doubts about the advantages of the British system.

“Firstly you get excellent training in Britain, but there are other issues such as the flat 

hierarchy which means that when you have a good idea it doesn’t matter how high up 

you are, people listen and take you seriously. 

In Britain, the top level is more widely spread. Consultants are very independent and 

the system is fed sensibly. But in Germany, even the very senior doctors who are 

specialists in their own right have to bow down before the head doctor, who can make 

life miserable for anyone he chooses.

Germany has a higher physician density than the UK. This is a reason for both bad 

behaviour in the upper ranks of German hospitals and for slow career progress. In 

the UK, junior doctors are allowed to do many things because there are not as many 

doctors, whereas in Germany only the top people get to perform.”

German doctors often mention their dissatisfaction when talking about their working 

conditions, not only with remuneration but also with hospital structures. Katja said: 

“Although the conditions in the UK seem enticing for young German graduates, there is 

no doubt that they would really like to see conditions at home improve, and hence not 

have to work abroad.”

Growing need for elderly care

Anna is a 28-year-old nurse from Poland. An agency sent her to a small town in 

Rhineland-Palatinate to look after an 87-year-old woman who could not get around 

by herself and did not want to go into a nursing home. Anna is not the only one in this 

neighbourhood to offer cheap 24-hour care. The area is home to growing numbers of 

Poles, Romanians and Bulgarians caring for the elderly local population. Many do not 

stay long in Germany but they are replaced easily. 

A growing number of agencies now provide home-help services from these eastern 

European countries. Many operate in a legal grey area, given Germany’s restrictions on 

the free movement of labour within the EU. Carers can circumvent these regulations 

by registering as self-employed in their home country. This allows them to work in 

Germany if they prove that they are working for more than one client. Agencies tend 

to send a carer to various clients for limited periods. Other agencies offer eastern 

European professionals contracts with companies in their home countries that work 

with partner agencies in Germany. They are sent not only to private homes but also to 

understaffed hospitals and clinics. 
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Heading north

Miriam, a young German dentist, completed her internship at a dental practice and 

decided to pursue a career in Norway. Her time in the practice made her decide on 

Scandinavia as she did not like sacrificing quality for quantity. Her boss in Germany 

had pressurized her to complete procedures quickly as the next patient was already 

waiting – “Here in Norway I can take an entire hour for a filling, which means the quality 

is higher.”

Miriam is not alone among professionals in seeking her fortune, and future career, 

beyond Germany’s border. The work pace and hours, as well as the higher pay, make 

the northern country an attractive destination to live and work, especially in comparison 

to Miriam’s home region in eastern Germany. Patients sometimes have to drive 80 km 

to reach the nearest orthodontist in the states of Brandenburg, Saxony or Saxony-

Anhalt. Few dentists will risk setting up a practice in such a sparsely settled region and 

few of those who wish to do so have the resources required to start a new practice.

Another problem is emigration. The poor economy and lack of jobs have forced many 

to leave eastern Germany. Even if new dentists have the desire to open a practice there, 

they face the real danger that their patients will disappear. 

8.4 Dynamics of enlargement

Against expectations, the migration of health professionals from eastern Europe 
to Germany did not increase considerably after the 2004 EU expansion.  
The number of foreign medical doctors from the new Member States has 
increased constantly since 2000, but the highest growth rate (around 21%) in 
the number of medical doctors from the EU-12 occurred in 2003, before EU 
enlargement (Fig. 8.10). 

The total number of nurses and midwives coming from the new Member States 
(excluding Malta and Cyprus) and subject to social insurance contributions 
increased only slightly in the years after the 2004 EU enlargement (Fig. 8.11). 
However, it is estimated that there has been a higher increase in the number 
of nurses from the new EU Member States who are working in Germany as 
home helps or caregivers, mainly for elderly people and those with disabilities.  
Even though eastern European caregivers usually do not replace professional 
nursing services, they play an important role in facilitating care at home 
(Neuhaus et al. 2009). 
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Fig. 8.10  Registered foreign-national medical doctors from new and old EU Member 
                  States (stock) in Germany, 2000–2008

Source: Federal Chamber of Physicians 2009.
Note: New EU Member States refers to the number of physicians from the EU-12 also before EU accession. No data were 
available for Cyprus, Estonia, Latvia, Lithuania, Malta and Slovenia for 2000 and 2001.

Fig. 8.11  Foreign-national nurses and midwives subject to social insurance contributions 
                  from new and old EU Member States (stock) in Germany, 2003–2008

Source: Federal Employment Agency unpublished data 2009.
Note: Including Bulgaria and Romania for all years. Missing data for Malta and Cyprus.

The number of dentists from the new EU Member States who were subject 
to social security contributions increased from 48 in 2003 to 72 in 2008.11 
However, there was a slight decrease in the years following the 2004 enlargement.

11 Missing data for Cyprus, Estonia, Latvia, Lithuania, Malta, Slovakia and Slovenia (<3).
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In summary, the numbers of health professionals from the new Member 
States peaked before the 2004 EU expansion. This occurred at a time when 
demand was first diagnosed to be high (particularly for medical doctors) but 
the restrictive immigration policy for non-EU nationals still applied to these 
countries. Consequently, it appears that high demand for foreign personnel 
and sufficiently large incentives to migrate (such as wage differentials, better 
working conditions) seem to have had a far greater effect than migration law in 
the country (Fellmer 2008).

Curiously, the increase in the number of medical doctors in Germany from the 
new EU Member States slowed after EU enlargement in 2004. This may be 
partly because countries such as the United Kingdom did not limit the freedom 
of movement of labour. Moreover, as the prospect of higher wages was offered 
alongside this more immigration-friendly policy, many eastern European health 
professionals wishing to emigrate may have preferred the United Kingdom.

8.5 Impacts on the German health system

The scale of health professional migration to and from Germany is relatively 
limited in comparison with other major destination countries and, therefore, 
there has been little research on its impact on the country’s health-care system. 
However, several studies indicate that the migration of health professionals 
has a growing effect on service provision. In particular, the provision of health 
services in eastern Germany is increasingly dependent on foreign medical 
doctors (Kopetsch 2009b).

The outflow of German medical doctors has a negative impact on the human 
resources and knowledge base in the health-care system. Conversely, the inflow 
of foreign medical doctors increases the pool of human resources and diversifies 
the knowledge, language and skills mix. As yet, migration has not had a 
pronounced impact on the general design, priority formulation and policy 
direction of the health system. 

Furthermore, there are no sound studies on how health professional migration 
affects population health. The immigration of foreign medical doctors has 
increased the responsiveness of the health system by containing waiting times 
in less attractive regions in eastern Germany. Greater cultural and language 
variety among health professionals makes the system more responsive to the 
diversity in patients. However, a perceived reduction in responsiveness is caused 
by language differences and communication problems between foreign health 
professionals and German patients. 
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Integration programmes for structured training on the working procedures in 
German hospitals and for systematic improvement of the German language 
are rare. The often inadequate language skills of foreign health professionals 
are problematic, for both patients and colleagues. In the extreme, insufficient 
language skills might cause misdiagnoses (Flintrop 2009). As administrative 
tasks increasingly occupy health professionals, inadequate writing skills can 
lead to dissatisfaction among the foreign health professionals themselves and 
their German colleagues (Kopetsch 2009b).

8.6 Relevance of cross-border health professional mobility

The mobility profile of the country shows limited health professional migration 
to and from Germany. Health professionals of foreign nationality still represent 
a relatively small share (about 6%) of the total health workforce. However, 
foreign health professionals are becoming increasingly relevant: physicians for 
the provision of inpatient care in eastern Germany; nurses for the provision of 
home care for elderly people. 

With a relatively high and rising density of physicians and nurses (OECD 2009), 
the German health-care system as a whole is not largely dependent on foreign-
trained health professionals. However, Germany faces significant disparities in 
the provision of health-care personnel. An oversupply in and around big cities 
such as Munich, Hamburg and Berlin contrasts with considerable shortages 
in sparsely populated areas in the less prosperous eastern part of the country.  
This situation has been described as “shortage in the surplus” (Neubacher 
2008). 

According to directives, undersupply of SHI-authorized physicians in a 
particular planning area occurs when the actual number of physicians is less 
than 75% (for family physicians) or less than 50% (for all other specialties) 
of the determined optimal number of physicians. Under that definition, 
no serious undersupply could be established nationwide for any specialty. 
Nevertheless, regional maldistribution of medical doctors persists (Klose et al. 
2007). In case of regional shortages, the sickness funds can grant extra bonuses 
(Sicherstellungszuschläge) to attract physicians and ensure the financial viability 
of medical practices.

The Federal Association of Statutory Health Insurance Physicians reports that 
the medical health workforce in Germany is expected to face serious challenges 
from diminishing graduate numbers, feminization of the medical profession 
and an ageing medical staff (Kopetsch 2007). Between 1999 and 2008, the 
number of family doctors12 in eastern Germany decreased by approximately
12 Including general practitioners and internists but excluding paediatricians.
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10% as young doctors increasingly followed the higher pay and better working 
conditions offered in western Germany. 

The Hospital Barometer 2008 (Blum et al. 2008) reports that around two-thirds 
(67%) of the hospitals surveyed had problems filling vacancies, compared with 
28% in 2006. The situation in eastern Germany is of particular concern as 
nearly 81% of hospitals had vacant positions they could not fill, compared with 
65% in western Germany. It was estimated that some 4000 vacancies could 
not be filled throughout the country, representing around 3% of all medical 
doctors working in the inpatient sector. This number has tripled since 2006, 
when the number of vacancies was estimated to be 1300 (Blum et al. 2008). 

In summary, Germany has traditionally had a high physician–population ratio 
but it is likely that increasingly it will seek to recruit medical doctors from 
other parts of Europe in order to maintain current levels of supply. This may 
be temporary, until the distribution of human resources in the country has 
improved. Steps are already being taken to match the salaries of medical doctors 
in eastern Germany with those in western Germany. Given the lower costs of 
living in the eastern states, this should provide an incentive for doctors to move 
there. 

Data collected from the Federal Employment Agency suggest that the nursing 
system is growing less dependent on foreign-trained health professionals as 
the share of foreign-national nurses and midwives subject to social insurance 
contributions is declining. However, microcensus data suggest that the share 
of all foreign-national nurses and midwives has remained stable at around 5%. 

Traditionally, recruitment of foreign nurses has played an important role in 
Germany, especially in times of recorded high demand. Bilateral agreements 
for the recruitment of nurses have been in place since the early 1970s – first 
to recruit nurses from the Republic of Korea, then with a number of eastern 
European countries. Currently, Germany has a bilateral agreement with Croatia, 
which provides the highest number of foreign nurses and midwives subject to 
social insurance contributions. With no monitoring system for nurses and no 
system of workforce planning that considers future nursing needs, recruitment 
of foreign nurses to Germany occurs on an ad-hoc basis, whenever a shortage is 
perceived (Hoesch 2009). The demand for nurses is expected to rise as a result 
of demographic changes and the declining appeal of the profession, especially 
in times of economic upturn. The health system’s dependence on foreign-
trained health personnel is already noticeable in areas such as elderly care and 
is likely to increase. 
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8.7 Factors influencing health professional mobility

8.7.1 Inflows

A significant instigating factor driving young foreign medical doctors to 
seek work in Germany is poor pay in their country of origin. In addition, 
limited training opportunities, chronic underfunding of the health system, 
shortages in medical equipment and medicine, corruption and strikes have 
led to dissatisfaction among the medical staff in some eastern European EU 
Member States. The main activating factors are, therefore, relatively high 
wage differentials, better working conditions and better training opportunities 
(Fellmer 2008).

Prospective migrants can be discouraged by the perceived costs of migration. 
These can include the monetary costs of the migration process – for 
transportation, finding relevant job vacancies, new accommodation and other 
such practicalities. Further deterrents are the loss of cultural and regional 
knowledge, the inability to receive the same wages as equally qualified citizens 
of the host country and possible hurdles that may hinder or prevent spouses 
wishing to work in their own professions (Fellmer 2008).

The legal framework regarding the migration of health professionals to Germany 
is often perceived as a deterrent. Legal possibilities to work in the country 
are still limited to some groups of migrants, and the process of meeting the 
general work and occupational requirements is burdensome for many migrants, 
especially non-EU citizens. 

It has become easier for citizens of the new EU Member States to enter and 
work in Germany since EU accession. One factor that facilitates the migration 
of health professionals is the mutual recognition of professional qualifications 
in the EU. Also, the growing numbers of agencies which specialize in recruiting 
nursing staff (mainly for elderly care) and medical doctors from eastern European 
countries are facilitating the information, job-seeking and application process. 

The main instigating factors for nurses were found to be low pay and poor 
employment, economic, safety and working conditions. Facilitating factors 
were found to be easing of the migration regulations within EU countries, active 
recruitment and the mutual recognition of diplomas in the EU (Hasselhorn et 
al. 2005).

8.7.2 Outflows

A number of surveys have explored the reasons why German medical doctors 
leave the country. A survey conducted by Ramboll Management (2004) 
indicated three main instigating factors for either emigrating or ceasing to 
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practise curative medicine altogether: firstly, the level of remuneration was 
considered to be inadequate for the services they provide; secondly, the workload 
and the poor work–life balance; and, thirdly, the increasing bureaucracy and 
administrative burden faced by medical practitioners. Further factors are the 
hierarchical structure and leadership style in German hospitals, as well as poor 
mentoring.13 

German medical doctors willing to leave the country are attracted by a range of 
activating factors, including: systematic postgraduate training; better working 
conditions and pay; opportunities for professional development; and a relaxed 
working climate. A study by Janus et al. (2007) suggests that non-monetary 
factors are important determinants of physicians’ job satisfaction, possibly more 
important than monetary incentives. Factor analysis revealed that decision-
making and recognition, continuous education and job security, administrative 
tasks and collegial relationships were highly significant; specialized technology 
and patient contact were significant; but research and teaching and international 
exchange were not significant in contributing to physicians’ job satisfaction 
(Janus et al. 2007). 

The instigating determinants of nurses’ decisions to leave their profession or 
move abroad include dissatisfaction with working conditions, the work content 
and work organization; low esteem; a marked effort-reward imbalance and 
perceived low pay (Hasselhorn et al. 2005).

8.8 Policy, regulation and interventions affecting health 
professional mobility

8.8.1 Immigration law

Immigration of health professionals to Germany is generally regulated by the 
provisions on the right of residence and work permit for foreign nationals. 
Medical doctors and other health professionals fall largely into the category of 
“qualified labour”. There is no distinct national policy on health professional 
migration. 

Non-EU citizens

Non-EU citizens wishing to take up qualified employment can obtain 
a temporarily restricted residence permit with approval by the Federal 
Employment Agency. This approval generally requires a labour market 
assessment which reviews (among other considerations) (i) whether there are 
any negative consequences for the labour market, and (ii) if access to the labour  
 
13 The ranking differs slightly according to gender and career phase.
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market is safeguarded for German and preferential non-German unemployed 
persons (such as citizens of EU Member States) (Derst 2006).

Migrants classed as “highly skilled persons” do not require Federal Employment 
Agency approval and hence no labour market assessment. This category includes 
(i) academics with exceptional professional qualifications, (ii) lecturers and 
researchers in leading positions, and (iii) specialists and executive employees 
with incomes over the contribution assessment ceiling for statutory pension 
insurance. 

Residence and work permits for foreign nursing staff from certain non-EU/
EEA countries are regulated with special procedures for recruitment. These 
involve a joint administrative procedure by the Federal Employment Agency 
and the labour administration of the country of origin. At present, Germany 
has a bilateral agreement of this type only with Croatia. 

The Immigration Act of 2005 introduced a residence permit for self-employed 
persons, which might be applicable for setting up a medical practice.  
This regulation postulates a broader economic interest or a special regional need 
for the occupation, as well as a positive impact for the economy resulting from 
that type of occupational activity. As a rule, these requirements are met with 
an investment of at least €250 000 and guaranteed creation of at least five jobs. 
In the case of setting up a medical practice, the required amount of investment 
might be reduced and the assessment made on the basis of a potential special 
regional need for medical care (Derst 2006).

Citizens from the new EU Member States

Citizens of the new EU Member States (excluding Malta and Cyprus) are 
subject to transition periods that restrict workers’ freedom of movement.  
The transitional periods for those who joined the EU in 2004 will end in April 
2011; for Bulgaria and Romania by December 2013 at the latest. Until these 
dates, these citizens need Federal Employment Agency approval (principally 
involving a labour market test) in order to take up employment. 

Since 2009, citizens of the new EU Member States who hold a university degree 
do not require a labour market assessment in order to obtain a work permit to 
exercise a profession which corresponds to their qualifications. Their family 
members are also exempt from the labour market test. Hence, medical doctors 
from the new EU Member States can freely access the German labour market 
if they meet the occupational requirements described below. 

Labour market assessment remains a prerequisite for nurses and midwives 
although the specific requirements, as well as the prospect of obtaining a 
work permit, differ from state to state. Within the framework of freedom 
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of establishment and services, nurses from the new EU Member States can 
circumvent the labour market test and provide their services in Germany by 
registering as self-employed in their country of origin. However, this requires 
proof that they have more than one client. A second possibility is to sign a 
contract with a company in their home country which is entitled to send 
personnel to Germany. A number of agencies have sprung up to offer their 
services in facilitating this process in the elderly care arena. 

Qualified workers from eastern Europe14 aged between 18 and 40 years can 
take up temporary employment in Germany through the so-called guest 
worker procedure with the involvement of the Federal Employment Agency. 
This procedure allows them to work in Germany for up to 18 months and 
is intended to enhance their professional qualifications and language skills.  
It does not require a labour market test but has to comply with certain country 
quotas (Federal Employment Agency 2007). After a year of legal employment 
in Germany, EU citizens have the right to obtain a work permit of unlimited 
duration.

Legal occupational regulations

Fulfillment of the legal occupational requirements for practising medical and 
nursing professions in Germany is a prerequisite for obtaining a residence 
permit. A medical doctor wishing to practise medicine in Germany requires 
a medical licence (Approbation) or a temporary professional authorization 
(Berufserlaubnis). The medical licence is issued by the responsible authorities 
in the federal states, following application and submission of the required 
qualification certificates. The medical licence entitles a medical doctor to 
practise medicine in hospitals, at institutes and other facilities as well as in his/
her medical practice after completion of a specialist medical training. A medical 
licence is issued when the applicant is a German or an EU citizen.

Directive 2005/36/EC (European Parliament and Council of the European 
Union 2005) regulates the mutual recognition of professional qualifications. 
The educational qualifications of medical doctors whose education started 
after the date of EU accession are recognized as fully equal. The relevant 
authorities might request further specifications (such as confirmation of 
working experience) from health professionals whose education started before 
EU accession (European Commission 2007). 

Non-EU medical doctors who are not eligible for a medical licence can apply for 
a temporary professional authorization (Berufserlaubnis) from the local health 
authority responsible for the administrative district in which they intend to 
practise. This requires applicants to certify that they have graduated as medical 

14 Albania, Bulgaria, Croatia, the Czech Republic, Estonia, Hungary, Latvia, Lithuania, Poland, Romania, the Russian 
Federation, Slovakia and Slovenia.
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doctors or have the right to practise the medical profession in their countries of 
origin. The specific requirements differ from state to state.

The authorization to practise the medical profession is issued principally for 
the purpose of further education and for a period of four years. In certain 
cases, it is possible to extend this to up to seven years. The authorization is 
restricted to a specific position and foreign medical doctors are not allowed to 
work independently in their own medical practices, only as employees under 
supervision (Yamamura 2009).

Foreign nurses require vocational qualifications that are similar to the 
corresponding levels of qualification and legal vocational regulations in 
Germany. They also require sufficient knowledge of the German language as it 
is implicitly required for medical doctors and other medical staff. 

8.8.2 Workforce planning and development

Germany lacks a comprehensive national health workforce strategy that is 
implemented in a planned and systematic manner and takes account of the 
inflows and outflows of health professionals. There is also no explicit national 
self-sufficiency policy. 

Workforce planning of health professionals follows different patterns for 
inpatient and outpatient care. SHI-authorized physicians are the major providers 
of outpatient care. Their planned numbers are determined by directives which 
classify all planning areas into one of ten groups (from large metropolitan areas 
to rural counties). These define the need for physicians per area group and per 
specialty according to the corresponding population-to-physician ratio in 1990 
(Busse & Riesberg 2004). 

The inpatient sector in Germany is characterized by a dual financing system 
– the states finance investment costs out of taxes and sickness funds or private 
insurers pay running (including personnel) costs within a system of diagnosis 
related groups, except for psychiatric care and certain defined services (Busse 
& Riesberg 2004). This dual financing leads to inadequate dual planning – the 
number of hospitals and beds is planned at state level while workforce planning 
is left to individual hospitals.

The Health Care Structure Act of 1993 introduced workforce planning for 
nurses in order to overcome the perceived shortage. The nursing time standards 
resulted in the creation of almost 21  000 new nursing positions between 
1993 and 1995. This surpassed the expectations of policy-makers, who had 
anticipated an increase of 13 000 nursing positions during that period, and,  
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therefore, nursing time standards were abolished in 1997 (Weinbrenner & 
Busse 2006).

One major reason for inadequate workforce planning in Germany is the 
country’s federal and corporatist system in which health-care goals are fixed 
and implemented within a complex set of institutional mechanisms acting 
at different levels (Box 8.2). Purchasers and providers of health services work 
within a corporate framework that includes around 200 sickness funds, 17 
regional physicians’ associations, 18 regional dentists’ associations and their 
corresponding federal associations. The corporatist nature of the system 
creates rigidities that make it difficult to introduce changes (Altenstetter & 
Busse 2005). In this highly fragmented environment, the state has only limited 
options to regulate the diverse aspects of the workforce (Weinbrenner & Busse 
 

Box 8.2  Medical and nursing training in Germany

Medical training

Medical training is a shared responsibility of the federal government, state governments 

and professional bodies. In general, the states are responsible for financing education. 

The annual intake of medical students is determined by the number of places available 

at medical schools. The annual total of accepted students for each medical school 

is based on the Physicians Approbation Ordinance (Approbationsordnung), which 

determines the scope and quality of medical training. 

The Capacity Ordinance (Kapazitätsverordnung) translates these quality requirements 

into an administratively practicable formula. The higher the quality requirements, the 

fewer student places that are available, if the resources at medical universities remain 

the same. Physicians’ organizations can indirectly influence the number of student 

places through the Physicians Approbation Ordinance, which is set by the Ministry of 

Health upon approval by the Federal Council. In 1989, the chambers of physicians 

pressed for a more detailed and complex ordinance in order to restrict the number 

of medical doctors. As a result, the intake of new students fell by 22% in the winter 

semester of 1990/1991 (Schacher 1996). 

Nursing training

Unlike medical training, nursing is not integrated in the German training system and 

is not a tertiary education. Training takes place in schools affiliated with hospitals; is 

not included in the state budget for science, research and higher education; and is 

financed by the health-care providers. For business management reasons, the number 

of nurses trained and the content of their training is often tailored to the needs of the 

specific hospital. This results in fluctuations in the annual number of trained nurses and 

discrepancies in the content of training. The number of training places fell by 30% to 

40% between 2000 and 2004 due to health reforms such as the transition to costings 

based on diagnosis related groups (Hoesch 2009). 
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2006). As an example, the government is legally restricted from regulating 
workforce planning by directly controlling the number of students in medical 
schools. This led to overproduction of physicians in the post-war period (Mable 
& Marriott 2001). 

8.8.3 Domestic interventions

National interventions to either recruit or retain health personnel are restricted. 
Recruitment or retention strategies are typically implemented at state or 
hospital level – for example, hospitals in eastern Germany are increasingly 
recruiting medical doctors from the new EU Member States. A number of 
private employment agencies specialize in recruiting health professionals from 
countries with lower salary levels. Such agencies recruit medical doctors in 
eastern Europe, predominantly for eastern German hospitals that are unable to 
recruit sufficient German medical doctors (Kopetsch 2009b). 

The shortage of health personnel in eastern Germany has forced regional 
authorities to ease the bureaucratic hurdles concerning both the work permit 
and the legal occupational regulations. The number of medical treatment centres 
(Medizinisches Versorgungszentrum) is increasing as they offer medical doctors 
the possibility of dependent employment in the outpatient sector, thereby 
circumventing the more restrictive regulations regarding self-employment of 
foreign physicians (Hoesch 2009).

In cooperation with the Otto Benecke Foundation, the state of Brandenburg 
in eastern Germany has started an initiative to retrain foreign-trained medical 
doctors who have not practised in Germany (mainly Jewish and ethnic German 
immigrants) and to prepare them for the verification of equivalency test 
(Nieland 2008). 

In addition to foreign recruitment, some hospitals in the eastern states are 
trying to attract young medical doctors with offers of extra bonuses such as 
cheap loans, low rent and mortgages (Tuffs 2003). Furthermore, policy-makers 
are increasingly looking for innovative managerial solutions to overcome the 
German system’s strong dependency on medical doctors by transferring tasks 
and responsibilities to nurses. For example, as part of the AGnES project15 in 
the sparsely populated rural areas of Mecklenburg-Western Pomerania, district 
nurses rather than medical doctors are paying home visits to elderly patients 
(Hardenberg 2008). Their tasks include taking blood samples and checking 
that patients are taking the correct medicine. This successful project is now to 
be introduced nationwide. 

15 Community-based, e-health-assisted systemic support for primary care project.
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8.8.4 Political force field of regulating and managing immigration

For many years, Germany ignored the economic necessity of opening up for 
immigration and politicians contested even the idea of Germany being officially 
designated an immigration country. From the mid 1990s, experts warned  
vigorously that the country should make efforts to attract young and highly 
qualified migrants in order to stabilize the welfare system and ensure a sufficient 
pool of qualified workers (Fellmer 2008). 

The discussion was ongoing when negotiations for the accession of the eastern 
European countries started in 1998. The immediate question was whether 
eastern European workers should be granted full freedom of movement, 
including free access to the labour markets of the old EU Member States. 
Germany insisted on restricting this freedom (Fellmer 2008). 

During the accession process, experts and the media observed with alarm 
that Germany had a shortage of medical doctors in some regions. Facing the 
same problem, the British Government took the opportunity to accept health 
professionals from the new Member States while Germany imposed transitional 
arrangements. However, as the demand for health personnel grows in some 
parts of the country and in some sectors, the migration of health professionals 
is perceived increasingly as a viable option to ensure the short- and medium-
term provision of health care in the country. 

8.9 Conclusion

Germany is affected by the international migration of health professionals in 
two ways. Firstly, a number of health professionals are leaving each year to work 
abroad. Secondly, rising numbers of foreign health professionals are working 
in the country. The mobility profile of the country shows that foreign-national 
health professionals still represent a relatively small share of the total health 
workforce in the country in comparison with other sectors of the economy, and 
overall the German health system has a relatively low dependence on foreign-
trained health professionals. However, foreign physicians are increasingly 
important for the provision of inpatient medical care in eastern Germany, as are 
foreign nurses for the provision of home care for elderly people. Rising demand 
for health personnel in certain sectors and regions of the country is likely to 
increase recruitment of foreign health professionals, at least for as long as they 
can fill gaps in the provision of health and long-term care and their incentives 
to migrate are sufficiently high. 
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Chapter 9

Oversupplying doctors 
but seeking carers: 
Italy’s demographic 

challenges and health 
professional mobility

Luigi Bertinato, Irene A Glinos, Elisa Boscolo, Leopoldo Ciato

9.1 Introduction

The distorted supply of health professionals largely determines health 
professional mobility to and from Italy. Statistics from the OECD show that 
Italy has one of the highest ratios of medical doctors in the world – 4 medical 
doctors for every 1000 citizens. This compares with the OECD average of 3 
doctors per 1000 (OECD 2008). Over-enrolment in medical studies has led to 
a surplus of medical doctors, although shortages are expected when the current 
cohort retires. In a context of oversupply, it is difficult for both foreign-trained 
and domestically trained foreign medical doctors to find stable employment 
in Italy. Consequently, medical doctors tend to leave, rather than enter, the 
country. 

The nursing profession in Italy confronts entirely different but equally severe 
problems. There is estimated to be a structural shortage of over 70 000 nurses; 
insufficient numbers graduate from nursing schools and the replacement of 
the nursing workforce is not ensured. Traditionally given by families, care of 
the elderly is increasingly provided by (often illegal) migrant workers. General 
entry requirements to the country for nurses have been eased and currently 
one in ten registered nurses is of foreign origin, suggesting that Italy has 
become dependent on foreign inflows. However, health professionals from 
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non-EU countries cannot hold permanent public sector positions and are thus 
disproportionally affected by less favourable working conditions. Recruitment 
of foreign nurses has been a necessary response to the changing needs of Italian 
society over the past five years, especially following the EU accession of eastern 
European countries in 2004 and 2007. 

It is in this context of inefficient allocation of human resources for health that 
health professional mobility in Italy will be analysed. The categories considered 
in this study are medical doctors, nurses (general care) and care workers 
(badanti). 

Data sources and limitations of the study

In June, July and August 2009, representatives of the following institutions 
were interviewed for this study: Department of Health and Social Affairs of the 
Veneto Region and the Office of Human Resources within this department; the 
Veneto branch of the National Board of Nursing (Federazione Nazionale Collegi 
Infermieri – IPASVI); Order of Medical Surgeons and Dentists (Federazione 
Nazionale Ordini Medici Chirurghi e Odontoiatri – FNOMCeO); National 
Institute of Statistics (Istituto Nazionale di Statistica); Caritas Italiana; National 
Institute for Social Security (Istituto Nationale Previdenza Sociale – INPS); 
Italian Workers Compensation Authority (Istituto Nazionale per l’Assicurazione 
contro gli Infortuni sul Lavoro; and the National Council for Economics and 
Labour (Consiglio Nazionale Economia e Lavoro). They confirmed the shortage 
or even absence of data at national level, exacerbated by the ongoing devolution 
of the public health system. 

The Italian national health system is the responsibility of the 20 regions (Chaloff 
2008). Law reforms in the 1990s paved the way for a process of political 
devolution (and fiscal federalism) aimed at investing local authorities (regions, 
provinces, municipalities and local health units) with greater authority in 
planning, funding, organizing and delivering services to citizens. In particular, 
the Legge Bassanini (Government of Italy 1997) was an important reform that 
has significantly extended the power transferred to regions via the principle 
of subsidiarity.1 Each of the 20 regional services is composed of local health 
authorities/public enterprises (unita locale socio sanitaria – ULSS) and hospital 
public enterprises (aziende ospedaliere).

The representatives of the ULSS in the Veneto Region who were surveyed2 for 
this study maintained that the presence of foreign doctors and nurses in their 

1 This aims to redefine and change the role of the public authorities in Italy and other European countries 
by redefining the relationships between central and local government (vertical direction) and among public 
and private actors (horizontal direction).
2 From February to June 2009, questionnaires were sent to all ULSS in the Veneto Region. ULSS 18, 4, 13 
and 5; Azienda Ospedaliera di Padova and Azienda Ospedaliera di Verona responded.
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institutions could only be inferred from the numbers of work permits granted. 
These permessi di lavoro are a mandatory requirement for foreign EU and non-
EU professionals seeking to work within the Italian hospital network. However, 
there is no similar system to allow identification of foreign health professionals 
working outside hospital settings.

Those seeking to work as medical doctors and dental practitioners in Italy have 
a mandatory requirement to enrol with the relevant medical association at 
provincial level. These enrolments are another necessary source of data for this 
research. However, this also highlights the need for more comprehensive and 
reliable national data on the inflows and outflows of registered medical doctors 
(general medical doctors, specialist doctors, pharmacists) and dentists.

It can be difficult to establish whether foreign medical doctors have completed 
their training in Italy or in their home countries. The largest foreign medical 
doctors’ association (Associazione Medici di Origine Straniera – AMSI) reports 
that 80% of its members have been trained in Italy (Chaloff 2008). 

The IPASVI constantly monitors the flow of nurses. Readily available data in 
the systematic reports show greater inflows of nurses from new EU accession 
countries, mainly Romania and Poland. The Italian Ministry of Health 
provides data on foreign nursing and health sector qualifications by category 
and nationality but only for certain years. 

Badanti working in the informal care sector are the most difficult category of 
foreign health professionals to measure.

Compilation of a detailed picture of trends at the national level would require 
consolidation of these data at various levels. 

9.2 Mobility profile of Italy 

The most recent estimates available show that foreign nurses have a strong 
presence in the country, making up between 9.4% and 11% of the profession 
in 2008. There is some ambiguity over the proportion of foreign medical 
doctors, with estimates varying between 1% and 4%. However, these data do 
not include the invisible foreign workforce such as undocumented providers of 
elderly care and workers in the home-care sector (such as badanti) and there are 
no reliable data on the outflows of health professionals from Italy.

Given these limitations, Italy appears to have a mixed mobility profile. It is 
predominantly a destination country with higher levels of inflows for certain 
categories of health professionals such as nurses and care assistants (both legal 
and illegal), largely due to chronic nursing shortages, which have shifted 
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attention to recruitment from abroad. By comparison, emigration mostly 
concerns medical doctors and medical/biomedical researchers. 

9.2.1 Inflows

Stock and inflows of foreign nurses

IPASVI’s systematic monitoring reports began in 2007. Before this time, 
nursing training schools were organized at regional level and each hospital ran 
its own school and managed its own personnel needs. Indeed, comprehensive 
national-level data on foreign nurses systematically recruited within the Italian 
health system through bilateral agreements between local authorities and 
universities are only available from 2008 onwards (interview with President of 
Collegio IPASVI Veneto). 

The foreign nursing stock has increased remarkably over the past years.  
The IPASVI registries included 2612 foreign nurses in 2002 and 6730 in 2005 
(2% of the workforce) (EMN 2009). By late 2008, the total number of foreign-
registered nurses had risen to 34  043, 33  364 of whom were professional 
nurses. These represented 11% of the nursing workforce and just over half were 
from EU countries. The major source countries were Romania (8497; 25% 
of foreign professional registered nurses), Poland (3557; 10.7%), Switzerland 
(2386; 7%), Germany (1877; 5.6%) and Peru (1766; 5.3%) (EMN 2009). 
Albania, France, India and Spain were the source countries of between 1100 
and 1300 nurses, each nationality representing around 3.5% of foreign stocks. 
The proportion of nurses of European origin has remained constant at 70% of 
foreign stocks since 2002 but has risen from 12% to 16% for nurses from the 
American continent (302 in 2002; 5333 in 2008) (EMN 2009). According 
to OECD (2010) data, 33 364 foreign-national nurses in 2008 represented 
9.4% of the nursing workforce. This suggests that the OECD used a larger 
nominator than that used in the EMN (2009) report. 

Inflow data vary according to the source. Foreign nurses represented 28% of 
all new IPASVI registrations (9168) in 2008 (EMN 2009). The Ministry of 
Health web site shows that 7247 holders of diplomas from non-EU countries 
or newly acceded Member States were recognized to work as nurses between 
July 2000 and February 2011.3 In 2005, the Ministry of Health recognized 
4994 foreign nursing qualifications – 3864 from non-EU countries and 1130 
from the EU and Switzerland. Foreign nurses were mostly from Romania 
(2420), Poland (1000), Peru (348), Albania (174), Serbia (155), India (127) 
and Bulgaria (121).4 At least 2597 authorizations to enter Italy were issued in 

3 The authors searched the Ministry of Health web site (http://www.salute.gov.it/professioniSanitarie/professioniSanitarie.
jsp, accessed 28 February 2011) using search term “infermiere” under “Ricerca per nome o per professione”.
4 Ministry of Health, Human Resources Directorate General 2006, cited in Chaloff 2008.

http://www.salute.gov.it/professioniSanitarie/professioniSanitarie.jsp
http://www.salute.gov.it/professioniSanitarie/professioniSanitarie.jsp
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2004 under the quota exemption for nurses, 50% of which were for nurses 
from Romania and 18% for nurses from Poland (Chaloff 2008).

The majority of foreign nurses have migrated to central and northern Italy (see 
section 9.5). 

Stock and inflows of foreign medical doctors

The actual numbers and proportions of foreign medical doctors in Italy remain 
elusive. EMN (2009) reports that 14 548 foreign-born medical doctors were 
registered with the FNOMCeO in 2008–2009,5 equivalent to around 4% of the 
medical workforce. Of these, 1276 were from Germany, 869 from Switzerland, 
851 from Greece, 752 from the Islamic Republic of Iran, 686 from France, 626 
from Venezuela, 618 from the United States, 584 from Argentina, 555 from 
Romania and 431 from Albania. In 2004, 12 527 foreign-born medical doctors 
(3.4% of the total medical workforce) were registered with the FNOMCeO 
(Chaloff 2008). OECD (2010) data show slightly more: 14  747 foreign-
national medical doctors in Italy in 2008, representing 3.7% of the medical 
workforce. 

However, these data on foreign-born medical doctors should be contrasted with the 
results of an FNOMCeO census in 2006, which showed that 3525 of its members 
held foreign nationality (1562 EU nationals) (Chaloff 2008). Further differences 
arise when comparing the data on specific countries. For example, 575 medical 
doctors born in Venezuela were registered with the professional body in 2004 but 
only 23 medical doctors of Venezuelan nationality were registered in 2006. Similar 
differences are visible for many other countries, including Argentina, Switzerland 
and the United States. This suggests that important numbers of foreign-born 
medical doctors are Italians born abroad or foreigners who have been naturalized 
after living for long periods in Italy (Chaloff 2008). If data on nationality are 
considered, the foreign share in the medical workforce falls to about 1%. Chaloff 
(2008) asserts that this is a more realistic number given the few opportunities for 
jobs and career advancement in the context of high unemployment among young 
medical doctors and budget cuts within the Italian health system. 

The only inflow data that could be retrieved concern foreign-trained medical 
doctors. The Ministry of Health web site shows that 1310 holders of foreign 
(EU and non-EU) diplomas were recognized to work as medical doctors in 
Italy between April 2001 and January 2011.6

There is significant diversity in the provenance of medical doctors but most 
foreign medical doctors practising in Italy come from countries with significant 

5 Report does not specify exact year. 
6 The authors searched the Ministry of Health web site (http://www.salute.gov.it/professioniSanitarie/professioniSanitarie.
jsp, accessed 28 February 2011) using search term “medico” under “Ricerca per nome o per professione”. 

http://www.salute.gov.it/professioniSanitarie/professioniSanitarie.jsp
http://www.salute.gov.it/professioniSanitarie/professioniSanitarie.jsp
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Italian migrant communities. Hence, they do not face the language barrier 
that other foreign-trained doctors in Italy cite as one of the biggest obstacles 
to migration. The geographical distribution of foreign medical doctors shows 
that around 50% of foreign medical doctors practise in the north, 25% in 
the central regions and around 20% in the south. The remaining 2.7% are 
registered but are temporarily practising abroad (EMN 2009).

Inflows to the home-care and elderly care sectors: the badanti phenomenon

Sociodemographic change, an ageing population and the consequent increasing 
demand for assistance for elderly people are considered to be the main factors 
influencing international health professional mobility in Italy. The demand 
for badanti is estimated to be three times higher than the demand for nurses 
(Chaloff 2008). Surveys conducted in the Veneto Region show that 5% of 
people aged over 65 in 2005 were assisted by a badante (Osservatorio Regionale 
Immigrazione 2008). 

Various sources show the importance of the foreign workforce in the home-
care and elderly care sectors, but it can be hard to establish a clear picture of 
this workforce. In 2008, the legal foreign workforce providing elderly care was 
estimated to be 500 000, 1% of the total Italian population. The Ministry of 
Labour reports that the home-care sector absorbed some 1.2 million people 
in 2007, including around 500 000 irregular workers, the vast majority being 
immigrants (Chaloff 2008). An INPS survey carried out in 2007 on a sample 
of 1003 foreign home-care workers of 66 different nationalities indicated that 
29% were from newly independent countries and 31% from eastern Europe 
(the remainder being from Asia, Latin America and Africa) (INPS 2009a). 
Unsurprisingly, women play an important role in this field in which low 
salaries and a lack of relevant experience or qualifications are common. For 
these reasons, the sector is also characterized by significant turnover with major 
outflows to the countries of origin. 

In order to quantify the number of badanti it is necessary to differentiate 
this workforce from the traditional household workers registered with the 
INPS. The INPS reports that more than 250 000 foreign nationals worked as 
domestic workers in early 2009 (INPS 2009b). Official data do not show the 
real situation although the available information helps to underline important 
aspects such as an increasing number of foreign workers since 2002. 
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9.2.2 Outflows

National, regional and local medical associations (Di Marzio 2003) indicate 
that the United Kingdom and Germany are the main destination countries of 
an important share of Italian health professionals. These are mainly medical 
doctors (general practitioners and specialists) and medical researchers, 
trained in Italy. The main reasons for these outflows are the over supply of 
these health professionals, poor career opportunities and inadequate working 
conditions in Italy, as well as increasing demand for some medical specialties 
in destination countries (at least before the recent global financial crisis). Data 
on foreign-trained medical doctors in the United Kingdom show that 1692 
new registrants with primary medical education from Italy registered with the 
General Medical Council (GMC) between 2003 and 2008 (Chapter 8). Stock 
data from Germany and France do not suggest any important immigration 
of Italian health professionals. In Germany, the number of Italian-national 
medical doctors increased from 325 in 1988 to 755 in 2008 while the number 
of Italian nurses remained constant at around 950 over the 20-year period 
(Chapter 8). In France, 566 Italian medical doctors were registered in 2007 
(Chapter 7). 

Driven by the lack of merit considerations and low salaries for health 
professionals, many Italian doctors have responded to the increasing demand 
for general practitioners in the United Kingdom since 2000. Reports indicate 
that psychiatrists and paediatric neuropsychiatrists were the Italian medical 
specialists most in demand in the United Kingdom (DoctorNews 2007). 

The British press has highlighted the growing phenomenon of Italian general 
practitioners moving to the United Kingdom for brief periods in order to 
cover local shortages, even in emergencies. There are reports of Italian general 
practitioners taking a weekend’s leave of absence to collaborate with a local 
health authority in exchange for substantial payments, especially in underserved 
areas such as the Scottish highlands, remote Welsh mountain villages and some 
densely populated urban areas (Camber 2010, Macrae & Pisa 2007). However, 
data on this phenomenon are anecdotal. 

The wages and working conditions of nurses have deteriorated in Italy since the 
mid 1990s. Although there is no evidence of systematic recruitment by other 
countries, recent data confirm the increasing outflow of qualified Italian nurses 
to countries that offer better salaries and more stable career opportunities 
(Chaloff 2008).

A number of information gaps should be kept in mind when examining 
outflows. Generally, these data need to be analysed very carefully. First, medical 
doctors and dentists working abroad can be commuters (from South Tyrol to 
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Austria; or from Piedmont/Liguria Regions to France) living in Italy, rather 
than migrants. Second, data on Italian medical doctors and dentists with a 
foreign official address are not fully reliable in comparison with the data on 
doctors and dentists living in Italy. Legal addresses can be used purely for fiscal 
reasons and in such cases do not indicate the true home addresses. 

9.3 Vignettes on health professional mobility

In October 2009, the authors interviewed the President of Collegio IPASVI; 
an employment agency for badanti in the Veneto Region and ULSS no. 5 
concerning nurses, badanti and medical doctors, respectively. These vignettes 
are all real-life experiences as reported by these interviewees.

Italian nurse working abroad

This 24 year old Italian registered nurse graduated in 2005. After a year working in a 

residential care home, she moved to Ireland to “improve her language competence and 

to gain more skills and experience in her profession”. In order to enrol with the nursing 

board, she was required to present her degree as well as a formal declaration from 

IPASVI confirming her participation in postgraduate nursing training activities. She has 

not decided whether she will remain in Ireland. 

Romanian nurse working in Italy

Arriving in Italy in 2009, this 42-year-old Romanian nurse is currently working on the 

wards and in the operating theatre. Having gained recognition of her qualifications and 

nursing diploma, she enrolled in IPASVI. She migrated because she can earn more than 

in her home country and the economic stability she has in Italy helps her to take care of 

her husband and daughter in Romania. 

Moldovan working as bandante

Valentina is a 54-year-old, Moldovan badante. She graduated as a physiotherapist 

in a university in her home country and worked as an official sports physiotherapist 

for the Olympic gymnastics team of the USSR. Following the dissolution of the 

USSR and the death of her husband, she lost her job and had no means of looking 

after her two children. An unofficial contact (newspaper advert) put her in touch 

with Italian families looking for home help for elderly residents in north-east Italy. 

She initially travelled to Italy by bus on a tourist visa but obtained a work permit as 

a result of the 2002 regularization. She now works 40 hours per week as a live-in 

home help for an 86-year-old woman in Padua. 
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Foreign-born doctor settled in Italy

Dr MW arrived in Italy in 1996 as a postgraduate medical researcher specializing 

in arterial hypertension. Having obtained a PhD at the Medical University of 

Gdansk, he had been invited to work as part of an équipe at the Department of 

Clinical Medicine at the University of Padua. This was facilitated through a bilateral 

agreement between the two medical faculties. In 2000, a grant from the American 

Medical Association enabled him to conduct two years of specialist research in 

hypertension at the University of Michigan in Ann Arbor. He has since married 

an Italian national, also a medical doctor. He is now 39 years old and works as a 

consultant medical doctor in various departments of the Veneto Region’s hospital 

network. He also undertakes consultancy work in the private sector.

9.4 Impacts on the Italian health system

Foreign nurses and badanti bring extra capacity but such migration flows have 
only a partial impact on Italy’s health system and on the shortage of nursing staff 
in hospital settings (EMN 2009). However, the composition of nursing staff in 
some hospitals suggests dependency on the foreign workforce (see section 9.5). 
Moreover, the significant (if uncertain) numbers of both legal and unofficial 
carers clearly indicate that the Italian system is dependent on migrants for the 
provision of home and elderly care.

Data indicate shortages of specialists in radiology, anaesthetics, paediatrics and 
emergency medicine (Chaloff 2008). For instance, the Italian press recently 
reported the high demand for psychiatrists and child psychiatrists in the United 
Kingdom and the resulting large outflows from Italy in the past four years 
(DoctorNews 2007).

9.5. Relevance of cross-border health professional mobility

9.5.1 Demography and ageing 

Population forecasts suggest that people over 65 could form up to 26% of 
the total population by 2025 (undated information; Regione del Veneto 
2008). Demographic ageing and ageing of the health workforce contribute 
to the declining number of Italians entering the labour force, the increasing 
demand for health care and the difficulties of finding a health workforce that 
is sufficient for one of the greyest populations in the world. The Italian system 
has not adapted to meet the growing need for elderly care and, in the absence 
of appropriate measures (Chaloff 2008), the IPASVI considers the national 
nursing shortage to be at least 71  000 nurses (EMN 2009). The situation 
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appears to be worsening – an estimated 13 400 nurses were due to retire from 
the system in 2010 (Silvestro 2010) but only 8500 graduated with a nursing 
degree in the 2008–2009 academic year (Binello 2010).

The chronic shortage of nurses has shifted attention to recruitment from abroad, 
although this is hampered by high levels of bureaucracy and the lack of stability 
and career advancement within the public sector. There is a sharp contrast 
between the highly regulated nursing sector and the growing and diverse group 
of foreign badanti who generally work illegally but constitute a convenient and 
relatively affordable alternative to care homes or hospitalization. Definition 
of this workforce is further complicated by the multiplication of job titles in 
recent years including assistenti socio sanitari (ASS) and operatori socio sanitari 
(OSS) (Chaloff 2008).

In the Veneto region, the high prevalence of mononuclear families, decreasing 
birth rates, financial opportunities and the widespread ageing population have 
particularly contributed to increase the need for badanti. The majority of 
immigrants in this region work as badanti and represent the only alternative to 
hospitalization. This phenomenon is a consequence of many factors, including 
the lack of residential homes for the elderly, the need for budget cutting and 
the psychological benefits gained when older people remain in their own 
environments. These have pushed many families towards the alternative private 
solution in the Veneto Region. 

9.5.2 Regional variations

Nurse shortages are most severe in southern Italy – 5.7 nurses per 1000 
population in comparison to the OECD average of 9 per 1000 in 2005 (OECD 
2008). However, foreign health professionals are mainly present in the north. 
In 2008, there were 34 000 foreign nurses in Italy – 56% in the north, 25% 
in central Italy and just 11% in the south. Lombardy has a high concentration 
of private clinics that can hire foreign staff directly, and one in three nurses is 
foreign. The proportion of foreign new nurses registering in Turin Province rose 
from 14.5% in 2000 to 41% in 2007. This amounted to 2869 foreign nurses 
on the regional IPASVI register, 37% of whom were from non-EU countries 
(EMN 2009). Foreign nurses constitute up to 60% of the nursing staff in 
certain large hospitals in Turin. In the Trieste Maggiore Hospital on Italy’s 
eastern border, 10% of nurses are foreign and come mainly from neighbouring 
Slovenia and other countries of the former Yugoslavia (Mellina et al. 2006).

9.5.3 Public versus private sector

There is greatest demand for foreign qualified nurses in private clinics, 
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residential homes and institutes for people with disabilities or in need of 
support (Mellina et al. 2006). Nurses are free to choose whether to work in 
the public or the private sector but access to the public sector depends on 
the successful completion of highly competitive state examinations. This is not 
required in the private sector, which, therefore, can be more flexible in response 
to its greater demand for nurses.

9.5.4 Medical studies 

Italy faced over-enrolment of medical students from the 1970s to the early 
1990s and the number of doctors increased by 40% between 1984 and 
1994. A numerus clausus was introduced to cap this growth and the number 
of doctors rose by only 5.4% between 1994 and 1999 (Chaloff 2008). The 
number of students enrolling reduced from 17 000 in 1980 to 5623 in 2006 
(Chaloff 2008). Ministerial decrees set the total number of specialist doctors 
to be trained at 8848 in the 2009–2010 academic year (Ministry of Health 
2010) and limited the number of graduate posts in medicine and surgery to 
9527 in 2010–2011 (Ministry of Education, Universities and Research 2010).  
The Ministry of Health sets the numbers of training posts for each specialization 
and the Ministry of Education defines the total number and distribution of 
posts at Italian universities. Medicine has low attrition rates in comparison 
with other studies, with around 90% of enrolled students going on to graduate 
(Chaloff 2008). 

9.5.5 Nursing studies and shortages 

Students must complete three years of university education in order to obtain 
a degree in nursing. Nurses can practise in public and private hospitals and in 
rehabilitative settings, as employees or self-employed (EMN 2009). Enrolment 
numbers for nursing students increased from 10 700 in 2003 to 13 000 in 
2006, and 9200 students graduated in 2006 (Chaloff 2008). Yet the demand 
for nursing training continues to exceed the supply of university places.  
There were 30 000 requests for a total of 14 849 student places in the 2008–2009 
academic year, 28% of which were from foreign students (Binello 2010). There 
are also regional disparities in the distribution of these places: proportional to 
the population, fewer posts are allocated in the south (IPASVI 2005).

9.6 Factors influencing health professional mobility

In 2006, the Institute for Professional Training Veneto conducted a survey 
of women from the Republic of Moldova. This study revealed that the main 
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factors prompting migration of this workforce are generally linked to political 
instability, high rates of unemployment and poverty in the home countries. In 
most cases, these women had lost their jobs as a consequence of the dismantling 
of the public welfare system and had chosen to move to the Veneto Region 
to look for better living conditions and to fund their children’s education 
(Osservatorio Regionale Immigrazione 2008).

The main obstacles that face foreign medical doctors moving to Italy include 
the risk of unemployment and job insecurity (both of which also encourage 
Italian medical doctors to emigrate), language barriers and a slow recognition 
process for non-EU medical degrees. While the Ministry of Health certifies 
degrees within a year of a complete application being filed, it can take five 
years to compile the necessary documentation (Chaloff 2008). In a context of 
oversupply, there may also be a certain resistance to integrating foreign medical 
doctors in the health sector. 

Factors influencing the brain drain of medical researchers include underfunding 
of research, poor career prospects, the absence of a meritocracy and inadequate 
infrastructures in some Italian universities. Moreover, the Italian public sector 
does not offer good job opportunities and staff budgets allocated to the 183 
local health authorities were cut by 2% between 2004 and 2007 (Chaloff 2008). 
This has contributed to prospects that are already unpromising and thus to the 
outflow of medical doctors. The President of the FNOMCeO has suggested 
that part of the problem is the poor linkage between universities and the labour 
market, which means that medical doctors are often in their mid 30s before 
they start working (with precarious contracts). The President of the Italian 
Society of Psychiatry (Società Italiana Psichiatria) has cited “ridiculous salaries” 
and punishing working conditions as reasons why young specialists leave the 
country (DoctorNews 2007). Indeed, the salaries of medical doctors in Italy are 
far from competitive with the remuneration levels in the international labour 
market.

9.7. Policy, regulation and interventions 

9.7.1 Entry requirements

The Ministry of Health is the competent authority which issues certificates of 
conformity and CGSs at the request of an Italian-trained health professional’s 
intended destination country. It also carries responsibility for recognizing the 
diplomas of foreign-trained health professionals, with recognition procedures 
differing according to profession, nationality and the country in which the 
qualifications were obtained. The Ministry of Health (2011) presents 14 distinct 
procedures. Generally, EU citizens who have qualified as medical doctors, 
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medical specialists, nurses or pharmacists in an EU country are required to 
produce: 

•	 a copy of the valid identity document;

•	 a copy of the relevant degree;

•	 a copy of the authorization to exercise the health profession (where 
applicable);

•	 an original certificate of conformity as stipulated by the relevant EU 
legislation on the mutual recognition of diplomas, issued by the competent 
authority of the country in which the degree was obtained;

•	 an original certificate of good standing, dated no more than three months 
prior to submission of the recognition request.

Nurses are moreover required to submit documentation proving any 
postgraduate professional experience, as well as any additional specializations. 
The instructions for nurses include a reminder that Italian law forbids the 
exercise of a health profession prior to diploma recognition. 

Third-country nationals who have obtained their diploma in an EU country or 
applicants who have qualified in a non-EU country (regardless of nationality) 
must also provide:

•	 a copy of the study programme for which recognition is requested, detailing 
the courses, years of study, accumulated hours (both theoretical and 
practical) and disciplines covered;

•	 an original declaration from the Italian diplomatic or consular authority in 
the country of qualification, testifying: 

–  that the diploma is granted by the competent authority of the country; 

–  that the access requirements for the study were fulfilled (basic schooling);

–  that the qualification enables the exercise of the relevant health profession 
in the country where obtained;

–  the number of years of the undergraduate degree;

–  the authenticity of the signature on the diploma and the compliance of 
the diploma itself; 

–  the professional activities that the diploma gives the right to exercise in 
the issuing country;

•	 certificate of the absence of any penal or professional impediments to the 
exercise of the relevant profession, issued by country of origin and/or the 
country of residence;
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•	 certificate detailing any professional activities performed in the country of 
origin and/or the country of residence after obtaining the qualification in 
question.

Third-country nationals who obtain their diplomas in an EU country must also 
submit the original certificate of conformity issued by the competent authority 
of the country in which the degree was obtained. When a diploma has already 
been recognized by another EU Member State, all relevant documentation 
must also be submitted (Ministry of Health 2011). 

Foreign health professionals wishing to exercise a health profession legally in 
Italy must also register with the relevant professional order and pass a written 
and oral Italian language examination (EMN 2009). 

9.7.2 Migration policy

Foreign citizens are allowed to enter Italy for tourism, study and work purposes 
or for family reunions. A labour migration policy allows foreign (non-EU) 
workers with employment to enter the country, subject to annual quotas set by 
the Flux decree at ministerial level (EMN 2009). Following the EU accessions 
in 2004 and 2007, entry regulations for foreign health professionals from a 
number of the eastern European Member States have been eased.

The regulations7 that enable third-country nationals to reside and work as 
health professionals in Italy also allow non-EU citizens to become members of 
professional orders, granting an exemption from the requirement of citizenship. 
The Ministry of Health’s circular of 12 April 2000 defines the procedures for 
the recognition of health professional qualifications obtained outside the EU 
and the procedures for obtaining authorization to practise these professions 
(Mellina et al. 2006). 

Nationality is an important determinant of the employment perspectives 
of foreign health professionals. Only Italian and EU citizens can take part 
in public competitions for positions in public institutions; therefore, third-
country nationals are left with the less favourable options of employment on 
shorter-term contracts (for example, recruited by cooperatives or interim work 
agencies) or of working in the private sector (Chaloff 2008, EMN 2009). 
This situation applies particularly to foreign nurses and carers. However, this 
discrimination based on nationality has been challenged on various occasions. 
In 2001, a regional administrative court (TAR) ruled in favour of a Moroccan 
nurse who had graduated in Italy but was excluded from a competition in 
Liguria. More recently, courts such as the Tribunal of Milan (n.2454 of 27 

7 Legislative Decree 286/98 – Consolidation Act on Immigration Regulations (Testo unico delle disposizioni 
sull’immigrazione) and Presidential Decree 394/99 – Implementation Regulations (Regolamento di attuazione).



257Oversupplying doctors but seeking carers: Italy

May 2008) and the Tribunal of Genoa (n.3749 of 3 June 2007) have ruled 
in favour of opening permanent employment positions in Italian hospitals to 
third-country nationals (EMN 2009). 

Driven by the critical nursing shortage, Article 27 of the 2002 migration 
framework law, known as the Legge Bossi-Fini (Government of Italy 2002), 
introduced permanent exemptions from the annual quotas for entry to the 
Italian labour market for nurses. Overall ceilings on the numbers of foreign 
nurses were virtually abandoned with effect from 1 May 2004. Moreover, the 
requirement for non-EU nurses entering the country to work as nurses persists 
also after the first renewal of their work permit (Chaloff 2008). 

The status of many home-care assistants has been regularized following recent 
EU enlargements, particularly the accession of Romania, Bulgaria and Poland. 
This has provided more opportunities for families to hire badante from abroad 
legally and many local authorities are working to integrate this spontaneous 
private care within their systems of elderly care through skill upgrades and 
support (Chaloff 2008).

The programme that defined immigration policy for 2004–2006 (Presidency 
of the Council of Ministers 2005) and included a dedicated section on the 
medical professions (EMN 2009, Mellina et al. 2006) appears to be an isolated 
case. No other documentation was found on Italy’s current migration policies 
relevant to the health professions.

9.7.3 Bilateral agreements

This section focuses on examples of regional and local agreements concerning 
education and capacity building within the health professions. Indeed, an 
increasing number of regions have agreed bilateral programmes with foreign 
nursing institutes in order to guarantee the recruitment of qualified professionals. 
Distance learning is a particular area of collaboration that has been growing 
recently. For example, SkyNurse is an experimental project involving 180 
candidates in a 14-month training programme that includes three months of 
distance learning between classrooms in Padua and the partners’ institutes in 
Bucharest and Pitesti. The final training is organized in the Veneto Region. This 
programme is especially designed to guarantee the language and technical skills 
required for future enrolment in Italy (Chaloff 2008).

The Cluj nursing programme is another good example of cooperation 
concerning the health workforce. With the support of Parma Province and the 
Parma Nursing College, this has added training modules covering especially 
the Italian language and Italian health regulations and professional standards. 
The Veneto Region and Timis County in Romania have established a similar 



258 Health Professional Mobility and Health Systems

cooperation agreement that has organized nursing degree courses in Romania 
since 2002 and developed distance learning modules in conjunction with the 
University of Padua – 42 Romanians received nursing degrees at this university 
in 2006 (Chaloff 2008). 

Additionally, an agreement signed on 22 March 2006 authorized an Italian 
doctor from Treviso Public Health Authority to be sent to Timisoara (Romania) 
in order to serve the Italian community, which contains many Venetian 
entrepreneurs who live part- or full-time in Timis (Chaloff 2008). 

9.8 Conclusion

Whether at provincial, regional or national level, it remains a challenge for 
Italian institutions to obtain reliable data on health professional mobility.  
The data that are available indicate that Italy is mainly a destination country 
that imports health professionals to alleviate structural shortages in certain 
areas. To a lesser degree, it is also a source country – exporting supernumerary 
health professionals. The proportion of the nursing workforce that is of foreign 
origin has risen from 2% in 2005 to 10% today and the home-care sector 
relies heavily on mainly undocumented, informal carers who provide services 
for older people and people with disabilities. The most important inflows of 
professional nurses migrate from the new EU accession countries, in particular 
Romania and Poland. With demographic changes, the need for nurses and 
carers is only likely to continue to increase. 

Outflows of medical doctors are probably negligible, although there is a need 
for reliable data on general practitioners practising abroad for limited periods as 
the phenomenon may be expanding. Unemployment and job insecurity among 
medical doctors make Italy unattractive for both foreign-trained and domestic 
medical doctors. Medical researchers and prospective and qualified specialists 
are migrating particularly to the United Kingdom and the United States. These 
outflows are outnumbering inflows due to an oversupply of medical specialists 
in Italy and/or a lack of funding for biomedical research at university level. 

The growing phenomenon of recruitment of foreign health professionals 
(predominantly nurses) through bilateral programmes with foreign training 
institutes can be seen as part of a new response to changing mobility in a changing 
Europe. So far, private employers have adjusted more quickly to new requirements 
than the public sector. Recruitment of foreign health professionals is an opportunity 
for individuals/countries to develop skills, experience and knowledge and to add 
value to the professions. However, if Italy is to benefit from such opportunities, 
there is a need to adapt health workforce planning and migration policies to take 
account of the realities of its system and the population’s needs. 
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10.1 Introduction

Health professional inflows and outflows have increased substantially in Spain 
since the late 1990s. Market forces have made the country a corridor for health 
professional mobility between Latin America and Europe – doctors from 
Latin America have responded to shortages by immigrating to work as general 
medical doctors and train as specialists. In turn, Spanish doctors and nurses have 
been leaving for other EU countries, presumably attracted by better working 
conditions. However, outflows have been declining since the mid 2000s and there 
are indications that Spanish health professionals are now returning. 

Recent estimates highlight the importance of foreign1 inflows for the health 
workforce and it can be argued that Spain shows some degree of dependency 
on immigration. Significant and increasing numbers of foreign doctors arrive 
to take up specialist residencies and some 26 700 foreign degrees in general 
medicine were recognized between 2003 and 2008, principally from Latin 
America. In 2007, the authorities recognized 5383 foreign degrees in general 
medicine; 40% more than the number of medical graduates from Spanish 
universities (3841). The nursing, dentistry and pharmacy professions also show 
significant proportions of foreign inflows.  

1 Foreign refers to nationality unless otherwise specified. See also definitions in the Annex.
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Spain has a population of 46.2 million and is divided into 17 autonomous 
communities that bear full responsibility for organizing and managing health 
care. Foreign health professionals in the public sector are employed by the 
autonomous communities but are licensed to practice by central government.

Limitations of the study

Data on licensing refer to the “authorization to engage in the practice of a 
profession” (Dussault et al. 2009). The central government is responsible for 
recognizing diplomas to practise in Spain. Registration data from the professional 
councils (Colegios) is another source of information on the stock of professionals 
and the National Statistics Institute (Instituto Nacional de Estadística – INE) 
reports data by sex and age (except for dentists, whose council provides data 
only by sex), distinguishing between retired and active professionals. However, 
professionals in the public sector are not required to register with professional 
councils and a doctor’s registration reports only the basic medical degree, not 
specialty degrees. While not all Spanish doctors are registered, practically all 
recognized foreign doctors register as soon as possible for reasons of social 
prestige and professional credibility. Therefore, the numbers of foreign doctors 
may be overrepresented. Registration figures for dentists and nurses are more 
complete – almost all dentists are in private practice and, therefore, registered; 
and a strong sense of professional identity encourages nurses to register in great 
numbers. 

Data on practising doctors come from several sources. Health professionals 
entering Spain can be quantified from two sources of microdata, both 
compiled by the INE. The Economically Active Population Survey (Enouesta 
de Población Activa – EAPS) is a quarterly survey of households with the main 
objective to obtain data on the labour force. It allows comparison of data on 
foreign-origin health professionals and all health professionals. The National 
Immigrant Survey (Encuesta Nacional de Inmigrantes – NIS) 2007 (INE 
2007) provides information on the social and demographic characteristics of 
persons born abroad2 and in relation to the establishment and significance 
of the composition of the family group in migratory decisions and strategies. 
The main sources of data and their limitations are shown in the Annex (Table 
10.13).

There are no official registers on the emigration of any categories of Spanish 
health professionals. 

2 NIS defines foreign as an immigrant – anyone born outside Spain who was 16 years or over at the time of the survey and 
had been residing in Spain for more than one year or had the intention to do so.
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10.2 Mobility profile of Spain 

Health professional traffic in Spain is two way (Dumont & Zurn 2007, 
González López-Valcárcel & Barber Pérez 2007, 2009). Increasing numbers of 
Latin American doctors and nurses are immigrating and some Spanish doctors 
(generalists and specialists) and nurses are emigrating to work in other EU 
countries. However, emigration has been declining since 2003 when shortages 
began to appear (see section 10.5). This section will show that Spain acts as a 
corridor between Latin America and Europe, a situation that has evolved in the 
absence of a well-defined government immigration policy.

10.2.1 Medical doctors

Using data from 2001 and birthplace as a criterion, Dumont and Zurn (2007) 
reported that 7.5% of doctors working in Spain were foreigners. Conversely, 
8530 Spanish doctors were registered in other countries – equivalent to 5.9% 
of all practising doctors in Spain. Of these, 3960 were practising in the EU and 
most of the rest were practising in the United States. In the mid 2000s, Spain 
ranked 13th in Europe in terms of the percentage of foreign-born medical 
doctors (Garcia-Pérez et al. 2007). Recent estimates of foreign inflows, foreign 
medical doctor stocks and numbers with emigration intentions as proportions 
of total medical stock highlight Spain’s importance as a destination for foreign 
medical doctors and for returning Spanish medical doctors. 

Inflows

Each region of Spain has a medical council but most do not report whether 
their members hold foreign diplomas and/or nationality. Their umbrella 
organization, the Organization of Medical Colleges (Organización Médica 
Colegial – OMC), estimates that in 2007 about 12.5% of the 203 305 doctors 
registered were of foreign origin. Table 10.1 shows the stocks of foreign doctors 
within all doctors registered in each autonomous community. The percentage 
of foreigners varies from 0.2% in the Basque Country to 14.2% in the Canary 
Islands and 15.4% in the Balearic Islands. 

Between 1998 and 2002, 4318 degrees in general medicine (licenciaturas) 
from countries outside the EU were recognized (Table 10.2), most from Latin 
America. Between 2003 and 2008, the number jumped almost six fold to 
24 330. In recent years, regional health services have compensated for shortages 
of doctors in some specialties by hiring non-EU medical doctors whose specialty 
degrees have not yet been recognized by the Ministry of Education (del Burgo 
2009). The OMC (2009) estimates that between 10 000 and 12 000 medical 
doctors are working in Spain under these irregular conditions. In 2007, 5383 
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Table 10.1  Registered doctors (stock) in autonomous regions in Spain, 2007

Autonomous regions Foreign doctors
          No.                    %

Total registered 
doctors

Andaluciaa 857 2.7 31 592

Aragonb 156 2.0   7667

Balearic Islandsc 697    15.4   4526

Basque Countryd 24 0.2 10 921

Canary Islandse  1148    14.2   8060

Catalonia (Barcelona only)f  3454    12.4 27 883

Extremadurag 118 1.5   7568

Galicia (2008)h 584 5.8 10 068

Madrid (2008)i   1872 5.6 33 185

Valencian Community (Alicante only)j 564 8.8   6347

Sources: a Medical Council of Andalucia 2009; b Medical Council of Huesca 2009, Medical Council of Saragossa 2009, 
Medical Council of Teruel 2009; c Medical Council of Metges, Balearic Islands 2009; d Medical Council of Gipuzkoa 
2009; e Medical Council of Santa Cruz 2009, Medical Council of Las Palmas, 2009; f Medical Council of Metges, 
Barcelona 2009; g Medical Council of Cáceres 2009, Medical Council of Badajoz 2009; h elCorreoGallego.es 2009; 
i Medical Council of Madrid 2009; j Medical Council of Valencia 2009. 
Note: No data available for Asturias, Cantabria, Castile la Mancha, Castile and Leon, Murcia, Navarre, La Rioja.

Table 10.2  Foreign degrees in general medicine recognized in Spain, 1998–2008

Year  Non-EU 
countries 

EU countries 
(recognition under 

EU directive)

Total Percentage of all  
diplomas delivered  

in Spain 

1998 674 213 887 18

1999 715 227 942 22

2000 763 260 1023 24

2001 1342 203 1545 38

2002 824 211 1035 25

2003 3352 257 3609 90

2004 2629 240 2869 65

2005 2614 343 2957 69

2006 3218 408 3626 93

2007 4811 564 5375 140

2008 7706 576 8282 213

Sources: INE 2009a, Ministry of Education 2002–2008. 
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(4811 from outside the EU) degrees in general medicine were recognized; 40% 
more than the number of medical graduates in Spanish universities (3841). 
The number of degrees recognized through European Directive 2005/36/EC 
(European Parliament and Council of the European Union 2005) averaged 230 
per year between 1998 and 2004, but the trend has been upward since then.

Far fewer medical specialty degrees are recognized – 702 in 2007, the equivalent 
of 13% of the specialist medical resident (médico interno residente – MIR) slots 
for that year. The trend has been increasing but is much less striking than that 
for general medicine – 1154 specialty degrees were recognized in 1998–2002, 
2633 in 2003–2007.

The INE (2009b) reports that 75% of foreign doctors and dentists in Spain in 
2007 came from Latin America. Of these, 45% arrived between 1995 and 2002 
and 19% between 2003 and 2007. 

Outflows 

Within the EU, most migrating Spanish doctors go to Portugal (Dumont & 
Zurn 2007), France and the United Kingdom. The Association of Spanish 
Health Professionals in Portugal (Associação de Profissionais da Saúde Espanhóis 
em Portugal – APSEP) estimates that 1870 doctors from Spain were working 
in Portugal in 2008, most in the public health system. A considerable number 
of Spanish doctors continue to live in Spain while working in Portugal. APSEP 
notes a trend towards returning to Spain that began in 2008 (Periodista Digital 
2008). Returnees are attracted by a Spanish labour market that moved from a 
surplus to a shortage of doctors in the mid 2000s.

Spanish doctors who want to work in other countries must obtain a certificate 
from the OMC. The number of certificates issued is an indication of intention 
to work outside Spain. There were 650 certificate requests in 2007, only 0.34% 
of all practising registered doctors. A total of 6194 medical doctors requested 
certificates in 2000–2007, the equivalent of 0.32% of the active doctors 
registered in 2007 (OMC 2008). 

Furthermore, between 2002 and 2007, the Ministry of Education recognized 
far fewer general medicine and specialty degrees than the number of certificates 
issued by the OMC. There is a noticeable decline after 2004. Between 2002 
and 2007, the Ministry of Education recognized 507 specialty degrees but 
more than twice that number of general medicine decrees (1236).
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10.2.2 Nurses

Inflows

The EAPS shows that only around 1% of nurses working in Spain are foreign 
nationals, half of whom come from Latin America (Table 10.3) (INE 2004–
2008). Combined EAPS data for 2004–2008 by zone of origin shows that 39% 
of nurses came from the EU, 18% from Andean countries, 30% from other 
countries in Latin America, 10% from Africa and 3% from the rest of the world. 
Spanish and foreign-national nurses have similar age profiles with the average 
around 40 years (INE 2004–2008). The inflows of Latin American nurses have 
increased since 2000, but outflows of Spanish nurses to EU countries peaked 
in 2002–2003 and have been declining since. The large fall in 2007 could be 
due to sampling errors, as the EAPS is a small sample of the full population of 
nurses. 

