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Preface 

The concern caused in the world community by the complexity and 
magnitude of the international migration of health personnel was given 
material expression by WHO's Member States some years ago in a 
resolution requesting that the Organization should undertake a study 
of the phenomenon as a basis for action. This is the report on that 
study. Even more important than what it tells us about the amount 
and the intricacies of health manpower migration both globally and 
nationally - and that information is highly enlightening - is what it 
reveals about the factors influencing that migration, the very social and 
economic factors that shape every country's health system. 

The findings of the study have largely confirmed one of the assumptions 
from which the study sprang-namely, that the migration of physicians 
and nurses is essentially an incidental result of the unequal development of 
different nations and of different regions and social groups within nations. 

The implications for action by national governments and by inter
national and transnational institutions are clear, and they go far beyond 
the ad hoc measures that have generally been proposed by those con
cerned with the migration of health manpower. Indeed, the measures to 
be taken have little to do with the migration as such. One important 
way in which countries-developing countries especially-can themselves 
help to redress the situation as it is described in this study is to produce 
professional manpower that is suited to what they need and can afford 
socially and economically. 

This basic conclusion may seem, on the face of it, a simple one, but 
to act upon it calls for a radical change in the behaviour of national 
institutions, which-often independently of one another-pursue 
interests bearing little relation to the health needs of the majority of 
the population. It calls for broad measures specified in the report 
as well as for the narrower measures that are implicit in them. 

In many countries the allocation of resources within the health sector 
lies at the root of the problems described in this study, which are pri
marily problems of the relevance and effectiveness of the existing health 
services. This factor partly leads to and partly stems from a lack of 
appropriately and clearly formulated policies and a lack of coordination 
with other development sectors. 

ix 
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A major failing of the health systems in a number of countries is 
the low priority accorded to providing the basic types of health services 
needed by the population as a whole. Because health leaders in devel
oping countries frequently share the values and interests of their counter
parts in affluent societies, the health services for which they are respon
sible often place an undue -emphasis on the curative element as embodied 
in a few highly sophisticated and centrally-located medical care estab
lishments, with the result that a few segments of the population of the 
larger urban areas appear to be well served while the majority of the 
people are served poorly or not at all. 

The authors of this report show that the same irrelevance and lack 
of coordination that affect the health services as a whole are also basic 
failings of policies for the development of health manpower. Here, 
one of the greatest and most frequently cited problems is the failure to 
integrate the three main elements of the health manpower development 
process: planning, production, and management. 

Besides the production of what the authors describe as "inappro
priate" health personnel, there is also the uneconomic utilization of some 
categories, with imbalances between disciplines and levels and-most 
important-inequities in geographical distribution, both as between 
countries and within them. The lack of explicit definitions of functions 
and of clear delineations of competency for the various categories of 
personnel in the health services leads to situations in which highly quali
fied health workers are obliged to carry out tasks that could and should 
be done by less highly and less expensively trained members of the health 
teams. 

Some countries that have tried to achieve a better health care cover
age of the rural populations have found that they were unable to retain 
the necessary health professionals despite the provision of financial 
and other incentives. The lack of social amenities, of professional re
lationships, of intellectual stimulus, and of educational facilities for their 
children has weighed the balance heavily in favour of urban attractions. 
Even the recruitment of students from the villages has not provided the 
answer: often their newly acquired knowledge and skills alienate the 
young rural graduates from their own families and the contact is lost 
between those who need the care and their own kind who could give it. 

The newly qualified physician, uncertain to what stratum of society 
he belongs, too frequently decides to make his career in a totally new 
one-either in a city of his own country or abroad. The decision to go 
abroad is often made easier for him by the fact that he has been trained 
"up to international standards", which are based on patterns of disease 
and health care in the affluent societies. There is much to be said for 
mutual intraregional recognition of medical diplomas and degrees; it 
is one way in which developing countries can help each other, and WHO 
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and UNESCO are working together to this end. However, the award 
of a degree that merely provides the assurance of an easy passage to one 
of the industrialized countries, a degree that is tantamount to an inter
national passport, is another matter. 

If "Health for all by the year 2000" is to be more than an empty 
slogan, it is vitally important that the developing countries should turn 
away from the piecemeal solutions of the past and attempt not only to 
integrate all aspects of health care, including personnel, but to integrate 
the development of that health care with overall national development. 

To achieve the necessary functional integration of health services 
with health manpower development, national strategies must be formu
lated and country-specific mechanisms must be developed. Each nation 
will need to organize its own programmes and institutions into a cohes
ive network, focusing on mutually agreed goals. Then, by a linkage of 
such networks (or of particular components of them), it will be possible 
to develop useful intercountry relationships and technical cooperation. 

Nations, speaking both collectively through WHO and individually, 
have made declarations along these lines in a number of international 
forums, most recently at the International Conference on Primary Health 
Care, at Alma-Ata, USSR, in September 1978. What i~ needed now is 
concrete action. This may well come about as the result of the emphasis 
being put upon the processes and mechanisms that have to be introduced 
in order to conduct the reforms upon which depends the improvement 
of health as an integral part of social and economic development-the 
end for which are being designed strategies for attaining health for all 
by the year 2000. 

The time is past when health manpower migration could be discussed 
as though it had a life of its own, detached from other social and health 
problems. Further monitoring of this migration will avail us little. 
The data needed for future manpower planning are in hand, and the 
authors of this book have very clearly indicated what direction that 
planning should take. Now is the time for WHO's Member States 
themselves to use the information and to act upon it. 

D. TEJADA-DE-RIVERO 

Assistant Director-Genera/ 
World Health Organization 
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Introduction 

From time immemorial, migration has been a fact of life. Legend 
suggests that even mythical men and demigods, among them Adam, 
Prometheus, and Daedalus, were compelled to migrate because of dis
agreements with the equally mythical ruling powers of the time. Thus, 
Jehovah, Zeus, and Minos can be considered the first in a long line of 
power holders who, unwittingly perhaps, fostered the migration of those 
in search of independence, knowledge, and self-fulfilment. At the ter
restrial level, it is well known that Plato attracted talented islanders to 
ancient Athens, that the Ptolemies enticed scholars and scientists from 
Greece to Alexandria, that many learned Gauls and Spaniards wandered 
to Rome. 

It is also said that for at least the past 2 200 years people in power 
have implemented policies either to prevent or to promote migration. 
In the past as in the present, measures taken to promote migration appear 
to have been more successful than measures to prevent it. A specific 
form of promotional migration policy manifested itself in Italy during 
the early days of university development-in the form of the theft, by 
one city state from another, of all the teaching staff and students of a 
university. 

With the founding of the New World and the intensification of the 
industrial revolution, the volume of migration increased. The migrants 
derived from all social strata-barons and beggars, adventurers and out
casts, gold-diggers and breadwinners-and the movement was primarily 
from eastern and western Europe (the developed areas of the world) to 
North America (a developing area of the world at the time). 

From all appearances, this migration, which was accompanied by 
huge capital flows, was acceptable and beneficial to donor and recipient 
countries alike, since it not only represented a transfer of labour from 
surplus to deficit areas but also helped to create, in the latter, an economic 
infrastructure that had important feedback effects in the donor countries 
and tended gradually to narrow the economic gap between countries at 
different levels of development. 

The current wave of migration, however, is different in several ways 
from that occurring in the 19th and early 20th centuries. The main 
difference is that it is no longer a mass movement of the poor, the wretched, 

- 3 -
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and the homeless, but primarily a movement of the elite from less 
prosp~rous countries to a few of the richest countries of the world, the 
alleged effect being a widening gap between the rich and the poor nations. 
This particular form of migration, popularly referred to as "brain drain", 
or conversely "brain gain", has involved professional groups of all sorts
scientists, engineers, lawyers, teachers, physicians, and nurses. In more 
recent years, the numbers of migrant physicians have been increasing 
while those of other professional groups have been decreasing. It is 
largely this anomaly that has caused governments and international 
bodies to press for more information on health manpower migration 
and action to control it. 

In the health "industry", health workers, particularly physicians, are 
the most expensive commodity in terms of both educational and utiliz
ation costs. Data from various sources indicate that the payroll for 
health personnel in many countries represents between 60 % and 70 % of 
the costs of delivering health services. A large proportion of the payroll 
is for physicians and nurses. The cost of educating a physician ranges 
between US$ 5 000 and US$ 80 000 depending on the economic status 
of the country and the level of specialization of the physician. These 
factors alone account for much of the concern that governments manifest 
with respect to health manpower migration. 

Some governments have tried to curb emigration by offering incentives 
or by restrictive measures such as bonding and the withholding of pass
ports. For the most part, such measures have failed to strike at the root 
of the matter. It is possible that many governments, fully cognizant of 
the massive political questions involved in implementing a realistic pro
gramme of action, lack the will-and perhaps the ability-to do what is 
necessary. Where that is the case, the governments concerned will have 
to live with the migration problem, but they should recognize the in
consistency between, on the one hand, their vehement deploring of 
health manpower migration and, on the other hand, their pressures not 
only for more professional health manpower than they can gainfully 
employ but also for the international recognition of the qualifications 
of such manpower. 

Since some of the major recipient countries are implementing measures 
to curb the inflow of foreign health manpower, a number of the major 
donor countries may shortly be faced with new problems. 

The study 

The WHO Multinational Study of the International Migration of 
Physicians and Nurses, of which this is the final report, had its roots in 
the international disquiet over the "brain drain" of professional manpower. 
This concern has manifested itself not only in a plethora of literature on 
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the subject but also in the numerous resolutions adopted by the United 
Nations and related specialized bodies-resolutions which, inter alia, 
have called for more information on the phenomenon and for measures 
to modify it in ways desired by governments. Among the resolutions 
adopted to date on this subject are six by the United Nations General 
Assembly, three by the United Nations Economic and Social Council, 
three by the General Conference of the United Nations Educational, 
Scientific and Cultural Organization (UNESCO), and one by the United 
Nation Conference on Trade and Development (UNCTAD). In response 
to these resolutions, numerous reports have been prepared. None of 
these, however, deals, either exclusively or to any significant extent, with 
the migration of health manpower, an important area falling within the 
competence of WHO. 

Within WHO, concern about the migration of health manpower has 
been expressed not only by the World Health Assembly, which adopted 
three resolutions on the subject, but also by the regional committees. 
In the Ten-Year Health Plan for the Americas approved by the Ministries 
of Health, one of the recommendations stressed the need to strike at 
the causes of health manpower migration. As a first response to the 
mandate provided by the World Health Assembly, WHO prepared a 
protocol for the present study. 

The objectives of the study as laid down in the protocol were, first, 
to analyse the migration of physicians and nurses in terms of the character
istics of the migrants and the dimensions, directions, determinants, and 
consequences of the flows, and then to suggest different measures that 
might be considered for modifying the migration in desired ways. It 
was considered that the achievement of the immediate objectives would 
constitute a first step enabling national health administrations to design 
and implement a set of measures aimed at overcoming the problems of 
which migration is but a symptom, and that the development and 
implementation of more appropriate health manpower policies and 
plans were the study's essential long-term goals. 

As originally designed, the study was to consist of three phases, the 
first focusing primarily on the societal factors underlying the migration, 
the second primarily on the health system factors, and the third primarily 
on the personal motives, perceptions, and characteristics of individual 
physicians and nurses. In the event, the first phase, which was based on 
existing published and unpublished information retrieved with the assist
ance of WHO's regional offices and Member States, was expanded to 
include factors at all levels, and the second two phases were held in 
abeyance. Subsequent action, it is now felt, should be at the country
specific level. 

The findings contained in this report should have a measure of value 
for all countries in which the migration of physicians or nurses creates 
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problems. If nothing more, they highlight the major factors underlying 
health manpower migration and show how those factors interrelate, 
both at the global and at the country level. 

The report is presented in three parts: 
PART ONE is devoted to the description and analysis of the migration 

phenomenon at the global level. 
PART Two consists of individual country studies which demonstrate 

how the factors identified in Part One manifest themselves at the level 
of individual countries. 

PART THREE contains a summary of the findings and conclusions 
which it is hoped will suggest action that might be taken by countries 
and international bodies. 



Methodology 

1. Compilation, Cataloguing and Annotation of Literature 

As a preparation for the study a large collection of material on man
power migration was assembled as well as other material considered 
useful for an analysis of health manpower migration. Throughout the 
study material was added as it became available. A large part of this 
collection is reflected in the bibliography provided in two earlier docu
ments emanating from the study (see below). Through a collaborative 
effort between the World Health Organization and the United States 
Department of Health, Education, and Welfare, Health Resources Admi
nistration, the latter prepared an annotated bibliography which records 
a considerable part of WHO's collection. The resultant publication is 
entitled International Migration of Physicians and Nurses: an Annotated 
Bibliography (DHEW Publication No. (HRA) 75-78). 

2. Review of Selected Literature 

In a first attempt to assess the content of the available literature in 
the context of the objectives of the study, the London School of Hygiene 
and Tropical Medicine, a WHO Collaborating Centre since 1956, was 
asked to examine some of the published literature on the migration of 
highly trained manpower and unpublished health manpower data avail
able in London. A team within the School's Department of Community 
Health undertook the assignment and prepared a report containing a 
macroscopic view of the patterns of physician and nurse migration and 
an assessment of the literature examined. The team identified the count
ries which appeared to be the major donors or recipients of physicians, 
nurses or both. 

3. Statistical Inquiry 

The next step was to assemble the existing numerical information on 
health manpower and to organize it for the purposes of the study. This 
was done by means of questionnaires, filled in at WHO headquarters 
from all available sources. The data were checked, updated, and sup-

- 7 -
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plemented by information available at WHO regional offices and in Member 
States. The questionnaire covered the following topics: 

(a) annual stock of physicians and nurses respectively and their distri
bution by age-group and sex, major civil divisions within the country, 
country of basic professional education, and country of citizenship; 

(b) number of licences granted each year to foreign medical graduates 
and to foreign nursing graduates, as a measure of the inflow of physicians 
and nurses educated abroad; 

(c) number who graduated each year from the country's undergraduate 
medical education programmes and basic nursing education programmes; 

(d) number of physicians and nurses who immigrated each year, by 
country of last permanent residence, as a measure of the inflow to the 
country; and 

(e) number of foreign students enrolled in programmes of undergraduate 
medical education, postgraduate medical education, basic nursing edu
cation, and postbasic nursing education. 

The information was compiled at three levels : 
(a) at WHO headquarters, using all relevant official publications (e.g., 

World Health Statistics Annual, government publications, and year
books) as well as unrestricted unpublished material in WHO's data 
bank (e.g., tapes and computer printouts); 

(b) at the WHO regional offices, where data inserted at the first level 
were checked, updated, and supplemented; and 

(c) in the government departments of the country concerned, where 
data inserted at the above-mentioned levels were again checked, updated, 
and supplemented. 

The table below shows the number of countries for which information 
was obtained at each of the three levels. 

Number of countries for which 
questionnaire was completed 

Region • At At 
WHO headquarters regional office In country 

AFRO 31 31 8 
AMRO 27 27 0 
EMRO 23 23 12 
EURO 32 0 4b 
SEARO 10 9 8 
WPRO 13 11 5 
Total 137 101 37 

4 For abbreviations, - paae 18. 
• Austria, France, the Federal Republic of Germany, and Switzerland were contacted directly by WHO 

headquarters. 
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In order to calculate response rates it is necessary to establish, first, 
how many questionnaires were passed from headquarters to regional 
offices and, secondly, how many were passed from regional offices to 
countries. As regards the first transfer, it is known that the question
naires were passed to only five of the six WHO regions-the response rate at 
the second level is therefore 101 out of 105, i.e., 96 %. As regards the 
third level, it is known that questionnaires were not passed to countries 
in two regions, so that at the most 74 questionnaires were passed to 
countries by regional offices plus 4 by WHO headquarters. In the 
absence of more precise information, it is not possible to calculate response 
rates for the third level. All information received prior to May 1976 
was included. 

4. Output I 

In parallel with the above activity, and feeding into it, was the task 
of examining the mass of available literature with a view to preparing a 
document that would reflect: 

(a) what others have ascertained about the patterns of physician and 
nurse migration in terms of the characteristics of the migrants, and the 
dimensions, directions, determinants, and consequences of the migration; 

(b) what others have proposed by way of intervention options; 

(c) evaluations that others have made regarding interventions that had 
already been implemented; and 

(d) an assessment of the information in the literature and of method
ologies. 

The literature examined at this stage of operations consisted, for the 
most part, of formal publications (books, brochures, reprints, and articles 
in periodicals, including newspapers) dealing in whole or in part, explicitly 
or implicitly, with the migration of physicians and nurses. Since the 
literature review was expected to reflect only what others who had investi
gated or been concerned with the migration phenomenon had written 
about it, project staff deliberately refrained from injecting new elements 
into the picture. A great number of the references contained numerical 
data which, where relevant, were inserted into the country profiles built 
up from the statistical inquiry. (While the source of such data is given 
in each instance, no attempt has been made to assess their reliability 
except that data which seemed very improbable have not been included.) 

The materials selected for examination comprised not only all the 
relevant published material at hand but also a few unpublished docu
ments that were felt to be readily available to those interested in acquiring 
them for one purpose or another. Among the latter were relevant United 
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Nations documents meant for general distribution. The resulting report, 
entitled Multinational Study of the International Migration of Physicians 
and Nurses: Analytical Review of the Literature (WHO unpublished docu
ment, HMD/75.1) is generally referred to as Output I. It covers the topics 
mentioned in (a)-(d) above and contains a list (724 titles) of the material 
examined, much of which is referred to in the text of the document. 

5. Output n 

The statistical inquiry and the desk research described above produced 
a mass of both quantitative and descriptive information of value for 
subsequent activities, the first of these being the preparation of Output Il, 
a report entitled Multinational Study of the International Migration of 
Physicians and Nurses: Country-specific Migration Statistics (WHO un
published document, HMD/76.4). Whereas Output I had provided a 
qualitative descriptive picture of the phenomenon of physician and nurse 
migration, Output II provided the numerical hase upon which to build 
the quantitative description and analysis appearing in the present report, 
which constitutes Output Ill. 

Output II can be considered as a form of data bank that reflects, for 
each of 137 countries separately, the dimensions and directions of phys
ician and nurse migration. An attempt was made to include all Member 
States of WHO. Also included were those non-member States concerning 
which sufficient information relevant to the subject of this inquiry was 
obtained. The report contains over 300 tables giving data on physicians 
and nurses in terms of stock (foreign and national), new graduates, 
numbers entering as immigrants, numbers leaving, numbers of foreigners 
registering as well as those receiving licences, and numbers of nationals 
found in various countries. All relevant data pertaining to a given 
country which were found in the sources used were summarized and 
presented in the form of a country profile. Whereas data on inflows 
generally came from a source in the country concerned, information on 
outflows was obtained by a system of cross-tabulations of data from 
recipient countries. 

Typically, a country profile, as presented in Output Il, consists of 
one or more tables and a commentary on the data presented. In some 
instances the narrative contains additional information that was not 
suitable for presentation in tabular form. The sources of numerical 
data are given in all instances, and all sources are listed in an appendix 
to the report. 

No attempt was made in Output II to aggregate data in order to make 
compound estimates of flows of total numbers abroad. A more complex 
and numerically more hazardous approach, however, became necessary 
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in order to build up a global migration picture upon which to carry out 
the necessary statistical analysis appearing in the present report. The 
methods employed are described below. 

6. The 40-Country Sample 

The measurement of the directions and dimensions of migratory flows 
(Chapter I) was based on information pertaining to all the countries for 
which data were presented in Output 11. 

For the more in-depth analyses presented in Chapter Ill, only a sample 
of countries was used. Whilst a randomly selected sample of countries 
might have been more desirable, it was decided that a purposely chosen 
group of countries would prove more fruitful for study. As a group, 
therefore, the 40 countries selected should not be taken to be a representative 
sample of the 151 Member States of WHO. Rather, they are those that 
had experienced a considerable inflow or outflow of physicians, nurses 
or both either in absolute numbers or in relation to stock. A few countries 
that had experienced little or no migration in this respect were added for 
comparative purposes. The sample contains countries in each region 
of WHO and reflects varying levels of development and varying political, 
social, and economic systems. The names of the countries selected are 
given in Chapter Ill (page 103). A subsample of these countries is the 
subject of the country studies presented in Part Two of this report. The 
country study of the USA will be published separately, as will a study 
of the countries of Latin America and the Caribbean. 