There has been an upward trend in nurse inflows (Fig. 10.1). Recognized or 
homologated foreign nursing degrees represented the equivalent of 20% of new 
nursing graduates in 2007, up from 3% in 2002. Ministry of Education data 
(Periodista Digital 2008) show that the diplomas of a total of 1195 nurses and 
midwives from the EU were recognized for practise in Spain in 2002–2007. 
Of these, 23% came from the United Kingdom (280 nurses and midwives, 
including the largest number of foreign European midwives); 20% (237) from 
Germany; and 18% from Portugal (221 – including 195 in 2007 alone).

Outflows

The number of Spanish nurses who validated their degrees to work in the EU 
increased sharply in 2002 (1621 for the year, equivalent to 19% of that year’s 
nursing school graduates). However, the increase in internal demand has led 
numbers to decline sharply since 2003 (Fig. 10.1), falling to 275 or only 3% of 
nursing graduate numbers in 2007. The same trend was observed for medical 
doctors (see section 10.2.1). According to APSEP, about 1500 Spanish nurses 
were working in Portugal in 2007, many living in Spain and commuting daily 
(Policlínica Miramar 2007).

Table 10.3  Registered nurses (stock) working in Spain, 2004–2008

2004 2005 2006 2007 2008

Nurses working in Spain, registered 
with Council of Nursesa 192 562 200 203 210 045 216 238 223 655

Foreign nurses (%)b 3 184
(1.7)

3 279
(1.6)

2 477
(1.2)

1 251
(0.6)

2 295
(1.0)

Sources: a CGE 2009, b EAPS unpublished data 2009. 
Note: Foreign includes foreign nationals and holders of dual citizenship (Spanish/foreign).
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Source: Ministry of Education and Science 2005, 2006a, 2006b, 2007a, 2007b, 2009. 

10.2.3 Dentists

The number of registered dentists has increased threefold in Spain, from 7471 
in 1988 to 24 515 in 2007: 1 for every 1917 inhabitants (INE 2007). There 
are significant proportions of foreign dentists in tourist areas. Before 1995, all 
dentists were medical doctors and the number of medical graduates far exceeded 
demand. This precipitated a market solution to a serious planning failure – an 
exodus of Spanish doctors in the 1980s, migrating to study dentistry in Latin 
America and then returning to practise. This explains why 18% of dentists 
registered in Valencia in 2007 held foreign degrees (ICOEV 2007a). 

Professional associations anticipated that overwhelming numbers of dentists 
would immigrate from the 2004 and 2007 accession countries (ICOEV 2007b). 
Yet only a small number of degrees from these countries were recognized in 
Spain in 2005–2007. Between 2002 and 2007, a total of 2145 dentists with 
foreign diplomas obtained recognitions to practise in Spain (Periodista Digital 
2008) (Table 10.4). 

Information provided by the dental councils of Madrid, Catalonia and Valencia 
indicates that about 20% of dentists are foreign nationals with foreign degrees. 
Percentages are higher in tourist areas such as Las Palmas, where 34% of 

Fig. 10.1  Nursing degrees homologated or recognized in Spain, 2002–2007
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registered dentists are foreign nationals: 55% from Latin America and the rest 
from Europe (INE 2007). In 2004, 34.5% of registered dentists in Catalonia 
had obtained their degrees outside Spain but were not necessarily foreign 
nationals (Table 10.4).

There is a positive balance between dentists with foreign degrees who 
are licensed to practise in Spain and Spanish dentists who have obtained 
recognition to practice in another EU Member State (Table 10.5). In 2007, 
303 dental diplomas from outside the EU and 118 European dental degrees 
were recognized. These 421 dentists were the equivalent of 37% of Spanish 
dental school graduates that year. The main sources were countries in Latin 
America and the EU. 

The United Kingdom was the main destination for Spanish dentists, following 
the signing of a bilateral agreement in 2001 (see section 10.7). The ratio 
between inflows and outflows (intentions) is in the order of 3:1 (Table 10.5).

Table 10.4  Nationality of dentists and origin of dental degree, 1998 and 2007

Year and place of practice 1998 (Catalonia)a 2007 (Madrid and Valencia)b

Spanish with Spanish degree 69%
80.4%

Spanish with foreign degree 18%

Foreign with foreign degree 13% 19.6%

Sources: a COEC 1997, b COEM 2007, ICOEV 2007a.

Table 10.5  Inflows and outflows of dentists in Spain, 2002–2007

 2002 2003 2004 2005 2006 2007

Dentists newly registered 785 713 1050 1095 1150 1215

A: Non-EU degrees recognized 162 150 269 318 259 303

B: EEA degrees recognized 114 107 124 116 105 118

C: Total foreign inflows (A + B) 276 257 393 434 364 421

D: Spanish degrees recognized for 
practise in EU (outflow intentions) 25 115 112 177 160 125

Inflow/outflow (intentions) (C/D) 11.0 2.2 3.5 2.5 2.3 3.4

E: Spanish dental school graduates 1059 954 1138 1111 1072 1138

Total foreign inflows as proportion of 
Spanish graduates (C/E × 100) (%)

26.1 26.9 34.5 39.1 34.0 37.0

Sources: INE 2007, Ministry of Education and Science 2005, 2006a, 2006b, 2007a, 2007b, 2009. 
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10.2.4 Pharmacists

Pharmacist inflows are smaller than those of doctors, nurses and dentists. Of 
the 247 foreign pharmacists whose degrees were recognized in 2007, 89% (220) 
came from countries outside the EEA (Periodista Digital 2008, Policlínica 
Miramar 2007). In the same year, 242 Spaniards obtained degree validations for 
use in Europe (the equivalent of 10.7% of Spanish pharmacy school graduates 
for the year) (Table 10.6). There is no risk of a shortage; rather the risk of 
unemployment is pushing some professionals (both foreign and nationals) to 
look for work elsewhere (Meneu 2006).

10.3 Vignettes on health professional mobility

Spanish doctor commuting between Spain and Portugal

Dr G lives in Galicia near the Portuguese border, his children attend school in Spain and 

his wife has a job there. Since 2001 Dr G has commuted daily to work as a general 

practitioner at the health clinic in Viana do Castelo in Portugal. In the early 2000s, it 

was hard to be a family doctor in Spain as the only jobs were short-term locum posts 

on weekly contracts. In Portugal, he has professional status, a higher salary, more 

autonomy and his patients’ respect. The language has caused little problem as it 

resembles his native Galician. He does not rule out returning to work in Spain when he 

can get a secure and satisfying job with decent pay. Now that there is a shortage of 

doctors and nurses in Spain, fellow members of the APSEP (which includes about 1900 

doctors and 1500 nurses) are beginning to negotiate returning to their home country.3

3 Interview 12 January 2009.

Table 10.6  Inflows and outflows of pharmacists in Spain, 2002–2007

2002 2003 2004 2005 2006 2007

New registrations  2069 1791 1444 1306 1330 719

A: Non-EU degrees recognized 85 212 216 157 214 220

B: EEA degrees recognized 15 21 12  29  23 27

C: Total foreign inflows (A + B) 100 233 228 186 237 247

D: Spanish degrees recognized for 
work in EU (outflow intentions)

479 488 354 320 299 242

Inflow/outflow (intentions) (C/D) 0.2 0.5 0.6 0.6 0.8 1.0

E: Spanish pharmacy school graduates 3092 2832 2691 2641 2244 2254

Total foreign inflows as proportion of 
Spanish graduates (C/E × 100) (%)

3.2 8.2 8.5 7.0 10.6 11.0

Sources: INE 2007, Ministry of Education and Science 2005, 2006a, 2006b,2007a, 2007b & 2009. 
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Immigrant to permanent resident

Dr Y was born and studied medicine in Venezuela, the granddaughter of a Spaniard 

who emigrated in the 1940s. She applied for and was granted Spanish citizenship in 

2006. Her basic medical degree (licenciatura) was recognized in Spain following a long 

and complicated process – a year of paperwork followed by an examination in legal 

and forensic medicine (a subject not covered in her Venezuelan degree) in a Spanish 

university of her choice. This year, she will take the MIR examination in order to train 

for a specialty but will not have to compete for the limited quota of slots for foreigners. 

There were more than 6000 residency places but fewer than 4000 medical graduates 

in 2007. This surplus means that she is certain to obtain a specialist training place 

but it is not certain that she will achieve the grade required for her chosen specialty – 

paediatrics. Her second choice is family and community medicine.4

10.4 Dynamics of enlargement

There have been no significant inflows from the 2004 and 2007 accession 
countries (although flows appear to be increasing). The exception was Polish 
medical doctors, whose numbers increased significantly in 2007. In 2008, 
doctors from the new EU Member States acquired recognition of 268 general 
medical degrees and 202 specialty degrees. These constitute 3.2% and 36.5%, 
respectively, of all the degrees recognized in 2008 and, in 2007, represented 
4.3% and 35.5%, respectively, of all inflows (Table 10.7). As yet, there have 
been no similar influxes of dentists, nurses and pharmacists. 

Shortages of health professionals in Spain have led to the emergence of companies 
that recruit health professionals in the new EU countries, especially Poland  

4 Interview 19 March 2009.

Table 10.7  Inflows of health professionals from new Member States, 2005–2008

Year 2004 accession  
countries

2007 accession 
countries

Proportion of  
total inflows a

2005 2006 2007 2008 2007 2008 2007 (%) 2008 (%)

General medical 
doctors

43 154 227 185 6 83 4.3 3.2

Medical specialists 34 135 199 150 4 52 35.5 36.5

Nurses 4 6 8 23 0 3 0 0

Dentists  5 6 10 9 0 10 0 0

Pharmacists  1  0 2 3 0 0  0 0

Sources: Ministry of Education and Science 2007a, 2007b, 2009, 2010.
Note: a Total inflows were 5947 (5375 basic medical degrees + 572 specialty degrees) in 2007 and 8835 (8281 basic medical 
degrees + 554 specialty degrees) in 2008.  
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and Romania (González López-Valcárcel & Barber Pérez 2008). Autonomous 
communities have also embarked on recruiting expeditions, some of which 
have been led by the head of the regional health service. 

10.5 Impacts on the Spanish health system

International health professional mobility has had an impact on the Spanish 
health system. The inflow of foreign professionals, particularly medical doctors, 
relieved the acute shortages in 2000–2005 and added flexibility to the market 
(González López-Valcárcel & Barber Pérez 2007, 2009). But it also led to 
public debate (Bruguera 2009, Mayol 2009) about the quality of some foreign 
professionals (Ortún et al. 2008). There is no defined national strategy for health 
in Spain (González López-Valcárcel 2009) and, therefore, the recruitment and 
training of foreign professionals is improvised rather than planned. However, 
foreign professionals bring cultural diversity to an increasingly international 
population and improve doctor–patient communications by lowering cultural 
barriers (Montero 2007). 

10.5.1 Stewardship 

The high rates of unemployment caused by a surplus of doctors in the 1990s 
changed to shortages in some specialties and regions in 2001–2002 (González 
López-Valcárcel & Barber  Pérez 2008). This deficit entered an acute phase 
between 2003 and 2006 due to the combination of three demand shocks. The 
first was internal, the result of responsibility for health moving from central 
government to Spain’s autonomous communities, which invested in new 
hospitals and clinics. The second was also internal as the buoyant economy 
supported a flourishing of the private sector, particularly for medical services 
for the well-off whose demand is largely income sensitive. The third demand 
shock was external as doctors were attracted by European countries with similar 
doctor shortages (particularly the United Kingdom, Portugal and France).  
The symptomatic evidence of shortages stimulated reconsideration of the 
planning process by adjusting the number of MIR places (González López-
Valcárcel & Barber 2005). 

10.5.2 Service delivery

The inflows of foreign professionals enrich cultural variety in the health 
network and provide a solution for shortages, especially among doctors and 
nurses (ParaInmigrantes.info 2008). Thus, they contribute to social fairness 
by helping to ensure that all the population has access to health assistance. 
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There is concern over the risk of producing a clustered supply in which doctors 
with deficient training work in less attractive positions (Ortún et al. 2008). 
This quality problem arises because as yet there is no mechanism to guarantee 
the recognition of degrees from non-EU countries or to identify the skills and 
qualities that are needed.

10.5.3 Financing

The salary levels of health professionals in Spain have not risen to the levels 
that would be expected in a closed market. This is due to foreign professionals, 
mainly from Latin America, who are willing to accept lower salaries and 
poorer working conditions (González López-Valcárcel & Barber Pérez 2007, 
2008). Since 70% of health financing is funded by taxes, foreign professionals 
have produced savings for Spanish taxpayers. Nevertheless, medical salaries 
have risen considerably over the last five years as a consequence of the triple 
demand shock caused by competition from private health-care providers, 
infrastructure changes and pull pressure from other countries (see section 
10.5.1). In the mid 2000s, the professional organizations were pressing hard in 
the collective negotiations on reimbursements in all the regions (CESM 2006). 
Reimbursement models changed regions such as Catalonia (ABC.es 2008) and 
salaries rose everywhere. However, the cost increase would be considerably 
larger if no foreign professionals were willing to immigrate. 

10.6 Relevance of cross-border health professional mobility

In the short term, Spain has middle to high dependence on foreign doctors and, 
to a lesser extent, on foreign nurses (see section 10.2). It does not appear that 
the country needs to import dentists but market forces attract dentists from 
Latin America. In turn, this helps to moderate the pace of increases in incomes. 
Increasingly, dentists are changing from self-employed professionals to salaried 
employees, and dental franchises are spreading. It is possible that the expansion 
of dental coverage in the public health system also increases demand (Pinilla & 
González 2009).

10.6.1 Distribution issues affecting composition of the health 
workforce 

Generally, international health professional migration has helped to relieve 
imbalances in supply, both geographical and for certain categories of health 
professionals. The situation has changed from a surplus of doctors that began 
in the 1980s to a shortage that started around 2003 (Barber Pérez & González 
López-Valcárcel 2008). 
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Variation in the availability of professionals among autonomous communities 
is less marked than in other western European countries (González López-
Valcárcel & Barber Pérez 2009). Nevertheless, isolated and rural areas and the 
smaller islands find it difficult to recruit sufficient doctors and nurses. 

There are shortages of specialists in anaesthetics, orthopaedic and traumatic 
surgery, paediatric surgery, reconstructive surgery, family and community 
medicine, paediatrics, radiology and urology (González López-Valcárcel & 
Barber Pérez 2009). Family medicine has the greatest shortages, although the 
problem is relieved to some extent by immigrating family doctors or by foreign 
doctors who train as specialists in Spain.

Spain has one of the lowest nurse–medical doctor ratios (about 1:1 in primary 
care centres and 1.8:1 in public hospitals) in Europe. As elsewhere in Europe, 
the market for nurses is complex and fluctuating (Dussault et al. 2009). The 
public and private sectors compete for health professionals, offering different 
incentives: job security in the public sector, higher pay and more clinical 
freedom in the private sector. The resulting sharp jump in demand has seen a 
considerable increase in public-sector doctors’ pay in recent years (see section 
10.4). Many professionals work in both sectors. 

10.6.2 Factors influencing size and composition of the health 
workforce

Education system and specialist training

Few nurses, pharmacists or dentists move to Spain to undertake specialist 
training, but Spain has become a net trainer of medical specialists, with 
residency programmes that are recognized internationally for their high quality.

The presence of foreign doctors in specialist training is possibly one of the 
clearest examples of Spain’s attraction for the medical profession and its growing 
relevance as a training ground for foreign doctors, particularly from Latin 
America. This is reflected in the marked increases in the number of foreign 
candidates sitting the medical residency examination in recent years. In 2008, 
the total number of examination candidates increased by 5% but the number 
of foreign candidates jumped by 29% (Table 10.8). In 2007, foreign candidates 
gained 16% of the MIR places. The main source countries are in Spanish 
America, especially Peru (36.3%), Argentina (19.8%), Colombia (14%) and 
Venezuela (9.8%). 

Spanish universities are mainly public, with subsidized fees and increasing 
numbers of scholarships. Dentistry is an exception and only 47% of new 
students attend public universities (Table 10.9). Central government sets 
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enrolment limits for certain professions including medicine, nursing, pharmacy 
and dentistry. Nursing is an academic university degree; assistant nurses 
or nursing care auxiliaries complete a 1400 hour vocational training course 
(Government of Spain 1995). 

Enrolment limits have caused imbalances between the production of medical 
graduates and the demand for specialists. The number of students seeking to 
study medicine has been growing exponentially – there were seven applicants 
for each public medical school place in 2007, far above the demand for other 
university disciplines (González López-Valcárcel & Barber Pérez 2008, Ministry 
of Education 2008, Ministry of Science and Innovation 2006). 

There are no official data on the number of foreign students in universities 
and technical colleges, but internal data from several universities indicate that 
their numbers are generally negligible. Newspapers report that a significant 
number of foreign students have been admitted to Spanish universities since 
2007–2008, particularly in the border regions (Álvarez 2008).

The fixed enrolments introduced to reduce the overloading of medical schools 
at the end of the 1970s resulted in drastic reductions in the numbers of new 
students, stabilizing at about 4500 each year. A graduated increase in enrolments 
began in the 2006–2007 academic year, with the goal of 7000 new medical 
students in 2012. 

Table 10.8  MIR entrance examination candidates, 2007 and 2008

2007 2008

Spanish 7 568 7 209

Foreign 3 204 4 122

Total 10 772 11 331

Proportion of foreign candidates 30% 36%

Annual increase in foreign candidates – 29%

Source: Ministry of Health unpublished data 2009.

Table 10.9  University degrees in the health professions: students, universities and 
                      graduates, 2007–2008

First-year 
students

First-year 
students in public 

universities

Public/
private 

universities

Total 
students

Total 
graduates

Women 
graduates

Medicine 5 223 95% 27/2 29 967 3922 72.4%

Nursing 10 695 80% 87/14 28 887 8987 85.3%

Pharmacy 3 000 88% 11/4 19 175 2059 76.4%

Dentistry 1 703 47% 12/5 8 276 1475 69.0%

Source: Ministry of Education 2008.
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The historical dynamic of medical school entry driven by enrolment limits gives 
a peculiar shape to the population pyramid of student doctors in Spain (Fig. 
10.2). In 1976, 22 554 first-year students started studying medicine, almost 
five times more than the current number.

After six years of medical studies, a specialty is required in order to practise 
in the public health network. Those seeking to work as general practitioners 
must undertake a four-year specialization in family and community medicine.  
This is not required for private practice. Demand for specialists has led to 
increases in the numbers of MIR places but there will still be too few Spanish 
candidates unless there is a parallel increase in the number of new medical 
graduates. MIR training has attracted foreign doctors, but the number of 
unfilled places has been increasing every year since 2005–2006 (87 in 2005–
2006, 244 in 2006–2007, 301 in 2007–2008).

Demographics and retirement 

Pharmacy and nursing are feminized professions (see Fig. 10.3 in the Annex). 
In 2008, 83% of the 243 000 registered nurses were women. Three in four 
medical students and MIRs are women. There are no data on registered dentists 
by age and sex but the profession has a young profile, given the number of 
new dental schools from which the first dentists (no longer doctor-dentists) 
graduated in 1990. Nurses working in Spain have a young demographic profile 

Fig. 10.2  Evolution of the number of new students in medical schools 1964–2009
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than other countries. Registered medical doctors are older; the most frequent 
age group is 45–54 years of age (35%).

Ageing of the workforce is particularly problematic for the medical profession. 
The retirement age for doctors in the public health system is 65 but this can 
be extended to 70 on a case-by-case basis; the private sector has no mandatory 
retirement age. Four of every ten specialists will have retired by 2025. In some 
of the most traditional specialties, more than half of the doctors are over 50 
years of age. It is estimated that those retiring will exceed new medical graduates 
from 2016 onwards (González López-Valcárcel & Barber Pérez 2007, 2009).

10.7 Factors influencing health professional mobility 

Table 10.10 summarizes the main factors influencing health professional 
mobility. The summaries give a useful overview of what is a complex 
phenomenon.

10.8 Policy, regulation and interventions 

10.8.1 Workforce planning and development 

Generally, policies dealing with professional mobility have been reactive 
rather than proactive, relying on short-term instruments to alleviate obvious 
imbalances (González López-Valcárcel & Barber  Párez 2006). Without any 
monitoring of professional employment, problems could not be anticipated 
and imbalances were recognized only when they had become serious. A formal 
planning process for doctors (based on analysis of needs and supply with a 

Table 10.10  Factors influencing health professional mobility in Spain

Factors Description and comments

Instigating factors 1990s and early 2000s: unemployment (Amaya & Garcia 2005, 
González López-Valcárcel et al. 2006); low salaries in comparison 
to other EU countries (Barham & Bramley-Harker 2004); temporary 
contracts and job instability; low prestige and social recognition.
These factors have been mitigated in recent years: pay has risen and 
temporary and locum professionals have better working conditions (see 
section 10.5)

Activating factors Attraction of the United Kingdom (until 2006); Portugal and France 
outreach to Spanish professionals; facilitation of adaptation (language 
classes, etc.); social and professional safety net of Spaniards settled in 
the country; job security (Portugal); social and professional recognition 
(Periodista Digital 2008, Policlínica Miramar 2007)

Facilitating factors Bilateral agreements (with United Kingdom in 2001)

Inhibiting factors Foreign language; settling family in host country
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temporal horizon to 2025) was only set up in 2005. It is not easy to supervise 
and coordinate such a decentralized system – the professional planning process 
is complex and includes many actors with conflicting interests. 

Current challenges facing the Spanish health-care system include coordination, 
funding, the management search for improved efficiency, and workforce 
planning (Lisac et al. 2008). A simulation model has been used to estimate the 
shortages and surpluses of medical specialists for each specialty in order to set 
adequate enrolment limits in medical schools and to establish the individual 
specialty numbers in the annual residency competition on the basis of need 
(González López-Valcárcel & Barber 2005). The need for a register of health 
professionals is universally recognized. This is being set up and funded by the 
Ministry of Health with the participation of the autonomous communities 
(Table 10.11).

10.8.2 Recognition of diplomas 

The application of European Community directives for the recognition of 
diplomas is a competency of the Ministry of Education. Directive 2005/36/ED 
for the mutual recognition of professional qualifications (European Parliament 
and Council of the European Union 2005) was applied by Royal Decree 
183/2008 (Ministry of Education and Science 2008a, 2008b, 2008c, 2008d).

Table 10.11  National-level instruments for guiding and managing health professional 
                       mobility

Instrument Description

Bilateral agreements Signed 2001 between Spanish Ministry of Health and 
United Kingdom to send Spanish medical doctors, 
nurses and other health professionals to work in the 
NHS

Royal decree on the homologation 
of the medical specialty degree  
from non EU-countries  
(Government of Spain 2010) 

Homologation of specialty degrees 

Studies of the need for health 
professionals

Ministry of Health (González López-Valcárcel & 
Barber Pérez 2009); Senate holds special hearings on 
the needs for, and shortages of, health professionalsa

Streamlined work visas for non-EU 
citizens in shortage professions 

Labour ministry publishes quarterly list of shortage 
occupations by autonomous community 

Historical Memory Law  
(Government of Spain 2007)

Acquisition of Spanish nationality for children and 
grandchildren. 

Note: aFrom December 2008 to November 2009 the Senate hearing called on witnesses representing various associations 
and organizations, including one of the authors of this chapter (González López-Valcárcel 2009).
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“Spain, which is supposed to have a surplus of nurses, has signed bilateral 
agreements, notably with France and the United Kingdom” (Dumont & 
Zurn 2007). Spain has signed mutual recognition agreements with numerous 
other countries too. From 1996, the law as interpreted by the Supreme Court 
established that these agreements do not exempt the administration from 
checking a foreign degree’s equivalence to the corresponding Spanish degree. 
That is, non-EU country degrees must be recognized on an individual basis, 
comparing the content and the length of training. Non-EU citizens require 
a residence permit in order to practise a profession in Spain. An important 
number of Spanish nationals were born and lived in Latin America, the offspring 
of Spaniards – they have full citizenship rights. Dual citizenship is permitted 
under Spanish law and has been acquired by an undetermined but substantial 
number of people, particularly from Argentina, Cuba, Uruguay and Venezuela. 

The Ministry of Education recognizes basic medical degrees but specialty 
degrees fall under the Ministry of Science and are put before the national 
commission for each specialty on a case-by-case basis. Having evaluated the 
curriculum and experience of a candidate, these commissions can issue a report 
that is favourable, unfavourable or conditional upon passing the theoretical and 
practical examination that is held annually (Ministry of Education 2011). A 
royal decree for the professional recognition of health specialists from outside 
the EU was published in May 2010 (Ministry of Health and Social Policy 
2010). 

There is tension between the Spanish medical organizations and the autonomous 
communities as the latter need specialists and hire them before their degrees 
have been recognized. 

10.9 Conclusion

The health professional market is sensitive to shocks external to the health sector 
and to the country. Over a very few years, Spain has moved from a surplus of 
medical doctors to a deficit; from doctor unemployment and an exodus of 
health professionals to Europe to the need to recruit professionals from other 
countries. Now Spain is training foreign specialists and in the process resolving 
the numerical imbalance between the numbers of graduating students and 
specialist residency places (Tribunalatina.com 2008). 

Foreign specialists alleviate shortages in the short run, bring cultural variety to 
the system, keep salaries in the public sector at a fiscally sustainable level and 
improve the equitable distribution of health services over the national territory. 
But the lack of effective quality control mechanisms could lead to a two-
tier system comprising doctors who are excellent and doctors with deficient 
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training. There is a legal problem with doctors from non-EU countries working 
as specialists without specialty degrees validated in Spain. A recently approved 
royal decree addresses this problem (Ministry of Health and Social Policy 2010). 
In addition, anecdotal evidence suggests that Spanish professionals who moved 
to other European countries during the years of internal unemployment may 
be beginning to return, but data are lacking on this as on many other matters.

A trend of increasing inflows has been observed for nurses. The number of 
foreign nurses who obtained licences to work in Spain amounted to 3% of the 
number of new graduates from nursing schools in Spain in 2002 but was 20% 
in 2007. Private and public health facilities compete to attract these nurses as 
well as medical doctors; this pushes up salary levels. 

The net inflow of doctors from non-EU countries is increasing sharply. This 
increases the flexibility of the market but raises quality problems as Spain 
does not have a consolidated reliable system of diploma recognition for health 
professionals. Spain is in need of a national strategy to guarantee a minimal level 
of professional skills in degree holders. Spare capacity in the MIR system offers 
the opportunity to pursue a proactive policy of specialist training. However, 
there has been no consistent policy for regulation or any strategy in planning as 
the latter requires technical difficulties to be overcome and good information. 
In addition, the goals of Spain’s administrations and the protagonists do not 
coincide. More systematic planning is required, based on more comprehensive 
and reliable data. This should begin by meeting the urgent need for a national 
registry of active health professionals.
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Annex

Definitions 

Foreign health professionals

Within this study, foreign is used differently in different contexts but refers to 
nationality unless otherwise stated.

In the tables compiled from the EAPS, foreign includes both foreign nationals 
and those with dual Spanish and foreign citizenship.

The NIS (INE 2007) uses foreign to mean immigrant: anyone born outside 
Spain who, at the time of the survey, was 16 years or over and had been residing 
in Spain for more than one year or had the intention to do so.

Source country/destination country

The NIS 2007 groups countries of origin in five zones (Table 10.12). For 
the EAPS data, this study has classified nationality by the country of origin 
(although this does not necessarily coincide with the country of birth) and 
countries have been grouped in the same five zones used in Table 10.12.

Classification of health professionals

A classification problem arises because the EAPS and the NIS use the National 
Classification of Occupations (CNO-94), which includes doctors and dentists 
in the same category (no. 214). Other sources (professional councils, Ministry 
of Health) provide data that allows licensing and registration figures to be 
shown separately for doctors and for dentists (Table 10.13). Figures that are 
not statistically significant are omitted from the tables based on the EAPS and 
the NIS. Neither survey has information on medical specialties. The data in 
the tables were calculated with survey weights and so are estimates for the total 
population. The EAPS and the NIS both have a very small sample size when 
broken down by profession. This is a serious limitation that causes the numbers 
to vary considerably from year to year.

Table 10.12  Country zones used with EAPS microdata

EU-27 and developed countries EU-15, EEA, Switzerland, Japan, Republic of Korea, 
United States, Canada, Australia, New Zealand. 

Andean countries Colombia, Ecuador, Peru, Bolivia

Rest of Latin America Rest of Latin America

Africa Africa

Rest of Europe and the world Rest of Europe and the world



291Opportunities in an expanding health service: Spain

Table 10.13  Main data sources for stock and flows of health professionals in Spain 

Primary source Observations and links

Licensing Ministry of Education and 
Ministry of Health registers 
of degrees. Homologation 
and recognition of foreign 
degrees 

Ministry of Education. Subsecretariat of the 
Ministry of Education, Social Policy and 
Sports (Office of Degrees, Validations and 
Homologations) (http://www.educacion.es/
educacion/universidades/educacion-superior-
universitaria/titulos/homologacion-titulos.html)

Ministry of Health. Specialist 
residency competitions

Microdata database provided by the Ministry of 
Health (unpublished)

Registration Official councils of medical 
doctors, dentists, nurses  
and pharmacists

Annual census (31 December) (http://www.ine.
es/inebmenu/mnu_salud.htm) 

Data on intention to migrate. Requests to the 
Councils for certification (unpublished)

Limitations: 
In some autonomous communities, registration 
is not obligatory for those working in the public 
health system but is compulsory for all in private 
practice) 

Almost all foreign national professionals 
register and this causes a positive bias in their 
percentages

Most councils do not report their members’ 
nationalities

Practising EAPS (2004–2008) Quarterly

Microdata broken down specifically for this 
case study (http://www.ine.es/jaxi/menu.
do?type=pcaxis&path=%2Ft22%2Fe308_
mnu&file=inebase&L=1) 

NIS 2007 Microdata broken down specifically for this case 
study (INE 2009b)

Employment data from the 
autonomous communities’ 
regional health services

No public registers record nationality or place 
where title was obtained. Some autonomous 
communities report information on foreign 
health professionals

Health professional 
recruitment agencies

Private sources, available on the Internet and 
through personal contacts

Professional associations APSEP; Association of Doctors from Outside 
the EU (ASOMEX)

http://www.educacion.es/educacion/universidades/educacion-superior-universitaria/titulos/homologacion-titulos.html
http://www.educacion.es/educacion/universidades/educacion-superior-universitaria/titulos/homologacion-titulos.html
http://www.educacion.es/educacion/universidades/educacion-superior-universitaria/titulos/homologacion-titulos.html
http://www.educacion.es/educacion/universidades/educacion-superior-universitaria/titulos/homologacion-titulos.html
http://www.ine.es/inebmenu/mnu_salud.htm
http://www.ine.es/inebmenu/mnu_salud.htm
http://www.ine.es/jaxi/menu.do?type=pcaxis&path=%2Ft22%2Fe308_mnu&file=inebase&L=1
http://www.ine.es/jaxi/menu.do?type=pcaxis&path=%2Ft22%2Fe308_mnu&file=inebase&L=1
http://www.ine.es/jaxi/menu.do?type=pcaxis&path=%2Ft22%2Fe308_mnu&file=inebase&L=1
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Table 10.14  Application requirements for MIR candidates

•  Applicants must be Spanish or a national of an EU country, Switzerland or Andorra.
•  Applicants who are nationals of non-EU countries may also participate in the selection 

examination following the rules below, documenting their membership in one or another 
group.

(1) Spouse or 
offspring of 
nationals of 

an EU country, 
Switzerland  
or Andorraa

(2) Holds valid 
residence 

permit/work  
and residence 
permit at date  
of application

(3) Holds study 
permit at date  
of application 

(4) Other

Doctors Yes Yes Yes Yesb

Pharmacists Yes Yes Yes Yesb

Chemists Yes Yes Yes No

Biologists Yes Yes Yes No

Psychologists Yes Yes Yes No

Radiologists Yes Yes Yes No

Nursing specialties Yes Yes Yes Yesb

Submits sworn 
declaration for 
foreigners 

No No No Yes

Subject to quotas No No No Yesc

a Must be confirmed with an authenticated photocopy of the ID card of the EU-resident relative. 
b Applicant’s native country must have an ongoing agreement for cultural cooperation with Spain.
c Maximum quotas for these applicants: 657 doctors, 12 pharmacists and 11 for nursing specialties.
Source: Government of Spain 2005. 
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Fig. 10.3  Age-sex pyramids of professionals registered in Spain, 31 December 2009
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Chapter 11

A major destination 
country: the United 

Kingdom and its 
changing recruitment 

policies 
Ruth Young 

11.1 Introduction

The United Kingdom’s history as a destination country for health professionals 
began in the 1950s. In areas such as hospital medicine, the NHS has consistently 
depended on immigrants (Kelly et al. 2005, Raghuram & Kofman 2002, Smith 
1980). In specialties such as nursing and general practice, the reliance has 
fluctuated with domestic shortages (Aiken & Buchan 2004, Buchan & O’May 
1999, Taylor & Esmail 1999). Today, more than a third of medical doctors 
and every tenth nurse registered in the United Kingdom are internationally 
trained; the main source countries are India, Pakistan, Nigeria and South Africa 
as well as Australia and New Zealand. Such trends indicate how old colonial 
ties influence migration patterns and the importance of English as common 
language. The numbers of health professionals leaving the United Kingdom 
appear to be significantly lower than inflows but data on outflows are scarce. 

The British Government began a policy of massive NHS workforce expansion 
across all health professions in the late 1990s (Department of Health 2000c). 
This instigated a period of active international recruitment on an unprecedented 
scale (Bellingham 2001, Buchan 2004). At the same time many immigrant 
health professionals were recruited into private sector hospitals, nursing 
homes and social care (Smith et al. 2006). The policy of active international 
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recruitment was reversed in 2006 and more restrictive immigration rules were 
introduced as earlier expansion in United Kingdom training numbers came 
on-stream. These changing policy attitudes are a key element of this case study. 

The other aspect of the United Kingdom’s story is the increasingly complex 
picture of migration patterns. The majority of internationally qualified health 
professionals still come from outside the European region but EU enlargement 
in 2004 and 2007 provided a new migration source, particularly from Poland, 
Romania and Bulgaria. Migration patterns have, therefore, shifted towards 
relatively more significant flows from the EU.

This case study will first assess the scale of health professional mobility in the 
United Kingdom and how the 2004 and 2007 EU enlargements affected the 
composition of the foreign workforce. This will be followed by a discussion of 
how migration impacts on the British health system and the relevance of health 
professional mobility vis-à-vis other domestic workforce issues. The personal 
factors that activate, instigate or mitigate health professional flows will then be 
outlined in order to provide an individual’s perspective. Finally, recent United 
Kingdom policies on the health workforce and current workforce planning 
practice will be set in context, with particular emphasis on policy developments 
over time and how such changes impact on migration patterns. 

Limitations of the study

A wide range of United Kingdom data sources contain information on health 
professional migration. These provide a good overview of the country’s mobility 
profile but there are key shortcomings (Table 11.1). It is difficult to assess the 
number of health professionals leaving or returning to the United Kingdom, 
numbers working in sectors outside the NHS, and workforce activity as 
opposed to professional registration. It is hard to obtain longitudinal data and 
comparable data across professions (EMN 2006, Pollard et al. 2008). Most 
data cover the entire United Kingdom but certain sources deal separately with 
England, Scotland, Wales and Northern Ireland. As a general rule, the most 
data are available for medical doctors, then for nurses/midwives and for dentists. 
Published data on allied health professionals and pharmacists are more limited. 
Until now, there has been less interest on intra-EU mobility to and from the 
United Kingdom and this may explain why health professional migration 
from outside Europe has been researched more extensively. The remainder of 
the chapter draws on the most comprehensive nationwide data sources in the 
United Kingdom – registration and work permit data.
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Table 11.1  Data sources on mobility: coverage, availability and limitations

Professional 

registration

Comprehensive information but has limitations.

Lack of comparability across professions – the General Medical Council 
(GMC) and General Dental Council provide all data by country of 
qualification; the Nursing and Midwifery Council (NMC) and Royal 
Pharmaceutical Society of Great Britain (RPSGB) use both country of 
qualification (inflows) and domicile (stocks). NMC data prior to 2004 record 
only EEA, not individual, countries. RPSGB data cover England, Scotland 
and Wales only. Northern Ireland (part of the United Kingdom but not of 
Great Britain) registers pharmacists separately

Lack of longitudinal data – the GMC has held the specialist and general 
practice medical registers since only 1997 and 2006, respectively. The 
NMC and the Health Professions Council (latter registers allied health 
professionals) were not set up until 2002 and 2004, respectively. There 
are some data from previous data holders but they are not computerized 
and, for allied health professionals, do not cover all groups or give country 
sources

Limited data on outflows – information relates to checks made by EEA/
overseas regulators on an individual’s intention to leave the United Kingdom 
rather than actual migration

NHS 
workforce 
censuses

Public sector staffing numbers across all professional groups, grades and 
service areas – but country of qualification for medical doctors only  
Separate organizations hold data for different parts of United Kingdom

Immigration 
statistics

Work permit data include occupation of non-EEA applicants but only from 
1998 until 2008 when a new system was introduced. After 2004 and 2007, 
a different worker registration scheme covered CEE countries joining the EU, 
but data on particular occupational groups are not published

Labour Force 
Survey

Detailed occupation data at the level of individual health professions by 
country of birth and nationality – but only from 1992 (quarterly) and 1998 
(annually) and with variable inconsistencies over the periods

Population 
census 

Information on occupation but little on migration. The 2001 census contains 
no information on respondents’ domicile prior to one year before or the 
length of time resident in the United Kingdom. However, it is proposed that 
the 2011 census will contain more detailed migration questions

Household 
Panel Survey

Information on occupation and country of origin when people arrived in 
United Kingdom but numbers in health professional employment are small 
given overall sample size. A new, larger survey (40 000 households) is being 
undertaken but results are not yet available

International 
Passenger 
Survey

As there is no comprehensive registration of migration, estimates are drawn 
from this survey of principal air and sea routes and the Channel Tunnel. 
However, the survey does not cover all migration types, is completed  
voluntarily and highlights only generic occupation types
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11.2 Mobility profile of the United Kingdom

The United Kingdom health system has always been, and continues to be, 
largely reliant on immigrants. Foreign-trained medical doctors accounted 
for 36.8% among all registered medical doctors in 2008, around one-quarter 
of whom came from the EEA and three-quarters from the rest of the world.  
The share of foreign-trained nurses/midwives was smaller but still represented 
more than 12% of those registered (Tables 11.2 and 11.3). The main countries 
of origin lie outside Europe but the relatively small share of health professionals 
from the European region has increased in recent years. 

11.2.1 Overall stocks and inflows

The United Kingdom’s health system has always relied on immigrants. For 
instance, 57  575 of all registered medical doctors in 1988 had gained their 
primary qualification abroad (Table 11.2). However, the proportions of 
internationally qualified health professionals have risen even further in recent 
years – between 1988 and 2008 the numbers of medical doctors rose by more 
than 34 000, from 34.5% to 36.8% of those registered (Table 11.2). Similarly, 
new nursing registrants who had qualified abroad rose from just over 2800 
(9.2%) in 1988 to 4099 (15.8%) in 2008 (Table 11.3). 

All world regions are represented in the United Kingdom’s mobility profile. 
Historical immigration sources such as Asia, Africa and Oceania remain 
numerically more significant but EEA numbers are growing (Tables 11.2 and 
11.3). Equal numbers of new registrations from EEA and non-EEA sources 
have been recorded for the first time, following the 2006 policy/immigration 
changes. Overall, EEA-qualified medical doctors accounted for 6% of those 
registered in 1998, 7.6% in 2003 and 9% in 2008 – an increase of 5434 
registered EEA doctors (Table 11.2). Numbers of EEA-qualified nurses/
midwives rose by 1654 between 2003 and 2008 alone (Table 11.3). 

Source countries 

Historically, migration of internationally qualified health professionals was 
based on old colonial ties and on English as a common language. Such links 
are still reflected in the continuing predominance of India, Pakistan, Nigeria 
and South Africa in the United Kingdom’s top 10 source countries for medical 
doctors (Table 11.4). The same applies to nurses/midwives from Australia, New 
Zealand, South Africa, Nigeria, Zimbabwe and the West Indies (Table 11.5). 
However, there are some changes in overall health professional migration to the 
United Kingdom from such non-EU/EEA sources. For example, numbers of 
medical doctors from Australia and New Zealand and countries with former 
colonial links (such as Hong Kong) have fallen since the 1980s whereas the 
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Table 11.4  Medical doctors from EEA and other international source countries on the 
                     GMC Medical Register: total new registrants 2003–2008 and change in  
                     numbers registered 1988–2003

Country of primary  
medical qualificationa

Countries ranked by total  
new registrants 2003–2008

Numerical change on  
register from 1988 to 2008

EU-15
Germany 3 064 +3 201
Italy 1 692 +1 354
Greece 1 960 +1 273
Ireland 857    -1 963 b 
Spain 620 +906
Netherlands 374 +439
France 583 +418
Sweden 402 +382
Belgium 411 +265
Austria 360 +262
Denmark 152 +121
Portugal 112 +80
Finland 64 +55

EU-12
Poland 2 336 +1 750
Hungary 1 141 +965
Romania 671 +742
Czech Republic 782 +669
Bulgaria 338 +376
Slovakia 381 +314
Lithuania 293 +206
Malta 244 +134
Latvia 126 +106
Estonia 61 +44
Slovenia 26 +16

Other EEA
Switzerland 217 +120
Norway 54 +52
Iceland 33 +20

Other Europe
Russian Federation 436 +578
Ukraine 282 +320
Serbia 104 +158
Turkey 114 +132
Others (6 countries) 141 +221

Rest of world c 
Six most increasing sources:
India 12 007 +11 165
Pakistan 4 041 +5 169
South Africa 3350 +2 226
Nigeria 1409 +2 948
Iraq 724 +1 575
Egypt 709 +1 638
Three most declining sources:
Australia 2 431 -5 523
New Zealand 657 -1 386
Hong Kong 529 -1 224
Other (106) countries in 
Middle East, south and east 
Asia, Americas, West Indies, 
Pacific Islands etc.

5 971 +3 406

Source: GMC unpublished data 2009. 
Notes: a 928 doctors with unspecified country of primary medical qualification in 1988. b Total numbers registered grew 
between 1988 and 2008 for all EEA countries; Ireland was the exception – numbers declined by 1963.  c Countries for 
which total numbers registered increased or declined by >1000 between 1988 and 2008. 
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Table 11.5  Nurses/midwives from EEA and other international source countries: total 
                     new registrants on NMC register, 2003–2008

Country of qualification Countries ranked by total new registrants 2003–2008 a 

EU-15
Spain 1 091
Germany 1 000
Ireland 750
Italy 346
Finland 303
Sweden 255
Netherlands 158
France 156
Denmark 152
Austria 135
Portugal 116
Greece 106
Belgium 76
Luxembourg 3

EU-12
Poland 1 561
Romania 493
Bulgaria 227
Slovakia b 208
Czech Republic b 194
Lithuania 173
Hungary 159
Malta 68
Latvia 40
Estonia 29
Cyprus 25
Slovenia 3

Other EEA
Norway 99
Switzerland 77
Iceland 22

Rest of world 
Top ten countries
India 15 595
Philippines 14 923
Australia 4 544
South Africa 4 431
Nigeria 2 278
Zimbabwe 1 488
New Zealand 1 270
Ghana 1 135
Pakistan 909
Zambia 678
Other (96) countries in Middle 
East, south and east Asia, 
Americas, West Indies, Pacific 
Islands etc.

6 239

Source: NMC unpublished data 2009. 
Notes: a Overall, lack of data makes it impossible to illustrate long-term numerical changes in totals registered from 
different countries. b An additional 40 nurses recorded as registered from Czechoslovakia (i.e. the data do not differentiate 
between the Czech Republic or Slovakia in these cases) between 2003 and 2006.
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numbers from India have substantially increased (Table 11.4). Major source 
countries for nurses are India and the Philippines (Table 11.5). All these trends 
are reinforced by evidence from work permit data, the other main source of 
information on individual source countries (Table 11.6). 

With the exception of Ireland, EU-15 countries were not particularly significant 
migration sources for the United Kingdom (Brazier et al. 1992, Buchan & 
Maynard 2006, Buchan & Rafferty 2004). However, recent international 
recruitment has made the EU-15 relatively more important. In addition 
to negotiating access outside Europe, the British Government also signed 
recruitment agreements targeting (for instance) general practitioners, nurses 
and pharmacists in Spain; nurses in Greece; nurses and general practitioners in 
Germany; hospital doctors and general practitioners in Italy and Austria; and 
general practitioners in France. Scandinavian countries were the other main 
sources targeted. Such policies are clearly reflected in the country-level rankings 
of total new registrations between 2003 and 2008 (Tables 11.4 and 11.5).1 
Overall, Germany is now the most significant EU-15 source country with 
3201 more medical doctors registered in 2008 than in 1988 (Table 11.4) and 
new nurse/midwife registrants between 2003 and 2008 (Table 11.5). Ireland 
remains a major migration source but numbers are declining (see Table 11.4 for 
medical doctors and Young et al. (2010) for other professional groups). 

11.2.2 Outflows 

There is little quantitative information about outflows of health professionals 
from the United Kingdom. Data on verifications of qualifications are available 
but can only approximate the number of health professionals leaving the United 
Kingdom as they show intention to leave rather than actual outflows. United 
Kingdom regulators for nurses/midwives and for medical doctors issue 10 times 
more verifications for Ireland than for any other EU country, indicating that 
this is the main destination within Europe. The next most significant European 
destinations are Spain and France (Tables 11.7 and 11.8). 

Outside Europe, Australia is the main destination country for both nurses and 
medical doctors; other major destinations are New Zealand, the United States, 
Canada and the Middle East. Several African countries are also destinations for 
medical doctors. It is not known how much of this overall movement is due 
to emigrating United Kingdom nationals or to foreign-qualified professionals 
returning home or moving on to a third country for which the United Kingdom 

1 In addition, Spain had the largest total of new registrant pharmacists (974) and Sweden had the largest total of new 
registrant dentists (830) from individual EU countries between 2003 and 2008 (Royal Pharmaceutical Society of Great 
Britain and General Dental Council unpublished data 2009). 
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Table 11.6  Cleared, individual work permit applications for health professional groups – 
                     by world region and main countries, 2003–2008

Application source Total work permits issued 2003–2008

Medical 
doctors

Dentists Nurses Midwives Pharmacists

EU/EEA (joined 2004–2007) 262 30 795 9 69

Of which:
Romania 125  6 315 0 47
Bulgaria 66  4 250 7 12
Poland 21 16 80 0 0
Others (9 countries) 50  4 150 2 10

Other Europe 195 20 189 10 72
Of which:
Russian Federation 48  4 14 0  4
Serbia 44  4 21 0 28
Turkey 34  4 32 0 0
Ukraine 31 0 42 6   6
Others (8 countries) 38  8 80 4 34

Asia 16 454 649 71 985 83 1995
Of which:
India 9 662 412 33 845 10 785
Philippines 63 11 32 010  9   16
Other south Asia (3 countries) 3 100 32 2 885  2 226
Other east Asia (14 countries) 2 445 115 2 783 29 833
Others (26 countries) 1 184 79 462 33 135

Africa 5 013 800 40 757 388 1882
Of which:
South Africa 2 595 592 10 910  18 230
Zimbabwe 143 11 12 605 195 185
Nigeria 612 60 5 800   62 565
Others (37 countries) 1 663 137 11 442 113 902

Americas 752  80 4 296  86 130
Of which:
United States 132  19 340   4 30
Canada 98  22 260   7 39
West Indies (14 countries) 361  25 2 509 71 30
Central Americas (7 countries) 51 0 57   2 2
South Americas (10 countries) 82  14 1 130   2 29

Oceania 626 135 2 750 50 431
Of which:
Australia 498 94 1 985 32 245
New Zealand 128 41 725 16 180
Others (3 countries) 0 0 40   2 6
Source: UK Border Agency unpublished data 2009. 
Notes: (i) Figures provided were either rounded to the nearest 5 or made no distinction between 1 and 2 work permits 
issued by country. In the latter instance, the figure 2 was assumed for purposes of this analysis. In addition, the figures do 
not equate to the number of individuals granted work permits as they include applications approved to extend or amend 
an existing work permit or for individuals moving to a different employer. Not all those who were granted work permits 
took up jobs and some may have been refused entry clearance or further leave to remain. (ii) “Doctor” is an amalgamation 
of the following occupational categories: doctor, hospital consultant, medical practitioner, psychiatrist and, from 2006 
onwards, foundation programme doctor, GP registrar, senior house officer and specialist registrar. (iii) “Dentist” includes 
dental surgeons and assistant dentists. (iv) The work permit system no longer applied to EU-12 countries that joined the 
EU in 2004 and 2007; therefore, EU-12 figures do not account for all mobility from those countries. (v) Some permits 
were issued to overseas British nationals/citizens, stateless people etc. (including 43 doctors, 13 dentists, 43 nurses and 109 
pharmacists).
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is simply a stepping stone. It is suggested that this depends upon the destination 
(Ball & Pike 2004, Blitz 2005, Buchan 2003, Buchan & Seccombe 2006b, 
Hassell et al. 2008, NMC 2004, Petchey & Needle 2008, Young et al. 2003, 
2008).

Overall the United Kingdom can be characterized primarily as a destination 
country, with anecdotal evidence suggesting that it may also be a stepping stone 
– particularly to the United States. Reliance on mobile health professionals 
from different sources differs across the professional groups (Table 11.6). For 
example, it appears that certain health professions (e.g. dentistry, midwifery, 
general practice) are proportionally more reliant on European migrants, 
especially following the 2006 introduction of restrictions on other sources 
(Young et al. 2010). Another key feature of the United Kingdom’s mobility 
profile is the sheer range of countries and world regions from which health 
professionals migrate (Tables 11.4 – 11.6). The relative increase in EU/EEA-
qualified health professionals registered in the last 10 years is also noteworthy 
although the numbers remain lower than for non-EEA sources.

Table 11.7  Verification applications from nurses/midwives considering work abroad – 
                     main European and other international destinations, 2002–2008

Destination country 2002/ 
2003

2003/ 
2004

2004/ 
2005

2005/ 
2006

2006/ 
2007

2007/ 
2008

Australia 2 602 2 708 3 296 3 047 4 764 5 581

United States 2 224 2 082 1 729 1 338 1 613 1 701

New Zealand 958 980 1 097 1 423 1 336 1 237

Canada 452 376 461 404 739 898

Saudi Arabia (United Arab Emirates  
in 2006/2007–2007/2008)

74 38 28 18 42 66

EEA total 1 622 1 294 1 284 nd nd nd

Of which:

Ireland 1 177 916 847 1 009 999 1 011

Spain 73 103 124 132 142 164

France 50 74 87 60 56 62

Other – worldwide 469 333 375 341 384 458

Overall total 8 079 7 610 8 044 7 772 10 033 11 178

Sources: NMC 2003, 2004, 2005b, 2006, 2007 & 2008. 
Notes: Table provides details of the number of verification checks made by regulators outside the United Kingdom for 
individuals on the NMC register. These statistics provide an indication of the numbers intending to practice abroad as 
it does not follow that all those who applied for verification went on to work in the countries concerned. In addition, a 
separate verification check is required for each application outside the United Kingdom – one nurse or midwife may make 
several applications. N.B. The Nursing and Midwifery Council publishes this information only for the countries shown. 
No detailed data are available for 1988. However, the UKCC (1989) annual report noted that verification requests had 
“doubled since 1985, with the largest increase in applications to register and practice in Australia”. nd: No data.



307A major destination country: the United Kingdom and its changing recruitment policies

Table 11.8  CGSs issued for medical doctors to work abroad – main European and other 
                   international destinations, 2007–2009

Destination country Total November 2007–May 2009a

Australia 4936
New Zealand 1135
Canada 919
South Africa 234
United States 222
Singapore 207
Malaysia 135
United Arab Emirates 106

Other (50) countries in Africa, Middle East,  
east Asia, Americas, West Indies etc 576

EEA total 1350
Of which:
EU-15
Ireland 786
Spain 86
France 53
Germany 43
Sweden 43
Netherlands 33
Greece 32
Belgium 22
Italy 21
Denmark 16
Portugal 12
Austria 5

EU-12
Cyprus 38
Poland 27
Malta 20
Lithuania 4
Bulgaria 3
Czech Republic 3
Hungary 2
Other EEA
Norway 21
Switzerland 10

Overall total 9820

Source: GMC unpublished data 2009. 
Note: a 161 certificates were sent to unspecified countries between November 2007 and May 2009, the period in which the 
CGS system was in place. The GMC was unable to locate equivalent statistics for previous years. 
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11.3 Vignettes on health professional mobility

Contrasting experiences of Indian doctors in NHS hospitals

Postgraduate training has always been a key motivation for Indian doctors migrating to 

the United Kingdom. However, many like Dr M have experienced difficulties accessing 

their chosen specialty and/or a recognized training post. Without such a post (having 

a training number that affords specialist accreditation), doctors cannot climb the NHS 

career ladder to reach the higher grades such as hospital consultant (Grant et al. 2004). 

Commentators argue that this situation stems from discrimination within the system 

that has favoured United Kingdom-educated graduates (Esmail & Carnall 1993, Esmail 

& Everington 1997).a

By contrast, Dr K was appointed via active international recruitment of Indian doctors 

and felt much more “valued” (Young et al. 2008). Consultants/senior specialists 

in shortage specialties were recruited via a dedicated International Fellowship 

Programme launched in 2002 offering generous financial and practical (such as finding 

accommodation and children’s schools) relocation support, continuing professional 

development and other career opportunities (including professional network building, 

clinical research, teaching) and the prospect of remaining in the United Kingdom under 

normal NHS terms, if offered a substantive post by the recruiting, or another, Trust.
a For nurses, see also Allan et al. 2004, Larsen 2007, Smith et al. 2006.

Contrasting routes into nursing in the United Kingdom

A significant proportion of overseas nurses have struggled to find suitable jobs in the 

NHS. Ms W is typical of many, having moved from Poland and entered the independent 

nursing home sector, looking after older people and others in long-term care (Allan 

& Larsen 2003). There is consensus that nursing homes do not provide adaptation 

(required for Nursing and Midwifery Council (NMC) registration) and work experience of 

the quality offered in the NHS and the work is relatively lower paid. Another concern is 

(so-called) back door recruitment by which some nursing homes provide the required 

adaptation but no longer-term job prospects because it is assumed that nurses will 

move into the NHS when they achieve full registration (Buchan et al. 2008). Such 

nurses are generally left to deal with the practicalities of moving to the United Kingdom, 

finding jobs, establishing social networks and so on.

By contrast, Mr P from the Philippines and his colleague Ms G from Spain are typical 

of nurses who responded to the NHS’s dedicated international recruitment initiatives of 

1998–2006. They had good employment prospects and received much more support. 

Trusts typically provided in-service support (including dedicated induction and ongoing 

training), some initial financial support for relocation, and pastoral support (such as 

meeting individuals at airports, arranging initial accommodation and bank accounts) in 

order to “get them started” in the United Kingdom (Young et al. 2008).



309A major destination country: the United Kingdom and its changing recruitment policies

General practitioners and dentists from Poland and other CEE 
countries

Both general practice and dentistry have received recruits from CEE countries in 

recent years, particularly from Poland. Mr R is typical of many who entered full-time, 

permanent posts as part of an agreement between the British and Polish governments. 

Primarily recruited into previously underserved local areas, they have provided 

much needed improvements in patient access to NHS services. However, working 

independently in communities (usually in a one-on-one relationship with patients) is a 

very different experience to that of internationally recruited health professionals in other 

NHS organizations (Young et al. 2008). 

Another high-profile (though not fully quantified) phenomenon is the (so-called) Easyjet 

dentists and general practitioners from eastern Europe. They take advantage of EU 

regulations on free labour movement by maintaining their primary jobs in their home 

countries and using cheap airlines to fly into the United Kingdom to undertake locum 

work. This can be for short periods of a few weeks/months or even just weekends 

(Harding et al. 2005, Johnson 2005, Sears 2008). Such arrangements are possible 

because the British system requires general practitioners and dental practices to 

provide 24-hour emergency cover (evenings and weekends) but many subcontract this 

work to out-of-hours services employing doctors in a temporary/short-term capacity. 

There are, therefore, opportunities for individuals such as Mr S to supplement main 

(country-of-origin) incomes with additional earnings in the United Kingdom.

11.4 Dynamics of enlargement

The numbers of EU health professionals registered in the United Kingdom 
increased following the accession of the EU-12: 10 new Member States in 
2004 and Bulgaria and Romania in 2007 (Home Office 2006) (Tables 11.2 
and 11.3). The EU-15 countries still account for most of the registered EEA 
health professionals but numbers from EU-12 countries are rapidly catching 
up. In 2008 alone the EU-15 and the EU-12 accounted for 1166 and 970 
new registrant medical doctors, respectively. Among newly registered nurses/
midwives in 2008, 932 were from the EU-12 and just 437 from the EU-15. 

It is expected that this trend will continue as numbers from non-EU countries 
fall following the 2006 abandonment of active international recruitment but 
EU residents continue to exercise their right to free movement (Young et al. 
2010). By far the largest increases in numbers of EU-12 medical doctors and 
nurses/midwives have come from Poland,2 the country most heavily targeted 

2 Poland was also the most significant EU-12 source country for pharmacist and dentist migrants, accounting for 928 and 
664 new registrants, respectively, in each of those professions between 2003/2007 and 2003/2008 (Source: General Dental 
Council and Royal Pharmaceutical Society of Great Britain unpublished data 2009). 
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for international recruitment, but several other countries have been heavily 
represented. These include Hungary, the Czech Republic, Romania, Slovakia, 
Bulgaria and Lithuania (Tables 11.4 and 11.5). 

Overall, it is impossible to separate out the precise effects of accession per se from 
the United Kingdom’s targeted recruitment in certain countries. However, it is 
clear that the 2004 EU enlargement did provide a new migration source that 
the United Kingdom was quick to tap into. Even without active recruitment, 
the post-2007 increase in health professionals from Bulgaria and Romania is 
significant in relative terms (see also work permit data in Table 11.6) (Bach 
2008, EMN 2006, Pollard et al. 2008). For doctors and, to some extent, nurses 
there are also other European sources outside the EU. These include the Russian 
Federation, Ukraine, Serbia and Turkey (Tables 11.4 and 11.6).

11.5 Impacts on the United Kingdom’s health system

The benefits and challenges of health professional mobility are acknowledged 
but none has been systematically quantified and evidence on causal 
relationships cannot be given. Nevertheless, certain observations can be 
made. Firstly, the United Kingdom’s recent openness to mobility fulfilled its 
purpose of improving staff coverage rates. In turn, this was perceived to have 
contributed to reductions in waiting times for NHS treatment (Young et al. 
2008). Secondly, NHS organizations were able to make financial savings on 
agency fees for temporary staff and greater workforce stability also enabled 
increases in the United Kingdom’s training capacity. For example, recruitment 
from Germany, Greece and Scandinavia helped to free up supervisors’ time to 
expand midwifery training in London and the south-east (Young et al. 2008). 
More generally, mobility clearly has resource benefits for the British system 
because it reduces domestic spending on health professional education and 
postgraduate training (Young et al. 2008) – the United Kingdom has always 
educated fewer medical doctors than would be necessary without immigration 
(Bloor et al. 2005). 

These service and resource benefits must be weighed against the potential 
challenges associated with mobility (Young et al. 2010). One challenge is 
the potential impact on practice caused by different cultural perceptions of 
professional roles. Across all professional groups from Europe and elsewhere, 
there are (for instance) differing levels of autonomy, holistic versus task-
oriented care delivery or multiprofessional team working. Language skills and 
different styles of communication also impact on patient/carer experiences 
(Young et al. 2008). One major lesson of recent years is the high input required 
to support internationally qualified individuals to integrate effectively into the 
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NHS, regardless of previous experience (Atherton & Mathie 2002, Ballard & 
Laurence 2004, Dye & Gajewska 2001, Winkelmann-Gleed & Seeley 2005). 
Questions have also been raised about the “real equivalence” of training and 
experience and the related difficulties of ensuring service standards (Meikle 
2009, Meikle & Connolly 2009).

Professional mobility influences system stewardship and financing by providing 
opportunities to improve United Kingdom service provision and, conversely, 
by the need to restrict the potential negative impacts of importing staff. While 
it is not relevant for overall system financing, the opportunity to capitalize 
on mobility has brought about more imaginative thinking – around service 
purchasing for example. Specifically, whole clinical teams were imported 
from 2001 to 2005 to provide services that directly tackled long waiting lists 
(Department of Health 2002, Moore 2002). In the context of stewardship, 
the United Kingdom has always called on international staff when workforce 
shortfalls and associated capacity problems in service provision are identified 
(Taylor & Esmail 1999). However, the potential negative impacts on migration 
source countries are also acknowledged (Mellor 2003).

Finally, there can be little doubt that deploying internationally qualified staff to 
expand capacity must have wider system impacts from follow-through benefits 
concerning population health, service responsiveness and improved patient 
access (Davis 2007, Leatherman & Sutherland 2008). One example is the 
reduction in inequalities in access achieved by facilitating NHS primary care 
(general practitioner and dental) in areas previously lacking such provision, but 
again there is a lack of empirical research documenting such outcomes.

11.6 Relevance of cross-border health professional mobility

International mobility has undoubtedly had a major influence on health 
workforce supplies in the United Kingdom – both historically and in the 
particular policy circumstances of recent years. Alongside fluctuations in United 
Kingdom domestic training, the supply-side factor can affect NHS workforce 
supplies by many thousands – and on a much shorter timescale than it takes 
for domestic training numbers to feed through. For example, the most recent 
international recruitment saw 17 000 internationally qualified doctors enter 
the NHS workforce between 2001 and 2003 and the registration of 68 000 
nurses between 2001 and 2006 (Hann et al. 2008). Another illustration of the 
potential pace of international recruitment’s contribution is shown by the fact 
that only 53 Filipino nurses were registered in the United Kingdom in 1998, 
compared with 7235 at the height of the active recruitment drive in 2005. Thus, 
mobility and/or international recruitment has been an important workforce 
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solution in absolute terms. Significantly, however, the various demographic and 
distributional challenges underpinning the United Kingdom’s health workforce 
supply problems still remain. They have not been resolved by either international 
recruitment or by any of the other solutions to improve recruitment, retention 
and workforce deployment.3 

Those other challenges influence the overall United Kingdom workforce 
supplies and have implications for different parts of the health workforce – that 
is, certain professions, specialties and local/regional labour markets (Wanless 
2002). One key issue is the ongoing trend of workforce ageing and increasing 
retirement rates set against inadequate recruitment to replenish workforce 
losses. These problems are known particularly to affect certain workforce 
groups such as general practitioners in underserved areas and district nurses 
(MAC 2009b, Taylor & Esmail 1999). A second challenge is the trend for 
part-time working, which stems from the changing workforce gender balance 
and the general need for both women and men to balance work with other 
aspects of their lives. This effectively means that more health professionals are 
required just to provide the same level of service (Young & Leese 1999; Young 
et al. 2001). Such demographic factors compound existing problems in the 
geographical areas and specialties that are already less attractive for new recruits 
because of the nature of the work, irregular hours, high living costs and so on 
(NHS Information Centre 2008). 

In addition, the United Kingdom has experienced workforce challenges 
resulting from EU policies such as the Working Time Directive (Department 
of Health 2010). The NHS has always relied heavily on junior doctors working 
extremely long hours in order to underpin service delivery. The Working 
Time Directive restriction to a 48-hour week has reduced their contribution 
to the workforce and required adjustments and redesign of roles and services 
in order for the NHS to comply with the changes (Mahon & Harris 2003).  
Yet problems remain (BMA 2009a, MAC 2009b, Reid 2009, Santry 2009, 
WRT 2009b, 2009d). 

Mobility inflows are clearly seen to have most effect on the United Kingdom’s 
health workforce; there have been few expressions of concern about outflows 
of qualified staff, whether domestic or international. However, there is growing 
interest in the potential implications of EU students’ entitlement to apply for  
 

3 Other measures to address supply-side numerical challenges for the United Kingdom’s health workforce have included 
the expansion of professional education and training to increase domestic recruitment and various initiatives to encourage 
the retention and return of mid-career health professionals and potential retirees. The latter include measures such as 
pay improvements, flexible working and childcare provision. In addition, role redesign and skill-mix changes have been 
designed to ensure better deployment of the existing workforce by sharing overall task bundles more effectively within and 
between different professionals and other staff (Bach 2008, Department of Health 2000a, Mahon & Harris 2003, NHS 
Modernisation Agency 2003).
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undergraduate and postgraduate places. This may affect workforce planning 
and the future capacity of the permanent NHS workforce, since many do not 
remain in the United Kingdom beyond their initial training (Goldbart et al. 
2005, Pitts et al 1998, Winyard 2007). 

Mobility within the United Kingdom has also gained significance following 
political devolution. On the one hand it appears that England (particularly 
the south-east) benefits most from internal migration/circulation and that 
Scotland, for instance, is a net exporter (BBC 2008, Waite et al. 1990).  
On the other hand, a study of the employment location of nurses three years 
post-qualification indicated that London and south-east England tend to lose 
nurses to the north and north-west (NNRU 2007). Again, there is a lack of 
clear, quantified data on which to base health workforce-related policy decisions 
within the devolved administrations (Buchan 2004).

Policy-makers in the United Kingdom have largely used mobility as an 
approach to influence numbers in the health workforce in absolute terms. 
Unlike countries such as Australia and the United States, it has not channelled 
migrants specifically to address geographical maldistribution (Young et al. 
2003). While important, to-date mobility has been more significant as a 
solution to workforce supply problems generated as a result of demographic 
and distributional challenges within the United Kingdom. The supply-side 
challenges caused by mobility – outflows rather than inflows – have been less 
relevant in the United Kingdom context. However, this situation may well 
change due to the increasing contribution of EU/EEA health professionals and 
the fact that there is less control over this migration than over migration from 
non-EEA sources. 

11.7 Factors influencing health professional mobility

It is not possible to identify a single factor influencing foreign health professionals 
seeking employment in the United Kingdom, nor can particular professional 
groups or source countries be categorized easily. Nevertheless, certain points 
about the drivers and constraints to health professional migration can be 
determined from the literature. The macro-, meso- and micro-level factors 
summarized in Table 11.9 are seen to have overall relevance.
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Table 11.9  Factors attracting health professionals to the United Kingdom

Macro-level drivers – national economic and sociopolitical factors that exert 
influence across all international labour markets and also affect the health system 
dynamics relevant to health professionals

Economic • prospect of generally improved standard of living for self/family

• means to send remittance income to country of origin
Health system • un/underemployment amongst health professionals in home country

• poor salaries and working conditions generally in health sector in home  
   country

Political • political instability in home country versus stability in United Kingdom

Meso-level drivers – profession-specific factors (education/training, job 
conditions etc.) that frame perceived opportunities in a given occupational sector

Progression 
opportunities

• shortage of postgraduate training opportunities and/or posts in particular  
   specialty/profession in home country

Additional 
skills/ 
experience

• chance to experience work in different system rather than learning from  
   theory

• learn to use state-of-the-art equipment and generally broaden knowledge

Career  
development

• professional challenge associated, for instance, with different ways of  
   working

• reputation and status of the British system, specific  organization or  
   particular clinical field

• opportunity for involvement in cross-cultural research and/or general  
   networking

Micro-level drivers – individual circumstances and attitudes through which 
macro- and meso-level drivers are viewed but which also influence migration 
decision-making in their own right

Family/social 
network

• perceived better quality of life for family

• desire to give children quality education and cultural experience

• partner’s decision to work in the United Kingdom

• choices possible within context of social/migrant networks in United 
   Kingdom

Personal  
fulfilment

• desire for a life change, excitement, a break from predictable pathway

• career stage, taking opportunities at particular point

• experience different culture, looking for opportunities to travel, restlessness

• United Kingdom provides gateway to Europe and/or adds to other  
   overseas experience

Language  
skills

• desire to improve own/ family’s/children’s English language proficiency

• English first language so easier to work in United Kingdom /anglophone  
   country

Opportunity window – one-off opportunity provided by the United Kingdom’s policy 
of active international recruitment (a step-jump in mobility but for a limited period) 

United 
Kingdom policy

• response to positive recruitment strategy from British Government and  
   Department of Health

Recruitment 
incentives

• perception of United Kingdom in international marketplace – barriers to/ 
   ease of entry, nature of support at recruitment and settling-in stages

Migration  
stepping stone

• work in United Kingdom attractive as potential stage in migration,  
   primarily to the United States

Sources: Young et al. 2008, 2010 (see Bach (2007), Buchan & Rafferty (2004) for similar categorizations).
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Overall, the most important instigating factors for migration to the United 
Kingdom are the potential economic and professional/career development 
opportunities in comparison with source countries. This applies in differing 
degrees to individuals from developing and CEE countries and to richer 
countries such as the EU-15 (Hassell 2003, Larsen et al. 2005, Pollard et 
al. 2008, Young et al. 2003, 2008). The interaction of economic and family 
circumstances also appears to be important – whether the need to generate 
remittances to pay for children’s schooling in the country of origin or the 
perception that the family will have a better life in the United Kingdom (Daniel 
et al. 2001, Winkelmann-Gleed 2006, Young et al. 2008). The general political 
situation is another macro-level factor considered to be driving migration, from 
countries neighbouring the EU such as Ukraine, Georgia and various states of 
the former Yugoslavia, for example (Young et al. 2010).

The main activating and facilitating factor of recent years has been the 
international recruitment policy and its associated incentives to move to 
the United Kingdom (see section 11.8). These included financial relocation 
packages, language training and outside-work/pastoral support. This policy 
led to massive increases in the numbers of health professionals moving to the 
United Kingdom and opened up new migration sources. It seems unlikely, 
for instance, that NHS organizations would have targeted the Philippines and 
European countries (such as Spain, Germany, Poland) on such a large scale 
without government-to-government agreements and the national Department 
of Health recruitment schemes (Young et al. 2008).

Whether from within Europe, or from outside, mobility has always been 
facilitated by linguistic and cultural ties and by shared traditions in educational 
curricula and professional practice (Buchan 2006, Pitts et al. 1998, Young et 
al. 2003). The use of English as a universal language is a related facilitating 
factor that attracts migrants to the United Kingdom as they consider that their 
relevant language skills will enable them to slot into the British system more 
quickly and more easily. Conversely, from the United Kingdom perspective, an 
individual’s language skills are seen as a key mitigating factor working against 
successful migration and integration. Similarly, potential migrants are seen to 
be discouraged by intercountry differences in professional cultures, working 
methods and the task content of specific roles. These include differences 
in the scope of practice, levels of professional autonomy, experience of 
multidisciplinary team-working and interaction with patients (Bola et al. 2003, 
Buchan & Seccombe 2004, Close 2002, Grant et al. 2004, Magnusdottir 2005, 
Sales 2002). These are entirely separate considerations from mutual recognition 
of qualifications (Young et al. 2010).4

4 See also Ballard et al. 2004, Buth et al. 2000, Cashman & Slovak 2005, Cowan 2005 & 2006, Gerrish & Griffith 2004, 
Grisold et al. 2007, Mathie 2002, McKendrick 2005, O’Dowd 2003, Palese et al. 2006, Petchey & Needle 2007, Porter 
& Powell 2005. 
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Many of the factors discussed (Table 11.9) are also relevant to outmigration 
from the United Kingdom. For example, personal incentives related to 
professional development and perceived improvements in the quality of life 
are seen as key activating factors for British-qualified staff (Young et al. 2010). 
In addition, active recruitment by countries such as Australia and the United 
States attracts both home- and internationally qualified staff away from the 
United Kingdom (Buchan 2003, Finch et al. 2009, NMC 2004, Travis 2009). 
Finally, language and practice differences are seen as key constraints (mitigating 
factors) on outmigration. 