7. The Data Base 
7.1 Reliability of data 

In general, information is only as reliable as the source from which 
it derives. As no primary data collection effort was made for this study, 
data had to be used in their original form with all their inherent weak
nesses. Where reliability is concerned, it is important to distinguish 
between two concepts: 

(a) the accuracy of the data, i.e., are the figures a true picture of what 
they purport to represent? For example, were there really 20 nurses of 
foreign nationality in country X at time Y? 

(b) the suitability of the data for the purpose for which they are being 
used. For example, how reliable are licensing data as a measure of the 
immigration of nurses into country Y? 

It was extremely difficult to assess the first point. In most instances, 
where several sources provided differing data on what purported to be 
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the same situation, each of the estimates was inserted into the country 
profiles. Sometimes the sources agreed; at other times they did not. 
In order to build up an aggregate a choice had to be made, and here the 
principle followed was that an official source would usually be more 
reliable than other sources such as newspaper reports. 

As regards the second point, suitability, it has to be stressed that 
very few of the data sources presented figures in a form that made it 
possible to measure migration accurately. On this point, see also the 
section on definitions below. 

7.2 Types of data used 

Data on migration are basically of two types-stock data and flow 
data. Conceptually the two are quite distinct. Stock figures represent 
a picture of the numbers in a given place at a given time. An aggregate 
of such information for the same point in time in all countries of the 
world would give a measure of migratory displacement. A series of such 
pictures would give an indication of trends over time. Flow figures on 
the other hand measure movements into and out of countries. An 
aggregate of such flows gives a measure of the rate of migration and, if 
measures of both inward and outward flows are used, can be used to 
estimate the magnitude of manpower displacement through migration. 

As data on the stock of foreign physicians and nurses in countries 
were found to be much more reliable and complete than those on flows 
into and out of countries, the former were used in preference to the latter 
whenever possible. For physicians, most of the data were of the stock 
type and the analyses presented in the present report were therefore based 
on stock data. For nurses, this was not possible, since most ofthe infor
mation available was based on licensing data and immigration data 
(see below), and all the analyses presented in Chapter Ill as well as the 
global estimates presented in Chapter I are based on average annual 
flows. The base data for most of the analyses and estimates for nurses 
are given in Table 1.21. This table shows, for each country, not only 
the average annual number of nurses going or registering abroad but 
also the sum of the number of nurses found in, and making up part of 
the stock of, foreign countries. For physicians the base data appear in 
Table 1.1. 

The various types of data used in this report include: 
(a) Census data, derived from periodical population censuses where, 
among the questions asked, are the nationality and the profession of the 
respondent. The principal countries for which census data were used 
were Australia, the Federal Republic of Germany, and Switzerland. Such 
data are usually accurate, but for the purposes of this study suffer from 
the fact that, although the term "physician" is fairly unambiguous, the 
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term " nurse " can cover a whole range of qualifications and there is no 
way of checking whether someone who describes herself as a "nurse" is 
in fact a professional nurse in the sense of the definition given in Section 8 
below. In Switzerland, for example, it was found that there was a 
discrepancy of some 50 % between the stock of nurses as given on the 
WHO questionnaire and the total based on census figures. 

(b) Data from professional registers and licensing authorities, on either 
stock or new registrants. This is probably the most frequently used 
source of data on the numbers of foreign physicians in a country. The 
figures may or may not include inactive professionals. Data on foreign 
medical graduates in the USA stem from this source, as do data for the 
United Kingdom. Professional nursing bodies seldom give such infor
mation, but may give information on licences issued. This type of infor
mation is available for Canada, the United Kingdom and the USA 
among others. In practice, licensing data are not a very good indicator 
of migration, for the following reasons: 

(i) Physicians and nurses can, and do, obtain licences without 
actually migrating, possibly as a form of insurance for the future. 
Thus the number of nurses licensed does not equal the number actually 
practising. · 
(ii) The nationality given for licensing data in most instances 
(Canada, United Kingdom, USA, etc.) refers to the country of basic 
professional training and is not always indicative of the nationality 
of the applicant. For example, the number of nurses trained in the 
United Kingdom and registering in Canada may include a large num
ber of nurses originating from other countries. 
(iii) Regarding nurses licensed in the USA, data include both those 
nurses licensed for the first time in the USA and those previously licensed 
in another state or territory of the USA. The figures thus include a 
certain degree of double counting. Estimates of the double count 
in the USA vary between 16% and 35 %. 

(c) Migration data, on the numbers arriving in a country, by nationality 
or previous place of residence and profession. Such data have serious limi
tations, among them the following: 

(i) Diversity of coverage. Each country has its own conventions 
as to who is included in the count. For example, Saudi Arabia pub
lished information based on passport controls, which may or may 
not include short-term visitors. Israeli statistics include visitors for 
some years, not others. New Zealand data cover "arrivals". This 
ambiguity of coverage led to serious problems when USA data were 
used. Would-be migrants can enter the USA in a variety of ways (as 
exchange visitors, on H-visas, etc.)-i.e., as non-immigrants or as 
bona fide immigrants. Those in the former group can later change 
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from non-immigrant to immigrant status and will be included in the 
statistics as "admitted to USA as immigrants". This led to a great 
deal of confusion, and when "immigrant" data were added to data 
on those entering in other ways, it led to a large degree of double 
counting. 
(ii) Poor definition of professional status. Like census data, immi
gration data are based on the profession given by the immigrant 
himself. Thus "nurse" may not mean "professional nurse". There 
is, for example, a large discrepancy between the number of immigrants 
from Latin American countries describing themselves as nurses and 
the numbers obtaining licences in the United States of America. This 
indicates that not all those who describe themselves as "nurses" are 
sufficiently qualified to satisfy standards in the USA, even though some 
of them may have been practising as professional nurses in their home 
country. 
(iii) Undercount of dependants. Married professional nurses enter
ing the USA as dependants may not give their professions and will there
fore not be included in the statistics. 

A major drawback of immigration data is that they measure the flow 
in only one direction, so that nothing is known about length of stay or 
return rates. 

The foregoing details are given in order to alert the reader to the 
particular weakness of each type of data used. In order to estimate total 
outflows from individual countries it was necessary to use a fragmented 
mixture of data, mostly gathered for purposes other than measuring 
migration and with differing time scales, coverage and definitions. The 
estimates of outflow (numbers found abroad or average annual numbers 
going abroad) as presented in Tables I.1 and 1.21 should thus be taken 
as useful measures of magnitude rather than as actual numbers. 

Moreover, at one point it became necessary to amalgamate estimates 
of stocks and flows in order to build up either an estimate of total numbers 
abroad (for physicians) or the average annual outflow (for nurses). For 
physicians, flow data were converted to estimates of stock using ratios 
known to hold in the few countries that publish both stock and flow 
figures. For nurses stock-abroad data were converted to estimates of 
average annual flows using the same ratios. Average annual flows were 
based on data for 10 years whenever this was possible. 

Estimates of the number of physicians abroad or of nurses going 
abroad-as a whole as well as for individual donor countries-tended 
to reflect an undercounting for two reasons, one being that for many 
countries no data were available on the number of foreign physicians, 
and the other being that, where such data were available, often there 
was no breakdown of the foreign stock or inflow by nationality and thus 
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no possibility of tracing the physicians or nurses involved back to the 
donor country. For Canada, a major recipient country, no such break
down of foreign physician stock was available. However, because of 
available immigration data, it was possible to estimate the inflows by 
nationality and trace those flows back to their respective countries of 
origin. In most cases, however, the unavailability of immigration data 
made impossible even this type of calculation. 

The information as presented is as complete a picture as could be 
built up from known data but, inevitably, there are data gaps. One of 
the useful byproducts of the study was the pinpointing of these gaps. It 
is known from the literature, for example, that there are considerable 
flows between countries of Latin America, which the study was not able 
to quantify. 

One of the consequences of the frequent lack of data on inflows was 
that, for a large number of countries, it was not possible to calculate net 
migration rates. For example, the countries of Latin America all appear 
as donors, whereas it is more than likely that some them, e.g., Venezuela, 
have considerable inflows which may more than compensate for out
flows. 

8. Definitions of Terms Used 

In the course of this study the following definitions were used. (It 
is not known how strictly the definitions were adhered to by all respon
dents nor whether all the data sources used employed the same defi
nitions.) 

Physicians-persons who, having been regularly admitted to a medical 
school, duly recognized in the country in which it is located, have suc
cessfully completed the prescribed course of studies in medicine and have 
acquired the requisite qualifications to be legally licensed to practise 
medicine (comprising prevention, diagnosis, treatment, and rehabili
tation), using independent judgement, to promote community and 
individual health.l 

Nurses-persons who have completed a programme of basic nursing 
education and are qualified and authorized in their respective countries 
to supply the most responsible service of a nursing nature for the pro
motion of health, the prevention of illness, and the care of the sick. 2 

For the purposes of this study a "migrant" physician or nurse is defined 
as one who enters or is in a country other than that of which he or she is 
a national or in which he or she was either born or trained or both. The 

1 Based on a definition recommended by the WHO Executive Board in January 1972 (resolution EB49.R13). 
1 Based on a definition approved by the International Council of Nurses. 
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three definitions are not mutually exclusive. As explained in Chapter I, 
it was not possible to separate out the true migrant, who is moving with 
the intention of effecting a permanent change of residence, from those 
going abroad for a shorter period, e.g., to study or on technical aid 
programmes. 

A migrant is described as being "foreign" to the country which he 
enters or in which he resides. Different countries use different definitions 
of the term "foreign". Most of the definitions are based on one or more 
of the aspects mentioned above. More specifically, the term ''foreign" 
can mean one or more of the following: 

(a) Foreign medical or nursing graduate-a foreign medical or nursing 
graduate is one whose basic medical degree or nursing diploma or degree 
was conferred by a medical or nursing school in a country other than 
the one the physician or nurse is entering or is in. Thus, in the United 
States of America a foreign medical graduate is a physician whose basic 
medical degree or qualification was conferred by a medical school out
side the USA, Puerto Rico, and Canada. Not all foreign medical or nur
sing graduates are foreign nationals or foreign-born. In fact, in the USA a 
tenth of foreign medical graduates were born in the country. This definition 
also has the disadvantage that, for example, Nigerians who qualify in the 
United Kingdom and subsequently settle in the USA are counted as United 
Kingdom graduates, and all physicians who studied at the University of 
the West Indies are classified as Jamaican. The definition is useful for 
studying the export and import of medical and nursing education. Li
censing statistics for nurses are based on the same definition. 

(b) Foreign nationals-a foreign national is a citizen of a country other 
than the one he is entering or is in. This definition is widely used and 
useful. It leads to undercounting, however, in countries where naturaliz
ation is a prerequisite to full registration, as for example in the USA 
and France. 

(c) Foreign-born-a foreign-born nurse or physician is one who was born 
in a country other than the one he is entering or is in. This definition 
is used in the United Kingdom and in many Commonwealth countries. 
It avoids some of the pitfalls of the two previous definitions but gives rise 
to one or two anomalies. Thus foreign-born children of earlier immi
grants, for example West Indians in the United Kingdom, will be included. 

It can be seen from the abbreviations in Table 1.2 which definition is 
being used by some of the major recipient countries for their immigrants 

It is impossible, however, to give the definition used in all countries 
to which physicians or nurses have migrated. To obtain this information 
it would be necessary to check the recipient country profile in Output 11. 

The term ''found in" country X is used to mean making up part of 
the stock of physicians or nurses in country X. "Entering" country X is 
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used to mean featuring in statistics of arrivals in country X. "Registering" 
or "licensing" in country X means obtaining a licence to practise in 
country X. 

9. Country Names 

The country designations employed and the presentation of material 
in this publication do not imply the expression of any opinion whatsoever 
on the part of the World Health Organization concerning the legal status 
of any country, territory, city, or area or of its authorities, or concerning 
the delimitation of its frontiers or boundaries. The designations are essen
tially those used by the United Nations except in a few instances when 
the literature from which the data were retrieved did not make it possible 
to determine what political entity was referred to; in such cases the name 
used in the source of information has been retained. The following 
additional observations may be useful: 

(a) Much of physician migration took place at times when certain 
countries were known by names other than those by which they are 
known today. In the case of countries where the geographical entity 
concerned remained the same but only the name of the entity changed, 
the data on physician migration posed no problem. This would apply, 
for example, to Sri Lanka which was formerly known as Ceylon, and to 
Democratic Kampuchea which was formerly known as the Khmer Repu
blic and before that as Cambodia. 

(b) Bangladesh and Pakistan were treated separately when the data 
allowed. In some cases it was not possible to segregate data referring 
to what was formerly referred to as Pakistan and included what is now 
called Bangladesh. Where this was the case, both entities have been 
designated side by side. Moreover, it is quite possible that a number of 
migrant physicians who indicated India as their country of birth or 
medical education were born or educated or both in one or another of 
the entities that are now respectively designated as Pakistan and Bangla
desh. 
(c) What were formerly designated respectively as the Democratic 
Republic of Viet-Nam and the Republic of South Viet-Nam-but are 
now unified and called the Socialist Republic of Viet Nam-have been 
considered separately because all the information available predates 
the union. 

(d) China's Province of Taiwan, referred to as Formosa in some reports 
from which data were retrieved, has been treated separately from the 
mainland of China, i.e., the People's Republic of China, because of the 
considerable difference in the rates of physician migration from the two 
geographical areas. Even so, the picture may be blurred by the fact that 
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a number of migrant physicians who indicated the Province of Taiwan 
as their "country of last permanent residence" had indicated "China" 
as their "country of birth" or "country of education". 
(e) As far as possible, the Federal Republic of Germany and the German 
Democratic Republic have been treated separately, as have the Demo
cratic People's Republic of Korea and the Republic of Korea. Where 
the terms "Germany" or "Korea" were used in the literature to indicate 
country of origin, such terms have been transferred to those tables in the 
present document which were based on the literature concerned. 

10. Abbreviations and Symbols 

Symbols: A = Average annual flow 
E 
G 
H 

R 
T 
X 
0 

0.0 
A blank space 

in table 

Abbreviations: 

AFRO 
AMA 

AMRO 
Dem. 

ECFMG 

EEC 
EMRO 

EURO 
Fed. 

FB 
FMG 
GDP 
GNP 

GMC 
ICN 

Estimate 
In government service only 
Hospital personnel 
Number on register, not all necessarily working in the country 
Total active in country 
Coverage unknown 
None 
Less than 0.05 

No information 

Regional Office for Africa, or Region (of WHO) 
American Medical Association 
Regional Office for the Americas, or Region (of WHO) 
Democratic 

Educational Council for Foreign Medical Graduates 
(see footnote p. 90) 
European Economic Community 
Regional Office for the Eastern Mediterranean, or 
Region (of WHO) 
Regional Office for Europe, or Region (of WHO) 
Federal 
Foreign-born 
Foreign medical graduate 
Gross domestic product 
Gross national product 
General Medical Council (UK) 
International Council of Nurses 

ILO = International Labour Organisation (Office) 
P. 

PAHO 
Rep. 

People's 
Pan American Health Organization 
Republic 



SEARO 

Soc. 
u. 

METHODOLOGY 

Regional Office for South-East Asia, or Region (of 
WHO) 
Socialist 
United 

UNCTAD = United Nations Conference on Trade and Development 
UNDP 

UNESCO 

UNITAR 
USSR 

USA 
USMG 

UWI 
WHO 

WPRO 

United Nations Development Programme 
United Nations Educational, Scientific and Cultural 
Organization 
United Nations Institute for Training and Research 
Union of Soviet Socialist Republics 
United States of America 
United States Medical Graduate 
University of the West Indies 
World Health Organization 
Regional Office for the Western Pacific, or Region 
(of WHO) 
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PART ONE 

FINDINGS AT THE GLOBAL LEVEL 





CHAPTER I 

Dimensions and directions of migration 

1. Introduction 

The migration phenomenon is far from simple. It involves the 
simultaneous movement of many different streams of peoples between 
countries in patterns that are continuously changing over time. 

The migrants themselves are not a homogeneous group. Some 
are true migrants seeking to change permanently their place of profes
sional activity and others are students who go abroad, generally to the 
developed countries, to study; some of them may in the event not return 
home. Another type of temporary movement is that of personnel going 
on technical aid programmes, chiefly to developing countries. Since 
such personnel could not readily be identified in many cases, they were 
counted as migrants in the sense that they were foreigners in the country 
in which they happened to be serving at the time. At the most, the 
number of physicians in this group would be below 5 000 and they would 
thus constitute less than 3.5% of the total number of physicians con
sidered by the study as being migrants. 

Some movements are direct and others multistage, with migrants 
using an intermediate way station to reach their ultimate goal. Some 
of the flows are of" returnees "-disillusioned migrants or students returning 
home. Most of the available data make no distinction between these 
different flows, and not all flows, even into countries which publish data, 
are recorded. It is hardly surprising therefore that studies to date have 
suffered from imprecise operational definitions which make international 
comparisons difficult. 

The present study suffers from many of the same handicaps and 
makes no pretentions at numerical accuracy. The data on physician 
and nurse migration presented in this report reflect composite estimates 
based on a large number of different sources. They lack strict compar
ability in terms of the points of time involved and definitions used. 
Despite these shortcomings, however, they do serve to build a global 
picture of the magnitude and general directions of the migratory flows. 
Any attempt to obtain more accurate data would have proved in-

- 23 -
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ordinately expensive and would not have been justified by the marginally 
increased usefulness of the data for decision-making purposes. 

2. Migration of Physicians 

The dimensions of the migration problem are impressive. Around 
the year 1972 there were at least 140 000 physicians located in countries 
other than those of which they were nationals or in which they had been 
born or trained. This figure represents 6 % of the world's 1 physicians 
at that time. On average a number equal to one-eighth of the world's 
production of physicians in 1970 migrated annually during the period 
under study. 

The data collected by the study, as given in Table 1.1, served as the 
basis for these estimates and for most of the analyses that follow. Whilst 
a number of cautionary remarks are contained in the footnotes to the 
table, the reader is strongly advised to read the relevant sections in the 
preceding chapter on methodology in order to understand how the figures 
were computed and what the limitations of the data are. 

2.1 The countries involved 

Almost all countries appear to experience some measure of migration 
of health personnel, although not all are affected in the same way. Some 
countries gain many such personnel and lose a few, others gain a few 
and lose many, some gain about as many as they lose, while a few only 
gain and a few only lose. Whilst it would be conceptually neat to classify 
countries according to the role they play in the migration process, in 
practice not all countries fall so tidily into categories. However, for 
convenience, throughout the report reference is made to "major re
cipients" and "major donors". These categories are not mutually 
exclusive. A few countries fall into both categories, e.g., the Federal 
Republic of Germany and the United Kingdom. 

The primary patterns of flow from the major donor countries to the 
major recipient countries are depicted in Figure LA. From this it can 
be seen that, although a relatively large number of countries are prima
rily donors of physicians and a handful are both donors and recipients, 
only two-the United States of America and Saudi Arabia-are primarily 
recipients on any sizeable scale. In fact recipiency is a very restricted 
phenomenon. Of the 140 000 physicians estimated as being outside 
their country of birth, nationality or training, over 119 000, or about 
86 %, were found in only five countries: 77 000 in the USA (1973), 21 000 in 

• Bxcludlna tbe Peopte•a Republic of Cblna. 
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that year. It is not known how many of them were born in Canada. 
In the Federal Republic of Germany, the almost 6 000 physicians of 
foreign nationality in 1971 accounted for 5% of the country's stock 
of physicians. 