11.8 Policy, regulation and interventions

Several distinct policies on migration and the recruitment of internationally 
qualified health professionals have been in place in the United Kingdom, most 
recently moving from active recruitment policies to a more restrictive approach. 

11.8.1 Policies and policy development on health professional 
mobility 

Policy relating to mobility first became an issue in the 1950s and 1960s. Since 
that time it has always been set in response to the changing domestic workforce 
situation and/or related lobbying by professional groups with perceived 
shortages (Aiken & Buchan 2004, Buchan & Rafferty 2004, Department of 
Health 2002, Goodman 2005, Kelly et al. 2005, Raghuram & Kofman 2002). 
Three distinct policy periods can be identified in the last decade (Table 11.10):

•	 1998–2006: openness to mobility

•	 2006–2008: restrictions introduced

•	 November 2008 onwards: further tightening of immigration.

In the 1998–2006 period, policy centred on the government’s ambitious 
plan of NHS investment and related workforce expansion targets. Increased 
domestic training capacity alone was not sufficient for the timescale required 
(Department of Health 2000c). This led to the United Kingdom’s high-
profile recruitment policy and its openness to immigration across the major 
health professions (Table 11.10). At a time of economic growth, this also led 
the United Kingdom to open up to immigrating health and other workers 
from the 10 countries which joined the EU in 2004. Specifically, the United 
Kingdom imposed no restrictions on immigrants from Malta and Cyprus and 
only required citizens of the CEE countries in the EU-10 to register under a 
worker registration scheme. Individuals who worked legally for 12 months with 
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no more than 30 days break could obtain a residence permit confirming their 
right (alongside other EEA citizens) to live and work in the United Kingdom.  
This policy contrasted markedly with the more restrictive transition 
arrangements in the majority of EU-15 countries (MAC 2009a).

In 2006, policy-makers recognized that the United Kingdom’s training 
expansion was coming on-stream. International recruitment became an option 
to fill a far more restrictive set of vacancies; NHS organizations were no longer 
able to access national-level recruitment programmes and immigration rules 
for non-EEA health professionals were tightened. Employer organizations were 
required to recruit from resident workers (and EEA nationals) before looking to 
other candidates, and several health professional categories were removed from 
the shortage occupation list (official list of occupations with acute shortages 
of suitably qualified and skilled workers within the resident labour market) 
(Table 11.10). Also, the 2007 accession countries faced slightly more restrictive 
arrangements than those for the EU-10. For example, Bulgarian and Romanian 
nationals were required to be able to support themselves and their families 
without the help of public funds (i.e. social security benefits) and had to apply 
to the UK Border Agency for prior permission to work. However, individuals 
who worked legally as an employee for 12 months without a break would be 
granted full rights of free movement (MAC 2008).

The latest changes were introduced in 2008/2009 within the context of the 
“biggest shake up of the [United Kingdom] immigration scheme for 45 years” 
(NHS Employers 2008). These changes streamlined the employment categories 
that afford eligibility for immigration (from 80 routes into five tiers) within a 
new points-based system. The shortage occupation list was tightened further 
(Table 11.10) and is now reviewed every six months. In addition, employing 
organizations require a sponsorship licence to recruit skilled/temporary migrants 
such as health professionals wishing to take up short-term clinical attachments 
(MAC 2009b). The current view is: “… an NHS Trust is unlikely to go through 
the time consuming and expensive process of international recruitment if they 
cannot fill posts in the United Kingdom. International recruitment is normally 
only considered as an option when all domestic recruitment opportunities have 
been exhausted, including using return to practice or recruiting UK-based 
qualified refugees” (NHS Employers 2009).
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11.8.2 Workforce planning and development 

Historically, most workforce planning has concerned medical doctors, and 
other professions were underserved by comparison (Buchan 2004). Even so, 
the contribution of internationally qualified medical doctors was not factored 
in adequately (Bloor & Maynard 2003, Bloor et al. 2005). Planning models 
focussed on quotas for undergraduate education and postgraduate specialist and 
general practitioner training with the aim of achieving appropriate throughput 
to allow the required numbers onto the career ladder in different service/
specialty areas. Thus, the thousands of overseas doctors in NHS posts who 
lacked the postgraduate training accreditation necessary to achieve promotion 
were overlooked. Some would argue that they were regarded as a dispensable 
resource supplementary to the main medical workforce (Esmail & Everington 
1997, Grant et al. 2004).5 

In addition, workforce planning has not eliminated cyclical shortages/
surpluses and the recruitment/retention problems of less popular specialties 
and geographical areas. As a national service with national pay scales, the NHS 
has no other market mechanisms to encourage redistribution (Bloor et al. 
2005, Buchan & Seccombe 2004, 2006a, Hall 2005). Planning also took little 
account of the need to pace international recruitment and reduce it in line with 
the increases in United Kingdom training numbers that began to feed into 
the system in 2006 (Health Committee 2007, Young et al. 2008). Coinciding 
with NHS budget cuts, this resulted in high unemployment among nurses, 
medical doctors and allied health professionals who had qualified in the United 
Kingdom. In turn, this triggered the rapid policy reversal on mobility (Table 
11.10) that caused significant uncertainty amongst affected groups (Casciani 
2006a, 2006b).

Such shortcomings have been recognized (Curson et al. 2008, Darzi 2008) and 
planning is moving from a national system based on supply-side inputs to one 
in which the commissioning of education/training is employer driven, based 
on demand-side needs identified locally (Department of Health 2008a, 2008c, 
Health Committee 2007). At the time of writing, it is planned that such local 
signals will integrate into regional plans that, in turn, will feed into national 
workforce needs assessment. A centre of excellence for workforce planning has 
also been established to provide intelligence and develop planning capacity at 
all levels. 

Nationally, all the health professions have come under the auspices of the 
Workforce Review Team (WRT). This is responsible for identifying development 
priorities for the different professions, their constituent specialties, and wider, 

5 For nurses see also Allan et al. 2004, Smith et al. 2006. 
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cross-professional service areas such as cancer, diabetes, accident and emergency 
and mental health. The last is increasingly necessary as professional boundaries 
are blurring within multidisciplinary teams (for example see WRT 2008a, 
2008b). Together with both NHS Employers and Skills for Health, the WRT 
provides annual evidence to the Home Office’s Migration Advisory Committee, 
which reviews the shortage occupation list. This arrangement enables far clearer 
links between health professional mobility and NHS workforce analysis and 
planning (for example WRT 2009a, 2009c, 2009d, 2009e, 2009f, 2009g).  
It also allows for the needs of the individual countries within the United 
Kingdom (such as Scotland) to be assessed separately from those of the United 
Kingdom as a whole (Department of Health 2009, MAC 2009b). 

It should be noted that EU-linked flows cannot be controlled by United 
Kingdom policy-makers although non-EU flows can be influenced by 
immigration regulations. Therefore, increasing migration from EU countries 
is arguably a bigger challenge for health workforce planning than the mobility 
patterns previously typical in the United Kingdom.

11.8.3 Cross-border regulatory frameworks and interventions 

To a certain extent, mechanisms to manage cross-border flows can also be 
viewed in the context of government mobility policy. For example, a tightening 
of professional registration requirements for non-EEA health professionals 
coincided with moves away from active international recruitment. The 
changes included more stringent language requirements for non-EEA nurses, 
the removal of top-up courses for midwives lacking equivalent qualifications 
and the removal of reciprocal recognition for Australian and New Zealand 
pharmacists.6 However, professional regulatory bodies would consider that 
such moves as more concerned with their role of ensuring quality and patient 
safety in the face of large-scale health professional migration. The United 
Kingdom fully transposes the directive on the recognition of professional 
qualifications (European Parliament and Council of the European Union 
2005) but imposes certain profession-specific restrictions (such as additional 
adaptation requirements or minimum lengths of practice) on individuals from 
CEE countries, for instance. United Kingdom professional organizations 
have several quality/safety issues with EU mobility. These centre around (i) 
the real equivalence of education and training, (ii) regulatory bodies’ lack 
of ability to test for language competency as part of the registration process, 
(iii) the need for EU mobility legislation to require continuing professional 
development in order to ensure continuing fitness and suitability to practice 
in potentially mobile health professionals, and (iv) the need for more effective 

6 For more details see NHS Careers 2009. 
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information sharing between regulators in order to restrict the movement of 
unsafe individuals within Europe (BMA 2009b, Griffiths 2002, Hazell 2009, 
Mead 2003, NMC 2005a, Young et al. 2010). These concerns are reflected 
in the United Kingdom’s instigation of the cross-EU initiative on Healthcare 
Professionals Crossing Borders (AURE 2005, HPCB 2007).7

National-level mechanisms to manage cross-border mobility include bilateral 
agreements between the United Kingdom and several overseas governments.  
A high-profile code of practice for international recruitment was introduced in 
England in 2001 (Department of Health 2001) and later revised to encourage 
the involvement of the independent sector as well as the NHS (Department of 
Health 2004).8 This code of practice aims to prevent recruitment from over 150 
countries experiencing health professional shortages. These include developing 
economies in Africa, east and south Asia, the Middle East, the Caribbean, 
South America and the Pacific Islands. It also includes EU candidate countries 
(such as Croatia) and other countries in what might be termed wider Europe 
(such as Albania). Elsewhere under the code (China, India, the Philippines) 
recruitment was restricted to particular professional groups and/or geographical 
areas. Another main set of bilateral agreements was signed in the context of the 
United Kingdom’s active recruitment policy in Europe, for example with Spain, 
Germany, Austria, Italy and Poland between 2001 and 2005.

Increasingly, such arrangements are set within the context of the wider 
policy on international development (Buchan & Dovlo 2004, Crisp 2007, 
Department of Health 2007, Department of Health & Department for 
International Development 2008, Robinson & Clark 2008). This approach 
was clearly reflected in the bilateral agreement signed with South Africa in 2003 
that focused on sharing expertise through time-limited placements of health-
care staff. Similarly, at subnational level there are Royal College sponsorship 
schemes for medical doctors as well as exchange agreements and twinning or 
staff volunteering partnerships between local NHS organizations and overseas 
providers and regional governments (Sloan 2005).9 It is difficult to measure how 
these impact on both mobility and international development as the evidence 
on all these mechanisms is equivocal and difficult to monitor (Buchan et al. 
2008; Department of Health & Department for International Development 
2008). For example, qualitative evidence suggests that NHS  organizations and 
private agencies were influenced against targeting countries covered by the code 
of practice on international recruitment (e.g. African and non-EU European 
countries) but applications for United Kingdom professional registration still 
7 See HPCB web site (http://www.hpcb.eu/, accessed 23 November 2010).
8 A separate code for Scottish health care was launched in 2006 (Scottish Executive 2006).
9 Such arrangements will be facilitated by the temporary worker strand of the new Immigration Rules. This allows 
NHS organizations to employ individuals from outside the UK and EEA for up to 24 months as part of a government-
authorized exchange programme (NHS Employers 2008).

http://www.hpcb.eu
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continued from individuals in those countries (Young et al. 2008, 2010).  
In addition, some private-sector nursing homes encouraged back-door 
recruitment that circumvented the code. This was a problem because these 
nursing homes provided adaptation to the United Kingdom system but no 
longer-term job prospects, under the assumption that nurses who achieved full 
registration would move into the NHS (Buchan et al. 2008).

11.8.4 Political force field of regulating and managing health 
professional mobility 

Besides the national government and the relevant devolved administrations, 
the main political stakeholders in the United Kingdom are the professional 
regulatory and representative bodies, the NHS itself, the trade unions and 
mutual support associations for different immigrant health professional 
groups. The professional stakeholders work to defend migrants’ interests in, 
for example, workplace equality and immigration rule changes (BMA 2009b, 
BBC 2009, Carlisle 2005, Casciani 2006a, 2006b). The professional bodies 
also work to ensure the protection of services and patients by lobbying for 
only competent health professionals to be allowed to enter practice in the 
United Kingdom. Such issues have been highlighted by certain high-profile 
cases that have been associated with free movement in the EU (Meikle 2009, 
Meikle & Connolly 2009). There is a view that EU arrangements allow health 
professionals to practice in the United Kingdom although lacking relevant 
experience and quality safeguards concerning, for example, language skills 
(AURE 2005, Harding et al. 2005, HPCB 2007, NMC 2009).

More broadly, the NHS holds immense significance for the United Kingdom 
population and receives widespread media coverage. Different political parties 
have different priorities and approaches but all consider the perceived successes/
failures of the NHS to be key to their ongoing electoral prospects. In turn, 
the shape of the NHS changes with the policies of different governments.  
For example, the post-1997 Labour Government’s political commitment to 
expand the NHS workforce necessitated the policy of active international 
recruitment and openness to health professional mobility (Department of 
Health 2000b, Jenkins 2004). In addition, health professional mobility 
becomes an important issue in debates about the British economy. The United 
Kingdom opened up immediately to migrants from the EU-10 as there was 
then some consensus that the country needed additional workers (Blanchflower 
et al. 2007, Pollard et al. 2008). However, the economic situation and public/
media opinion had changed by the time Bulgaria and Romania joined the EU 
in 2007 and led to the more restrictive transitional arrangements for migrants, 
including health professionals, from those countries.
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The debate around professional mobility includes the view that the United 
Kingdom should become self-sufficient in the production of health professional 
labour (Mellor personal communication 2007). This is not least because of the 
need to reduce risk as, for example, migrants are by definition a less constant 
workforce (given their potential to re-migrate). Also, policy-makers are more 
aware of the need to consider the potentially vulnerable health systems that are 
the main United Kingdom migration sources (Jenkins 2004, Mellor 2003). 
This realization – triggered by complaints from countries such as South Africa 
and Ghana – led to the various codes of practice on international recruitment 
(Department of Health 2001, 2004, Scottish Executive 2006) and the 
subsequent linking of health-care mobility and international development 
policy (Crisp 2007). Of course, there is continuing debate about the extent 
to which the United Kingdom will remain self-sufficient and whether ethical 
recruitment can ever really work (Bundred & Levitt 2000, Deeming 2004, 
Khan 2005, Sartorius 2005).

11.9 Conclusion

As the mobility profile has shown, the United Kingdom has always relied 
on internationally qualified health professionals to address workforce supply 
needs. Historically, most professional mobility came from outside Europe, but 
European sources have recently started to become more important – at least in 
relative terms. Active international recruitment targeting the EU-15 and EU-
12 have increased professional registration applications from these countries 
(such as Spain, Germany, Greece, Italy and Poland) but numbers generally have 
risen in the last five years, particularly from CEE countries that have newly 
joined the EU. 

Such trends make it vital that debates about the employment of foreign-trained 
health professionals and their impact on the NHS and its workforce give greater 
prominence to the EU dimension. For example, the continuing moral question 
regarding the ethical recruitment policy’s ability to restrict negative impacts on 
source countries, including those in Europe. More practically, the sheer variety 
of countries and professional cultures represented in EU–United Kingdom 
migration makes effective induction and workforce integration measures a 
major challenge for NHS employers. 

In addition, EU/EEA and other international mobility has implications for 
United Kingdom workforce planning. The potential impact of return migration 
to source countries has not been factored in to date due to the lack of accurate 
information on outflows. Similarly, lack of information about mobility 
within the United Kingdom and the differences in levels of dependency on 
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internationally qualified staff (e.g. between England and other parts of the 
United Kingdom) pose major challenges for United Kingdom policy-makers 
addressing health professional workforce issues. 
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12.1 Introduction

Both medical education and health professional mobility have a long history in 
Estonia. The University of Tartu was founded in 1632 and, over the centuries, 
Estonian health professionals have gained education and work experience in 
Scandinavia and other countries in the east and west. Thus, the phenomenon 
of health-care professionals working abroad is not new. 

Estonia is predominantly a source country. Since EU accession, the outflow 
of health professionals to foreign countries appears to have been moderate, 
especially in comparison with other human resource issues such as ageing of the 
workforce or attrition. Inflows from other countries have remained insignificant 
– only a small number of medical doctors and dentists have migrated to Estonia 
in recent years, mostly from the Russian Federation. 

Since accession to the EU, medical doctors, nurses and dentists in Estonia 
have shown similar and relatively stable levels of interest in seeking work 
opportunities in other countries. The five most popular destination countries 
are Finland, the United Kingdom, Sweden, Germany and Norway. Health 
system reforms have improved the service delivery and financing structures 
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of primary care and hospitals and provided a good working environment for 
health professionals (Atun et al. 2006, Habicht & Habicht 2008, Koppel et 
al. 2008). However, higher salaries and better working conditions in other 
countries are the main reasons for emigration (Rechel et al. 2006). 

It is likely that the constant rises in salaries since 2005 have made working 
abroad less attractive for the Estonian health workforce. However, the 
active recruitment practices of Scandinavian, especially Finnish, health-care 
institutions may pose a threat in the near future by significantly increasing the 
numbers of health professionals leaving Estonia.

This case study aims to provide the best available and comparable information 
on health professional mobility, with a focus on the period since accession to 
the EU in 2004. It will assess the relative importance of mobility compared with 
other workforce factors such as ageing and professionals working outside the 
health system. Moreover, it will describe the impact of international mobility 
on the health system as well as the motivational factors for migration. Finally, 
the study will describe recent human resource policies, workforce planning and 
other policy-related issues. 

Limitations of the study

Data on the mobility of health professionals are based on the Ministry of Social 
Affairs annual reports on health-care statistics and the Health Care Board 
(HCB) registry of health-care professionals. Registration does not have to be 
renewed and, therefore, it cannot be presumed that all registered health-care 
professionals are working in the health-care sector. However, the number of 
active health professionals was obtained from the National Institute for Health 
Development (NIHD) annual reports on health-care statistics.

Data on the outflows of health professionals are not available in Estonia. 
However, data on the intention to migrate to another country do exist in the 
form of certificates on the mutual recognition of diplomas issued by the HCB. 
These certificates facilitate the recognition process for degrees and diplomas 
and thus health professionals’ mobility between Member States of the EU 
(HCB 2008). 

To date, only a few studies have analysed professional mobility but research 
interest has been growing since EU accession (Buchan et al. 2006). These 
authors complemented the published research with statistical data on the health 
system (from the HCB and NIHD, for example) and individual contacts with 
managers and policy-makers. One major weakness of this study is a lack of 
information on the number of health professionals who emigrated but returned; 
consequently, the number of returnees cannot be estimated correctly. 
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For better interpretation of the data it is necessary to know that the new Health 
Services Organization Act came into force in 2001. Also, the overall system 
of registration changed with the establishment of the HCB registry in 2002, 
which introduced legal changes requiring all health professionals to re-register 
within a transitional period of three years (2002–2005). 

12.2 Mobility profile of Estonia

Estonia is mainly a source country for health professionals. The EU accession 
in 2004 led to a significant rise in the number of medical doctors and nurses 
moving to neighbouring EU countries, principally Finland, but numbers 
stabilized over the following years. Inflows to Estonia are relatively insignificant 
(HCB 2008). 

12.2.1 Medical doctors

Inflows 

There has been little inflow of medical doctors to Estonia over the last few 
years. Since 2002, the year in which statistics on inflows first became available, 
the HCB has registered a total of 25 medical doctors from EU countries 
and 45 medical doctors from elsewhere (Table 12.1). Medical doctors from 
EU countries are mostly of Finnish and Latvian origin; those from outside 
the EU come mainly from the Russian Federation and Ukraine. There are no 
significant differences in age and sex between the migrants from EU and third 
countries, most are middle-aged (48–50 years) or older male medical doctors 
(HCB unpublished data 2008).

Among registered doctors, Estonia has higher numbers of foreign-trained 
anaesthetists, radiologists, general surgeons, psychiatrists and medical graduates 
without specialization (basic training only). Some of the small number of 
foreign-trained health professionals use the country as a transition point – 
around half of the registered foreign-trained doctors leave Estonia after some 
years. There are no exact data on the destination countries (HCB 2008) but 
work experience in an EU Member State is considered beneficial for achieving 
recognition in another, more attractive target country such as Finland or the 
United Kingdom. Doctors who have remained in Estonia are mainly from the 
Russian Federation (HCB 2008).

The percentage of foreign-trained doctors is insignificant in comparison with 
that of domestic medical doctors registered and working in Estonia. Between 
2004 and 2008, foreign-trained doctors formed 0.1–0.2% (two to eight 
individuals) of the total number of active doctors. Foreign-trained medical 
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doctors usually provide services in small hospitals or private practices. For 
geographical and cultural reasons (mainly Russian-speaking population), the 
majority of the medical doctors from Russia or the Ukraine work in north-
eastern Estonia (HCB 2008).

Outflows 

Between 2004 and 2009, the HCB issued 709 mutual recognition of diploma 
certificates to medical doctors (Table 12.2). In 2004, 283 certificates were issued 
but numbers dropped significantly (between three- and fourfold) and stabilized 

Table 12.1  Registry data on domestic and foreign-trained medical doctors in Estonia 
                     according to activity, 2003–2009 

 2003  2004  2005  2006  2007  2008 2009

Registered medical 
doctors

4052 5012 5201 5334 5418 5524 5636

Foreign-trained 1 6 12 10 10 15 16

     EU countries 0 4 8 4 4 4 1

     other countries 1 2 4 6 6 11 15

Practising registered 
medical doctors

 4335 4306 4319 4400 4503 4414

Foreign-trained 1 3 8 3 2 6 na

     EU countries   0 1 4 0 0 1

     other countries 1 2 4 3 2 5

Active foreign medical 
doctors among active 
Estonian medical doctors (%)

 0.07 0.19 0.07 0.05 0.13

Sources: HCB unpublished data 2008, 2009, NIHD 2008, 2009a. 
Note: na: Not available

Table 12.2  Mutual recognition of diploma certificates issued to practising registered 
                     medical doctors in Estonia, by intended destination country, 2004–2009

Destination country 2004 2005 2006 2007 2008 2009 Total

Finland 203 59 60 61 61 81 525

United Kingdom 30 10 8 7 8 10 73

Sweden 23 4 6 1 1 4 39

Germany 7 3 3 1 0 4 18

Norway 7 1 2 1 2 0 13

Others 13 2 8 4 7 7 41

Total 283 79 87 75 79 106 709

Source: HCB unpublished data 2008, 2009.
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in the following years before rising again in 2009. The major destination 
countries were Finland (74%), the United Kingdom (10%), Sweden (6%) and 
Germany (6%). 

The largest numbers of emigrants (190) are doctors with no specialization 
(including resident doctors). These are followed by family physicians (118), 
anaesthetists (72), radiologists (58) and general surgeons (44) (HCB unpublished 
data 2009). The doctors with no specialization are usually residents studying 
for specialization and practising medicine after basic studies. The HCB assumes 
that certificates are requested mostly by residents interested in practising 
abroad before acquiring their diplomas (HCB 2008). The annual percentage 
of Estonian doctors wishing to emigrate fell from 6.5% to 1.8% between 2004 
and 2008 but rose to 2.4% in 2009 (Table 12.3). HCB analysis shows that not 
all doctors with certificates leave the country – between 2004 and 2008 around 
52% of these doctors continued to provide health-care services in Estonia. 

There are various cross-border practices in Estonia. For example, some 
radiologists residing in Estonia provide their services abroad over the Internet 
(HCB 2008). The numbers of medical doctors who leave include commuters 
who work in Finland over weekends and in Estonia during the week (HCB 
2008, NIHD 2009a). In several cases, Scandinavian health-care providers have 
targeted Estonian health professionals through active recruitment practices 
such as free language courses and information days for doctors.

Comparison of the workforce outflow to foreign states and the workforce 
outflow from the health-care sector shows that migration to other countries is 
less significant than the number of non-practising doctors in Estonia who do 
not provide health-care services (Table 12.3). 

Table 12.3  Mutual recognition of diploma certificates issued to practising registered 
                     medical doctors in Estonia, 2004–2009 

Medical doctors 2004 2005 2006 2007 2008 2009

Total registered 5012 5202 5334 5418 5524 5636

Practising and registered 4335 4306 4319 4400 4503 4414

Not practicing (%) 677 (14) 896 (17) 919 (17) 914 (17) 1080 (20) 1165 (21)

Certificates issued  
(% among practising MDs)

283 (6.5) 79 (1.8) 87 (2.0) 75 (1.7) 79 (1.8) 106 (2.4)

Sources: HCB unpublished data 2008, 2009, NIHD 2008, 2009a.
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12.2.2 Nurses 

Inflows and outflows

There is barely any inflow of nurses. Since 2002, it is reported that only one 
nurse (from Latvia) has moved to Estonia. Conversely, a number of Estonian 
nurses have shown interest in migrating in recent years. This may have been 
influenced by the specific activity of Finnish and Norwegian recruitment 
companies since 2007 (Ilves 2007). Since EU accession, the HCB has issued 
605 certificates to nurses wishing to work abroad. Between 2004 and 2009, the 
three most popular destination countries were Finland (61%), Norway (12%) 
and the United Kingdom (9%) (Table 12.4).

The share of Estonian nurses wishing to emigrate declined from 1.4% in 2004 
to 0.8% in 2006 but rose to 1.6% in 2009 (Table 12.5). As with doctors, only 
around 56% of the nurses issued with recognition certificates actually left the 

Table 12.4  Mutual recognition of diploma certificates issued to practising registered 
                     nursesa in Estonia, by intended destination country, 2004–2009

Destination country 2004 2005 2006 2007 2008 2009 Total

Finland 61 50 49 52 71 84 367

Norway 10 4 5 29 15 8 71

United Kingdom 11 11 8 8 8 6 52

Sweden 26 6 3 1 0 2 38

Ireland 3 11 1 5 3 1 24

Netherlands 4 0 0 0 0 1 5

Others 3 7 1 5 0 32 48

Total 118 89 67 100 97 134 605

Source: HCB unpublished data 2008, 2009. 
Note: a One per professional, duplicates for one individual have been removed.

Table 12.5  Mutual recognition of diploma certificates issued to practising registered 
                     nurses in Estonia, 2004–2009 

Nurses 2004 2005 2006 2007 2008 2009

Total registered 9 365 9 772 10 264 10 541 10 776 11 027

Practising registered 8 420 8 530 8 556 8 603 8 297 8 281

Not practising (%) 945 (10) 1 242 (13) 1 708 (17) 1 938 (18) 2 479 (23) 2746 (25)

Number of issued  
certificates (% 
practising nurses)

118 (1.4) 89 (1.0) 67 (0.8) 100 (1.2) 97 (1.2) 134 (1.6)

Sources: HCB unpublished data 2008, 2009, NIHD 2008, 2009a. 
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country (HCB unpublished data 2008). Similarly, attrition is a continuous 
problem since a large number of registered nurses work outside the health-care 
sector (25% in 2009). Despite increases in health professional salaries between 
2004 and 2008, many nurses choose to work in spas, beauty salons or elsewhere 
in the service sector. 

12.2.3 Dentists

Inflows 

Between 2002 and 2009, the HCB recognized and registered five dentists from 
EU countries and 17 from elsewhere. Like doctors, dentists who migrate to 
Estonia are mostly middle-aged (45–46 years) males, the majority from Finland 
and the Russian Federation. Unlike medical doctors, dentists from the Russian 
Federation who register in Estonia are more likely to stay in the country (more 
than half have done so). 

Outflows

Between 2004 and 2009 a total of 174 Estonian dentists obtained certificates 
allowing them to work in the EU. Analysis of the intended destination countries 
shows that most dentists planned to migrate to Finland (67%) and the United 
Kingdom (14%) (Table 12.7). This is in line with the major destination 
countries of medical doctors and nurses. 

Table 12.6  Registry data on domestic and foreign dentists in Estonia, 2003–2009 

Dentists 2003 2004 2005 2006 2007 2008 2009

Registered 1247 1300 1349 1390 1424 1465 1495

Foreign-trained and registered 3 3 5 8 2 1 2

     EU countries 0 0 1 3 1 0 0

     other countries 1 3 4 5 1 1 2

Practising and registered  1166 1202 1194 1164 1237 1196

Practising foreign-trained and 
registered 

2 3 1 6 1 0 na

     EU countries   0 0 0 1 0 0

     other countries 2 3 1 5 1 0

% of active foreign dentists 
(working in Estonia) among 
active Estonian dentists

 0.26 0.08 0.50 0.09 0.00

Sources: HCB unpublished data 2008, 2009, NIHD 2008, 2009a. 
Note: na: Not available.
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From 2004 to 2009, 174 dentists (between 1.4% and 3.4% per year) applied 
for certificates enabling them to begin the recognition procedure in a foreign 
state (Table 12.8).

Like doctors and nurses, increasing numbers of dentists are not actively 
providing health-care services – from 9% in 2004 to 21% in 2009 (Table 
12.8). Estonia has had high numbers of dentists for many years and these have 
increased further since 1990 (89 dentists per 100 inhabitants in 2007). For this 
reason, migration and attrition to other sectors have no remarkable influence 
on the availability of dental health-care services within the country.

Medical doctors, nurses and dentists leaving or working temporarily

One feature that characterizes the outflow of Estonian health professionals 
is the temporary nature of working abroad. Many health professionals work 
according to a shift system (on certain working days) and, therefore, find it 
easy to provide health-care services in neighbouring countries (such as Finland, 
Sweden, Norway) while continuing to work in Estonia. Some medical doctors 
provide services on weekdays in neighbouring foreign states and at weekends 

Table 12.7  Mutual recognition of diploma certificates issued to practising registered 
                     dentists in Estonia, by intended destination country, 2004–2009       

Destination country 2004 2005 2006 2007 2008 2009 Total

Finland 15 12 23 15 16 36 117

United Kingdom 7 4 6 3 2 2 24

Sweden 0 0 5 6 0 1 12

Others 7 1 3 4 5 1 21

Total 29 17 37 28 23 40 174

Source: HCB unpublished data 2008, 2009.

Table 12.8  Mutual recognition of diploma certificates issued to practising registered 
                     dentists in Estonia, 2004–2009 

Dentists 2004 2005 2006 2007 2008 2009

Total registered 1286 1335 1381 1424 1465 1495

Practising registered 1166 1202 1194 1164 1237 1196

Not practising (%) 120 (9) 133 (10) 185 (13) 257 (18) 281 (19) 314 (21)

Certificates issued (% of 
practising dentists)

29 (2.5) 17 (1.4) 37 (3.1) 28 (2.4) 23 (1.9) 40 (3.4)

Sources: HCB unpublished data 2008, 2009, NIHD 2008, 2009a.
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return to Estonia where their families live and work. Some health professionals 
provide services abroad (in hospitals of northern Finland or family doctor 
practices, for example) for periods ranging from some months to up to a half 
year and then return to Estonia. It is known that recruitment agencies employ 
Estonian nurses to cover temporary workforce shortages in Norwegian facilities. 

12.2.4 Summary

Currently, the Estonian health system is not dependent on health professionals 
who have gained their education and further medical practise in foreign 
states. The evidence available since 2002 shows a marginal inflow of health 
professionals from other countries. 

The HCB registry shows that most foreign doctors come from neighbouring 
countries such as the Russian Federation and Finland (HCB 2008). Between 
2002 and 2009 the HCB registered 95 foreign health professionals (doctors, 
dentists, nurses), about half of whom have moved from Estonia to another EU 
Member State at the end of the observation period. This shows clearly that an 
important share of inflowing doctors use Estonia as a platform for moving to 
another country – hoping that entry to the registry will facilitate registration in 
a more tempting EU country (HCB 2008). 

The 2004 EU accession led to a temporary rise in migration to neighbouring 
EU countries among doctors and nurses. The international outflow of Estonian 
health professionals occurs mostly within the EEA or Switzerland; a few have 
migrated beyond. Finland is the main destination of health professional 
emigration. Some migrating professionals provide cross-border health-care 
services while others work simultaneously in both Estonia and a neighbouring 
country. Between 2004 and 2009, the HCB issued around 1500 certificates 
to medical doctors, dentists and nurses, but not all have left Estonia (HCB 
unpublished data 2008). To date, more health professionals have left the health 
sector within Estonia than have emigrated. 

In summary, Estonia can be characterized as a state that has a moderate outflow 
of professionals to foreign states. In 2008, the proportion of health professionals 
with certificates to work abroad represented 1.8% of practising medical doctors, 
1.2% of practising nurses and 1.9% of practising dentists. In recent years, the 
willingness to emigrate has remained relatively stable in the three professions. 
There are signs that the situation may have begun to change in 2009 as the 
overall economic crisis influenced professionals’ perceptions and, potentially, 
their migration behaviour (see also section 12.5). In 2009, certificates were 
issued to the highest numbers of nurses (134; 1.6%) and dentists (40; 3.4%) and 
the second highest number of medical doctors (106; 2.6%) since records began 
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in 2004. It is difficult to say whether these developments show the beginning 
of a new trend or indeed whether they are attributable to the economic crisis. 
However, it is argued that the situation is worth monitoring.  

12.3 Vignettes on health professional mobility

Latin American medical doctor moving to Estonia for training 
and work

This doctor had studied dental care and surgery in her homeland but, as it was very 

difficult to get work in the best private hospitals there, chose to study and work in 

Estonia. Young doctors in her homeland are less motivated to work in public hospitals 

as they offer lower salaries than private hospitals. The doctor considers Estonia to 

have a fairer health system and to offer better possibilities to enter the labour market. 

Coming from outside the EU, she was required to pass an examination in order to 

register as a medical doctor. Starting with a postgraduate medical training (residency) 

in the University of Tartu, since autumn 2006 she has worked as a resident in one 

of the biggest hospitals in Estonia. She passed a three-month language course and 

speaks fluent Estonian. After completing her residency in Estonia, she had no problems 

registering as a medical specialist. She intends to remain in Estonia after graduation 

because she is satisfied with the working conditions and the way of life.

Medical doctor from the Russian Federation, working and living 
in Estonia

This 33-year-old male doctor graduated from Astrakhan State Medical Academy in 

the Russian Federation. He moved in 2005 – his mother is Estonian and the pull of his 

roots was so strong that he intends to spend the rest of his life in Estonia. His biggest 

challenge was to overcome the language barrier as he spoke almost no Estonian when 

he arrived. With the support of a private teacher and daily practise he is now able to 

speak Estonian. 

Coming from a non-EU state, this doctor was required to pass an examination or to 

undertake six months’ adaptation in a health-care facility in Estonia. He chose the latter, 

working in a small (50 bed) hospital before registering as a surgeon. He decided to 

remain in the same hospital. This young doctor has made such a good impression that 

the hospital clinical director would not hesitate to recruit other foreign medical doctors.

This foreign surgeon is satisfied with the operation of the Estonian health sector. He 

considers it to be more transparent and to pay much larger salaries than the Russian 

Federation.
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Estonian nurse commuting between Norway and Estonia 

This young Estonian nurse graduated from health-care college with a nursing degree 

and a specialization in emergency care. She works as a specialist in emergency care 

where she is very highly qualified in comparison with many of her colleagues. Earning 

a high salary (in comparison with a nurse’s average salary), in 2007 she decided for 

economic reasons to work in Norway too. Each month she works two weeks in Norway 

on a temporary contract providing nursing services in a nursing home, which does 

not use her emergency nursing skills. The Norwegian employer pays the commuting 

costs. The nurse works in Estonia for the other two weeks of each month. There is a 

strong incentive to commute as she is paid more for two weeks in Norway than for two 

months in Estonia.

She has now been working in the two countries for two years but finds the arrangement 

exhausting and stressful for herself and her relatives. Her family is in Estonia and she 

does not know how long she will be able to continue with this arrangement.

Estonian doctor moving to Finland for secure employment 
conditions

The health sector workforce was relatively underpaid when Estonia joined the EU 

in 2004. At the same time, there were hard and long-drawn-out salary negotiations 

between the government, hospital unions and the doctors’ trade union. 

Dr S is a young family physician who completed her residency in 2004. She had to 

choose between continuing to work in Estonia under strained budgets or to take up a 

stable position offering six times the salary in a hospital in Kotka, Finland. Like a number 

of younger Estonian doctors that year, she chose to continue her career abroad.

In 2008, she was still working as a family physician in Kotka. Doctors’ salaries have 

risen substantially in Estonia over the intervening four years but medical doctors 

practising in Finland still earn considerably more. Dr S is satisfied with her salary, her 

personal life (she married a Finn) and the ever-expanding Estonian community in Kotka. 

She left Estonia after graduating from university and established her new life abroad. 

Currently she has no intention of moving back to Estonia. 

12.4 Dynamics of enlargement

Relative isolation over the 50 years following the Second World War changed the 
pattern of both immigration and emigration, which took place mostly within 
the USSR. The health ministry of the USSR offered some medical doctors and 
nurses the possibility of working in foreign states, mostly developing countries. 
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A special agreement between the USSR and Finland also enabled some doctors 
to work in Finland. However, there is a lack of statistical information for this 
period and no data are available to estimate the emigration phenomenon before 
1991.

The state borders opened when Estonia became independent in 1991. This 
initiated the first wave of labour migration as medical doctors and nurses started 
to seek better working conditions in nearby countries, initially Finland. Estonia 
was not part of the EU during that period and, therefore, those seeking to work 
in European countries were required to pass both the specialty and the language 
examination in order to start practising. As a result, emigrants were primarily 
the most progressive younger doctors and nurses with foreign language skills. 
Many of these have now returned to Estonia (Kallaste et al. 2004).

The initial strong interest in migration, particularly among medical doctors, 
can be explained by the opening of new career opportunities, free movement 
of workers and the mutual recognition of diplomas (Aaviksoo et al. 2006, 
Kallaste et al. 2004). Analysis of the movement of health professionals over the 
period 2004–2008 indicates that migration intentions had stabilized. However, 
migration intentions among health professionals increased in 2009, possibly 
related to the economic crisis. This was an exception and it is too early to 
consider this a general trend. 

It is arguable that the main motivational factor for doctors and nurses seeking 
to leave Estonia was the relatively low wage levels. In 2004, 283 doctors and 
118 nurses wanted to emigrate – over three times more doctors than the 
average over the next four years. Intense salary negotiations were launched with 
the trade unions in 2004 but the results were unpredictable and contributed 
to uncertainty among health professionals. In the following year, a wage 
agreement increased pay levels and produced significant reductions in the 
number of health professionals wishing to leave – 79 doctors and 89 nurses in 
2005 (Aaviksoo et al 2006, HCB unpublished data 2008). 

While the migration of health professionals is not to be underestimated, it 
has been less than was anticipated prior to EU accession. The 2003 migration 
survey predicted the departure of 5% of health professionals (Kallaste et al. 
2004). However, after a relative peak in 2004, 1.8% of practising medical 
doctors, 1.0% of practising nurses and 1.4% of practising dentists showed 
migration intentions in 2005 (HCB unpublished data 2008).

The trend of health professionals returning to Estonia after 2004 is a less 
investigated topic. There are no statistics that affirm whether professionals 
return after practising abroad and the reasons for returning or staying are 
unclear because only unsystematized evidence is available.
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12.5 Impacts on the Estonian health system 

Health professional mobility’s impact on health system performance has become 
an important feature of international health policy debate over the last few 
years, both within Europe and worldwide (Buchan 2008). As migration and 
health professional mobility become increasingly important for health systems 
and population health, these issues will require greater policy attention at the 
multilateral level (MacPherson et al. 2007). The migration of professionals, 
health-system impacts of international recruitment and related ethical concerns 
were also highlighted in the recent Tallinn Charter: Health Systems for Health 
and Wealth (WHO Regional Office for Europe 2008). 

Only limited research has been carried out in Estonia (Kallaste et al. 2004; see 
also section 12.8). The scant evidence available suggests that health professional 
mobility is not a major influencing factor but does have a limited impact on 
many fronts of the health system, such as health financing, service delivery, 
training arrangements and overall policy and regulation. In general, there is 
no proof that health workforce mobility alone affects service availability or 
waiting times. However, the inflow of medical doctors and dentists has had a 
positive impact in certain geographical regions of Estonia. Those few doctors 
and dentists arriving from the Russian Federation and Ukraine have reduced 
the shortage of health professionals in north-eastern Estonia. 

In media and policy debates, the Estonian Medical Association and the Estonian 
Hospital Association have reported that the health professional labour shortage 
is caused mainly by emigration (Ministry of Social Affairs 2008b). While there 
are shortages of some specific types of professional in certain regions, these are 
related to both domestic and international mobility and the small numbers of 
specialists in some specialties (such as thoracic surgery, pathology) in Estonia. 
Hence, the movement of only one or two specialists can affect the provision of 
health-care services in a particular area. As a result, smaller providers have been 
proactive in recruiting part-time specialists from bigger hospitals (Ministry of 
Social Affairs 2008b).

The outflow of health professionals has a negative impact on the efficiency of 
the education system and financing, especially when young graduates emigrate. 
One means of addressing the gaps in the health workforce caused by migration 
is to train more specialists. However, education cycles are rather long and so 
results can only be seen after several years (Kallaste et al. 2004). The migration 
of young doctors has launched a discussion on setting incentives to stay – 
for example, reclaiming training costs from graduate doctors or recruiting 
providers or mandatory service after graduation – but many of these could 
have unpredictable impacts on the health system. 
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Health workforce migration has exerted significant pressure on health system 
financing. Workforce costs have been particularly affected by the salary 
negotiations between the trade unions, health-care provider associations 
and the government. These began in 2004 and recent salary increases have 
been faster in the health and social sector than elsewhere (see section 12.8). 
Migration can be connected to these decision-making processes, and further 
interaction is found between the issuing of certificates to work abroad and 
salary negotiations. The number of issued certificates has always increased at 
the time of state-level salary negotiations, although that does not mean that 
all those who receive a certificate migrate. Likely some of these applications 
are intended to exert pressure on employers and the state during negotiations.

The financial crisis that began in 2008 has potential to influence migration 
trends in coming years, but it is still too early for any sound evidence of this. 
In early 2009, the salaries of health professionals remained constant while 
average salaries in other sectors decreased (NIHD 2009b). At the same time, 
there was an increase in the number of requests for the certificates required to 
work abroad. In comparison to 2008, the number of certificates issued in 2009 
increased by 34% for medical doctors, 38% for nurses and 74% for dentists 
(HCB unpublished data 2009). These sharp increases may have been caused by 
uncertainty about the future or influenced by health professionals’ perceptions 
of changes taking place within the health-care sector in 2009 – this needs 
further research. 

Estonia is a source country that currently does not suffer any significant loss 
of health professionals; therefore, there is little impact on the health system.  
At the same time, health-care workforce migration has become an important 
part of policy and political discussions over the past years. 

12.6 Relevance of cross-border health professional mobility

Cross-border health professional mobility has no major influence on the 
Estonian health workforce. Health professionals from foreign countries 
represent only 0.1–0.2% of the active health workforce in the country (HCB 
unpublished data 2008). 

Between 2004 and 2009, the emigration of Estonian health professionals was 
not as high as forecast in several studies. More important challenges are posed 
by the ageing of doctors and dentists and the retention of qualified professionals 
in the health-care sector. 
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12.6.1 Distributional issues influencing composition of the health 
workforce 

Regional variations and specialties 

Despite the financial crisis, there is no information on a potential increase in 
unemployment in Estonian health care (Ministry of Social Affairs 2008a, 2009). 
The current situation in the medical doctor labour market is best characterized by 
a limited shortage in specific specialties (family medicine, anaesthesia, psychiatry, 
pathology and gynaecology) (see also section 12.5) and geographical regions 
(especially rural areas). Currently, a key problem is the lack of family doctors in 
small border municipalities and some small islands, where family physicians from 
neighbouring areas often substitute for their colleagues. One proposal to address 
this problem involves cooperation between the University of Tartu and county 
governments in order that family doctors carrying out their residencies may be 
channelled temporarily to underserved rural areas. 

It is difficult to recruit enough nurses in rural areas. Also, the nursing shortage 
has been increased by a relatively high number of nurses leaving the health 
sector (Ministry of Social Affairs 2008b).

Attrition: registered health professionals exiting the health sector

The health professionals who move to other Member States are having less 
impact than the number of registered medical doctors and nurses who do not 
provide health-care services. Between 2004 and 2008, the number of doctors 
and nurses wishing to migrate showed a tendency to decrease. However, the 
number of doctors working outside the health-care sector appears to be increasing. 
In 2008, 20% of registered doctors and 23% of registered nurses worked outside 
the health-care sector (see also Tables 12.3 and 12.5). These health professionals 
usually find employment in pharmaceutical companies, government ministries 
and their agencies or other employment sectors (HCB 2008).

Ageing of health professionals

Estonian medical doctors are characterized by a high mean age (49.7 years) and 
a high number of women (74%) (HCB unpublished data 2008). Specialized 
doctors with the highest mean ages are internists (mean age 56), neurologists 
(55) and gynaecologists, oncologists and pathologists (54 for all). The ageing 
of Estonian health professionals is a very serious concern. The HCB registry 
indicates that 26% of doctors, 23% of dentists and 8% of nurses are 60 years 
or older. Most of them may retire in the near future, although many medical 
doctors (79%) and nurses (59%) of retirement age continue to provide services 
(HCB unpublished data 2008), thereby reducing the shortages in some 
geographical areas. 
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12.6.2 Educational system

In Estonia, the education of health professionals is coordinated centrally with 
a state budget for training health professionals. The Ministry of Education and 
Research sets admission quotas for publicly funded state-commissioned student 
places. These are based on proposals by the Ministry of Social Affairs and agreed 
by the university, medical colleges and professional associations. 

In addition, there are both state-commissioned and private student places for 
which students pay tuition fees. These students have the right to apply for any 
publicly funded places that become available during the study period. Private 
student places constitute 10% of all student places at the University of Tartu 
and the two health-care colleges.

Each year, 15 to 17 foreign students are accepted for undergraduate studies 
in medicine – 11% of all commissioned student places. Of these foreign 
students, 80% come from Finland. The university provides the first year’s 
study in English but the rest of the training is in Estonian. Medical or dental 
training is followed by a three to five year residency. All residency programmes 
(postgraduate medical training programmes) are fully state financed from the 
budget of the Ministry of Social Affairs (Parliament of Estonia 1995a, 1995b). 
Foreign students tend to leave after graduation from the basic training in 
medicine as postgraduate training may be more easily accessible in their native 
countries. Residency places in Estonia are limited to 90% of undergraduate 
training places and there is fierce competition.

Nursing education is provided mainly in Estonian and no foreign students have 
undertaken nursing studies since 1998. One health-care college provides some 
curricula in Russian in the first year and intensive Estonian language courses in 
north-eastern Estonia where residents are principally Russian speaking. 

Statistics from health-care colleges show that 80% of graduate nurses start work 
within their specialties. Unfortunately, there is a lack of further information 
on their career paths – for example, time spent in initial posts, intention to 
leave the health sector or migrate. There is no up-to-date official survey of the 
migration rate among Estonian health graduates. It would be appropriate to 
conduct such a survey in order to estimate the true figure.

In conclusion, the Estonian health education system has not been attractive 
to foreign students. However, health professional training in Estonia meets 
EU directives and fosters the outflow of Estonian health professionals to other 
Member States. This is especially popular among resident doctors, who often 
complete part of their studies abroad (mostly in Finland).
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12.6.3 Implications of cross-border mobility 

The annual trends in health professional mobility to Estonia show insignificant 
inflows of doctors, nurses and dentists. However, those few doctors and dentists 
from the Russian Federation and Ukraine who remained working in Estonia are 
important for ensuring the sustainability of service provision in the hospitals of 
some underserved geographical areas (the islands and north-eastern Estonia).  
As in other OECD countries, foreign-trained doctors in Estonia have mainly 
contributed to filling service gaps in rural areas (Dumont et al. 2008).

Emigration of Estonian health professionals since EU accession has not been 
as high as anticipated. The ageing of medical doctors, nurses and dentists and 
the relatively high number of health professionals exiting the health sector pose 
greater challenges for workforce sustainability. 

12.7 Factors influencing health professional mobility

In 2003, Estonian health sector professionals were surveyed on their willingness 
to work abroad. Results showed that about half would like to work abroad, 
either permanently or temporarily, and around 5% had definite plans to move. 
The regression models showed that migration intention depends on the usual 
sociodemographic and economic variables such as age, sex, marital status, home 
region, job security and dissatisfaction with current wages. The main reasons 
for wanting to work abroad were the expectation of higher salaries and better 
working conditions; the main obstacle was leaving family and home in Estonia 
(Kallaste et al. 2004).

The number of nurses willing to work abroad decreased between 2004 and 
2006. The survey also revealed that the preferred duration of stay had changed 
over these two years – those with a definite plan to move abroad had decreased 
from 5.2% to 2.4%. The share of nurses willing to find seasonal jobs abroad 
had increased from 24.7% in 2003 to 47.9% in 2005 (Aaviksoo et al. 2006). 

Although salary was continually cited as the main reason to emigrate, its relative 
share as a motivating factor decreased. Professionals’ disappointment with the 
health-care system diminished and the opportunity to gain work experience 
was mentioned as a more important goal than it was in the earlier survey 
(Aaviksoo et al. 2006). 

The highest willingness to move abroad was seen in medical doctors aged 30–
39, followed by younger medical doctors and nurses in the 20–29 age group 
(Fig. 12.1). It appears that younger nurses are motivated to move abroad by 
higher salaries and their living situation since younger people tend not to have 
started families (HCB 2008, Kallaste et al. 2004). 
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12.8 Policy, regulation and interventions

Estonia has no specific policy on health professional mobility. Approved by the 
government in 2008, the National Health Plan 2009–2020 includes some targets 
for human resources for health. However, the migration of health professionals 
is not mentioned in this or in other related programmes. Hence, the mobility 
of the health workforce is an underdeveloped policy issue in Estonia. 

Health migration has been the subject of several studies (Aavikso et al. 2006, 
Estonian Migration Foundation 2006, Kallaste et al. 2004) and of media 
debate, but there are no specific policies or programmes at governmental 
level. Migration policies make no distinction between general migration and 
health migration – both are based on the same principles and follow the 
same regulations. Managed migration means migration as provided by law – 
registration of the foreign labour force (how many people and from which 
country), equal treatment and sufficient information concerning rights and 
obligations (Estonian Migration Foundation 2006).

The absence of any formal policy on health professional mobility and migration 
topics also means that the government does not actively recruit health 
professionals from other countries. All immigrants in the health sector have 
acted of their own volition or been recruited by hospitals and other providers.

Estonia has launched several long-term health programmes aiming to find the 
best solutions to problems and to promote health at both state and local levels. 
Since the late 1990s, there has been more discussion of access, efficiency and 

Fig. 12.1  Health professionals intending to migrate from Estonia, cumulative numbers, 
                  2004–2008
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quality problems in health care, and quality has become the keyword (Estonian 
Migration Foundation 2006). 

The temporary movements of young health professionals who practise in other 
countries are another important aspect of migration. Motivation schemes for 
prompting the return of these doctors and nurses need additional focus from 
individual providers as well as the articulation of an overall policy to balance 
the practise of other countries and providers that actively recruit from Estonia. 

Salary increases for health professionals have been the only, albeit very effective, 
instrument used to reduce emigration over recent years. On 1 January 2005, a 
minimum salary level agreement came into force between health professionals 
(medical doctors and nurses), trade unions, health-care provider associations 
and the state. It is highly likely that this has had a retention effect on health 
professional mobility (HCB 2008). A further agreement was signed in January 
2006 to provide additional annual increases of minimum income in 2006, 
2007 and 2008. There have been no subsequent salary negotiations at state 
level; specific salary levels are decided and defined at individual provider levels.

Health professionals who provide outpatient and inpatient care in hospitals 
are usually salaried employees. As the salary agreement extends to all practising 
doctors and nurses, there is no minimum salary difference between the hospitals 
and the ambulatory sector. However, many high-level providers of health-
care services in certain designated hospitals pay higher hourly wages than the 
established minimum.

Health-care providers are either private entities (family medicine) or 
under public ownership but working under private legislation (hospitals).  
The Ministry of Social Affairs and, more recently, the NIHD monitor the 
financial status of providers and overall salary levels using statistical accounts 
and by facilitating an annual salary survey. The data mainly reflect average base 
salaries (Table 12.9) (NIHD 2008). 

The national gross average income in Estonia has increased twice between 2002 
and 2008; the salaries of health professionals have increased more frequently 
(2.5–2.8 times). This has been the outcome of a policy prioritizing health 
professionals, further supported by additional revenues in the health insurance 
system during the period of economic growth (EHIF 2009). 

However, the economic crisis has led to reductions in overall salaries and raised 
the unemployment rate in 2008 and 2009. Latest data from the first quarter of 
2009 show a continuous increase in the salaries of medical doctors (reaching up 
to 2.2 times the country’s average salary) but a slight decrease in the salaries of 
nurses and nursing assistants. The base salary has also increased but the shares of 
performance and bonus payments have decreased considerably (NIHD 2009). 
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Overall, the health sector has seen smaller salary decreases and lower levels of 
unemployment than other economic sectors.

Dentists and their services are not covered by the salary agreement but dentists’ 
salaries have been higher than those of other health professionals. The Estonian 
Health Insurance Fund purchases dental care for children but adult dental 
care is not included in the benefit package (except monetary subsidies for the 
elderly). Patients in Estonia make direct payments to providers who are free 
to set their own price levels. Providers have become less interested in applying 
for the Health Insurance Fund contracts as prices in dental care have risen and 
there has been increasing demand for (more profitable) adult dental care since 
economic growth began in 2004 (Koppel et al. 2008).

12.8.1 Workforce planning and development 

Although there is no general migration policy for health professionals in 
Estonia, health professional mobility has been taken into account in the 
planning process led by the Ministry of Social Affairs in order to inform the 
Ministry of Education and Research and the training institutions (Ministry of 
Social Affairs 2008a).

The continuous planning and monitoring of health professionals takes place at 
state level. This includes analysis of the dynamics of how many professionals 
have migrated and how many are working outside the health sector. Moreover, 
the Ministry of Social Affairs has financed several studies to map the outflow 
readiness of health professionals and their satisfaction with the working 
environment in Estonia (Aavikso et al. 2006, Kallaste et al. 2004). 

The current health workforce planning model was developed by the Ministry 
of Social Affairs in 2005. It aims to improve human resource planning in the 
health-care system and to calculate the annual demand for training. The model 
takes account of the age profile of health professionals, migration, existing 

Table 12.9  Average monthly gross salaries (€) of health personnel in Estonia, 2002–2008

 2002 2004 2006 2008 Increase between 
2002 and 2008

Medical doctor 625 818 1126 1609 157%

Nurse 296 364 526 855 188%

Nursing assistant1 182 219 302 494 171%

Country-averaged monthly salary 366 431 549 788 115%

Source: NIHD 2009b. 
Note: Nursing assistant education is based on practical training in the workplace or completion of a one-year course at 
health college.
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hospital network and planned capability for providing health-care services.  
A remarkable increase in the annual intakes of new medical students (from 110 
to 140), medical residents (from 110 to 120) and general nurses (from 260 to 
300) resulted from the planning model from 2005 to 2008.

The Ministry of Social Affairs considers 30 doctors and 80 nurses per 100 
inhabitants to be the optimal rate for the next 10 to 15 years and is planning 
to continue funding annual admissions of 130 to 140 new medical students, 
120 to 125 new medical residents and 300 general nurses (Ministry of Social 
Affairs 2008b). The efficiency of health workforce planning is affected by the 
availability of financial resources for education, the capacity of the schools 
and sufficient numbers of candidates for admission (Ministry of Social Affairs 
2008b).

The most underdeveloped issue in workforce planning is how to draw medical 
doctors and nurses working outside the sector back into the health system. 
This has been discussed in the Ministry of Social Affairs but no policy has been 
introduced. Moreover, the active recruitment practices of some Scandinavian 
countries makes it even more difficult for the government to plan the needs of 
the health workforce as migration is induced by the demand side abroad rather 
than the domestic supply side (Estonian Migration Foundation 2006).

12.8.2 Cross-border regulatory frameworks and interventions

Mutual recognition of diplomas in the European Community

Since accession to the EU, the diplomas of Estonian medical doctors, nurses, 
midwives and pharmacists have been treated in accordance with diplomas 
awarded by other Member States (European Parliament and Council of the 
European Union 2005). An automatic recognition procedure applies to diplomas 
that meet EU educational standards. The Health Services Organization Act 
requires those with “Soviet-time diplomas” to have at least three years working 
experience in their own country before they are entitled to work in another 
Member State (Parliament of Estonia 2001). 

In Estonia, three main legal acts harmonize the sectoral directives of medical 
doctors, dentists, nurses responsible for general care, midwives and pharmacists. 
Coordination of training in all professions is regulated by the University of Tartu 
Act (Parliament of Estonia 1995); the Health Services Organization Act and 
the Medicinal Product Act cover the registration and recognition of diplomas 
(Parliament of Estonia 2001, 2004). The Health Services Organization Act 
states that the HCB (became the Health Board in 2010) bears responsibility for 
checking and monitoring the qualifications of medical doctors, dentists, nurses 
and midwives and ensuring that they meet the requirements.
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The Health Board registration procedure is regulated under the Health Services 
Organization Act and regulations of the Minister of Social Affairs. Registration 
is compulsory for the provision of health-care services and pharmacy services 
in Estonia. Registration is a one-time action with a fee of €64 (1000 Estonian 
kroon); EU and Estonian citizens have the same registration conditions (Koppel 
et al. 2008; Parliament of Estonia 2001).

In conclusion, the EU directive on the mutual recognition of qualifications 
(European Parliament and Council of the European Union 2005) has been 
fully implemented into Estonian law. Estonia has a relatively liberal system 
for recognition of EU diplomas based on EU qualifications (applicant must 
have a diploma issued in the EU) rather than citizenship. The Health Board 
has reported no significant problems with the recognition process and free 
movement of health professionals within the EU is ensured.

Third-country health professionals

The Health Board assesses the compliance of the qualifications of non-EU 
nationals and may require them to take aptitude tests or complete probation 
periods (probation period was applied until 2007). Registration takes around 
two months but, once registered and employed by an Estonian health-care 
provider, non-EU nationals have the same wage conditions and opportunities 
for professional and career development as Estonian medical doctors and nurses. 
Also, there are no differences in access to undergraduate and postgraduate 
medical training (Parliament of Estonia 2001). 

12.8.3 Bilateral agreements

Estonia is not involved in any official bilateral agreements but an informal 
memorandum was signed between Estonian and Finnish medical associations 
in 2005. This memorandum provides an umbrella to facilitate the mobility of 
medical doctors in both directions, giving guidelines on working requirements 
and providing relevant information such as contact points or trade unions in 
both countries. 

The Estonian Nurses Union has not reported any similar collaboration with 
foreign nursing associations. Indeed, the organization has publicly announced 
the avoidance of any cooperation with foreign recruitment companies because 
it considers such practices to be unethical (Ilves 2007). 
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12.9 Conclusion

Analysis of the movement of human resources in the health system over 
the 2004–2009 period indicates that 709 medical doctors, 605 nurses and 
174 dentists applied for and obtained certification of their professional 
qualifications to allow them to work in another EU country. Approximately 
half of the health professionals with certification actually left Estonia. In 2008, 
the proportions of individuals with certification represented 1.8% of practising 
medical doctors, 1.2% of practising nurses and 1.9% of practising dentists. 
Data for 2009 show significant increases on the numbers of certificates issued 
to the three professions in 2008 (medical doctors +34%, nurses +38%, dentists 
+74%) (Health Board unpublished data 2010). The financial and economic 
crisis also affects the health sector and is likely to encourage emigration among 
health professionals. Scandinavian, especially Finnish, health-care institutions 
employ active recruitment practices – providing information and covering 
travel and language-learning costs. These may also increase the number of 
health professionals leaving Estonia in the near future.

Among different age cohorts, the biggest desire to move abroad was seen in 
younger health professionals aged 20–29, followed by the 30–39 age group 
(HCB unpublished data 2008). This may be connected to the fact that younger 
people usually have not started families, as this can curtail the desire to emigrate 
(Kallaste et al. 2004). Furthermore, younger individuals often move abroad for 
professional development purposes. The five most popular destinations are Finland, 
the United Kingdom, Sweden, Germany and Norway. Analysis of specializations 
(based on certification information) shows that doctors with no specialization 
constitute the largest group of emigrants, followed by family doctors, anaesthetists, 
radiologists and general surgeons (HCB unpublished data 2008).

Although Estonia loses a moderate number of health professionals to other 
countries, medical doctors and nurses who choose to work outside the health-
care sector pose a more significant problem to the sustainability of the system 
(HCB 2008). The combined effect of attrition, migration and retirement will 
inevitably reduce the number of medical doctors and nurses in the near future. 
The number of doctors meets current targets in the National Health Plan for 
2020 but there is a clear lack of nurses. A doctor’s education takes an average 
of 10 years and, therefore, it is virtually impossible to respond to short-term 
shortages by using the intake in training. However, health-care providers have 
the potential to retain workers through targeted measures such as higher salaries 
and improved working conditions. A similar approach is visible among nurses, 
where adjustments to training alone (such as higher intakes, modifying the 
curricula of medical schools to suit modern health system needs) might not be 
sufficient. 
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Between EU accession in 2004 and the economic growth that continued until 
2008, the health workforce saw favourable working conditions and income 
levels. Salaries for medical doctors and nurses increased faster than the overall 
average and reached reasonable levels in the country. This is likely to have 
limited health workforce outflows. However, the situation has changed since 
the second half of 2008 – the financial and economic crisis has exerted moderate 
pressure and produced changes in the health system, although it is still too early 
to draw final conclusions. 

In summary, international migration alone is not the largest problem currently 
facing the Estonian health system, but it does need to be monitored closely.  
The key issues related to medical doctors and nurses are ageing and working 
outside the health sector. Mechanisms and policies should be developed at 
country level to steer and incentivize the health workforce in the decentralized 
Estonian system in which many push and pull factors that affect health 
professionals rest with individual health-care providers. 
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From melting pot to 
laboratory of change in 

central Europe: Hungary 
and health workforce 

migration
Edit Eke, Edmond Girasek, Miklós Szócska

13.1 Introduction

Health professional mobility affects Hungary in numerous ways. Between 
2004 and 2009, about 7000 medical doctors, nurses and dentists applied for 
certification to work abroad (Table 13.1); between 2004 and 2008, 2329 foreign 
medical doctors, nurses and dentists registered in the country (see Tables 13.6–
13.8, below). There are indications that the outflow of health professionals,1 

combined with other adverse factors affecting the health workforce, endangers 
the sustainability of the Hungarian health-care system even in the short term. 
A significant number of the professionals who are thinking about leaving 
are in their professional prime, and their professional distribution further 
upsets shortage patterns in certain specialties. The need for strategies to retain 
health professionals and encourage their return has been discussed for years 
but, despite professional warnings and research evidence, the importance of 
the phenomenon is still neglected. Some measures were introduced by the 
government in June 2009 but as yet there is no comprehensive human resources 
for health strategy. 

1 This study uses the term Hungarian health professional for individuals who were born in Hungary, are Hungarian 
citizens and undertook their basic medical training in Hungary. Native Hungarian minorities in the surrounding countries 
are considered separately.
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In order to understand health workforce migration in Hungary, and throughout 
central Europe, various historical aspects should be taken into consideration. 
Hungary has suffered serious impacts from the geopolitical conflicts of the 
20th century. These have produced long-lasting effects that can be identified 
in current mobility trends, for example, people of Hungarian origin migrating 
back to Hungary and the broad international migration network of Hungarian 
diasporas in other countries. 

Various waves of migration have been triggered by specific historical turning 
points. The 1920 Treaty of Trianon following the First World War removed 
and reassigned two-thirds of the country’s territory and resulted in 3.3 million 
ethnic Hungarians living in neighbouring countries. The end of this war and 
the following recession generated the first major wave of Hungarians migrating 
to Hungary and outflows from the Carpathian Basin to various parts of the 
world.

Further major rounds of emigration occurred after the Second World War as 
a result of changing political circumstances. Thus, generations of migrating 
Hungarian intellectuals and health professionals became established in host 
countries and created networks of community support. This study will describe 
the migration trends of health professionals entering and leaving Hungary 
across three periods: (i) 1945–1989, (ii) 1990–2004, and (iii) 1 May 2004 to 
31 December 2009. It covers the volumes and directions of these movements; 
the role of EU accession; the impact and relevance of inflows and outflows in 
the health system and its workforce; and the factors influencing mobile health 
professionals, as well as the policies and instruments which surround the issue 
of health professional mobility in Hungary.  

Limitations of the study

There have been difficulties with the availability, quality and validity of data 
as well as gaps in data continuity over time. This is partly due to the lack of 
proper consistency in data collection methods and to data holders changing 
repeatedly. Furthermore, most relevant and good quality data are recent, 
concerning the time after EU accession. There is political commitment 
(several legal changes were introduced in 2007 and 2008 to establish the legal 
background) to aggregate all human resources for health data into one database, 
managed by a single public data holder – the Office of Health Authorisation 
and Administrative Procedures (OHAAP) – under the Ministry of Health.  
All existing human resources for health data files, mainly professional registries, 
have been transferred to OHAAP. The other main official data sources are the 
Hungarian Central Statistical Office (issues the annual Statistical Yearbook 
of Hungary and the Yearbook of Health Statistics), the Hungarian Medical 
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Chamber (HMC) and the Hungarian Chamber of Nurses and Allied Health 
Personnel, as well as other professional organizations, academic institutes and 
medical universities. 

It is important to note that there are discrepancies even in the officially 
available data; OHAAP data are used wherever possible. Written sources are 
complemented by findings from expert and stakeholder interviews conducted 
from November 2007 to September 2009 with representative organizations 
(HMC, Council of the Hungarian Paramedic Professionals,2 Hungarian 
Resident Doctors Association3), provider institutions (Hungarian National 
Ambulance and Emergency Service, county and city hospitals) and academic 
institutions (Semmelweis University, University of Debrecen, University of 
Pécs). 

There are problems of interpretation and harmonization with international 
equivalents of human resources for health categories. These mainly concern 
two major difficulties with the nursing professions. Firstly, the registry of allied 
health workers comprises 30 categories and, while several of these concern 
nursing, there is no separate, well-defined subcategory for nurses. There is no 
national consensus on how many and which categories of allied health workers 
include data on nurses. Thus, international databases often take the number 
of allied health workers to be the number of nurses in Hungary, resulting in 
a significant overestimation. Secondly, the registry of allied health workers 
followed professions and specialties, rather than individuals. Individuals 
were re-registered (with a new number) with each new qualification in the 
relevant category. The number of individuals can be derived, but with some 
difficulties. Changes in the vocational education of nurses and allied health 
workers have also complicated data registry. Adjustments to the registry of 
allied health workers are in process to ensure simple and clear identification of 
individuals. Altogether less valid and consistent data are available for nurses and 
characteristically only for some time periods. 

This study’s conclusions remain tentative due to the lack of data, systematic 
reviews and research. Also, there is only anecdotal evidence for some mobility 
issues. Even so, the study is a first of its kind in collecting and analysing the 
material that is available. 

This case study will begin by presenting Hungary’s mobility profile in terms 
of the inflows and outflows of health professionals. This will be followed by 
examination of the importance of EU accession and the impact of health 
professional mobility on the Hungarian health system. Next, there will be 
a discussion of the relevance of mobility and of other factors that influence 
2 Magyar Egészségügyi Szakdolgozói Kamara.
3 Magyar Rezidens Szövetség.
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the health workforce. Finally, an explanation of the motivations behind 
health professionals’ decisions to leave or stay in the country will be followed 
by a description of the policies and interventions aimed at tackling health 
professional mobility. 

13.2 Mobility profile of Hungary

13.2.1 Cross-border mobility patterns of health professionals

Data on cross-border movements since May 2004 indicate that Hungary 
has become a source country principally for western EU Member States.  
The estimated magnitude of outflows exceeds the measurable magnitude of 
inflows on several occasions. This holds true for all main health professional 
cadres, which show relatively stable mobility patterns since May 2004. 

Outflows 

There are no data on the actual number of health professionals leaving Hungary 
but data on intention to work abroad come from two main sources. All health 
professionals who are Hungarian citizens or have obtained their diploma in 
Hungary must apply to the OHAAP (established in 2004) for certification 
(verification) in order to be able to work abroad.4 Applicants have to pay for 
the document(s), the procedure is time consuming and the certifications have 
temporary validity in most European countries. These data, therefore, reflect 
a relatively strong determination among the applicants. The second source 
stems from research. In 2004, The Semmelweis University Health Services 
Management Training Centre (SU HSMTC) and the Hungarian Resident 
Doctors Association started a project on migration research that evolved into 
a complex and comprehensive study of human resources for health. This is an 
ongoing study in which more than 4000 medical students (first and sixth year 
course) and resident doctors have responded to a questionnaire on their future 
plans, including their intention to work abroad and motivational background. 

The available data on cross-border movements since May 2004 indicate that 
Hungary has become a source country, primarily for western EU Member States 
and then for non-European countries, mainly the United States. The mobility 
patterns of all main groups of health professional show slightly changing 
dynamics but overall have remained stable since May 2004 (Table 13.1).

4 There are seven kinds of certificate. The most important verify (i) conformity (e.g. qualifications obtained in Hungary 
meet EU educational requirements and guidelines), (ii) vested interests (e.g. applicants who qualified before diplomas 
became EU conformant are entitled to EU recognition of titles), and (iii) respectability (e.g. applicant has not been found 
guilty of professional misconduct).
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Table 13.2 shows that a relatively high proportion of applicants were already 
residing abroad at the time of application. These should not be considered fresh 
migrants but rather reflect emigrant health professionals needing retrospective 
certification, presumably requested by their employers following EU accession 
in 2004. This hypothesis is supported by the fact that the highest proportion 
of applicants not resident in Hungary occurred in the year of accession in all 
three professional groups. Applicants can be Hungarian or foreign citizens 
independently of country of residence. Those residing in Hungary at the time 
of application indicate fresh emigration intentions: retrospective applicants 
residing outside the country signal that emigration has already taken place. 
Between 2004 and 2008, a total of 1066 medical doctors, 160 nurses and 176 
dentists who had received their diplomas in Hungary applied for certification 
while living abroad. 

Medical doctors and dentists show more intention to work abroad than nurses. 
Between 2004 and 2008, the annual percentages of total stocks of the three 
professional groups (see Tables 13.6–13.8, below) applying for certification 
were between 2% and 2.7% of medical doctors, 2% and 2.6% of dentists and 
around 0.2% of nurses (OHAAP unpublished data 2009). The certification 
data also support the findings of attitude surveys (Eke et al. 2009, Kovácsné 
Tóth 2004, SU HSMTC unpublished data 2003–2010). Data on validation 
requests obtained from several countries’ foreign registry offices at one time 
point, September 2007, also confirm the magnitude of outflows. Some 2000  
Hungarian medical doctors were registered between May 2004 and September  
 

Table 13.2  Health professionals resident in Hungary as proportions of all health 
                     professionals applying for certification, 1 May 2004 to 31 December 2008

Year Medical 
doctors 

resident in 
Hungary

(%)

All medical 
doctors

Nurses 
resident in 
Hungary

(%)

All nurses Dentists 
resident in 
Hungary

(%)

All 
dentists

2004 (May–
Dec.)