The five countries mentioned above are what might be termed the 
rich developed recipients but, as can be seen from Table 1.2, not all 
recipient countries fall into this category. Some are rich developing 
recipients (oil-exporting countries) and some poor developing recipients 
(usually those without a medical school or with only a recently established 
school). The factors that determine whether a developing country 
becomes a recipient are discussed more fully in Chapter Ill. A glance 
at Table 1.1 serves to show that most of the poor recipients are to be 
found in Africa-of the 40 African countries listed for which data were 
available, only four had less than 20 % of foreign physicians in their 
physician stock. The situation in Latin America is not clear, because 
very little information is available on immigration. In Asia the most notable 
recipients of foreign physicians in relation to stock are the oil-producers
Saudi Arabia, the United Arab Emirates, and Qatar, to name only a few. 

In general, little information on emigration is available from donor 
countries, and the study has therefore had to rely heavily on information 
on or from recipient countries. By aggregating the numbers of physicians 
of each particular nationality found in those recipient countries for 
which data were available, it has been possible to identify the countries 
most heavily involved as donors of medical manpower. These are shown 
in Table 1.3. Since the figures shown there are aggregates based on a 
variety of sources and types of data, they should be viewed only as esti
mates. Because of the known data gaps, the figures tend to be under
estimates. It is interesting to note that by no means all donor countries 
are poor and developing. The 25 donor countries listed in Table 1.3 
accounted between them for nearly 90 000 migrant physicians or about 
three-quarters of all physicians abroad whose national origins are known. 
Nearly half of this number, 39 100, came from countries of Europe and 
North America. A further 38 000 came from countries of Asia-chief 
among them the world's largest donor of physicians, India, with 15 000 
physicians abroad including 13 000 in the USA and the United Kingdom 
alone. A number of countries figure among both the major recipients 
and the major donors, namely Austria, Australia, Canada, Federal 
Republic of Germany, and the United Kingdom. These countries can 
conveniently be termed the major donor-recipients. Most of them lose 
physicians to countries richer than themselves and draw in physicians 
from poorer countries. A typical example would be the United Kingdom 
which has lost some 8 000 physicians, chiefly to Australia, Canada and 
the USA, and gained some 21 000 physicians, chiefly from Commonwealth 
countries. 
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2.2 Trends in physician migration 

2.2.1 Changes in direction 

Prior to World War II the movement of physicians had generally 
been a bidirectional flow among developed countries and a unidirectional 
flow from the more developed countries to the less developed. During 
recent years, however, increasing numbers of physicians have been going 
not only from the less developed to the more developed countries, 
but also from the less to the more affluent developing countries. Tables 
1.4 and 1.5 show the shift in the countries of origin of the physicians going 
to the USA and the United Kingdom respectively. 

Table 1.4, which deals with the USA, shows that there has been a steady 
decline in the proportion of physicians coming to the USA from Europe 
and North and Central America, whilst the proportions coming from 
South America and Asia respectively have increased over the eight 
years under review. For Asia the increase is particularly marked 
in the earlier period, between 1965 and 1969, whilst the increase for 
South America took place later. The proportion coming from Africa 
also increased. In absolute terms, as in proportional terms, the numbers 
coming from Europe and from North and Central America declined. 
The numbers arriving from Europe alone each year in the early 1970s 
were about 270 fewer than those in the late 1960s. For North and Central 
America the decline was about 70 annually. The numbers coming 
from the other three regions increased considerably, with some 430 more 
coming from Asia in the early 1970s than in the late 1960s, some 200 more 
from South America and 120 more from Africa. The changes for each 
of the regions are shown below. 

Average number entering the USA each year 

Year 
Origin Change 

1965-69 1970-73 

Europe 1 828 1 561 -15% 
North and Central America 1164 1 091 - 6% 
Asia 3 336 3 766 + 13% 
South America 572 776 + 36% 
Africa 233 a 353 +52% 

Average, all countries 7 220 7 664 + 6% 

• 1967 to 1969 only. 

The figures, which are based on Table 1.4, tend to confirm the thesis 
that the migrants from the developing countries are replacing rather 
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than merely supplementing those from developed countries. While 
this belief was somewhat shaken when it was demonstrated that a double 
counting of new entrants to the USA had in fact exaggerated the swing, 
it would not seem to be true, as has been claimed by some authors (161) 
that the growth in physician migration from Asia represented only an 
addition to a constant-size stream of migrants from Europe, i.e., that 
there was no shift away from the old donors. 

Another way of looking at changes in the countries from which 
migrants came to the USA is to compare the number of FMGs in the USA 
by country or region of medical education in 1970 and 1974. Using Table I. 7 
as a base, it can be shown that in 1974 there were only 4 % more FMGs 
from Europe and Canada in the USA than there were in 1970. In contrast, 
the numbers from Asia increased by 66 % over the same period. Out 
of a total increase of 19 525 FMGs, 13 928 were from Asia (71 %); 
3 549 came from Central and South America (18 %) and only I 006 came 
from Europe (5 %). 

A similar picture emerges from the statistics of foreign-born physicians 
in the United Kingdom (see Table 1.5). Whereas in 1966 European-born 
physicians accounted for nearly a third of foreign-born physicians, by 
1970, only four years later, they accounted for little more than a quarter. 
In absolute terms there were some 200 fewer physicians from Europe in 
1970 than in 1966. On the other hand, those born in India, Pakistan 
and Sri Lanka, who in 1966 accounted for only 36 % of the total, came 
in 1970 to account for 44 %. Here again the flow from Asia, in this 
instance particularly from the Commonwealth countries of Asia, replaced 
the flow from the developed countries. Physicians from the developed 
Commonwealth countries accounted for 14 % of stock in 1964 but only 
for 12 % in 1970. The biggest fall was in the numbers from Canada, 
which may well reflect the fact that the rate of economic expansion in 
Canada was much faster than in the United Kingdom, making the United 
Kingdom less attractive to Canadians.1 

2.2.2 Changes in volume 

As the preceding paragraphs have shown, there has, in recent years, 
been a general increase in the overall volume of migration, as demons
trated by the growing numbers of foreign physicians in the major recipient 
countries. 

Table 1.6 shows, for some of these countries, the increase in absolute 
numbers as well as the average annual percentage increase in the stock 
of foreign physicians over a specified period of time, which varies for each 
country according to the data available. The highest average annual 

1 For the role played by amuence in determlninll directions of migration, see Chapter Ill. 
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percentage increase was experienced by Sweden and the Federal Republic 
of Germany (14% each), followed by Canada (10 %) and the USA (9 %). 
The rate of increase for Austria, the United Kingdom, and Japan was 
approximately half that of the above countries. 

In most cases, the migratory flows really gained impetus only in the 
late 1950s and early 1960s. The first post-war migratory wave was one 
that physicians shared with other types of manpower and was in the 
nature of an exodus from war-ravaged Europe to the New World, notably 
from the Federal Republic of Germany to the USA. By 1959 there were 
15 000 FMGs 1 in the USA (185) accounting for 6 % of total physician 
stock. By 1963 their number had risen to 31 000, accounting for 11 % 
of physician stock. The change in immigration laws in 1965 marked 
the beginning of the change in the national origins of the FMGs in the 
USA, but did not really accelerate the growth in the size of the FMG 
pool. The acceleration took place later: 

Average annual 
increment 

in FMG pool 

3 940 
3 720 
3 870 
4 331 
4997 
5 795 
3 326 
5170 

Period 

1959-1963 
1963-1967 
1967-1969 
1969-1970 
1970-1971 
1971-1972 
1972-1973 
1973-1974 

In proportional terms the rate of growth has been declining. Whereas 
the number of FMGs in the USA had more than doubled during the decade 
1963-1974, the rate of increase over the last four years of that period 
was considerably lower than that for the first four years, i.e., a 34 % 
increase for the period 1970-1974 as compared with 48 %for the period 
1963-1967. As shown below, even within the period 1970-1974 the rate 
of increase had been slowing down: 

• Excluding Canadians. 

Years 

1970-1971 
1971-1972 
1972-1973 
1973-1974 

Rate of increase 

9.6% 
8.4% 
4.9% 
7.2% 
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A declining rate of increase is also reflected in the proportion of 
FMGs in the total physician pool. In 1963, FMGs accounted for 11 % 
of the pool. Four years later the proportion was 15 %-an increase 
of 4 %. In contrast, the proportion in the 1970s grew more slowly
by about 0.7 %each year from 1971 onward. On the assumption that 
this rate of growth continued in 1975 and 1976, it can be presumed that 
in December 1976-i.e., just prior to the scheduled implementation date 
for the new law restricting the inflow of foreign physicians-the FMGs 
numbered about 85 000 (excluding those graduated in Canada) and 
represented some 22 % of the total of physicians listed in the AMA's 
file. There may well have been more, if there is validity in reports (e.g., 
12, 83) that a considerable number of FMGs had rushed to the USA just 
prior to 10 January 1977, the date when the restrictions were to come 
into effect. 

The total number of FMGs in Canada has also increased, from 
6 968 in 1968 to 8 768 in 1971 and to 11 244 in 1973 (131, 78). Approxi
mately 1 000 foreign physicians entered Canada as immigrants each 
year between 1966 and 1973 (38). There are indications, however, that 
the number is declining. It should be borne in mind that Canada is rather 
a special case in that it serves as a way station to the USA (see Section 2.6 
below). The inflow of foreign physicians to Canada is expected to 
decrease further as a result of the 1975 decisions to restrict the inflow 
(see Chapter V). 

As far as the major donor countries are concerned, changes over 
time in physician emigration have been difficult to assess, given that 
emigration data are rarely available and figures on stock in many recipient 
countries exist only for isolated points in time. Some notion of change 
can be gleaned, however, from Table I.7, which shows the changes, 
between 1970 and 1974, in the stock of FMGs in the USA by country of 
graduation. The donor countries listed are limited to those that had 
contributed at least 1 000 physicians to the stock of FMGs in the USA 
in 1974. 

Of the countries listed in Table I.7, only two, i.e., Austria and the 
Federal Republic of Germany, showed a decrease in their contribution 
to FMG stock in the USA. This may merely reflect the fact that a con
siderable proportion of the FMGs from those countries were old and that 
a certain number of them had retired or died. The rise in the numbers 
from India and the Philippines was spectacularly high. The greatest 
percentage increases were experienced by: India (where the rise 
between 1970 and 1974 was 116 %), China's Province of Taiwan (93 %), 
Pakistan and Bangladesh (77 %), the Republic of Korea (66 %), and 
Egypt (64 %). The rise in the numbers from Italy, Mexico and Spain 
may be due to an increase in the number of Americans among the graduates 
of those countries (see Section 2.7 below). 
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Patterns in the United Kingdom are similar (see Table I.8). Between 
the years 1966 and 1970, the number of physicians in the United Kingdom 
who were born in India, Pakistan, and Sri Lanka increased by 3 144 or 
52 %. There were notable increases also in the numbers from Ireland 
and Australia, while the numbers from Europe declined to a considerable 
extent. In 1973/74 some 4 000 physicians, mostly from the Indian sub
continent and the Middle East, entered the United Kingdom, whilst 
900 left. Of the 900, about 680 were foreign, mostly immigrants, and 
220 were British (I 23). 

2.3 Losses and gains by broad geographical areas 

As can be seen from Table I.9, the developing countries of the world,1 

which contain two-thirds of the world's population, have only a fourth 
of the world's stock of physicians. Conversely, the developed countries, 
which contain a third of the world's population, have three-fourths of 
the world's stock of physicians. If the world's physicians were evenly 
distributed throughout the world, there would be one per 1 219 population. 
In the present situation, the developed countries as a whole average 
one physician per 557 population, while the developing countries as a 
whole average one physician per 3 117 population. Thus, relative to 
population, the developed countries have nearly six times as many phys
icians as do the developing countries. 

The developed countries as a group gained 2 nearly 90% of the world's 
migrant physicians. On the other hand, they lost nearly half ( 44 %) 
of the world's migrant physicians. Within the group of developed 
countries, it is noteworthy that, while the countries of Europe supplied 
a third of the world's migrant physicians, they received only 23 %, as 
opposed to countries of North America, which received 62% but supplied 
only 7 %. New Zealand and Australia together received more than 
they supplied. 

The developing countries as a group supplied 56 % of the world's 
migrant physicians, but received only 11 %. The main donors were 
countries of Asia, which supplied 40 %. and the main recipients were 
countries of Africa, which received 6 %, followed closely by those of 
Asia, which received 5 %. It is interesting to note that, whereas the 
numbers in Africa are fairly evenly spread among the countries of that 

1 In all instances. the terms developing countries and world as used in this section exclude the People's Republic 
of China since no data were available either on the size of its population or on its stock of physicians. 

1 The term loss (or converselY gain) rel!ects the sum of the losses (or the gains) of the individual countries 
within the specified area, whether the movement is from one to another country of the same area or to a country 
outside that area. 
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region, in Asia only a very few countries - mainly oil-exporting countries 
-are recipients (see Table 1.1). Central and South America supplied 
about 11 % of the world's migrant physicians. Given the scanty infor
mation on migration into countries of that region, it was not possible 
to ascertain the total inflow. 

Table 1.10, in addition to presenting the data on which Table 1.9 
is based, shows losses and gains in relation to the number of physicians 
(stock) in the various specified areas. In the developed area, the pro
portion of physician stock gained through migration was 7% and that lost 
was 3 %, as opposed to a gain of 2 % and a loss of 11 % in the developing 
area. 

Within the developed area, the proportion of physician stock lost 
by the countries of Europe was apparently slightly more than that gained-in 
fact, allowing for the undercounting due to incomplete information, the gain 
may well balance the loss. The situation is quite different with respect 
to the United States of America and Canada combined, where the pro
portion of stock gained was 23 % and that lost was only 2 %, mainly 
through reciprocal movements between the two countries (see Table 1.11). 
Australia and New Zealand showed a net gain of some 10 %. 

Within the developing area, the proportion of stock lost by countries 
of Asia was nearly 10 times more than that gained, while for countries 
of Africa the loss was 12 % and the gain 17 %. As mentioned above, 
the proportion of stock gained by the developing area is about 2 %. 
In view of the dearth of information on the movement of physicians to 
and within Central and South America, the figure of 2 % gain for the 
developing countries may well be an underestimate. If Central and South 
America are excluded from the calculation, the percentage gain for the 
remaining part of the developing area becomes 3.4 %. 

2.4 The global view of physician migration 

The matrix labelled Table 1.11 shows the origins and destinations of 
migrant physicians according to the same areas as those used in Tables 1.9 
and 1.10. While Table 1.11 presents the basic data, Table 1.11 A shows 
the same picture from the perspective of the donor areas (areas of origin), 
and Table l.llB shows the situation from the perspective of the recipient 
areas (areas of destination). The matrix includes only those migrants for 
whom both origin and destination are known. This may give rise to a 
certain amount of bias. The biggest data gaps were in Africa, where there 
were some 7 800 foreign physicians, only 2 800 of whom could be identified 
by country of origin. The proportions of physicians going to Africa 
are thus an underestimate. The same is true to some extent for 
Asia. 
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2.4.1 The developing countries as donors (Table 1.1 I A) 

The developing world supplied well over half the world's migrant 
physicians, with the majority coming from Asia and the vast majority 
going to developed countries. The areas of destination varied with the 
areas of origin, e.g., 95 % of migrant physicians from Central and South 
America going to North America, the remaining 5 % to Europe, and vir
tually none to developing countries (again keeping in mind that no 
information was available on the movement of physicians within Central 
and South America). Physicians from Africa went predominantly-and 
in almost equal numbers-to Europe and North America {about 41 % 
each), but 16 % went to other developing areas ( 11 %to Asia and the rest 
to other countries of Africa). Physicians from Oceania went predomi
nantly to Australia and New Zealand (86 %), the rest going to Europe. 
Of the migrant physicians from Asia, 95 % went to developed countries 
(65% to Canada and the USA and 29 % to Europe), and only 5% to 
other developing countries. 

2.4.2 The developed countries as donors (Table I.11A) 

The factor that emerges most clearly regarding the developed countries 
as donors is that migrant physicians from those countries went almost 
exclusively to other developed countries. The proportions moving from 
the different developed areas to other developed areas ranged from 100% 
for the migrant physicians from Australia and New Zealand, through 
99 % for those from Canada and the USA, 96 % for those from Europe, 
and 91 %for those from the USSR. 

Another noteworthy fact regarding the movement within the developed 
areas is that, whereas over half of the migrant physicians from Europe 
crossed the Atlantic to North America, only 6 % of those from North 
America made the reverse journey. In fact, 92% of the North American 
migrants stayed in North America-although, as can be seen from 
Table I. II, the numbers involved are very small, i.e., only 7 000 North Ame
rican migrants out of a total of more than 119 000. Whereas the majority 
of migrant physicians from Europe went to North America, the majority 
of those from Australia and New Zealand went to Europe, although 19 % 
of them moved between Australia and New Zealand. Only a few physicians 
from developed countries went to Asia, and even fewer to the developing 
parts of Oceania. About 4 % of the migrant physicians from Europe 
were found in Africa, as were 9 % of those from the USSR, a considerable 
portion of these presumably on technical assistance programmes. 

2.4.3 The developing countries as recipients {Table I.llB) 

The developing countries as a whole are not recipients to any large 
extent. Of the 119 000 migrant physicians included in the matrix, only 



34 PHYSICIAN AND NURSE MIGRATION 

5 000 went to developing countries (Table 1.11).1 Two-thirds of these 
came from other developing countries ( 48 % from countries of Asia 
and 17 % from those of Africa). The remaining third, which came from 
developed countries, were almost entirely from Europe (33 %). 

There is a significant difference between Asia and Africa as regards 
the inflow of physicians. Africa drew 60 % of its inflow from European 
countries, whereas Asia drew hardly any physicians from developed 
countries. The explanation for this difference probably lies in the fact 
that, whereas Africa received considerable technical assistance from 
European countries and may still contain a considerable number of the 
physicians who went there during the colonial era, the majority of migrant 
physicians in Asia were concentrated in a very small number of countries 
-notably the oil-exporting countries-and most of the migrant physicians 
in those countries came from other developing countries. 

2.4.4 The developed countries as recipients (Table !.11 B) 

As mentioned earlier, the developed countries drew nearly half of 
their immigrant physicians from other developed countries-with a 
third of the total (34 %) coming from countries of Europe, 7 % from 
Canada and the USA, and 3% from Australia and New Zealand. Of the 
56 % coming from the developing areas, the vast majority were from 
Asia. European countries drew 38 % of their immigrant physicians 
from other European countries, a very few from Australia and New 
Zealand (5 %), and 55 %from developing areas (45 %from Asia alone). 
Compared with European countries, Canada and the USA received a some
what higher proportion of physicians from developing countries (58 %), 
the difference being mainly due to the 16 % inflow from Central and 
South America. Of the migrant physicians in Canada and the USA, 9 % 
is accounted for by reciprocal movements between the two countries. 
Australia and New Zealand received 84 % of their immigrant physi
cians from other developed countries, including 71 % from Europe. 

2.5 Migration to oil-exporting countries 

An interesting trend within the developing countries is the increasing 
number of physicians, mainly from other developing countries, who go 
to the oil-exporting Arab States, particularly Saudi Arabia. In 1974 
there were 1 142 foreign physicians working in Saudi Arabia's Govern
ment services (see Chapter XVIII: Saudi Arabia). They represented 
90 % of the total of 1 268 physicians in those services and, excepting 

1 See Sections 2.4 and 2.4.1 above for limitations imposed by data gaps. 
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eight whose nationalities were not reported, all came from developing 
countries-mainly Moslem countries. The citizenship or origin of these 
physicians was as follows: 

Egyptian 
Pakistani 
Indian 
Jordanian 

588 
418 

36 
33 

Syrian 
Palestinian 
Sudanese 
Other 

25 
18 
9 

15 

The total number of foreign physicians in Saudi Arabia in 1974, 
including those not working for the Government, was probably between 
2 000 and 3 000. Other oil-exporting countries of Asia and Africa have 
also been attracting foreign physicians-e.g. Bahrain, where the 79 foreign 
physicians in 1971 represented 77 % of the total in that country and came 
mainly from India and Pakistan; Oman, where the approximately 160 
foreign physicians represented 90 % of the total; Iran, where there were 
4 000 foreign physicians in 1976 as compared with only 65 in 1971 (148); 
and the Libyan Arab Jamahiriya, where the number rose nearly fourfold 
in nine years, from 205 in 1961 to 780 in 1970. 

2.6 Way stations for migrant physicians 

For many physicians migration is not a once-and-for-all move from 
one country to another. Evidence shows that it is possible for an indi
vidual to be born in one country, obtain basic professional education 
in another country, pursue graduate education in a third country, and 
move to yet another country for further training or practice. For the 
individuals who display such migration behaviour, certain countries 
can be said to function as way stations-whether for political, cultural, 
economic, educational, or professional reasons. Which are the countries 
used by physicians as way stations and from which countries such phys
icians originate can be ascertained to a certain extent from data on phys
icians admitted to the USA as immigrants. From Table 1.12 it can be 
seen that the main way stations to the USA were Canada, the United 
Kingdom, and China's Province of Taiwan. It is interesting to note 
that, in the case of two countries, i.e., Saudi Arabia and the Libyan Arab 
Jamahiriya, although the numbers were relatively small, all the physicians 
involved were born in countries other than these two countries of last 
permanent residence-in other words, only transient physicians migrated 
from these two countries to the USA in 1972. 

Of the 7 143 physicians admitted to the USA as immigrants in 1972, 
22 % were not born in the country they claimed as the one of last perma
nent residence (182). For example, most of the 155 physicians 
coming to the USA via China's Province of Taiwan in 1972 were born 
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elsewhere in Asia-primarily the mainland of China; over half of those 
reporting Canada as the country of last permanent residence were born 
in Asia, about a fifth in India alone; similarly, over two-thirds of those 
coming from the United Kingdom were born in an Asian country, nearly 
half of them in India. Thus, for a substantial fraction of these immigrants, 
entry into the USA constituted at least a second migratory step, while 
for many it may well have been a third or fourth. 

One conclusion to be drawn from the information in Table 1.12 is 
that neither the United Kingdom nor Canada is at present a substantial 
primary source of medical manpower for the USA's health care system. 
The 339 immigrant physicians naming Canada as the country of their 
last permanent residence, but not of birth, were born in no fewer than 
58 other countries; the 314 immigrant physicians naming the United 
Kingdom as the country of their last permanent residence, but not of 
birth, were born in 40 other countries. During the years 1965 to 1967 
about two in five immigrant physicians from Canada were born in Canada, 
but in the three years 1970 to 1972, the proportion fell to one in five; 
comparable figures for the United Kingdom were four in five and, later, 
one in four (182). 

Table 1.13 provides a reasonably clear notion as to who uses the way 
stations. By far the largest users of way stations en route to the USA 
were physicians born in Asia. Of the nearly I 100 physicians listed as 
entering the USA via a way station, over 900 were born in Asia. In 
proportionate terms, in 1972 physicians from Asia accounted for 52 % 
of all new entrants to the USA (see Table I.4) but for 86% of immigrants 
entering via a way station. 

On the basis of other data (54 and 122) it was possible to ascertain 
which specific countries are most often used as way stations to the USA 
by physicians from other specified countries. The main routes seem 
to be: 

Country of birth 

China, People's Rep. of 
Cuba 
Egypt 
India 
Poland 
Romania 
United Kingdom 

Main way stations 

Province of Taiwan and Canada 
Spain 
United Kingdom and Canada 
United Kingdom and Canada 
Italy and Canada 
Canada and Italy 
Canada 

Although it is not known why certain physicians use certain countries 
as way stations to the USA, there appears to be a form of logic in that 
physicians from Pakistan and India follow the Commonwealth route 
through the United Kingdom and Canada, that physicians from Cuba 
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(which had no formal diplomatic tie with the USA) go to another Spanish
speaking country from which access to the USA would be facilitated, 
that physicians from Poland and Romania, because of their proximity 
to Italy, avail themselves of the migrant-assisting voluntary agencies in 
Rome, and that physicians from the mainland of China would go through 
the Province of Taiwan because of the latter's close diplomatic ties at 
the time with the USA. The United Kingdom, Hong Kong, Israel, 
Uganda, and Japan both use and are used as way stations. Israel, for 
example, acted as a way station for 35 physicians entering the USA as 
immigrants in 1972; in turn, 11 physicians born in Israel entered the 
USA via other countries. 

2. 7 Exportation and importation of medical education 

A phenomenon closely allied to physician migration is the exportation 
and importation of medical education. A country is considered as 
having imported medical education to the extent that those of its citizens 
who obtained their medical education abroad thereafter returned to their 
country of citizenship. To the extent that a country received physicians 
who were citizens of and obtained their medical education in another 
country, it is considered as having imported medical manpower. Converse
ly, a country is considered as having exported medical education to 
the extent that it provided such education to those citizens of another 
country who thereafter left the country of medical education. The 
same country is considered as having exported medical manpower to 
the extent that those of its citizens who obtained their medical education 
in the country thereafter went abroad. 

The manner in which the major recipient countries present data on 
foreign physicians makes it impossible to gauge the extent to which 
foreign personnel trained in those countries remain. The USA 's data 
on FMGs include only physicians trained abroad, both those who are 
citizens of the USA and those who are not. Its data on USMGs (phys
icians trained in the USA) do not indicate the number of foreigners among 
these. The Federal Republic of Germany provides data on physicians 
of foreign nationality, but these data do not indicate the number trained 
in the Federal Republic of Germany, although one may suspect from 
information on the numbers of physicians of each nationality who have 
passed the State Examinations (see Chapter IX: Federal Republic of 
Germany, Table DEU. 5) that quite a number do remain, chief among them 
those from Iran, Greece and the Syrian Arab Republic. Data on foreign
born physicians in the United Kingdom do not reveal the number trained 
in that country. The proportion may be considerable as the definition 
"foreign-born" can and does include naturalized citizens and those, 
for example many West Indians, who grew up in the United Kingdom. 
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Seen from the opposite side of the coin, the USA is one of the few 
countries that publish data on the country of medical education of their 
own foreign-trained nationals. Data for the year 1970 indicate that, of 
57 217 physicians in the USA who were trained abroad (i.e., in countries 
other than the USA, Canada, and Puerto Rico) 5 972 or over 10 % were 
born in the USA. To this extent, the USA is an importer of medical 
education. As indicated in Table 1.14, of the major exporters of medical 
education to the USA, all except Mexico were countries of Europe, with 
Italy and Switzerland leading the rest. Whilst data on the import or 
export of medical education are comparatively rare, there is somewhat 
more information on the number of students studying medicine abroad. 
This flow of students abroad in order to pursue medical studies is of 
importance for various reasons, chief among them being the risk that 
they will not return to their homelands. If they do return to their home 
country to practise, their education may be largely irrelevant to their 
country's needs or to the jobs available to them. 

Studies carried out by UNESCO (175) and by the US Department 
of Health, Education, and Welfare (DHEW) ( 146, 183) on foreign 
students enrolled in medical schools abroad indicate the extent to which 
certain countries are at risk of being importers of medical education 
and others of being exporters 

2.7.1 Undergraduate medical students abroad 

Of the approximately 528 000 students found by UNESCO to be 
enrolled in undergraduate medical education programmes in 1972/1973, 
over 39 000 or about 7 % were studying outside their country of origin, 
i.e., country of birth or citizenship. Of these the largest number came 
from: 

Greece 3 466 Lebanon 1 897 
USA 3 046 Israel 1 543 
Jordan 2 447 Peru 1 398 
Syrian Arab Rep. 2 097 Germany, Fed. Rep. of 1040 

and the largest number went to: 

Italy 7 634 Germany, Fed. Rep. of 1 587 
Spain 5 909 Austria 1176 
France 5 184 India 875 
Argentina 2 994 Switzerland 833 
Belgium 2 825 I USA 749 

As can be seen from Table 1.14, seven of the above 10 countries 
are among the major exporters of medical education to the USA. Eight 
of them are in Europe. 
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The relative magnitude of total flows, by region of origin and region 
of destination, are shown in Table I.l5. Here it can be seen that 74 % 
of all students went to Europe; the next largest group, which went to 
Latin America, was only about a sixth that size. There was less concen
tration as regards countries of origin-about a third of all students 
came from Asia, a quarter from Europe and the rest about equally from 
Africa, Latin America and North America. The biggest intraregional 
flows were found in Europe, in the sense that most European students 
who were studying abroad stayed within the region, and in Asia, in the 
sense that most of the foreign students studying in Asia were from other 
Asian countries. 

Over three-quarters of African students abroad went to Europe. The 
largest contingents were from Morocco (in France and Spain), Tunisia 
(in France), Nigeria (in Eastern European countries), Sudan (in Eastern 
European countries), Mauritius (in France) and Algeria (in France). 
Among countries of Western Europe only France had a sizeable number 
of African students. Of the 12 % of African students who stayed in 
Africa, the largest number came from Benin, Togo and Upper Volta 
(all studying in Senegal) and the United Republic of Tanzania (studying 
in Uganda). The general pattern among French-speaking African 
countries seems to be that students from countries with medical schools 
tended to go to France, and those from countries without medical schools 
stayed in Africa, chiefly in Senegal. Among English-speaking countries 
the pattern is less clear. The chief host in Africa to English-speaking 
Africans was Uganda. The chief host to students from Europe studying 
in Africa was the Ivory Coast; in fact over half the foreign students in 
the Ivory Coast were from Western Europe as compared with only a 
fifth in Senegal. Nearly three-quarters of the students in Senegal were 
from Africa. All of the foreign students in Uganda were from Africa. 

About three-quarters of Asian students abroad went to Europe. The 
largest groups were those from the Middle East; Jordan (in Spain, Italy 
and Greece), the Syrian Arab Republic (in Spain, Italy and France), 
Lebanon (in France) and Israel (in Italy). Students from the Far East 
tended not to study in Europe, the only exception being the Democratic 
Republic of Viet-Nam,I which had over lOO students in Belgium and in 
France. The only significant movement of students within the Far 
East was that of Malaysians studying in India and Singapore. There 
were also over 100 Malaysians in Australia. The largest host country 
in Asia was India, chiefly to students from English-speaking Asian 
countries. 

UNESCO found about 9 600 students from Arab countries studying 

1 See chapter on methodology, Section 9 (c). 
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abroad, a very large number if one considers that they came from only 
a few countries. Table I.l6 gives a detailed breakdown for these countries 
According to the findings shown in this table, there were some 7 700 stu
dents from Arab States, i.e., 80% of all such students, studying in Western 
Europe and 900, or 9 %, in Eastern Europe. These percentages need 
to be treated with caution, however, as the UNESCO data do not include 
Egypt, where in 1970 there were between 1 000 and 2 000 foreign students 
(205), many of whom presumably came from other Arab States. In 
1975 there were 1 414 foreign Arab students at the Faculty of Medicine, 
Cairo University (see also Chapter VIII, Egypt). Very few Arab students 
were studying in non-Arab countries outside Europe. The chief Arab 
host to Arab students after, presumably, Egypt, was Iraq. In Europe 
the most popular host country for Arab students was France, followed 
by the United Kingdom. 

Most students from Western European countries stayed within Europe. 
Of the 8 000 students who moved within Europe, 3 500 went to Italy; 
of these, over 3 000 were from Greece. The next largest group, 1 073, 
went to Belgium, mainly from the Federal Republic of Germany and 
the Netherlands. Austria was host to a further 356 students from the 
Federal Republic of Germany. Only students from France, Italy and 
Spain moved out of Europe to any significant extent; the French to 
Africa, the Italians to Latin America (Argentina) and the Spaniards 
also to Argentina. Western Europe was host to 26 500 foreign students, 
21 200 of whom came from outside Europe, almost half of them from 
Asia. The chief host countries to the non-European students were 
France, Spain and Italy. 

Eastern European countries were host to nearly 2 700 foreign students (see 
Table 1.17), of whom nearly 2 000 were from Asia and Africa. More than 
800 of the latter group came from Arab countries (see also Table 1.16). 
Among the students from non-Arab countries of Africa there were 186 
from Nigeria and 59 from Sierra Leone. Among the students from non
Arab countries of Asia there were 69 from the Democratic Republic 
of Viet-Nam. Chief hosts in Eastern Europe were Czechoslovakia for 
students from Western Europe, Bulgaria for students from Eastern 
Europe, and Poland for students from Australia and North America. 
The low figures for Romania are due to the fact that not all medical 
schools provided information on foreign students. A USA source states 
that there were 86 United States students studying medicine in Romania 
in 1977 (153). 

There were 1 000 students from East European countries studying 
abroad, 300 in other East European countries and nearly 600 in West 
European countries. There were very few students from these countries 
outside Europe-some 70 in Latin America, 20 in North America and 
20 students from USSR in Mongolia. Among those studying in Western 
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Europe were 179 from Czechoslovakia, 138 from Yugoslavia, and 99 
from Hungary. 

For Latin America very much more complete information was gathered 
by the DHEW survey than by UNESCO. This study found some 9 000 
foreign students enrolled in Latin American schools in the academic 
year 1971/72. Of these, some 2 000, or 22 %, were United States citizens 
and nearly 5 000 came from other Latin American countries. From the 
table below, which lists the main host countries, it can be seen that the 
main host to students of other countries of Latin America was Argentina 
and not Mexico where, although the number of foreign students was 
larger, most were citizens of the USA. Whereas in Mexico only 41 %of 
the foreign students came from other countries of Latin America, in 
Argentina 70 % did so. 

Total number US citizens 
Citizens of countries 

Host country of foreign in Latin America 

students No. % No. % 

Mexico 3 231 1 853 57 1 331 41 
Argentina 3 000 17 1 2113 70 
Brazil 1104 21 2 409 37 
Venezuela 362 7 2 131 36 
Dominican Republic 199 5 3 186 93 
Uruguay 195 0 0 111 57 
Ecuador 137 I I 132 96 
Colombia 131 12 9 100 76 

Practically all the foreign students studying in Mexico came from the 
Americas. Of all countries in the Americas, Argentina had the highest 
percentage of foreign students (10 %); in addition to those identified 
above, there were 809 from Europe, including 485 from Italy and 181 
from Spain. About half the foreign students in Brazil came from Europe, 
mainly from Portugal. There were also some students from Arab States. 
Table 1.18 shows the situation as regards students from Latin American 
countries studying abroad. The figures are estimates based on an amal
gam of data from the two above-mentioned studies and show that in 
all there were some 7 400 students from Latin America enrolled as under
graduates in medical schools in countries other than their own-61 % 
of them in schools within Latin America, 36 % in Europe, and only 
2 % in the United States. The percentage of total enrolment accounted 
for by enrolment abroad varied between 100 % for those countries with 
no medical schools and less than I %for Argentina, Brazil, and Mexico, 
the overall average being 4.6 %-
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There were considerable differences between countries as regards 
place of study of the students abroad. Overall, 61 % of the students 
were enrolled in other countries of Latin America. Excluding those 
countries that had fewer than 150 students abroad, the countries with 
a particularly high proportion enrolled within Latin America were 
Bolivia, Chile, El Salvador, Honduras, Nicaragua, Panama, Paraguay 
and Peru. Countries with a significantly large proportion of students 
enrolled in Europe were Cuba, Haiti, and Venezuela. (Since migrant 
Cuban physicians use Spain as a way station to the USA, medical students 
probably follow the same route.) Of the 2 686 students enrolled in 
Europe, over 2 OOOwere in Spain- ofwhom423from Peru,415from Cuba, 
227 from Colombia, and 215 from Venezuela. The DHEW study traced 
2 045 United States citizens studying in foreign countries in the Americas 
(including 102 in Canada). Of these, 1 853 were in Mexico. The UNESCO 
study traced a further 2 815 in countries of Europe, mainly in Spain 
(818), Italy (791), and Belgium (655). By 1977, when Italian authorities 
attempted to close the doors to foreign students, there were estimated 
to be over 1 000 United States medical students in Italy (139). 

2.7.2 Postgraduate medical students abroad 

Postgraduate medical education can be exported and imported in 
the same way as can undergraduate education, the difference being that 
the students are already qualified physicians when they enrol in post
graduate programmes. Thus it can be said that countries receiving such 
physicians for further training are importing, at least temporarily, both 
medical manpower and potential medical specialists, while the sending 
countries are exporting the same, with the probability that they will 
later import postgraduate medical education should these physicians 
return. Whilst a certain number of the foreign postgraduate students 
studying in the USA do stay there, a very large number return home, 
making the USA the world's largest exporter of postgraduate education. 
This fact is not readily apparent from the published data. 

Information on the number of postgraduate medical students abroad 
is rather fragmentary. The DHEW study covered only undergraduates 
and the coverage of the UNESCO study is poor where postgraduate 
students are concerned. The findings of the latter study are nevertheless 
presented in Table 1.19, but should be treated with caution. According 
to these data, some 74 % of postgraduate students were studying in 
Europe (including the USSR), with a further 11 % in North America 
(this is known to be a gross underestimate, as will be shown below). 
In all, 90 % of postgraduate students were found in developed countries, 
compared with 78 % of undergraduates. The principal countries of 
study were France, the United Kingdom and Canada, which together 
received 64 % of the world total. 



DIMENSIONS AND DIRECTIONS OF MIGRATION 43 

The distribution of foreign postgraduate students by region of origin 
shows that almost half came from Asia. About 29 % of all such students 
came from Arab States; of the four countries with the most postgraduate 
students abroad (India, Lebanon, Morocco and Syrian Arab Republic), 
three were Arab states. 

A much clearer picture as regards foreign medical graduates studying 
in the USA emerges from data based on the AMA masterfile (3) and 
shown in Table 1.20. The AMA definitions of what constitutes 
postgraduate study differ somewhat from those of UNESCO, 
so that no direct comparisons are possible. 

Once again the largest national contingents came from countries of 
Asia. Ranked in order of magnitude, the first seven countries listed in 
Table 1.20 are countries of Asia; these seven countries between them 
accounted for 57 % of the total number. There is no way of knowing 
how many of these so-called postgraduate students are bona fide students 
who are in the USA simply to study and how many are immigrants for 
whom the United States training programme is merely the entry point 
into the United States health care system. On average, out of every 
four foreign medical graduates who enter the USA, three remain. Return 
rates are discussed in more detail in Chapter 11. 

3. Migration of Nurses 

As in the case of physicians, most of the information on nurses is 
based on data from recipient countries. Although some countries do 
give figures on the number and nationality of foreign nurses in the nurse 
stock, five of the eight major recipients listed in Table 1.22 publish infor
mation only on inflows.1 Nurse migration is therefore more conveniently 
measured in flows. In any case the figures given in this section should 
be regarded as useful orders of magnitude rather than as precise measures 
of flows. It is estimated that, on average, each year some 15 000 nurses 
left their country of origin or training and entered another country. In 
terms of the total number of professional nurses in the world, this number 
is not large-less than 0.5 %. From this one may deduce that not more 
than 5 % of all the world's nurses are outside their country of origin or 
training. 

3.1 The countries involved 

Table 1.21 gives a summary of all the migration information on nurses 
available for individual countries. Like Table 1.1 for physicians, it forms 
the basis of most of the analyses of nurse migration that follow. 

1 For limitations of data on nurse migration, see the chapter on methodology. 
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In Africa, the biggest recipient of foreign nurses in absolute numbers 
was Ethiopia, with 823 foreign nurses, followed by the Libyan Arab 
Jamahiriya with 699, Zaire with 638, and Zambia with 608. Other large 
recipients were Kenya, the Ivory Coast and Algeria. No other country 
had more than 150. In relation to domestic stock, foreign nurses rep
resented 92 % in Ethiopia, 71 % in Zambia, and 67% in Malawi. As 
regards emigration, the biggest average annual outflow relative to domestic 
stock was that from Kenya-2.4 %, followed by Egypt and Nigeria-
1.5 % each, Ghana-1.1%, and Southern Rhodesia-1.0 %-

On average, 5 220 foreign nurses were licensed in the USA 
each year; for Canada the figure was 2 886. No information was available 
on foreign nurses in Central and South America. The largest numbers leav
ing the Americas each year were from Canada and the USA. In relative 
terms, however, the average annual outflow constituted only 1.3 % of 
domestic stock for Canada and less than 0.5% for the USA. On a smaller 
scale, but proportionately more significant, were the losses sustained 
by Honduras, with 6 out of 34 or nearly 18 % of stock going abroad 
annually; Suriname, with 195 found abroad (in the Netherlands); Haiti, 
with an annual outflow equivalent to 8.1 %of stock; and Guyana, with 
a 3.1 % outflow annually. 