504 (56%) 906 105 (77%) 137 71 (52%) 137

2005 604 (68%) 889 239 (84%) 285 60 (77%) 78

2006 520 (72%) 721 113 (83%) 136 84 (70%) 120

2007 590 (85%) 695 127 (79%) 160 83 (73%) 114

2008 730 (91%) 803 153 (85%) 179 117 (82%) 142

Total 2948 (73%) 4014 737 (82%) 897 415 (70%) 591

Source: OHAAP 2009. 
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2007 in nine European countries (SU HSMTC unpublished data 2003–2010).5 
In 2009, the most popular destination countries were the United Kingdom and 
Germany, followed by Italy and by neighbouring Austria (Table 13.3). 

Male medical doctors and nurses show most interest in migrating, but interest 
is equal among male and female dentists (OHAAP unpublished data 2009). 
Examination of the age profiles and backgrounds of medical doctors6 seeking 
to leave the country indicates that most applications come from those aged 
30–39, followed by those aged 40–49 (OHAAP unpublished data 2009). 
Between 2004 and 2006, intention to migrate was seen mainly in doctors 
with a specialization rather than those with a diploma of general medicine.  
This tendency has changed and since 2007 specialists have represented a slightly 
smaller proportion of applicants. However, total numbers from EU accession 
until 31 December 2009 show that more specialists intended to migrate (Table 
13.4). These include relatively important numbers with specializations that are 
in high demand (Table 13.5).

Before 1989, some carefully selected health professionals were able to work 
in non-socialist countries for specified periods. However, working abroad 
for longer periods or on a permanent basis resulted in automatic (that is, 

5 Based on the official list of co-authorities provided by the OHAAP, all EU country authorities responsible for the 
registration of foreign medical doctors were contacted by post or e-mail and asked to supply data on annual numbers 
of Hungarian medical doctors registered and entitled to work from 1 May 2004 until the time of request. Belgium, 
Denmark, Finland, France, Germany, Ireland, Portugal, Sweden and the United Kingdom supplied data showing a total of 
2065 Hungarian medical doctors in these countries in the indicated period. OHAAP issued around 2980 certifications for 
medical doctors (eight months in 2004, 2005, 2006, eight months in 2007) in the same period.
6 Data not available for nurses and dentists.

Table 13.3  Declared target countries among all health professionals applying for 
                     certification, 1 January 2009 to 31 December 2009     

Number (%)

Total applicants 1 614 100

Target countries

1. United Kingdom    499 30.9

2. Germany    284 17.6

3. Italy    147   9.1

4. Austria    146   9.0

5. France    103   6.4

6. Sweden    100   6.2

1–6 1279 79.2

Other countries    335 20.8

Source: OHAAP unpublished data 2009. 
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administratively initiated) loss of Hungarian citizenship and classification as 
an illegal emigrant (dissident). Between 1970 and 1987, 740 medical doctors 
and 163 dentists left Hungary (Balázs 2004, 2009, OHAAP unpublished data 
2009).

Table 13.4  Diplomas held by medical doctorsa applying for certification, 1 May 2004 to 
                     31 December 2009

Year Total number of 
applicants

Applicants with general 
medical doctor diploma

Applicants with 
specialist diploma

N % N %

2004
(May–Dec.)

504 156 31.0 348 60.0

2005 604 143 23.7 461 76.3

2006 520 210 40.4 310 59.6

2007 590 320 54.2 270 45.8

2008 730 368 50.4 362 49.6

2009 887 474 53.4 413 46.6

Total 3835 1671 43.6 2164 56.4

Source: OHAAP 2009. 
Note: a All applicants, whether residing in Hungary or elsewhere.  

Table 13.5  Specialties of medical doctorsa applying for certification, 1 January 2009 to 31
                     December 2009 

Number

Specialties 413

n Anaesthetics and intensive therapy 54

n General practice 43

n Internal medicine 25

n Ophthalmology 20

n Radiology 17

n Neonatology and paediatrics 14

n Orthopaedics 12

Other 228

General medical doctors (no specialization yet)b 474

Total 887

Source: OHAAP unpublished data 2009. 
Note: a All applicants, whether residing in Hungary or elsewhere; b Includes some (probably very few) specialists who did 
not give their specialization – presumably because they did not want to work in those fields abroad.
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Inflows of health professionals 

Since May 2004, foreign health professionals who want to work in Hungary have 
been required to apply to the OHAAP for recognition of their qualifications. 
From 1 January 2000 until that date, the HMC was mandated to verify the 
diplomas of medical doctors and dentists and to maintain a registry. Membership 
of the HMC was mandatory and a prerequisite of employment until April 2007, 
when the legal roles of the HMC were transferred to the OHAAP. Registration 
with the OHAAP is now mandatory and HMC membership is voluntary.

Missing data make it challenging to estimate the number and proportion of 
foreign professionals in the health workforce. Non-EU citizens need a visa and 
a work permit (only aggregated data exist) but these are no longer required for 
EU citizens. The inflows include foreign citizens who trained in Hungary and 
stayed to practise in the country. Their number is estimated to be relatively low 
but exact data are not available. 

The largest group of immigrant health professionals is Hungarians immigrating to 
Hungary. These are discussed in more detail below. If this group is excluded, then 
the overall number and proportion of foreign health professionals is estimated to 
be small, although the proportion of non-Hungarian immigrants has increased.  
It is important to note that OHAAP data indicate the citizenship but not the 
native language of applicants. Consequently, for example, a Romanian citizen who 
applies for diploma recognition may be a native Hungarian or a native Romanian.

Between 2004 and 2008, a total of 639 foreign medical doctors, 1585 foreign 
nurses and 82 foreign dentists registered to practise in Hungary (Tables 13.6–
13.8). In 2008, the proportion of foreign health professionals represented 
3.6%, 1.3% and 3.7%, respectively, of the total (stock) for each of the three 
Table 13.6  Foreign newly registered and all newly registered medical doctors (inflows), 
                     foreign active and all active medical doctors (stock) in Hungary, 1 May 2004 
                     to 31 December 2008       

Year New registrations Active medical doctors (stock)

All medical 
doctors

Foreign medical 
doctors (%)

All medical 
doctors

Foreign medical 
doctors (%)

2004 
(May–Dec.) 1124 154 (13.7%) 32 516   916 (2.8%)

2005 1151 179 (15.6%) 33 017 1067 (3.2%)

2006 1069 148 (13.8%) 33 521 1159 (3.4%)

2007 1005 113 (11.2%) 33 105 1207 (3.7%)

2008    960 45 (4.7%) 33 350 1199 (3.6%)

Total 5309 639 (12.0%) NA NA

Source: OHAAP unpublished data 2009.
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categories. For all three groups, immigrant health professionals are relatively 
younger and include a higher proportion of males than total stocks (OHAAP 
unpublished data 2009). 

Particular mention should be made of the significant inflows of Hungarians 
immigrating to Hungary. The country is surrounded by neighbours that have 
significant Hungarian minorities – mainly Romania, Slovakia, Serbia, Ukraine 
and Austria.7 Health professionals of Hungarian origin but holding foreign 

7 The last available data on the numbers of Hungarians in neighbouring countries were published on the web site of the 
Government Office for Hungarian Minorities Abroad (http://www.hhrf.org/htmh/en/), abolished in 2006. “According to 
the results of the censuses held around the millennium in each country in the Carpathian Basin, there are approximately 
2.5 million Hungarians living in the neighbouring countries to Hungary. The most recent official figures regarding the 
number of Hungarians in the neighbouring countries are: Romania, 1 431 807 (2002); Slovakia, 520 528 (2001); Serbia 
and Montenegro (that time), 293 299 (2002); Ukraine, 156 600 (2001); Austria, 40 583 (2001); Croatia, 16 595 (2001); 
Slovenia, 6243 (2002).” 

Table 13.7  Foreign newly registered and all newly registered nurses (inflows), foreign 
                      active and all active nurses (stock) in Hungary, 1 May 2004 to 30 June 2009   

Year New registrations Active nurses (stock)

All nurses  Foreign nurses  
(%)

All nurses  Foreign nurses  
(%)

2004 (May–Dec.) 12 084  439 (3.6%)  97 498 919 (0.9%)

2005  9 888  420 (4.3%) 104 190 1218 (1.2%)

2006 21 311  341 (1.6%) 110 592 1366 (1.2%)

2007   7 984  195 (2.4%)   96 537 1349 (1.4%)

2008   7 855   190 (2.4%)  91 537 1217 (1.3%)

2009 (Jan–June)   1 937     23 (1.2%)  83 108 1080 (1.3%)

Total 61 059 1608 (2.6%) NA NA

Source: OHAAP unpublished data 2009. 

Table 13.8  Foreign newly registered and all newly registered dentists (inflows), foreign active 
                      and all active dentists (stock) in Hungary, 1 May 2004 to 31 December 2008  

Year New registrations Active dentists

All dentists Foreign dentists  
(%)

All dentists Foreign dentists 
(%)

2004 (May–Dec.) 170 12 (7.0%) 5247 150 (2.9%)

2005 163 21 (12.9%) 5347 169 (3.2%)

2006 173 12 (6.9%) 5442 171 (3.1%)

2007 192 19 (9.9%) 5522 187 (3.4%)

2008 185 18 (9.7%) 5513 203 (3.7%)

Total 883 82 (9.3%) NA NA

Source: OHAAP unpublished data 2009.

http://www.hhrf.org/htmh/en
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citizenship arrived in significant numbers, principally from Transylvania 
(Romania) but also from the countries of the former Yugoslavia, and peaked in 
1990. Generally, Hungarians living in the surrounding countries have not been 
considered to be foreigners; many Hungarian citizens in Hungary have roots in 
these countries or cross-border family relationships. Migration networks work 
effectively in such cases (see vignettes). Integration of these professionals may 
have been problematic at times but obviously there was no language barrier. 
These doctors and nurses have tended to settle in the north-east of the country 
close to the Romanian, Slovakian and Ukrainian borders. Some are likely to 
have moved on to other countries after a short period of stay although no valid 
data are available.

Data are available on the inflows of medical doctors and dentists among the 
Hungarians moving to Hungary. Two main peaks can be observed. The first 
and most important was connected to the political changes of 1989–1990; 
the second followed Hungary’s accession to the EU on 1 May 2004 (Balázs 
2004, 2009, OHAAP unpublished data 2009; Tables 13.9 and 13.10). Their 
distribution by specialties is not known but it appears that the first wave (1297 
doctors, 290 dentists) included many specialists. The second wave (755 doctors 
and 107 dentists) comprised mainly younger medical doctors with newly 
obtained medical diplomas who moved to Hungary to start their residencies 
– first 26-month period of postgraduate medical training as resident doctor 
(Balázs 2004, 2005b, 2009). Tables 13.9 and 13.10 indicate the two four-year 

Table 13.9  Inflows of medical doctors of Hungarian descent, 1958–2008

Time periods Number of medical doctors %

1958–2008 3481 100

1988–1992 1297 39.5

2003–2007 755 21.7

1988–2007 2563 73.6

Sources: Balázs 2004, 2009, OHAAP unpublished data 2009.

Table 13.10  Inflows of dentists of Hungarian descent, 1972–2008a

Time periods Number of dentists %

1972–2008 647 100

1988–1992 290 44.8

2003–2007 107 16.5

1988–2007 505 78.0

Sources: Balázs 2004, 2009, OHAAP unpublished data 2009. 
Note: a No significant immigration of Hungarian dentists before 1972.
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peaks within a 20 year period (1988–2007) that accounted for the major part 
of the Hungarians immigrating to Hungary phenomenon. 

Data on Hungarians immigrating to Hungary also indicate that some movements 
took place during the Communist era and before EU accession. Hungary was 
a target country for immigration from other socialist countries; scholarship 
programmes among socialist countries were common and resulted in foreign 
professionals settling in the country and marrying Hungarian citizens. Many 
students, mainly from Africa and Cuba, studied at Hungarian medical schools 
but the difficulties of acquiring sufficient knowledge of Hungarian to undertake 
the same studies as native Hungarians increased the length of their training to 
as long as 10 years. It appears that substantial numbers of these students stayed 
to settle and work in Hungary after graduation, but their precise numbers and 
motivation patterns are not known. 

13.2.2 Summary 

It seems that more is known about the inflows of health professionals from 
abroad than about outflows of Hungarian health professionals. Foreign health 
professionals who intend to work in Hungary can be accounted for as they must 
request certification from the OHAAP; data on outflows merely indicate (at 
best) a strong determination to work abroad. Still, these imperfect data indicate 
that Hungary is a source country rather than a destination. In 2008, the number 
of inflowing doctors (OHAAP recognized 64 foreign medical diplomas) was 
far lower than the estimated outflow (730 Hungarian-resident medical doctors 
requested certificates). Moreover, the apparently moderate share (about 2.5% 
per year since 2004) of medical doctors applying for certification amounts to 
almost 4000 medical doctors who applied for certification and potentially left 
the country between 2004 and 2009. Data from European countries’ registry 
offices indicate that 2065 medical doctors from Hungary were registered abroad 
between 2004 and 2007. 

13.3. Vignettes on health professional mobility

Hungarians immigrating to Hungary

PL is 50 years old and was born Hungarian in Brasov, Romania. He graduated in 

medicine at the University of Medicine and Pharmacy of Targu Mures, Romania.8 

He worked as a resident doctor in different specialties in hospital until November 1988 

and within general practice until February 1989. PL married a Hungarian citizen and 

easily obtained work in the traumatology department of a county hospital in Hungary. 

8 This university provides theoretical training in Hungarian. Practical training is in either Romanian or Hungarian, 
depending on the native language of the patient.
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He became a traumatologist in 1993. Since October 1996, PL has had permanent 

employment in the medical technology department of a major pharmaceutical company. 

Between 1997 and 2008, he also practised as a contracting physician (entrepreneurial 

contract) covering weekend shifts in traumatology. 

KM is 29 years old, born Hungarian in Targu Mures, Romania and graduated in 

medicine at the University of Medicine and Pharmacy of Targu Mures Faculty of 

Medicine in 2004. Her husband, GZS, is also Hungarian and graduated from the 

same university. He was already working as a resident doctor in traumatology in 

Hungary when she started her residency in the rheumatology department of the same 

county hospital in 2005. They decided to move to Hungary while at university and a 

relative helped them to find work. Their main motivations were the option to choose 

their specialty, to use their native language at work and financial considerations 

(better salaries). They know many colleagues with similar backgrounds who work 

in Hungary.9 GZS reports that most of his contemporaries live and work in Hungary. 

In the future, they are considering working in a western European country for some 

years but eventually want to live with KM’s family in Hungary. KM has helped several 

acquaintances and a family member (from Transylvania, Romania) to find work in 

Hungary. Currently at home with her first child, KM’s gross monthly salary is 100 000 

forints (around €357). GZS earns a gross monthly salary of 110 000 forints (around 

€392) as he is close to his traumatology specialization examination. The couple applied 

for and obtained Hungarian citizenship within a year.10

Country of establishment changed, with long-term plans to stay 
abroad

ZSSZ graduated in medicine in Hungary in 2001 and became a general practitioner in 

2009, at the age of 33. He worked in Hungary in the pharmaceutical industry for two 

years and as a general practitioner for six years, with more than one workplace at any 

one time. He migrated to England while his partner stayed in Hungary. Employed by a 

recruiting firm, he works as a resident medical officer in a private health-care provider’s 

hospital on a contract running from January 2009 until the end of 2010. He usually 

goes home during leave as work cycles comprise two weeks work, one week leave; 

two weeks work, two weeks leave. He plans to stay in England for one to two years 

and has settled much better than expected. 

In late 2007, several factors led ZSSZ to consider working abroad – working conditions, 

patient pathways that were impossible to follow, patient humiliation and constantly 

9 Theoretically, it is possible to commute between Hungary and Romania along the eastern border but this is not common 
among health-care professionals. Conversely, there is strong anecdotal (but little scientific) evidence of Hungarian health 
professionals commuting daily/weekly across the western border in order to work in Austria.
10 Hungarian professionals from Romania who decide to work and settle in Hungary typically apply for Hungarian 
citizenship. This can run in tandem with their Romanian citizenship.
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changing rules in Hungarian health care. The latest health reforms triggered his 

decision. In 2008, he began looking for work abroad mainly in Norway, Spain and other 

southern European countries. He registered on recruitment firm web sites but found his 

current job via a Hungarian acquaintance working in England who needed a partner to 

work in shifts. ZSSZ managed to obtain a contract and move within four weeks.  

He increasingly considers permanent work abroad but wants to visit other countries 

too. He wonders why he stayed so long at home in the hope that things would change 

and why the Hungarian health system has not collapsed yet. He shares his experiences 

and recommends his employer to acquaintances who ask for advice. Many friends 

already work abroad. His average net salary is £3300 for a three-week cycle, plus 

accommodation, meals and phone calls home and in England. 

GE graduated in medicine in Hungary in 2004, aged 24. She started her residency in 

neurology in Budapest. Her first preference was neurosurgery but, as the only female 

applicant, she believes she stood no chance. She worked in Hungary for 18 months, 

three of which were spent in Finland on a Leonardo scholarship. Her partner, whom she 

already knew, is Finnish. Originally GE did not want to work abroad, but the contrast 

between her experiences at home and the stay in Finland made her decide to look for 

work there. She moved one year after deciding to leave. She began studying Finnish in 

Hungary and continued intensively for six months in Finland, from October 2006. 

After one month probation, GE became a neurosurgery resident in Finland and was 

able to conduct research work in parallel. She has had very good experiences with the 

tutorial system; the supportive, helpful attitude of doctor colleagues (“you are treated 

like a slave, like a no-one as a resident in Hungary”); the well-organized health-care 

system; the transparency; and the good official salary. She earns five times more than in 

Hungary and can double this with four duties per month (residents and medical doctors 

in Hungary often work more than five duties per month, payment is poor and residents 

are often unpaid). She sees a clear career pathway, both professionally and financially. 

This contrasts with Hungary where options are often determined by social/family 

networks. GE’s mother is a practising medical doctor: “I saw the system and decided  

I did not to want to make my living out of informal payment”. 

GE is currently working on her PhD at Yale University in the United States. This 

opportunity arose through her Finnish workplace and she plans to return to Finland 

and continue her residency to become a neurosurgeon. One day she hopes to return 

and work in Hungary. She is not happy that she had to leave but would need many 

changes in the Hungarian health system before she would consider returning. These 

include a change of approach toward residents and junior doctors, changes to the rigid 

hierarchical system, transparent career pathways, the settlement of payment issues, 

cessation of the informal payment system and equal opportunities independent of 

gender, family and social relationships. 



379From melting pot to laboratory of change in central Europe: Hungary

13.4 Dynamics of enlargement

EU accession has had an impact on health professional mobility to and from 
Hungary and has increased the importance and relevance of the issue, especially 
outflows of Hungarian health professionals. It is likely that health professional 
emigration (outflow) has increased since accession although precise evaluation 
is difficult as there are no available data on actual outflows. However, OHAAP 
data since May 2004 give a good comprehensive picture and reflect a strong 
intention to work abroad. Unfortunately, data on outflows between 1989 and 
May 2004 are entirely missing. 

For Hungary and its surrounding countries, EU accession has not only opened 
the labour market for health professionals but has also led to deeper societal 
changes in perceptions and expectations. In turn, these influence migration 
patterns. The Hungarian health sector has faced important developments in 
recent years involving continuous and rapidly changing reform processes and 
radical financial restrictions, resulting in lack of transparency and consistency; 
and in uncertainty. The population has experienced changes in the structure, 
range, quality and availability of health services, with many aspects raising 
serious questions regarding equity. For the health workforce, the unstable 
environment has meant deteriorating working conditions, social status and 
safety, as well as inadequate financial rewards. 

Many observers have noted particularly that the general situation and options 
for the professional and career development of young professionals at the start 
of their careers have been worsening (Hodgson 2009). Again, there is no hard 
evidence as there has been no systematic research. Yet, expectations are rising. 
Since 1989, new generations of doctors, highly qualified nurses and other well-
trained health professionals have emerged. Foreign languages are a prerequisite 
for university/college diplomas and these graduates are aware of the value of 
their qualifications. Unwilling to accept the system’s traditional hierarchical 
structure and poor working conditions (including low salaries and informal 
payments), they are exploring alternative and more attractive professional and 
employment options. This was described by one of the health professionals 
interviewed for this study and echoed by others: 

Many young professionals are escaping from the Hungarian health-care system.  
They see the option to work abroad as a potential solution in which they do not have 
to leave their profession and can work in much better conditions, both professionally 
and elsewhere. 
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At 4–12%, the total migration potential11 of Hungarians is generally low 
(Hárs et al. 2004). However, research by the SU HSMTC suggests that it is 
considerably higher among medical students and resident medical doctors, 
ranging between 60% and 72%, with overall migration activity of 10–20% 
(individuals who intend to work abroad and take active steps to do so) (Eke et 
al. 2009). The apparent contradiction between the research data on migration 
intention and OHAAP data on certification applications can be explained 
by several assumptions. Research data based on voluntary self-administered 
questionnaires reflect a less determined commitment than actual application 
to OHAAP. Medical students are still outside the labour market and may have 
idealistic pictures of their future, but these are young ambitious individuals 
who speak foreign languages and have the option to enter the European labour 
market. Moreover, current medical training provides possibilities to obtain (EU-
funded) scholarships and spend one or more semesters at medical university in 
another EU country, resulting in direct professional experience of other health 
systems. These are real and natural options for these young people, who are 
aware of their opportunities and the value of a medical diploma in Europe. 

The high total migration potential can also reflect the unfavourable changes 
in the Hungarian health system and especially the decreasing prestige of the 
Hungarian medical professions over the last years (whereas experiences abroad 
are highly regarded). The strong total migration potential among medical 
students and resident doctors can be interpreted as the result of a paradigm 
change in how new generations regard their position in society and options in 
the EU labour market, as well as a pathological phenomenon of the Hungarian 
health system and the career options it offers. 

13.5 Impacts on the Hungarian health system

Currently, there is no available evaluation of how health professional mobility 
impacts on the health system and its functions12 in Hungary (Girasek et al. 
2009). However, it is estimated to have a significant impact on service delivery. 

13.5.1 Service delivery 

The inflow of health professionals of Hungarian origin between 1989 and 1992 
is considered to have been crucial in maintaining the balance and sustainability 
of service delivery (Balázs 2004, 2005a, 2009). Immigrating Hungarian health 
professionals could find work easily and faced no language barriers; most of 

11 Total migration potential is a composite indicator containing all instances of intention to work abroad, short or long 
term, or to emigrate. The indicator is based on population surveys (Hárs et al. (2004).
12 For more information on health systems, their functions and objectives see WHO 2000. 
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the 1297 medical doctors (Table 13.9) came from Romania (70% primary 
care, 54% specialist care) and Ukraine (16% primary care, 15% specialist care). 
Their geographical distribution in adult and mixed primary care practices13 
indicates that they settled in the areas least favoured by domestic health 
professionals. These northern and eastern counties of Hungary have the lowest 
GDP but are close to the immigrants’ countries of origin. The highest densities 
of immigrating Hungarian doctors in primary paediatric care and specialist care 
are found in Budapest and Pest counties, followed by the northern and eastern 
counties (Balázs 2004, 2005b, 2009). Domestic professionals favour the urban 
counties but cities still offer more job opportunities in paediatric and specialist 
care.

Before 1989, emigration from Hungary was treated as a criminal act. There 
are data on the volume of medical doctor outflows but the phenomenon was 
neither discussed nor analysed. In the years after 1989, there is likely to have 
been significant emigration but no valid data are available. Outflows since EU 
accession can be followed and data show a net outflow. The negative effects are 
openly discussed and some legal steps have been taken to prevent the outflow 
of young doctors (see section 13.5.2). Furthermore, the notable geographical 
inequalities in health professional distribution and health workforce shortages 
in rural and remote areas are likely to be exacerbated by health professional 
mobility. Specialists represent a significant proportion of outflows after May 
2004 (OHAAP unpublished data 2009) (Table 13.4) and shortages are 
particularly important in specialties that can create major bottlenecks in health 
service delivery (including general practice, anaesthetics and intensive therapy, 
radiology). Outflows can have a crucial impact on small but vital diagnostic 
specialties (such as pathology) which have only a small number of resident 
posts. Hence, service delivery may be seriously affected by the potential loss of 
a few pathologists, even if a low absolute number, for example in a geographical 
region in which the only pathologist is emigrating. 

13.5.2 Resource creation and stewardship

Currently there is no official strategy to attract foreign health professionals to 
Hungary. However, it is noteworthy that the idea of Hungarians immigrating 
to Hungary was informally encouraged among medical doctors and dentists 
between 1989 and 1991. Since EU accession, health professional mobility 
has made its way onto the political agenda via two (non-binding) policy 
documents. More concretely, measures to improve retention were introduced 
in 2009 through a new system of postgraduate medical training (see section 
 
13 Hungary has three types of primary care practice: (i) adult, (ii) paediatric, and (iii) mixed. All have mandatory service 
delivery tasks. General practitioners can be either entrepreneurs (more than 90%) or state employees.
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13.8.2). Presumably this was in response to increasing concerns over the 
migration of Hungarian health professionals, mainly medical doctors.

Professional mobility and (mainly) outflows are reported to impact on health 
service delivery and responsiveness and have exacerbated the deterioration 
of human resources for health over recent years (see also section 13.6). In 
combination with other factors, shortages of health professionals impact 
in varying degrees according to the level of care, specialty or geographical 
distribution. In tacit acknowledgement of these difficulties, health-care 
policy has been formulated as a direct reaction by seeking to introduce legal 
restrictions on migration and through ongoing efforts to try to limit outflows. 
Unfortunately, the lack of any comprehensive systematic research or impact 
assessment makes it difficult to measure the direct impact of migration. 

13.6 Relevance of cross-border health professional mobility

In order to understand the role of health professional mobility in the Hungarian 
health system, mobility must be seen in the context of wider health workforce 
issues. These include regional misbalances in personnel distribution, ageing of 
the health workforce, staff shortages in nursing and certain medical specialties, 
cuts in education capacity, attrition of health professionals to other economic 
sectors and reforms leading to reductions in staff levels. In addition, the 
health system faces extra pressures caused by the underdeveloped social and 
complementary care sectors. Each of these issues affects the supply of and/
or demand for the health workforce and potentially may be aggravated by 
Hungarian health professionals leaving the country.

13.6.1 Composition of the health workforce

There are significant shortages and distributional imbalances in many regions 
of the country and in certain specialties, although to varying degrees. The 
distribution of human resources for health is uneven between the levels, forms 
and types of health care, cadres and specialties. There is a striking discrepancy 
between the expressed objectives of health policy and this uneven distribution. 
For example, strengthening of the role of primary care is a top priority but is 
not reflected in distribution of the health workforce. There are no incentives to 
manage and rectify the imbalances. 

Levels of care

The Hungarian health system is centred on inpatients and the workforce 
distribution generally reflects the system’s focus on, and cultural preferences for, 
medical and inpatient care. The need to shift towards outpatient and primary 
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care is widely accepted and a declared policy priority, but the speed, methods 
and justifications offered for structural change have raised strong doubts and 
objections. Moreover, the health system is challenged further by insufficient 
and inadequate funding and management of social care (for example, for 
individuals/families in crisis situations), support services (for example, home 
and residential care for elderly people) and complementary treatment facilities 
(for example, rehabilitation). 

Geographical disparities 

There are significant geographical inequalities in the distribution of active14 
health professionals – by region, by level and type of care, by profession and 
specialty and by living standards (Fig. 13.1). Medical doctors and dentists prefer 
to work in cities (especially in and around university cities) and more developed 
regions. There are shortages of health professionals in rural and remote areas 
and these may worsen as the health workforce emigrates. Primary health-care 
posts have been vacant for years (sometimes for as long as two decades) in some 
parts of the country. Locums have ensured the provision of some degree of 
functional service in these mainly rural and remote areas.  

Shortages among specialists and nurses

Most doctors, particularly specialists, are concentrated in the capital and the 
main cities. Conversely, more than half of the current nursing vacancies are in 
Budapest. 

The available official database provides data on several aspects of projected jobs 
and vacancies, including geographical distribution, but there are no further 

Fig.13.1  Registered and active medical doctors per 10 000 population by geographical 
                 units, 2006

14 Active medical doctors have active employment and fulfil the requirement of continuous medical education. Their 
entitlement to work is renewed regularly (every five years). The Hungarian medical and nursing professions have two types 
of registry: (i) basic, one-off automatic entry on graduation, and (ii) active (operational), for active professionals only; 
individuals apply for registration that must be renewed periodically (fulfilling requirements). 

Source: Hungarian Central Statistical Office 2007. 
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groupings according to most specializations. Also, the approved/projected 
number of staff posts does not reflect actual local demand and need according 
to the health status, morbidity and mortality rates of the population.15 

Shortages concern medical specialties such as primary care, anaesthetics 
and intensive therapy, radiology and oxyology,16 but many others are also 
understaffed. For example, specialists in paediatrics and neurology argue that 
recent trends indicate critical shortages, even in the short run. Lack of sufficient 
medical staff has already caused one paediatric department to close. 

While nurses appear to be less interested in emigrating (Table 13.1), shortages 
of nurses and other allied health professionals are more serious in many areas. 
Understaffing is due mainly to low salaries, poor working conditions, heavy 
workloads and insufficient qualified personnel. These problems are particularly 
apparent in the capital city, and several of the experts interviewed suggested 
that this is because better paid employment opportunities are available outside 
nursing. Many nursing directors report that even a small increase in salary is 
enough to make nurses leave to work in supermarkets or shopping centres. 
Work opportunities are more limited in the countryside but it is increasingly 
challenging to maintain supplies of nurses there too. Moreover, nursing services 
are supported by a relatively high proportion of allied health personnel who 
continue working after retirement age. Health leaders are warning that new 
legislation to ban this practice will aggravate undersupply. 

13.6.2 Factors influencing size and composition of the health 
workforce

Educational system

Changes in vocational nurse education have contributed to nursing shortages. 
Before 1993, primary-school leavers (aged 14 years) could enrol on either a 
three-year programme of basic nursing education or a four-year course to train 
as a nurse, thereby gaining a secondary school vocational nursing certificate 
(giving access to higher education and university). Those entering three-year 
full-time training now must be at least 18 years old and require a secondary 
school certificate. The change has raised the average age of entry to the labour 
market from 17/18 to 22 years. In addition, recent transformations of the 
vocational education system have led to the closure of many institutions and 

15 Historically, the distribution, volume, structure, etc. of health facilities (including the numbers and composition 
of the health workforce) were influenced less by objective considerations and more by political intentions and power. 
This inherited health system basically defines human resources for health patterns. Several attempts to restructure and 
reorganize the system on a professional and functional basis, and many changes, have not addressed workforce issues 
comprehensively. Only a few studies have explored human resources for health needs according to the listed factors; 
financial constraints and political influences have made it difficult to implement their recommendations. 
16 Oxyology (emergency medicine) is a separate specialty in Hungary. Oxyologists generally work in emergency and 
intensive care units and as specialists in the Hungarian National Ambulance and Emergency Service.
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drastically reduced training capacities. Experts17 agree that this is currently the 
most serious bottleneck of health workforce supply. 

In medical education, more than 1000 degrees were awarded annually between 
1976 and 1982. However, numbers have not exceeded 1000 per year since 
1988 and have fallen below 800 since 1996 (Balázs 2009). One unresolved 
issue is the lack of regulation to deal with the integration of medical doctors 
returning from abroad with a foreign basic medical education or specialization.

Retirement and demographics

Shortages can be expected as the older generation of physicians retires (Balázs 
2009). The age pyramid of active physicians shows increases in older age 
groups, with variations by specialties and geographical areas, but is especially 
apparent in family medicine, radiology and rheumatology. The tendency has 
been increasing since the early 1990s, and the supply of medical doctors does 
not balance the wastage rate. The situation is similar for allied health personnel, 
especially in nursing. At present, many medical doctors and nurses work after 
retirement age and contribute to the sustainability of health care. 

Health professionals leaving or returning to the profession

Although health professionals leaving the profession is considered to be 
important in several health professions (especially among medical doctors and 
nurses), there are no valid data on the numbers of drop-outs during training or 
after a period working in health care, or on changes of career after graduation. 
Pharmaceutical companies are the most important alternative employers of 
medical doctors. 

Data from the Hungarian Central Statistical Office (2008) show that there 
were 35 763 registered medical doctors and 32 202 active medical doctors in 
Hungary in 2007. Theoretically, comparison of these figures should provide 
an estimate of the number of leavers, including those who emigrate. However, 
this does not allow discrimination between types of attrition (Balázs 2003). 
Similarly, there are no data on health professionals who return to the health 
labour market, including those who re-enter the system after working abroad.

The health workforce has been significantly affected by ongoing health system 
transformations since April 2007, including a huge cut in the number of 
hospital beds (concerning about 10% of the hospital sector) over a period of 
a few months. Figures from the Ministry of Health and estimates in the press 
indicate that around 6000 people (1100 medical doctors and; 4500 allied health 
personnel, mainly nurses) lost their jobs, but confirmed numbers and the actual 

17 Interviews with and information released (at conferences, in the press) by nurse leaders, including Zoltán Balogh, 
President of the Hungarian Chamber of Nurses and Allied Health Personnel. 
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proportion of loss for the sector are not currently available (Világgazdaság 2007). 
A mobility programme was set up to retain redundant health professionals 
within their professions and support (guide) their redistribution with financial 
incentives (Ministry of Health 2006b). The scheme failed as fewer than 30 
individuals applied. It is estimated that most of those who lost their jobs, 
mainly allied health personnel, left the health sector or found work abroad.

13.7 Factors influencing health professional mobility 

13.7.1 Intentions to migrate among medical students and resident 
doctors

Following a 2003 pre-test, the SU HSMTC research project began in 2004 to 
collect data (Eke et al. 2006, 2008, 2009) on professional expectations through 
voluntary questionnaires, individually structured interviews and focus groups. 
Target groups were medical students (first and sixth year) and resident doctors 
(general medical doctors and dentists) studying in Hungarian at one of the four 
Hungarian medical university schools. Each annual cohort comprised 600–
700 individuals. Several human resource issues were explored including the 
intention to migrate, the motivations behind these intentions, and aspects such 
as the planned period of stay and intentions to return. Databases were created, 
analysed and evaluated with the Statistical Package for the Social Sciences 
(SPSS); the research is ongoing. research project.

Between 2004 and 2008, 3815 questionnaires were completed (1975 by resident 
doctors, 1840 by medical doctors). On average, 60–70% of resident doctors 
were contacted in this period, with a response rate of over 95%, producing the 
following results. 

•	 Migration potential in these groups is between 60% and 70% (average 
range) with a migration activity18 of around 10% (average range). This 
reached a maximum of 20% in some groups of resident doctors (particularly 
noticeable in 2006). Among different medical specialists in training, general 
practitioners show relatively lower migration potential (40%) compared 
with their peers in anaesthetics and intensive therapy or radiology (75%), 
for example. 

•	 The main target destination regions (ranking first, second and third 
preferences) were English-speaking EU countries, followed by German-
speaking EU countries and Nordic countries. 

The main motivating factors indicated that two distinct approaches were 
used when considering whether to migrate or whether to stay in Hungary. 

18 Taken active steps to be able to work and find employment abroad.
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Those considering migration cited rather rational motivations such as salary, 
quality of life, the situation of the Hungarian health system and the working 
environment. Those preferring to remain in Hungary cited rather emotional 
influences such as family and friends. Moreover, respondents were asked about 
their perceptions of six dimensions in their target country (social prestige, 
career/research/professional opportunities, working conditions, standard of 
living). The results showed that all six aspects were perceived to be better, or 
significantly better, abroad. The survey also examined respondents’ planned 
duration of work abroad and intentions to return. The results for resident 
doctors in 2008 are shown in Figs. 13.2 and 13.3.

The survey findings give valuable information to inform health policy-makers 
designing interventions to limit outflow and enhance return. The career 
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Fig. 13.2  Reasons to emigrate among resident doctors intending to work abroad, 2008 

Fig. 13.3  Reasons to stay among resident doctors not considering working abroad, 2008 

Source: Eke et al. 2009. 
Note: Likert scale (5 = decisive influence, 1 = no influence at all) for 441 respondents.

Source: Eke et al. 2009. 
Note: Likert scale (5 = decisive influence, 1 = no influence at all) for 441 respondents; graph shows 11 of the 17 most 
important reasons.
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expectations of young doctors should be noted particularly since they are 
more mobile and better informed about career prospects in other countries. 
New generations of resident doctors often have the opportunity to spend time 
abroad during their training and have direct experience of other health systems. 

13.7.2 Intentions to migrate among nurses

A survey of 226 students undertaking a Bachelor of Science degree in nursing 
was carried out between November and December 2003. This showed that 
58% of the students planned to work abroad and 21% had taken active steps 
to do so. Their main motivations for thinking about migrating were learning 
a new language (80%), career development (43%), increasing professional 
knowledge (57%) (Kovàcsné Tóth 2004, 2007).

Nurses make fewer applications to work abroad but their migration has 
potentially greater impact, given the critical shortage of nurses (OHAAP 
unpublished data 2009). Policy-makers should be vigilant of this situation. 

13.7.3 Mobility of Hungarian medical doctors immigrating to 
Hungary 

Until the 1980s, individuals starting their medical career in Romania could 
not choose freely between work options. Young medical doctors of Hungarian 
origin were typically compulsorily assigned to regions populated by Romanians. 
The aim was to enhance assimilation of the Hungarian minority while ensuring 
health-care provision in underserved areas. A research team explored these 
outplacement practises among new medical graduates of the University of 
Medicine and Pharmacy of Tirgu Mures between 1972 and 1989. In this period, 
medical doctors of Hungarian nationality were generally assigned to some of 
Romania’s most remote and underdeveloped regions across the Carpathian 
Mountains. 

Intended emigration among this group of mobile health professionals appears to 
have been motivated by dissatisfaction with their condition in the home system, 
including (no order indicated) the complicated, difficult postgraduate training 
system, limited options to obtain medical specialization, low remuneration, 
lack of individual freedom, and discriminatory practices whereby Hungarian-
national medical doctors were placed in difficult areas. Migration to Hungary 
was, therefore, an escape route for this group (Balázs & Zoltán 2009). 
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13.8 Policy, regulation and interventions

13.8.1 Prior to EU accession

Bilateral agreements with some (such as Norwegian and Swedish) governments 
were in place before EU accession but no information on their implementation 
is available. Moreover, medical doctors and dentists with Hungarian nationality 
could enter the Hungarian labour market relatively easily between 1989 and 
May 1991. Emigration was mainly from the Carpathian Basin and registration 
required the preliminary endorsement of the Minister of Health. However, the 
procedure changed and became more complicated. From May 1991, all foreign 
medical doctors and dentists (including those with Hungarian nationality) 
have been required to pass an examination in order to obtain registration, a 
process initiated by the potential workplace (Balázs 2003, 2005b, Balázs & 
Zoltán 2009).

13.8.2 Policies and policy development on health professional 
mobility 

The importance and scale of the problem of health professional mobility 
has finally been acknowledged, particularly for outflows. However, no 
comprehensive strategy is yet in place. Policy measures aimed to limit outflow 
are isolated steps rather than integrated parts of any health-care reform process.

Government actions have mainly concentrated along two lines: policy papers 
and attempts to restrict migration. In recent years, the Ministry of Health has 
led the development of two policy papers focused mainly on problem analysis 
and soft interventions. Both included sections on health professional mobility. 
The 2004 Green Paper (Ministry of Health 2004) discussed migration in a 
short, general manner without considering its potential management; the 2006 
White Paper (Ministry of Health 2006a) went into greater detail and outlined 
policy options to handle migration. Both papers produced recommendations 
based on analysis and discussions but no actual action plan or strategy was 
attached or elaborated. They were never published officially and no action was 
taken due to political changes and lack of political support. 

The second focus is on attempts to restrict migration. The political stakes 
of managing the human resources for health crisis have increased gradually 
since the early 2000s. There has been growing awareness of the problem but 
interventions so far have concentrated on attempts to limit migration through 
administrative measures without damaging the principles of free movement 
of labour. A new system of postgraduate medical training was introduced by 
government decree in 2009, presumably in response to increasing concern 
over the migration of Hungarian health professionals, mainly medical doctors 
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(Government of the Republic of Hungary 2009). Under the previous system, 
all residents were central state employees contracted by the universities for 
the first 26 months of their training. The new system authorizes health-care 
institutions to apply directly to the Ministry of Health for resident places, 
according their needs, but no more than 10% of these places can be at the 
universities. Related finance is allocated according to the number of resident 
places. Residents contract with the institutions at the start of their residencies, 
having accepted the conditions for support of their training. These include the 
length of service required following qualification as a specialist. The Ministry 
of Health steers young medical doctors into identified shortage specialties 
(defined by committee) by increasing the remuneration by 50%. 

There has been a clear improvement in monitoring as it has been possible to track 
health professional mobility since EU accession. OHAAP bears responsibility 
for delivering qualification certificates to those wishing to work abroad and for 
assessing the qualifications of foreigners wishing to work in Hungary. It now 
has the conditions in which to develop a comprehensive and regularly updated 
database on human resources for health. 

Local interventions

Some policy interventions exist to attract and retain health professionals at 
local level. For years, local government authorities have collaborated with 
health-care organizations to offer incentives in rural areas where under-
supply of health professionals is a long-running problem. Municipalities, 
local authorities and managers of health-care organizations try to give local 
answers to health workforce problems as they are most exposed to problems 
of service sustainability and staff availability. These efforts mainly remain local, 
individual and non-coordinated actions as potential employers offer career 
plans for health professionals to settle in their constituency. Many health-care 
institutions offer higher salaries and financial compensations to attract and 
retain specialists in the most critical fields such as anaesthetics and pathology. 
Support for accommodation is the most common non-financial incentive.  
It should be noted that recent initiatives have aimed to coordinate efforts and 
elaborate a comprehensive approach at county and regional levels.

Specific interventions

It is important to note the relatively new phenomenon of providing medical 
education to foreign professionals – Hungarian medical universities have offered 
programmes in German since 1983 and in English since 1987. These courses 
are increasingly popular mainly among students from the Middle East, Nordic 



391From melting pot to laboratory of change in central Europe: Hungary

countries, Germany and the United States.19 Some graduates stay and work in 
Hungary. Since 2000, universities have been required to provide data on the 
number of medical students graduating in a foreign language for inclusion in 
the registry – medical degrees have been awarded to 1853 foreign students and 
6186 Hungarian students; 259 foreign students and 1182 Hungarian students 
have qualified as dentists. The foreign-language medical degrees show that 
Hungary attracts foreign students (a source of income for the universities). 
The medical training system is evaluated to be of a high level and Hungary has 
become an exporter of medical diplomas. 

13.8.3 Political force field of human resources for health

Common experiences, new research and public actions by professional 
organizations have contributed to a recent increase in public awareness of the 
health workforce crisis in Hungary. Ministry of Health representatives say that 
human resources for health issues are considered critical. The issue is constantly 
on the agenda but it is not known what, if any, interventions are planned.

Growing media attention and public concern over access to services and their 
quality, safety and sustainability is increasing political pressure. Hopefully, this 
will create the momentum for more coordinated interventions.

13.9 Conclusion

The magnitude and character of international health professional mobility is 
among the most important of the human resources for health challenges in 
Hungary. Since EU accession, the country has experienced a significant loss 
of health professionals, mainly medical doctors. Negative net migration is 
worsened by the age profile, specialties and skill-mix of leavers. Health experts 
and the media warn that outflows are threatening the sustainability of the 
health-care system, even in the short run. Furthermore, the ageing population 
and health workforce (the latter at a more rapid pace) are influencing the 
quality and safety of services and the principles of equal access to health care 
in the country. Changes in the educational system also deepen the problem as 
insufficient numbers of health professionals are being produced. 

The current magnitude of health professionals’ intentions to migrate is a severe 
pathological symptom of the Hungarian system. Presumably, this has resulted 
mostly as a consequence of the adverse effects of health reforms, health policy 
interventions and economic restrictions. The human resources for health crisis 
can be managed effectively only if the root causes that motivate people to 
19 SU established a branch in Germany in March 2008. Students study in German and obtain an SU degree (http://english.
sote.hu/opening-ceremony-in-hamburg.html, accessed 15 December 2010).

http://english.sote.hu/opening-ceremony-in-hamburg.html
http://english.sote.hu/opening-ceremony-in-hamburg.html
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pursue their careers abroad are addressed comprehensively and pragmatically 
and followed up with a consistently elaborated action set.
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Chapter 14

Awareness, planning 
and retention: 

Lithuania’s approach 
to managing health 

professional mobility
Žilvinas Padaiga, Martynas Pukas, Liudvika Starkienė

14.1 Introduction

This study presents a definition of a source country from a Lithuanian 
perspective, examining health professional mobility and its impact on the 
national health system. This includes recent trends in relation to migration 
policies, cross-border mobility, influencing factors and other international and 
national interventions. 

Health professional mobility began with Lithuanian independence but it was 
only after EU accession that politicians started discussions on its possible 
negative consequences for the effective functioning of the national health 
system and initiated planning processes at governmental/regional/local levels 
to determine the future supply and requirement of health professionals in 
Lithuania. EU accession has not produced the anticipated potentially serious 
increases in the outflow of health professionals. However, Lithuania is best 
defined as a source country and in that context it is essential to address concerns 
regarding the sustainability of human resources for health.

Lithuania is improving the workforce planning infrastructure step by step but 
still remains far short of achieving adequate information about the stocks, flows 
and effects of incentive schemes. Despite the lack of accurate emigration data in 
Lithuania, the findings of this study show that health professionals are leaving 
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the country – attracted by better working conditions, better quality of life, 
higher prestige and higher pay. The domestic health workforce outflows have 
not led to the development of explicit policies to attract a foreign workforce to 
supplement the domestic stock of health professionals. The Ministry of Health 
has rather concentrated on reforming the health sector in order to retain and 
motivate Lithuanian health professionals to practise in Lithuania. However, 
the lack of success in reforming processes is usually caused by a lack of balance 
between process and product, and a failure of coordination between planners, 
policy-makers and other stakeholders. 

Limitations of the study

Data on mobility have been collected from several sources – databases or 
registries of the Ministry of Health, Institute of Hygiene Health Information 
Centre, State Patient Fund of Lithuania, State Health Care Accreditation 
Agency, Lithuanian Dental Chamber, Statistics Lithuania, Ministry of Social 
Security and Labour, Migration Department and Residents Register Service. 
However, no one database or registry can provide all the necessary information 
in a timely manner. Incomplete information in terms of collected data 
indicators (for example the number of professionals, full-time equivalents, 
licences; distribution by region, age, gender or services performed by specialty; 
migration) and the inability to link these databases limits data validity and its 
usefulness. Complete information on migration in Lithuania remains difficult, 
if not impossible, to obtain without a more comprehensive registry (Table 14.1). 

14.2. Mobility profile of Lithuania

The limited data available indicate that EU accession did not produce the  
anticipated outflows, and the numbers and proportions of health professionals  
leaving the country remain low. The reasons for this are not clear but most likely 
include improved working conditions (enabled by EU structural funds for the health-
care system), increasing salaries and more competition in destination countries. 

At the current rate of migration, Lithuania’s health system is not dependent on 
foreign health professionals.1 Migration management and related policies remain 
relatively new and still lack political attention. Also, low levels of migration 
give more time to react adequately to the current situation in health-sector 
human resources. However, vigilance is required as Lithuania is dependent on 
the health workforce situation in wealthier EU and EEA countries that actively 
recruit foreign health professionals (Ireland, Norway and the United Kingdom, 
for example).
1 This study defines a foreign health professional as a person other than a national of the Republic of Lithuania, whether a 
foreign national or a stateless person.
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14.2.1 Outflows

Statistical data on the emigration of Lithuanian health professionals 
is available only from 2004 when the Ministry of Health started 
to issue CGSs for health professionals wishing to practise abroad.  
The number of certificates issued does not reflect the real migratory flows as the 
holders may choose not to leave the country or may leave only on a short-term 
basis. During the first year of EU membership, 2.7% (357) of all Lithuanian 
medical doctors obtained certificates. That number almost halved to 1.4% 

Table 14.1  Data sources for information on human resources for health in Lithuania

Data source Institute of Hygiene 
Health Information 
Centre

Licence Registries 
at State Health 
Care Accreditation 
Agency, Lithuanian 
Dental Chamber, 
State Medicines 
Control Agency 

State Patient Fund 

Available since 1993 1999 1999

Annual reports Yes No No

Updating frequency Annually Every 5 years Daily

Professions Physicians, dentists, 
nurses, public 
health specialists, 
pharmacists, midwives

Physicians, dentists, 
nurses, pharmacists, 
midwives

Physicians holding 
contracts with SPF

Number of 
professionals

Yes No Special calculations 
required

Number of full-time 
equivalents

Yes No No

Number of licences No Yes No

Distribution by 
gender

No Yes Special calculations 
required

Distribution by age No Yes Special calculations 
required

Distribution by 
specialty

Yes Yes No

Distribution by 
regions

Yes No No

Distribution by 
services performed

No No Special calculations 
required

Mortality, retirement, 
migration

No No No
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(186) in 2005–20062 and fell to 0.9% (132) in 2009. Nurses show a different 
pattern: 0.4% (107) of all Lithuanian nurses were issued with certificates in 
2004–2005, with relative increases to 0.7% (166) in 2005–2006 and 1.1% 
(267) in 2009. Dentists show fluctuating numbers: 3.6% (81) of all Lithuanian 
dentists were issued with certificates during the first year of EU membership. 
These numbers fell to 1.7% (42) in 2005–2006 but rose to 3.1% (72) in 2009 
(see section 14.4 on migration dynamics) (Ministry of Health unpublished 
data 2009, Pukas 2008). 

14.2.2 Inflows 

Ministry of Health data on inflows indicate that only 10 basic medical degrees, 
12 medical specialty degrees, 10 nursing degrees and 11 dentistry degrees from 
countries outside the EEA (Armenia, Belarus, Russian Federation, Ukraine, 
Uzbekistan) were accredited between 2005 and 2008. Three dentistry degrees 
(in Norway and Poland) were recognized under Directive 2005/36/EC 
(European Parliament and Council of the European Union 2005). Thus, the 
percentages of foreign health professionals remain very low in comparison to 
the numbers of Lithuanian health professionals – the total economically active 
health workforce in 2008 comprised 13 403 medical doctors, 24 908 nurses 
and 2287 dentists.

Stock data on foreign health professionals are more problematic. The authorized 
Lithuanian authorities that collect and manage information on medical doctors 
and nurses (State Health Care Accreditation Agency), dentists (Lithuanian Dental 
Chamber) and pharmacists (State Medicines Control Agency) have neither data 
on their foreign-national members nor data by nationality on the numbers of 
licences issued. The only data available are the number of work permits issued to 
foreign nationals (Table 14.2). However, it should be noted that every person with 
an accredited degree does not necessarily apply for or obtain a work permit. 

The main medical specialties of those granted work permits between 2005 and 
2008 were surgery (3), psychiatry (2) and ophthalmology (4). Most (5) of the  
 
 
 
 
 
 
 
 

2 1 May 2005 to 30 April 2006.

Table 14.2  Work permits issued to foreign health professionals in Lithuania, 2005–2008

2005 2006 2007 2008 Total

Medical doctors 1 3 – 11 15

Nursesa 1 – – 5 6

Dentists 1 – 1 – 2

Source: Lithuanian Labour Exchange unpublished data 2009. 
Note: a Includes those with lower qualification.
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nurses held the lower qualification. Lithuanian Labour Exchange data, which 
are mostly similar to Ministry of Health data, show that the stock of foreign 
health professionals was mainly pooled from third countries (Belarus, China, 
Israel, Lebanon, Pakistan, Russian Federation, Syrian Arab Republic, Ukraine); 
only three came from EEA countries (Latvia, Norway). 

14.3 Vignettes on health professional mobility

Ophthalmologist migrating to join spouse

In 1992, Dr Sigita and her two children emigrated to Luxembourg to join her architect 

husband who had emigrated in 1991. 

Having been a practising ophthalmologist at a Vilnius hospital, Sigita began language 

courses in French, Luxembourgish and German (Luxembourg’s three official languages) 

before starting any procedures for diploma recognition. The languages were not the 

only requirement to begin medical practice in one of the smallest EU countries. It took 

more than five years for Sigita to be licensed as an ophthalmologist and granted a work 

permit. The establishment of a private practice was another challenge – not only the 

high cost but also the difficulty of attracting patients. Despite all the challenges and 

barriers, Sigita is now a well-known ophthalmologist in Luxembourg, has Luxembourg 

nationality, runs a business and is trusted by local and by French, German and Belgian 

patients. After investing so much in her training, business and settlement, it is unlikely 

that she and her family will ever return to Lithuania. 

Permanent migration?

As a young and promising anaesthetist/intensive care specialist in one of Vilnius’s 

largest hospitals, Dr Tomas decided to gain experience as a locum anaesthetist in a 

British hospital during his summer holidays in 2004. The initial one-month contract was 

extended to two months before he was offered an extension of up to six months. Family 

reasons (for example, the problem of adapting to a new country, career opportunities 

for his wife) made it difficult to decide to leave Lithuania. Nevertheless, the push factors 

won. In an interview, Tomas rejected his colleagues’ opinion that the main instigating 

factors for emigration are better revenues and living conditions. These factors surely 

played a role in the decision process but he was strongly incentivized by curiosity and 

the possibility of gaining experience as a specialist and working in the NHS. 

After a few years abroad, Tomas is now well-integrated into the BHR University 

Hospitals NHS Trust, one of the biggest United Kingdom health-care organizations.  

His family is happy and he has no intention of returning to Lithuania in the near future.
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Nurses emigrating in search of better conditions

January 2008 was difficult for the Lithuanian nursing community and nurses from 

different Lithuanian regions emigrated to Bergen, Norway. Regina, Lina, Regina, Jane, 

Ilona and Vilma were unanimous in identifying the main push factors: low salaries, 

inadequate working conditions, heavy workloads, inappropriate attitudes among 

hospital managers and possible job loss due to the ongoing restructuring/optimization 

process in the health sector. Most of the nurses had never practised abroad. One had 

tried (unsuccessfully) to settle in Ireland but she found Norway more attractive because 

of the flexible legal system for the settlement of foreign health-care specialists. Ireland 

requires perfect language skills, certification and a registration period of about one year; 

in Norway, nursing specialists need only basic language skills. 

While it is natural for specialists to migrate within the enlarged EU, increasingly this 

process is supported intensively by special agencies, offering well-paid jobs and 

better living conditions in Norway. In this case a job is available after just two weeks 

of an intensive language course. Within a market offering “special discounts”, it is not 

surprising that the nurses interviewed declared that they see no prospect of returning to 

practise in their homeland.

Dr Marijus, newly graduated emigrant 

International mobility of health-care specialists does not depend on age. Dr. Marijus 

emigrated from Lithuania in 2004, just after graduating as a dentist from Kaunas University 

of Medicine. Working in the United Kingdom, his intention is to open a clinic as there is a 

bigger market and fewer bureaucratic barriers than in Lithuania. In addition, he feels that 

the United Kingdom offers many opportunities, not only to achieve better revenues but also 

to develop his professional skills. His wish is to acquire as much training and experience as 

possible and to use it eventually in Lithuania, although this may not happen soon. 

14.4 Dynamics of enlargement

The absence of data hinders comparison of mobility before and after EU 
accession, but a 2008 study compared Lithuanian and foreign data sources to 
determine health professional migration following EU accession (Pukas 2008). 
Currently, there is no simple and valid scheme to verify the employment status 
of those holding CGSs in order to determine whether or not they have migrated 
and, if so, to which destination country. However, comparison of different data 
sources revealed that 342 of the 543 medical doctors with CGSs were listed on 
foreign registries and 187 had no contract with the State Patient Fund. Both 
are indicators of being employed abroad and of having left Lithuania. Almost 
half (140) of the 273 nurses with certificates and 90 of the 123 dentists with 

.
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certificates were listed on foreign registries. This suggests that Lithuanian health 
professionals who apply for CGSs have rather serious migration intentions. The 
main destination country for Lithuanian medical doctors, nurses and dentists 
proved to be the United Kingdom, followed by Scandinavian countries. The 
actual numbers of Lithuanian health professionals working abroad are likely 
to be even higher as the foreign registry data reflect only the most important 
target countries. 

Data on CGSs (1 May 2004 to 30 April 2006) from the Ministry of Health 
(543 medical doctors, 273 nurses, 123 dentists) were used to compare 
emigration intentions with actual emigration. The mechanism for checking the 
real migratory flows was complex and time consuming. Where information 
was available online (Austria, Belgium, France, Germany, Ireland, Italy, the 
Netherlands and United Kingdom for medical doctors; Germany, Ireland and 
United Kingdom for nurses and dentists) or upon request (Denmark, Norway 
and Sweden), the names and surnames of certification holders were checked in 
the registries of other EEA countries in order to confirm whether they actually 
practised abroad. The personal data of medical doctors were also checked in 
the database of the State Patient Fund to determine whether the professional 
continued to practise in Lithuania. The data produced by the two methods 
were then compared. Only the registries’ analysis was available for nurses and 
dentists since these professionals do not have contracts with the State Patient 
Fund.

For medical doctors with certification it was found that 35.0% (125) in the 
2004–2005 period3 and 33.3% (62) in the 2005–2006 period4 either had no 
contracts with the State Patient Fund or their contracts had expired. Research 
of the foreign registries found that 67.5% (241) of certificate holders in 2004–
2005 and 54.3% (101) in 2005–2006 were registered abroad. During both 
periods, the largest numbers were registered in the United Kingdom (103 and 
65), Denmark (38 and 11), Sweden (30 and 8), France (17 and 1) and Norway 
(10 and 4) (Fig. 14.1). 

Of the 273 Lithuanian nurses with certificates, (65 and 75 in the two periods)  
were listed on foreign registries. In the 2004–2005 and 2005–2006 periods, 
the largest numbers of nurses with certificates were registered in the United 
Kingdom (25 and 45), Ireland (14 and 14) and Scandinavian countries (17 
and 9) (Fig. 14.2).

Dentists appeared to have a greater propensity to emigrate – of the 123 dentists 
with CGSs, 61 and 29 in 2004–2005 and 2005–2006, respectively, were listed 
on foreign registries. During both periods, the largest numbers of dentists were 
3 1 May 2004 to 30 April 2005.
4 1 May 2005 to 30 April 2006.
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registered in the United Kingdom (46 and 27), Norway (5), Denmark (4) and 
other countries (4) (Fig. 14.3).

Comparison of domestic and foreign data sources showed that about 60% of 
medical doctors, 50% of nurses and 70% of dentists with CGSs were listed on 
foreign registries. The findings may suggest that Lithuanian health professionals 
applying for CGSs have rather serious migration intentions.

Fig. 14.1  Proportion of Lithuanian medical doctors registered in destination countries, 
                  1 May 2004 to 30 April 2005 and 1 May 2005 to 30 April 2006

Fig. 14.2  Proportion of Lithuanian nurses registered in destination countries, 1 May 2004–
                  30 April 2005 and 1 May 2005 to 30 April 2006

Source: Pukas 2008.

Source: Pukas 2008.
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14.5 Impacts on the Lithuanian health system

The impact of health professional migration on health system performance 
has become an important feature of the international health policy debate in 
both Europe and worldwide. This highlights the potentially negative impacts 
of the emigration of health workers from low-income countries – including 
staff shortages; lower morale among remaining staff; and reduced quality 
and quantity of, and access to, services (Dumont & Zurn 2007). As a source 
country, this is particularly relevant to Lithuania because international mobility 
impacts on the Lithuanian health system. 

Data from the Lithuanian Labour Exchange (2009) show an unmet demand 
for medical doctors, dentists and nurses; any of these medical professionals 
have a very high chance of employment. However, this does not necessarily 
indicate an overall shortage of these specialists in the whole country. A study 
by the Institute of Labour and Social Research (2006) found that the health-
care and pharmacy sectors (except nursing) experience the biggest problems 
filling available vacancies (Table 14.3). For example, demand for psychiatrists 
was 24 times higher than supply; demand for other medical doctors was 3–10 
times higher. Recruitment of neurologists or surgeons took an average of seven 
months. These delays underline the need for prompt action. 

A study on health professional mobility revealed that gynaecologists, 
paediatricians, anaesthetists, surgeons, internists, doctors of laboratory 
medicine, general practitioners and medical doctors with basic medical training 
migrated most often in 2004–2006 (Pukas 2008). It is conceivable that the 
magnitude of vacant positions might have adverse consequences for health 
service delivery, especially when the mobility of the particular specialists is taken 

Fig. 14.3  Proportion of Lithuanian dentists registered in destination countries, 1 May
                  2004 to 30 April 2005 and 1 May 2005 to 30 April 2006

Source: Pukas 2008.
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into account. However, no special studies have been carried out to examine the 
impact of health professional migration on the number of services provided. 

One of the main challenges for the future is the establishment of a comprehensive 
system of health workforce planning. So far, there has been no consistent and 
long-term policy in this area, particularly one that takes account of mobility 
factors (see section 14.8). There are no specific regulations or other types of 
governmental or nongovernmental barrier to regulate health professional 
migration in Lithuania. It is also important to note that (unlike other EU 
and EEA countries such as Ireland, Norway, United Kingdom) Lithuania has 
neither proactive recruitment policies for foreign health professionals nor any 
national or regional plans to offer temporary contracts to health professionals 
from foreign countries. 

There has been no specific research to evaluate how health professional migration 
affects population health status via health service delivery at institutional or 
system level. However, the State Patient Fund aimed to gain an impression of 
the possible implications of health professional outflow by evaluating 59 senior 
general practices – those in which over 50% of the listed population is over 50 
years of age (Fig. 14.4). After evaluating the number of visits per year by size 
of practice, it was observed that general practitioners could not increase the 
number of services if the list size exceeded 1650 patients. There was no increase 
in the average of 5000 total visits per year even when the practice reached 
2000 patients, the maximum figure recommended by the Ministry of Health. 
It is not simple to decrease the maximum recommended practice size;  it is 

Table 14.3  Specialist posts with highest number of vacancies in Lithuania

Specialist Average 
time to fill 
vacancies 

(days)

Number of 
registered 
vacancies 

Number of 
registered 

unemployed

Demand–supply 
ratio (number of 

registered vacancies–
number of registered 

unemployed)

Internist 90 204 130 1.6

Surgeon 204 77 3 25.7

Psychiatrist 152 72 3 24.0

Anaesthetist 139 50 5 10.0

Ophthalmologist 111 41 1 41.0

Neurologist 238 32 3 10.7

Medical doctor of 
physical medicine and 
rehabilitation

133 24 3 8.0

Gynaecologist 146 20 6 3.3

Source: Institute of Labour and Social Research 2006.
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better to count the additional workforce required. Also, if general practitioners 
migrate (it is among the specialties at risk), those remaining would have limited 
capacity to provide all the services needed. Of course, it is not clear how and 
when such a situation would result in a deterioration in population health but 
these findings show the saturation point of health providers and indicate health 
professional mobility’s potentially detrimental impact on the accessibility and 
quality of health services.

14.6 Relevance of cross-border health professional mobility

This section examines health professional mobility in the broader context of the 
Lithuanian system in order to understand its relative importance in comparison 
with other human resource issues that determine the size and composition of 
the health workforce. Overall, Lithuania appears to have a balanced situation 
with relatively low mobility rates and changes in the educational system 
allowing universities to increase the intake of students. However, this could 
change if the unfavourable economic context encourages health professionals 
to seek employment abroad.

14.6.1 Distributional issues influencing composition of the health 
workforce

The current situation in Lithuania can be described as one of maldistribution in 
the health professional stock (see Table 14.4). Women form a larger proportion 

Fig. 14.4  Annual visits to general practitioners in 59 practices with senior populations 
                  (more than 50% aged over 50), 2006

Source: State Patient Fund unpublished data 2006.
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Table 14.4  Health professional stock and distribution in Lithuania, 2007

Indicators Total number 
(year)

Range (lowest and highest 
figures across districts/
regions)

EU-27
average
2007

Medical doctors 13 729a – –

Medical doctors per 100 000 
population

407.8a Highest: Kaunas city (693.8)
Lowest: Alytus district (51.5)

315.22

General practitioners per 
100 000 population

77.52 – 96.7

Medical doctors by 
specialties per 100 000 
population

136.2b – 106.1

Medical doctors working in 
hospital sector (%)

42.2b – –

Medical doctors working in 
private sector (%)

Full-time: 8.2 
Part-time: 22.9a

Number working in private 
practice is 2.8 times higher in 
urban areas

–

Total number of nurses 24 804a (almost 
half are general 
practice nurses)

– –

Nurses per 100 000 
population

736.8a Highest: Klaipeda city (1404.8)
Lowest: Alytus district (189.9)

741.8

Nurses working in hospital 
sector (%)

58.8b – –

Nurses working in private 
sector (%)

– – –

Total number of dentists 2395a – –

Dentists per 100 000 
population

71.1a Highest: Kaunas city (125.1)
Lowest: Joniškis district (19.9)

62.3

Dentists working in private 
sector (%)

Full-time: 49.2. 
Part-time: 73.8a

Number working in private 
practice is 2.6 times higher in 
urban areas

–

General practitioner–
specialist ratio

1:7.4a Highest: Vilnius county (1:10.7)
Lowest: Telšiai county (1:3.4)

–

Doctor–nurse ratio 1:1.8a Highest: Taurage county (1:2.9)
Lowest: Vilnius county (1:1.3)

–

Anaesthetist–surgeon ratio 1:1.8a – –

Surgeon–surgical nurse ratio 1:2.5a – –

Hospital nurse–community 
nurse ratio

1:2.9a – –

Hospital–ambulatory sector 
ratio (doctors, %)

46.9: 40.9a

 
– –

Hospital–ambulatory sector 
ratio (nurses, %)

59.0: 32.8a – –

Sources: a Institute of Hygiene Health Information Centre 2009; b WHO 2009.

·

·
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of the health workforce, a share that has remained relatively constant for several 
years. In 2008, almost 70% of medical doctors, 85% of dentists and 99% of 
nurses were women (Institute of Hygiene Health Information Centre 2009). 
This could have a negative impact on the active health workforce and health 
service delivery as female physicians tend to work fewer hours per week. 

In 2008, the percentages of medical doctors (72%), nurses (60%) and 
dentists (53%) working in urban areas appeared relatively balanced as these 
districts contained 70% of the total population (Statistics Lithuania 2009).  
The geographical distribution of medical doctors has significant differences, 
for example – the number of medical doctors per 10 000 population ranged 
from a high of 80.9 in Kaunas city to a low of only 39.8 in Šiauliai city in 2008 
(Fig. 14.5). However, there have been no attempts to relieve the imbalances 
(in either geographical distribution or specialties) by recruiting international 
health professionals.

Despite the ongoing structural reforms that aim to strengthen primary care in 
private settings, only a small proportion of medical doctors practise privately. 
Dentists are the exception as most have practised privately since the 1990s. 

Fig. 14.5  Number of medical doctors per 10 000 population, by administrative region, 2008

Source: Institute of Hygiene Health Information Centre 2009.
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14.6.2 Educational system

During the 1990s, the number of places for medical studies was reduced by 
almost 50% (about 200–250 medical students per year). The number of study 
places was increased to 400 in 2002, in response to the first research results on 
health workforce planning. Admission numbers have continued to grow over 
subsequent years and generally reflect the needs of the health system. It remains 
difficult to set admission levels as the intakes need to account for emigration of 
health professionals, early departures from the profession and retirement, all of 
which are difficult to quantify or even estimate (see below and section 14.2). 
Lithuania lacks official statistics on attrition rates but cohort studies performed 
at Kaunas University of Medicine indicate that 17.3% of medical students 
failed to finish their studies (Lovkytė 2004). Drop-out rates were lower in other 
study programmes.

Lithuanian universities are public and education is state financed, partly 
state financed (students pay about €300 out of pocket per year) and privately 
financed (students pay full costs of the programme, about €7500 and €8000 
per year for medicine and dentistry, respectively), depending on the enrolment 
limits and average admission grades. Basic educational information is provided 
in Table 14.5.

Considerable proportions of foreign students study biomedical sciences in 
Lithuania and their numbers are increasing every year. Kaunas University of 
Medicine (2009) data show 304 undergraduate students (studying medicine, 
dentistry, pharmacy and public health – Masters in Public Health only) from 
36 countries, representing about 5–6% of all Lithuanian student stock in 
these fields. Most come from Israel (108), Lebanon (72), India (20), United 
Kingdom (11), Pakistan (10), Sweden (9), Poland (9) and France (8), but other 
source countries include Australia, Brazil, China, Estonia, Finland, Ireland, 
Kazakhstan, Malaysia, Nigeria, Republic of Korea and Sri Lanka.  

 

Table 14.5  Educational institutions and students, by health profession, 2008

First-year 
students

Universities Total 
students

Graduates 
(basic medical 
training)

Graduates 
(residency 
programme)

Medicine 490 2 3321 322 556

Nursing 201 3    894 272 –

Dentistry 172 2    802 141 52

Pharmacy 115 1    713 150 –

Sources: Institute of Hygiene Health Information Centre 2009, Ministry of Education and Science 2009. 
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14.6.3 Leaving the system: retirement and attrition

It is difficult to gather data on the number of health professionals who retire each 
year because Statistics Lithuania does not collect the relevant information on 
retirement by specialty or profession. The age structure of health professionals 
in Lithuania has not changed substantially since the late 1990s: 18.5% of 
medical doctors, 10.9% of dentists and 13.3% nurses were aged 55–64 years 
and 9.8% of medical doctors, 5.3% of dentists and 1.9% of nurses were 65 and 
over (Institute of Hygiene Health Information Centre 2009). The percentage 
of medical doctors aged over 60 also varies by specialty. A high percentage of 
health professionals nearing, or over, the retirement age indicates that these 
specialists might leave their profession soon (Fig. 14.6). 

The official retirement age is 60 years for women and 62.5 years for men. 
However, health professionals tend to continue working beyond these official 
retirement ages due to unfavourable retirement policies such as low pensions 
and fewer social privileges (Government of the Republic of Lithuania 1994).

It is difficult to compare the health workforce outflows due to migration and 
attrition. Cohort studies of medical (Lovkytė 2004) and dentistry (Žakaitė 
2006) graduates of Kaunas University of Medicine were undertaken in order to 
analyse exits from the profession. These found that 73.5% of medical graduates 
held licences and only 61.6% were practising medicine in Lithuania. Among 
dentistry graduates, 90.8% were licensed and 82.7% were practising. However, 
the reasons for dropping out were not determined and losses could be due, for 

Fig. 14.6  Percentage of medical doctors older than 60 years, 2009

Source: State Healthcare Accreditation Agency (unpublished data), 2009.
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example, to career shifts to other medical professions (such as pharmaceuticals), 
emigration, leaving the health workforce altogether, retirement, or even death. 

14.6.4 What does cross-border mobility mean for Lithuania?

Lithuania has relatively low mobility rates and, therefore, appears to be relatively 
immune from the effects of cross-border mobility. Also, examination of the 
current health workforce stock indicates that there is no need to import health 
professionals. However, the unfavourable economic situation prevailing at the 
time of writing may significantly accelerate outflow rates. It is unlikely that 
this would be remedied by an inflow of professionals from EU-15 countries, 
shortages are more likely to be met by professionals from countries of the 
former USSR (see also section 14.2). 

The recent change in the educational system that allows universities to accept 
students paying the full cost of a study programme ensures higher numbers 
of students than the required need, thus compensating for any possible loss 
due to migration. Also, universities are marketing their programmes abroad in 
order to generate income from foreign students. It is difficult to say whether 
foreign students tend to leave the country after graduation or tend to settle in 
Lithuania and establish families. It is likely that the most outstanding students 
are being offered positions in university hospitals. 

14.7 Factors influencing health professional mobility

Most efforts to stop the outflow of health professionals from Lithuania are 
aimed at improving the instigating factors by reforming the health-care system 
(see section 14.8). Intentions to leave Lithuania were examined by surveying 
medical doctors and medical residents in 2002 (Stankūnas et al. 2004), 
pharmacists in 2004 (Šmigelskas et al. 2007) and nurses in 2007 (Matulevičiūtė 
2007). Table 14.6 summarizes their findings on the main factors influencing 
the migration intentions of Lithuanian health professionals.

14.8 Policy, regulation and interventions

14.8.1 Policies and policy development on health professional 
mobility

National-level policy interventions in Lithuania aim to target the main reasons 
for migration described in the previous section but no specific national policy 
has been adopted as yet. The policies are in line with the general migration 
policy adopted in 2007 (Government of the Republic of Lithuania 2007). 
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This aims to develop long-term economic migration control measures, such as 
regulating the economic factors that contribute to migration (better working 
conditions, social guarantees, higher salaries).

A government-approved health-care reform was implemented in two stages 
(2003–2005 and 2006–2008). This contributed to significant changes in 
working conditions as well as better distribution of the services and duties of 
health professionals (Government of the Republic of Lithuania 2003, 2006). 
While not an explicit retention policy to moderate migration, the medical 
community (mainly medical doctors’ and nurses’ associations) had been 
pressing the Ministry of Health not only to restructure health-care institutions 
and improve infrastructure but also to increase salaries. In 2005, the Ministry of 
Health and the medical associations signed a memorandum on salary increases 
(20% annually for medical doctors and nurses in 2005–2008). This is likely 
to have had a positive influence on the high rates of drop-out from medical 
studies, attrition to other better paid professions and emigration rates. 

Incentive schemes to promote deployment in remote areas are widely used to 
address regional maldistribution. Medical doctors who practise in rural areas 
receive financial bonuses, and some hospitals offer free accommodation and 
transportation services. The ongoing reform made use of financial support from 
EU structural funds (2004–2006): €19.7 million was assigned to modernize 
and develop the cardiology services infrastructure in the south-east region of 
Lithuania and €21.7million to modernize and develop the public health-care 
infrastructure. This enabled renovation of most hospitals and supply of new 
medical equipment, plus supporting improvement to general practitioner and 
primary health-care facilities. Moreover, some €268 million has been assigned 
to ensure available and high-quality essential health-care services for the period 
2007–2013.

Table 14.6  Factors influencing mobility of Lithuanian health professionals 

Instigating factors Low salaries, long working hours, perceived low prestige, 
unsatisfactory working conditions

Activating factors Personal: better quality of life, desire for a life change, previous 
habitation or professional training abroad
Job-related: better professional opportunities, continuous 
professional training, better working conditions and working 
environment, relatives abroad, professional and social recognition 

Facilitating factors Very active recruitment agencies (e.g. Norway, United Kingdom) 
Attractive induction schemes: free language courses, social 
programmes, fewer barriers to start private practice, less 
bureaucracy

Mitigating factors Separation from family, language skills, settling down with family in a 
destination country

Sources: Matulevičiūtė 2007, Šmigelskas et al. 2007, Stankūnas et al. 2004. 
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Further implementation aims to improve financial and non-financial incentives, 
but the global economic crisis has raised some barriers against reaching the 
anticipated goals of the reform and may produce a different overall impact than 
that originally intended. 

14.8.2 Workforce planning and development

Medical health workforce planning began in 2000; nursing workforce planning 
began only in 2006, and evaluation of need and long-term planning for dentists, 
pharmacists and public health professionals is still being developed. There is 
no explicit health human resource policy in terms of professional mobility. 
Also, the Lithuanian health-care system is rather independent of foreign health 
professionals and so they have little impact on the planning process. 

In 2003, the Minister of Health approved the Strategic Planning of Health 
Human Resources in Lithuania in 2003–2020 programme. This was updated 
in 2005 to include new objectives aimed at integrating health human resources 
planning within overall health sector reform. The main strategic objectives of 
the policy are to:

•	 examine changes in health human resources at national, county and district 
level;

•	 enable health human resources planning by specialty at county and district 
levels based on population projections, mortality and morbidity trends and 
health-care reform objectives;

•	 develop a model for planning health human resources supply and demand 
based on health-care reform; and

•	 develop projections of health human resources supply and demand by 
specialty.

This does not include some aspects of health human resources policy – 
production, management and regulation are covered in other strategic 
programmes. Currently, there is no unified register of health professionals but 
this could offer an effective managerial tool for achieving the objectives. More 
information about the institutions responsible for human resources for health 
is presented in Table 14.7.

14.8.3 Cross-border regulatory frameworks and interventions

EU Directive 2005/36/EC (European Parliament and Council of the 
European Union 2005) on the mutual recognition of qualifications is fully 
transposed into Lithuanian law. The Ministry of Social Security and Labour 
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is responsible for coordinating the recognition of degrees and certifying 
professional qualifications acquired in the EEA. The Ministry of Health is a 
competent institution responsible for the recognition of degrees and proving 
the professional qualifications of medical doctors, nurses, midwives, dentists 
and pharmacists. Lithuania has a very liberal system for recognition of 
diplomas and does not impose any hurdles for migrant health professionals 
whose qualifications comply with the requirements laid down in the directive. 
The only condition is that an applicant should know enough of the Lithuanian 
language to enable them to work as a health-care specialist.

The Minister of Health approves two commissions for the recognition of 
qualifications obtained in non-EEA countries and applicable to all third-
country health professionals. One commission covers medical doctors and 
dentists (Government of the Republic of Lithuania 2009b); the other covers 
general practice nurses and midwives (Government of the Republic of 

Table 14.7  Main national stakeholders involved in planning, production, management 
                     and regulation of health professionals in Lithuania

Organization Functions

Ministry of Health Coordination and regulation; planning, 
management, regulation of human resources for 
health; sets minimum training requirements 

Ministry of Education and Science Coordination and regulation; determines student 
enrolment numbers and sets minimum training 
requirements; evaluates quality of training

Ministry of Finance Finances education of health professionals and 
health-care system

National Board of Health Advises parliament and government on long-term 
trends and human resources for health planning 

Lithuanian University of Health 
Sciences (formerly Kaunas University  
of Medicine), Vilnius University, 
Klaipeda University and six colleges

Training health professionals; research on human 
resources for health

Institute of Hygiene Health Information 
Centre

Collection and processing of statistical information 
for human resources for health planning 

State Health Care Accreditation  
Agency (under the Ministry of Health)

Regulation body maintaining registers of physicians 
and nurses

State Medicines Control Agency  
(under the Ministry of Health)

Regulation body maintaining register of 
pharmacists

Lithuanian Dental Chamber Regulation body maintaining register of dentists

State Patient Fund Collection of data on contracted physicians 

Professional associations Represent members’ interests; set ethical 
standards; establish clinical guidelines 

.



414 Health Professional Mobility and Health Systems

Lithuania 2009a). Applicants seeking recognition of their diplomas submit 
an application form and accompanying documents to the Minister of Health, 
who directs all the documentation to the commissions for consideration.  
It should be noted that the relevant commission makes a recommendation 30 
days after receiving all the necessary documents and advises whether or not a 
qualification corresponds to requirements. The Minister of Health uses this 
advice as the basis for a final decision. 

No specific and/or potential cross-border policy interventions are imposed 
at local or national level and Lithuania has no bilateral agreements on health 
professional mobility. 

14.8.4 Political force field of regulating and managing health 
professional mobility

Lithuania still has no specific national policy to manage or regulate health 
professional mobility. Nevertheless, the issue of emigration, geographical 
maldistribution, health service quality and accessibility is included in various 
political documents, such as the working programmes of political parties and 
government ministries (Health, Education and Science, Social Security and 
Labour), resolutions of the National Board of Health and of health professional 
associations (Lithuanian Medical Association, Organization of Lithuanian 
Nursing Specialists, Lithuanian Dental Chamber, etc.) and other strategic 
documents. However, as yet, there is no unified policy or strategy which could 
enable all the stakeholders to work together to achieve the strategic goals with 
a special emphasis on health professional resource planning. 

14.9 Conclusion

As a source country, it is essential to consider concerns about the sustainability of 
human resources for health in Lithuania. The workforce planning infrastructure 
is improving but remains far short of holding relevant information about stocks, 
flows and the effects of incentive schemes. The Ministry of Health is the main 
stakeholder in this process of reforming the health sector with the intention 
of retaining and motivating health professionals to practise in Lithuania. 
However, the lack of success in reform processes is usually caused by a lack of 
balance between process and product and a failure of coordination between 
planners, policy-makers and other stakeholders. 

The current situation in Lithuania is best described as limited shortages in 
some geographical regions and/or specialties. Health professional mobility is 
very sensitive to labour markets and can change scale and direction relatively 
quickly. Ongoing reforms since 2003 have focused on improving working 
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conditions (pay, task distribution, infrastructure) for health professionals. It 
seems likely that the 2005–2008 salary increases in the Lithuanian health sector 
played a role in retaining health professionals. It can be assumed that health 
professional mobility may directly affect future health workforce stocks and 
population health outcomes if the net loss of Lithuanian health professionals 
is not redressed by foreign trained specialists. To date, comparatively few 
health professionals have emigrated, but a well-managed migration policy is a 
prerequisite for avoiding a shortage of health professionals in the near future, 
particularly in those medical specialties that already experience recruitment 
problems. 

Hopefully, successful implementation of the ongoing health sector reforms 
and careful planning will ensure that human resource policies, planning and 
practices are effective in maintaining the health workforce supply. However, 
Lithuania is heavily dependent on the situation in wealthier EU countries 
that actively recruit foreign health professionals. Increased health workforce 
migration is likely to see Lithuania recruit health professionals from countries 
of the former Soviet Union. This would continue a domino effect whereby a 
country replaces emigrating health professionals by importing a new workforce 
from abroad. Future developments remain hard to predict, not least in the 
global context of an uncertain economic outlook. 
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Chapter 15

When the grass gets 
greener at home: 

Poland’s changing 
incentives for health 
professional mobility

Marcin Kautsch, Katarzyna Czabanowska

15.1 Introduction

Although already commonplace in Poland, health workforce mobility escalated 
significantly on accession to the EU in 2004 and the resulting disappearance 
of the barriers hindering health professionals seeking job placements abroad. 
Health professional mobility is not so large that it poses a significant threat 
to the health-care system in the short term in Poland, but it is a noticeable 
phenomenon. It is also suggested that the Polish educational system produces 
more health professionals than are lost in potential outflows to other states 
(Kaczmarczyk 2006). However, the number of medical personnel per capita in 
Poland is lower than the EU average (OECD 2008b).

Migrant health professionals’ main destinations are the United Kingdom, 
Ireland, Germany and the Scandinavian countries. The main push factors for 
the Polish health workforce were financial. Only a limited number of health 
professionals choose Poland as their target country (barriers hinder such 
movements although language is less problematic for Slavic-speaking people). 
Those who do come are mostly from countries in which the GDP is lower 
than in Poland. Economic motivations may, therefore, prove to be key factors 
behind both inflows and outflows. 
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Until recently, health-sector salaries in Poland were relatively low – prompting 
emigration and discouraging the arrival of newcomers. Recent years have 
seen significant changes in migration patterns, probably largely caused by 
substantial increases in the income levels of health professionals (particularly 
medical doctors) in Poland. The growth in salaries resulted from both protest 
actions by the professional group and increased funding in the health system 
– nominal expenditure on health care increased twofold in 1999–2008, with a 
relatively low inflation rate (OECD 2008b). The fall in emigration, especially 
among nurses, may also be due to unmet expectations related to professional 
experiences abroad (Greger 2004). Collected data point to differences in the 
migration patterns of medical doctors, dentists and nurses, the first two groups 
being more mobile and having more positive experiences abroad. While not 
presenting a direct threat, it can be argued that health workforce emigration 
contributes to staff shortages in general and in certain specialties in the Polish 
health system. This issue has become even more important since the public 
purchaser of health services in Poland, the National Health Fund, continues 
to raise staffing requirements for health institutions that provide universally 
covered care (National Health Fund 2008).

Two key contextual factors should be borne in mind when examining migration 
in Poland and other CEE countries. Firstly, these countries represent relatively 
new democracies in comparison with those in the EU-15. Their cultural 
differences and legal limitations contribute to the fact that countries like Poland 
are still developing processes that are already well established and standard in 
older EU Member States. This includes the free movement of professionals and 
patients. Secondly, it is important to note the increase in welfare levels over 
the last two decades and the political, social and economic changes in Europe. 
These are reflected by a 144% rise in Poland’s GDP between 1990 and 2006 
(calculated as US dollars purchasing power parity). This compares with 93% 
for the EU-12, excluding Luxembourg for which there are no available data 
(OECD 2008b).

This chapter begins by presenting Poland’s mobility profile in terms of inflows 
and outflows of medical doctors, nurses and dentists. This will be followed 
by a discussion of the role of EU accession. An analysis of the impact and 
relevance of health professional mobility will be used to assess its weight in the 
system, not least when compared with other workforce issues. The final section 
will examine the policy context and measures/interventions aimed at managing 
health professional mobility. 

Data sources and limitations of the study

This case study on health professional mobility to and from Poland is based on 
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analysis of secondary databases using search engines on the Internet1 as well 
as those of the WHO, the OECD and Eurostat. Specific web pages of various 
professional EU and Polish organizations were accessed, including those of the 
Central Statistical Office, Ministry of Health, Polish Chamber of Physicians 
and Dentists and the Polish Chamber of Nurses and Midwives. Information 
sources include scientific articles, reports, statistics, grey literature and expert 
experience of the authors. The analysis of the scope of Polish health workforce 
migration is based on the numbers of professional qualification certificates 
issued by the Polish Chamber of Physicians and Dentists and the Chamber of 
Nurses and Midwives. Earlier research in the field used a similar methodology 
(Nosowska & Gorynski 2006).

García-Pérez et al. (2007) observed a lack of uniformity in registers and 
definitions in Poland. Having contacted several institutions and consulted 
several data sources, the authors of this chapter also found that data were often 
incomplete, unavailable, contradictory or inconsistent. It should be noted that 
it was not possible to obtain all the requested data as not all are being collected 
routinely. Additional information on the numbers of registered and practising 
medical doctors was obtained from the Polish Chamber of Physicians and 
Dentists. However, not all sections and not all cadres are covered with the same 
level of detail. The lack of data stems from the prevalent reporting modalities 
as well as the increasingly market-oriented health sector. For example, self-
employed medical doctors are not subject to the same statistical registration as 
medical staff working in the public sector. 

The increasing influence of market forces is reflected in the growing number of 
private health institutions and practices in the health system. These processes 
began in the mid 1990s and by 2006 67% of outpatient and 5% of hospital 
services were performed by private health institutions (GUS 2007a, 2007b). 
Moreover, Poles are making more use of services financed from private sources; 
in 2008 an estimated 36.8% of health-care spending was private (Komorowski 
& Hebda 2008). Private services are not registered by public statistics and, 
therefore, the data which describe the employment of health-care personnel, 
scope of the market and migration are elusive.

Such problems are not unique to research on migration. Experience proves that 
similar difficulties are encountered when analysing other aspects of the health 
system. For example, data sources on the numbers of hospitals and of hospital 
beds are rarely unanimous. In the absence of hard evidence, the authors have 
used information from their own experience of working with Polish health-care 
institutions.

1 Including Google scholar and metasearch of scientific databases.
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Attempts to determine the magnitude and impact of migration are complicated 
by the fact that there are more than 300 000 registered nurses (having the legal 
capacity to discharge professional duties) in Poland but nurse organizations 
estimate that 200 000 actually work as nurses. Consequently, an overestimated 
denominator contributes to inaccuracies when assessing magnitude. Conversely, 
the number of professional certifications issued is an indicator of health 
professionals’ interest in working abroad, rather than actual emigration. The 
exact number of people who started working abroad following EU accession is 
not known (Ministry of Health 2009). In addition, emigrating nurses may find 
jobs related to care duties which require trained nurses but have different names 
and are not registered as nursing posts.

15.2 Mobility profile of Poland

15.2.1 Outflows 

Poland’s accession to the EU has had the greatest impact on the migration of 
Polish health professionals in recent years (Hajnosz 2004, Leśniowska 2005). 
Emigrating medical doctors are typically either in the prime of their careers (at 
36–49 years) or are very young and without specialization (Kudlicki 2006). 
Nosowska and Gorynski (2006) estimated that 3% of medical doctors, 3.6% of 
dentists and 1.2% of nurses considered emigrating in 2004. They concluded that 
health workforce outflows were not substantial but should not be disregarded if 
they continued at the same pace.

Although data on migration are not recorded, it is possible to determine 
emigration intentions based on the number of professional qualification 
certificates issued by professional chambers and associations such as the Polish 
Chamber of Physicians and Dentists and the Polish Chamber of Nurses and 
Midwives. These official documents certify professional qualifications and are a 
requirement for employment in the health sector of another country.

Official data show that more than 7000 medical doctors and 2000 dentists 
obtained certification of professional qualifications in 2005–2008, amounting 
to 6.1% and 6.7%, respectively, of certification holders in these two groups 
by the end of 2008 (Table 15.1). The data also show that the number of 
certification requests increased rapidly in the initial phase following accession 
but slowed from mid 2007.

The data presented in Table 15.2 reveal important differences between medical 
specialties. The majority of medical doctors applying for certification were 
anaesthetists and intensive care specialists, followed by thoracic surgeons and 
plastic surgeons. The fourth place was occupied by specialists in emergency 
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medicine. The ranking indicates that medical doctors with certain diagnostic 
or surgical specialties compromise the highest proportions of applicants. This 
may be because these groups have rather limited direct contact with patients 
and, therefore, do not need the degree of fluency in the target country language 
required for other non-surgical specialties. The lowest proportion of applications 
was recorded for medical doctors specializing in internal medicine (non surgical 
specialties).

Although the certifications constitute a certain reference point, revealing 
intentions to emigrate, they should not be confused with actual mobility. 
Moreover, medical doctors have been leaving Poland without these documents. 
The Chair of the Polish Society of Anaesthesiology and Intensive Care estimates 
that until 2007 some 150 anaesthetists left Poland without certifications 
(Sikora 2007). However, the source does not explain how these individuals 
were employed abroad.

Table 15.1  Practising medical doctors and dentists (stock) and certifications of 
                     professional qualifications issued in Poland, 2005–2008 

Data as of:

30 June 
2005

30 June 
2006

30 June 
2007

31 Dec. 
2007

31 Dec. 
2008

Medical doctors

Registered medical doctorsa 116 847 118 475 116 160 117 240 116 492

Certificates issued (cumulated) 3 579 5 114 6 237 6 724 7 138

Change on previous period (%) – (42.9) (22.0) (7.8) (6.2)

Cumulated certificates as proportion of 
registered medical doctors (%)

(3.0) (4.3) (5.4) (5.7) (6.1)

Practising medical doctors in Poland (at 
31 Dec.)

80 315 na na 81 932 na

Dentists

Registered dentists 30 283 31 089 30 405 30 605 30 873

Certificates issued (cumulated) 1 108 1 581 1 853 1 924 2 069

Change on previous period (%) – (42.7) (17.2) (3.8) (7.5)

Cumulated certificates as proportion of 
dentists (%)

(3.7) (5.1) (6.1) (6.3) (6.7)

Practising dentists in Poland 
(at 31 Dec.)

12 188 na na 13 304 na

Sources: GUS 2006a–2009a, 2006b–2009b, a Polish Chamber of Physicians and Dentists unpublished data 2008. 

Note: na: No data available. 
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Table 15.2  Certifications of professional qualifications by medical specialty, at end 2008

Specialty Practising Certifications 
issued

Certifications issued 
as percentage 
of practising 
professionals

Medical doctors

Anaesthetics and intensive care 4 219 797 18.9

Thoracic surgery 222 36 16.2

Plastic surgery 160 25 15.6

Emergency medicine 538 71 13.2

Pathomorphology 497 59 11.9

Radiology and diagnostic imaging 2 136 233 10.9

Vascular surgery 282 29 10.3

Oral and maxillofacial surgery 90 9 10.0

Orthopaedics and traumatology 
of motor system

2 473 248 10.0

Haematology 254 24 9.5

General surgery 5 594 482 8.6

Neurosurgery 433 37 8.6

Urology 1 089 77 7.1

Oncological radiotherapy 442 30 6.8

Paediatric surgery 738 48 6.5

Obstetrics and gynaecology 5 890 370 6.3

Gastroenterology 530 30 5.7

Transport medicine 108 6 5.6

Psychiatry 2 575 139 5.4

Internal medicine 14 709 746 5.1

Cardiology 2 385 121 5.1

Nuclear medicine 181 9 5.0

Clinical microbiology 68 3 4.4

Paediatric and adolescent 
psychiatry

215 9 4.2

Medical rehabilitation 1 298 53 4.1

Ophthalmology 2 963 115 3.9

Neurology 2 645 96 3.6

Paediatrics 6 364 221 3.5

Dermatology and venereology 1 642 55 3.4
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In comparison with medical doctors and dentists, relatively low number of 
nurses applied for certification (Table 15.3). This may be because employers 
(e.g. long-term care providers) do not require such documents or because these 
nurses are employed to perform care activities that do not require professional 
qualifications.

It is impossible to determine the extent to which applications for certification 
can be translated into actual emigration numbers. Research conducted among 
health professionals indicates that before EU accession 35.2% of health 
professionals expressed the intention to emigrate but only 10.4% claimed that 
their intentions were definite (OECD 2008a). However, foreign data sources 
can provide valuable information on the numbers of Polish health professionals 
employed abroad as well as their destination countries.

Dermatology and venereology 1 642 55 3.4

Endocrinology 937 32 3.4

Otolaryngology 2 029 67 3.3

Allergology 1 024 33 3.2

Geriatrics 202 6 3.0

Lung disease 2 413 64 2.7

Communicable diseases 939 25 2.7

Nephrology 599 15 2.5

Rheumatology 1 503 36 2.4

Laboratory diagnostics 173 3 1.7

Occupational medicine 1 578 18 1.1

Public health 1 400 14 1.0

General practice 9 150 62 0.7

Clinical pharmacology 74 0 0

Clinical immunology 34 0 0

Clinical immunology 34 0 0

Total medical doctors 82 795 4 553 5.5

Dentists

Orthodontics 1 078 24 2.2

Oral surgery 729 8 1.1

Total dentists 1 807 32 1.8

Source: Ministry of Health 2009.
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By around 2000, it is estimated that more than 3600 health professionals had 
emigrated from Poland to work in EU Member States (Table 15.4).

Table 15.3  Professionally certified nurses and midwives (stock) and certifications of 
                     professional qualifications issued in Poland, 2004–2006

1 May 2004 to
30 June 2005

1 May 2004 to
30 June 2006

Registered nurses and midwives 299 054 308 620

Certifications issued 3 204 5 912

Certifications issued as proportion of total nurses 
and midwives (%)

(1.1) (1.9)

Estimate of certifications issued as proportion of 
number of practising nurses and midwives (%)a 

(1.6) (3.0)

Professionally registered nurses and midwivesb (at 
31 Dec.) 206 977 na

Sources: Ministry of Health, 2009, b GUS 2006a.
Note: a Simulation calculated on the assumption that 200 000 nurses and midwives are practising; na: Not available.

Table 15.4  Polish health professionals working in European countries, circa 2000

Country of residence Nurses Medical doctors Dentists Pharmacists Total

Austria 841 245 80 57 1223

Denmark   93 105   6   9   213

Finland    5   20     25

France  24 134 14   172

Greece 133   19   152

Hungary   13   11 13   4     41

Ireland    6     3       9

Luxembourg    3     4   1       8

Portugal     3       3

Spain   27   24     51

Sweden 475 678 1153

United Kingdom  263 282  42   31   618

Total 1883 1528 156 101 3668

Source: Dumont & Zurn 2007.
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The particularly high figure for Austria demonstrates the fact that emigration to 
that country was much easier at the time. Also, the 2007 study did not obtain 
data from Germany. If these two points are disregarded, the main destination 
countries were Sweden, the United Kingdom and Denmark. Later research on 
migration patterns and outflow directions in subsequent years support these 
findings (Figs. 15.1 and 15.2).

García-Pérez et al. (2007) estimated that a total of approximately 3130 Polish 
medical doctors were registered in EEA countries around 2000. These estimates 
come relatively close to the total numbers presented in Table 15.5. Poland and 
other recent EU Member States (such as Malta, Romania, Hungary) show over 
5% of medical professionals practising abroad (García-Pérez et al. 2007).

The numbers of Polish medical doctors newly registered in EU-15 Member 
States between 2000 and 2007 (Fig. 15.1) give a similar indication.

Despite the limitations in data availability, Fig. 12.1 indicates that relatively low 
numbers of medical doctors were registering in EU-15 countries between 2000 
and 2002 – not exceeding 100 individuals. However, a surge in emigration 
began in 2003 and reached a peak in 2006. Data for 2007 do not cover 
the entire year but may point to a declining interest in emigration. It seems 
unlikely that the drop in registrations is caused by market saturation since there 
is still demand for health professionals in EU-15 countries. It is noticeable that 
emigration intensified rapidly after accession to the EU and subsided almost 
equally rapidly when health professional salaries in Poland began to increase in 
2007 (see also Fig. 15.3, below). These data on new registrations in the EU-15 
correspond well with the volume of certification applications (Table 15.2).

Fig.15.1  New registrations of Polish medical doctors in EU-15, 2000–2007

Source: Leśniowska 2007. 

Note: a Data for 2007 only partially available. No data were available from Austria and Greece. Limited data were available 
from Germany (from 1 of 17 existing regional medical offices – Landesärztekammer), Ireland (registration of specialists not 
compulsory), Italy (26 of 69 regional medical offices – Ordine Provinciale dei Medici Chirurghi e degli Odontoiatri), Sweden 
(2004–2007 only), Spain (8 of 40 regional medical offices – Colegio Oficial de Medicos). 
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Total registrations for medical doctors indicate a change in the direction of 
outflows. Neighbouring Germany was preferred prior to accession but since 
then the United Kingdom has become the most popular destination, followed 
by Germany, Ireland and the less populated Scandinavian countries – Sweden 
and Denmark (Fig. 15.2). This may be explained by explicit immigration 
policies in these countries. Emigration to France is perhaps surprisingly low 
given that it is a large country and French is a relatively popular language in 
Poland. Fig. 15.2 also confirms the steep rise in the number of medical doctors 
registering abroad in 2004–2007 (around 2800 registrations) in comparison 
with 2000–2003 (fewer than 500). 

The limited data available on outmigration of health professionals from Poland 
do not allow identification of the age,2 gender and specialties of the migrating 
workforce. This stems partly from deficiencies in the statistics currently 
available. However, it appears that younger specialists from Poland, having just 
gained their education and qualifications, are willing to migrate permanently 
to other European countries. Conversely, more senior medical doctors with 
long experience and families prefer short duties abroad rather than complete 
relocation (Gazeta.pl 2008).

It can be observed that some migratory movements are not permanent. 
Information from the Polish Chamber of Physicians and Dentists and the 
Polish Union of Anaesthesiology and Intensive Care suggests that most medical 
 
Fig.15.2  Total registrations of Polish medical doctors in host countries, 2000–2007

Source: Leśniowska 2007. 

2 Except data given by Kudlicki 2006 – see above.
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doctors who request certification work abroad for a set period (see section 
15.3). In practice, an international employer often does not employ one person 
for a full contract but rather contracts with a group of four medical doctors. 
Each of these works for a three-month stretch in the year – as one doctor 
returns to Poland after three months, the next doctor arrives. Contracts limited 
to weekend work offer another form of international employment. Moreover, 
there are instances where medical doctors obtain certification but do not 
undertake any form of employment abroad. Conversely, some nurses emigrate 
to work abroad without applying for certifications (Ministry of Health 2009).

15.2.2 Inflows 

The limited data available suggest that inflows of health professionals have been 
insignificant (Danielewicz et al. 2006). This is mostly due to the language barrier 
and the lack of a proactive recruitment policy – it can take up to 18 months 
to obtain a work permit and recognition of professional diplomas (Kicinger 
2005). Around 2000, it was estimated that about 3% of all medical doctors 
and less than 1% of nurses working in Poland were foreign nationals (OECD 
2008a, Zurn & Dumont 2008). More recent estimates put the share of foreign 
medical doctors and of foreign dentists in 2009 to be less than 1% (Table 

Table 15.5  Total numbers (stock) and new registrations (inflows) of foreign-national 
                      medical doctors and dentists in Poland, 2009

Nationality Medical 
doctors 

registered 

Newly registered 
medical doctors
(1 Jan.–30 Nov.)

Dentists 
registered

Newly registered 
dentists

(1 Jan.–30 Nov.)

Bulgaria 13 1 8 0

Czech Republic 23 0 4 0

Germany 41 9 38 9

Lithuania 22 2 20 2

Russian Federation 48 5 9 2

Sweden 24 1 5 0

Ukraine 193 41 44 4

Other 411 32 88 20

Total 775 91 216 37

Percentage of all 
medical doctors and 
dentists

0.6 2.7 0.6 3.0

Source: Polish Chamber of Physicians and Dentists unpublished data 2009.
Note: Includes only countries with more than 10 individuals in at least one category. Data from other countries is included 
in Other.
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15.5). Ukraine is the main country of origin in terms of total registered medical 
doctors, inflows of medical doctors (41 between January and November 2009) 
and total dentists registered. Neighbouring Germany and Lithuania, as well as 
the Russian Federation, are also important source countries. Dumont and Zurn 
(2007) report that 1074 medical doctors from Ukraine and 486 from Lithuania 
were working in Poland around 2000. These numbers are in sharp contrast to 
recent data from the Polish Chamber of Physicians and Dentists (Table 15.6).

Table 15.5 shows the numbers of foreign-born and foreign-trained medical 
doctors, which constitutes between 2% and 3% of active medical stock. At the 
same time, health professionals who are not Polish nationals constitute 0.7% of 
total numbers. These two findings may indicate that Poland attracts individuals 
from the Polish community abroad (Polonia), especially from the countries 
of the former USSR. They may also imply that a relatively large number of 
Poles are educated abroad. Although numbers remain low, the 2009 inflows 
of newly registered foreign-born medical doctors (2.9%) and dentists (2.5%) 
were higher than the proportions of foreign medical doctors and dentists in the 
total and active stocks (below 1%). This may indicate foreign doctors’ growing 
interest in working in the Polish health sector (as salaries have increased) but 
such a conclusion should be drawn with caution.

It should be noted that the data presented in Table 15.6 are substantially higher 
than data from the same source in Table 15.5. It was not possible to explain 
these differences although the causes could include double-counting; confusion 
between the three categories of foreign-trained, foreign-born and foreign; and 
possible mistakes in data collection/transcription. Once more this highlights 
the problems with obtaining accurate data. On the basis of the findings, it is 
impossible to assess the number of specialists and whether they are employed in 
the private or public sectors or in outpatient or inpatient settings.

15.2.3 Summary 

In Poland, the phenomenon of health professional migration generally means 
emigration. There are observable differences among professional groups – for 
example, medical doctors in certain specialties and nurses show less intention to 
emigrate. Emigration is falling from the peak that occurred after EU accession 
in 2004. Polish health professionals leave the country mainly for economic 
reasons, but the recent change in salary levels (especially for medical doctors) 
has meant a declining interest in emigration. The data up to 2007 show that 
most health professionals emigrated to the United Kingdom, Germany and the 
Scandinavian countries. Moreover, the various mobility practices (including 
remigration, short-term work cycles, weekend work, rotas) make migration a 
mixed phenomenon.
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15.3 Vignettes on health professional mobility

All vignettes except the last are based on private interviews carried out between 
May and August 2009.

Returnee 

A is a midwife with a specialization in emergency nursing. Her 14 years in the profession 

include 18 months working abroad.

“I decided to leave Poland and work abroad for three reasons: I wanted to obtain 

professional experience in a different country, generally the salaries of nurses were low 

in Poland and I wanted to master foreign language skills, in this case French. I was in a 

difficult financial situation, so when there was an opportunity I decided to try. I worked 

in a geriatric ward in France. The work that I was doing was not adequate to my 

professional competence and at first I felt that I was not developing at all. Professional 

career of a foreign nurse working abroad is very difficult and requires many years of 

effort. That is why I decided to come back to Poland; moreover my personal situation 

was a motivation. I wanted to get married.”

Table 15.6  Total numbers (stock) and new registrations (inflows)a of foreign medical 
                      doctors and dentists among all registered and active medical doctors and  
                      dentists in Poland, 2009

Total Professionally 
active 

Newly registered 

Medical doctors (stock) 132 638 120 663 3430

Foreign-trained 2 868 2 547 74

Percentage of stock foreign-trained 2.2 2.1 2.2

Foreign-born 3 887 3 040 119

Percentage of stock foreign-born 2.9 2.5 3.5

Foreign-national 858 844 100

Percentage of stock foreign-national 0.6 0.7 2.9

Dentists (stock) 36 633 32 038 1230

Foreign-trained 1 068 963 17

Percentage of stock foreign-trained 2.9 3.0 1.4

Foreign-born 957 675 27

Percentage of stock foreign-born 2.6 2.1 2.2

Foreign-national 228 225 31

Percentage of stock foreign-national 0.6 0.7 2.5

Source: Polish Chamber of Physicians and Dentists unpublished data 2009.
Note: a Newly registered between 1 January and 30 November 2009.
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Recruiter

A representative of a recruitment agency based in Poland gave this assessment:

“The job placement division in our company has been in operation since 2003, recruiting 

staff (medical doctors) for the German market. At that time, we succeeded in placing 

a number of staff there. In 2003, mass emigration of doctors became a perceptible 

phenomenon, which increased until 2006. I also know that clinical staff went to work in 

English-speaking countries and to Scandinavia, especially Sweden and Norway.

Since 2007, we have seen a very clear fall in the number of physicians leaving Poland 

for good; I can say that such migrations practically ceased to happen.

Generally speaking, there was only one main reason for emigration given by departing 

medical doctors, namely the level of compensation in Polish health care. Literally, only 

a handful of emigrants mentioned as inducing factors the opportunity for professional 

development or broadening their knowledge. Let me repeat, these were exceptions to 

the rule.

The strike wave that took place in Poland in 2006–2007 forced the management 

of health-care institutions to start paying much higher salaries to their clinical staff, 

especially to medical doctors. Since salaries in Poland’s health-care sector rose so 

rapidly, interest in working abroad has all but disappeared. Such transfers simply 

became unprofitable.

On the other hand, since 2007 we have noted increasing numbers of returnees.  

Most people return from English-speaking countries, though it would be difficult for  

me to estimate the scale of this trend. Among the reasons for coming home, medical 

doctors mention first of all the financial aspects, though certainly the cultural differences 

between Poland and the target countries induce the medical doctors to come back. 

If these are coupled with the problems in the workplace (unpleasant atmosphere or 

conflicts), doctors are additionally motivated to return.

Another reason to return is that medical doctors miss their families. Despite the 

relatively low prices of airplane tickets (and other means of transportation), sporadic 

weekend and/or holiday visits to Poland do not suffice in maintaining ties with family 

and friends. One may thus conclude that people find the separation from their relatives 

hard to bear, which induces return migration, or discourages medical doctors from 

leaving Poland, especially since local salaries have increased.

Migrants most often return home on completion of their probation period (six 

months), but in this instance I am not in a position to speculate about the scale of 

the phenomenon, either. There are sporadic cases of individuals who leave Poland a 

number of times in search of new job opportunities. If they do not like their job, they 

come back and seek other job placement opportunities abroad.”
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Daily commuter

Dr J lives in Poland but works and specializes in orthopaedics in Germany, driving 

35 km for his daily commute between home in Poland and work in Germany.

“It is not a problem for me. I decided to work and upgrade my education abroad 

because in 2003 only a few lucky doctors managed to be enrolled for my favourite 

specialization. I like working in Germany, I have been well-received by my colleagues. 

My main problems were related to the language but it got easier with time.

I am not planning to practice in Poland after finishing my specialization due to the fact 

that the money I can earn abroad meets my financial expectations. Moreover, I would 

rather devote my free time to my family and rest instead of undertaking additional 

income-related activities.”

Dentist practising at home and abroad

Dr T is a dentist with a long professional experience. The owner of a private dental 

clinic in Lodz since 2003, she decided to travel abroad to increase her income. She 

leaves home at 5 am to travel 300 km to Krakow airport for a flight to Shannon, Ireland, 

and then on to Limerick. The trip takes eight hours. In spite of tiredness she sees her 

patients on the same day (from Gazeta.pl 2008).

She has patients from several different countries because Polish doctors are highly 

respected in Ireland. Limerick is home to about 15 000 Poles (around a quarter of the 

population) and they need Polish doctors in different specialties with whom they can 

talk in their own language. Doctors are willing to provide services, even for a few days 

a month, as they can earn three times as much as in Poland. There is a shortage of 

specialists in Ireland and well-qualified Polish doctors are willing to cover the cost of 

travel and provide additional services on the island.

15.4 Dynamics of enlargement 

Data from the Polish Chamber of Physicians and Dentists (see Table 15.1) 
show that 3% (3579) of Poland’s 116 847 practising medical doctors collected 
the certifications required to seek job placements in other EU Member 
States within the first year of EU accession (data as of 30 June 2005). Over 
the following years, the proportion of certifications issued to practising 
medical doctors increased annually by an average of 1.2%. At the end of 
2008, the proportion of total certifications issued reached 6.1% (Table 15.1).  
Data from the EU-15 show that new registrations of Polish medical doctors 
grew exponentially between 2000 and 2006 (Figs. 15.1 and 15.2).
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Yet many health professionals do not leave permanently, as the vignettes show. 
Part-time jobs abroad are often treated as a means of earning extra money. 
Migration procedures were cumbersome before EU enlargement but accession 
and free movement appear to have made short-term stays and commuting 
between countries more common practices.

Undoubtedly, accession has had a great impact on the migration of Polish 
medical professionals. With the country’s new status as an EU Member State, 
Polish citizens have the opportunity to exercise their newly acquired privileges 
(free movement of individuals and promotion of entrepreneurship). Given 
that the professional qualifications of health professionals are automatically 
recognized across borders, most legal barriers to working in other EU countries 
have disappeared.3 This has opened up a host of entirely new opportunities 
to health professionals and brought about huge political and societal impacts 
(Ministry of Health 2009).

While political events made emigration possible, the substantial differences 
in compensation levels for health professionals in Poland and those in the 
EU-15 constituted another stimulus for migration. Until recently, financial 
considerations made Poland unattractive as a target country for foreign citizens. 
It can also be argued that accession and its effects on public expectations played 
at least an indirect role in the social context of the 2006–2007 strikes that 
resulted in pay rises within the Polish health sector.

15.5. Impact on the Polish health system

It is difficult to evaluate the exact impact of health professional mobility.  
The absence of reports or studies makes it virtually impossible to establish a 
cause-and-effect link between the level of service delivery, the population’s 
access to health services or the management of the system and migration. 
However, outmigration almost certainly exacerbates pre-existing workforce 
shortages, not least in smaller hospitals and in certain medical specialties. 
Moreover, hospital managers appear to react to outmigration by proposing new 
contractual conditions to retain staff (see section 15.8).

Emigration contributes to staffing shortages that can be seen especially in 
small towns; county (poviat) hospitals have problems employing adequate 
numbers of medical doctors.4 Data collected by the Ministry of Health indicate 
shortages in almost all the professional groups studied. Table 15.7 compares the  
 

3 Of course, other barriers to migration remain. These include the cost of migration, language differences, finding 
employment, etc.
4 Interview with chief executive officer of a county (general) hospital 5 May 2009.



435When the grass gets greener at home: Poland’s changing incentives

number of vacancies in the health workforce and registered unemployment in 
the professional groups.

The fairly large number of unemployed nurses and midwives (with the 
concomitant strong demand for their services) may confirm the Polish Chamber 
of Nurses and Midwives’ estimate that around 100 000 members of this group 
remain professionally inactive (see section 15.1 and Table 15.3). Conversely, 
unemployment among medical doctors was practically non-existent – with 
over 10 vacancies for every unemployed person (Table 15.7). Those who did 
register as unemployed may have chosen to do so (for instance) in order to 
retain their entitlements. Most vacancies were for posts in medical specialties.5 
These are presented in Table 15.8, including the data on certifications issued 
by the Polish Chamber of Physicians and Dentists and made available by the 
Ministry of Health upon special request. 

The data indicate that staffing shortages first affect the specialties in which 
relatively high proportions of medical doctors are applying for certification, 
particularly anaesthetics and intensive care, as well as emergency medicine. 
Random data collection makes it impossible to perform statistical calculations 
to determine the likely migration rate of medical doctors by individual specialty. 
However, emigration of medical doctors contributes in some degree to staff 
shortages in the Polish health system. Although the present report does not 
consider allied health professional groups such as rehabilitation specialists or 
physiotherapists, shortages in these specialties are also being reported (Sikora 
2007).

These findings should be kept in mind when considering the coverage of health 
professionals per population. Figures can be falsely reassuring – the number of 
health professionals with the right to practise may have remained remarkably 
stable over the five years from 2003 to 2008 (Table 15.9) but this is due in part 
to emigrating individuals who remain on Polish registers.
5 Vacancies by voivodship/region are presented in Table 15.10, below. Explanation of the differences presented is beyond 
the scope of the present study.

Table 15.7  Vacancies and registered unemployment in health professional groups, 2006

Professional group Vacancies Registered 
unemployed

Vacancies per 
unemployed

Medical doctors     4113 389 10.57

Dentists  86 103   0.83

Nurses     3229            4236   0.76

Midwives 312               690   0.45

Total     7740            5418   1.43

Source: Ministry of Health 2009. 
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15.6 Relevance of cross-border health professional 
mobility

Health professional mobility has to be seen in the context of the relevant 
health system and its workforce. Migration to and from Poland are not the 
only influences on the size and characteristics of the health workforce. Other 
relevant health workforce issues include attrition, staffing shortages, waiting 
lists, regional distribution and medical education.

Attrition is a concern as dissatisfaction with working conditions and 
remuneration levels has led to major changes in the size and structure of 
the health workforce. These changes were already manifest in the 1990s as 

Table 15.8  Vacancies (2008) and numbers of certifications of professional qualifications 
                     issued (2004–2006 and 2008), by medical speciality 

Medical specialty Vacancies 
(2008)

Certification holders as percentage of 
total registered medical doctors

May 2004 to June 
2006 

As of 31 Dec. 2008

Anaesthetics and intensive care 398 15.6 18.9

Internal medicine 312 1.4a 5.1

Emergency medicine 306 na 13.2

Paediatrics 230 na 3.5

General surgery 206 6.1 8.6

Psychiatry 170 na 5.4

Orthopaedics and traumatology  
of motor system

125 7.4 10.0

Gynaecology and obstetrics 110 na 6.3

Sources: Ministry of Health 2009, Kaczmarczyk 2006. 
Notes: a As of 30 June 2005; na: Not available.

Table 15.9  Health professionals eligible to practise per 1000 population, 2003–2007

2003 2004 2005 2006 2007

Medical doctors 32.1 32.8 33.2 33.9 33.1

Dentists   8.6 8.9 9.0 9.2 9.3

Nurses 69.4 70.4 71.8 72.2 71.6

Midwives 8.5 8.5 8.6 8.7 8.6

Pharmacists 6.3 6.2 6.4 6.6 7.0

Sources: Ministry of Health Statistic Bulletins 2004–2008.
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the numbers of medical doctors and nurses had decreased gradually during 
the previous decade (GUS 2000). Part of the observed decline in workforce 
numbers should be attributed to medical doctors moving into alternative 
careers – mostly as sales representatives of pharmaceutical companies but also 
as health-care managers (for local governments, public fundholders, health-
care units) or within companies undertaking clinical trials. The extremely 
low salaries and limited opportunities to supplement income (unlike medical 
doctors) have contributed to the gradually waning interest in acquiring 
professional qualifications in nursing (Whitfield et al. 2002). It should also 
be noted that large Polish medical corporations currently looking for medical 
personnel are commissioning headhunting companies in the United Kingdom 
to recruit Polish returnees.6

The demand for, and availability of, health professionals varies by region of 
the country and by specialty (Table 15.10). This phenomenon is a continuing 
influence on individual institutions’ capacity to provide services. 

Given the financial constraints on public fundholders, waiting lists for 
medical services in Poland have become a more serious problem. Yet although 
commonplace in the public health system,7 it is more striking that waiting lists 
and queues have also affected the private sector for some time. Individuals with 
private insurance or subscriptions for medical services (a bonus offered by some 
employers) have begun to experience problems accessing services (Pochrzęst 

2008) while waiting times to a much lesser extent affect services paid out of 
pocket (a new practice in Poland). This is due to a number of phenomena: an 
increasingly affluent society (more and more people can afford these services), 
emigration of medical doctors contributing to the limited workforce numbers, 
and private health service providers that are unwilling or unable to employ 
more staff (Kalbarczyk 2009). Hence, the shortage of personnel is a problem 
for both public and private providers. Problems with the supply of specialists 
are starting to affect even large institutions but are of most concern for health-
care units (mostly in hospitals) in smaller towns and in rural areas.

While not presenting a direct threat, emigration of health professionals is 
likely to contribute to workforce shortages in the Polish health system. This 
issue has become more pertinent since the National Health Fund, the public 
purchaser of health services in Poland, keeps raising staffing requirements for 
health institutions that provide universally covered care (National Health Fund 
2008) but the Ministry of Health has not exercised its authority to increase the 
number of medical students – both nurses and doctors.

6 Interview with president of private medical company (service provider) in 2009.
7 Minister of Health (2005) addressed the problem of waiting lists on 26 September 2005, issuing a regulation on the 
medical criteria that health-care providers should use when placing patients on the waiting list for a given procedure.
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Local initiatives and effort led to the opening of a new medical school in Olsztyn 
(northern Poland) in 2008. As the first new medical faculty in Poland in over 
40 years this leads to the conclusion that there is an absence of government-
level action to increase the number of medical graduates. This should be seen 
in the context of the disparity between the medical workforce in Poland (22.8 
per capita) and the OECD average (47.7) and between the number of medical 
graduates in Poland (6.1 per capita) and the OECD average (10.5) in 2006. 

15.7 Factors influencing health professional mobility

Korczyńska and Duszczyk (2005) report that up to 2004 there was an observed 
culmination of instigating factors that encouraged outflows and a lack of 
pull factors to attract potential immigrants to Poland. The main reasons 
for emigration were low salaries, difficult working conditions and limited 

Table 15.10  Vacancies in public hospitals (full-time equivalents) by voivodship/region

No Voivodship (region) Vacancies

Medical doctors Nurses

1 Dolnoslaskie 217 186

2 Kujawsko-Pomorskie 380 488

3 Lubelskie 500 389

4 Lubuskie  47    9

5 Łódzkie       247 211

6 Małopolskie 50   51

7 Mazowieckie       892 168

8 Opolskie 60 126

9 Podkarpackie       175 132

10 Podlaskie       193 119

11 Pomorskie       162 263

12 Slaskie       279 319

13 Swietokrzyskie       177 194

14 Warminsko-Mazurskie       273 133

15 Wielkopolskie       196 216

16 Zachodniopomorskie       260 224

Total    4108    3228

Source: Sikora 2007.
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possibilities for professional development. In later studies among final-year 
medical students, the main activating factors for leaving Poland were reported 
to be not only better income and career prospects but also greater prestige and 
better organization of work (Jośko et al. 2007).

Health professionals have cited low incomes, limited opportunities for 
professional development and poor working conditions among the reasons 
for emigration (Sikora 2007). Until recently, there were significant differences 
between salaries in Poland and in the destination countries (Maniak & Nowak-
Lewandowska 2004) but these differences have been decreasing. The highest 
and the lowest annual salaries of different categories of medical staff are shown 
in Fig. 15.3. It should be noted that these do not include medical doctors’ 
private practice income as this remains difficult to determine. The method by 
which the Ministry of Health collates data precludes calculation of the average 
salaries of health professionals but it is clear that present compensation levels 
can be relatively high, even in comparison with other countries. 

Source: Kalinowski 2008 

Note: €1 = 3.62 Polish zloty.
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Given that the other main motivating factors (possibilities of professional 
development or access to modern technologies) have not changed significantly 
in recent years, it appears that the increase in health professional salary levels in 
Poland is a major reason for the falling interest in migration, especially among 
medical doctors. This assertion is supported by the observed fall in emigration 
after salary levels increased. This has caused serious problems for agencies 
seeking to recruit enough medical staff to work abroad (see section 15.3).

In 2003, Greger carried out a survey of nurses employed in various health-care 
units in Poland. This revealed that lack of knowledge about the outside world 
can be a mitigating factor that hinders mobility among nurses. Many nurses 
who emigrate are making their first visit abroad and often experience culture 
shock and embarrassment due to communication problems: “Many migrants 
do end up coming home before the end of their contract, feeling very frustrated 
and looking for somebody to blame” (Greger 2004). Also, it can be difficult to 
adjust to the new working conditions as nurses in Poland have less autonomy 
than their peers in most EU-15 Member States.

15.8 Policy, regulation and interventions

15.8.1 Mutual recognition of diplomas and bilateral agreements

Adoption of Directive 2005/36/EC (European Parliament and Council of the 
European Union 2005) resulted in 12 sectoral directives (20 October 2007) that 
contributed to improving the transparency of qualifications and competences 
and facilitated mobility between countries throughout Europe. As a result, 
European countries such as Ireland, the Netherlands, Spain and the United 
Kingdom opened their markets to Polish health professionals (Korczyńska & 
Duszczyk 2005, Riga 2007). Poland and the destination countries entered 
into bilateral agreements to recruit staff for a fixed period of time and provide 
cultural adaptation support. During the Polish Prime Minister’s official visit to 
the Netherlands in 2001, the Dutch Prime Minister declared that “After Poland 
enters the European Union Poles should have access to the Dutch labour 
market” (Republic of Poland 2001). The Netherlands was the first country to 
make such a commitment and the EU-PHARE Polish-Dutch Twinning Project 
on Mutual Recognition of Qualifications for Medical Professions started a few 
years later.

15.8.2 National-level policy development and interventions

The authors’ experience suggests that no proactive health policies and no 
coherent concept of operation for the national health system have been 
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formulated at state level. Health policy concerning the health workforce and 
mobility has not been well developed and government activities are limited only 
to general declarations about the need to keep health professionals at home.

Market mechanisms of compensation levels, demand levels and exchange rates 
determine the behaviour of health professionals by influencing whether they 
perceive working abroad as an attractive or unattractive option. However, 
various state interventions may indirectly have influenced the change in the 
Polish health workforce’s emigration patterns – although these were more 
emergency fire-fighting initiatives rather than coherent and/or sufficient long-
term policies. For example, although academic facilities increased the number 
of enrolled medical students in 2005 there has been only a small increase in the 
financial subsidy for medical universities (Leśniowska 2006). 

Other interventions before EU accession aimed to reduce employment levels in 
health care. The main policy tool was state reimbursement of the redundancy 
payments made by public health-care institutions. There are no comprehensive 
data on the level of spending for this purpose but it is estimated at the level 
of around 293 million Polish zloty8 in 1999–2005 (Ministry of Health 2003). 
In parallel, a 2001 regulation raised the salaries of all fully contracted health 
professionals in public health-care institutions by 203 Polish zloty (about €56) 
per month – whatever their positions, years of work experience, qualifications 
or implications for their health-care institutions. It was never made clear how 
the pay rise was to be paid and, while attractive for working staff, the initiative 
left numerous health-care institutions in debt.

Another initiative was preferred loans. Health professionals who decided to 
leave the public sector and start their own health provision businesses could 
apply for loans to help them to start their enterprises. Mainly a response to the 
poor employment situation in Poland, these efforts have indirectly contributed 
to reducing the emigration of the Polish health workforce by giving financial, 
career-related and entrepreneurial incentives that may impact on the way in 
which domestic opportunities of professional development are viewed.

State intervention could be also observed in the recruitment of new candidates 
for health and health-related studies. Based on the prognosis of needs for 
graduates in given studies, the health minister determined the quotas for 
candidates in public and private higher education (Supreme Chamber of 
Nurses and Midwives 2008). At postgraduate level, the health minister issued 
the list of priority specializations. This was decided following discussion on 
patient access to specialist doctors in Poland and resulted in higher pay for 
medical doctors undertaking specialist training in the priority areas. In 2009, 

8 Exchange rate fluctuations during the six-year period allow only a very rough conversion – around €73 million. 
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an intern in a non-priority specialization received 3170 Polish zloty (around 
€708)9 during the first two years and 3458 Polish zloty (around €773) thereafter. 
A contemporary in a priority specialization received 3602 Polish zloty (around 
€805) and 3890 Polish zloty (around €869), respectively.

15.8.3 Specific interventions and managerial tools

In order to meet the increased financial expectations of medical staff who might 
otherwise change employer or emigrate, managers of health care units are 
offering changes in employment status – from full-time employment contracts 
to fee-for-service self-employment agreements (with smaller obligatory 
insurance contributions). It is likely that expectation of higher salaries will 
result in organizational changes such as employing less-qualified staff to take 
over some simpler or administrative tasks and recruiting personnel in other 
countries (taking account of the language difficulties). 

Historically, doctors in Poland have worked long hours of overtime but the 
necessity of adapting to the EU Working Time Directive (European Parliament 
and Council of the European Union 2003) means that only self-employed 
doctors can increase their working hours (see section 15.1). In conjunction 
with staff shortages, these changes have encouraged medical doctors to move to 
contract employment (Sikora 2009).

15.8.4 Political force field of health professional mobility

For a number of years, Poland’s health-care system has attracted harsh criticism 
from its users, each subsequent survey confirming the populace’s low opinion 
(Czapiński & Panek 2009). The system’s responsiveness has never been rated 
particularly highly and a lack of respect for patients’ rights, their dignity and 
autonomy is all too common (Kautsch 2009). However, the system is likely to 
improve as it becomes more market oriented. Private health-care providers that 
offer services in the framework of universal health insurance have no political 
support from the public authorities but largely achieve patient satisfaction. 
Also, growing competition among private health providers may result in better 
quality services and attention to patient’s needs.

15.9 Conclusion

When drawing a conclusion from the collected data it should be noted that 
there is varying information from some sources. This may be due to differences  
 

9 Exchange rate as at 1 July 2009 (http://www.pekaobh.pl/u235/navi/34413, accessed 26 January 2010).

http://www.pekaobh.pl/u235/navi/34413
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in the definitions of health professionals or registration formats, as noticed by 
García-Pérez et al. (2007).

The present study shows that Polish health professionals were emigrating to EU 
Member States even before formal accession but the phenomenon escalated 
significantly in 2004 following the disappearance of the barriers that had made 
it difficult for health professionals to seek job placements abroad. However, 
emigration fell almost equally rapidly as compensation levels for health 
professionals in Poland began to increase in 2007.

The findings of this study show differences in the migration patterns of the 
different health professions. Medical doctors and dentists are characterized 
by greater willingness to migrate and more positive experiences; nurses often 
encounter problems securing suitable employment (often taking positions 
beneath their professional qualification levels). From mid 2005 to the end of 
2008, 6.1% of all practising medical doctors and 6.7% of all practising dentists 
had been issued with professional qualification certifications; 3% of practising 
nurses obtained certifications between mid 2004 and mid 2006. The apparent 
lower emigration levels among nurses may be due in part to their profession 
having less autonomy in Poland than in other, mostly EU-15, Member States. 
Also, emigrating nurses do not appear in statistics if they seek employment 
in (for example) long-term care facilities that do not require certification of 
qualifications. Emigrating doctors and nurses have moved mostly to the United 
Kingdom, Ireland, Germany and the Scandinavian countries. 

Health professional mobility has contributed to a certain degree to the 
increasing number of vacancies in the Polish health sector – the highest 
numbers of vacancies are seen for anaesthetists and internists (although the 
latter is the most numerous professional group) and the specialist groups with 
the highest numbers of certification applications are anaesthetists, followed by 
medical doctors of diagnostic and surgical specialties.

Health professional mobility is a relatively new phenomenon that has not yet 
been studied sufficiently. However, it may be argued that recent migration 
patterns are not likely to constitute a lasting problem. Health professionals have 
been returning to Poland since 2007, attracted by salary increases resulting from 
attrition and migration, increased demand for medical services and changing 
currency exchange rates. In the absence of well-considered retention policies 
and state measures, such market forces encourage health professionals who are 
considering emigration to stay at home and emigrants to return.
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Chapter 16

Emergent challenge 
of health professional 
emigration: Romania’s 

accession to the EU
Adriana Galan, Victor Olsavszky, Cristian Vladescu

16.1 Introduction

Romania is predominantly a source country for health professionals, and health 
professional mobility represents an emergent challenge for policy-makers. 
This situation is the result of EU accession in 2007 and (probably even more 
importantly) other dynamics related to demographics and poor planning and 
management of the health workforce. 

In 2006, the mass media raised concern by predicting “massive” emigration 
of medical doctors and nurses that would jeopardize the proper operation of 
the health system. The scale of emigration in 2007 was indeed high – 1421 
medical doctors left in that year. This affected the most economically deprived 
area (north-east region) of Romania more than other regions but the overall 
phenomenon was not as dramatic as expected in 2008 and 2009 and showed no 
signs of jeopardizing the health system. Yet by the end of 2009, the economic 
crisis had begun to impact deeply on Romanian society, including the health 
system. Moreover, some additional disincentives for health professionals were 
introduced in 2010, including a 25% salary decrease and reductions in staff. 
Thus, developments concerning the domestic workforce combined with the 
emigration of health professionals to become a critical concern.
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The verification certificates issued by the Ministry of Health and the CGSs 
issued by the Romanian College of Physicians (RCP) provide some data but 
Romania has no accurate information on international inflows and outflows 
of health professionals. This is particularly true for nurses. A good monitoring 
system that integrates the existing data sources for health professional mobility 
is essential to support decision-making and policy responses in the country.

To date, there is no human resources policy document on health professionals 
in Romania. Some elements are scattered throughout other sectoral health 
strategies but an effective health workforce strategy has been lacking and some 
of the measures undertaken to retain health professionals in rural and remote 
areas have not proved effective.

Limitations of the study 

There is no monitoring system on health professional mobility. Data on 
inflows and outflows and on the mobility of health professionals within the 
country are extremely scarce and of poor quality, with low levels of accuracy 
and completeness. Overall, data on medical doctors are perceived to be of 
better quality and accuracy than those on nurses and midwives. However, some 
fragmented data sources offer a rough estimate of the mobility phenomenon 
(see Table 16.1).

Existing data do not allow any comparison of temporary and permanent 
health professional migration. The data on verification certificates issued by the 
Ministry of Health provide an overall annual estimate of intentions to leave and 
have been collected since 2007. However, they are not an accurate measure of 
emigration because not all applicants go on to migrate. In 2007, EU accession 

Table 16.1  Main data sources and data holders on health professional mobility in Romania

Data holder Type of data

Ministry of Health and its subordinate 
institution, the National Centre for 
Organising and Ensuring the Health 
Information System (NCOEHIS)

National registry of medical doctors and 
dentists
Number of requests for diploma recognition 
certificates

RCP National registry of practising medical doctors

Romanian College of Dental Practitioners National registry of practising dentists

Order of Nurses and Midwives (OAMMR) National registry of practising nurses and 
midwives

National Institute of Statistics Labour force survey

Ministry of Labour, Family and Social 
Protection

Data on temporary work contracts mediated 
through its accredited structures
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resulted in many applications from medical doctors already working abroad and 
seeking to comply with their new status as EU citizens. The data presented in 
this case study show that only 1421 of the 4990 medical doctors who requested 
verification certificates in 2007 actually emigrated – less than a third (28.4%) 
(Dragomiristeanu et al. 2008, Ministry of Health 2008). 

16.2 Mobility profile of Romania

Although not fully supported by reliable information, it appears that outflows 
of Romanian health professionals have been increasing since EU accession 
in January 2007. This section assesses the cross-border mobility patterns of 
health professionals at national and regional levels, taking account of inflows 
and outflows. There are significant regional variations – the most economically 
deprived region of Romania is more affected by emigrating medical doctors 
than other regions. The extent of nurse emigration is underestimated by the 
existing data sources, which are of insufficient quality and do not cover all 
nurses leaving the country. It may be that the data on nurses are of lesser quality 
partly because the government considers the exodus of medical doctors to be 
more problematic for the health system. 

No data are available on the mobility of dentists – whether to, from or within 
the country. Nearly all dentists are private providers who earn considerably 
higher incomes than other medical doctors; therefore, it is likely that they 
prefer to work in Romania. The media have not reported any warning signals 
concerning significant migration flows among dentists. 

16.2.1 Outflows 

Since 2007, all medical doctors (including dentists), nurses and midwives 
applying to the Ministry of Health have been issued with certificates of diploma 
recognition based on a preliminary verification.

Medical doctors

Official data on diploma verification applications indicate that about 10% of 
active medical doctors had the intention to leave the country in 2007. In the 
two years following this accession year, the total number of applications showed 
clear signs of decreasing (Table 16.2).

Most data related to the mobility of medical doctors can be retrieved only 
from specific studies. In 2008, the RCP carried out an emigration study of all 
practising medical doctors (Dragomiristeanu et al. 2008). The outmigration 
rate was calculated based on the number of CGSs issued by each district branch 
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of the RCP. It should be noted that destination countries request CGSs for 
registering procedures and, therefore, they indicate only the intention to leave 
and not actual emigration. Nevertheless, they are considered to be better proxies 
than the verification certificates.

About 3% (1421) of the total number of practising medical doctors left 
Romania in 2007 and more than 90% of these requested CGSs for EU Member 
States (Dragomiristeanu et al. 2008). The highest proportion of applications 
came from medical doctors in Iasi district in the north-east region, the most 
economically deprived area in Romania (Table 16.3). The most common 
medical specialties of applicants were family medicine, intensive care and 
psychiatry. 

France, Germany, Italy and the United Kingdom appear to be the favoured 
destination countries – a finding supported by the high numbers reported from 
these destination countries. Data from CNOM show that 1000 Romanian 
medical doctors registered in France between January 2007 and July 2008 
(CNOM 2009). The German Federal Physicians Chamber (2009) reported 
927 foreign medical doctors from Romania and the British GMC had 671 new 
registrants from Romania between 2003 and 2008 (see Table 11.4, p. 302). 
In 2009, the European Migration Network Italy reported that 555 Romanian 
doctors were registered with the Italian Medical Association (EMN 2009).

Updated data from the RCP show that 1252 medical doctors requested CGSs 
in 2008. Similar to 2007 (Table 16.3), most of the certificates were issued in 
Bucharest (448) and Iaşi (184). Overall migration intentions remained stable 
between the two years and showed only a slight fall – from 1421 to 1252 (RCP 
2009).

Prior to accession, the National Centre for Organising and Ensuring the Health 
Information System (NCOEHIS) carried out another special study concerning 
the emigration of health professionals. The data show that 360 Romanian 
medical doctors left the country in 2004 (Pertache & Ursuleanu 2006). Most 

Table 16.2  Practising medical doctors applying for diploma verification to work in EU 
                     Member States, 2007–2009

Medical doctors applying for diploma verification

Total % of practising medical 
doctors

2007 4990 10.2

2008 and (Jan.–May) 2009 2683 na

Source: Ministry of Health unpublished data 2009. 
Note: na: Not available as it cannot be calculated because it includes only the period January–May 2009.
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(76%) had been working in hospitals in Romania and only 6% were family 
doctors, in contrast with the high numbers of family doctors in 2007. However, 
this is only a rough figure that probably underestimates the phenomenon. 

Unofficial data show substantial increases in requests for verification certificates 
in 2010 – with applications averaging over 300 per month. In a recent interview, 
the Minister of Health acknowledged that the emigration phenomenon of 
doctors and nurses is rising and most likely will continue in the next 10 to 
15 years. He admitted that over 9000 doctors have requested verification 
certificates since 2007 (Realitatea.net 2010). 

Nurses and midwives

Almost nothing is known about the extent of nurse and midwife emigration 
because not all EU countries request a verification certificate. Consequently, 
even the number of certificates issued by the Ministry of Health and the Order of 
Nurses and Midwives (Ordinal Asistenților Medicali și Moașelor – (OAMMR) 
provide only rough estimates of the intention to leave; a considerably higher 
number could be leaving the country. The official data that are available cover 
nurses and midwives together. These show that 2896 nurses and midwives 
applied for diploma verification in 2007 – 3.4% of the workforce (Table 16.4). 
The total number of applications appeared to fall in subsequent years – similar 
to what was observed among medical doctors (Table 16.2). 

A Ministry of Health study carried out in 2005 shows that 1652 Romanian 
nurses were working abroad that year (1.9% of all practising nurses) and that 
82% of all nurses who emigrated were hospital nurses (Pertache & Ursuleanu 
2006). 

Since the exact extent of emigration is not known, the intention to emigrate and 
subjective appreciation of the phenomenon have been used as proxy indicators. 
The University of Medicine and Pharmacy “Victor Babeş” carried out a study 
on a national representative sample. This revealed that most nurses (25%) who 
intend to migrate usually live in the more deprived areas, such as the north-east 
region (Olsavszky 2008). The OAMMR reports that about 5000 nurses have 
chosen to work abroad since 2007. For instance, the general manager of the 
University Hospital, one of the biggest hospitals in Bucharest, reported that 
80–100 of its nurses had been recorded as leaving the country to work abroad 
– about 10% of the hospital’s nurses (Informaţia Medicalā 2009). 

Generally, nurses and midwives who intend to emigrate are aged 26–35, come 
from urban areas, have specialized in general medicine and graduated from 
private nursing college. Nevertheless, over half of all Romanian nurses do not 
want to migrate (Olsavszky 2008).
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Data from other countries provides additional information on actual 
emigration. Italy’s acute nursing shortage has made it an attractive destination 
country – the diplomas of 2420 Romanian nurses were recognized in 2005 
alone (Chaloff 2008). Data from Germany show 606 nurses of Romanian 
nationality working there in 2008 (German Federal Employment Agency 2009).  
Data from the United Kingdom show 493 newly registered Romanian trained 
nurses/midwives between 2003 and 2008 (see Table 11.5, p. 303). The data 
from destination countries indicate that the scale of outmigration is considerably 
higher than that suggested by the data on diploma verifications (Table 16.4).

16.2.2 Inflows 

Medical doctors 

Table 16.5 summarizes the general immigration phenomenon after 2000. 
There are almost no data on foreign medical doctors working in Romania but 
it is likely that the constant high numbers of immigrants from the Republic 
of Moldova include medical doctors and nurses. It is widely known that 
Moldovan medical doctors moved to Romania to work in non-clinical fields 
(such as epidemiology and public health) as in Moldova the training periods 
for clinical specialties were too short for EU recognition. Indeed, the new EU 
rules for diploma recognition make it unlikely that high numbers of non-EU 
medical doctors will have arrived in Romania since 2007, although some may 
arrive to obtain their university training. 

Nurses

The Ministry of Education, Research and Innovation is responsible for clearing 
the diplomas of foreign-trained nurses but there are no available data on the 
number of incoming nurses.

Table 16.4  Applications for diploma verification from nurses and midwives applying to
                     work in EU Member States, 2007–2009

Total applicants % of all nurses/midwivesa

2007 2896 3.4

2008 1977 (issued 1813) 1.6

Jan–April 2009 612 (issued 172) na

Sources: Ministry of Health unpublished data 2009, a WHO 2009. 
Note: na: Not available as data on number of certificates available for only part of 2009.
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16.3 Vignettes on health professional mobility

Romanian nurse ready to emigrate again
MS was a chief medical nurse on a plastic surgery ward. She was recruited by a 

Cypriot who studied medicine and completed specialization training in Romania. MS 

was contracted to work in Cyprus for a five-year fixed term and obliged to return to her 

country of origin (Romania) when the contract ended. Working in a private, small-scale 

clinic that specialized in aesthetics service provision, she had clear responsibilities 

ranging from operating room preparation to the provision of post surgical care.  

She had only two patients under supervision per day. 

On returning to a hospital in Romania, MS found a much more complex pathology 

in the wards in comparison, with at least 25 patients per day under her supervision. 

In Cyprus she had received €1500 per month plus accommodation; in Romania she 

received only €500, after 29 years of practice. MS noted that facilities had improved 

during her absence and that the medical equipment in Romania was equal to that in 

Cyprus. However, taking account of all the advantages in Cyprus (financial incentives 

and workload), she is ready to accept a new job offer there (Informatia Medicala 2009). 

Table 16.5  Immigrants (permanent settlers) by country of origin, 2000–2007

Country 2000 2001 2002 2003 2004 2005 2006 2007

Austria 84 68   81   69   90   76 75 126

Canada 60 93 131 181 175 153 187 271

China – – – – –     1 362 375

France 110 101 80   83 101 117 125 184

Germany 227 207    224 231 296 238 252 423

Hungary 173 111 62   56    68   74 103 249

Iraq – – 2     2 –     1 121 129

Islamic Republic of Iran – – 2 – –     7 120 139

Israel 57 101    108 148   185  134 156 239

Italy 70   81 91 112   163  216 313 844

Republic of Moldova 9146  8682 5214  1881 1254   1917 4349 4019

Syrian Arab Republic – – 15 11 14 13 151 228

Turkey – – 35 17 22 33 273 522

United States 161 191 227 235 259 311 292 466

Other 2200 1398 1044 1315 1470 1050 731 1199

Source: National Institute of Statistics 2008b.

¸  ̄
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Emigrant Romanian doctor who might consider returning 

Dr OB lives and works in Switzerland as a senior scientific expert in a pharmaceutical 

company, with a motivational salary and excellent working conditions. He has worked in 

several European countries, the United States and Brazil. In Romania, he worked as an 

assistant professor at the University of Medicine and Pharmacy of Iasi.

Initially, he left Romania for only three months to work at the Max-Delbrück Centre for 

Molecular Medicine in Berlin. A German colleague and friend helped him to develop 

his career from postdoctoral fellow to senior scientist in the field of cardiovascular 

pathophysiology. He was motivated to work longer in Berlin by the solid infrastructure 

that helped him to develop his own research.

He would consider returning to Romania only if offered a position suited to his wide 

experience and professional aspirations. His elderly parents are another reason to return 

(Revista Medica 2008). 