The largest number, by far, of foreign nurses in an Asian country 
was in Saudi Arabia, where there were 2 457 in 1974; there were also 
566 in Bahrain in 1971, 377 in Malaysia in 1971 and 349 in Oman in 
1975. An average of 354 nurses entered Israel each year between 1964 
and 1973. The largest outflow by far was from the Philippines, where 
annual losses amounted to over 2 000 or 8.7% of domestic stock. Some 
2.9 % of stock left Malaysia each year, 3.0 % left Singapore, 2.4 % left 
the Republic of Korea, and 2.3 % left Thailand. It is interesting to note 
that, whereas the Philippines, Thailand and the Republic of Korea are 
also among the chief donors of physicians, Malaysia and Singapore 
are not. On the other hand, some of the chief donors of physicians in 
Asia, e.g., India, Pakistan and Bangladesh, and Sri Lanka, did not lose 
many nurses. 

Data on nurse immigration into European countries are fragmentary. 
Nearly 8 000 foreign nurses were reported to be in the Federal Republic 
of Germany in 1971, making up 6 %of stock. Over 3 000 foreign nurses 
registered each year in the United Kingdom. Regarding the outflow 
of nurses from European countries, some of the absolute figures appear 
large but are not very significant in relation to domestic stock. Ireland 
lost the most-2.2 % annually. The annual outflow from the United 
Kingdom was 1.3 %, but this included foreign nurses trained in the United 
Kingdom. Austria and Yugoslavia each lost 0.6 % annually. 

Nurse migration is even more concentrated than physician migration 
as regards recipients. Of the 15 000 estimated as moving each year, 
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over 90 % went to the eight countries listed in Table 1.22, chiefly to the 
USA the United Kingdom, and Canada. It is notable that of these 
eight major recipients, seven are developed countries, the eighth being 
an oil-exporting country. Recipiency as regards nurses is obviously 
closely allied to affluence. The 5 220 nurses licensing in the USA each 
year were an insignificant addition (0.7 %) to that country's domestic 
stock of nearly 800 000. In Canada, however, foreign nurses represented 
an annual addition of 2.5 %to domestic stock. For the United Kingdom 
the equivalent figure was 2.2 % and for Switzerland and New Zealand 
4.2 % each. In order to assess the relative magnitude of these inflows 
of foreign nurses, these figures need to be set against domestic production 
which, when measured against domestic stock generally, runs at 10 % 
per annum in the above-mentioned countries. In the Federal Republic 
of Germany and Australia foreign nurses account for 6 % and 4 % 
respectively of domestic stock. 

Table 1.23 lists, in order of magnitude, the major donors of nurses. 
It is interesting to note that, with the exception of the Philippines, which 
heads the list, five of the first six donor countries are developed countries. 
Figures regarding the outflow from the United Kingdom may, however, 
contain a sizeable number of nurses from developing countries who 
trained in the United Kingdom. Data regarding donor countries generally 
will also tend to be underestimates because many of the recipient countries 
which give figures on foreign nurses do not give a nationality breakdown. 
No information at all was available regarding foreign nurses in Central 
and South America and in some European countries. 

3.2 Trends in nurse migration 

3.2.1. Changes in direction 

Table 1.24 shows the changes over time in the composition, by region 
or country of origin, of nurses licensing in the USA. The figures reflect 
changes in relative magnitudes only, not in absolute numbers. The 
totals on which the ratios are based increased fourfold during the period 
under consideration, and the absolute figures relating to each of the 
areas thus declined only in the case of Canada. The most notable fact 
connected with this table is the enormous increase in nurse migration 
from Asia, from some 150 in 1960 to nearly 6 000 in 1972. The number 
of migrants from Europe and from South and Central America also 
increased in absolute terms but at a slower rate, so that the proportionate 
figures show a dramatic change in composition. Thus, in 1973, nearly 
two-thirds of foreign nurses licensing in the USA came from Asia. 
Data from the USA are useful in that they reveal changes over time; 
Table 1.23, which shows a static world picture based on I 0 years experience, 
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masks some of these changes. More recent figures would no doubt reflect 
this shift to Asian donor countries which is observable with respect to 
the flow to the USA. 

Unfortunately only one year's figures were available for the United 
Kingdom. From Table I.25 it can be seen that the majority (57 %) 
of the nurses registering in England and Wales in 1973-1974 came from 
developed countries. Additionally, however, the United Kingdom had 
many nurses from foreign countries who would not be included in thos;) 
statistics because they were trained in the United Kingdom. In 1972/73, 
for example, there were nearly 20 000 overseas students in that country's 
nursing schools. Table 1.26 shows where those students came from as 
well as the changes, in absolute and relative terms, over time. The 
proportion coming from Commonwealth countries, which was 96 % 
of all overseas nursing students in the United Kingdom in 1959/60, 
had fallen to 77 % in 1972/73. No information was available on the 
growing number of nursing students from other overseas countries, 
but among those from the Commonwealth there has been a distinct 
shift away from the Caribbean and toward Asia. In 1970, overseas 
nursing students in the United Kingdom constituted one quarter of 
total enrolment. From this, one may reasonably assume that some 
2 000 overseas nursing students graduated in the United Kingdom each 
year; bringing the average annual number of registrations of foreign
born nurses to nearly 5 000, a figure equivalent to a third of all new 
registrants in the United Kingdom. 

3.2.2 Changes in volume 

Table 1.27 shows the changes over time in the numbers of foreign 
nurses licensing in or entering six of the major recipient countries. The 
trend was slightly downward in the United Kingdom (where, however, 
the number of foreign students had greatly increased) and static in Canada. 
In New Zealand, the numbers actually fell by 5 % per annum. Both 
the USA and Saudi Arabia, however, showed sizeable increases. 

Changes in volume of nurse emigration are difficult to assess, given 
that relevant data emanate only from the large recipients. Table 1.28 
shows the changes in the number of foreign-trained nurses licensing in 
the USA in 1964 and 1973 for the main suppliers of nurses to the USA. The 
largest increases were in the number of nurses from the Philippines, 
from the Republic of Korea, and from Thailand. The biggest decreases 
were in the number of nurses from Canada, followed by the number 
from the United Kingdom and the number from the German Democratic 
Republic and the Federal Republic of Germany together. The general 
tendency is towards a slowing down in the rate of outflow from the 
developed countries and an increase in the rate from developing countries, 
particularly Asian countries. 
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3.3 Losses and gains by broad geographical areas 

Nurses are even more inequitably distributed around the world than 
are physicians, (see Tables 1.29-1.30). Of the world's 3.6 million nurses, 
3.1 million (85 %) are in developed countries which contain only a third 
of the world's population. Thus, the two-thirds of the world's population 
living in developing countries have only 15% of the world's nurses. Asia, 
alone, which has over 40 % of the world's population, has only 10 % 
of the world's nurses. This situation is aggravated by nurse migration 
patterns. When the estimated annual losses and gains are expressed 
as percentages, it can be seen that the developed countries receive 92 % 
of the migrant nurses but supply only 60 %; the developing countries, 
on the other hand, supply 40 % of the world's migrant nurses but receive 
only 8 % (oil-exporting countries being among the major recipients). 
At the lowest level, Africa and Oceania receive very few nurses indeed. 

When the flows are measured against domestic stock, the developed 
countries are seen to gain 0.4% per annum and to lose 0.3% per annum, 
with Canada and the USA gaining more than four times as many as they 
lose. Of the developed countries, only Australia and New Zealand lose 
more than they gain. All the developing areas lose more than they gain. 

The importance of Asia as a donor area also emerges from these 
tables. Over 30 % of the world's emigrant nurses come from Asia, 
constituting a drain of 1.2 % per annum from Asia's stock of nurses. 

3.4 The global view of nurse migration 

Table 1.31 (with Tables 1.31 A and 1.31 B) shows how the 14 000 
annual migrant nurses for whom both country of origin and country 
of destination were known were distributed by broad geographical 
areas. No information was available regarding flows to many European 
countries and to Central and South America. As with physicians, 
not all countries gave the nationalities of their immigrant nurses so that 
some 1 500 nurses who moved each year could not be included in the matrix. 

3.4.1 Patterns in developed countries 

Of the migrant nurses originating in developed countries, 94 % went 
to other developed countries. Within the group of developed countries, 
several patterns emerge: (a) Nurses from North America tended to stay 
in North America-the Canadians going to the USA and the US nurses 
to Canada. About 14 % of North American nurses went to Australia 
and New Zealand and about 10% to Europe. Hardly any went to devel-
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aping countries. (b) Nurses from Europe also tended to move within the 
developed countries, but they had a greater tendency to cross the Atlantic 
-about half of them going to North America. A further 36% stayed 
in Europe, and 8 % went to Australia and New Zealand. (c) Nurses 
from Australia and New Zealand went predominantly to Europe. None 
went to Asia or Africa. 

Looking at the developed countries as recipients, it can be seen that they 
drew almost 60 % of their immigrant nurses from other developed coun
tries: at one extreme, Australia and New Zealand drew almost exclusively 
(96 %) from within the developed countries, while at the other 
extreme Canada and the USA drew just over half from those countries. 
About two-thirds of the nurses going to European countries came 
from developed countries. 

About a third (32 %) of the nurses going to developed countries 
came from Asia. For the USA and Canada the proportion is higher-41 %; 
and for Europe lower-24 %- Australia and New Zealand received a 
few nurses from other countries in Oceania. 

It is interesting to contrast the patterns for physicians and nurses: 

Area 
Europe 
Canada and USA 
Australia and New Zealand 
Developed countries 

Percentage of immigrants drawn 
from developed countries 

Physicians 
44.9 
41.6 
83.6 
44.4 

Nurses 
62.5 
52.6 
96.5 
59.4 

From these figures it is evident that the developed countries draw 
their immigrant nurses far more from other developed countries than 
they do their immigrant physicians. This might be because nurses are less 
mobile than physicians, but the most likely explanation is that there 
simply are not that many nurses in developing countries to draw 
from. Whereas 26 % of the world's stock of physicians is in develop
ing countries, the equivalent figure for nurses is only 15 %. 

3.4.2 Patterns in developing countries 

Table 1.31 shows once again quite clearly that the developing countries 
are predominantly donors, with 5 200 nurses moving annually from 
developing to developed countries. Only 310 moved annually within 
the developing world, and only 520 moved from developed to developing 
countries. 
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By far the largest number of migrant nurses came from Asia. Nearly 
70% of this group went to Canada and the USA, the rest mostly to Europe. 
The situation is reversed as regards nurses from Africa: most of them 
went to Europe and only about 10% to Canada and the USA. Most of 
the migrant nurses from Central and South America went to North 
America. 

Of the 310 nurses moving within developing countries, 182 came 
from Asia. Almost all of them went to other Asian countries (mostly 
oil-exporting countries). The latter Asian countries also received 127 
African nurses-16 % of all migrant nurses from Africa. Some 500 
nurses went into African countries each year; however, nothing is 
known of their origins. 

The broad picture that emerges is therefore one of nurses from devel
oped countries going mainly to other developed countries, and one 
where the bulk of nurses entering developed countries from developing 
countries come from Asia. The only notable streams within the devel
oping world are those of Asian nurses going into oil-exporting countries. 

3.5 Migration to oil-exporting countries 

In the developing world, the oil-exporting countries of Asia are the 
only sizeable recipients of foreign nurses (excluding the flow to Israel 
of nurses from the USSR). Chief among these countries is Saudi Arabia' 
where the number of foreign nurses in Government employment rose 
from 1 567 in 1970 to 2 457 in 1974. Data on arrivals of foreign nurses 
into Saudi Arabia indicate that the total number in that country must 
be considerably higher than the above figures suggest. Until 1969 the 
number of foreign nurses arriving each year remained fairly steady at 
between 200 and 300. In 1972 it reached 1 666. Many of these nurses 
are thought to be working for the oil companies. A breakdown of 
foreign nurses in Saudi Arabia, by nationality, is available only for the 
Government-employed nurses (see Chapter XVIII). 

It is noteworthy that nearly all the foreign nurses employed by the 
Government in Saudi Arabia came from countries of Asia and North 
Africa, nearly one-half from Egypt alone. A large proportion of the 
total came from other non-oil-exporting Arab countries. The group 
of some 500 Pakistani nurses was the only sizeable group from non-Arab 
countries. Regarding other oil-exporting countries: the number of 
foreign nurses in the Libyan Arab Jamahiriya rose from 489 (33 % of 
stock) in 1968 to 699 (43 % of stock) in 1970; in Qatar, all but one of 
the 200 nurses in 1971 were foreign: 93 % of the nurses in Bahrain in 
1971 were foreign, as were 87 % of those in Oman in 1975; the number 
of foreign nurses in Algeria has remained steady-213 in 1969 and 207 
in 1972. 
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Stock and movement of physicians by region and country 
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Mozambique 1971 T 510 0 0.0 8 508 11 
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Nigeria 1971 T 1 300 497 418 38.2 32.2 56 560 80 
Reunion 1973 T 243 0 0.0 474 0 
Rwanda 1971 T 67 42 0 62.7 0.0 3 896 6 
Senegal 1971 T 277 146 9 52.7 3.2 4122 16 
Sierra Leone 1969 T 154 57 5 37.0 3.2 2 510 0 
Somalia 1975 T 204 67 1 32.8 0.5 3170 0 
South Africa 1971 T 10 500 1 662 15.8 22 987 466 
Southern Rhodesia 1973 R 1 035 204• 67 19.7• 6.5 5 690 26 
Sudan 1972 T 1 263 63 68 5.0 5.0 16 489 67 
Swaziland 1973 T 64 58 0 90.6 0.0 460 0 



Togo 1973 T 100 22 12 22.0 12.0 2120 0 
Tunisia 1972 T 847 442 63 52.2 7.4 5 370 
Uganda 1969 T 647 453 154 70.0 23.8 9 550 77 
United Rep. of Cameroon 1969 T 225 158 16 70.2 7.1 5 730 
United Rep. of Tanzania 1973 T 494 285 14 57.7 2.8 14 370 11 
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Zambia 1971 T 527 508 11 96.4 2.1 4300 
Unspecified African emigrants 21 
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El Salvador 1972 T 952 181 19.0 3 760 54 z 
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Guadeloupe 1975 T 218 0 0.0 332 0 g Guatemala 1971 T 1 208 152 12.6 5 348 59 
Guyana 1972 T 191 40 90 20.9 47.1 754 0 :;.:1 
Haiti 1972 T 412 534 129.6 5 037 51 m 
Honduras 1973 X 689 37 65 5.4 9.4 2 687 39 

(") 

Jamaica 1972 T 490 150• 105 30.6• 21.4 1 923 56 g 
Martinique 1974 T 243 0 0.0 341 .o 
Mexico 1972 T 38 000 1 718 4.5 49 090 1 860 z 

m 
Nicaragua 1971 R 1 250 8 116 0.6 9.3 1 988 44 
Panama 1971 T 1 006 63 49 6.2 4.9 1 478 47 0 
Paraguay 1974 T 1 173 422 36.0 2 581 43 "1 

Peru 1972 T 8 023 808 10.1 14 456 286 E5 Puerto Rico 1973 T 3 479 2 809 67 
Suriname 1974 T 202 11 5.4 419 0 0 
Trinidad & Tobago 1971 X 432 165 38.2 1 030 0 :;.:1 

> United States of America 1973 T 324 000 70 646• 1 282 21.8• 0.4 210 410 7 985 ::l Uruguay 1972 X 3 250 96 3.0 2 956 205 
Venezuela 1971 T 10 202 275 2.7 10 969 486 0 z 

ASIA 

Afghanistan 1971 T 937 25 2.7 17 878 111 
Bahrair. 1971 T 102 79 0 77.4 0.0 224 0 
Burma 1972 R 4 002 453 11.3 28 870 329 
China• (excl. Prov of Taiwan) 1 442 
China (Prov. of Taiwan) 1969 X 4 353 1 884 42.4 13 800 611 
Cyprus 1970 T 523 3 54 0.6 10.3 516 0 
Democratic Kampuchea 1971 X 438 47 2 10.7 0.5 6 960 648 Vt 
Hong Kong 1971 X 2 161 239 551 11.1 25.5 4 077 112 



Table 1.1 (continued) V. 
IV 

Stock of physicians Estimated % of stock Average 

Continent and country 
number of Population annual 

Year & Total Number physicians Gained Lost (thousands) production of 
or area coverage number foreign abroad (3) 7 (2) (4) 7 (2) physicians 

(1) (2) (3) (4) (5) (6) (7) (8) 

ASIA (cont'd) 

India 1971 T 115725 15 007 13.0 563 494 7 718 "tt 
Indonesia 1971 T 4 591 103 250 2.2 5.4 124 602 580 ::.:: 
Iran 1971 T 9 470 65 3 709 0.7 39.2 30 550 600 ....: 
Iraq 1974 T 4 545 583 12.8 10 770 213 ~ 
Israel 1971 R 7723 218• 454 25.9• 5.9 2 980 100 Q 
Japan 1971 T 121 254 674 1 112 0.6 0.9 105 994 3 936 > Jordan 1971 T 678 43 81 6.3 11.9 1 774 0 z 
Kuwait 1971 T 744 43 0 5.8 0.0 850 0 
Lao People's Dem. Rep. 1971 X 228 58 5 25.4 2.2 3 110 > 
Lebanon 1970 R 2 250 166 916 7.4 40.7 2 790 79 z 
Malaysia 1972 T 2 087 54• 570 2.6• 27.3 10 939 57 0 
Maldives 1970 T 5 2 0 40.0 0.0 110 0 z Mongolia 1974 T 2 604 0 0.0 1 315 205 
Nepal 1974 T 338 0 0.0 11 000 0 c:: 
Oman 1975 T 182 164 0 90.1 0.0 770 0 "' en 
Pakistan & Bangladesh 1969 R 20 961 838• 3 319 4.0• 15.8 126 065 1 096 m 
Philippines 1971 T 14 000 9 452 67.5 40 219 1 173 

~ Oatar 1971 T 18 78 0 100.0 0.0 80 0 
Rep. of Korea 1971 R 15 589 48 2932 0.3 18.8 32 527 648 Cl 
Rep. of-South Viet-Nam 1971 X 2 000 30 105 1.5 5.2 19100 191 "' Saudi Arabia 1974 X 2600 1 142G 1 43.9G 0.0 8 190 > 
Singapore 1972 R 1 524 202 13.3 2 147 122 ::l 
Sri Lanka 1972 T 3 251 872 26.8 13 033 186 0 
Syrian Arab Rep. 1971 T 1 673 31 811 1.8 48.5 6 678 193 z 
Thailand 1971 T 4 876 275 1 458 3.6 29.9 36 286 358 
Turkey 1972 T 17 365 1 943 11.2 37 010 734 
United Arab Emirates 1973 T 211 200 94.8 0.0 220 0 
Yemen 1973 T 245 100 1 40.8 0.4 6 290 0 
Migrants from unspecified 

Asian countries 
14 

EUROPE 

Albania 1972 T 1 905 
Austria 1971 T 13 964 274 2 027 4.1 14.5 7 488 698 
Belgium 1972 T 15 888 683 4.3 9 711 715 
Bulgaria 1971 G 16183 389 2.4 8 579 1 003 
Czechoslovakia 1972 T 32 521 1 792 5.5 14 481 1 390 
Denmark 1972 T 8114 235• 161 2.9• 2.0 4 990 360 
Finland 1972 R 5 475 sa• 96 1.2• 1.8 4626 313 
France 1971 R 71 039 600 1 399 0.8 2.0 52 910 3 512 



German Dem. Rep. 1972 T 28 590 744 2.6 17 043 2 010 
Germany, Fed. Rep. of 1971 T 109 355 5 605 4 560 5.1 4.2 61 290 4 031 
Greece 1971 T 14 883 1 702 11.4 8 890 998 
Hungary 1972 T 21 542 1 352 6.2 10 398 964 
Iceland 1971 T 305 3 76 1.0 24.9 214 18 
Ireland 1971 T 3 565 4308 120.8 3 014 382 
Italy 1972 R 102 490 2440 2.4 54 345 3 868 
Luxembourg 1972 T 366 36 9.8 348 0 
Malta 1970 T 334 101 30.2 325 30 
Monaco 1971 T 47 28 2 59.6 4.2 24 0 
Netherlands 1971 T 17 381 102• 624 0.6• 3.6 13 330 723 
Norway 1971 T 5 690 112 2.0 3 933 198 
Poland 1972 T 53 040 1 761 3.3 33 068 2 538 
Portugal 1971 R 8410 79 264 0.9 3.2 8830 314 
Romania 1971 T 26 867 455 1.7 21 030 1 313 
Spain 1971 R 47 419 95• 2 076 0.2• 4.4 34 494 1 975 
Sweden 1971 T 11 250 561 137 5.0 1.2 8 100 612 
Switzerland 1972 T 9 845 2 ooo• 1 377 20.3• 14.0 6 390 495 
United Kingdom 1970 R 81 284 20 923 8 256 25.7 10.2 55 420 2492 
Yugoslavia 1971 T 21 902 - 1 482 6.8 20 772 1 364 
Migrants from unspecified 

countries of Europe 1 663 
USSR 1972 T 634 600 1 242 0.2 247 459 34 981 

OCEAN lA 

Australia 1972 T 17 972 4385 2 238 24.4 12.5 12 960 777 
Fiji 1970 G 211 35 64 16.6 30.3 531 11 
New Zealand 1972 T 3 426 934 766 27.2 22.3 3 030 122 
Papua New Guinea 1970 T 198 165 0 83.3 0.0 2 581 0 
Samoa 1971 T 51 3 0 5.9 0.0 150 0 
Migrants from unspecified 

countries of Oceania 9 

Sources: Cols. 1, 2, 3, and 4: 207-212, 200; col. 7: 167 and 207-212; col. 8: 205 and 200. 

Notes: Explanations of country names and of abbreviations are given in the chapter on methodology. 
The year used is the one for which the most recent data were available on the number of foreign physicians in the country. Where no such data were available, 

the year indicated is the most recent one for which data on the total stock of physicians were available at the time the table was prepared. Information on coverage, 
the total stock, the number foreign, the percentage gain, and the population refers to the year indicated for the particular country. The estimated number abroad 
reflects a combination of stocks and flows over a period of years beginning with 1960. The average annual production of physicians is generally based on data 
for the last five years for which production figures were available; where data for fewer than five years were the only data available, they were used in the calculation. 

To the extent possible, column 3 reflects physicians of foreign nationality. 
and returned to their country. 

The figure for the USA, for example, excludes about 7 000 from the USA who qualified abroad 
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Country 

United States of America (FMG) 
United Kingdom (FB) 
Canada (FMG) 
Germany, Fed. Rep. of 
Australia (FMG) 
Switzerland 
Algeria 
Saudi Arabia 
New Zealand (FMG) 

Source: Table 1.1. 

Table 1.2 
The major recipient countries 

Number of 
foreign 

physicians 

70 646• 
20923 
11 244 

5 605 
4385 
2000E 
1 179 
1 142 

934 

Country 

Libyan Arab Jamahiriya 
Japan 
France 
Austria 
Sweden 
Zambia 
Zaire 
Nigeria 
Uganda 

Notes: Data for the USA exclude FMGs born in the country. 

Number of 
foreign 

physicians 

780 
674 
600 
574 
561 
508 
501 
497 
453 

Foreign means foreign national unless otherwise stated. For definitions and abbreviations, see 
the chapter on methodology. 

Country 

India 
Philippines 
United Kingdom 
Canada 
Germany, Fed. Rep. of 
Ireland 
Iran 
Pakistan & Bangladesh 
Cuba 
Republic of Korea 
Egypt 
Italy 
Australia 

Source: Table 1.1. 

Table 1.3 
The major donor countries 

Estimated 
number of 
physicians 

abroad 

15 000 
9 500 
8 300 
6 700 
4600 
4300 
3 700 
3 300 
3 100 
3 000 
2 500 
2400 
2200 

Spain 
Austria 
Turkey 

Country 

China (Prov. of Taiwan) 
Czechoslovakia 
Poland 
Greece 
Mexico 
Argentina 
South Africa 
Yugoslavia 
Thailand 

Estimated 
number of 
physicians 

abroad 

2100 
2 000 
1 900 
1 800 
1 800 
1 800 
1 700 
1 700 
1 700 
1 700 
1 500 
1 500 



Table 1.4 

New entries of immigrant and non-immigrant physicians into the USA by continents, 1965 to 1973 

North and South All other Central Europe Asia Africa Total 
Fiscal America America areas 
year 

Number % Number % Number % Number % Number % Number I % Number % 

1965 1 282 21 528 9 1 567 26 2 376 40 261 4 6014 100 
1966 1 206 18 538 8 1 637 25 2 980 45 267 4 6 628 100 
1967 1 147 14 562 7 2 211 27 3 838 47 207 3 150 2 8 115 100 
1968 1 228 15 706 8 2002 24 4157 49 219 3 93 1 8 405 100 
1969 959 14 526 7 1 722 25 3 331 48 273 4 128 2 6 939 100 
1970 1 031 13 599 8 1 922 25 3 571 47 365 5 142 2 7 630 100 
1971 1 221 16 821 10 1 359 17 4106 52 303 4 69 1 7 879 100 
1972 920 13 737 10 1 367 20 3 630 52 274 4 96 1 7 024 100 
1973 1 193 15 946 11 1 598 20 3 754 46 471 6 161 2 8 123 100 

Total 10187 15 5 963 9 15 385 23 31 743 48 2 112 3 1 367 2 66 757 100 

Source: 161. 
Notes: Immigrants are counted according to country of birth, non-immigrants according to country of last permanent residence. African entrants for 1965 

and 1966 are included under "All other areas•. 
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Table 1.5 
Stock of foreign physicians in the United Kingdom 

by country of birth, 1966 and 1970 

Year 

1966 
1970 

Australia 
Canada 

New Zealand 
South Africa 

14 
12 

Sources: 67 and 72. 

Percentages from: 

India 
Europe Pakistan 

Sri Lanka 

31 36 
26 44 

Table 1.6 
Increase in stock of foreign physicians in 

Country Year Number 

Austria 1967 470 
Canada (FMG) 1968 6 968 
Germany, Fed. Rep. of 1966 2 846 
Japan 1960 418 
Sweden 1966 287 
United Kingdom (FB) 1966 17 217 
USA (FMG) 1963 31 000 

Source: 200. 

Other 
countries 

19 
18 

some major 

Year 

1971 
1973 
1971 
1970 
1971 
1970 
1973 

Notes: Foreign means foreign national unless otherwise stated. 

% 

100 
100 

recipient 

Number 

574 
11 244 

5 605 
674 
561 

20 923 
71 335 

For definitions and abbreviations, see the chapter on methodology. 
Figures for the USA exclude Canadian FMGs but include other US-born FMGs. 

Total 

Number 

17 217 
20 923 

countries 

Average 
annual 

% increase 

5 
10 
14 

5 
14 

5 
9 
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Table 1.7 
Changes in numbers of foreign physicians in the USA by country of graduation 

Country 1970 1972 1974 % chan!'; 
1970-19 4 

(1) (2) (3) (4) 

Philippines 7 352 8846 10 410 + 41.6 
India 3 957 6303 8 559 + 116.3 
Italy 3208 3 461 3 584 + 11.7 
Rep. of Korea 2 095 2729 3479 + 66.1 
Germany, Fed. Rep. of 3 502 3 508 3 365 3.9 
Cuba 2 757 2999 3 200 + 16.1 
United Kingdom 2 641 2 764 2 811 + 4.7 
Mexico 1 821 2107 2 556 + 40.4 
Switzerland 2 510 2564 2 516 + 0.2 
Iran 1 631 2082 2362 + 44.8 
Spain 1 801 2 151 2 357 + 30.9 
China (Prov. of Taiwan) 976 1 544 1 888 + 93.4 
Argentina 1 313 1 536 1 743 + 32.7 
Austria 1 698 1 670 1 576 7.2 
Thailand 1 098 1 336 1 408 + 28.2 
Pakistan & Bangladesh 784 1 152 1 391 + 77.4 
Colombia 952 1 161 1 251 + 31.4 
Egypt 732 1 006 1198 + 63.7 
Ireland 924 1 024 1 068 + 15.6 
Turkey 866 985 1 014 + 17.1 
Greece 813 919 1 007 + 23.8 
Total 57 217 68009 76 505 + 33.7 

Sources: Col. 1: 3; Col. 2: 4; Col. 3: 6. 
Notes: Data relating to 1974 were received too late to be included in the analyses. Onl~ countries 

contributing more than 1 000 graduates in 1974 are shown. The figures include US-born F Gs. The 
total includes countries other than those listed but excludes Canadian graduates, of whom there 
were 6 174 in the USA in 1970 and 6 411 in 1974. 

Table 1.8 
Changes in the number of foreign physicians in the United Kingdom 

by country or area of birth 

Number in: Difference 

Country or region of birth 1966 1970 Number % 

(1) (2) (3) (4) 

India, Pakistan, and Sri Lanka 6 092 9 236 + 3144 +52 
Ireland 2 700 3 130 + 430 + 16 
Australia 871 1 094 + 223 + 26 
South Africa 839 908 + 69 + 8 
Nigeria 215 267 + 52 + 24 
New Zealand 352 364 + 12 + 3 
USA 172 170 2 - 1 
Canada 251 229 22 - 9 
West lndies 340 235 - 105 -31 
Europe 2570 2 355 - 215 - 8 
Total 14 517 20923 + 6406 + 44 

Sources: Col. 1: 67; Col. 2: 72. 
Notes: Total includes countries other than those listed. 
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Table 1.9 

Distribution of world population and of physician migration and stock, 
by specified geographical/economic areas 

% of migrant 
%of world's % of world's physicians 

Area population stock of 
physicians in out 

{1) {2) {3) {4) 

Europe 16.3 30.9 23.3 33.6 
USSR 8.6 26.9 1.0 
Canada & USA 8.0 15.2 61.8 6.7 
Australia & New Zealand 0.5 0.9 4.0 2.5 

Developed countries 33.4 73.9 89.1 43.9 

Central & South America 10.1 8.4 10.8 
Asia 43.7 15.6 4.8 40.4 
Africa 12.6 2.0 5.9 4.8 
Oceania 0.2 0.0 0.2 0.1 
Developing countries 66.6 26.1 10.8 56.1 
World 
{excluding People's Rep. of China) 100.0 100.0 100.0 100.0 

Table 1.10 

Physicians gained and lost, by specified geographical/economic areas 

Number of physicians % of physicians {thousands) 
Population 

Area (thousands) Total Foreign Outside Gained Lost 
country of {3) .;- (2) {4) .;- {2) 

origin 
{1) {2) {3) {4) {5) {6) 

Europe 469 222 730.0 30.9 40.1 4.2 5.5 
USSR 247 459 634.6 1.2 0.2 
Canada & USA 230 689 360.1 81.8 8.0 22.7 2.2 
Australia & 

New Zealand 15 581 21.4 5.3 3.0 24.8 14.0 
Developed countries 962 951 1 746.0 118.0 52.3 6.8 3.0 

Central & South 
America 290 868 197.8 13.2 6.7 

Asia 1 259130 369.5 6.2 48.2 1.4 13.0 
Africa 363 273 47.1 7.8 5.7 17.2 12.0 
Oceania 4 460 0.9 0.2 0.1 19.0 7.8 
Developing countries 1 917 728 615.3 14.3 67.1 2.4 10.9 
World 

(excluding People's 
Rep. of China) 2 880 679 2 361.4 132.3 119.4 5.7 

Source: Table 1.1 and 200. 
Notes: Gains (Col. 3) do not balance losses {Col. 4) because incomplete breakdowns by nationally 

have led to data gaps in Col. 4. Percentages were calculated on figures before rounding. ·Col. 4 includes 
physicians from the People's Rep. of China. 



Table 1.11 

Physician migration between and within developing and developed countries (thousands) 

Area of destination 

Area of 
origin Australia Total Central Total 

Europe USSR USA & & developed & South Asia Africa Oceania developing World Canada New Zealand countries America countries 

Europe 11.6 23.4 3.4 38.4 0.1 1.6 0.0 1.6 40.1 
USSR 0.2 0.8 0.1 1.1 - 0.1 - 0.1 1.2 
Canada & USA 0.5 7.3 0.1 7.9 0.0 0.0 - 0.1 8.0 
Australia & 

New Zealand 1.5 0.9 0.6 3.0 0.0 - - 0.0 3.0 
Developed 
countries 13.8 32.5 4.2 50.5 0.1 1.7 0.0 1.8 52.3 

Central & South 
America 0.6 12.3 0.0 12.9 0.0 0.0 - 0.0 12.9 

Asia 13.9 31.0 0.6 45.6 1.8 0.8 - 2.6 48.1 
Africa 2.3 2.3 0.1 4.9 0.7 0.3 - 0.9 5.7 
Oceania 0.0 0.0 0.1 0.1 - - - - 0.1 
Developing 
countries 16.9 45.6 0.8 63.4 2.4 1.1 - 3.5 66.8 
World 

(excluding People"s 
Rep. of China) 30.7 78.1 5.0 113.9 2.5 2.8 0.0 5.3 119.1 

Source: 200. 
Notes: The figure 0.0 means less than 50. 

add to totals due to rounding. 
A dash (-) denotes zero. A blank space denotes that no information was available. The figures do not always 
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Table 1.11 A 

Physician migration between and within developing and developed countries 
(Percentage by area of origin) 

Area of destination 'tl 

Area of 
Australia Total Central Total ~ 

origin USA & (/l 

Europe USSR Canada & developed & South Asia Africa Oceania developing World 5 New Zealand countries America countries > z 
Europe 29.0 58.3 8.5 95.9 0.1 3.9 0.1 4.1 100.0 > USSR 14.4 66.2 10.1 90.8 - 9.2 - 9.2 100.0 z Canada & USA 6.5 91.7 1.0 99.3 0.3 0.5 - 0.7 100.0 0 
Australia & 

New Zealand 48.9 32.3 18.8 100.0 0.0 - - 0.0 100.0 z 
Developed c:: 

26.3 8.0 96.5 0.2 100.0 ~ countries 62.2 3.3 0.1 3.5 (/l 
tl:l 

Central & South 1!5 
America 4.8 95.0 - 99.9 0.0 0.1 - 0.1 100.0 0 

Asia 28.9 64.5 1.2 94.7 3.6 1.7 - 5.3 100.0 ~ 
Africa 40.8 40.6 2.5 83.8 11.6 4.5 - 16.1 100.0 ~ Oceania 13.7 - 86.3 100.0 - - - - 100.0 
Developing 0 z 
countries 25.4 68.3 1.2 94.8 3.6 1.6 - 5.2 100.0 
World 

(excluding People"s 
Rep. of China) 25.7 65.6 4.2 95.5 2.1 2.3 0.0 4.5 100.0 

Notes: The figure 0.0 means less than 0.05 %. For other explanations see Table 1.11 . 



Table 1.11 B 

Physician migration between and within developing and developed countries 
(Percentage by area of destination) 

sa 
a: 

Area of destination 
trl z 
~ Area of 0 origin USA & Australia Total Central Total z Europe USSR Canada & developed & South Asia Africa Oceania developing World Cl> 

New Zealand countries America countries > z 
Europe 37.9 29.9 68.2 33.7 2.3 55.8 100.0 31.0 33.6 t:::l 
USSR 0.6 1.1 2.5 1.0 - 4.1 - 2.1 1.0 t:::l Canada & USA 1.7 9.4 1.6 7.0 0.9 1.3 - 1.1 6.7 ;; Australia & 

New Zealand 4.8 1.2 11.3 2.6 0.0 - - 0.0 2.5 trl 
n 

Developed ::l 
countries 44.9 41.6 83.6 44.4 3.2 61.3 100.0 34.2 43.9 0 z 

Cl> 

Central & South 0 
America 2.0 15.7 11.3 0.1 0.5 - 0.3 10.8 "'1 

Asia 45.4 39.7 12.3 40.0 70.3 29.0 - 48.2 40.4 
~ Africa 7.5 2.9 2.8 4.2 26.4 9.2 - 17.2 4.8 

Oceania 0.0 - 1.2 0.1 - - - - 0.1 Cl 
Developing ~ 

> countries 55.1 58.4 16.4 55.6 96.8 38.7 - 65.7 56.1 ..., 
World 0 

(excludin~ People's z 
Rep. of hina) 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

Notes: The figure 0.0 less than 0.05 %. For other explanations see Table 1.11. 
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Table 1.12 

The main way stations to the USA: number of immigrant physicians 
using way stations and as a percentage of all physicians 

coming from that country 

Way station Number % 

Canada 339 77 
United Kingdom 314 86 
China (Prov. of Taiwan) 155 33 
Hong Kong 39 87 
Israel 35 56 
Germany, Fed. Rep. of 28 39 
Lebanon 28 53 
Saudi Arabia 21 100 
Spain 20 34 
Uganda 20 83 
Libyan Arab Jamahiriya 18 100 
Switzerland 18 72 

Source: 182. 
Notes: Data refer to physicians entering the USA as 

immigrants in 1972. 

Table 1.13 

The main users of way stations to the USA: number 
of immigrant physicians using way stations and as percentage 

of all immigrant physicians born in that country 

Country of birth Number % Country of birth Number 

India 392 22 Indonesia 22 
China (excl. Province of Burma 20 

Taiwan) 214 78 Cuba 19 
Pakistan 130. 50 Syrian Arab Rep. 13 
Egypt 58 50 Iraq 13 
Japan 31 41 Czechoslovakia 12 
Romania 28 60 Malaysia 12 
United Kingdom 27 35 Israel 11 
Poland 23 50 Kenya 11 

Source: 182. 

% 

47 
44 
26 
45 
24 
35 
57 
29 
55 

Notes: Data refer to physicians entering the USA as immigrants in 1972. • = includes Indians born 
in what are now Pakistan and Bangladesh. 
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Table I. 14 

USA-born foreign medical graduates in the USA, 1970 

Number of FMGs 
Born in USA Country of graduation as % of total 

Total Born in USA 

Italy 3 208 1 375 43 
Switzerland 2 510 1 338 53 
United Kingdom 2 641 667 25 
Spain 1 801 622 35 
Mexico 1 821 413 23 
Germany, Federal Republic of 3 502 253 7 
Netherlands 726 232 32 
Belgium 511 208 41 
Austria 1 698 194 11 
Ireland 924 151 16 
France 685 115 17 
German Democratic Republic 745 53 7 
Greece 813 41 5 
Other countries 35 632 310 1 
Total 57 217 5 972 10 

Source: 3. 
Note: Excludes graduates of medical schools in Canada. 



~ 

Table 1.15 
Matrix of student flows between and within regions, 1972/73 (undergraduates) ~ :r: 

~ 
Area of destination Q 

> 
Area of origin Total 

z 
Africa North Latin Asia Europe Oceania > America America & USSR z Number % 0 

Africa 764 145 31 402 4680 9 6 013 15 z 
c:: 

North America 4 98 306 94 3 532 3 4037 10 :ocl 
Latin America 3 250 3020 11 2 712 0 5 996 15 m 
Asia 172 277 170 2 079 10103 417 13 218 34 1!1 

Europe & USSR 281 100 1 276 85 8002 0 9 744 25 a: 
Oceania 0 9 3 15 41 98 166 0 .... 
Unknown 31 2 12 0 149 0 194 1 0 

:ocl 
Total 1 237 881 4818 2686 29 219 527 39 368 > 
% 3 2 12 7 74 1 100 :::! 

0 z 
Source: 175. 