16.4 Dynamics of enlargement

Before 1990, there was an overall lack of transparency in all statistical 
information. Emigration was generally unknown as Romanians were not 
allowed to travel, with very few exceptions and especially not to western Europe 
or North America. Consequently, there are no data available to estimate the 
emigration scale before 1990. A study to investigate emigration patterns before 
1990 (Zaman & Sandu 2004) showed that historical links and associated 
cultural ties played a role in explaining migration pathways. For instance, 
before 1990, some ethnic groups (Germans, Hungarians, Jews) were allowed 
to emigrate following political agreements with their respective governments 
(Table 16.6). 

After 1990, the majority of Romanians who emigrated were highly educated, 
including medical doctors (Zaman & Sandu 2004). In 1985, 13.6% of the total 
number of highly educated emigrants were medical doctors/pharmacists (most 
likely ethnic Jews and Germans) but in 2000 the proportion declined to 9.9% 
(Galan 2006) (Table 16.7). This relatively small percentage within the total 
number of emigrants can be explained in part by the need for medical doctors 
to fulfil appropriate registration and licensing requirements in their destination 
countries before starting employment. Licensing procedures were frequently 
viewed as lengthy, complex and costly processes, and some emigrants preferred 
to repeat their training at a medical university in the destination country 
(especially the United States and Canada) rather than undergo the licensing 
procedures (Galan 2006). The same study highlighted that Germany was the 
main recipient country for highly educated Romanian emigrants prior to 2000. 
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Romanians who emigrated before 1990 were usually permanent settlers1 who 
joined their families abroad as there was no temporary emigration. In 2002,  
Romania was granted the right to free movement of people in the Schengen 
Area. This began an important outflow of Romanians (most likely including 
health professionals) leaving for temporary work in Italy (50%), Spain (24%), 
Germany (5%) and Hungary (4%) (UNFPA 2007). Another study estimated 
that the temporary emigration rate was between 10% and 28% of the total 
population after 2002 (Sandu 2006); the proportions of emigrating health 
professionals are unknown.

An OECD study shows that about 10% (5180) of the total number of 
medical doctors and 5% (4440) of nurses trained in Romania worked in any 
of the OECD countries during 2000–2005 (Simoens & Hurst 2006). These 
1 Legally admitted immigrants expected to settle permanently in the destination country (Stilwell et al. 2003). 

Table 16.6  Emigration trends among highly educated population in Romania, by 
                     ethnic group, 1989–2000

Period Total Romanians Germans Hungarians Jews Others

1980–1989 34 410 12 634 14 761 4 829 1 450 736

% 100 36.7 42.9 14.0 4.2 2.2

1990–2000 36 117 23 509 8 012 3 866 294 436

% 100 65.1 22.2 10.7 0.8 1.2

Source: Zaman & Sandu 2004.

Table 16.7  Emigration trends among highly educated population in Romania, by 
                      profession, 1985–2000

Year All highly 
educated 
emigrants 

Engineers/ 
architects

(%)

Medical 
doctors/ 

pharmacists
(%)

Economists
(%)

Other
(%)

1985 3132 39.3 13.6   8.2 38.8

1987 3756 39.4 13.4   7.9 39.4

1989 4318 41.7 15.7   7.5 35.2

1991 2782 54.3 12.4   7.9 25.3

1993 1752 66.3 15.8 10.7 7.2

1995 4218 49.9 11.7 16.3 22.2

1997 3497 52.1 12.2 16.8 18.9

1999 2450 65.9 12.3 16.8 5.1

2000 3384 52.9   9.9 16.8 20.4

Source: Zaman & Sandu 2004. 
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percentages were higher for Romanians than for citizens of any other former 
communist countries: Hungary, 7.2% medical doctors, 2.4% nurses; Bulgaria, 
6.2% medical doctors, 2.6% nurses; Poland, 5.8% medical doctors, 4.6% 
nurses. 

Italy’s acute nursing shortage has made it an attractive destination country 
for Romanian nurses both before and after EU accession. One OECD study 
(Chaloff 2008) shows that 3864 non-EU nurses were recognized in Italy in 
2005, 62.6% (2420) of whom were from Romania. According to IPASVI in 
Italy, 34 000 foreign nurses were registered in Italy by late 2008 (around 10% 
of its total membership). Romania was the most important source country 
with 8497 nurses, representing 25% of foreign registered nurses in Italy (see 
also section 16.2).2 

After accession in 2007, Romanian medical doctors became one of the most 
numerous cohorts of foreign medical doctors working in France. In 2008, they 
represented 40% of the foreign medical doctors registered with the French 
medical chamber according to its president, Michel Legmann (Le Télégramme.
com 2009). In 2009, Romanian medical doctors were second only to Belgians 
as the largest nationality of foreign medical doctors in France.

By comparing the emigration figures for medical doctors in 2004 (360) with 
the numbers of CGSs issued in 2007 (1421) and 2008 (1252), it can be 
argued that EU accession facilitated medical doctors’ decisions to work abroad 
(Dragomiristeanu et al. 2008, Pertache & Ursuleanu 2006). However, mobility 
is no new phenomenon, as a considerable number of medical doctors and 
nurses were leaving before 2007 (Simoens & Hurst 2006).

16.5 Impacts on the Romanian health system

In Romania, there is little evidence that health workforce mobility impacts on 
the four functions of a health system set out in the World Health Report 2000 – 
(i) service delivery, (ii) resource generation, (iii) financing and (iv) stewardship 
(WHO 2000). A report by the Presidential Commission for Romanian Public 
Health Policies Analysis and Development (Vladescu et al. 2008a) analysed 
some implications of the poor management of health human resources within 
the Romanian health system. This study found that primary care is confronted 
with a health professional deficit. Given that family medicine is one of the most 
demanded specialties in some EU countries (France, for example), it is most 
likely that problems of access to primary care services will increase even further 
if the emigration of family doctors continues and/or increases. 

2 Data presented in Chapter 9.
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One possible effect of medical doctor migration is long-term scarcity of some 
specialties and skills at hospital level. This is especially true in the underprivileged 
regions of Romania. Even when the Ministry of Health advertises job vacancies 
for missing specialties, the lack of retention mechanisms means that the posts 
continue to remain unoccupied.

Increasing emigration of medical doctors and nurses in 2010 is jeopardizing the 
proper running of many facilities, especially the small municipal hospitals. For 
example, the municipal hospital in Corabia (Olt district) is facing both financial 
and human resources problems. The high migration rate among medical doctors 
has led to this hospital becoming a temporary stop for specialists seeking to 
work in the big university or district hospitals (Corabia.ro 2008). 

The big district hospitals are also experiencing difficulties. For instance, the 
district hospital in Piatra Neamt (Neamt district) has 183 vacancies (12% of 
total staff), 35 of which are for medical doctors. The emigration problem is 
compounded by the government-imposed block on all new recruitment in 
the public system, introduced in January 2010. The hospital is barely able to 
ensure provision of the emergency teams necessary to secure emergency care 
(Evenimentul 2010). 

Analysis of the health status of the population reveals that Romania has some of 
the poorest health indicators among EU countries (Vladescu et al. 2008a). A mix 
of specific indicators for developed countries (for example, high mortality from 
cardiovascular disease, increasing incidence of cancer) and specific indicators 
for developing countries (including the re-emergence of some communicable 
diseases such as tuberculosis and sexually transmitted infections) can be seen 
in morbidity and mortality data. While there is not sufficient evidence that 
health professional mobility is impacting on health status, it may be that the 
disparities in health between rural and urban areas are influenced by the real 
shortages in the coverage of health professionals in rural areas.

16.6 Relevance of cross-border health professional mobility

For the Romanian health system, health professional emigration seems to be as 
problematic as the internal disparities. One important issue is the yearly waste 
of human resources, despite the country’s low density of health professionals 
compared with other EU countries. This is not due to emigration alone.
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16.6.1 Distributional issues influencing composition of the health 
workforce

Shortages and geographical inequalities of medical doctors and specialists 

Data from 2007 indicate that Romania had 224 registered medical doctors 
per 100 000 inhabitants, significantly lower than the EU average (Table 16.8).  
A similar situation can be observed for nurses. 

The stable rates in the numbers of health professionals shown in Table 16.8 
are hiding large inequalities in geographical coverage and medical specialties.  
Most health professionals (especially medical doctors) are concentrated in 
the big university cities (Fig. 16.1) and in the most economically developed 
regions. In 2005, the number of inhabitants per medical doctor was more than 
five times higher in rural areas than in urban areas (Table 16.9).

The situation related to primary care professionals is also alarming. An 
NCOEHIS study (Pertache & Ursuleanu 2006) revealed a critical situation 
concerning coverage of the rural population as well as large disparities between 
the administrative regions of Romania – 98 rural localities had no family 
doctor in 2005 while no urban locality faced such a problem (Tables 16.10 and 
16.11). This situation has resulted from the lack of good incentives to attract 
medical doctors to rural and/or deprived areas and the absence of retention 
mechanisms for existing rural health personnel. 

The geographical coverage of medical specialties is also imbalanced. NCOEHIS 
data from 2007 indicate that important specialties are missing in some 
districts, including infectious diseases, anatomical pathology, gastroenterology, 
haematology, nephrology and urology. Cardiology and neurology are 
underrepresented in some districts, usually in the least privileged regions. 
These shortages imply that even small-scale emigration of specialists from these 

Table 16.8  Health professionals per 100 000 inhabitants, Romania and EU, 2000–2007

Year Medical doctors Family doctorsa Dentists Nurses

RO EU RO RO EU RO EU

2000 204 307 51 37 56 402 671

2002 210 316 52 41 57 418 699

2004 222 321 53 46 58 400 726

2006 217 321 54 49 60 397 746

2007 224 322 54 54  na  na  na

Sources: WHO 2009, a Ministry of Health 2008. 
Notes: No comparable EU data for family doctors; na: Not available.
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Fig. 16.1  Density of medical doctors in the six most important university cities and 
                  average density in Romania, 2005

Source: National Institute of Statistics 2006.

Table 16.9  Coverage of medical doctors by development regions and residence in 
                      Romania, 2005

Region Inhabitants per  
medical doctor

Medical doctors per  
100 000 population

Region Urban Rural Region Urban Rural

National average 450 278 1768 222.2 358.3 56.6

North-east 564 286 2778 177.2 349.6 43.9

South-east 655 426 1982 152.6 234.5 50.5

South 773 430 1773 127.3 232.4 56.4

South-west 514 295 1536 194.6 339.2 65.1

West 367 260 1316 272.4 384.5 75.9

North-west 407 240 1770 245.9 415.5 56.5

Centre 465 313 1732 214.9 319.5 57.7

Bucharest-Ilfov 203 188    972 492.5 532.8 102.9

Source: Pertache & Ursuleanu 2006.

Table 16.10  Health professionals at primary health-care level in Romania, 2005

No. family 
doctors

Total 
population

No. enrolled on a 
family doctor list

No. of 
nurses

No. of localities with 
nofamily doctor

Total 10 595 21 624 689 19 226 642 13 770 98

Urban 6 094 11 880 347 11 294 464 7 370 0

Rural 4 501 9 744 342   7 932 178 6 400 98

Source: Pertache & Ursuleanu 2006.
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districts is likely to have profoundly negative impacts on the health system and 
on service delivery.

Since 1990, several health system reforms in Romania have prioritized primary 
health care. In late 1994, changes in the provision and payment of general 
practitioner services were introduced in eight pilot districts (of a total of 40 
districts), covering 4 million people. Payment moved from fixed salary to a 
combination of age-adjusted capitation, fees for service and bonuses related to 
difficult conditions of practice and professional rank. The experiment showed 
that differences in access between rural and urban areas persisted as the limited 
financial incentives were not sufficient to attract more medical doctors to rural 
areas (Jenkins et al. 1995). 

In 2009, the Ministry of Health and the National Health Insurance Fund 
introduced incentives for medical doctors working in remote areas. These include 
an increased allowance for working in “isolated” areas or full reimbursement of 
activities for medical doctors with over 2500 subscribed patients. Despite this, 
certain regions still have insufficient health professional cover and the incentives 
have not proven effective to date. 

Shortages and geographical inequalities in the nursing workforce 

Changing educational systems for nurses over time and a poor reporting 
system make it difficult to calculate the real stock of nurses in Romania.  
In 2005, the registry for nurses and midwives was implemented in each district 
health authority. This was expected to show an increase in the total number of 
reported nurses as it included the private nursing school sector. However, the 
total nursing stock actually decreased, from 86 833 nurses in 2004 to 80 804 
in 2005 and 85 785 in 2006 (WHO 2009). These fluctuations may reflect 
different reporting systems and the flows of nurses who chose to work abroad 
even before EU accession. It is noteworthy that the Ministry of Health reported 
113 368 registered nurses in 2006, almost 30 000 more than on the WHO 
Health for All database (WHO 2009).

The OAMMR estimates that there are about 35 000 graduates per year from 
all public universities and private nursing colleges. Yet, while a large number 
of graduates finish nursing school, the reported density of nurses per 100 000 
inhabitants in Romania is lower than the EU average. It can be concluded 
that not all graduates go on to work in the health system. There is a huge 
discrepancy between the Ministry of Health estimate of planned numbers in 
the health system, about 2000 new nurses per year, and the OAMMR estimate 
of 35 000 nursing graduates per year. This allows for the production of nurses 
for export.
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There are geographical disparities in nurse coverage too. Table 16.11 presents 
these inequalities between administrative regions.

16.6.2 Factors influencing size and composition of the health 
workforce 

Educational system

Since the late 1990s the number of applicants to the medical universities has 
decreased constantly from 7 to 8 candidates per place to only 0.9 candidates per 
place at the University of Medicine and Pharmacy “Carol Davila” in Bucharest. 
Likely explanations include the lengthy specialist training for medical doctors 
and the new opportunities offered by the labour markets in Romania and in 
the EU. The gender mix of graduates is about 60% women and 40% men. 
There is no numerus clausus in place and each university decides how many 
students to admit. On average, each year 3700 students graduate and there are 
approximately 1400 specialist training places in 52 specialities (Vladescu et al. 
2008a, 2008b).

The European Credit Transfer and Accumulation System is fully implemented. 
Since EU accession, medical students who obtain their licences in Romania 
are able to go elsewhere for their specialization. Since 2007, a few Romanian 
undergraduate students have already enrolled on specialization programmes in 
France during their last year of study. It is likely that more will follow them 
in the coming years but it is too soon to estimate how many will return to 
Romania to practise. 

Since 1990, nurses have been trained exclusively in nursing colleges (following 
the abolition of nursing high schools). In compliance with EU accession 
requirements, university degree courses were introduced for nurses in 2003 but 
there were limited possibilities for practising nurses to upgrade their academic 
qualifications. Recent plans aim to develop masters programmes for nurses who 
graduated during the first Bologna cycle. Despite these accession requirements, 
Law 307/2004 (Government of Romania 2004b) allowed private nursing 
colleges to provide non-degree training programmes and gave existing students 
the chance to finalize their studies. After 2007, the private colleges enrolled no 
new students. Nevertheless, following pressure from nursing college owners, in 
2008 Romania obtained EU permission to continue nurse training in colleges 
and for these diplomas to be recognized at EU level.

Retirement

Law 19/2000 (Government of Romania 2000), and the relevant amendments 
concerning the public pension system, set the standard retirement ages for all 
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Table 16.11  Primary health professional coverage by administrative regions and by 
                        urban/rural area in Romania, 2005

Development 
region

Inhabitants 
per

medical 
doctor

Patients 
per family 
doctor list
(average)

Inhabitants 
per

nurse

Inhabitants 
per

community
nurse

Localities
with no
family 
doctor

Total 2041 1815 1571 45 240 98

North-east 2324 2031 1636 27 259 15

South-east 2320 2019 1666 34 294 15

South-Muntenia 2180 1874 1521 61 678 15

South-west Oltenia 1863 1613 1305 24 278 4

West 1657 1561 1502 87 748 11

North-west 1976 1914 1321 85 544 19

Centre 1814 1669 1744 97 326 19

Bucharest-Ilfov 1657 1462 2049 76 151 0

Urban 1950 1853 1612 111 031 0

North-east 2020 1965 1570 135 036 0

South-east 2221 2028 1717   686 70 0

South-Muntenia 2095 1904 1550   694 58 0

South-west Oltenia 1957 1868 1710 219 212 0

West 1643 1672 1449    72 205 0

North-west 1864 1900 1341   484 611 0

Centre 1749 1670 1743   302 996 0

Bucharest-Ilfov 2071 1855 2046     90 862 0

Rural 2165 1762 1523     26 265 98

North-east 2626 2096 1691     16 913 15

South-east 2455 2005 1606     21 116 15

South-Muntenia 2244 1851 1502      57 101 15

South-west Oltenia 1785 1401 1183      13 449 4

West 1681 1363 1605    140 593 11

North-west 2122 1734 1391      44 261 19

Centre 1920 1666 1745      48 357 19

Bucharest-Ilfov 2463 1860 2073      29 914 0

Source: Pertache & Ursuleanu 2006.
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professions at 60 years for females and 65 years for males. In addition, the RCP 
issued decision 4 (Government of Romania 2008b) that all medical doctors 
can continue their activity up to the age of 65 years. This applies to both sexes 
but is conditional upon obtaining a yearly authorization from the RCP. Family 
doctors living and practising in rural areas can continue working up to the age 
of 70 but also require annual authorizations. This has been accepted by all the 
competent bodies and there are no incentives for early retirement for medical 
doctors.

A similar decision is in place for female nurses, who may work up to 65 years 
of age (Government of Romania 2008a). Male and female nurses aged over 
65 can practise only in the private system, with annual authorization from the 
OAMMR. 

Demographics

Data from the NCOEHIS reveal that 27% of all medical doctors (including 
dentists) in 2007 were in the 45–55 age group and likely to retire within the 
next 10–15 years. This compares with 21% of medical doctors aged 25–35 
(Table 16.12). If this trend continues there will be a dramatic decline in the 
number of medical (especially family) doctors in the next decade.

The majority of the stock of medical doctors is female (67%). Maternity 
leave creates temporary exits from the health system, mainly before the age 
of 40, and can contribute to temporary declines in the total active stock.  
This needs to be considered within workforce planning. 

Table 16.12 Medical doctors in Romania, by age group and sex, 2007

Age group (years) Males Females Total

N % N % N %

25–30 1 714   9.4 3 555   9.3 5 269   9.3

31–34 2 010 11.0 4 966 13.0 6 976     12.3

35–39 2 501     13.7 6 315 16.5 8 816     15.6

40–44 1 939 10.6 5 035 13.2 6 974 12.3

45–49 1 554   8.5 4 220 11.0 5 774 10.2

50–54 2 992 16.4 6 692 17.5 9 684 17.1

55–59 1 464   8.0 4 068 10.6 5 532   9.8

60–64 1 455   8.0 1 896   4.9 3 351   5.9

65+ 2 627 14.4 1 524   4.0 4 151   7.3

TOTAL 18 256    38 271  56 527  

Source: National Institute of Statistics 2008a.
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People leaving the health sector – attrition

Health professionals are estimated to leave the health system at an annual rate 
of between 10% and 30%. This includes the emigrating workforce, personnel 
who leave the health system to become health representatives of different 
companies and others who move into research or shift to another domain of 
activity. Other exits result from retirement or death (Vladescu et al. 2008a).

16.6.3 What does cross-border mobility mean for Romania?

Although Romania appears to be a source rather than a destination country, the 
current scale of emigration seems to be less significant than the internal disparities 
described. In the short term, Romania appears to have low dependence on 
foreign medical doctors and nurses. However, if cross-border mobility is not 
managed properly and the country continues to lose important volumes of 
health professionals to emigration, it is possible that the sustainability of the 
system will be at risk.

The analysis shows that the south and south-east regions have the worst coverage 
of health professionals. The north-east region has the lowest coverage of medical 
doctors in rural areas (Table 16.11) and the highest emigration rate (Table 16.3), 
which can negatively impact service delivery in rural areas (Dragomiristeanu et 
al. 2008). Emigration from the university cities of Bucharest, Iasi and Cluj 
is less problematic as there is better coverage of medical doctors. However, 
emigration might have a severe negative impact in rural areas. 

Overall, the high annual loss of active health professionals is one of the major 
health workforce issues in Romania. While there are various reasons for leaving, 
the total loss is estimated at between 10% and 30%. This wastage calls for 
decision-makers’ attention and should be addressed by a coherent retention 
strategy. 

16.7 Factors influencing health professional mobility

There are several main reasons for the emigration of the Romanian health 
workforce: lower salaries than in other non-health professions (for instance 
law, information technology, banking), unsatisfactory social status, lack of 
performance recognition, limited career development opportunities and 
wide discrepancies between the levels of competence and working conditions 
(equipment and access to consumables, drugs and modern diagnosis tests).

Since 1990, the inadequate working conditions, lack of sufficient incentives 
and poor career development mechanisms have generated a disappointed health 
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workforce and a high percentage of health professionals who wish to emigrate, 
particularly the young. After two decades of continuous reforms in the health 
system the social status of medical doctors and other health professionals has 
not improved significantly. 

Globally, a decent average income for a medical doctor is considered to be 
about three times the average national income (Lewis 2000). In 2008, specialist 
doctors in Romania earned 1.5–2 times the average income (Vladescu et al. 
2008a). Young resident medical doctors receive about €200 per month, about 
one third of a specialist doctor’s income. This partly explains why young medical 
doctors are the most willing to work abroad. 

The National Employment Agency (through EURES) mediates work contracts 
for Romanian medical doctors going abroad. EURES analysed the average 
salary of emigrant health professionals in their destination countries. This 
showed that the official salary of a medical doctor in Romania is between 
€400 and €800 per month but as much as four times higher in Germany or 
Switzerland, at €1200 and €3000, respectively (Ministry of Labour, Family and 
Social Protection 2007, 2008, 2009).

In 2007, the monthly income of nurses was about €364, lower than the national 
income average for the health sector (National Institute of Statistics 2008b). 

16.7.1 Instigating factors

A representative sample of medical doctors working in Romania was surveyed 
to investigate the major influences behind their potential intentions to leave the 
country (Dragomiristeanu et al. 2008). The main reasons for choosing to work 
abroad were the low level of wages (55%) and poor working conditions (40%) 
in Romania. The study also investigated reasons for dissatisfaction with daily 
professional activities. These were shown to be the lack of resources (especially 
modern medical equipment) and limited career opportunities. 

The Federation of Solidarity for Health (2007) trade union surveyed 600 
nurses and midwives in three districts of Romania (Galati, Calarasi, Prahova) 
by age group, sex and type of employer. Of these respondents, 65% expressed a 
wish to work abroad for a higher salary. As in other studies, about 40% of the 
respondents complained about working conditions; 50% mentioned lack of 
motivation, a proxy for low wages. When asked about the management of the 
health system, 45.3% of respondents were unhappy with current health reform 
implementation and 52% complained about the low level of health system 
financing and poor administration of funds. 
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16.7.2 Activating factors

The Federation of Solidarity for Health (2007) survey emphasized that 86% of 
respondents declared that the successful careers of colleagues working abroad 
had influenced their intention to move to another country.

Another potentially important factor is that many Romanian medical doctors 
travel or study abroad (especially for postgraduate educational programmes 
such as masters degrees or for specialization) and have a better understanding 
of foreign health systems. It can be assumed that a proportion of these people 
would like to continue working in the countries in which they have studied.

16.7.3 Facilitating factors

Accession gave Romania the right to free mobility of people within the EU. 
Several EU Member States (such as France, Germany, the United Kingdom) 
have active recruitment policies that target Romania, amongst others. Job 
vacancies in these countries are advertised intensively in the mass media and in 
public places (such as metro stations) and applications can be sent to recruitment 
companies in any country via the Internet. In France, many Romanian 
medical doctors apply to web-based companies such as L’Association pour la 
Recherche et L’Installation de Médecins Européens (ARIME).3 This not-for-
profit organization attracts foreign medical doctors by offering free transport 
to France and French language training; a settlement bonus, support for the 
compulsory enrolment with the CNOM, counselling and general support.  
The company also organizes medical doctor recruitment days in Bucharest. 
Private Romanian and foreign recruitment companies also mediate work 
contracts abroad.

Romanian medical doctors are also attracted to work in non-EU countries such 
as the United States and Canada. Emigration to these countries is facilitated 
by good systems of selection and integration policies for immigrants. Also, 
the Romanian diasporas in these countries play a key role in attracting highly 
educated immigrants.

16.7.4 Mitigating factors

Family concerns may deter individuals from migrating – the desire to keep 
the family together, care for elderly parents, maintain links with friends or to 
preserve national customs.

The recent global economic crisis may prevent emigration as migrants may 
encounter hostile social environments in receiving countries. This is based 

3 http://www.arime.fr/index.php?lang=uk, accessed 18 January 2010.

http://www.arime.fr/index.php?lang=uk
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on anecdotal evidence that includes the opinion of returnees from foreign 
countries, not necessarily health professionals.

16.8 Policy, regulation and interventions

To date, the Ministry of Health has not adopted a comprehensive health 
workforce policy. However, some elements of a human resources strategy can 
be observed in some health strategies of other sectors.

Since 1990, health human resources policy-making has seen the arrival of actors 
other than the Ministry of Health and the Ministry of Education, Research and 
Innovation. The most important of these are the National Health Insurance 
Fund, National Contact Point, Romanian College of Dental Practitioners, 
Romanian College of Pharmacists, OAMMR and the trade union Sanitas. 

Prior to EU accession, the RCP asked the Ministry of Health to prepare a 
strategy for health workforce planning and development. This was to consider 
the high emigration rate expected after 2007, especially among younger medical 
doctors. However, the process of drafting a national strategy has been delayed 
as it has not been seen as a priority and there have been several changes of 
health minister. 

16.8.1 Workforce planning and development

The national public health strategy (Ministry of Health 2004) explicitly 
mentions the need for health workforce planning mechanisms but no such 
mechanisms have been put into practice. Existing planning is based solely on a 
relatively constant number of medical positions in the public sector. Each year, 
the district health directorates report their estimated needs for each specialty 
for a five-year period based on new inflows to, and exits from, each specialty. 
Decisions to increase/decrease the number of trainees in any particular specialty 
are taken on an ad-hoc basis. 

Similar procedures apply for nurses as the Ministry of Health approves the 
number of posts at hospital level. The number of nursing students admitted 
to the university colleges is strictly regulated by the Ministry of Education, 
Research and Innovation but the number of students entering other nursing 
schools is not controlled. The oversupply of nurses described above should be 
regarded as a consequence of the lack of monitoring and planning mechanisms. 

Recent legislation and policies for regulating the health professions have been 
governed mainly by EU harmonization requirements for mutual recognition 
of diplomas. Policies have targeted mainly training, upgrading educational and 



471Emergent challenge of health professional migration: Romanian accession to the EU 

training facilities, and retraining of some health professionals (such as nurses 
who graduated in the early 1990s).

Workforce and education policy decisions concerning health professionals have 
been modified frequently in the last decade. However, these modifications have 
not been transparent, coherent or supported by evidence and have rarely been 
followed up by concrete action (Vladescu 1999).

A new government was appointed in December 2008 following the general 
election. The new Minister of Health announced that one priority is the 
development of a specific health policy for rural areas in order to improve rural 
populations’ access to health services. In 2009, new incentives were introduced 
for health professionals working in rural areas but so far they have proved 
ineffective. 

16.8.2 Cross-border regulatory frameworks and interventions

Mutual recognition of diplomas in the European Community

Law 200/2004 (Government of Romania 2004a) with further revisions 
(Government of Romania 2008b) is fully transposing European Directive 
2005/36/EC (European Parliament and Council of the European Union 2005) 
for the recognition of professional qualifications in the EU. The Ministry of 
Education, Research and Innovation is the national coordinator for the 
supervision of all sectors involved with diploma recognition. Verification 
certificates are required for all medical doctors (including dentists), nurses and 
midwives who started their basic training before accession (January 2007). 
They will not be necessary for students who started their training after 2007 
(graduating in 2013). The RCP also issues the CGS that confirms that a medical 
doctor has been effectively and lawfully engaged in actual medical practice for 
at least three consecutive years during the last five years.

The Ministry of Labour, Family and Social Protection reports that Romanian 
citizens face some restrictions on accessing the labour markets in 10 of the 
26 EU Member States – Austria, Belgium, France, Germany, Ireland, Italy, 
Luxembourg, Malta, the Netherlands and the United Kingdom. Bilateral 
discussions and agreements between the respective health ministries and 
professional bodies ensure that Romanian medical doctors and nurses can 
work in all EU countries, despite these restrictions. No particular problems 
have been reported concerning diploma recognition and access to the European 
health labour market. 
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Third-country health professionals

Article 370 of the health reform law (Government of Romania 2006) entitles 
the following foreign citizens to practise as a medical doctor in Romania.

a. Any citizen of an EU Member State, SEE country4 or Switzerland who has 
graduated from a medical university in their country of origin.

b. Any citizen of a third country having permanent settler status in Romania 
and a diploma recognized by Romania or any EU Member State; or having 
documents issued by any EU Member State that prove a professional 
experience of at least three years in the medical field.

Article 1 of Law 307/2004 (Government of Romania 2004b), stipulates similar 
provisions for nurses and midwives.

16.8.3 Political force field of regulating and managing health 
professional mobility

The Ministry of Health continues to be the main centre of power for direct and 
indirect control of the number of medical doctors, dentists, nurses and other 
health professionals. Direct control consists of approving the number of posts 
and types of specialty within public health units. Indirect control is exerted 
by issuing common regulations with the professional associations in order to 
ensure better geographical distribution.

The Romanian Constitution holds that parliament should have a key position in 
the elaboration of health policies and legislation. In reality, legislative initiatives 
from parliament have been strongly influenced by the Ministry of Health 
and the National Health Insurance Fund. However, parliament introduced 
successive changes during the drafting period of the legislation related to nurses 
such that the final law did not meet EU accession requirements. The OAMMR 
attributes this to lobbying by the private nursing school owners (Olsavszky 
2008). It was only after accession negotiations ended that the law was changed 
in order to meet EU requirements. 

Sanitas is the main trade union for nurses and midwives. Affiliated to the 
National Trade Union Confederation, it works continuously for higher incomes 
in the health sector but is less successful in influencing the development of a 
workforce policy.  

4 Albania, Bosnia and Herzegovina, Bulgaria, Croatia, Greece, Montenegro, Republic of Moldova, Romania, Serbia, 
Slovenia, the former Yugoslav Republic of Macedonia, Turkey.
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16.9 Conclusion

The results of this case study highlight the Ministry of Health’s limited capacity 
for planning, training and managing human resources for health in Romania. 
Currently, there is no comprehensive health workforce policy and the issue 
appears to have low political priority. Clearly there is a waste of human 
resources (medical doctors and nurses), with large annual losses resulting not 
only from cross-border mobility but also from attrition, over production of 
nurses and internal disparities in geographical coverage by medical doctors and 
specialists. Inadequate working conditions, a lack of reasonable incentives and 
an unsatisfactory career development system have generated a disappointed 
health workforce. This includes a high percentage of health professionals 
who wish to work abroad, especially among the younger age groups. For the 
Romanian health system, the outflow of health professionals in the context of 
the economic crisis appears to be as problematic as the internal disparities or 
the poor management of health human resources.

It can be said that Romania faced a brain drain of researchers at the beginning 
of the 1990s. Since 2007, it has faced an exodus of health professionals, while 
the globalization of Europe has produced a high demand for medical doctors.  
Romanian medical doctors are beginning to hold top positions within other 
EU health systems but the majority are still requested to work in remote areas 
in EU countries.

Romania is largely a source country but it holds more information about 
medical doctor outflows than about nurses who leave. This may be because 
the government considers the emigration of medical doctors to be a bigger loss 
for the health system. Even the data on the nursing stock are based on rough 
estimates and lack accuracy and quality. Evidence from other EU countries 
shows that thousands of Romanian medical doctors and (especially) nurses 
have migrated. Hence, it is vital that Romania develops (i) a good monitoring 
and control system for cross-border mobility and other factors related to entries 
and exits from the health workforce, and (ii) better tools to manage the inflows 
and outflows of health professionals and minimize any losses for the national 
health system.
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Chapter 17

Regaining self-
sufficiency: Slovakia 

and the challenges of 
health professionals 
leaving the country    

Kvetoslava Beňušová, Miloslava Kováčová, Marián Nagy, Matthias Wismar

17.1 Introduction

Before the division of Czechoslovakia, a 40-year period of political and economic 
isolation (1948–1989) had closed the foreign borders. This resulted in minimal 
migration and a legal obligation to work that resulted in a surplus of health 
personnel. Within Czechoslovakia, Slovakia was self-sufficient in terms of the 
structure and quality of the health workforce – there were sufficient quantities 
of qualified health professionals and continuous increases in the numbers 
graduating from medical faculties and secondary medical schools. 

The opening of borders in 1989 and EU accession in 2004 have affected this 
formerly stable and self-sufficient system that sustained and produced Slovak 
human resources for health. Harmonization of education and increasingly 
automatized processes for the mutual recognition of qualifications have removed 
most administrative barriers to successful competition and the migration of health 
professionals in the EU market. Various data sources suggest that thousands of 
Slovak health professionals are now working in other EU Member States.
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Slovakia has become a source country for health professionals and now faces 
the challenge of increasing the attraction of the domestic labour market in 
order to respond adequately to the Slovak population’s need for high-quality 
and safe health care. These developments have produced a need for better 
documentation and analysis of the free movement of health professionals in 
order to improve the regulation of human resources for health in Slovakia. This 
has moved up the national political agenda and the Slovak Government has 
implemented various interventions for better management of the cross-border 
mobility of health professionals. However, it should be noted that health 
professional mobility is not the only health workforce issue that needs to be 
addressed in order to regain self-sufficiency.

This study starts by presenting the mobility profile for Slovakia, focusing on 
medical doctors, nurses and dental doctors. This is followed by an analysis of the 
accession process and how health professional mobility impacts on the Slovak 
health system and a discussion of the relevance of health professional mobility 
vis-à-vis other workforce issues. The last section covers policy and regulation 
and draws attention to recently implemented interventions that should help to 
manage health professional mobility.

Limitations of the study

Little information, knowledge or evidence is available on the cross-border 
mobility of health workers over the past 20 years. There have been no long-
term systematic investigations concerning Slovakia and only occasional surveys 
and studies are available (see references below).

In general, there are wide variations in the estimates of Slovak nationals 
working abroad – especially in EU Member States. The Slovak authorities have 
practically no detailed information on, or comprehensive evaluations of, the 
exact extent and structure of labour emigration flows nor of their impacts on 
the country’s labour market. This makes it necessary to rely on data from the 
domestic Labour Force Survey or information from other countries (Divinský 
2007).

The Ministry of Health is an important source of data that can shed some 
light on health professional mobility. This ministry issues confirmation of 
the equivalence in education for health professionals who obtained their 
medical education in Slovakia or in the former Czechoslovakia, whose training 
started before accession to the EU in May 2004. However, an application for 
equivalence certification data indicates an intention to work in another country 
rather than actual migration. 
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Between 2004 and 2008, there was a strong discontinuity in reporting 
data. Adoption of the Slovak health system reform acts in 2004 led to some 
competences moving from state authorities to other levels and authorities. 
The professional organizations were given responsibility for collecting data 
but national coordination was not ensured. Data were unavailable for certain 
periods, thereby interrupting the reporting of some mandatory statistics on 
health professionals. The National Health Information Centre (Národné 
centum zdravotníckych informácií – NHIC)1 collects and processes data on 
health professionals; the Ministry of Health’s coordinating role in this has been 
reinforced since 2008 (Government of the Slovak Republic 2004b).

Other potential data sources were of limited use for this study. The Slovak 
Medical Chamber issues confirmations of professional integrity to medical 
doctors seeking to migrate. Professional organizations collect data on the 
documents issued for potential emigration but do not provide information on 
the number of applicants who actually leave the country. Registration with the 
relevant chambers is a prerequisite for performance of a health profession but 
these registers are currently being elaborated and updated. Faculties of medicine 
and other faculties responsible for health professional education register the 
total numbers of students admitted and graduates but do not differentiate 
between Slovaks and foreign nationals. The Foreign Police department records 
data on total immigration but does not identify occupational groups.

It is not only data on migration of health professionals that are lacking. There 
is also no follow-up of those working outside their professions but within 
Slovakia. 

Given the data limitations, this study is based on analysis and information from 
the Ministry of Health and the NHIC; on information from the managers of 
health-care facilities, professional organizations and trade unions; and other 
available studies and published information cited in the text.

17.2 Mobility profile of Slovakia

Notwithstanding the unavailability of some key data and limitations in the data 
that are available, it is possible to conclude that the estimated outflows of health 
professionals are not matched by any equivalent inflows from other countries 
for the period between May 2004 and December 2009. In fact, the health 
workforce contains a minimal proportion of foreign nationals.

1 National Institute of Health Informatics and Statistics until 2006.
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17.2.1 Outflows 

General labour migration is an important topic for Slovakia. At the end of 2006, 
the most reliable data on labour migrants from Slovakia ranged from 180 000 
to 230 000 people (Divinský 2007, Divinský & Popjaková 2007, Katuščák 
2006, Reichová et al. 2006). Thus, in 2006, the share of Slovak nationals 
working in the EU reached about 8–10% of the total stock of employed 
persons, 7–9% of the total economically active population and 5–6% of the 
total working age population (the reference basis for the Labour Force Survey) 
in Slovakia (Divinský 2007, Hajnovičová 2006). The proportion of health-care 
professionals within these migrants was not determined.

The Slovak population’s main destination countries are Austria, the United 
Kingdom, the Czech Republic and Germany, as well as Ireland, Hungary 
and Italy. Austria became the main destination country originally for political 
reasons as the 1968 emigration wave of Slovak citizens that travelled through 
Austria created personal relationships and social networks. The attraction now 
is economic (Divinský 2007). A common history as a single state dating back 
to 1918 means that the Czech Republic remains the second most popular 
destination country for temporary or permanent emigrants from Slovakia. This 
is reinforced by the similarity of the Slovak and Czech languages (requiring no 
translation in everyday life), similar social conditions, close cultural ties and 
geographical proximity (Divinský 2007).

Medical professionals working in Slovakia in 2007 comprised 34 040 active 
nurses, 16 201 active medical doctors and 2697 active dental doctors (NHIC 
unpublished data 2009). Ministry of Health data indicate that the equivalency 
of education confirmations required to perform a health profession in EU 
Member States were issued to 3741 health professionals between 1 May 2004 
and 30 April 2007: 1780 nurses, 1377 medical doctors, 194 physiotherapists, 
164 pharmacists, 109 dental doctors, 77 midwives, 27 radiology assistants and 
13 paramedics (Beňušová 2007). These confirmation holders were surveyed on 
their motivations to practise in another Member State (Fig. 17.1). The most 
popular intended destination countries for these Slovakian health professionals 
were Austria, the Czech Republic, the United Kingdom and Germany. Most 
nurses (40.9%; 728) declared an intention to migrate to Austria; most medical 
doctors chose Germany (21.8%; 300) or the United Kingdom (17.1%; 235) 
(Beňušová 2007). 

The demographic composition of these health professionals with equivalence 
confirmations shows that the most common age group (43.8%) is 30 years and 
younger (Beňušová 2007) (Fig. 17.2). Graduates and young health professionals 
express greater interest in emigration. Medical doctors and nurses show no 
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differences in their motivation for migration, regardless of age and place of 
origin (Beňušová 2007). Graduates of medical and pharmaceutical faculties 
show a tendency to permanent migration (Reichová et al. 2006).

In addition to domestic sources, European Commission (2007) statistics provide 
information on the recognition of Slovakian qualifications for the performance 
of certain medical professions in EU Member States between January 2005 and 

Fig.17.1  Health professionals with equivalence confirmations, by declared destination 
                 country, 1 May 2004 to 30 April 2007

Source: Beňušová 2007.

Fig. 17.2  Age groups of health professionals with equivalence confirmations, 1 May 
                  2004 to 30 April 2007 

Source: Beňušová 2007.
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December 2006. Over a period of two years, other EU Member States granted 
recognition to a total of 3243 health professionals, including 2640 nurses,2 348 
medical doctors, 129 pharmacists, 65 dental doctors3 and 61 midwives.

Ministry of Health data on issued licences to practise medicine appear to 
underestimate the true magnitude of health professionals leaving to work in 
the EU. This is seen in a comparison of the Ministry of Health data (1 May 
2004 to 30 April 2007) and the European Commission data on the approved 
qualifications of health professionals in individual Member States (January 2005 
to December 2006). This demonstrates that Member States automatically accept 
Slovakian diplomas for some health professions without seeking Ministry of 
Health affirmation of equivalence in accordance with EU minimum guidelines.  
For example, 2640 nurses from Slovakia were registered as qualified in other 
EU Member States (even this number is an underestimate) between January 
2005 and December 2006, but the Ministry of Health was requested to assess 
the equivalence of only 1780 cases over an even longer period (May 2004 to 
April 2007).

Since the EU statistics do not include data from the large traditional target 
countries (such as Germany, Austria and the United Kingdom), it may be 
assumed that substantially more health professionals than the 3243 reported 
are likely to have left Slovakia between January 2005 and December 2006. 
National data from these three countries show that 503 Slovak medical doctors 
and 180 Slovak nurses were working in Germany in 2008 (see Chapter 8); some 
2600 Slovak nurses applied for diploma validation in Austria between 2003 
and 2008 (see Chapter 4); and 381 Slovak medical doctors and 208 Slovak 
nurses registered on the GMC and NMC registers in the United Kingdom in 
2003–2008 (see Chapter 11). 

Between 1 May 2004 and 31 March 2009, the Slovak Health University issued 
a total of 311 equivalence confirmations of specialization for medical doctors. 
The most numerous specialties were anaesthetics and intensive medicine, 
surgery, gynaecology and obstetrics, radiology, internal medicine and neurology 
(Ministry of Health unpublished data 2009). In the authors’ experience, 
shortages in Slovak hospitals primarily concern these specializations. Table 17.1 
compares the annual average numbers of issued confirmations with the annual 
numbers of specialists graduating. It should be noted that the equivalence data 
are likely to be underestimates as not all specialists planning to leave Slovakia 
request these documents.

2 Delay in data delivery means that these numbers exclude Germany, France and three traditional destination countries – 
Austria, United Kingdom and Italy (2005). There is reason to believe that the data from other Member States show even 
higher numbers of nurses with recognized qualifications from Slovakia.
3 Historically, dental doctors in Slovakia have been university-qualified health professionals in the field of oral health and 
health care.
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17.2.2 Inflows and stocks of foreign health professionals

There are no data on the inflows of foreign health professionals between 1 May 
2004 and 31 December 2008. However, stock data provide a good indication 
that inflows were minimal. Data are available for 2007 only but these show 
that foreign health professionals made up less than 1% of the total number 
of medical doctors, dental doctors, nurses and midwives. Of the 125 foreign 
medical doctors (Table 17.2), 68 (54%) came from EU countries and 57 
(46%) came from third countries. The most important countries of origin were 
the Czech Republic (27), Ukraine (19), Islamic Republic of Iran (7), Poland 
(7), Afghanistan (6), Bulgaria (6) and the Russian Federation (6) (NHIC 
unpublished data 2009).

The percentage of foreign dental doctors in the Slovak workforce is similarly 
marginal (Table 17.3). Among only 18 foreign dental doctors, 4 were from 
Germany, 3 from Ukraine and 2 from the Russian Federation. 

Table 17.1  Increase/decrease in numbers of medical doctors in Slovakia by selected 
                     specializations 

Specialization
 

Issued confirmations
1 May 2004–30 April 2009

Average  
number of 

graduates/year 
(2004–2008)

Total Average/year

Anaesthetics and intensive medicine 65 13 29

Surgery 49 10 25

Gynaecology and obstetrics 26 5 22

Radiology 22 4.5 17

Internal medicine 19 4 14

Neurology 11 2 12

Source: Ministry of Health unpublished data 2009.

Table 17.2  Foreign-national medical doctors working in Slovakia, 2007 

 Foreign-national 
medical doctors

% All medical doctors

All medical doctors 125 0.7 16 999

Male 77 1.1 7 317

Female 48 0.5 9 682

Active medical doctors 119 0.7 16 201

Male 75 1.1 7 004

Female 44 0.5 9 197

Source: NHIC unpublished data 2009.
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The share of foreign nurses within the total nursing workforce (Table 17.4) 
is even smaller than the shares of foreign medical doctors and dental doctors. 
Most foreign nurses and midwives (16) were from the EEA countries and 
Switzerland. 

17.2.3 Conclusion

Despite the limitations of existing outflow data and the lack of inflow data, 
it is possible to say that outflows of qualified health professionals are not 
balanced by inflows, whether from EU Member States or from third countries. 
A total of 3741 health professionals emigrated between 1 May 2004 and 30 
April 2007, an annual average of 1247 (Beňušová 2007); yet only 171 foreign 
health professionals were working in Slovakia in 2007. The data on how many 
foreign health professionals moved to Slovakia following EU accession are not 
yet available. However, the proportions of foreign health professionals working 
in 2007 show that they fall far short of the thousands of Slovak medical doctors 
and nurses who obtained confirmations of equivalence from the Ministry of 
Health and/or approval of their qualifications in individual Member States. 
As the outflow of Slovak health professionals is not compensated by inflows of 
foreign health professionals, it is necessary to make up for the loss by training 
new staff.

Table 17.3  Foreign-national dental doctors working in Slovakia, 2007

 Foreign-national 
dental doctors

% All dental doctors

All dental doctors 18 0.7 2744

Male 8 0.8 1066

Female 10 0.6 1678

Active dental doctors 17 0.6 2697

Male 8 0.8 1045

Female 9 0.5 1652

Source: NHIC unpublished data 2009.

Table 17.4  Foreign-national nurses working in Slovakia, 2007 

 Foreign-national nurses % All nurses

All nurses 27 0.1 34 040

Male 0 0.0 590

Female 27 0.1 33 450

Source: NHIC unpublished data 2009.
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17.3 Vignettes on health professional mobility

Vignettes derived from interviews in May–June 2009.

Slovak nurse and family emigrated to Austria

Elena is a 45-year-old general nurse of Slovak nationality who qualified in the territory 

of Slovakia. She graduated from secondary health school in 1984 and then worked for 

20 years in anaesthetics and intensive medicine, surgery and dialysis departments in 

a district and a regional hospital and later in a general practitioner’s facility in a regional 

capital city in Slovakia. Divorced and the mother of one child, Elena also provides 

financial support to her parents – one has a disability and the other has retired. She 

responded to an advert placed by an Austrian agency recruiting experienced nurses 

in geriatric hospital care and was employed immediately. Having worked in Austria for 

two years she applied for official confirmation that her qualification was in conformity 

with EU directives. She intended to register with the ÖÄK in order to obtain health and 

social insurance that would ensure social and health security for all her family in Austria. 

Elena’s education alone did not qualify for automatic recognition but her long-term 

practice qualified her to be recognized as a fully qualified nurse under Article 23 of 

Directive 2005/36/ES. Those who can provide proof of adequate practice in Slovakia 

have no problem acquiring recognition of their qualifications but do not always apply for 

confirmation of equivalence as Austria recognizes their qualifications directly as an EU 

Member State. 

Slovak nurse with higher education: difficulties with diploma 
recognition

Jozef is a Slovak citizen who was born in eastern Slovakia in the 1970s. He completed 

the higher education course in nursing at the secondary health school in 1998, before 

accession to the EU. Having qualified, he worked as a general nurse in the internal 

medicine department of the regional hospital in his home town. However, an overload 

of work resulted from changes in the hospital’s human resource policy (1 nurse: 50 

patients: 1 shift) and drove him to seek work abroad. He applied to the Ministry of 

Health for equivalence confirmation with the intention of working in Ireland. He hoped 

for more “humane” working conditions and greater appreciation based on the higher 

professional qualification he had obtained in Slovakia. The Ministry of Health issued 

confirmation of the equivalence in education according to acquired rights. This entitles 

the holder to claim automatic and unconditional recognition in all EU Member States. 

However, the Irish Nursing Board requested confirmation of the authenticity of his 

English language education, mailed directly from the Ministry of Health rather than the 

applicant. The Ministry of Health satisfied this unusual request in order to accommodate 

the applicant and his qualification was recognized in 2006–2007. 
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Emigrant medical doctor, neurosurgery specialist: difficulties 
with diploma recognition 

Anna is a 36-year-old Slovak medical doctor. In 2006 she obtained a specialized 

diploma in neurosurgery in Slovakia, a document eligible for automatic recognition 

under amendment C of Directive 93/16/EHS. She worked full-time as a neurosurgeon in 

the hospital in a regional capital city in Slovakia with the intention of joining her husband 

who had opened a private neurology practice in Germany. Having established contact 

with a prospective employer, in 2009 she applied for recognition of her neurosurgery 

diploma. The German Chamber of Physicians questioned her diploma under a new 

directive that came into effect at this time. Anna was asked to confirm the equivalence 

of education according to Article 25 of Directive 2005/36/ES, despite the fact that her 

document was directly cited in an amendment (5.1.2 and 5.1.3). She sought help from 

her competent authority – the Slovak health ministry. The ministry sent an explanatory 

letter to the German Chamber of Physicians and Anna’s qualification was recognized.         

17.4 Dynamics of enlargement

Labour emigration from Slovakia has increased dramatically over the past few 
years. Between 2000 and 2006, the number of Slovak nationals working abroad 
increased from 49 300 to 168 800 (Divinský 2007).

Slovakia was self-sufficient in health professionals before 1989 but is now facing 
significant outflows. Exact figures are not available but Ministry of Health data 
on issued confirmations for practising medicine abroad, as well as European 
Commission data on approved qualifications of health-care professionals in 
individual Member States, show an annual estimated average of 1500 Slovak 
health professionals leaving to work in European countries. This represents half 
of the annual average production of graduates from secondary health schools 
and universities in the observed health professions in Slovakia (see Table 17.6 
below). Even if all these health professionals returned immediately to Slovakia, 
the ageing of existing health-care providers (approaching retirement age) and 
overall ageing of the population (increasing demand for health care) means that 
there would not be enough health professionals to provide full cover in all the 
health services.

Ministry of Health data indicate that Slovak health professionals do not 
need confirmations of equivalency of their education as before. The numbers 
of medical doctors, dental doctors and nurses asking for confirmation of 
equivalency of their education in accordance with EU regulations peaked 
between 2004 and 2006 but since then have tended to decrease (Table 17.5). 
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Some of these reductions may be due to the new dynamics of migration as 
Slovak health professionals do not need proof of equivalence to work in other 
EU countries. European Commission (2007) data indicate that EU Member 
States have become accustomed to Slovak health professionals’ qualifications 
and foreign employers do not always require equivalence confirmations. Slovak 
citizens living abroad thus benefit directly from the free movement of persons 
gained with EU accession while it becomes more difficult for Slovak authorities 
to gain true estimates of outflows. 

Migration trends among Slovak health professionals are likely to slow without 
any government intervention or coordination.  The global financial crisis and 
its impact on all EU Member States in 2009 and 2010 means that health 
professionals who lose their jobs abroad are likely to return home. However, 
it would be premature to draw any conclusions on the number of returning 
health professionals as the relevant data are not yet available. 

17.5 Impacts on health systems

Since accession, the outflow of qualified health professionals from the Slovak 
health system has become a significant social phenomenon with serious 
consequences. 

Table 17.6 shows the weight of the annual average number of equivalence 
confirmations issued by the Ministry of Health proportional to the annual 
average number of graduates in a health profession (column F). Initially, it 
appears that Slovakia is producing sufficient numbers of health professionals 
proportional to its population (column C). However, columns E–G give a clear 
indication of emigration’s potential impact on the health workforce in Slovakia.

Issued confirmations show only migration intentions, and health professionals 
are likely to emigrate without requesting confirmation of equivalence; however, 
when migration is factored in, Table 17.6 highlights that the Slovak system is at 
risk of producing too few new health professionals. Column G shows that this 
is a concern for all main categories of health professionals but particularly for 
nurses. Medical assistants were established as a new profession in 2001 with the 
intention of compensating for the undersupply of new nurses. 

The President of the Chamber of Dental Doctors reports that approximately 
half of the newly graduated young dental doctors at the two Slovak dental 
medical faculties (Ministry of Education unpublished data 2009) emigrate 
for work abroad every year, mostly to the Czech Republic and the United 
Kingdom. This leads to shortages in smaller communities and cities particularly 
(Divinský 2007, SME.sk 2007b). There have been similar sizeable shortages of 
medical doctors, mainly general practitioners, and nurses in Slovakia (Divinský 
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2007). Thousands have emigrated to the Czech Republic, Austria, Germany, 
the United Kingdom and Ireland, driven by factors such as low salaries 
and unfinished reforms. The Association of Slovak Hospitals reports that 
approximately 2000 medical doctors are needed at present and estimates that 
around 100 health professionals are leaving Slovakia every month (Divinský 
2007, SME.sk 2007a). 

Planning must take account of health workforce outflows as they increase the total 
expenditure on health professional education. A sufficient number of graduates 
must be available in order to ensure replacement of these losses, requiring more 
graduates than educational institutions are able to offer. Ministry of Health 
analysis shows that one medical student in Slovakia costs approximately 
€33  000 per year of the university medicine curriculum. Expenditures on 
further specialization training in general medicine are approximately €8000 
per year, a total of €26  000 for three years and three months of training 
(Beňušová 2008). At present, these expenditures are covered by employers and 
the state. Emigration results in destination countries acquiring highly qualified 
workforces without the associated education costs; Slovakia loses both human 
resources and the costs invested in expert education. Further possible negative 
consequences of emigration include decreases in labour productivity and the 
country becoming less attractive for foreign investors (Reichová et al. 2006). 

The many factors influencing migration require simultaneous action on several 
levels to influence the behaviour of health professionals. Current unfavourable 
demographic trends in Slovakia (Government of the Slovak Republic 2009) 
and a lack of qualified specialists impact on the availability and quality of health 
care in different regions. They also pose a potential danger to the continuity of 
health-care provision (including prevention), particularly in some parts of the 
system such as ambulatory health care, public health, emergency medical care 
and mental health care.

17.6 Relevance of cross-border health professional mobility

The previous sections have demonstrated that the magnitude and impact of 
health professional mobiliy is an important issue for the health workforce and 
health systems in Slovakia. However, it is not the only workforce issue that the 
country is currently facing. 

Low incomes are considered to be one of the main reasons why health 
professionals leave the country or their professions. Larger health facilities have 
particular difficulty retaining sufficient health personnel, and decreasing levels 
of staff place a higher burden on remaining personnel, entailing the risk of 
burn-out. Ageing and retirement also diminish a workforce that is reported to 
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be producing too few new graduates to compensate for internal and migratory 
outflows (Buchan et al. 2007).

17.6.1 Education system

The universities are not meeting the increased requirements of the health-care 
system by producing sufficient numbers of health professionals – particularly 
nurses, midwives, physiotherapists, radiological assistants and paramedics. 
Too few candidates are being admitted due to low population growth and low 
interest in joining these physically and mentally demanding professions which 
carry large workloads and risks. Currently, there is no numerus clausus in place.

Slovakia faces the challenge of increasing the productivity of the education 
system without damaging educational quality. Secondary health schools and 
universities must to be able to meet the staffing needs to provide available, 
systematic, professional and quality health care for all citizens. This will need 
to take account of both the changing number of Slovak health professionals 
and current demographic developments. There is some possibility of admitting 
foreign citizens from developing countries to medical studies in Slovakia but it is 
vital to recognize that the basic medical training in third countries is very often 
not compatible with the EU’s minimum educational standards, which apply 
in Slovakia. Also, foreign citizens who complete the medical study programme 
and obtain EU-recognized qualifications may not stay to work in Slovakia. 

For Slovakia, the loss of the migrating health workforce implies increased 
total expenditures on education if there are to be sufficient human resources.  
The same level and quality of education is needed in order to ensure patient 
safety and protection within the provision of health care. This must be taken 
into account in planning as it requires more graduates than present educational 
capacities allow. Demographic trends in Slovakia indicate declining numbers 
of secondary school graduates and, therefore, fewer potential candidates for the 
medical and nursing professions. 

The challenge to produce adequate numbers of health professionals takes place 
within the context of a rapidly and radically changing educational and training 
system. The professional training of nurses, midwives, physiotherapists, 
paramedics and radiology assistants was transferred from secondary schools to 
universities in 1992. University training for medical doctors, dental doctors and 
pharmacists was modified and curricula were accredited to harmonize fully with 
European guidelines. This ensured automatic recognition of qualifications in 
EU Member States as well as better regulation of these professions. Universities 
became legal entities and self-governing institutions under the Ministry of 
Education; only one is operated by the Ministry of Health. Overall, the total 
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number of admitted candidates and graduates does not balance the numbers 
leaving the system on retirement.

17.6.2 Employment perspectives 

Unemployment among graduates of health-related studies is not a factor that 
influences emigrating Slovak health professionals. In 2007, there were 372 
unemployed secondary-school graduates of health-related studies – 1.9% of the 
total number of unemployed graduates of secondary schools (19 134 persons in 
2007) and a negligible proportion of the total number of unemployed people 
(245 253) in Slovakia (Herich 2009). In 2006, there were 86 unemployed 
university graduates in academic health-related studies including general 
medicine, dental medicine, pharmacy, nursing, midwifery and physiotherapy. 
These represented 3.1% of all unemployed university graduates (2771) and a 
negligible proportion of all unemployed people (273 437) in Slovakia (Zvalová 
et al 2007). 

Secondary health schools collect employment data on their graduates that 
provides other valuable information. For example, despite career prospects that 
are already good, factors such as higher pay and better working conditions 
provide incentives for graduates to take higher education courses in health 
studies in order to improve their salaries further or to work abroad. The latter 
means that Slovakia does not receive the returns from this investment in 
education. This was confirmed by a study conducted on a sample of health 
professionals, including recent graduates, leaving Slovakia to work abroad in 
2004–2008 (Beňušová 2007). 

17.6.3 Retirement and demographics

Based on Ministry of Health data, the Ministry of Education’s Operational 
Programme Education reveals that more than 40% of those working in the dental 
profession fall into the retirement or pre-retirement age category. The situation 
is similar for specialist doctors – including pathologists, paramedics, general 
practitioners (for adults as well as for children and adolescents), anaesthetists 
and psychiatrists – and for nurses, midwives and psychologists (Ministry of 
Education 2007).

Table 17.7 shows the numbers of medical doctors, dental doctors and nurses 
approaching retirement age. In 2007, ageing of the health workforce meant 
that those aged over 50 made up 45% (8230) of the total stock (18 219) of 
medical doctors and 62% (1769) of the total stock (2862) of dental doctors. 
Nurses aged over 40 made up 53.48% (18 206) of the 34  040 total stock 
(NHIC 2008a). 
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The legal retirement age is 62 years (Government of the Slovak Republic 2003). 
Shortages in the health workforce and the necessity to attract more candidates 
present an argument for special consideration of the retirement policy for these 
demanding professions. Some of the health professional organizations argue 
that the health professions could be made more attractive by allowing their 
members to retire earlier or through tax cuts.

Slovakia faces major public policy challenges from slowing workforce growth, 
workforce ageing and the economic burden that demographic ageing will 
impose on those of productive age (Šikula et al. 2008).

17.7 Factors influencing health professional mobility

Beňušová (2007) found that admission to education and changes in the system 
or quality of education did not play a significant role in health professionals’ 

Table 17.7  Medical doctors, dental doctors and nurses approaching retirement (natural 
                     persons), 2004–2007

Medical doctors Total age 50+

Natural p. Natural p. %

2004 16 707 6 798 40.69

2005 16 318 7 132 43.71

2006 17 040 7 585 44.51

2007 18 219 8 230 45.17

Dental doctors Total age 50+

Natural p. Natural p. %

2004 2 870 1 571 54.74

2005 2 919 1 667 57.11

2006 2 714 1 637 60.32

2007 2 862 1 769 61.81

Nurses Total age 40+

Natural p. Natural p. %

2004 34 007 16 797 49.39

2005 32 319 16 579 51.30

2006 32 568 17 247 52.96

2007 34 040 18 206 53.48

Sources: NHIC 2005, 2006a, 2007a, 2008a.
Note: Natural p.: natural persons.
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decisions to emigrate. Like the rest of the population, health professionals are 
motivated to migrate by the prospect of improving their own economic status 
(to “make money”) and that of their family (“helping to solve financial and 
housing issues of a family”) (Reichová et al. 2006). 

Reichová and colleagues (2006) found the most significant migration 
intentions in the group of pharmaceutical and medical graduates (8 out of 10 
respondents). These graduates associate employment abroad with professional 
specialization and tend to leave their professions much less than graduates in 
other professions. Analysis of the length of stay abroad shows that medical 
faculty graduates show a tendency to permanent emigration – almost every 
one of those seeking to work abroad was considering permanent migration 
(Reichová et al. 2006).

Nurses mention the improvement of language skills as an incentive for 
emigration. Medical doctors cite discontent with medical supplies and technical 
equipment in their workplace and “low social status”. Nurses also mention these 
two factors but reverse their order of importance (Beňušová 2007). Nurses aged 
41–50 years consider excessive workload to be an important factor (Beňušová 
2007). “Earning money” is a motivating factor not only to leave the country 
(Beňušová 2007) but also to leave the health sector. 

These survey results correspond with the findings of managers of health-care 
facilities, trade unions and professional organizations. Health professionals’ more 
pronounced tendency towards permanent labour migration (Reichová et al. 2006) 
should be taken as a warning signal that the current Slovak health system is not 
attractive for workers and relevant policies are required to improve this situation. 

17.8 Policy, regulation and interventions

17.8.1 Policies and policy development related to health 
professional mobility

The main objective of policies on health professional mobility is to retain health 
professionals through better remuneration; improved social recognition, working 
conditions and education; and the reconstruction of hospital infrastructures. 
The election of a new government in 2006 brought about policy change and a 
move to follow health-sector priorities, including an employment policy based 
on a process of collective negotiations (Government of the Slovak Republic 
1991, 2001). One of the main priorities for health policy is to stabilize and 
restore self-sufficiency in the health workforce in the country.

Policies on human resources for health are based on priorities identified in the 
Details of the Government Manifesto for the Health Sector published in 2006 
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(Ministry of Health 2006b). Government goals for building human resource 
capacity in the 2006–2010 period are explicitly indicated in the elaborated 
document through which, pursuant to Articles 5 and 25, the government aims 
to improve the (financial and moral) evaluation of work and the social position 
of health workers by:

a. introducing amendments to the Labour Code and to the Act on 
Remuneration of Employees in Execution of Work of Public Interest; 

b. implementing a system of moral evaluation of individuals, working groups 
and health-care facilities; 

c. amending all minimum education standards for health workers and 
communication skills training; 

d. making information on ethical committees of self-governing regions and of 
health-care facilities accessible to the general public;

e. developing health education in order to ensure appropriate numbers of 
qualified experts for all health professions;

f. implementing motivation and stabilization measures in order to ensure the 
required number and structure of qualified health workers; and

g. supporting and implementing innovations in the continuing medical 
education of health workers.

The goals specified under (c), (e) and (g) should be achieved by utilizing 
resources from both the European Regional Development Fund (ERDF) and 
the European Social Fund (ESF). These are available to Slovakia until 2013 
(Ministry of Health 2006b).

In cooperation with the European Observatory on Health Systems and Policies, 
in June 2007 the Ministry of Health held a policy dialogue – Planning on 
Human Resources for Health in Slovakia. The objective was to support policy 
development by analysing opportunities and strategies for new approaches to 
planning and new policies of human resources in health to address challenges 
for the health workforce (Buchan et al. 2007).

Spending on health is only 5.26% of the GDP. Such a limited level is a 
major stumbling block for health workforce policies and for fair competitive 
remuneration conditions for health professionals in Slovakia. In 1996, the 
government committed to the establishment of a remuneration system that 
would guarantee doctors salary levels comparable with other sectors. However, 
the lack of financial resources meant that this objective could not be met 
(Buchan et al. 2007).
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Interventions

Over recent years, the Slovak Government has implemented various 
interventions to manage health professional mobility. The measures reflect the 
concerns described in previous sections and focus on the modernization of 
health-care facilities, retention of specialized medical doctors and increasing 
remuneration levels. 

Slovakia has embarked on a programme to make health facilities more attractive 
for patients and the health workforce by reducing inequalities in the distribution 
of resources and technical capacities. Funded by the ERDF’s Operational 
Programme Health, €250 million is being invested in the modernization of 
Slovak health organizations between 2007 and 2013. This should help to 
reduce emigration motivated by outdated or inadequate equipment in many 
large health-care facilities (Ministry of Education 2007, Ministry of Health 
2007b).

According to Ministry of Health data, €125 million were allocated for 24 
health-care facility projects across Slovakia and two technical assistance projects 
(enabling Ministry of Health to implement the Operational Programme 
Health) during the three years (2007–2009) in which the Operational 
Programme Health allowance was implemented. By 31December 2009, 24 
of these projects were in the executing phase. Only 5.01% of the allocated 
resources have been used so far and so the effect of the supported interventions 
is not yet markedly evident. However, publicly available reports indicate that 
this 5.01% has produced 11 720.57 m2 of reconstructed and equipped space 
for the provision of health care in general and specialized hospitals and 660 m2 

for ambulatory care facilities in Slovakia (Ministry of Health 2010). It will not 
be possible to evaluate the impacts on Slovak health professional migration 
until the modernization of the Slovak health-care facilities is complete.

The Operational Programme: Education interventions focuses on the retention 
of specialist medical doctors, aiming to balance the regional differences in 
available workforce capacities in Slovakia and EU Member States. Specialized 
training is funded on condition that the enrolled medical doctors work in 
Slovakia for a specified period of time after successful completion of their 
studies. Those who fail to meet this obligation must repay their EU grant so that 
funding may be used for another specialist. The programme was implemented 
in 2008, with resources amounting to €35.6 million for 2007–2013. However, 
no official data are available on the numbers of specialized doctors trained 
under the scheme (Ministry of Education 2007).

In the three years of implementation (2007–2009), the Operational Programme 
Education has assigned €12.5 million of the €35.6 million allocated to Slovakia 
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(Ministry of Health 2009b) from the ESF (Ministry of Health 2008d). Five 
of the fourteen Operational Programme Education projects implemented had 
been completed by 31 December 2009.

Financial support from the 2008 pilot call initially funded three months of 
a doctor’s specialized training – this was completed by 110 specialist doctors 
(Ministry of Health 2009b). The regions of Nitra, Žilina, Trenčín, Košice and 
Prešov participated in the projects and benefitted from the training of additional 
specialized health professionals, including general practitioners, dental doctors, 
anaesthetists, clinical oncologists, clinical immunologists and allergologists 
(Ministry of Health 2009b). Doctors funded in this way were contracted to 
remain and practise in the territory of the relevant Slovak self-governing region 
for at least one year after completion of their specialization or face sanctions 
(Ministry of Health 2008e). 

Following successful evaluation of the pilot project for medical doctors in 
November 2008, the Ministry of Health announced that the self-governing 
regions (excluding Bratislava) could apply for financial support for specialized 
training for all health professionals, not just selected medical specializations. 
The training period was extended from three months to a maximum of three 
years (Ministry of Health 2008b) and the contractual period for remaining 
and practising in the relevant Slovak region was increased (depending on the 
length of the financial support) to a maximum of five years. All the eligible self-
governing regions have implemented projects based on the second Operational 
Programme Education (Ministry of Health 2009b) but information on the 
number of experts trained was not available at the time of writing – the expected 
deadline is January 2012.

Another important intervention was the increase in salary levels for health 
professionals. The gradual increase of health insurance resources has created 
conditions for an increase in the salaries of health professionals. These were 
backed up by political decisions (Government of the Slovak Republic 2006, 
Ministry of Health 2006b) and strikes among the health workforce.4 These 
were called by the medical trade union (April–May 2006) in order to secure its 
demands before the untimely parliamentary elections in June 2006. The main 
requests included an immediate adequate salary increase for doctors and other 
health professionals and increases in health insurance resources. These requests 
were also supported by other professional associations and health professionals 
from several large and smaller hospitals. 

4 Recorded in various media reports (Loz.sk 2006, SME.sk 2006, Spravy.pravda.sk 2006a, 2006b, Topky.sk 2006).
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Fig. 17.3  Comparison of average monthly salaries of medical doctors and nurses and 
                  average monthly salary in Slovakia (€), 2005–2009 

Source: NHIC unpublished data 2009. 

The average monthly salary of medical doctors was 181.6% of the average 
monthly salary in Slovakia in 2005 but had risen to 214.7% by 2009. Nurses’ 
average salary was 84.6% of the average monthly salary in 2005 and 98.8% 
in 2009 (Fig. 17.3). Between 2005 and 2009, the average monthly salaries of 
medical doctors and nurses had increased by 53.5% and 51.7%, respectively. 
It is possible that improved salaries were a factor in reducing applications for 
equivalence confirmations – an indication that fewer health professionals may 
be intending to emigrate.

The economic crisis will have an impact on the resources available for further 
improvement of health professionals’ working conditions, and, therefore, other 
retention options such as non-financial incentives and housing support will be 
investigated. The impact on emigration or the return of health professionals has 
yet to be evaluated. 

One approach that has not been explored is the export of health services. The 
low prices and comparatively high quality of some health services in Slovakia 
have the potential to attract patients from abroad. Treatments such as dental 
services, cosmetic surgery and balneal services should be promoted in other 
countries and will provide domestic work opportunities for health professionals. 

17.8.2 Workforce planning and development

Human resource policy (including planning) falls under the competencies 
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of health-care facilities. It is partially influenced by funders of health-care 
facilities and trade unions, with the Ministry of Health holding a legislative and 
monitoring role. In legislative procedures, the government collaborates with and 
is advised by professional organizations and trade unions in the health sector 
(Ministry of Health 2006b). Tripartite negotiations also cover human resources 
in health (Government of the Slovak Republic 2007a, 2007b) but Slovakia has 
few experts on this subject. This results in a lack of planning and management 
skills to address issues such as the lack of team work, communication problems 
and the absence of continuing education programmes for human resource 
management in health-care facilities. 

Slovakia has no formal human resources planning mechanism. Universities fall 
under the responsibility of the Ministry of Education but have autonomy to 
determine their own numbers of medical students. Minimum staffing levels 
are not mandatorily defined at hospital level. Further medical education 
(specializations and certifications following university degrees) in the system is 
characterized by a high number of specialties (219). Continuing professional 
education is mandatory in Slovakia but must be self-financed by health 
professionals or by their employers. There is a lack of health management 
training – nearly 25% of hospital managers have had no specific managerial 
training (Buchan et al. 2007). 

A six-month training twinning project was held in 2008. The objective of 
Improvement of Working Time Organisation in the Health Sector was to improve 
the quality and effectiveness of health services through the development of 
human resources in the health sector and to improve the managerial skills 
of hospital managers (Ministry of Health 2008c). A national project for 
training health professionals in effective communication is being prepared for 
consideration. Other projects are being prepared at national, regional or local 
levels concerning the sustainability of health professional education and early 
identification of burn-out syndrome. 

17.8.3 Regulatory frameworks

Despite very low inflows of foreign health professionals, Slovakia has 
implemented the European frameworks for mutual recognition. The 
frameworks offer two possibilities for the status of migrant health professionals 
from EU Member States.