Table 1.16 
Students from Arab states enrolled in medical schools (undergraduate) abroad, 1972/1973 

Number staying in: 0 
~ 

Country or area of origin Total trJ 
number Other Rest of Rest of Western Eastern z 

Arab Asia Africa Europe Europe Other la 
states 0 z 

m 
Algeria 252 23 0 1 224 2 2 > Bahrain 50 41 7 0 0 2 0 z Democratic Yemen 64 10 6 0 2 46 0 0 Egypt 153 30 3 0 87 2 31 
Iraq 227 17 28 0 135 45 2 0 
Jordan 2 447 163 53 0 2 062 166 3 ;; 
Kuwait 23 5 12 0 2 4 0 trJ 
Lebanon 1 897 61 3 68 1 598 120 47 (') 
Libyan Arab Jamahiriya 120 0 0 0 120 0 0 ::l 
Mauritania 24 0 0 12 2 10 0 0 
Morocco 832 4 0 7 793 25 3 z 
Gatar 3 0 2 0 0 0 1 m 
Saudi Arabia 170 8 61 0 101 0 0 0 
Somalia 130 4 0 0 105 21 0 "r.t 
Sudan 259 25 1 2 35 195 1 

3: Syrian Arab Republic 2097 95 9 1 1 771 204 17 
Tunisia 595 5 0 1 586 3 0 0 
Yemen Arab Republic 91 43 0 2 24 22 0 ~ 
Palestine (refugees) 193 155 1 0 21 16 0 > 
Total 9 627 689 186 94 7 668 883 107 ::l 

0 

"' 100.0 7.2 1.9 1.0 79.6 9.2 1.1 z 

Source: 175. 
Note: Data refer to member countries of the League of Arab States. 
No students from Oman or the United Arab Emirates were found abroad. 
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Table 1.17 

Foreign students (undergraduates) enrolled in medical schools in countries of Eastern Europe, 1972/1973 

Number originating in: 

Country of study Total 
number Latin Eastern Western Australia, 

Africa Asia America Europe Europe - Canada. Unspecified 
& USA 

Bulgaria 633 145 291 36 151 4 0 6 
Czechoslovakia• 525 84 238 9 43 38 0 113 
Hungary 336 103 85 15 100 10 17 6 
Poland 314 106 79 11 36 19 56 7 
Romania• 44 24 9 1 4 4 1 1 
USSR 685 349 263 24 23 2 0 24 
Yugoslavia 159 27 120 2 2 2 6 0 

Total 2 696 838 1 085 98 359 79 80 157 

% 100.0 33.0 42.7 3.9 14.1 3.1 3.2 

Source: 175. 
Notes: • refers to 1973/74. Percentages were calculated on totals excluding "unspecified•. Information on Romania is incomplete; no information was 

provided by the German Democratic Republic. 
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Table 1.18 

Estimated number of Latin American medical students (undergraduate) enrolled in foreign medical schools 

Estimated number enrolled in Enrolment 

Other 
0 

Country of 
Latin Other Total Total Total % abroad i: nationality 

American USA Europe countries abroad domestic (6) + (7) (6) -o- (8) tn z countries fa 
(1) (2) (3) (4) (5) (6) (7) (8) (9) 0 z 

1:1> 

Argentina 98 4 40 0 142 29 891 30 033 0.5 > 
Bolivia 622 0 123 0 745 1 788 2 533 29.4 z 
Brazil 84 0 50 2 136 44 074 44 210 0.3 0 
Chile 182 6 87 0 275 2 546 2 821 9.7 

0 Colombia 286 1 249 0 536 4 547 5 083 10.5 
Costa Rica 109 1 92 0 202 282 484 41.7 ;; 
Cuba 36 35 416 0 487 - - - tn 
Dominican Republic 24 3 62 0 89 4 087 4176 2.1 (') 

Ecuador 83 1 75 0 159 4 638 4 797 3.3 ::! 
El Salvador 157 0 17 0 174 2179 2 353 7.4 0 
Guatemala 27 0 22 0 49 1 830 1 879 2.6 z 
Guyana• 0 19 25 2 46 0 46 100.0 

1:1> 

Haiti 111 7 234 2 354 532 886 40.0 0 
Honduras 156 3 67 0 226 761 987 22.9 "t1 
Jamaica 13 37 9 0 59 504 563 10.5 [5 Mexico 13 9 36 6 64 41 675 41 739 0.2 
Nicaragua 280 0 88 0 368 312 680 54.1 0 
Panama 435 7 189 17 648 147 795 81.5 '=' 
Paraguay 557 0 9 0 566 411 977 57.9 > 
Peru 1 019 0 465 0 1 484 3 487 4 971 29.9 ::! 
Trinidad & Tobago• 0 25 31 17 73 0 73 100.0 0 
Uruguay 65 0 9 0 74 2 674 2 748 2.7 z 
Venezuela 116 0 291 3 410 6 232 6 642 6.2 
Total 4 473 158 2 686 49 7 366 152 597 159 476 4.6 

Sources: Estimates are based on data for academic year 1971/1972 (183 and 146), combined with those for 1972/1973 (175). 
Notes: Col. 1 - • = countries with no medical school. Col. 9 - overall average of 4.6 % excludes Cubans enrolled abroad. 
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Table 1.19 
Foreign postgraduate medical students, 1972/1973 

Region of study Number % 

Africa 22 0.9 
North America 269 11.3. 
Latin America 52 2.2 
Asia 239 10.1 
Europe & USSR 1 744 73.8 
Oceania 35 1.4 
(Arab States) (52) (2.2) 
Developed countries 2119 89.7 
Developing countries 242 10.2 
Total 2 361 100.0 

Region of origin Number % 

Africa 617 26.1 
North America 58 2.4 
Latin America 208 8.8 
Asia 1102 46.6 
Europe & USSR 318 13.4 
Oceania 50 2.1 
Unknown 8 0.3 
(Arab States) (682) (28.8) 
Developed countries 453 19.1 
Developing countries 1 900 80.4 
Total 2 361 100.0 

Source: 175. 
Note: Arab States are also included in Asia and Africa. 

Table 1.20 
Foreign medical graduates in the USA 

training programmes, 1970 

Philippines 
India 

Country 

Korea, Republic of 
Thailand 
Iran 
China (Province of Taiwan) 
Pakistan 
Spain 
Germany, Federal Republic of 
Mexico 
Argentina 
Italy 
Egypt 
Colombia 
Cuba 
Japan 
Peru 
Switzerland 
Ireland 
United Kingdom 
Other countries 
Total 

Source: 3. 

Number 

2 994 
2517 
1 305 

835 
761 
620 
517 
472 
415 
410 
406 
358 
341 
319 
317 
276 
258 
213 
208 
207 

2 899 
16 648 



Table 1.21 

Stock and movement of nurses, by region and country 

Stock of nurses Number going % of stock 
Number 

Continent and country found or register-
Year and Total Number abroad ing abroad Gained Lost or area coverage number foreign annually (3) 7 (2) annually 

(1) (2) (3) (4) (5) (6) (7) 0 
~ m 

AFRICA z 
Algeria X 1972 2 493 207 11 1 8 0.1 5 Ben in T 1973 304 22 0 0 7 0.0 z 
Botswana T 1973 221 10 0 0 5 0.0 Vl 
Burundi T 1971 235 48 0 0 20 0.0 > Central African Empire T 1973 181 60 0 0 33 0.0 z Chad T 1971 63 26 0 0 41 0.0 0 Congo T 1973 308 18 0 0 6 0.0 
Egypt R 1973 7 825 1108 3 1.5 !:! Equatorial Guinea T 1971 4 3 0 0 75 0.0 ~ Ethiopia T 1972 892 823 18 0 92 0.2 m 
Gabon T 1971 256 20 0 0 8 0.0 ('1 
Gambia T 1966 26 0 0 0.0 ::l 
Ghana X 1973 6153 54 0 68 1 1.1 0 
Guinea T 1969 437 5 0 0 1 0.0 z 
Ivory Coast X 1973 1 006 227 0 0 23 0.0 Vl 

Kenya X 1973 1 578 399 0 38 25 2.4 0 
Lesotho T 1971 33 16 0 0 48 0.0 .., 
Liberia T 1969 408 0 3 0.7 

[!5 Libyan Arab Jamahiriya T 1970 1 644 699 0 2 43 0.1 
Madagascar G 1972 258 0 0 0.0 0 
Malawi T 1971 222 149 0 0 67 0.0 ~ 
Mali G 1971 208 11 0 0 5 0.0 > 
Mauritania X 1973 118 13 0 0 11 0.0 ::l 
Mauritius T 1971 811 0 0 0.0 0 
Morocco T 1969 1 465 13 0 0.1 z 
Niger T 1973 178 25 0 0 14 0.0 
Nigeria R 1972 15 529 ss· 0 234 0.4· 1.5 
Rwanda T 1971 297 39 0 0 13 0.0 
Senegal T 1970 486 0 0 0.0 
Sierra Leone T 1969 364 48 0 0 13 0.0 
Somalia T 1970 757 0 0 0.0 
South Africa X 1971 31 403 2 238 0.8 
Southern Rhodesia R 1971 4070 0 41 1.0 
Sudan G 1968 7 068 23 145 0 0 0.2 0'1 Swaziland X 1973 290 56 0 0 19 0.0 \0 



Table 1.21 (continued) -J 
0 

Stock of nurses Number going % of stock 
Number 

Continent and country found or register-
Year and Total Number abroad ing abroad Gained Lost 

or area coverage number foreign annually (3)-;- (2) annually 

(1) (2) (3) (4) (5) (6) (7) 

Togo X 1973 501 22 0 0 4 0.0 
Tunisia T 1971 3 506 12 0 0.0 
Uganda G 1970 460 0 0 0.0 '1::1 
United Rep. of Cameroon T 1969 1 082 39 0 0 4 0.0 ::t: 
United Rep. of Tanzania X 1973 925 90 0 0 10 0.0 ~ 
Upper Volta T 1973 208 26 0 0 13 0.0 n Zaire T 1972 1 954 638 0 13 33 0.7 > Zambia T 1971 856 608 0 0 71 0.0 
Unspecified African emigrants 54 7 z 

AMERICAS > z 
Argentina H 1972 14 621 0 48 0.3 l:j 
Bahamas T 1972 428 0 1 0.2 z Barbados T 1973 542 0 1 0.2 
Bolivia T 1972 853 0 4 0.5 c:: 

~ Brazil H 1970 6 212 11 5 0.1 Cll 
Canada T 1973 118 381 2 866. 36 1 562 2.4· 1.3 1:!1 
Chile G 1971 1 857 0 8 0.4 3: Colombia T 1972 2 700 0 11 0.4 
Costa Rica X 1970 870 70 0 9 8.0 1.0 0 
Cuba T 1970 4637 0 80 1.7 ~ 
Dominican Republic T 1972 317 0 5 1.6 > 
Ecuador T 1972 617 0 6 1.0 ::! 
El Salvador T 1972 974 0 4 0.4 0 
Grenada T 1971 130 0 1 0.8 z 
Guatemala T 1971 751 0 5 0.7 
Guyana R 1970 2 266 0 70 3.1 
Haiti T 1972 407 30 30 8.1 
Honduras X 1973 316 34 0 6 10.8 1.9 
Jamaica T 1972 1 800 0 22 1.2 
Mexico X 1970 8 997 0 19 0.2 
Nicaragua T 1972 469 0 7 1.5 
Panama T 1971 948 32 0 7 4.0 0.7 
Paraguay T 1972 300 0 0 0.0 
Peru T 1972 5 040 0 15 0.3 
Suriname T 1971 395 195 0 4.9 
Trinidad & Tobago X 1970 2 894 0 9 0.3 
United States of America T 1972 794 979 5 22o· 52 314 0.7· 0.0 



Uruguay X 1970 988 0 1 0.1 
Venezuela T 1972 7 965 0 2 0.0 
Unspecified American emigrants 23 13 

ASIA 

Afghanistan T 1971 544 0 0 0.0 
Bahrain G 1971 607 566 2 0 93.0 0.0 
Burma A 1969 4400 0 3 0.1 
China 20 108 
Cyprus T 1973 451 2E 0 6 0.0 1.3 

Sl Democratic Kampuchea X 1971 2 786 
Hong Kong X 1970 5 645 12 568 10.1 s:: India T 1972 82 300 764 175 0.3 1:11 
Indonesia T 1971 4 994 48 7 1 1.0 0.0 z 
Iran T 1972 3 839 5 11 0.3 "' Iraq T 1974 1 725 0 1 0.1 0 
Israel X 1971 5 000 354· 13 15 1.o· 0.3 z 
Japan T 1972 159 441 0 13 0.0 "' Jordan T 1971 319 58 353 3 18.0 12.0 > 
Kuwait T 1971 1 576 0 0 0.0 z 
Lao People's Dem. Rep. T 1971 770 0 0 0.0 0 
Lebanon T 1970 1 440 177 13 14 12 1.1 

Sl Malaysia A 1971 5 499 377 19 159 7 2.9 
Maldives G 1970 3 0 0 0 0 0.0 ~ 
Mongolia T 1971 4 315 0 0 0.0 1:11 

() Nepal G 1970 161 0 0 0.0 ~ Oman T 1975 402 349 0 8 87 2.0 
Pakistan & Bangladesh A 1970 5 252 567 16 1.4 0 z Philippines A 1967 28 058 740 2 363 8.7 "' Oatar G 1971 200 199 0 0 99 0.0 

0 Republic of Korea A 1970 14 506 74 2 065 147 1 2.4 
Rep. of South Viet-Nam X 1971 1 817 15 1 0.1 

'rj 

Saudi Arabia G 1974 3 179 2 457 0 0 77 0.0 s:: Singapore A 1972 4422 4 134 3.0 C5 Sri Lanka T 1971 5 498 4 17 0.3 
~ Syrian Arab Republic T 1974 1 967 167 0 0.8 > Thailand T 1971 9 760 0 129 2.3 ~ Turkey T 1972 6 418 227 5 0.4 0 Yemen T 1973 361 128 0 0 35 0.0 z Unspecified Asian emigrants 32 13 

EUROPE 

Austria H 1973 16 866 942 9 0.6 
Belgium X 1968 9 810 97 16 0.3 
Bulgaria G 1971 26 381 0 0 0.0 
Czechoslovakia T 1972 73 021 182 5 0.0 
Denmark T 1972 26 000 37 54 0.2 
Finland T 1972 20 590 123 22 0.2 -.1 France T 1970 148 601 952 41 0.1 



Table 1.21 (continued) ...:I 
IV 

Stock of nurses Number going ')(, of stock 
Number 

Continent and country found or r':.tster-
Year and Total Number ing a road Gained Lost or area number foreign 

abroad annually (3) + (2) annually coverage 
(1) (2) (3) (4) (5) (6) (7) 

EUROPE (cont'd) 

Germany, Fed. Rep. of T 1971 129 342 7 950 1 910 149 6 0.3 
Greece T 1972 5 990 91 14 0.4 "1:1 
Hungary T 1973 36 782 67 3 0.0 ::I: 
Iceland T 1971 591 0 2 0.3 ~ Ireland T 1971 19 284 12 422 2.2 
Italy H 1971 39308 1 123 5 0.3 Q Luxembourg T 1971 667 27 0 0.4 > Malta R 1971 1 571 16 14 1.0 z 
Monaco T 1971 101 94 0 0 93 0.0 
Netherlands T 1969 57 646 461 174 0.4 > 
Norway T 1970 14 453 13 49 0.3 z 
Poland T 1972 93003 76 6 0.0 0 
Portugal R 1971 4087 124 2 0.4 z Romania T 1971 32432 6 1 0.0 
Spain T 1971 27822 343 5 0.1 t: 
Sweden T 1970 32 700 330 35 52 1 0.2 ~ 

{ll 

Switzerland X 1967 14090 586* 2 52 4* 0.4 tl1 
United Kingdom G 1972 148 810 3 267* 2826 1 715 2* 1.3 s:: Yugoslavia T 1972 34 877 2045 4 0.6 ...... 
Unspecified European emigrants 841 21 0 

~ 
USSR T 1972 1106 500 39 512 0.0 > 

:J 
OCEAN lA 0 

Australia T 1971 56 846 2 500E 28 1 536 4 2.7 z 
Fiji G 1970 721 13 5 1 2 0.2 
New Zealand T 1972 20224 852* 53 389 4* 1.9 
Papua New Guinea T 1970 927 486 0 0 52 0.0 
Samoa T 1971 205 3 0 0 1 0.0 
Unspecified Oceanian emigrants 240 

Sources: Cols. 1 and 2:207-212 and 200; Cols. 3, 4, and 5: 200. 
Notes: Explanations of country names and abbreviations are given in the chapter on methodology. See Table 1.1 for explanations of the year selected. Col. (3) 

reflects foreign nationality wherever possible. An asterisk (*) means average annual inflow instead of stock. Col. ~4) shows the numbers in countries which 
gave their stock of foreign nurses. Col. (5) shows the avera~e annual number registering in countries which have in ormation on annual inflow only. Col. (6) 
shows the percentage of stock gained whereas col. (7) shows t e average annual outflow, as estimated from an amalgam of cols (4) and (5), expressed as a percentage 
of stock. 



DIMENSIONS AND DIRECTIONS OF MIGRATION 

Table 1.22 
The major recipient countries of nurses 

Country 

USA 
United Kingdom 
Canada 
New Zealand 
Germany, Federal Republic of 
Switzerland 
Australia 
Saudi Arabia 

Sources: Table 1.21. 

Year 

(1) 

1963-1972 
1965-1972 
1964-1973 
1966-1970 

1971 
1966-1972 

1971 
1974 

Number of 
foreign nurses 

found in 
country 

(2) 

7 950 

2 500E 
2 457 

Annual number 
of foreign nurses 

entering/licensing/ 
registering in 

country 
(3) 

5 220 
3 267 
2 866 

852 

586 

73 

Notes: Col. 3 - data for New Zealand and Switzerland relate to numbers entering; other figures are 
egistrations or licences issued. 

Table 1.23 
The major donors: estimated number 

of nurses registering or licensing abroad or going abroad each year 

Country 

Philippines 
United Kingdom 
Australia 
USSR 
Ireland 
New Zealand 
Korea, Republic of 
Germany, Federal Republic of 
USA 
India 

Source: Table 1.21. 

Number 
of nurses 

2440 
2000 
1 540 

510 
420 
390 
350 
340 
320 
250 

Country 

South Africa 
Nigeria 
Yugoslavia 
Malaysia 
France 
Singapore 
Thailand 
Italy 
Egypt 
Austria 

Number 
of nurses 

240 
230 
210 
160 
140 
130 
130 
120 
110 
100 
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Table 1.24 

Foreign nurses licensed in the USA, by region or country of training 

Percentages from 

Total Year Approximate 
numbers Central & % 

1960 
1964 
1968 
1972 

2100 
3 400 
6100 
9100 

Africa 

0 
0 
1 
1 

Asia 

7 
11 
43 
63 

Canada 

51 
48 
21 

9 

Europe South Oceania 

33 
29 
21 
17 

America 

8 
11 
13 

9 

Source: 60. 

Source: 

Table 1.25 

Foreign nurses registered in England and Wales, by region, 
country or area of training, 1973-1974 

Country/region/area Number % 

Australia and New Zealand 1 403 37 
Africa 581 15 
Hong Kong 511 14 
Other Asia 391 10 
North America 175 5 
West lndies 132 3 
Europe 596 16 
Total 3 789 100 

76. 

100 
100 
100 
100 



Table 1.26 
Overseas nursing students in the United Kingdom: numbers and percentage distribution, by country of origin 

1959/60 1965/66 1970/71 1972/73 
Country of area or origin 

Number % Number % Number % Number 

Total Commonwealth 5 603 96 13 951 89 16 893 91 15 348 
Total Caribbean 3 130 54 7 953 51 7 285 39 4 815 

Barbados 550 9 1 463 9 825 4 500 
Guyana 200 3 1 036 7 691 4 458 
Jamaica 1 500 27 3 215 21 2 492 13 1 712 
Trinidad and Tobago 450 8 1 473 9 2 229 12 .1 408 

Total Africa 1 686 29 3 301 21 4474 24 4406 
Ghana 100 2 439 3 688 4 735 
Mauritius 50 1 469 3 2 186 12 2 218 
Nigeria 1 130 19 1 055 7 480 3 406 

Total Asia 721 12 2150 15 4 618 25 5 581 
Hong Kong 600 10 395 3 801 4 516 
Malaysia 45 1 902 6 2823 15 4 376 

Total "old Commonwealth" 66 1 547 3 516 3 546 
Australia, Canada, New Zealand 255 2 359 2 347 

Other countries 247 4 1 722 11 1 653 9 4 491 

Total 5 850 100 15 673 100 18 546 100 19 839 

Source: 29. 
Note: All figures refer to student nurses, pupil nurses, and pupil midwives. 
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Table 1.27 

Change in the number of foreign nurses licensing in, registering in, 
or entering some major recipient countries 

Average 
Country Year Number Year Number annual 

change 
% 

USA 1962 2 755 1972 9102 + 13 
United Kingdom 1965/66 3 834 1971/72 3 636 - 1 
Canada 1964 1 417 1972 1 333 0 
New Zealand 1963 941 1970 692 - 5 
Switzerland 1966 446 1972 651 + 6 
Saudi Arabia 1963 336 1972 1 666 + 17 

Source: 200. 
Notes: Data for New Zealand, Switzerland, and Saudi Arabia relate to numbers entering; other data 

are registrations or licences issued. 