1. Visitor – a person who practises occasionally and on a temporary basis 
(maximum 30 days per calendar year). Subject to notification to the 
Ministry of Health, in accordance with Act No. 578/2004 Coll., paragraph 
30 (Government of the Slovak Republic 2004a, 2004b), which is a 
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transposition of Articles 5–9 of Directive 2005/36/EC on the recognition 
of professional qualifications (European Commission 2007).

2. Settled (established) person – based on the recognition of professional 
qualification for professional purposes pursuant to Directive 2005/36/EC 
on the recognition of professional qualifications (European Commission 
2007). Two ministries share the competences: (i) Ministry of Education 
issues confirmations on the recognition of pre-graduate education, and (ii) 
Ministry of Health issues confirmations on the recognition of diplomas on 
specializations and certificates. 

This process applies the EU principles and rules of the automatic recognition 
of qualification, including acquired rights, as well as the recognition based 
on a general recognition system, including the application of compensation 
mechanisms (Government of the Slovak Republic 2007a). 

Foreign nationals from third countries are not entitled to practise under 
“temporary provision of services”. In addition to recognition of professional 
qualification, third-country nationals require a residency permit issued by the 
Ministry of Interior and a work permit issued by the Ministry of Labour, Social 
Affairs and Family in order to practise. 

International bilateral agreements on the recognition of professional 
qualifications signed by Slovakia apply only for academic purposes. These 
include training, exchanges of experts, participation in international events 
organized in other contracting countries and cooperation between health 
organizations. The Ministry of Health has concluded no bilateral contracts on 
health professional mobility and there are no existing valid contracts on this 
subject. 

17.9 Conclusion

International studies have identified that human resources, including 
professionals and expert capacities, play a crucial role in the success of health 
systems in terms of their outputs, services and impacts. This study has identified 
Slovakia as a source country for health professional mobility, losing considerable 
numbers of qualified health professionals to other EU countries. Between 
May 2004 and April 2007, some 3700 Slovak health professionals applied for 
equivalence confirmations to work in another EU country. However, other data 
sources indicate that this is an underestimate of emigrants as Slovak health 
professionals, especially nurses, do not necessarily need equivalence documents 
for employment abroad. Slovakia is now facing the challenge of staff shortages, 
underproduction of health professionals and a looming demographic trend. 
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Stabilization and re-establishment of the self-sufficiency of the health workforce 
is one of the main priorities for health policy in the country. 

This analysis of health professional mobility in Slovakia indicates the need to 
concentrate on implementing (i) a system of data collection covering regular 
inflows and outflows of health professionals, including different specialties; and 
(ii) regular surveys of motivation for labour migration and for maintaining 
health professionals’ medical practice in order to establish whether retention 
measures are effective. In addition, systematic research on demographic 
and sociological data should be implemented to monitor other factors that 
influence the size and composition of the workforce. Appropriate training and 
the increase of technical capacities to ensure better research and monitoring 
should also be considered. 

There is also a need to enhance short-, mid- and long-term planning at both 
regional and national level. Employers should be supported in their efforts 
to retain existing workforces and even to attract those who have left – better 
remuneration for nurses and other highly qualified staff in health organizations 
is an issue that needs to be addressed. In addition, emigrant health professionals 
working abroad should be recruited to return to work in Slovakia. Overall, 
governance, planning and analysis of human resources for health need to be 
strengthened. A core set of priorities should be identified in order to design an 
action plan on human resources for health for Slovakia. 
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Chapter 18

Addressing shortages: 
Slovenia’s reliance 

on foreign health 
professionals, current 

developments and 
policy responses

Tit Albreht

18.1 Introduction 

For several decades, Slovenia has been an attractive destination country for 
medical doctors and dentists from countries of the former Yugoslavia such 
as Bosnia and Herzegovina, Croatia and Serbia. Three main factors triggered 
considerable inflows to Slovenia: (i) a chronic shortage of health professionals, 
(ii) the numerous opportunities for medical and dental graduates that resulted 
from these shortages, and (iii) an expanding health-care sector at a time of 
significant limitations in several other republics of the former Yugoslavia. 

Slovenia still relies to a large extent on foreign health professionals. In 2008, 
21.8% of all active medical doctors and 22.7% of all dentists were foreign 
trained. Overall, about 80% of all immigrant medical doctors and dentists 
in Slovenia come from three countries in the area – Croatia; Bosnia and 
Herzegovina; and Serbia. There are few data on the inflows and outflows of 
nurses but the limited evidence available suggests that they have lower levels of 
mobility than medical doctors and dentists. 

Slovenia has lacked a sound and long-term human resource policy for health 
care with which to address shortages and other health workforce management 
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and development issues in a coherent manner. However, during the 2000s, 
there have been several attempts to make the workforce self-sufficient by 
educating sufficient numbers of health professionals within Slovenia. Training 
capacity was expanded by opening an additional medical faculty in Maribor 
in 2003 and four additional nursing schools between 2003 and 2008. These 
developments have not yet produced any significant effect on the inflows to 
Slovenia but this is likely to change when the additional domestic production 
has come on stream. 

Data sources and limitations

The main source of data on medical doctors and dentists was the Register 
of Physicians (including medical doctors and dentists) held by the Medical 
Chamber of Slovenia (MCS). The MCS produces data on foreign medical 
doctors and dentists, which, according to their definitions, include those who 
are foreign born, foreign nationals and foreign trained. The data show separate 
numbers for medical doctors and dentists as both professional groups are 
members of the MCS. Most of the data on foreign health professionals fall into 
the categories of foreign trained and foreign born, which include some Slovene 
nationals. 

Registration data are complete, especially for third-country nationals who are 
obliged to comply with the requirements of the Ministry of Health’s registration 
examination. In addition, all medical doctors and dentists practising anywhere 
in the health services (including public health) are required to obtain a licence to 
practise. Licensing is the responsiblity of the relevant professional chambers and 
the completeness of their data depends on the compliance of both individuals 
and providers (summarised at the end of section, in Box 18.1). 

An additional data source is the National Health Care Providers Database 
(NHCPD). All medical doctors, dentists and nurses are enrolled in the NHCPD 
on completion of the registration examination. The NHCPD, therefore, has 
relatively comprehensive coverage, missing only those doctors, dentists and 
nurses who do not pursue careers in their professional fields.

Most of the data on nurses were obtained through the NHCPD and through 
a provider survey. Overall, data on nurses were difficult to obtain as public 
authorization to keep a nursing and midwifery register was granted to the 
Nursing Chamber of Slovenia (NCS) only in 2008. This is currently in the 
verification phase and consequently there is only minimal information on 
foreign nurses based on reliable sources. Hence, for this study, a postal survey 
was used to enquire about foreign-trained nursing professionals in all hospitals 
and primary health-care centres in mid-October 2009. The findings are 
presented in section 18.2. 



513Addressing shortages: Slovenias reliance on foreign health professionals

18.2 Mobility profile of Slovenia

18.2.1 Inflows 

In view of the changing circumstances in surrounding countries, near and 
further away, Slovenia remains a destination country for health professionals 
from other former Yugoslav states. Before independence in 1991, especially 
during the 1970s and 1980s, Slovenia offered possibilities for medical and 
dental graduates to start their careers quickly. By contrast, overproduction 
of medical and dental graduates in other republics of the former Yugoslavia 
delayed the start of their careers – requiring them to work mostly in unpaid 
posts during their internships and then to wait for paid training posts in most 
specialties. Thus, three countries (Bosnia and Herzegovina, Croatia, Serbia) 
became the source of 80% of immigrant medical doctors and dentists. This is 
clearly seen in the structure of foreign health professionals shown by country of 
origin (Tables 18.1–18.4, below). 

Expansion of the capacity of health-care providers caused sudden increases in 
demand for foreign health professionals that required significant immigration. 
These movements were first evaluated quantitatively by Albreht and Klazinga 
(2002). Based on previous projections (Kastelic & Schlamberger 1973, Kastelic 
et al. 1976, Ravnikar et al. 1986), and taking account of the specifics of the 
Slovene health-care system, there were estimates that 5200 medical doctors 
would be needed by 2000. The actual number in 2000 was about 4400 
(National Institute of Public Health 2001). 

Between 1992 and 1995, inflows virtually ceased and some health professionals 
returned to their countries of origin, mostly to Serbia but also to Croatia and 
Bosnia and Herzegovina. More importantly, political unrest prevented the 
movement of potential immigrant health professionals, especially from Croatia 
and Bosnia and Herzegovina, although these migration movements picked up 
quickly when the situation improved. These processes have not been thoroughly 
documented but are based on the observations of health-care managers of main 
hospitals and primary health-care centres. 

The direction of flows reversed in 1995–1996 and immigration started again, 
stimulated by the much improved economic situation in Slovenia as well as 
uncertainties in the source countries. Immigrants were mostly from Bosnia and 
Herzegovina and Serbia, and from Croatia and the former Yugoslav Republic 
of Macedonia to a lesser degree. Today, these countries still provide the highest 
shares among foreign health professionals in Slovenia. However, a more nuanced 
picture emerges when different groups of health professions are examined.
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Medical doctors

Slovenia has relied and still relies to a considerable extent on foreign medical 
doctors. Since 2003, every fifth medical doctor practising in Slovenia has been 
foreign trained, usually in the neighbouring countries – increasing from 17.4% 
of all active medical doctors in 1992 to 22.5% in 2008 (Table 18.1). In absolute 
terms, numbers more than doubled from 608 in 1992 to 1497 in 2008.

The largest shares of medical doctors have come from Croatia, followed by 
Bosnia and Herzegovina, and Serbia. Table 18.2 presents foreign medical 
doctors by country of origin, nationality and place of training. Croatia has 
been the major source country of medical doctors for more than 10 years and 
shows an increasing tendency. Conversely, the numbers of medical doctors 
from Bosnia and Herzegovina show a stabilizing trend from 1992. 

Dentists

Generally, dentists show the same patterns of mobility as medical doctors and 
there are similarly high numbers of foreign dentists – 22.7% in 2008. However, 
the proportion of foreign medical doctors has increased since 1992 while the 
proportion of foreign dentists among all active dentists has decreased slightly 
(Table 18.15 in Annex). 

Table 18.3 shows that most foreign dentists come from Croatia, followed by 
Serbia and Bosnia and Herzegovina. These findings are in line with the results 
on medical doctors.

Nurses

Slovenia appears to be less reliant on foreign nurses than it is on foreign medical 
doctors and dentists – only 24 foreign nurses were registered on the NHCPD 
in 2009. However, the small number is also due to the fact that the NCS did 
not obtain the public authorization to keep a nursing and midwifery register 

Table 18.1  Foreign-trained medical doctors within all active medical doctors in Slovenia,
                     1992 and 2003–2008

1992 2003 2004 2005 2006 2007 2008

Foreign-trained medical 
doctors 608 1225 1293 1335 1407 1450 1497

All active medical doctors 3486 6045 6240 6370 6525 6502 6642

Foreign-trained medical 
doctors in all active 
medical doctors (%)

17.4 20.3 20.7 21.0 21.6 22.3 22.5

Source: MCS unpublished data 2009.
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Table 18.2  Foreign-born, foreign-trained and foreign-national active medical doctors  
                     (stock) in Slovenia,1992, 2000 and 2003–2008 

Status Country 1992 2000 2003 2004 2005 2006 2007 2008

Slovene 
citizens – 
foreign 
trained

Austria 9 15 17 21 21 21 21 21

Bosnia and Herzegovina 3 5 6 6 6 6 6 6

Croatia 76 107 117 119 122 123 123 125

Hungary 4 9 9 9 10 10 10 10

Italy 7 13 17 17 17 21 23 23

Serbia 13 18 20 20 21 21 21 21

Othera 2 2 4 4 4 4 4 4

Total 114 169 190 196 201 206 208 210

Slovene 
citizens – 
foreign 
born

Argentina   2 2 3 5 6 6

Austria 3 5 5 6 6 6 7 7

Bosnia and Herzegovina 17 55 60 60 60 61 61 61

Bulgaria 2 3 4 4 4 5 5 5

Croatia 310 390 403 405 407 411 413 414

Former Yugoslav 
Republic of Macedonia

9 14 18 18 18 19 19 19

Hungary 9 12 13 13 14 14 14 14

Italy 1 3 3 4 4 4 4 6

Russian Federation 1 2 4 5 5 5 5 6

Serbia 97 153 175 176 178 183 184 186

Othera 7 14 20 21 21 21 21 21

Total 456 651 707 714 720 734 739 745

Foreign 
nationals

Bulgaria   3 3 3 4 5 8

Bosnia and Herzegovina 1 16 30 33 37 39 41 45

Croatia 34 81 141 156 161 171 176 183

Former Yugoslav 
Republic of Macedonia

 2 17 19 20 25 27 31

Germany   1 2 4 4 4 5

Italy 1 4 6 6 7 9 11 12

Russian Federation  4 5 5 6 7 7 7

Serbia 1 20 50 67 75 102 119 134

Serbia and Montenegro  14 63 72 73 73 73 73

Slovakia   1 1 7 8 9 9

Othera 1 6 11 19 21 25 31 34

Total 38 147 328 383 414 467 503 541

Source: MCS unpublished data 2009. 
Note: a Countries with fewer than 5 in 2008.
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Table 18.3  Foreign-born, foreign-trained and foreign-national active dentists in Slovenia,
                     1992, 2000 and 2003–2008

Status Country 1992 2000 2003 2004 2005 2006 2007 2008

Foreign 
trained

Bosnia and 
Herzegovina

1 3 3 3 3 3 3 4

Croatia 20 31 34 39 40 40 41 42

Hungary 1 3 3 3 3 3 3 3

Other a 3 4 4 4 4 4 4 5

Total 25 41 44 49 50 50 51 54

Foreign 
born

Bosnia and 
Herzegovina

7 19 20 20 20 20 20 20

Croatia 111 127 133 134 138 139 139 140

Former Yugoslav 
Republic of Macedonia

3 3 3 3 3 4 5 5

Serbia 63 71 73 73 73 73 73 73

Other a 2 3 3 3 3 5 5 5

Total 186 223 232 233 237 241 242 243

Foreign 
national

Bulgaria  1 1 1 3 3 4 7

Croatia 12 24 31 36 37 37 39 39

Former Yugoslav 
Republic of Macedonia

 2 2 3 7 9 9 11

Serbia  2 10 13 15 20 22 25

Other a 0 0 0 0 0 0 1 2

Total 12 29 44 53 62 69 75 84

Source: MCS unpublished data 2009. 
Note: a Countries with fewer than 3 in 2008.

until 2008. This study sought to augment this incomplete information base 
by carrying out a postal survey on foreign-trained nursing professionals in all 
hospitals and primary health-care centres in mid October 2009. Data were 
received from 39 of the 63 primary health-care centres (55% population 
coverage) and from 14 hospitals (50%), including the three biggest hospitals 
that contain about 60% of all hospital beds. The findings are presented in Table 
18.4. Data on yearly inflows are available but, unfortunately, it was not possible 
to compile representative stock data on nurses.

The findings suggest that the highest number of annual inflows occured in 
2000 from Serbia, Bosnia and Herzegovina, Croatia and the former Yugoslav 
Republic of Macedonia. From 2005 to 2008, annual inflows of nurses ranged 
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between 3 in 2005 and 46 in 2006. Overall, annual inflows vary on a relatively 
small scale, particularly in comparison with the inflows of medical doctors and 
dentists.

18.2.2 Outflows

There are no fully reliable data on the actual numbers of health professionals 
leaving Slovenia but it is possible to estimate the phenomenon from indications 
and proxy data. Overall, this suggests that outflows occur to a limited extent. 

Currently, the loss of health professionals to other countries is not severe as 
the estimated numbers are rather low. The largest outflows of medical doctors 
occurred in 2002 and 2005; even so, only around 1% of all medical doctors and 
dentists submitted requests for bona fide statements to the MCS in the period 
1999–2007 (see Table 18.12 & Table 18.17 in the Annex). Data provided by 
other countries also indicate that Slovene medical doctors showed a low interest 
in emigration. 

The same findings were reported for nurses. Nurses rarely studied abroad and so 
the mobility of this category of health professions would be minimal. The same 
would apply to pharmacists.

Table 18.4  Countries of origin of foreigna nursing professionals in Slovenia, 1992, 2000 
                     and 2005–2008

1992 2000 2005 2006 2007 2008 Total

Austria 0 0 0 4 0 0 4

Bosnia and Herzegovina 0 22 2 21 9 3 57

Canada 0 1 0 0 0 0 1

Croatia 3 20 0 6 4 8 41

Former Yugoslav Republic of 
Macedonia

0 12 0 3 1 1 17

Germany 0 3 1 2 1 2 9

Hungary 0 0 0 0 0 1 1

Ireland 0 1 0 0 0 0 1

Montenegro 0 4 0 0 0 1 5

Serbia 2 24 0 7 6 9 48

Switzerland 0 0 0 3 0 0 3

Ukraine 0 0 0 0 0 1 1

Total 5 87 3 46 21 26 188

Source: Survey of public providers of health care – primary health-care centres and hospitals, October 2009. 
Note: a Foreign nationals and foreign trained.
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Box 18.1  Registration regulations and procedures in Slovenia

All health professionals are required to comply with the national registration regulations. 

Graduates of medical and other university-level health schools must pass a registration 

examination, normally taken after internship. This is organized by the Ministry of Health, 

which issues certificates to successful candidates. Registration examinations are a 

requirement for graduates who are third-country nationals (except citizens of countries 

of the former Yugoslavia who had completed their registration requirements anywhere 

on its territory prior to 25 June 1991)1 but not for EU citizens. 

In addition, all medical doctors and dentists practising anywhere in the health services 

(including public health) are required to obtain a licence to practise. The responsibility 

for these licences lies with the MCS, which is required to maintain a register of all 

medical doctors and dentists under the terms of the Medical Services Act (Republic of 

Slovenia 1999). Foreign nationals from third countries applying for licences in Slovenia 

are required to produce their registration details from the country of origin. These 

include their full programme of specialty training, which is scrutinized by the specialty 

training commission of the MCS. The MCS has three options: (i) full recognition of the 

specialty training in the country of origin, (ii) part recognition of the specialty training in 

the country of origin, and (iii) imposition of additional requirements. The last are clearly 

defined and candidates are required to meet these specifications or they will be refused 

approval of their specialty training in the country of origin. 

Dentists are granted a licence after completing a one-year internship. Licences must 

be recertified every seven years, based on evaluation of continuing medical education. 

Nurses who passed the registration examination used to register with the Ministry of 

Health but since 2008 this ministry has empowered the NCS similarly to the respective 

medical and pharmacists chambers. However, it will take some time before the process 

of licensing is fully implemented. 

18.3 Dynamics of EU enlargement

Given the deficits in the numbers of medical doctors and nurses in Slovenia, 
it was hoped that health professionals from other EU accession countries 
would have greater interest in migrating, particularly from those countries with 
GDPs below 80% of the EU average. This has not materialized – there are 
individual cases of health professionals opting to enquire about the possibilities 
of employment in Slovenia but these have never reached significant dimensions 
(see Tables 18.2–18.4). 

1 Date when Slovenia became independent.
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Salaries and general incomes in Slovenia still lag behind those of Austria and 
Italy as well as some more distant Member States and are the most likely reason 
why citizens of other EU countries tend not to move to Slovenia. This is seen in 
their comparatively low numbers within all foreign practising medical doctors 
and dentists, especially in comparison with the numbers of the same categories 
of professionals migrating to Slovenia from third countries. However, there 
are growing numbers of EU nationals among all foreign medical doctors and 
dentists – their share has risen gradually from below 8% to roughly 20%.  
This is a result not only of a growth in the absolute number of health professionals 
from the EU but also to a decline in the number of health professionals from 
third countries.

There was some expectation that Slovene doctors, dentists and nurses would 
move to other (mainly old) EU Member States. Around 1% of all medical 
doctors and dentists have sought bona fide papers to seek employment in other 
EU Member States (see Table 18.12, below and Table 18.17 in the Annex). 
Data from the destination countries2 show a growth in the numbers of Slovene 
medical doctors emigrating to Austria (4 in 2003, 10 in 2007), Germany (11 
in 2003, 28 in 2007), Italy (0 in 2003, 6 in 2007) and the United Kingdom (8 
in 2003, 19 in 2007). Dentists moved only to Austria (13 in 2003, 15 in 2007) 
and Germany (0 in 2003, 4 in 2007); nurses moved only to Austria (9 in 2003, 
43 in 2007). Overall, these numbers are in line with the numbers of Slovene 
health professionals who registered interest in practising abroad.

Slovene health professionals did not leave Slovenia in larger numbers after 
accession. Most of the emigrating health professionals went to neighbouring 
countries and the United Kingdom but never exceeded 1% of the total 
workforce in Slovenia. The proportions of nurses who emigrated were even 
lower.

18.4 Impacts on health systems

Given the share of foreign medical doctors and dentists among all practising 
health professionals in Slovenia, it is clear that foreign-trained and foreign-born 
doctors represent an important addition to the domestic health workforce.  
It was not possible to analyse the structure of foreign health professionals by 
region or at the provider level, but the NHCPD shows a rather clear picture 
of foreign professionals taking up posts in certain underserved areas in north-
eastern Slovenia, especially at the primary care level. This conclusion cannot be 
substantiated by a structured analysis but may be drawn from the geographical 
distribution of immigrant health professionals. Typically, these are concentrated 

2 See Chapters 3, 8, 9 and 11.
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in the major clinical centres, in smaller regional hospitals and in primary care 
settings in demographically challenged areas.

Inflows of medical doctors, dentists and nurses were officially incorporated 
into the health reform proposed in 2003 (Keber et al. 2003). It is clear that 
Slovenia relies on incoming health professionals to a considerable extent for the 
continued functioning of its health-care system, both in terms of occupying all 
the available posts and in assuring good geographical distribution and physical 
access to health services.

18.5 Relevance of cross-border mobility 

More than one-fifth of currently licensed and practising medical doctors 
and dentists are either foreign citizens or foreign graduates; therefore, cross-
border mobility is an important contributor to the health workforce balance 
in Slovenia. The age structure of the immigrant medical doctors shows that 
most migrated to Slovenia prior to 1992. It is known that the number of 
foreign-trained, foreign-born and foreign-national medical doctors was already 
of considerable scale in 1992, because they were required to register with the 
MCS in order to obtain a valid licence to practise (Table 18.5). 

Immigration before 1992 was mainly driven by long waiting times for different 
career posts in other parts of Yugoslavia, while the later wave was of a new type, 
driven particularly by the career development and employment opportunities 
for medical doctors from other countries of the former Yugoslavia. These doctors 

Table 18.5  Foreign-trained medical doctors and dentists among all active and practising
                     medical doctors and dentists in Slovenia

Foreign-trained Sex Percentage

1992 2000 2003 2004 2005 2006 2007 2008

Medical doctors Male 20.8 22.1 25.2 25.7 26.2 27.0 28.0 28.2

Female 14.2 14.3 16.2 16.7 16.8 17.3 17.9 18.2

Total 17.4 17.8 20.3 20.7 21.0 21.6 22.3 22.5

Dentists Male 31.6 27.3 26.0 26.1 26.5 26.7 26.5 26.6

Female 23.5 20.6 20.3 20.6 20.7 20.7 20.4 20.3

Total 26.6 23.1 22.5 22.7 22.9 23.0 22.7 22.7

Total share of foreign 
medical doctors and 
dentists

Male 22.5 22.9 25.4 25.7 26.3 26.9 27.8 27.9

Female 16.3 15.6 17.0 17.5 17.6 18.0 18.5 18.7

Total 19.2 18.8 20.7 21.1 21.3 21.8 22.4 22.6

Source: MCS unpublished data 2009.
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sought to move from areas of chronic overproduction of medical doctors and 
dentists to start or base their careers in Slovenia.

The demographic structure of some key categories in Slovenia’s health workforce 
is rather unfavourable as growing proportions of health professionals are over 
55 years of age. In practical terms, this means that 30% of all practising medical 
doctors, almost 40% of all practising dentists and around 25% of all practising 
registered nurses are due to retire over the next 10 years (National Institute of 
Public Health 2009). This is unlikely to cause a problem with the supply of 
nurses as several new nursing schools are already in operation and, given the 
duration of these courses, it is estimated that any shortages will be met within 
the next five to seven years.

18.5.1 Educational system

A numerus clausus is in place for all key categories of health professionals 
(medical doctors, dentists, nurses, pharmacists). First introduced in 1962 for 
Slovenia’s only medical faculty, the numerus clausus is now defined separately 
and applied to each of the two medical faculties and all the other health science 
faculties in the country. The government is required to justify and obtain 
parliamentary approval for the numerus clausus every year. Table 18.6 shows the 
numbers of new admissions to medical, dental and nursing studies and Table 
18.7 the numbers of graduates in these three studies. 

Table 18.6  New admissions to medical, dental and nursing studies in Slovenia, 
                     2006–2008

2006 2007 2008

Medical students 333 305 298

Dentistry students 64 66 64

Nursing students 319 396 473

Sources: Health Statistics Annuals of the respective years. National Institute of Public Health.

Table 18.7  Numbers graduating in medical, dental and nursing studies in Slovenia, 
                     2005–2007

2005 2006 2007

Medical graduates 162 128 174

Dentistry graduates 33 42 42

Nursing graduates 154 192 204

Sources: Health Statistics Annuals of the respective years. National Institute of Public Health.
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Slovenia imposes no costs for studying at any secondary- or tertiary-level 
education, which is part of the network of national education providers.  
No official figures are available on attrition rates but, historically, attrition rates 
for health professional studies have rarely exceeded 5% (unpublished data from 
medical faculties and nursing schools 2009).

There are few foreign-national students in Slovenia. Official data for the 
2007–20083 academic year show that the Faculty of Medicine, University of 
Ljubljana had 31 foreign-national students, less than 0.2% of a total of 1622 
students. The Faculty of Pharmacy had 24 foreign-national students in a total 
of 930 (2.6%) and the Faculty of Health Sciences had 59 foreign students in a 
total of 1095 (5.4%). 

For many years there were serious imbalances between the number of health 
professionals graduating from the different university programmes and the 
actual needs of the health system. Many efforts to overcome this situation 
resulted in the following developments:

•	 opening of a second medical faculty in Maribor;

•	 establishment of new nursing schools in Jesenice, Novo mesto, Celje, 
Slovenj Gradec and Murska Sobota (joining those in Ljubljana, Maribor 
and Izola); and

•	 increasing uptakes in the two medical faculties – from 150 in the mid 1980s 
to 280 in recent years.

There have been substantial changes in the educational system for nurses, 
especially during the 1980s, and a number of structural changes are still 
ongoing. Until 1984 Slovenia followed a system of vocational and post-
secondary education in nursing care. Vocational education consisted of a four-
year course composed of about two years of general education (similar to that 
in high schools) and two years of practical training on the wards. Pupils who 
completed this programme would obtain the title of middle nurse. There was a 
similar programme of midwifery. Post-secondary education was established in 
two schools for nursing in Ljubljana and Maribor. Successful graduates of the 
two-year course gained the title of higher nurse, reflecting the school’s status 
(Higher School for Nursing). 

In 1984, a reform of studies brought significant changes to this system. Vocational 
training for all nursing professionals was integrated in a programme for health 
technicians. Midwifery at the secondary, vocational level was abolished as it 
was intended that nursing would be an integral service, including the tasks of 
these midwives. However, a special study programme – the gynaecological-

3 Source: http://www.uni-lj.si , accessed 5 July 2009.

http://www.uni-lj.si
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obstetrical track – was established in the 1990s, effectively representing the 
“silent” return of midwifery as a separate professional group, this time at the 
tertiary educational level. 

Post-secondary education experienced the most profound changes during the 
1990s:

•	 introduction of a three-year post-secondary education in nursing – aiming 
to upgrade educational levels to achieve more competencies and greater 
responsibility and thus a better position in the system; and

•	 gradual expansion of study programmes and establishment of new nursing 
schools in response to chronic shortages of nurses throughout the 1990s 
and 2000s.

EU regulation of nursing professionals reinforced this process. This also 
marked the clear distinction between nurses (graduates of nursing schools) 
and health technicians (graduates of vocational schools). These conformations 
affected nurse mobility from countries that had not yet reformed their nursing 
studies, namely Bosnia and Herzegovina and Serbia, as nurses with incomplete 
graduate education (non-compliant with the EU regulation on regulated health 
professionals) cannot apply for first time registration in Slovenia.

18.5.2. Deficits of health professionals

Slovenia has faced a deficit of health professionals over decades. In the 1920s 
and 1930s there was only one medical faculty in Ljubljana and this covered 
only the first three years of studies. A complete medical faculty was formed in 
1945 but it was not until 2003 that a second medical school was established in 
Maribor. There were oscillating numbers of medical doctors and dentists in the 
1960s and 1970s and intense expansion in the number and capacity of providers 
(especially primary health-care centres) in the 1970s and into the 1980s. All 
these changes occasionally exposed the fragility of human resource planning 
in Slovenia – the numerus clausus restricted the number of students admitted 
to medical, dental, nursing and pharmacy studies but the resulting number of 
graduates did not meet these growing needs. The most dramatic example was 
the sudden shortage of 300 medical doctors4 that arose on completion of the 
University Medical Centre in Ljubljana in 1973. Medical doctors from other 
parts of Yugoslavia were invited to fill these gaps. 

The failure to take account of the health systems’s reliance on inflows of foreign 
health professionals was particularly important in the 1970s and in the early 
1980s (Albreht 1999, Albreht & Klazinga 2002) as military conflicts in other 
4 Official estimate by the Secretariat for Health and Social Care (effectively Ministry of Health in Slovenia) in internal 
reports from 1973.
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countries of the former Yugoslavia halted the inflows of medical doctors, 
dentists and nurses almost instantly. These types of shortages continued on 
a smaller scale but were slightly obscured as the economic crisis of the 1980s 
required a slower pace of health-care growth. The problem was exacerbated by 
the new requirements for the registration of medical doctors and dentists from 
1992 and, in the late 1990s and early 2000s, these deficits became evident in 
overt problems such as shortages of staff for on-call services and duties and 
difficulty filling general medical posts. In response a number of new schools 
were opened for medical doctors and nurses. 

Annual decisions on the number of admissions were based mostly on the 
retrospective impression of needs. The health reform proposal of 2003 (Keber 
et al. 2003) indicated that there could be a need to import health professionals 
but no formal policy has been introduced. One study (Albreht 1999) shows an 
imminent deficit of medical doctors in the following 10 to 15 years. In addition, 
Svetina (2007) presents a 40-year curve showing a dissonance between the cycle 
of the number of students admitted and the needs for medical doctors and 
dentists. This shows a 12-year cycle which oscillates in the shape of a sinusoid 
curve.

18.5.3 Demographic change

Slovenia’s health workforce faces another major challenge from a rapidly 
developing demographic transition. The rapid growth in the number of older 
people will affect all types of health professionals but is particularly important 
for nursing professionals and within chronic disease management. This will 
add to the existing pressures resulting from the changing pattern of hospital 
treatments. The average length of hospital stay has reduced by 40% since the 
early 1990s (National Institute of Public Health, various years), resulting in 
patients leaving hospitals less fully recovered. In addition, there are shortages of 
nurses in certain fields such as care of the elderly, chronic disease and palliative 
care for patients with terminal illness (Filej et al. 2001, Zorec et al. 2001). 

18.6. Factors influencing health professional mobility

18.6.1 Inflows

Higher salaries are the main reason why foreign health professionals move to 
Slovenia. In 2008, a specialist’s average monthly salary was €1200 in Croatia 
(Metro-portal.hr 2008) and reached €750 in the Republic of Srpska in Bosnia 
and Herzegovina (Ekapija 2010). In 2009, a specialist’s average salary was 
around €1000 per month in Serbia (Republic Institute for Health Insurance 
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2010). A specialist’s net monthly salary is between €1600 and €3000 in Slovenia, 
resulting from the development of an increased gradient in the economic power 
of the former member countries of the Yugoslav federation over the last few 
years. 

Anecdotal information and some reports from health-care providers indicate 
that two key issues caused foreign health professionals to leave employment 
in Slovenia. Firstly, personal circumstances – mainly difficulties with basic 
living arrangements such as moving to Slovenia and buying property. Secondly, 
incomes may be high in comparison to other countries of the former Yugoslavia 
but the remaining gradient in salaries between Slovenia and older EU Member 
States makes it likely that many ambitious career-oriented health professionals 
will move to those countries. Some may seek to stay in Slovenia only in order 
to obtain the right to free movement. 

18.6.2 Outflows

Three main motivational factors appear to drive Slovene medical doctors to 
seek employment abroad. Firstly, the possibility of earning higher salaries.  
In 2009, gross annual salaries for medical doctors and dentists in Slovenia were 
between €50 000 and €70 000. This compares with €142 000 in Germany 
in 2007 (Krankenkassen Deutschland 2010); €78 700–147 000 in Austria in 
2006 (OE24.at 2008) and €62  000 in Italy in 2000 (Barham & Bramley-
Harker 2004). Secondly, the possibility of professional development in fields 
which either do not exist or are difficult to enter in Slovenia. Thirdly, specific 
research interests that can only be carried forward in the appropriate setting.

In the absence of any previous surveys on medical graduates’ potential interest 
in moving to other countries, a self-administered questionnaire was applied 
for the purpose of this study. The survey was carried out in 2009 among fifth-
year students at the Faculty of Medicine of Maribor. Out of the 58 enrolled 
students, 45 participated in the survey (77.6%). Of these, 69% were females 
and the average age was 24 years. The most important reported drivers for 
working in another country were having few possibilities to specialize in their 
preferred specialty (29%), the chance to earn more than in Slovenia (22%), and 
the desire to live and work in another country (22%). The three most preferred 
destination countries are all outside Europe – Australia, the United States and 
Canada. The United Kingdom was the most popular European country but was 
ranked fourth, with around 60% of Canada’s score. Other countries of interest 
included Germany, Austria, Spain, Switzerland, Sweden and the Netherlands. 
The most important factors stimulating these decisions were the possibility 
to develop professionally, to specialize in a preferred specialty and to achieve 
higher salaries.
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18.7. Policy, regulation and interventions

18.7.1 Policies and policy development on health professional 
mobility

Between 1990 and 2000, there was no active policy to attract health 
professionals to work in Slovenia, partly because of the general opinion that 
any shortages were only temporary. Growing shortages of medical doctors and 
nurses between 2000 and 2004 led the Ministry of Health to announce its 
intention to recruit foreign medical doctors, nurses and some other categories 
of health professionals. This never materialized, partly because of diverging 
views on this topic among the key actors (Ministry of Health, Health Insurance 
Institute of Slovenia, professional chambers) and partly because of insufficient 
interest among foreign health professionals. Since then, there has been no 
national strategy or policy to attract foreign health professionals or to establish 
incentives for working in Slovenia. There is less difficulty in securing adequate 
numbers of pharmacists as this faculty has anticipated prospective needs during 
the last 15 to 20 years.

As mentioned above, the different key actors hold rather divergent positions. 
The Health Insurance Institute is the main financier of compulsory health 
insurance and thus (indirectly) the principal employer in Slovene health 
care. This organization is reserved about expanding the numbers of health 
professionals and is very conservative about increasing salaries in a system that 
is already facing overall medical inflation from challenges such as the financial 
crisis, demographic transition, the changing pattern of morbidity and new 
health technologies. 

18.7.2 Workforce planning and development

Workforce planning in health care is implemented through the policies of the 
Ministry of Health, the respective professional chambers and, to some extent, 
the Ministry of Higher Education. The latter consults with other ministries 
on the proposed numbers of students admitted to different university studies  
and the numerus clausus. Policies of individual faculties may vary as they may 
identify certain deflections from these limitations imposed through the numerus 
clausus. Foreign nationals working in Slovenia have not always been properly 
accounted for within the planning process. In the early 1990s, their input was 
minimized and led to underestimations of their contribution. A more consistent 
picture has been developed through different workforce studies, estimates and 
projections.

There have been several attempts to make Slovenia self-sufficient, the most 
important resulting from the realization that foreign health professionals would 
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not be capable of overcoming all the deficits in Slovene health care (Albreht 
2002, 2005). This started intense activities to enlarge the capacity for health 
professional education in Slovenia in order to achieve self sufficiency. 

Only two models have so far been used to forecast the supply and demand of 
health professionals: (i) demography of the population within an individual 
profession, and (ii) a simple equilibrium model that takes account of the present 
number of health professionals. Projections in the 1990s and early 2000s 
worked on the underlying assumptions that it was necessary only to replace 
those health professionals who were leaving health care through retirement, 
incapacity or by moving to a different profession. 

Using demography of a given profession as the key determinant implies that 
the supply and demand for that profession are balanced and the needs for 
its services are well covered. However, this is not substantiated in any study. 
Similarly, use of the equilibrium concept implies that numbers are balanced 
and that the system does not need to grow further.

18.7.3 Mutual recognition of diplomas in the EU

Directive 2005/36/EC on the mutual implementation of diplomas (European 
Parliament and Council of the European Union 2005) is fully implemented in 
Slovenia for citizens of EU Member States who qualified in their country of 
origin. The responsible authority is the Ministry of Labour, Family and Social 
Affairs. No significant problems have been reported to the Ministry of Health 
or to the respective professional chambers. 

18.7.4 Bilateral agreements

The main bilateral agreement concerning health professional mobility was 
signed between the Socialist Federal Republic of Yugoslavia and the USSR 
(Government of the Socialist Federal Republic of Yugoslavia 1989). Together 
with the adoption of rules regarding the mutual recognition of degrees between 
the countries of the former Yugoslavia, this agreement ensures automatic 
recognition of the degrees of all graduates from the former USSR and from the 
area of the former Yugoslavia who graduated before 25 June 1991. However, 
once recognition has been formally established, health professionals must 
complete the licensing procedure of the MCS or the relevant professional 
chamber. 

The main aim of this bilateral agreement was to enable health professionals 
to move freely between the countries and facilitate access to the wider labour 
market. This agreement will become less important and less relevant as the 
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system becomes dominated more and more by new generations of health 
professionals who will be subject to the same requirements as any third-country 
national.

18.7.5 Third-country health professionals

Candidates from third countries without a bilateral agreement face a lengthy 
administrative procedure. This requires them to state clearly their professional 
interests and accept any additional educational, practical and technical 
requirements, which are often time consuming. While the degree itself may 
have been recognized, the MCS may prescribe in specific detail which part 
of the previous training cannot be recognized. Recognition of these degrees 
is handled by the Ministry of Higher Education (administration) and the 
respective faculties (academic criteria and evaluation), but issuing of a licence 
depends solely on the evaluation of a candidate’s previous training and actual 
professional capacity. 

18.7.6 Specific interventions and managerial tools

There are no specific interventions and/or managerial tools in place to manage 
health professional mobility. On occasions, individual providers (for example, 
hospitals and primary health-care centres) actively search for available health 
professionals.

18.8 Political force field of regulating and managing 
health professional mobility

The political force field regulating and managing health professional mobility 
is a reflection of the overall health professional regulatory system. Slovenia 
opted for a decentralized system by empowering independent professional 
associations – the chambers (Zbornice). These regulate all the affairs concerning 
the professional pathway of the regulated health professions except for the state 
registration examination for medical doctors and dentists. This remains the 
responsibility of the Ministry of Health. 

Around 70% of all medical doctors, 45% of all dentists and 80% of all nurses 
still work in the public sector and, therefore, the regulation of the salary system 
is an important factor that can impact on the political force field. The setting 
is largely dependent on the formation of the government at any one time as 
Slovenia’s political arena is rather fragmented. Given that the government is 
usually composed of four political parties with a range of political affiliations, a 
compromise is the usual outcome. 
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The MCS is interested in maintaining tight control over the registration and 
licensing criteria for any medical doctors or dentists wishing to pursue careers 
in active medical or dental service in Slovenia. It does not object to importing 
professionals but is reluctant to modify the recognition and certification 
procedures and criteria as suggested in the health reform proposal in 2003.  
The NCS is similarly keen to retain the rather restrictive policies as there have 
been uneven developments in the education of nursing professionals across 
south-eastern Europe. 

The Ministry of Health and the respective professional chambers influence 
the regulation and management of health professional mobility. The former 
determines the incentives for health professionals in terms of salaries; the latter 
act as licensing and, to some degree, registration authorities. Their preferences 
particularly affect third countries as they have autonomy in setting the rules 
for licensing and registration and, therefore, can significantly influence inflows 
from these countries. This is particularly relevant for Slovenia as the large 
majority of immigrating health professionals come from third countries. 

It is likely that the Ministry of Health would favour larger inflows of foreign 
health professionals, given that there are serious current deficits in the key 
health professional groups – medical doctors, dentists and nurses. Yet, there is 
a rather restrictive policy on potential immigration from third countries, which 
is defended on the grounds of maintaining good educational and training 
standards. This often results in rather lengthy procedures (6–12 months or 
more) during which candidates are unable to work in their profession and, 
therefore, require resources to cover that period. The effects are evidenced in the 
decline of interest among medical doctors from countries of origin that have 
been major sources. 

18.9 Conclusion

Slovenia is a country that depends to a considerable degree on foreign medical 
doctors and dentists but has been more successful in securing adequate numbers 
of nursing professionals. In the past, filling up all medical and dental workplaces 
was only achieved through flows of professionals within the former Yugoslavia. 
This was not properly recognized in the transition to independent state and in 
the first decade of its existence and has led to overt deficits. 

With almost a quarter of all medical doctors and dentists coming from abroad, 
Slovenia is a destination country for health professionals from the area of the 
former Yugoslavia and elsewhere in the Balkans. A similar structure in the 
countries of origin of the immigrant population can be seen for nurses.
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Slovenian health professionals have not yet moved to other countries in larger 
numbers. This is an encouraging trend but the reasons for it still need to be 
explored. There appears to be a significant proportion of medical students who 
are interested in moving to other countries if better professional and research 
opportunities arise. Most would move to non-European countries. 
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Table 18.8  Numbers, specializations and percentages of foreign-trained newly registered
                     medical doctors (flow data), 2003–2008

2003 2004 2005 2006 2007 2008

Foreign newly registered medical doctors 
(yearly inflows)

90 68 42 72 43 37

Foreign newly registered among all active 
foreign medical doctors (%)

7.3 5.3 3.1 5.1 2.9 2.5

All active medical doctors 6045 6240 6370 6525 6502 6642

All active foreign medical doctors (stock) 1226 1294 1336 1408 1451 1497

Specializations of newly-registered medical 
doctors

Anaesthesiology, reanimatology and 
perioperative intensive medicine

6 2 4 2 2 2

Abdominal surgery 0 0 0 0 0 0
Dermatovenerology 1 0 1 1 0 3
Family medicine 5 0 1 0 1 0
Physical and rehabilitation medicine 1 1 1 0 0 0
Gynaecology and obstetrics 2 1 2 0 0 0
Infectious diseases 0 0 1 0 0 1
Internal medicine 4 2 4 4 4 1
Public health 1 0 0 0 0 1
Clinical microbiology 1 0 2 1 0 0
Maxillofacial surgery 0 0 0 0 0 0
Occupational medicine and medicine of traffic 
accidents and sports

2 0 0 0 0 1

Neurosurgery 1 0 0 0 0 0
Neurology 1 0 0 1 1 1
Neuropsychiatry 0 0 0 0 0 0
Nuclear medicine 1 0 0 0 0 0
Ophthalmology 1 2 1 3 0 0
Oncology with radiotherapy 0 0 0 0 0 1
Orthopaedic surgery 1 0 0 0 0 1
Ear, nose and throat 1 1 2 0 0 0
Pathology 1 0 0 1 0 1
Paediatrics 3 2 1 1 2 0
Plastic, reconstructive and aesthetic surgery 0 0 0 0 0 0
Pneumology 1 0 0 1 0 0
Psychiatry 1 0 0 0 2 2
Radiology 1 1 0 0 2 0
Forensic medicine 0 0 0 0 0 0
General surgery 3 2 0 1 0 2
Transfusion medicine 0 1 0 0 0 0
Urology 1 0 1 2 0 0
General practice 50 53 21 54 29 20

Source: MCS unpublished data 2009.

Annex
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Table 18.9  Numbers and percentages of medical doctors returning to Slovenia after 
                     practising abroad, 2003–2008

2003 2004 2005 2006 2007 2008

All returning medical doctors 12 10 13 12 7 3

Returnees as proportion of all active 
medical doctors

0.2 0.2 0.2 0.2 0.1 0.1

All active medical doctors 6045 6240 6370 6525 6502 6642

Source: MCS unpublished data 2009.
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Table 18.10  Foreign-trained medical doctors working as medical doctors in Slovenia 
                       (stock), by specializations, 1992 and 2003–2008

1992 2003 2004 2005 2006 2007 2008

Foreign-trained medical doctors 608 1225 1293 1335 1407 1450 1497

Foreign-trained among all active 
medical doctors (%)

17.4 20.3 20.7 21.0 21.6 22.3 22.5

All active medical doctors 3486 6045 6240 6370 6525 6502 6642

Specializations of foreign-trained 
medical doctors:        

Anaesthetics, reanimatology and 
perioperative intensive medicine

41 79 81 85 87 89 91

Abdominal surgery  1 1 1 1 1 1

Dermatovenerology 6 17 17 18 19 19 22

Family medicine 84 135 135 136 136 137 137

Physical and rehabilitation medicine 21 33 34 35 35 35 35

Gynaecology and obstetrics 46 75 76 78 78 78 78

Infectious diseases 2 4 4 5 5 5 6

Internal medicine 54 87 89 93 97 101 102

Public health 7 13 13 13 13 13 14

Clinical microbiology 2 6 6 8 9 9 9

Maxillofacial surgery  2 2 2 2 2 2
Occupational medicine and medicine of 
traffic accidents and sports

46 61 61 61 61 61 62

Neurosurgery 1 4 4 4 4 4 4

Neurology 5 10 10 10 11 12 13

Neuropsychiatry 8 11 11 11 11 11 11

Nuclear medicine  1 1 1 1 1 1

Ophthalmology 11 27 29 30 33 33 33

Oncology with radiotherapy  0 0 0 0 0 1

Orthopaedic surgery 9 16 16 16 16 16 17

Ear, nose and throat 13 21 22 24 24 24 24

Pathology 2 10 10 10 11 11 12

Paediatrics 47 74 76 77 78 80 80
Plastic, reconstructive and aesthetic 
surgery

2 2 2 2 2 2 2

Pneumology 1 4 4 4 5 5 5

Psychiatry 19 43 43 43 43 45 47

Radiology 27 40 41 41 41 43 43

Forensic medicine 3 4 4 4 4 4 4

General surgery 53 83 85 85 86 86 88

Transfusion medicine 4 8 9 9 9 9 9

Urology 6 11 11 12 14 14 14

General practice 88 343 396 417 471 500 529

Source: MCS unpublished data 2009.
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Table 18.11  Sex and mean age of foreign-trained medical doctors in comparison with all 
                        medical doctors in Slovenia, 1992 and 2003–2008

1992 2003 2004 2005 2006 2007 2008

Foreign-trained

Male 356 691 724 744 778 791 805

Female 252 535 570 592 630 660 692

Total 608 1226 1294 1336 1408 1451 1497

All medical doctors

Male 1709 2737 2819 2839 2886 2820 2850

Female 1777 3308 3421 3531 3639 3682 3792

Total 3486 6045 6240 6370 6525 6502 6642

Female medical doctors (%)

Foreign-trained 41.5 43.6 44.1 44.3 44.7 45.5 46.2

All 50.9 54.7 54.8 55.4 55.8 56.6 57.1

Mean age – foreign-trained (years) 44 49 50 51 51 52 52

Male 45 52 52 53 53 54 55

Female 41 47 48 48 48 49 49

Source: MCS unpublished data 2009.

Table 18.12  Medical doctors applying for diploma verification to work in EU Member 
                       States (including specializations), 2003–2008

2003 2004 2005 2006 2007 2008

Medical doctors applying for diploma 
verification 

29 29 40 47 51 65

Applicants for verification among all medical 
doctors (%)

0.5 0.5 0.6 0.7 0.8 0.9

All active medical doctors 6045 6240 6370 6525 6502 6642

Source: MCS unpublished data 2009.
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Table 18.13  Foreign-trained newly registered dentists (including specializations), 
                        2003–2008

2003 2004 2005 2006 2007 2008

Foreign-trained newly registered dentists 9 15 14 11 8 12

Foreign-trained newly registered among all active 
foreign-trained dentists (%)

2.8 4.5 4.0 3.1 2.2 3.2

All active dentists 1418 1472 1520 1562 1615 1676

All active foreign-trained dentists 319 334 348 359 367 380

Source: MCS unpublished data 2009.

Table 18.14  Numbers and percentages of dentists returning to Slovenia after practising 
                        abroad, 2003–2008

2003 2004 2005 2006 2007 2008

All returning dentists 1 5 5 7 1 1

Returnees as proportion of all active dentists (%) 0.1 0.3 0.3 0.5 0.1 0.1

All active dentists 1418 1472 1520 1562 1615 1676

Source: MCS unpublished data 2009.

Table 18.15  Foreign-trained dentists working as dentists in Slovenia (stock), 1992 and 
                        2003–2008

1992 2003 2004 2005 2006 2007 2008

Foreign-trained dentists 223 320 335 349 360 368 380

Proportion of foreign-trained dentists 
among all active dentists (%)

26.6 22.6 22.8 22.9 23.1 22.8 22.7

All active dentists 839 1418 1472 1520 1562 1615 1676

Specializations of foreign-trained 
dentists

       

Maxillar and dental orthopaedics 8 16 17 18 18 18 18

Oral surgery  2 2 3 3 3 3

Child and preventative dentistry 2 6 6 6 6 6 6

Parodontology  0 0 0 0 1 1

Dental prosthetics 3 4 4 4 4 4 4

General dentists 207 288 302 314 325 332 345

Dental diseases and endodontics 3 4 4 4 4 4 3

Source: MCS unpublished data 2009.
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Table 18.16  Sex and mean age of foreign-trained dentists in comparison with all dentists 
                        in Slovenia, 2003–2008

Sex 1992 2003 2004 2005 2006 2007 2008

Foreign-trained

Male 100 140 146 154 159 163 170

Female 123 179 188 194 200 204 210

Total 223 319 334 348 359 367 380

All dentists

Male 316 538 560 581 596 616 640

Female 523 880 912 939 966 999 1036

Total 839 1418 1472 1520 1562 1615 1676

Shares by sex        

Female foreign-trained (%) 55.2 56.2 56.3 55.7 55.7 55.6 55.3

Female, all (%) 62.3 62.1 61.9 61.8 61.8 61.9 61.8

Mean age – foreign-trained (years) 42 50 50 51 51 52 52

Male 42 50 51 51 52 52 53

Female 42 50 50 51 51 52 52

Source: MCS unpublished data 2009.

Table 18.17  Dentists applying for diploma verification to work in EU Member States 
                        (including specializations), 2003–2008

2003 2004 2005 2006 2007 2008

Dentists applying for diploma verification 4 7 9 10 13 18

Applicants for verification among all dentists (%) 0.3 0.5 0.6 0.6 0.8 1.1

All active dentists 1418 1472 1520 1562 1615 1676

Source: MCS unpublished data 2009.
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19.1 Introduction

The political, social and economic situation in Serbia has influenced health 
professional mobility since the 1960s. Serbia was a federal unit within the 
Socialist Federal Republic of Yugoslavia, which broke apart in the 1990s. These 
events and the economic crisis from 1970 to 2001 resulted in approximately 
400 000 Serbs leaving the country (Statistical Office of the Republic of Serbia 
2002), including 30 000 highly educated persons who migrated primarily to 
western European countries (Djikanovich 2006). 

In line with overall outflows, Serbia has been a source country for health 
professional mobility since the 1960s. It is estimated that a total of 10 000 
Serbian health professionals have moved to work abroad since 1960 (Grečić 
et al. 1998). Germany (28%) and Switzerland (15%) are the most popular 
destination countries for health professionals, but neighbouring countries 
(predominantly Slovenia) are becoming more popular through their association 
with the EU, geographical vicinity, similar languages and cultures and established 
social networks (Grečić et al. 1998). Aside from Serbia’s political and economic 
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situation, health professional outflows result from high salary differentials in 
comparison with more affluent western European countries, oversupply of 
medical doctors, ineffectiveness of the health system, unsatisfactory working 
conditions and ill-defined career development. Hence, cross-border outflows 
are the focus of this case study. 

Economic emigration to western European countries increased between the two 
World Wars and especially after the Second World War but Yugoslav citizens 
did not emigrate in substantial numbers until the mid 1960s. The increasing 
economic crisis during the 1970s and 1980s also increased the outflows of 
highly educated people. Emigration from the region accelerated during the 
1990s, precipitated by the drastic fall in living standards and soaring poverty 
that resulted from the civil wars (Pavlov et al. 2008). 

In December 2009, Serbia’s potential EU accession brought about three positive 
developments that may impact on health professional outflows from Serbia: 
(i) the EU Council decided that the Interim Agreement with the Republic 
of Serbia would be implemented as soon as possible; (ii) the first meeting of 
the Interim Committee under the EU–Serbia Interim Agreement was held in 
Belgrade, 2 March 2010; and (iii) since December 2009, citizens of Serbia no 
longer need to be in possession of a visa in order to travel to the 25 EU Member 
States and three non-EU countries that are part of the Schengen area. 

The following sections will analyse the characteristics of health professional 
emigration from Serbia in an attempt to systematize the information, knowledge 
and evidence available. This will cover migration intentions, facilitating factors 
and constraints as well as workforce policies, including manpower planning at 
national level. 

Data sources and limitations of the study

To date, there has been no in-depth analysis of the scale, directions and impacts 
of labour migration and particularly the emigration of health professionals 
from Serbia. Comprehensive insight into both the current situation and future 
perspectives faces some important limitations in terms of data availability 
and quality. This study used incomplete data from national services and data 
from destination countries and international organizations in the absence of 
any single authoritative source, or indeed other adequate national statistical 
resources on health professional mobility. 

The lack of robust data concerning health professional mobility may be 
associated with the general lack of registration of the health workforce, which 
also hinders the monitoring of internal health workforce imbalances. It is also 
difficult to classify migrants according to the different countries of the former 
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Yugoslavia as records relate to when it was a single country (Vuković 2005). 
Since data were neither representative nor of good quality, the information has 
been complemented with expert interviews, grey literature and other available 
information to provide the most accurate picture possible. Furthermore, data 
on inflows into receiving countries are considered more reliable than data on 
outflows, not least because there is a widespread belief that, through error or 
omission, many countries underestimate the extent of outflows (Bach 2003).

The search strategy included interviewing a multitude of organizations and 
obtaining data from various sources. These include the health professional 
chambers and associations, the Institute of Public Health, Ministry of Health, 
selected large provider institutions, the Statistical Office and the National 
Employment Service. Information was fragmented and had to be gathered 
from the various data sources by special request.

Data on the current stock of health professionals are relatively reliable, with 
some inconsistencies in reporting between and within the various organizations. 
No single authority documents health professional mobility and, therefore, this 
required a wider search for documentation on labour force mobility in national 
and international sources. This report includes the largest amount of available 
information to date.

19.2 Mobility profile of Serbia

National and international migration reports and studies, as well as interviews 
with representatives of organizations, were used to document the general 
situation of emigration and health professional mobility. The latter can be 
described within three significant time periods in Serbia: (i) 1960–1989, (ii) 
1990–1999 and (iii) since 2000. Mobility within these time periods is described 
in the following paragraphs.  

19.2.1 Emigration patterns in former Yugoslavia (1960–1989) 

Emigration to developed European countries did not become substantial until 
the mid 1960s but had increased even more by the end of that decade. Bilateral 
agreements and other documents indicate that 232  267 Yugoslav citizens 
worked mainly in Germany, Austria, Switzerland and France between 1965 
and the end of 1992 (Grečić 1998). Emigration to western countries reached its 
peak in 1970, when 47 018 people from Serbia and Montenegro went to work 
abroad. The National Employment Service records that around 85 000 citizens 
found jobs without mediation of relevant services – 70  000 unskilled and 
semi-skilled and 15 000 highly skilled (Grečić 1998). The emigration of highly 
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educated people became significant during the 1970s and accelerated with the 
economic crisis at the beginning of the 1980s (Grečić 1998). In contrast to 
cross-ocean migration, which tended to be permanent, European migration 
was conditioned primarily by economic factors and was generally temporary.

Medical doctors have experienced a relatively open market in western European 
countries since the 1960s. The Serbian Medical Association (SMA) and 
medical doctors interviewed attribute this to the fact that Yugoslavian and 
Serbian medical school diplomas were recognized in a number of European 
countries in those years and these citizens did not require visas. The most 
popular destinations for health professionals, mostly medical doctors, were 
Germany (28%) and Switzerland (15%) (Djikanovich 2006).1 Thus, the 
former Yugoslavia held a specific position in postwar Europe and, unlike most 
other countries of eastern Europe, was one of the few that produced sufficient 
numbers of medical doctors and dentists. Motivations for working abroad were 
both economic and more pronounced professional reasons such as better career 
opportunities.2

During this period, there was no organized system to monitor the mobility of 
Serbian medical doctors. Those seeking to work abroad obtained first contacts 
through colleagues and/or relatives already living or working in the destination 
country. Medical doctors would usually be accepted to work for a trial period 
under a temporary residence and work permit. Their superiors would apply 
for permanent permits following positive assessment of their professional skills 
and competence. The specialties in demand were anaesthetics, radiodiagnostics, 
pathology and different types of specialized surgical discipline that lacked 
trained medical doctors. Additionally, some medical doctors sought temporary 
work for one to six months.

The expense of education produced deficits in the numbers of dentists in the 
1960s and 1970s in some European countries such as Switzerland and Germany. 
At that time, newly graduated dentists from Serbia/Yugoslavia were motivated 
to emigrate by economic concerns, low salaries, poor working conditions with 
no potential for professional development and no possibility of opening private 
practices.3

Emigration became regular in the early 1960s, mostly by word-of-mouth 
marketing, and became common among dentists from other CEE countries 
later in the decade. For example, in 1968, the Swiss Dental Association engaged 
a number of trained Czech dentists at 80% of the average salary of a Swiss 

1 Neither research nor interviews produced any evidence of significant professional mobility among nurses between 1960 
and 1989.
2 Interviews with SMA representatives.
3 Interviews with dentists 2009.
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assistant dentist, thereby effectively closing the market for trained dentists from 
the former Yugoslavia.

19.2.2 Emigration patterns in former Yugoslavia (1990–1999) 

The 1990s was characterized by political instability and economic downturn as 
the former Yugoslavia dissolved in war circumstances. Serbia faced a new large 
wave of emigrants at the beginning of the 1990s. Research of the migration 
patterns (Kutlača & Grečić 2005) found that an estimated 30 000 university 
graduates left Serbia and Montenegro during the last decade of the 20th century.

The scale of medical doctors’ emigration was affected significantly by the context 
of war in Serbia, which was also of relevance in Croatia. Diplomas were not 
recognized; visas were difficult to obtain and, in the absence of a formal system, 
potential future employers placed rigorous criteria on applications. At the request 
of its members, the SMA began issuing membership certificates, one of the 
indicators of migration and mobility. In 1993, the first year of crisis and sanctions, 
between 500 and 600 certificates were issued to SMA members. Therafter, 50–70 
certificates were issued annually until 1999 when numbers increased to 250–300.4

With its significant oversupply of medical doctors, Serbia is an example of a 
country in which outward migration reduced unemployment pressures in the 
health profession.5

19.2.3 Health professional mobility since 2000 

During the 1990s and into early 2000, the step-by-step disintegration of the 
former Yugoslavia was the main factor influencing migration waves. By the 
end of 2000, the Serbian Government had entered into a phase of reform and 
general labour migration patterns changed. Emigration had been directed 
towards western Europe, especially Germany and other German-speaking 
countries, but, in recent years, neighbouring countries have become more 
attractive for Serbian migrants.6 For example, Pavlov et al. (2008) noted that 
the Croatian authorities issued over 8000 work permits to Serbian citizens in 
2008, as well as 2500 extensions. 

Serbia is a potential candidate for EU membership. Since March 2002, the 
European Commission has reported regularly to the EU Council and the 
Parliament on the progress made by the countries of the western Balkans region. 
On 29 April 2008, Serbia and the EU signed a Stabilisation and Association 

4 Interviews with SMA 2009.
5 Neither research nor interviews produced any evidence concerning the professional mobility of dentists and nurses 
between 1990 and 1999.
6 However, neither research nor interviews produced any evidence concerning the professional mobility of dentists.
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Agreement and an Interim Agreement on trade and trade-related matters 
(Commission of the European Communities 2009). In addition, the following 
three positive developments (European Commission 2010) in Serbia’s path to 
EU membership may impact on emigration. 

1. On 7 December 2009, the Council of the EU decided that the Interim 
Agreement with the Republic of Serbia would be implemented as soon as 
possible. This provides for the establishment of a free trade area between 
the EU and Serbia and regulates some important aspects of economic life, 
notably in competition and state aid. It also guarantees that the EU market 
will remain open to virtually all Serbian products as it includes the trade 
concessions that the EU has granted to Serbia since 2000. 

2. Since 19 December 2009, citizens of Serbia have not needed visas to travel 
to the 25 EU Member States and three non-EU countries that are part of 
the Schengen area. The abolition of the visa regime means that Serbian 
citizens can stay in these countries for up to 90 days within a six-month 
period for tourism or similar reasons. However, Serbian citizens still require 
a separate permit in order to work or attend school in EU Member States 
and, therefore, visa liberalization is likely to have little impact on outflows 
of health professionals who move for work reasons.

3. On 22 December 2009, Serbia submitted its application to become a 
candidate state for membership of the EU.

Medical doctors

The SMA reports that 130–170 certificates have been issued annually since 
2000 and over 200 in 2008; a total of 1300 to 1700 certificates were issued 
over a 10-year period (2000–2010). However, this evidence can only be taken 
as approximation, since there are no data on specialty, regional distribution, 
country of destination or length of stay (permanent/temporary), and some 
medical doctors may have made repeated applications. The Clinical Centre of 
Serbia, employing approximately 1200 medical doctors, reports that 62 medical 
doctors left the country between 2003 and 2008 and only four came back.7 

While general health professional emigration remains at relatively low levels 
there is time to raise awareness on the importance of addressing this issue at 
policy level. This should create an environment that facilitates migration for the 
benefit of professional development while preventing shortfalls in the health 
workforce (Pavlov et al. 2008).

Overproduction and the resulting unemployment of medical doctors in 
Serbia suggest the potential for increasing outflow rates. The age structure of 

7 Interview with Director of Human Resources.



547Geopolitics, economic downturn and oversupply of medical doctors: Serbia

emigrating health professionals is a particular concern as young professionals 
are most likely to seek professional opportunities abroad, leaving behind an 
increasingly ageing workforce. 

Overall, interviews with key professional associations revealed three main 
characteristics influencing health professional mobility for Serbian medical 
doctors over the last decade. Firstly, the EU market was relatively closed and 
filled with medical doctors from new Member States. Secondly, the processes 
for recognizing diplomas were complicated, costly and time consuming; 
overseas countries in particular had complicated re-certification and licensing 
procedures. Thirdly, successful migrants are mostly employed in lower 
professional positions in recipient countries.

Nurses

Most Serbian nursing categories are not recognized in the EU because they 
do not qualify for consideration under Directive 2005/36/EC (European 
Parliament and Council of the European Union 2005). Since most Serbian 
nurses do not hold a higher education degree, they migrate mostly to work in 
nursing homes for elderly people and rehabilitation centres.

Currently there is no professional authority that organizes and records the 
mobility of nurses in Serbia. Interviews with nursing associations revealed 
that the migration of nursing professionals has been neither significant nor 
systematic, in comparison with other CEE transitional countries. The Chamber 
of Nurses and Health Technicians of the Association of Health Workers of 
Serbia is the largest nursing association, having over 36 000 members. Since 
2000, this association has issued an estimated 300 certificates to nursing 
professionals wishing to emigrate.8 It reports the top destination countries to 
be Italy, the United Kingdom, Australia, Canada and Switzerland. Additionally, 
an interview with a representative of the largest university hospital in Serbia, 
employing an estimated 3000 nurses, reported that between 2003 and 2008 73 
nurses left the country and only eight returned to their positions.

There is no evidence that EU enlargement in 2004 and 2007 affected health 
professional mobility in Serbia. It should be noted that Serbian citizens are 
required to pass the recognition and equivalence assessment (nostrification) 
procedure whereas, according to the acquis communautaire, health professionals 
who are European citizens may use a general system for the recognition of 
higher education diplomas (Council of the European Communities 1989, 
European Parliament and Council of the European Union 2005). 

8 Interviews with President of the Association of Health Workers of Serbia and of the Serbian Society of Nurses, Midwives 
and Technicians in 2009.
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19.3 Vignettes on health professional mobility

Anaesthetist: emigrating, returning and commuting

Now aged 74, this qualified physician started an anaesthetics residency in a big general 

hospital in Belgrade in 1962. While still a resident, he joined the Yugoslav cardiothoracic 

surgery team going to Algeria in 1964. He spent 13 months there and achieved an 

impressive track record in anaesthesia – almost 200 procedures for cardiac surgery and 

100 for thoracic surgery. 

In 1967, he was offered both a Von Humboldt stipendium from a German university 

hospital and a post in a private Swiss hospital. He accepted the latter, stayed in 

Switzerland for four and a half years and obtained a work permit. Thereafter, he became 

a senior consultant in a big regional hospital and an honorary senior consultant in 

a nearby university hospital. On the recommendation of two university professors, 

he became one of only two (at the time) foreign members of the Swiss Anaesthesia 

Association.

In 1971, he applied successfully for a newly established assistant professorship in a big 

university hospital in Belgrade. Having returned to the country he pursued a successful 

academic career until retiring as a full professor in 2001. In parallel, between 1972 

and 2005, he regularly replaced his former Swiss colleagues once or twice a year for 

periods ranging from 15 days to up to three months. He worked in 10 Swiss cantons 

in 15 hospitals (small to large; private, public and university hospitals) in all three 

languages. His overall total of 10 years of service entitled him to a Swiss pension. 

Dentist: permanent emigrant

Now aged 74, this qualified dentist began work in Serbia in a dentistry practice that 

offered no possibility of career development or of starting a private practice. At that 

time, there were insufficient numbers of dentists in some European countries such 

as Switzerland and Germany. Established practices lacked trained assistants and 

advertised regularly in professional bulletins. The need was so great that 27 Swiss 

dental practices showed interest when this Serbian dentist submitted his application. 

The dentist emigrated to Switzerland in 1962, starting work as an assistant dentist 

in a small city practice and changed practices over time to achieve better and better 

employment conditions. Two years after emigrating he was joined by his fiancée – also 

a dentist, with a promising career at Belgrade University School of Dentistry. They 

settled in Switzerland, married and after 15 years opened a successful private practice 

in which they worked until retirement. She also worked in paediatric dentistry in a 

university hospital in a large city. They raised their son and daughter in Switzerland and 

motivated other university peers to start their careers there. 
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Surgeon: emigrating and returning

Now aged 53, this surgeon was offered a German Academic Exchange Service 

stipendium to work as a resident in ear nose and throat & maxillofacial surgery in 1989. 

He spent a year in a number of German university hospitals and thereby established his 

first contacts.

He returned to the university hospital in Belgrade and took his specialty examination 

in 1990. In the 1990s, he explored the possibilities of working abroad. At that time 

diplomas from Serbia were no longer recognized but his were nostrified a few months 

before the start of the wars and the imposition of sanctions (1992). He went to Spain 

and began working as a general practitioner when his credentials were homologized in 

1994. However, he returned to Belgrade following problems related to the nostrification 

of his surgical credentials.

Given his outstanding performance in his residency year and his academic track record, 

his German professors recommended him for a vacancy in a big university hospital 

in Norway in 2001. The Norwegian colleagues showed most interest in the letters of 

recommendation from the three German professors and the video tape of his surgeries. 

He was granted a three-month trial period after which a temporary licence was issued 

on the recommendation of his superiors. He worked an additional three months in 

2003 and 12 months in 2004–2005. He was offered a permanent position as a head of 

department on a contract offering favourable financial conditions as well as provisions 

for his wife and children. However, he declined for reasons concerning the permanent 

adaptation of the family, the different culture and the prospect of improved conditions 

in the home country. He returned to Serbia and has proceeded with his surgical and 

academic career – becoming deputy director in 2001 and professor in 2009.

Surgeon: permanent emigrant? 

In 2006, this 37-year-old surgeon asked for unpaid leave of absence from the hospital 

that had employed him for the 11 years since he had completed his studies. Struggling 

with a monthly salary of less than €500 he had decided to provide consulting services 

to a national sports team in Serbia. His wife worked as a teacher but, with two young 

sons, they still could not earn enough to support the family in the Serbian social 

environment. 

A sports club contact offered the opportunity to work as a medical doctor for an 

Olympic volleyball team in the Middle East. Having been educated abroad during 

elementary school and, therefore, fluent in English, he decided to accept. The job was 

well-paid in comparison with Serbian rates but in reality did not come close to meeting 

his actual expenses in the foreign country. In addition, living abroad for more than five 

months meant that he was separated from his core family when they needed him most. 



550 Health Professional Mobility and Health Systems

Professionally, he was out of clinical practice – not practising surgery as he worked 

with healthy young adults. He began to consider returning to Serbia but in 2009 was 

recommended for, and accepted, a permanent post as an orthopaedic surgeon in a 

Middle East hospital. He and his family are still living there.

19.4 Impacts on the Serbian health system 

There is no direct evidence of how health professional mobility impacts on 
the four functions of the Serbian health system – financing, service delivery, 
resource generation and stewardship. Hence, it is not possible to evaluate the 
repercussions that health professional emigration have on the health of the 
population, the responsiveness of the system or financial protection from ill 
health. It is plausible that health professional emigration has some effects on 
service delivery, resource generation and financing, as presented below, but no 
evidence on its impact on the governance of the health system was identified. 

Service delivery 

It is difficult to evaluate whether migration has created or exacerbated any 
imbalances in the regional distribution of health professionals given the lack 
of research on the causality between health professional mobility and impacts 
on the Serbian health systems. However, it can be surmised that an indirect 
chain reaction arises from professional mobility impacting on service provision, 
which, in turn, affects the distribution of specialist doctors in rural areas. 

Both internal mobility and the emigration of particular categories of (specialized) 
doctors and nurses can affect the supply and availability of, and access to, certain 
services (increasing waiting times, for example). There are current concerns 
about the self-sufficiency of the system and the sustainability of service delivery 
in certain areas, particularly cardiovascular surgery, anaesthetics and radiology. 
The physician-to-population approach has been the prevailing method of 
manpower planning, involving negotiations about the concrete numbers for 
each specialty or field. The Ministry of Health is currently updating the Health 
Institution Network Plan that prescribes the number of beds and physicians 
by region for each type of health-care institution (primary, secondary and 
tertiary care) (Republic of Serbia 2006). One of its aims is to address an over-
concentration of staff in urban areas at the expense of poorer, more remote, 
underserved areas in which posts remain vacant.

Resource generation 

Serbia produces more medical doctors than it can employ. Since 2002, the 
Ministry of Health has adopted and implemented a very restrictive policy to 
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regulate the overproduction of health professionals. Transparent needs-based 
rules for obtaining specialization were established, resulting in future trends in 
declining numbers of trained specialists. However, the combined effect of this 
policy and the existing overproduction of graduates will remain one of the most 
important factors influencing whether young professionals decide to go abroad 
(Djikanovich 2006).

Given the oversupply of medical doctors nationwide, the scale of outflows does 
not present an immediate threat to the provision of clinical services, although 
this may not be the case in certain specialty areas. Migration is a symptom 
of deeper problems in the Serbian health system, such as the challenges of 
retaining health professionals and of improving workforce planning to reduce 
oversupply. This requires greater attention to more general human resource 
practice and managemen t in the health system.

Financing 

It costs around US$ 300 000 to produce one highly skilled expert and takes at 
least 10 years after formal graduation to create a single world expert. Hence, 
the direct losses from accelerated brain drain from Serbia and Montenegro 
are between US$ 9 billion and US$12 billion if calculated on the basis of the 
number of specialists leaving the country. The real (still hidden) financial 
losses are much higher even if measured only in lost profits and inadequate 
replacement of the experts lost (Kutlača & Grečić 2005). 

Long-term migration may undermine the return on the country’s investment 
in education and training. The reasons why health professionals migrate are not 
dissimilar to those that prompt moves from the public to the private sector: better 
pay, better prospects and better working conditions. Where there is sufficient 
demand in the private sector (for example, for pharmacists) professionals will 
often prefer to stay in their home country. The professions’ desire to ensure that 
they meet international professional standards also assists migration.

19.5 Relevance of cross-border health professional mobility 

This section will examine to what extent cross-border mobility (inflows and 
outflows) is relevant to the Serbian health workforce and system including 
other health workforce issues such as geographical distribution, demographics 
and other factors. Mobility in Serbia is asymmetrical, losing more health 
professionals than it attracts. It is estimated that approximately 10 000 Serbian 
health professionals are working abroad (Statistical Office of the Republic of 
Serbia 2002). This is a significant number but probably still an underestimate 
of the real phenomenon. 
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19.5.1 Health workforce characteristics and developments 

The size of the Serbian health workforce has increased considerably since the 
late 1980s. In 2008, the public sector employed a total of 121  483 health 
professionals (Fig. 19.1). This was a net increase of almost 45% on the 84 044 
employed in 1988 (Fig. 19.2). 

Fig. 19.1  Public sector health workers in Serbia, 2008

Source: Institute of Public Health of Serbia 2008. 
Note: Total number: 121 483.

Fig. 19.2  Public sector health workers in Serbia, 1988

Source: Institute of Public Health of Serbia 1988. 

Note: Total number: 84 044.

Comparison of categories of workers over this 20-year period reveals that 
nurses and medical doctors increased in both number and proportion.  
The largest increase was in nursing staff numbers, 22 609 more (from 48% 
to 52% of the total); there were 8129 (16%–18%) more medical doctors. 

Administration and 

Nurses
63 199, 52%

Medical doctors
21 692, 18%

Pharmacists 2 129, 2%
Dentists 2 419, 2%

technical staff
32 044, 26%

Nurses
40 590, 48%

Medical doctors
13 563, 16%

Pharmacists 1 810, 2%
Dentists 3 009, 4%

Administration and 
technical staff
25 072, 30%
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The numbers of administrative and technical staff decreased proportionately 
(30 to 26%) although actual numbers increased by 6972. The proportion of 
pharmacists remained constant (2%) with a slight increase in numbers (319); 
both numbers and the proportion of dentists fell: by 590 and 2%, respectively.

The following key issues are highlighted as current characteristics of the Serbian 
health-care workforce: (i) a high number of specialist doctors among medical 
doctors, and (ii) generally low motivation among hospital nurses due to low 
salaries and limited career prospects.

Just over half of all medical doctors currently work in the hospital sector and 
specialist doctors are distributed across all sectors, including primary care. 

Over 75% of active medical doctors work in the public sector as specialists, 
while 10% are undergoing training in specialties. A further 15% are described 
as non-specialists located mainly in primary health-care facilities. There is 
a need to reassess this balance as well as that between specializations in the 
secondary and tertiary services. 

Nurses in hospitals have low levels of motivation due to low wages and limited 
career advancement.9 This requires a system of incentives to improve the quality 
of work and productivity. The above-mentioned intrinstic factors contribute to 
nurses emigating to other countries to seek employment.

Regional imbalances 

Regional distribution of the health workforce is very important for a well-
functioning system. There are considerable regional imbalances in Serbia’s 
workforce, including the distribution of medical doctors and specialists but 
most marked in the regional distribution of nurses. Since information is scarce, 
it is difficult to assess the relevance of internal health workforce distribution 
in Serbia and the extent to which migration may have created, exacerbated or 
improved any imbalances. However, data on the regional distribution of health 
professionals across the country are available (Table 19.1).

It can be observed that 21 692 medical doctors, 2419 dentists and 63 199 nurses 
were employed in the public sector in 2007: 87 310 in total. Of these, 28% of 
health professionals are concentrated in the capital city Belgrade. Comparison 
with the national average for health professionals per 100 000 population shows 
that large urban centres with university and specialized hospitals have markedly 
higher numbers of medical doctors and nurses than more remote areas.  
At 397 per 100  000 population, Beogradski has a much higher density of 
medical doctors than the national average (289 per 100 000). Sremski shows 
the lowest density at 178 per 100 000 (Table 19.1). 

9 Interviews with Nurses Association of Serbia 2009.
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Table 19.1  Regional distribution of public health sector professionals in Serbia, 2007

Total 
population 

by 2002 
census 

Per 100 000 population Total medical staff

Doctors Dentists Nurses Doctors Dentists  Nurses

Serbia 7 498 001 289 32 843 21 692 2 419 63 199

Central Serbia 5 466 009 305 33 874 16 666 1 792 47 751

Northern Serbia - 
Vojvodina

2 031 992 247 31 760 5 026 627 15 448

Regions  

Severno Backi 200 140 202 25 718 405 50 1 438

Severno Banats. 165 881 207 26 765 344 43 1 269

Srednje Banats. 208 456 213 31 756 445 65 1 576

Zapadno Backi 214 011 214 26 694 459 56 1 486

Juzno Banatski 313 937 241 32 808 757 100 2 537

Juzno Backi 593 666 340 38 910 2 017 226 5 405

Sremski 335 901 178 26 517 599 87 1 737

Beogradski 1 576 124 397 34 1 117 6 259 538 17 610

Macvanski 329 625 204 22 670 671 72 2 209

Kolubarski 192 204 201 23 649 386 44 1 248

Podunavski 210 290 218 29 683 459 60 1 437

Sumadijski 298 778 327 31 793 977 93 2 369

Zlatiborski 313 396 232 28 826 727 87 2 589

Moravicki 224 772 229 31 688 514 69 1 547

Raski 291 230 259 37 723 753 109 2 105

Branicevski 200 503 229 25 807 460 51 1 619

Pomoravski 227 435 289 32 903 658 73 2 053

Rasinski 259 441 217 26 651 562 67 1 690

Borski 146 551 271 29 909 397 43 1 332

Zajecarski 137 561 304 25 927 418 34 1 275

Nisavski 381 757 439 53 1 026 1 675 202 3 916

Toplicki 102 075 264 35 776 269 36 792

Pirotski 105 654 261 38 756 276 40 799

Jablanicki 240 923 259 39 652 624 94 1 571

Pcinjski 227 690 255 35 698 581 80 1 590

Source: Institute of Public Health of Serbia 2007.
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Geographical imbalances are more pronounced for nurses. Once again, 
Beogradski has the highest ratio at 1117 per 100 000 population against the 
national average of 843 per 100  000. Conversely, Sremski shows a density 
of only 517 nurses per 100 000 population, well below the national average 
and less than half of the ratio for Beogradski. This demonstrates the scale of 
geographical and urban/rural imbalances, which are particularly pronounced 
in the distribution of nurses. 

Educational system

About 1100 medical doctors graduate each year, roughly three times the number 
undergoing specialist training (Table 19.2). This arises because the Ministry of 
Health has established quotas for specializations but the medical faculties have 
not responded with the corresponding numerus clausus. These data indicate an 
oversupply of both medical doctors and specialists that creates unemployment 
and an incentive to emigrate. 

The National Employment Service reports an increase in the number of 
unemployed health professionals since 2000. At the end of 2007, 1998 medical 
doctors, 966 dentists and 269 pharmacists were registered as unemployed 
(Statistical Office of the Republic of Serbia 2007). This may be attributed to 
the high number of new graduates. 

Demographics

The Serbian health workforce can be characterized as predominately female. 
Nursing is predominantly a female profession (Djikanovic 2006) and the 
majority of the 63 199 nurses in Serbia are women (Institute of Public Health 
of Serbia 2007). Within the private and the public sector there is a total of 
27 599 medical doctors, 57% (15 731) of whom are female. Belgrade has the 
largest number of female doctors (6447). Central west is the only region in 
Serbia with a higher proportion of male doctors (Table 19.3). 

Retirement 

The age profile of the medical workforce offers considerable scope for change 
to address workforce outflows. In Serbia, full pension rights are obtained at 

Table 19.2  Graduate medical doctors, dentists and pharmacists in Serbia, 1998–2005

1998 1999 2000 2001 2002 2003 2004 2005

Medical doctors 877 936 1 092 963 871 977 1 084 1180

Dentists 209 218 216 253 245 243 302 384

Pharmacists 183 238 259 262 270 243 310 369

Sources: Statistical Office of the Republic of Serbia 2001–2007.
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58 years for women and 63 for men. Among all medical doctors, 17% are 
aged over 55 and a further 15% are over 50 (Statistical Office of the Republic 
of Serbia 2007); 23% of all specialist doctors are aged over 55. These doctors 
will become eligible for retirement in the next 10 years and, assuming that 
20% retire, could release about 4000 current posts. Forecasts indicate that the 
public health system will require only 2000 of these posts. In addition over 
10 000 medical doctors will graduate over the next 10 years, given the current 
capacity. Hence, 60% of these newly trained doctors will likely swell the already 
substantial cohort of unemployed doctors – currently about 2000–3500 per 
year (Cochrane & Crilly 2003). 

Aiming to decrease the overall number of employees in the health sector, in 
2005 and 2006 the Ministry of Health implemented early retirement schemes/
incentives based on the employee’s years of service and age. These mostly targeted 
administrative and technical staff and have resulted in the rationalization of 
human resources for health. By 2007, 14  399 health professionals had left 
with severance packages – 9812 in November 2005 and 4587 in March 2006.  
No evidence is available on the implications for health workforce planning. 

19.5.2 What does cross-border mobility mean for Serbia? 

Serbia’s difficulties with cross-border mobility and reform of the health 
system and the public sector are largely the result of long-term problems in 
planning and managing human resources. Health professional mobility is a 
symptom of Serbia’s recent history, the economic downturn of the 1990s and 
a lack of attention to the complex and politically sensitive human resources 
agenda. Moreover, this migration is part of the broader dynamic of change and 
mobility within health-care labour markets and, therefore, should be addressed 
within wide-ranging policies. International mobility, internal migration 
and recruitment have complex dynamics covering the rights and choices of 
individuals; the motives and attitudes of health professionals; government 

Table 19.3  Male and female doctors per region in Serbia, 2008

Males Females Total Females in total workforce (%)

Belgrade 3 573 6 447 10 020 64

South-east 2 554 3 520 6 074 58

Central west 3 590 2 228 5 818 38

Vojvodina 2 151 3 536 5 687 62

Total Serbia 11 868 15 731 27 599 57

Kosovo 288 431 719 60

Source: SMC unpublished data 2008.
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approaches to managing, facilitating or attempting to limit the outflow or inflow 
of health professionals; and the intermediary role of recruitment agencies.

19.6. Factors influencing health professional mobility

In Serbia, health professional emigration results from various factors including 
the high salary differential between Serbia and richer countries; the greater 
effectiveness of foreign health systems, and their perceived better working 
conditions; and the destination countries’ political and economic stability 
relative to Serbia. 

The Serbian administration faces challenges common to transitional economies 
as social and economic inequalities have increased. The Statistical Office (2007) 
reports sustained high unemployment – 808 200 persons in September 2007, 
with 9% of the total population living below the poverty line. The average net 
monthly income is around €330.

In 2008, labour market conditions improved slightly as the employment rate 
rose to 53.3% and registered unemployment fell to 14.8%. These were 51.5% 
and 18.3%, respectively, in 2007. Nominal wages grew by 17.9% year-on-year in 
2008. Yet, despite strong economic growth rates in recent years, unemployment 
remains at a relatively high level (Commission of the European Communities 
2009). Around 2000 medical doctors in Serbia are already unemployed and 
over 1100 graduate each year. In April 2009, the National Employment Service 
in Serbia reported that approximately 7000 nurses, 2000 dentists and 1000 
pharmacists were unemployed (National Employment Service 2009).

Instigating factors

Significant wage differentials between health professionals in Serbia and other 
countries are not easily bridged. For example, the average annual salary of 
a medical doctor is US$ 199 000 in the United States, US$ 11 532 in the 
Czech Republic and £94 000 in the United Kingdom; the OECD median is 
US$ 70 324 (Sigrid et al. 2006). In Serbia, the average annual salary of a health 
worker is US$ 8500 to US$ 9000 (Statistical Office of the Republic of Serbia 
2009). 

Other push factors can be concerns about political and economic instability, 
low professional satisfaction and poor working conditions. All the negative 
factors identified here have characterized the reality of life in Serbia intensively 
since the late 1980s, peaking at the end of the 20th century.
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Activating factors

Geographical proximity, shared language and customs and a common 
educational curriculum may affect the choice of destination country.  
The countries of the former Yugoslavia share the same language (Slovene and 
Macedonian are slightly different) and have had similar educational curricula. 

The Serbian diaspora in destination countries and the success stories of 
colleagues who have emigrated for better career opportunities contribute to the 
decision-making process. Nurses consider personal reasons (including marriage 
in a foreign country) to be important and one of the main motives for moving. 

Mitigating factors

Health professionals from Serbia who want to practise in another country often 
encounter higher requirements for qualifications, work permits and language 
competency. There are also complicated and demanding nostrification 
procedures, especially for the United States, the United Kingdom and the 
Scandinavian countries. These obstacles mean that emigration trends mainly 
will be among young Serbian medical doctors.10

19.7 Policy, regulation and interventions 

Serbia is still experiencing the difficulties and limitations that most transition 
countries encounter when implementing reforms. This is due to: 

•	  weak and unstable economies; 

•	  lack of clear vision or common goals among health and finance ministries 
and the medical profession; and

•	  insufficient experience of formulating policies in health economics, health 
insurance, quality assurance and modern management of human resources, 
or of a systemic approach to problems. 

An explicit policy for human resource planning for health professional mobility 
was introduced in 2002 when the government adopted the Health Policy of 
Serbia (Ministry of Health 2002), identifying seven aims. Human resources 
for health was included as one of these aims under the heading “Improvement 
of the human resources for health care.” In February 2003, the Ministry of 
Health adopted the Health Strategy 2003 to 2015, proposing a number of 
changes to health financing, essential health packages and the mandates of 
health institutions (Ministry of Health 2003). Human resource planning was 
not mentioned. 

10 Interviews with SMA representatives and health professionals 2009.
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Regional migration from less developed rural areas to city centres and 
possible shortages in certain rural communities could be an indicator for 
internal migration but this has had no systematic analysis. In the late 1980s, 
demographic changes and internal migration accentuated the need for more 
in-depth long-term health workforce planning. There appeared to be no need 
for labour market planning as the large numbers of unemployed health-care 
professionals guaranteed a steady inflow of professionals into the system. 
Unfortunately, systematic numeric and structural data were not recorded. 

Articles 164–202 of the Serbian health-care law (Republic of Serbia 2005) 
set out the provisions by which health professionals practise their professions. 
However, the law does not include a policy framework for either human resource 
planning or health professional mobility. Continuing and/or increasing trends 
in unemployed medical doctors will require national-level mechanisms to 
register both the emigration and the internal migration of health professionals 
(Wiskow 2006). Since 2009, the Serbian Medical Chamber has maintained a 
database for doctors in the private and public sector as part of its licensing and 
relicensing responsibilities. 

A human resource strategy recommendation to the Ministry of Health 
(Cochrane & Crilly 2003) stated that, in the medium term (five to ten years), 
the public health provider network requires 18 000 medical doctors overall. 
Of these, 12  600 would be specialists staffing secondary and tertiary care.  
The strategy included a proposal to reduce the total number of medical doctors 
by 11% but, six years later, Serbia was employing 25% more (20 000 in 2003; 
25 000 in 2009). There are no projections of future demand for doctors at both 
national and regional levels and no evidence that a human resources strategy 
has been adopted and implemented. 

19.7.1 Planning methods

Serbia has experienced various systems of medical manpower planning but 
the oversupply of medical doctors has persisted. In the period immediately 
following the Second World War, medical doctors were appointed by ministerial 
decree. By the late 1950s there were no limits on the numbers of students 
accepted by medical faculties but a numerus clausus was adopted in the 1960s. 
Those decisions were mainly service and facility driven, with a strong link 
between politics, health policy and manpower planning in health care. 

The leading method of manpower planning in Serbia was similar to Slovenia’s 
and was based on calculations involving the demographic data of various 
population groups. Norms for the required numbers of medical doctors 
were determined by simple physician/population ratios. The payer, then the 
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state, played a decisive role in determining needs by means of the various 
administrative bodies. The schools of medicine filed annual proposals that 
matched their capacity with the Ministry of Health needs assessment, but there 
was no link between the requirements for medical staff planning and the supply 
of training places (Albreht & Klazinga 2002).

The Health Policy of Serbia adopted in 2002 included improvement in the 
human resources for health care (Ministry of Health 2002). That same year, the 
Ministry of Health adopted and implemented a very restrictive policy to regulate 
the overproduction of specialist doctors. However, there is no link between the 
requirements for medical staff planning and the supply of training places. 

19.7.2 National interventions

The new health system has maintained the regulatory role of the Ministry 
of Health and its intention to ensure equity, especially in universal access.  
At national level, new stakeholders have been introduced in the form of 
professional regulatory bodies. The SMC, Serbian Chamber of Dentists, 
Serbian Chamber of Pharmacists, Serbian Chamber of Biochemists and Serbian 
Chamber of Nurses and Health Technicians were established in 2006 and 
2007, in addition to the existing Serbian Chamber of Health Care Institutions. 
These five new chambers of health professionals have the aim and purpose of 
contributing to continuous professional development, improved knowledge 
and skills and professional responsibility and accountability through issuing 
licences to practise their profession and monitoring workforce stocks. The 
National Assembly of the Republic of Serbia founded the Health Council 
of Serbia in 2009 as a professional advisory body. Its responsibilities include 
advising on enrolment policies of medical faculties and schools and cooperating 
with relevant state institutions and other bodies in proposing rational enrolment 
policies for medical faculties and schools. 

This research found that Serbia has signed several bilateral agreements related 
to mobility and outmigration with third countries. Job assignment is related to 
the health professionals employed in Serbia and who have been sent to work 
abroad by their employers for temporary work arrangements or postgraduate 
education/research. So far, Serbia has a total of 27 concluded agreements and 
approved multilateral conventions for social insurance with Austria, Belgium, 
Bosnia and Herzegovina, Bulgaria, Croatia, Czech Republic, Denmark, Egypt, 
France, Germany, Hungary, Italy, Libya, Luxembourg, Montenegro, the 
Netherlands, Norway, Panama, Poland, Romania, Slovakia, Slovenia, Sweden, 
Switzerland, the former Yugoslav Republic of Macedonia, Turkey and the 
United Kingdom (see the Annex). 
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19.8 Conclusion 

Political developments, conflict and economic sanctions in the 1990s resulted 
in a significant deterioration of Serbia’s economy and about 400  000 Serbs 
left the country, including 10  000 health professionals (Statistical Office of 
the Republic of Serbia 2002). The restructuring of the economy is now at a 
phase in which many jobs are bound to disappear as new ones are created, and 
unemployment rates remain high. 

Serbia inherited a medical workforce that was state controlled between 1945 
and 1991. Since then, the workforce has been characterized by a surplus of 
available health professionals, particularly medical doctors. There is a rising 
trend of unemployment in most branches of health care and at all levels of 
education, but this is most apparent among medical doctors and dentists. 
The Ministry of Health reports that 200–300 young medical doctors and 800 
nurses have been employed since 2006.11 This represents the beginning of an 
employment up-trend.

In order to enrol for any kind of specialization, medical doctors are required 
to have two years of official working experience and it is estimated that around 
2000 unemployed medical doctors (National Employment Service April 2009) 
were denied the opportunity to enrol for specialization. Therefore, it can be 
assumed that mostly young, newly graduated physicians will be the most likely 
to consider migration. Low salary levels are an additional push factor.

The findings of this study indicate that the oversupply of health workers 
should be addressed by reviewing the intake policies of the medical schools in 
Serbia and introducing needs-oriented planning of health worker education. 
National-level mechanisms are required to register professionals going abroad. 
Health professional associations strongly agree on the need for a national policy 
and coordinated health manpower planning. Workforce planning should be 
population and needs based in order to retain an appropriate skill-mix in the 
country (Djikanovich 2006). Medical human resource planning will remain 
an important topic for many years and a broader spectrum of stakeholders 
will produce negotiations that are more demanding and more in need of 
compromise. New approaches to manpower planning will also be required. 

Within the phases of pre-accession and accession to the EU, it seems realistic 
to expect that Serbia will have even greater exposure to health professional 
mobility. This will increase as barriers to emigration decrease and while there 
are still significant differences in economic parameters and gaps to be filled in 
some EU Member States. Source countries that lose skilled health staff through 
outmigration may find that their health systems encounter difficulties such as 

11 Interviews with Ministry of Health representatives in 2009.
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staff shortages, lower morale among the remaining health-care staff and a reduced 
quality or quantity of health service provision. Nevertheless, the migration of 
health workers can also have positive aspects by assisting countries that have 
an oversupply of staff and offering a solution to staff shortages in destination 
countries. It can also allow individual health workers to improve their skills, 
career opportunities and standard of living (Buchan 2008). In Serbia, national 
health policies to monitor this process and mitigate the negative effects are still 
to be devised but it will be important to learn from the experiences of previous 
transition countries. 
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Annex 

Republic of Serbia: 27 bilateral agreements (concluded) and 
multilateral conventions (approved) 

1. Austria – Agreement between Federal Republic of Yugoslavia and Republic 
of Austria on social insurance (Official Gazette of FRY, 1998. International 
agreements No. 7/98). New agreement 1 May 2002 (http://www.zso.gov.rs/
english/medjunarodni-ugovori.htm, accessed 31 January 2011). Institute for 
Social Insurance, Republic of Serbia (http://www.neurope.eu/articles/Serbia-
and-Switzerland-sign-agreement-on-social-insurance/103315.php accessed 31 
January 2011).

2. Belgium – Convention on social insurance between Socialist Federal 
Republic of Yugoslavia and Kingdom of Belgium (Official Gazette of FPRY, 
1956. International agreements No. 7/56; Official Gazette of SFRY, 1970. 
International agreements No. 34/70). New agreement signed July 2010 (http://
www.ekapija.com/website/sr/page/330543_en, accessed 31 January 2011).

3. Bulgaria – Convention on social insurance between the Federal Republic of 
Yugoslavia and People’s Republic of Bulgaria (Official Gazette of FPRY, 1959. 
International agreements No. 4/59). A new agreement is expected to come into 
power in 2011. Institute for Social Insurance, Republic of Serbia (http://www.
zso.gov.rs/english/medjunarodni-ugovori.htm, accessed 31 January 2011).

4. Czech Republic – Convention on social insurance between the Federal 
People’s Republic of Yugoslavia and Czechoslovakia since 1958. Since 1 
December 2002 – Agreement between the Federal Republic of Yugoslavia 
and the Czech Republic on social insurance (Official Gazette of SRY, 2002. 
International agreements No. 7/02). Institute for Social Insurance, Republic 
of Serbia (http://www.zso.gov.rs/english/medjunarodni-ugovori.htm, accessed 
31 January 2011).

5. Slovakia – social insurance agreement since 1958 (Official Gazette of FPRY, 
1959. International agreements No. 1/59). 

6. Denmark – Convention between Socialist Federal Republic of Yugoslavia 
and Kingdom of Denmark on social insurance (Official Gazette of SFRY, 1980. 
International agreements No. 5/80).
7. France – General Convention on social insurance between the French 
Republic and Federal Republic of Yugoslavia (Official Gazette of FPRY, 1951. 
international agreements No. 4/51. Official Gazette of SFRY, International 
agreements Nos. 1/67 (1967), 17/71 (1971), 22/75 (1975), 7/77 (1977), 5/79 
(1979) and 9/90 (1990).

http://www.zso.gov.rs/english/medjunarodni-ugovori.htm
http://www.zso.gov.rs/english/medjunarodni-ugovori.htm
http://www.neurope.eu/articles/Serbia-and-Switzerland-sign-agreement-on-social-insurance/103315.phpaccessed31January2011
http://www.neurope.eu/articles/Serbia-and-Switzerland-sign-agreement-on-social-insurance/103315.phpaccessed31January2011
http://www.neurope.eu/articles/Serbia-and-Switzerland-sign-agreement-on-social-insurance/103315.phpaccessed31January2011
http://www.neurope.eu/articles/Serbia-and-Switzerland-sign-agreement-on-social-insurance/103315.phpaccessed31January2011
http://www.ekapija.com/website/sr/page/330543_en
http://www.ekapija.com/website/sr/page/330543_en
http://www.zso.gov.rs/english/medjunarodni-ugovori.htm
http://www.zso.gov.rs/english/medjunarodni-ugovori.htm
http://www.zso.gov.rs/english/medjunarodni-ugovori.htm


566 Health Professional Mobility and Health Systems

8. Italy – Convention on social insurance between the Federal People’s 
Republic of Yugoslavia and the Republic of Italy (Official Gazette of FPRY, 
1959. International agreements No. 1/59).

9. Luxembourg – Agreement between Serbia and Montenegro and Grand 
Duchy of Luxembourg on social insurance. New agreement since 1 September 
2005 (Official Gazette of SaM 2004, International agreements No. 10/04.

10. Hungary – Agreement on social insurance since 1958 (Official Gazette 
of SFRY, 1958. International agreements No. 33/75). Institute for Social 
Insurance, Republic of Serbia (http://www.zso.gov.rs/english/medjunarodni-
ugovori.htm, accessed 31 January 2011). New agreement is in its final phase.

11. Netherlands – Convention on social insurance between Socialist Federal 
Republic of Yugoslavia and the Kingdom of the Netherlands (Official Gazette 
of SFRY, 1980. International agreements No. 11/80). 

12. Norway – Convention between Socialist Federal Republic of Yugoslavia 
and the Kingdom of Norway on social insurance (Official Gazette of SFRY, 
1975. International agreements No. 22/75).

13. Poland – Convention on social insurance between Government of the 
Federal People’s Republic of Yugoslavia and Government of the People’s 
Republic of Poland (Official Gazette of FPRY, 1958. International agreements 
No. 9/58).

14. Germany – Agreement between Socialist Federal Republic of Yugoslavia 
and Federal Republic of Germany on social insurance (Official Gazette of SFRY, 
international agreements Nos. 9/69 (1969) and 4/76 (1976).

15. Sweden – Convention between Socialist Federal Republic of Yugoslavia and 
the Kingdom of Sweden on social insurance (Official Gazette of SFRY, 1979. 
International agreements No. 12/79).

16. Switzerland – Convention on social insurance between Socialist Federal 
Republic of Yugoslavia and the Swiss Confederation (Official Gazette of SFRY. 
International agreements Nos. 8/63 (1963) and 12/84 (1984). New agreement 
signed October 2010 (http://www.neurope.eu/articles/Serbia-and-Switzerland-
sign-agreement-on-social-insurance/103315.php, accessed 31 January 2011).

17. United Kingdom – Convention on social insurance between Federal 
People’s Republic of Yugoslavia and the United Kingdom of Great Britain and 
Northern Ireland (Official Gazette of FPRY. International agreements Nos. 
7/58 (1958) and 10/60 (1960). Institute for Social Insurance, Republic of 
Serbia (http://www.zso.gov.rs/english/medjunarodni-ugovori.htm, accessed 31 
January 2011).

http://www.zso.gov.rs/english/medjunarodni-ugovori.htm
http://www.zso.gov.rs/english/medjunarodni-ugovori.htm
http://www.zso.gov.rs/english/medjunarodni-ugovori.htm
http://www.neurope.eu/articles/Serbia-and-Switzerland-sign-agreement-on-social-insurance/103315.php
http://www.neurope.eu/articles/Serbia-and-Switzerland-sign-agreement-on-social-insurance/103315.php
http://www.neurope.eu/articles/Serbia-and-Switzerland-sign-agreement-on-social-insurance/103315.php
http://www.zso.gov.rs/english/medjunarodni-ugovori.htm
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18. Libyan Arab Jamahiriya – Agreement on social insurance between the 
Socialist Federal Republic of Yugoslavia and the Socialist People’s Libyan Arab 
Jamahiriya. Note: for pension and disability insurance only (Official Gazette of 
SFRY, 1990. International agreements No. 1/90).

19. Egypt – Agreement on social insurance between the Socialist Federal 
Republic of Yugoslavia and the Arab Republic of Egypt (Official Gazette of 
SFRY, 1988. International agreements No. 12/88).

20. Panama – Agreement in the field of social insurance between the Socialist 
Federal Republic of Yugoslavia and the Republic of Panama. Note: for pension 
and disability insurance only (Official Gazette of SFRY, 1977. International 
agreements No. 11/77). 

21. Romania - Agreement between Government of the Socialist Federal 
Republic of Yugoslavia and Government of the Socialist Republic of Romania 
on cooperation in the field of health insurance. Note: for health insurance only 
(Official Gazette of SFRY, 1977. International agreements No. 13/77).

22. Turkey – Agreement in the field of social insurance between Republic of 
Turkey and Republic of Serbia, ratified in 2006 but has not come into force 
(Official Gazette of SaM, 2006. International agreements No. 4/2006).

Agreements signed by countries of the former Yugoslavia

1. The former Yugoslav Republic of Macedonia – Agreement between Federal 
Republic of Yugoslavia and the former Yugoslav Republic of Macedonia on 
social insurance. Implemented 1 April 2002 (Official Gazette of SRY, 2001. 
International agreements No. 1/2001).

2. Croatia – Agreement between Federal Republic of Yugoslavia and the 
Republic of Croatia on social insurance. Implemented 1 May 2003 (Official 
Gazette of SRY, 2001. International agreements No. 1/2001).

3. Bosnia and Herzegovina – Agreement between Federal Republic of Yugoslavia 
and Bosnia and Herzegovina on social insurance. Implemented 1 January 2004 
(Official Gazette of SaM, 2003. International agreements No. 7/2003).

4. Montenegro – Agreement between the Republic of Serbia and the Republic 
of Montenegro on social insurance. Signed 17 December 2006 (Official Gazette 
of RS, No. 102/07).

5. Slovenia – Social insurance agreement between the Republic of Slovenia and 
Republic of Serbia, November 2010. Institute for Social Insurance, Republic 
of Serbia (http://www.zso.gov.rs/english/medjunarodni-ugovori.htm, accessed 
31 January 2011).

http://www.zso.gov.rs/english/medjunarodni-ugovori.htm
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At the crossroads: 
Turkey’s domestic 

workforce and 
restrictive labour 

laws in the light of EU 
candidacy

Hasan Hüseyin Yıldırım, Sıdıka Kaya

20.1 Introduction

With a population of nearly 71.5 million, Turkey is strategically located between 
Europe and Asia and has a dynamic and developing market economy. The 
current health system is a mix of public and private sectors; the General Health 
Insurance Scheme is the predominant provider of social security coverage to 
the population (Government of Turkey 2006a). Turkey obtained candidate 
status within the EU at the Helsinki Summit of 1999 and started accession 
negotiations in December 2005. This requires preparations for the mobility of 
health professionals and, therefore, an investigation of the dimension, profile 
and impact of their cross-border mobility should provide useful inputs for 
medium- and long-term policies in both Turkey and the EU (Yıldırım 2009).

Currently, restrictive domestic labour laws ensure that health professional 
mobility in Turkey is all one way. Health professionals may leave the country to 
seek employment elsewhere but foreigners face serious difficulties establishing 
themselves and working in Turkey. There are no robust data on the foreign-
born, foreign-trained and foreign-national health professionals in Turkey, but it 
is assumed that health professional mobility adds to the human resource issues 
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facing the Turkish health system, including insufficient planning, problematic 
skill mix, unbalanced specializations, underproduction and maldistribution 
of professionals, and so on. The current government sees health professional 
mobility as a remedy to some of these issues. With a view to potential EU 
accession, the government has tried to ease the labour laws in order to allow 
foreign doctors to establish themselves. However, this policy option is very 
controversial in Turkey.

The purpose of this chapter is to determine the patterns of international 
mobility of health professionals, the pull and push factors of such mobility, 
its favourable and detrimental effects on the Turkish health-care system and 
initiatives to better manage mobility. Three complementary methods have 
been used: (i) a literature review, including grey literature; (ii) collection of data 
from relevant national and international sources, using data collection forms 
developed specifically for the purpose; and (iii) contact with relevant people/
institutions by e-mail, telephone or in person. 

Limitations of the study 

The study entails substantial limitations. Turkey has no regular recording 
system for the compilation of international migration data although related 
organizations and institutions collect certain data in line with their administrative 
work. However, these data do not fit international definitions and classifications 
of comparability and measurability (TUİK 2009). Generally, data are crude, 
do not include classification by occupation and are not stored electronically.  
Those data that do exist are in piecemeal form at various institutions and were 
not made available to the authors in a complete format. Certain individuals 
and institutions did not respond to requests for data, and administrative 
restrictions meant that the authors were not allowed to process the existing 
data manually. There are neither representative data nor any research on the 
mobility of international health professionals to or from Turkey. 

The international mobility profile of health professionals in Turkey is presented 
in the following sections. This is followed by an estimate of the probable effect 
on mobility caused by the dynamics of EU accession and the subsequent impact 
on the Turkish health-care system. The chapter concludes with a discussion of 
the policies, regulation and interventions concerning the mobility of health 
professionals.

20.2 Mobility profile of Turkey

Analysis of the emigration and immigration mobility patterns of health 
professionals in Turkey shows that most emigration results from three main 



571At the crossroads: Turkey’s domestic workforce and restrictive labour laws

types of personal initiative: (i) going abroad for education, (ii) staying and/
or working abroad after completion of education and (iii) going abroad for 
work. It is frequently stated that considerable numbers of health professionals 
emigrate, in parallel to emigration of the general population, but there are not 
sufficient reliable data with which to assess the magnitude of flows. 

Very little inflow is expected, given the restrictive Turkish laws on immigration. 
Theoretically, there are seven main mechanisms/ways by which foreign health 
professionals can establish themselves in Turkey: (i) bilateral agreements, (ii) 
marriage, (iii) dual citizenship, (iv) EU legislation on free movement, (v) 
being of Turkish descent, (vi) education, and (vii) illegal work. In practice, the 
existing legislation makes immigration for foreign health professionals possible 
only if they are of Turkish descent, have dual citizenship or choose to work 
illegally. Consequently, the inflow figures cover people of Turkish origin and/
or dual citizenship. 

It has not been possible to carry out qualitative and quantitative analysis of the 
stock of international health professionals in Turkey with the data available. 
This study analyses the limited national and international data and relevant 
literature because of the lack of complete, accurate data on the international 
and (especially) EU-related emigration and immigration of health professionals 
from and to Turkey.

20.2.1 Outflows
There is a long history of emigration from Turkey to Europe but it was 
particularly important (especially for unqualified emigrants) in the 1960s, largely 
to Germany and the Netherlands. Since the mid 1970s, most emigrants have 
been those with qualifications (Yıldırım 2009), including health professionals. 
There are no data to show the numbers of Turkish health professionals currently 
working abroad but some limited, piecemeal and isolated studies and data may 
give an indication. The first research on the emigration of highly qualified health 
professionals from Turkey was conducted in 1962–1963 with the cooperation 
of Ankara School of Public Health and Johns Hopkins University. Of the 1257 
medical doctors selected by sampling, 230 (18.3%) were abroad during the 
time of the study. It was estimated that 2248 Turkish medical doctors were 
resident abroad in 1964 (Taylor et al. 1968), many in the Federal Republic of 
Germany. 

The three most prominent destination countries for emigrating Turkish-trained 
medical doctors and nurses were the United States (63%), Germany (28%) and 
the United Kingdom (6%) (Table 20.1). 
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The OECD countries to which most Turkish-born health professionals migrate 
are the United States, Switzerland, the United Kingdom, Austria, Greece and 
France. These are popular destinations for general migration too as they offer 
the possibility of better education, higher incomes and improved working 
conditions in countries with high numbers of settled Turkish citizens (Table 
20.2).

20.2.2 Inflows

Migration to Turkey is primarily guided by descent. OECD data show a total 
of 21 foreign-trained medical doctors and 51 foreign-trained nurses working in 
Turkey in 2005 (Table 20.3), constituting 0.02% of all medical doctors (107 347) 
and 0.1% of nurses (83 926) (Dumont & Zurn 2007). Almost all nurses and 
nearly half of the medical doctors who migrated to Turkey were trained in 
Bulgaria, a country with historical ties. Other OECD data show that foreign-
born medical doctors residing in Turkey are generally from Germany, Greece, 
the United States, the Netherlands and the United Kingdom1 (Table 20.4). 
In addition to general features which may make destination countries attractive, 
Turkish descent is the main factor that causes foreign health professionals to 
migrate to Turkey. 

The restrictive labour laws make it difficult for foreign health professionals to 
be employed officially and may explain why 2158 foreign-born medical doctors 
were residing in Turkey around 2000 (Table 20.4) but just 141 were permitted 
to work over 2004–2008 (Table 20.5). Work permits are issued by the Ministry 

1 No data available for nurses.

Table 20.1  OECD destination countries of Turkish-educated health professionals, 
                     2004–2007

Destination country  Medical doctors Nurses Total

Canada (2005) 5 – 5

Denmark (2005) 13 1 14

Finland (2005) 14 – 14

France (2004) 32 – 32

Germany (2005) 884 – 884

Netherlands (2007) 8 5 13

United Kingdom (2007) 187 – 187

United States (2006) 1974 – 1974

Total 3117 6 3123

Source: OECD 2007.
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of Labour and Social Security (Çalişma ve Sosyal Güvenlik Bakanliği – ÇSGB). 
Official data from this ministry show that 309 work permits were issued to 
foreign health professionals between 2004 and 2008, nearly half of which 
(45.6%) were given to medical doctors (ÇSGB 2009). It is noteworthy that the 
majority of those authorized to work in Turkey do not practise their profession 
(Table 20.5). 

Foreign students arrive to study health-related degrees in Turkey. Between 2003 
and 2008, newly enrolled foreign students represented around 4% of total 
enrolments in faculties of medicine, of dentistry and of pharmacy (reaching 
6% in medicine in 2008). Foreign enrolments in nursing studies remained 
below 1% in 2003–2006 (ÖSYM 2004–2009, Ministry of Health and Council 
of Education 2008). 

Table 20.2  Turkish-born doctors and nurses by country of residence (selected OECD 
                       countries), circa 2000

Country of residence Medical doctors Nurses Total

Australia 55 51 106

Austria 106 53 159

Canada 35 15 50

Denmark 16 16 32

Finland 10 – 10

France 102 9 111

Greece 98 38 136

Hungary 1 – 1

Luxembourg 1 2 3

Mexico 2 – 2

Portugal 2 – 2

Spain 6 1 7

Sweden 51 55 106

Switzerland 62                164 226

United Kingdom 103 70 173

United States 1080 400 1480

Total 1730 874 2604

Source: OECD 2007.
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20.3 Vignettes on health professional mobility

Vignettes derived from interviews in May–June 2009.

Immigrant to permanent resident

Nurse X is 46 years old, of Turkish origin but was born in Bulgaria. Having completed 

her nursing education she worked as a nurse in Bulgaria for four years, specializing 

in paediatrics. In 1989, her husband was expelled for political opposition and sent to 

Turkey; X emigrated in 1991 when her husband was issued with an immigration visa. 

She applied to the Council of Higher Education and passed their examination to confirm 

parity. She works as a nurse in a hospital in Turkey. Despite being of Turkish origin and 

learning Turkish prior to migration, X experienced language difficulties at first. She has 

now been living in Turkey with her family for almost 20 years; her husband works there 

and her last child was born in Turkey. X has both Bulgarian and Turkish citizenship but is 

not considering going back to Bulgaria.

Immigrant to permanent resident

Dr Y is of Turkish origin but was born in Azerbaijan. She graduated from medical school 

in Azerbaijan and is now an internal medicine specialist. At the beginning of the 1990s, 

poor working conditions and inadequate pay led her husband to submit migration 

applications to Turkey, the United States and Canada. Turkey was the first to accept 

his application and he found employment with the help of the Azerbaijani Association. 

Table 20.3  Foreign-trained medical doctors and nurses in Turkey, by country of training,
                      2005

Country of training Medical doctors Nurses Total

Azerbaijan 2 1 3

Bulgaria 9 48 57

China – 1 1

Georgia 1 – 1

Germany 1 1 2

Islamic Republic of Iran 3 – 3

Russian Federation 1 – 1

Tajikistan 1 – 1

Uzbekistan 2 – 2

Former Yugoslavia 1 – 1

Total 21 51 72

Source: OECD 2007.
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Three years later Y gained Turkish citizenship and moved with her children to join her 

husband. Y worked as a doctor in Azerbaijan for 10 years and has now worked in 

Turkey for 15 years. She is not considering going back.

Permanent immigrant maintains links with birth country

Nurse Z is 51 years old and was born in Bulgaria of Turkish descent. She trained as a 

nurse and then worked in Bulgaria for 10 years. When the family were obliged to change 

their names they decided to emigrate. In 1990, they emigrated to Turkey (considering 

it their motherland) and had no difficulty obtaining Turkish citizenship. Z applied to the 

Council of Higher Education for parity and was granted a health worker diploma. Having 

successfully completed a Ministry of Health oral examination assessing her level of 

knowledge and proficiency in Turkish, she was given a document stating that she could 

work in Turkey. She worked as a contract (not on the main staff) nurse for two years 

at a hospital affiliated to the Ministry of Health and then moved to a university hospital. 

Having worked at the university hospital for 20 years, Z earned the right to retire. Z and 

her family have retained their property in Bulgaria and visit every year.

Temporary migrant

Dr T is 28 years old and unmarried. He was born and graduated from the faculty of 

medicine in Kazakhstan but moved in 2005 for specialist training under the scope of 

an agreement between Kazakhstan and Turkey. He was attracted by the reputation of 

certain hospitals in Turkey and by the climate. After a year of Turkish language courses 

he passed the examination of a general surgery department in a university hospital and 

started his specialist training. His greatest problem is that he does not receive a salary 

because he does not have a work permit. He finds that his scholarship is not sufficient 

to make ends meet and when he finishes his specialist training will return to his home 

country.

20.4 Dynamics of enlargement

A complete lack of data makes it impossible to assess whether the EU accessions 
in 2004 and 2007 had positive or negative impacts on health professional 
mobility or produced any change in emigration patterns from Turkey to the 
new Member States. However, as in many other spheres, it may be stated 
that the dynamics of accession have triggered Europeanization of the health 
professions since Turkey became a candidate country in 1999. 
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Firstly, Turkey has started to align its legislation with that of the EU – for 
example, revising and updating the legislation for health professionals (originally 
introduced over 70 years ago) in approximation to EU standards and starting 
to revise the legislation restricting/prohibiting immigration. Secondly, in 2003, 
the Health Transformation Programme (HTP), a framework of ongoing Turkish 
health-care reforms, noted that there was evidence to indicate that Turkey had 

Table 20.4  Foreign-born (selected OECD countries) doctors residing in Turkey, circa 2000

Country of birth Medical doctors

Australia 9

Austria 65

Belgium 52

Canada 13

Czech Republic 9

Denmark 22

Finland 8

France 67

Germany 1130

Greece 217

Hungary 5

Ireland 4

Italy 67

Japan 8

Korean peninsulaa 3

Netherlands 109

Norway 22

Poland 39

Spain 33

Sweden 38

Switzerland 28

United Kingdom 98

United States 112

Total 2158

Source: OECD 2007. 

Note: a Democratic People’s Republic of Korea and Republic of Korea.
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started to take account of EU dynamics in health reforms, including health 
workforce planning (Ministry of Health). 

EU accession would increase the migration potential of health professionals 
in parallel with free movement in general. In Turkey, disputes about opening 
up the health-care system to foreign medical doctors began in 2006. These 
have been exacerbated by concerns about the size of the Turkish population, 
the youth ratio2 and the high unemployment rate. This is supported in the 
few studies on this issue; Yıldırım and Yıldırım (2005) found that 53% of 
their 93 key informants3 anticipated that EU accession might prompt health 
professionals to emigrate. Also, it is suggested that brain drain would be a major 
problem following accession (Yıldırım 2004).

Health professionals (medical doctors and nurses) participating in recent 
research were asked “whether they would consider emigrating to an EU country 
if Turkey were to become an EU member under the present circumstances”. 
Among 1054 participants, 65% responded that they might emigrate (Yıldırım 
2009). These findings agree with the results of studies from past accession 
countries. Before the 2004 accession, there was concern that health professional 
outflows would increase markedly once movement became easier (Borzeda et 
al. 2002). However, the initial records show that the outflow of medical doctors 
and nurses from Estonia, Poland and Lithuania in the first 12 to 18 months  
of EU accession were not as high as the authorities in these countries had 
anticipated (Buchan & Perfilieva 2006). 

2 Turkey has a large population with a high proportion of young people. Concern that EU membership will enable far 
too much emigration to the EU has led the EU Commission to consider certain transition regulations (such as periods, 
derogations and specific regulation) to prevent or manage massive immigration. The EU may even suspend the free 
movement of persons from Turkey in order to protect the EU labour market (Commission of the European Communities 
2004, Yıldırım 2009). Such measures were put in place for the 2004 and 2007 accession countries but some Member 
States allowed derogations for certain highly qualified groups, including health professionals.
3 Managers, experts, bureaucrats of relevant institutions, politicians and academics. The questionnaire was issued between 
January and July 2003.

Table 20.5  Foreigna health professionals with Turkish work permits, by employment
                      status, 2004–2008

Employment status Total

Practising 
profession

Practising as manager, 
trading partner, etc.

Medical doctors 50 91 141

Dentists 11 12 23

Midwives/nurses 5 84 89

Pharmacists 20 36 56

Total 86 223 309

Source: ÇSGB 2009. 
Note: a Foreign-born, foreign-trained and foreign-national.
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20.5 Impact of health professional mobility

Data on the mobility of health professionals on the international scale is very 
limited and almost non-existent in Turkey. Hence it is very difficult to provide 
an accurate analysis of its effect on the functions and aims of the health-care 
system. However, despite the absence of any sound research evidence, it may be 
stated that health professional outflows (see section 2) from Turkey outweigh 
immigration. This implies the loss of domestic human capital produced through 
national resources but no evidence is available to identify the geographical 
regions or specialties in which these outflows have occurred. 

20.6 Relevance of cross-border health professional 
mobility

20.6.1 Distributional issues influencing composition of the health 
workforce

As in many other countries, the Turkish health-care system is experiencing two 
main problems: (i) a lack of human resources for health; and (ii) an imbalanced 
distribution of health-care workers (both geographically and by profession). 
There are two basic opposing views on whether there are deficiencies or 
surpluses in the health workforce in Turkey. A group headed by the Ministry of 
Health holds that there is an important deficit, specifically regarding medical 
doctors. A group led by the Turkish Medical Association (Türk Tabipleri Birliği 
– TTB) asserts that the main problem is not a shortage but rather unbalanced 
distribution of health professionals (Yıldırım 2009). 

Turkey is separated into seven regions and, despite considerable improvements 
in recent years, there are still geographical imbalances in health workforce 
distribution (Ministry of Health 2007b). A large majority of health professionals 
work in urban areas, and medical doctors are distributed unevenly between 
the west and east of the country, with significantly higher proportions in the 
former. For example, in 2003 the number of specialist medical doctors per 
100 000 population was calculated at 95.0 in the Marmara region but at 23.5 
in south-eastern Anatolia (Table 20.6).

Fig. 20.1 shows the distribution of medical doctors in the selected three richest 
and three poorest provinces of Turkey in 2006. The three poor and undeveloped 
provinces (Van, Muş, Ağrı) have much lower numbers of medical doctors per 
100  000 population than the three rich and developed provinces (İstanbul, 
Ankara, İzmir). There is no evidence to indicate whether or to what extent the 
movement of health professionals has influenced this geographical imbalance. 
However, the government considers the employment of foreign health 
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professionals (particularly medical doctors) to be a solution to this imbalance. 
No particular country has been identified but it is implicitly understood that 
Turkic republics are seen as potential source countries (İstanbul Dişhekimleri 
Odası 2007). However, it can be argued that the recruitment of foreign health 
professionals is unlikely to remedy uneven geographical internal distribution as 
foreigners are likely to prefer work in richer areas and provinces.

In addition to geographical imbalances, there are also shortages in certain 
specialties. There are very low (0.02) ratios of active specialists per 100 000 
population in paediatric infectious diseases, paediatric immunology and 
oncological surgery (Ministry of Health and Council of Education 2008). 
Foreign specialists may be recruited to fill these vacancies. 

There are also imbalances within and between the different professions – 
for example, Ministry of Health statistics show that there are more medical 
doctors than nurses (see also Table 20.6). Fig. 20.2 shows the changing 
numbers of health professionals in Turkey between 1995 and 2006. There are 
very few nurses and midwives in comparison with medical doctors (Savaş et 
al. 2002, Thomson & Saka 2003) and similar imbalances between specialists 
and practitioners (Thomson & Saka 2003). Despite increases over the years, 
imbalances in the distribution of health professionals are still observed.  
The authorities acknowledge the existence of this problem but so far it has not 
been solved (Yıldırım 2009). 

Fig. 20.3 shows that there were almost twice as many specialist doctors as 
practitioner doctors before 1985 but numbers of the latter have increased 
rapidly in recent years. In addition to the increases in the number of students 
and schools, the policy change towards primary care services provision (based 

Fig. 20.1  Medical doctors per 100  000 population in selected three richest and three 
                  poorest provinces of Turkey, 2006

Sources: Ministry of Health 2007b, Yıldırım 2009. 
Note: Practitioners are physicians who complete the basic six-year medical education but do not specialize further.
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on the model of family medicine) in the scope of the HTP has been a strong 
factor in the rise of practitioner numbers in recent years.

Dentists and pharmacists are employed mostly in the private sector; specialist 
and practitioner doctors, nurses and midwives are employed mostly in the 
public sector. Specialists usually have dual employment: some work in public 
hospitals and run their own private practices; others may work at public 
hospitals and be employed by private organizations or institutions (such as 
hospitals, polyclinics or laboratories). Furthermore, university lecturers may 
carry out private practice within their hospitals. 

Sources: Ministry of Health 2007b, Yıldırım 2009. 

Note: * including residents; ** does not include permanent staff serving in the central organization of the health and other 
ministries, Turkish armed forces, Red Crescent and the Hygiene Center Presidency.

Sources: Ministry of Health 2007b, Yıldırım 2009.

Fig. 20.2  Health professionals in Turkey, 1995–2006

Fig. 20.3  Specialists and practitioners in Turkey, 1950–2006
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The liberal policies implemented since the 1990s and pursued particularly 
within the framework of the HTP (such as the possibility for everyone to be 
treated in private hospitals) initiated in 2003 have gradually increased the private 
health sector’s contribution and role in service delivery. Increasing demand for 
private health services has caused the private sector to recruit health workforce, 
particularly medical doctors, from the public sector by offering higher salaries 
and better working conditions. As in most other countries, this has accelerated 
outflows from the public sector (WHO 2006). 

The state has used the Ministry of Health’s regulatory role and power to instigate 
some measures to reduce brain drain from the public sector. Firstly, private 
health sector capital investments were restricted. Published early in 2008, new 
planning regulations were set out to rationalize the joint public and private 
sector capacity standards for new private hospitals and outpatient diagnosis and 
treatment centres (OECD & World Bank 2008). Secondly, the Performance 
Based Supplementary Payment System was introduced as an addition to salaries 
in the public sector. It is reported that there has been a decline in the number of 
medical doctors with dual practice (working in both public and private sectors). 
In 2004, 2300 (15%) of 15 000 specialist doctors working for the Ministry of 
Health closed their private medical offices (Ministry of Health 2008). These 
measures led to a substantial increase in the rate of full-time specialist doctors 
in Ministry of Health organizations (Ministry of Health 2007a). 

20.6.2 Factors within the system influencing size and composition 
of the health workforce

Educational system

The education system is one of the fundamental elements in determining 
the size and composition of the health workforce. In Turkey, students 
seeking admission to university must take the national university entrance 
examination; the number of university places is specified by the Council of 
Higher Education in cooperation with the health and education ministries. 
Practitioners applying for medical specialization training are required to pass 
the medical specialization examination that is held twice per year. However, 
the shortage of medical doctors is illustrated by the fact that there have been 
unfilled specialization places since 2001. Vacancies reached a peak in 2005–
2006 but showed a decline in 2006–2007 (Table 20.7). 

The number of medical, dentistry and pharmacy faculties and vocational 
schools of nursing and the numbers of students and faculty members have 
increased continuously (Table 20.8). This is the result of a deliberate policy.  
In fact, there has been a recent increase in medical graduates’ uptake of assistant 
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positions that enable them to train as specialists. This may well be a response 
to the relatively high remuneration for specialists in Turkey (OECD & World 
Bank 2008).

The increased demand from enhanced coverage and a flourishing private health-
care sector in some parts of Turkey have exacerbated the growing workforce 
shortages among medical doctors and nurses. The government has responded 
by announcing a plan to increase annual medical school intakes from about 
4500 students to about 6000. This will increase medical school intake by 30% 
but will have no impact on the services delivered within the next five years as it 
takes at least six years to train new medical doctors in Turkey (OECD & World 
Bank 2008).

Retirement

It was not possible to obtain any data on health professional retirement in Turkey 
and, therefore, there could be no assessment of its scale. However, it should be 
noted that currently there are no plans for an early or partial retirement policy. 
On the contrary, the retirement age is being raised and so it appears likely that 
forthcoming retirements will not drain the health professional workforce.

Health professionals retire under one of three schemes: (i) the Government 
Employees Retirement Fund for public sector employees, (ii) the Social 
Insurance Institution for private sector employees, and (iii) the Social Security 
Institution for the self-employed (Bağ-Kur). Until 9 September 1999, retirement 
age was based on the number of premium payment days. This offered some 
health professionals and other workers the possibility to retire while still in 
their forties (TÜSİAD 2004). However, the retirement age has been raised to 
58 (female) and 60 (male) for those who began work after 9 September 1999. 
The retirement ages will be increased gradually to 65 by 2048 (ÇSGB 2008a, 

Table 20.7  Specialist training places and medical faculty graduates in Turkey, 2001–2007

Years Medical faculty graduates  
in previous year

Specialist training places

Total Filled Vacant 

2001–2002 4755 4438 3689    749

2002–2003 4380 4949 4035    914

2003–2004 4487 4453 4117    336

2004–2005 4494 6077 4810 1267

2005–2006 4532 6513 4376 2137

2006–2007 4899 6386 5262 1124

Source: Ministry of Health and Council of Education 2008.
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2008b). This may seem low in comparison to other European countries but is 
considered reasonable given that Turkish life expectancy at birth is 70. 

Health professionals leaving or returning to the profession

No data could be obtained on those leaving and/or returning to the health 
professions yet it is possible to draw inferences by comparing the numbers of 
specialists who work actively and those whose diplomas have been registered. 
In March 2008, there were 50 828 actively working specialists; diplomas were 
registered for 67 312 specialists between 1 January 1966 and 14 December 
2007 (Ministry of Health and Council of Education 2008). This indicates 
that 16 484 medical doctors with specialization diplomas were not working 
as specialists. They may have been waiting to be appointed, practising illegally 
in the private sector, working in another sector, or have retired, resigned, 
emigrated or even died.

20.6.3 What does cross-border mobility mean for Turkey?

The unavailability of healthy data makes it impossible to make a sound 
judgement on whether or not there is extensive cross-border health professional 
mobility in Turkey. However, having evaluated the data available and taken 
account of the legal restrictions on internal migration, it may be concluded that 
Turkey is a source country. The loss of educated human capital to other countries 
is detrimental as Turkey already has low numbers of health professionals per 
capita. Given that most medical education is state funded, the emigration of 
medical doctors has been a costly phenomenon for Turkey with effects that are 
felt in the long term (Gökbayrak 2006).

It is important to note that, for the time being, health professional mobility in 
Turkey is not as important as other human resource issues such as maldistribution 
and a lack of human resources for health. 

20.7 Factors influencing health professional mobility

Only a few studies consider the factors influencing health professionals’ 
decisions on internal or external migration. The first was conducted in 1962–
1963 (School of Public Health & Johns Hopkins University 1966). This 
indicated that the reasons for emigration included low income (68%), the 
desire to increase knowledge and experience and difficulties with specialization 
(12.3%), and unethical competition and bad relations among colleagues 
(6.2%). The data show that the level of professional income and difficulties 
with specialization were the primary factors in determining emigration at the 
time.
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A recent study by Yıldırım (2009) provides certain data on potential emigration 
to EU countries and the reasons for it. The study population comprised medical 
doctors and nurses working in Ministry of Health hospitals in Ankara (one 
of the most developed provinces) and Muş (one of the most underdeveloped 
provinces). In Ankara, the hospitals were selected by a stratified cluster 
sampling method; the medical doctors and nurses were selected by a stratified 
random sampling method. Samples were not taken in Muş as there were only 
two hospitals. 

A total of 1054 doctors (485) and nurses (569) took part in the study. Asked 
whether they would settle in an EU country temporarily or permanently, 
assuming that “Turkey became a member of the EU today under present 
conditions and that there is no obstacle to the free movement of persons”, 
65.7% of participants answered positively. Table 20.9 summarizes the most 
important factors influencing potential emigration of these participants. It is 
noteworthy that income was the most important reason for medical doctors 
wishing to leave Turkey in 1963. Almost 50 years later, this was not among the 
most important activating factors for health professionals but was reported to 
be the least satisfying aspect of their work. The most important factor inducing 
emigration was the desire for better working conditions, indicating that it may 
not be sufficient if policies to manage emigration include only improved wages. 
Better working conditions is also an important consideration

20.8 Policy, regulation and interventions

To date, Turkey has implemented some policies to address the problems of 
inadequate numbers of health professionals, internal brain drain and the 
imbalanced distribution of human resources for health. These have included 
(i) opening new faculties and increasing student intakes in order to increase 

Table 20.9  Factors influencing potential emigration of medical doctors and nurses, Ankara
                     and Mus  provinces, 2008

Instigating factors Dissatisfaction with current salary, working conditions, promotion 
opportunities 

Activating factors Desire for better working conditions; access to enhanced technology, 
equipment and health facilities for medical practice; better education 
and specialization facilities

Facilitating factors na

Mitigating factors Leaving family and friends, inadequate language skills, complicated 
and/or inconvenient paperwork/administration

Source: Yıldırım 2009. 

Note: na: Not available.

¸
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the number of medical doctors, (ii) reintroducing compulsory service for 
practitioners in 2003 in order to address shortages in less developed areas, 
(iii) employing human resources for health on a contractual basis, and (iv) 
introducing strategies to balance the public–private sector (Yıldırım 2009). 
Active recruitment of foreign medical doctors is also being discussed. 

20.8.1 Policies and policy development on health professional 
mobility

There are two ways by which a country may procure the health workforce 
it needs. The first uses internal resources – the country’s own production.  
Yet changes to internal dynamics produced by the four main measures 
mentioned above have not yet remedied the lack of personnel or the imbalanced 
geographical distribution and skills composition in Turkey. The second method 
is to import health professionals. International recruitment of health-care 
workers usually results from an inability to attain the desired result through 
the first approach or because the first approach is not preferred (Bach 2003, 
WHO 2006). 

The Turkish Government has started work on the necessary legal regulation 
for international recruitment but the legislation process is proving rather 
problematic. In 2006, during the first term of the Erdoğan Government (2002–
2007), the import of medical doctors was the subject of lengthy and heated 
debates. In February 2007, the Turkish Grand National Assembly passed Law 
5581 (TBMM 2007) that included an article to remove obstructions preventing 
foreign medical doctors from practising in Turkey. The stated justification for 
the law was to (i) contribute to increasing the number of medical doctors in 
Turkey, (ii) remove obstacles preventing foreign medical doctors from working 
in Turkey, and (iii) remove obstacles to the free movement of persons and 
services from the perspective of full membership of the EU. The EU membership 
process and the membership requirements (mutual recognition) require the 
free movement of health professionals under the scope of the four freedoms 
(Yıldırım 2009). The law deleted “and being Turkish” from Article 1 of the 
law on the practice of medicine (Government of Turkey 1928). The President 
vetoed the law on the grounds that the amendments in Articles 6 and 8 were 
inappropriate for public health requirements and it was announced that the law 
would be suspended for a while. However, the second Erdoğan Government 
(2007–ongoing) frequently states that the issue of imported medical doctors is 
on their agenda. It is interesting to note that this does not extend to the nursing 
workforce. 
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20.8.2 Workforce planning and development

The planning and development of human resources for health does not occur 
within a systematic, homogenous and independent structure. Despite various 
official attempts, it is generally the result of knee-jerk reactions rather than 
strategic and systematic planning (Özcan et al. 1995). To date, no planning has 
taken account of international mobility (Yıldırım 2009). However, in recent 
years and particularly within the HTP, it has been stated that Turkey will prepare 
and implement policy strategies to plan and develop the health workforce in a 
way that is compatible with the EU integration process. Accordingly, a Draft 
Strategic Plan for 2023 was initiated in 2009 in order to determine a new 
strategy for human resources for health. 

Currently, there is divided responsibility for the education and management 
of the human resources for health in Turkey. The State Planning Organization, 
the Council of Higher Education and the Ministry of Health are the three 
main institutions that formulate and implement health workforce policies.  
The Ministry of Finance and the State Personnel Department are also stakeholders 
(Ministry of Health 2007b). There is a lack of effective coordination between 
these institutions and organizations (Ministry of Health 2003). 

20.8.3 Regulatory frameworks and interventions

The ÇSGB has been responsible for issuing work permits to foreigners since 
2003. Procedures and principles are set out in the law on work permits which 
stipulates that “provisions which are included in other laws concerning the 
jobs and professions in which the foreigners will not be entitled to work are 
reserved” (Government of Turkey 2003). Thus, it upholds Law 1219 that 
requires “doctors, dentists, midwives and medical attendants to be Turkish 
nationals and to have a diploma from a relevant education institution in 
Turkey” (Government of Turkey 1928) and Law 6283 in which the exercise 
of the profession of nursing is restricted to Turkish citizens (Government of 
Turkey 1954). 

Some clauses in existing laws permit the employment of foreign health 
professionals although it is not known how many foreigners, if any, are employed 
on these legal bases. Law 1219 (Government of Turkey 1928) stipulates that 
“those foreign medical doctors, dentists and midwives whose vested rights based 
on laws have been recognized are allowed to practise their professions within 
the provisions of this law”. In addition, Law 3359 stipulates that “Turkish 
nationals or foreigners who have a needed special professional knowledge and 
speciality may be employed on contract” (Government of Turkey 1987). 
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Law 2527 (amended by Law 4817) concerning foreigners of Turkish descent 
includes the clause: “For foreigners of Turkish origin to work and be employed 
in professions, arts and trades which Turkish citizens can be employed or work 
in, they should have the qualifications and complete the obligations specified 
in specific laws” (Government of Turkey 1981). The ÇSGB is responsible 
for granting permission following consultation with the Ministry of Internal 
Affairs, the Ministry of Foreign Affairs and other relevant ministries. Yet, 
officials working in these organizations have reported that very few people, 
mostly Turkish descendents of Greek origin, are issued with work permits 
within this context.4 

People married to Turkish citizens and residing in Turkey are permitted to work 
there under an exceptional work permission. This does not extend to foreign health 
professionals because of the restrictions in Law 1219 (Government of Turkey 
1928). Foreign citizens have the right to apply for naturalization when they have 
been married to a Turkish citizen for three years (İçduygu 2009). This confers the 
right to work since holders of dual citizenship can work in Turkey. People with 
dual citizenship or Turkish citizens who obtain diplomas in a foreign country must 
request recognition of their diplomas from the Council of Higher Education. 

Mutual recognition of diplomas in the European Community

Since gaining candidacy status in 1999 and, more importantly, since starting 
accession talks in 2005, Turkey has made progress in aligning its health 
legislation with that of the EU. Preparatory work has been started within the 
context of EU accession5 (free movement of workers, mutual recognition of 
professional qualifications and diplomas). Within the scope of the ongoing 
alignment process, the Vocational Qualifications Authority was established in 
2006 (Government of Turkey 2006a). 

The Turkish Government has prepared draft legislation to transpose EU 
Directive 2005/36/EC (European Parliament and Council of the European 
Union 2005) on the free movement of health professionals into Turkish law. 
There is continuing work and internal discussion on the Draft Law on the 
Regulation and Recognition of Professional Qualifications but it is expected that 
it will enter into force by the end of 2013. The Council of Higher Education has 
the authority to render compatible the minimum educational requirements for 
regulated professions. In this context, a regulation on the harmonization of the 
minimum training requirements for regulated professions (medicine, nursery, 

4 Personal interview with employee of General Directorate of Security, Ankara, 13 May 2009.
5 The EU Council Summit in December 2006 suspended accession negotiations with Turkey on eight chapters (free 
movement of goods, right of establishment and freedom to provide service, financial services, agriculture and rural 
development, fisheries, transport policy, customs union and external relations) due to lack of progress and closed those 
that were opened on the grounds that Turkey had failed to fulfil its obligations arising from the Additional Protocol to the 
Ankara Agreement.
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midwifery, dentistry, veterinary medicine, pharmacy and architecture) has been 
adopted and published in the (Resmi Gazete Official Gazette) (Commission of 
the European Communities 2008, Government of Turkey 2008). 

Notwithstanding these advances, the Commission of the European 
Communities (2009) reported:

no progress can be reported on mutual recognition of professional qualifications 
and its differentiation from the recognition of academic qualifications. The current 
administrative structures allow the recognition of academic qualifications only. 
Reciprocal recognition still applies to a number of regulated professions. Nationality 
and language requirements persist. A contact point for implementation of Directive 
2005/36/EC on the recognition of professional qualifications has yet to be designated.

Bilateral agreements

Turkish law prohibits the employment of foreign health professionals and, 
therefore, there are no bilateral agreements on health professional mobility 
between Turkey and other countries. However, Turkey started the Great Student 
Project in 1992–1993 with the aims of (i) helping Turkic republics, Turks and 
relative communities (TR&TRC)6 to meet their educated workforce needs; 
(ii) training a generation of young people with a good relationship to Turkey 
and building a permanent/sustainable bridge of brotherhood and friendship 
with the Turkic world; (iii) teaching the Turkish language and promoting 
Turkish culture; and (iv) enhancing the relationships between these countries 
within one large-scale project. The Great Student Project is carried out within 
the framework of cooperation agreements, protocols and relevant legislation. 
Turkey provides scholarships to students according to these agreements and, as 
of 9 September 2009, the project had enabled a total of 5347 students to study 
there (Milli Eğitim Bakanlığı 2009). However, it was not possible to access 
detailed Ministry of National Education statistics on the numbers of student 
health professionals by years and home countries. 

20.8.4 Political force field of regulating and managing health 
professional mobility 

As noted above, the international migration of health professionals is highly 
controversial in Turkey and the policy strategies are heavily influenced by conflicts 
among stakeholders. The Minister of Health has stated that the greatest obstacle 
to health-care reform in Turkey is the lack of medical doctors, asserting that at 
least 100 000 more medical doctors are required in order to match EU average 
6 TR&TRC includes Turkic republics: Azerbaijan, Kazakhstan, Kyrgyzstan, Turkmenistan, Uzbekistan; Balkan and Asian 
countries: Afghanistan, Bosnia and Herzegovina, Bulgaria, Islamic Republic of Iran, Iraq, Lebanon, Romania, the Syrian 
Arab Republic, the former Yugoslav Republic of Macedonia; Russian Federation: over 60 communities (Kavak & Baskan 
2001).
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levels. The Ministry of Health holds that some of this gap can be filled by actively 
recruiting foreign health professionals, but there is great public debate about 
this. For instance, the TTB heads a group that opposes the Ministry of Health’s 
position and contends that human resources for health do not have a significant 
deficiency. The TTB estimated that Turkey should have had 109 446 medical 
doctors in 2008 and compared this figure with the number of actively working 
medical doctors (103 177) given in a report published jointly by the Ministry of 
Health and the Council of Higher Education (2008). The TTB noted that the 
difference was just 6269 doctors and concluded that this was not a major deficit.  
The TTB objects to opening up the Turkish health-care system to immigration, 
claiming that there are already sufficient numbers of medical doctors and that 
the main problem is their unbalanced distribution (TTB 2008).

20.9 Conclusion

As can be seen, there have been significant constraints on this research – 
Turkey’s special circumstances in relation to the EU and a lack of data. Despite 
unavailable and/or incomplete data, this case study is a first in its field.  
By presenting a systematic (but limited) picture of the present situation it is 
hoped that it will lead the way for other studies.

While not representative of the entire Turkish health workforce, a few studies 
have revealed that EU accession would lead a considerable number of health 
professionals to consider working in other EU Member States. This indicates 
the need for government policies to manage outmigration in order to avoid 
further and serious losses from the health workforce. Inflows of foreign health 
professionals are currently expected to be very limited due to legal restrictions 
but work is under way to remove these obstacles within the context of 
alignment with EU legislation. Furthermore, the present government considers 
foreign medical doctors to be a remedy for the problem of insufficient health 
professionals, although there is heated public debate about this. 

Finally, the analysis carried out in this case study has revealed that Turkey is 
in need of policy and research related not only to the international mobility 
of health professionals but also to all policy dimensions related to health 
professionals. These include planning, designing planning scenarios, policy 
implementation, building databases and studying the professional expectations 
and emigration intentions of health professional students in terms of the health 
workforce. Moreover, domestic issues such as geographical distribution across 
the vast territory and underproduction of some health professionals are as 
important as international mobility. As stated by the Ministry of Health and 
the Council of Higher Education (2008), these issues can be overcome through 
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the effective use of technology and information as well as political will and 
support.
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Health professional mobility affects the performance of health systems and these

 impacts are assuming greater significance given increasing mobility in Europe, a

process fuelled by the European Union (EU) enlargements in 2004 and 2007. This

 volume presents  research conducted within the framework of the European

 Commission’s Health PROMeTHEUS project. This research was undertaken in order to

address gaps in the knowledge of the numbers, trends and impacts and of the policy

responses to this  dynamic situation. 

The following questions were used to provide analytical guidance for the 17 country

case studies reported here: from Austria, Belgium, Estonia, Finland, France, Germany,

 Hungary, Italy, Lithuania, Poland, Romania, Serbia, Slovakia, Slovenia, Spain, Turkey

and the United Kingdom.

• What are the scale and characteristics of health professional mobility in the EU? 

• What have been the effects of EU enlargement?

• What are the motivations of the mobile workforce?  

• What are the resulting impacts on health system performance? 

• What is the policy relevance of those impacts? 

• What are the policy options to address health professional mobility issues? 
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