Table 1.28 

Change in number of foreign nurses entering the USA as immigrants 

Country of Number Number Difference 
last residence in 1964 in 1973 

Canada 1 436 816 679 
German Democratic Republic } 237 136 101 Germany, Federal Republic of 
Guyana 76 (1967) 103 + 28 
Haiti 17 115 + 98 
Ireland 298 203 95 
Jamaica 64 114 + 45 
Philippines 43 1 273 + 1 230 
Republic of Korea 7 743 + 736 
Thailand 48 394 + 346 
Trinidad & Tobago 132 (1966) 65 67 
United Kingdom 765 584 181 

Source: 188. 
Note: Only those countries are included which contributed at least 100 nurses in either year. 



DIMENSIONS AND DIRECTIONS OF MIGRATION 

Table 1.29 
Distribution of world population and of nurse migration and stock, 

by specified geographic/economic areas 

77 

Area %of world's %of world's 
% of nurse migrants 

population stock of nurses 
in out 

Europe 16.3 28.3 34.0 29.1 
USSR 8.6 30.3 3.8 
Canada & USA 8.0 25.0 51.5 13.9 
Australia & New Zealand 0.5 2.1 6.7 12.9 
Developed countries 33.4 85.4 92.2 59.6 

Central & South America 10.1 1.9 3.0 
Asia 43.7 10.1 7.8 32.2 
Africa 12.6 2.7 0.0 5.1 
Oceania 0.2 0.1 0.0 0.2 
Developing countries 66.6 14.7 7.8 40.4 
World 

(excluding People's Rep. of 
China) 100.0 100.0 100.0 100.0 

Source: Table 1.30. 
Notes: Percentages were calculated on figures before rounding. 0.0 means less than 0.05 %. 

Table 1.30 
Nurses gained and lost, by specified geographic/economic areas 

Number of nurses Estimated % of nurses (thousands) 

Area 
Population Estimated annual Gained Lost (thousands) 

Total p.a. p.a. 
Gain Loss (3) -;. (2) (4)-;. (2) 

(1) (2) (3) (4) (5) (6) 

Europe 469 222 1 014.8 4.7 4.0 0.5 0.4 
USSR 247 459 1 106.5 0.5 0.0 
Canada & USA 230 689 913.4 8.1 1.9 0.9 0.2 
Australia & New Zealand 15 581 76.9 1.1 1.8 1.4 2.3 
Developed countries 962 951 3 111.6 13.9 8.2 0.4 0.3 

Central & South America 290 868 68.0 0.4 0.6 
Asia 1 259 130 367.7 0.7 4.4 0.2 1.2 
Africa 363 273 97.0 0.5 0.7 0.5 0.7 
Oceania 4 460 3.0 0.0 0.0 0.0 0.9 
Developing countries 1917728 535.7 1.2 5.5 0.2 1.0 
World 

(excluding People's Rep. of 
China) 2 880 679 3 647.3 15.2 13.7 0.4 0.4 

Source: Tables 1.1 and 1.21, and 200. 
Notes: Gains (Col. 3) do not balance losses (Col. 4) because incomplete breakdowns by nationality 

have led to data gaps in Col. 4. Percentages were calculated on figures before rounding. 0.0 means 
less than 0.05 %. 



Table 1.31 

Average annual nurse migration between and within developing and developed countries. 

Area of destination 

Area of origin Australia & Total Central Total 
Europe USSR Canada New developed & South Asia Africa Oceania developing & USA Zealand countries America countries 

Europe 1 424 2 221 336 3 981 9 2 0 11 
USSR 0 6 4 10 506 0 0 506 
Canada & USA 201 1 428 274 1 903 0 2 0 2 
Australia & New Zealand 1 241 217 310 1 768 1 0 1 2 

Developed countries 2 866 3872 924 7 662 516 4 1 521 

Central & South America 29 380 0 409 0 0 0 0 
Asia 1 188 3 037 9 4234 181 1 0 182 
Africa 499 73 1 573 127 0 0 127 
Oceania 0 1 24 25 0 0 1 1 
Developing countries 1 716 3 491 34 5 241 308 1 1 310 

World 
(excluding People's 
Rep. of China) 4 582 7 363 958 12 903 824 5 2 831 

Source: 200. 
Notes: 0 means none. Blank space means no information. 
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Table 1.31 A 

Average annual nurse migration between and within developing and developed countries 
(Percentage by area of origin) 

Area of destination 

Area of origin Australia & Total Central Total 
Europe USSR Canada New developed & South Asia Africa Oceania developing & USA Zealand countries America countries 

Europe 35.7 55.6 8.4 99.7 0.2 0.1 0.0 0.3 
USSR 0.0 1.2 0.8 1.9 98.1 0.0 0.0 98.1 
Canada & USA 10.6 75.0 14.4 99.9 0.0 0.1 0.0 0.1 
Australia & New Zealand 70.1 12.2 17.5 99.9 0.0 0.0 0.1 0.1 
Developed countries 35.0 47.3 11.3 93.6 6.3 0.0 0.0 6.4 

Central & South America 7.1 92.9 0.0 100.0 0.0 0.0 0.0 0.0 
Asia 26.9 68.8 0.2 95.9 4.1 0.0 0.0 4.1 
Africa 71.3 10.4 0.1 81.9 18.1 0.0 0.0 18.1 
Oceania 0.0 3.8 92.1 96.1 0.0 0.0 3.9 3.9 
Developing countries 30.9 62.9 0.6 94.4 5.5 0.0 0.0 5.5 
World 

(excluding People's 
Rep. of China) 33.4 53.6 7.0 93.9 6.0 0.0 0.0 6.0 

Notes: The figure 0.0 means less than 0.05 %. The figures do not always add to totals due to rounding. 
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Table 1.31 B 

Average annual nurse migration between and within developing and developed countries 
(Percentage by area of destination) 

Area of destination 

Area of origin 
Canada Australia & Total Central 

Europe USSR New developed & South Asia Africa Oceania 
& USA Zealand countries America 

Europe 31.1 30.2 35.1 30.9 1.1 43.4 0.0 
USSR 0.0 0.1 0.4 0.0 61.4 0.0 0.0 
Canada & USA 4.4 19.4 28.7 14.7 0.0 50.0 0.0 
Australia & New Zealand 27.1 2.9 32.4 13.7 0.1 0.0 64.7 
Developed countries 62.5 52.6 96.5 59.4 62.6 93.4 64.7 

Central & South America 0.6 5.2 0.0 3.2 0.0 0.0 0.0 
Asia 25.9 41.2 0.9 32.8 21.9 6.6 11.8 
Africa 10.9 1.0 0.1 4.4 15.7 0.0 0.0 
Oceania 0.0 0.0 2.5 0.2 0.0 0.0 23.5 
Developing countries 37.5 47.4 3.5 40.6 37.4 6.6 35.3 
World 

(excludin8 People's 
Rep. of hina) 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

Notes: See Table 1.31A. 
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CHAPTER II 

Characteristics and career patterns of migrants 

1. Introduction 

The migration of physicians and nurses is the result of a hierarchy 
of stimuli which act on the individual regardless of his origin and, if 
he is not forcibly expelled or restrained, influence his final decision to 
stay in his own country or to go abroad. Although that decision is 
based on each individual's personal perceptions and motives, not every
body will react in the same way to similar sets of circumstances. The 
factors which act on the mass of individuals and cause some of them 
to migrate are discussed in the next chapter. 

The objective of this part of the study is to determine what types 
of physicians and nurses generally have migrated; how the emigrants, 
prior to their departure from the homeland as well as during their stay 
in the host country, compare with their colleagues who remained in the 
homeland; and how they compare with their colleagues in the host 
country in terms both of their attributes and of their activities. As will 
be seen, the amount of information available with respect to the first 
two factors was very small. On the other hand, there was an abundance 
of information on the last factor, but almost exclusively with respect 
to physicians and primarily as regards their situation in the United 
Kingdom and the United States of America. 

2. Migrant Physicians 

2.1 Age 

As viewed in 1970, FM Gs in the USA constituted an essentially young 
population. Nearly half of them were under 40 years of age. By com
parison, USMGs represented a somewhat older population (3). 

The oldest group of FMGs consisted largely of Europeans, who 
arrived in the USA in two phases: (a) during the 1930s primarily from 
Germany and in the late 1930s also from other parts of a Europe engaged 
in or threatened by war; and (b) during the late 1940s as part of a general 

- 81 -
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exodus from countries ravaged by the war. In 1970 about 27 % of the 
FMGs from European countries were at least 60 years of age. The 
countries the largest proportion of whose graduates in the USA were 
in that age group were: Austria (61 %), the German Democratic Republic 
(83 %), and the USSR (63 %). Others having a relatively large proportion 
were: Czechoslovakia (47 %), Hungary (44 %) and Poland (43 %). Gradu
ates from the eastern European countries had almost all migrated before 
World War 11-excepting those migrating from Hungary after 1956 
and those from Czechoslovakia after 1967. The age structure of FMGs 
from these two countries shows quite clearly the influence of historical 
events on migration patterns. 

Number of FMGs 

Age (years) in 1970 in the USA from: 

Czechoslovakia Hungary 

< 30 20 1 
30-34 27 13 
35-39 45 10 
40-44 64a 119 
45-49 40 122 a 
50-54 53 94 
55-59 95 122 b 

60-64 134 b 111 
65-69 70 84 
70-74 165 92 
75 or more 41 94 
% over retirement age 27 % 31 % 

• Reflects a peak in outflow from Hungary and Czechoslovakia as a result of POlitical events in 1956 and 1967. 
b Illustrates the peak in the outflow from European countries generally before World War 11. 

The youngest group of FMGs in 1970 consisted largely of Asians, 
of whom 75 % were under 40 years of age and only 1 % over 60 years. 
Typically, the average age of graduates from the Philippines was 36 and 
that of graduates from India was 33, compared to an average age of 43 
for all FMGs. This phenomenon reflects the abandonment by the USA 
in 1965 of the national-origins quotas, a move that facilitated the inflow 
from developing countries of thousands of physicians, among them 
many young graduates. 

In the United Kingdom also the foreign-born physicians are, on 
average, younger than their native colleagues. Whilst 18% of the United
Kingdom-born physicians on the register in 1970 were retired (or inactive), 
only 11 % of the foreign-born physicians fell into that category. Once 
again there are substantial differences between national groups. The 
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percentages inactive are: Republic of Ireland 19 %, other European 
countries 21 %, developed Commonwealth 15 %, Asia 7%, and Africa 5% 
(72). 

2.2 Year of graduation 

Closely linked to the age distribution of FMGs in the USA is their 
distribution by year of graduation. Approximately 40 % of the FMGs 
in the USA in 1970 had graduated between the years 1960 and 1970. This 
high percentage reflects mainly the-large inflow of new graduates from 
medical schools in Asia (3). 

For certain donor countries, and even for certain groups of donor 
countries, those physicians who qualified during a particular decade 
feature more prominently in the FM G statistics than do those qualifying 
during other decades. Below are a number of countries grouped accord
ing to the decade in which the largest proportion of their graduates 
found in the USA had graduated. 

Decade Country Decade Country 

1920-1929 Germany 1955-1964 Argentina 

1930-1939 Austria Colombia 

France Egypt 

Poland Haiti 
Iraq 

1935-1944 Hungary Israel 
USSR Japan 

1940-1949 China Mexico 
(excl. Province of Taiwan) Spain 

Switzerland 
1945-1954 Cuba 

Germany, Federal Republic of 1960-1970 India 
Romania Iran 

1950-1959 Dominican Republic Lebanon 
Greece Pakistan 
Italy Philippines 
Netherlands Rep. of Korea 
Poland China 
Turkey (Prov. of Taiwan only) 
United Kingdom Thailand 
Yugoslavia Venezuela 

The respective distributions of FMGs by age and by year of graduation 
not only are linked to each other but together reflect the precursors and 
aftermaths of global conflicts and specific political events in certain 
countries. They also reflect changes in the admission laws of the USA. 
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2.3 Sex 

In 1970, females represented 15% of the pool of FMGs in the USA, 
as compared with 13 % in 1963. The proportion of women among FM Gs 
was over twice as large as that among either USMGs or the graduates 
of Canada's medical schools who were in the pool of physicians in the USA 
at the time-the proportions being respectively 15 %, 6 %, and 7 %. 

It is interesting to compare the proportion of female FMGs from 
individual countries of graduation with the proportion of females in the 
pool of physicians in the respective countries. (Table ILl). The pro
portions for the Philippines and Thailand respectively were the same, which 
would indicate that there were no forces at play which affected women 
specifically. For the Republic of Korea and Indonesia the proportions 
in each case were highly disparate, but in opposite senses-whereas 
there were proportionally more females among Indonesia's domestic 
pool of physicians than among its emigrant physicians, the reverse was 
so for the Republic of Korea. The question arises as to what forces 
acting on women exclusively resulted in the greater tendency of the 
Republic of Korea's female physicians to leave the country and of Indo
nesia's to remain at home. Egypt's pattern was similar to that of Indo
nesia. Both are Moslem countries where perhaps there is a relatively 
high demand for female physicians to cater to the needs of women for 
health care. Among Canada's medical graduates, females migrated 
to a lesser extent than did males. Regarding European countries, a 
distinction must be made between new and old cohorts, the latter reflecting 
the situation in the home country during an earlier era. For those 
European countries that are predominantly exporters of medical education 
to the USA, the picture may be blurred by the possibility that, of the FMGs 
from those countries, the contingent born in the USA contained more 
males than the native contingent. 

Within the FMG pool as a whole in 1970, the females tended to be 
younger than the males-42 % of the females, as opposed to 28 % of the 
males, were under 35 years of age while the respective proportions of 
those under 30 years of age were 16 % and 8 %. The relatively younger 
age of the female contingent may be due to the fact that in recent years 
the largest numbers of FMGs have been from countries, e.g., the Philip
pines and Thailand, whose physicians were largely young and where 
the proportion of female physicians was relatively high. 

2.4 Modes of practice 

2.4.1 In the United States of America 

Around the year 1970 most FMGs were engaged in direct patient 
care, mostly in a hospital setting. Those not directly involved in 
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patient care tended more toward research than toward other areas 
of professional activity. The figures below show some interesting simi
larities and contrasts between FMGs and USMGs regarding modes 
of practice in 1973 (114). 

USMGs FMGs 
% % 

All modes of practice 100.0 100.0 

1. All direct patient care 90.9 91.7 
(a) All private practice 66.5 43.6 

(i) Private practice in office setting 47.5 31.5 
(ii) Private practice in hospital setting 19.0 12.1 

(b) Interns and residents 14.9 30.7 
(c) Full-time hospital staff 9.5 17.4 

2. Medical teaching 1.9 2.0 

3. Administration 4.0 2.2 

4. Research 2.4 3.3 

5. Other modes of practice 0.8 0.8 

Very high and almost equal proportions were engaged in direct 
patient care, but proportionately more of all FMGs than of all USMGs 
functioned in a hospital setting; and within the hospital setting, pro
portionately more of all FMGs than of all USMGs were interns, residents, 
and full-time staff. The disproportionate amount of FMGs who were 
trainees was reflected, in turn, in the substantially smaller proportion 
of FMGs who managed to have some private practice in the hospital 
setting. For both groups, the time spent in private practice in an office 
setting was about two and a half times the time spent in the hospital 
setting. Proportionately more FMGs than USMGs tended toward 
research activities. 

While the above shows a static picture of the modes of practice of 
physicians in 1973, another study (81) shows their mobility, but with 
respect to FMGs only. The information was based on a cohort of 
33 000 FMGs, i.e., all those known to be in the USA in 1963. The modes 
of practice of the cohort were observed at two points in time, i.e., 1963 and 
1971, representing an interval of eight years. The findings were as follows: 
(a) Of all FMGsin the USA in 1963, over half were in office-based practice 
in 1971. The overall proportion rose from 44 % in 1963 to 52 % 
in 1971. The rise would have been higher but for the fact that nearly 
a fourth of those FMGs who were in office-based practice in 1963 had 
moved elsewhere by 1971. Many went into hospital settings, others 
went into teaching, administration, and research positions, and quite 
a number either became inactive or returned to their homelands. 
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(b) Of the three groups of FMGs in hospital practice in 1963 (i.e., 
interns, residents, and full-time hospital staff), residents showed the 
greatest tendency to move to office-based practice. This would appear 
to reflect a normal move upward in the career ladder. 

(c) Of the 778 FMGs in medical teaching posts in 1963, nearly a third 
had moved to office-based practice by 1971. Thus, for FMGs, teaching 
posts, like internships, residencies, and full-time hospital staff appoint
ments, acted as a channel to office-based practice. 

(d) In terms of sheer professional mobility: 

- those already in office-based practice in 1963 were the least mobile, 
with only 24 % of them moving out and, of these, only a third going 
into other modes of practice, mainly into full-time hospital staff positions: 

- those in medical teaching were more mobile, about a third 
moving into office-based practice and a fifth into research; 

- those in internship and residency positions were, as is to be expected, 
the most mobile, with only about 3 % remaining in such positions by 
1971. It is surprising that even that number remained, an indication 
that there exists a group of FMGs which regards internship and residency 
as a way of life. 

2.4.2 In the United Kingdom 

In the United Kingdom, overseas physicians 1 also worked predomi
nantly in a hospital setting (72). In 1973 they accounted for 16.5% of all 
physicians in general practice and 34.6 %of those in the hospital service. 
Within the hospital services (73), they were greatly over-represented 

Born in Born 
Hospital positions British Isles overseas 

(England & Wales, 1971) 
No. % No. % 

Consultant 8 717 50.4 1 262 15.0 
Senior hospital medical officer 340 2.0 84 1.0 
Medical assistant 581 3.4 339 4.0 
Senior registrar 1 412 8.2 419 5.0 
Registrar 2 054 11.8 2 602 31.0 
Senior hospital officer 2173 12.6 3 166 37.8 
Post-registration hospital officer 256 1.5 156 1.9 
Pre-registration hospital officer 1 696 9.8 342 4.1 
Other 54 0.3 17 0.2 
Total 17 283 100.0 8 387 100.0 

Source : 73. 

1 Born outside the British Isles. 
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in the junior grades and under-represented in the higher grades (see 
tabulation on preceding page). 

To a large extent the over-representation in the junior grades can be 
attributed to the younger average age of the overseas physicians in hospital 
services. For the physicians born in countries of Europe-the 'old' 
migrants (see Section 2.1 above)-the proportion in general practice 
is considerably higher e.g., Austria 48 %, Germany 44 % (72). 

The above statistics show only a static picture of the modes of practice 
of physicians in England and Wales but do not show whether the career 
paths followed by overseas physicians differed from those of native 
physicians. A study of positions held by physicians in two consecutive 
years (1971 and 1972) shows that the proportion of overseas-born phys
icians moving to a higher grade is generally lower than that of native 
physicians (72). Thus, roughly, for every overseas-born physician who 
becomes a registrar three remain as senior hospital officers; the ratio 
for the native physicians is two for every three. At senior registrar level 
the overseas physician is comparatively more successful: for each one 
who becomes a consultant four remain as senior registrars; the ratio 
for the native physicians is one to three. Nevertheless the proportion 
of overseas-born physicians remaining in the position they held one 
year earlier is similar to that of native-born physicians in all cases except 
the grade of senior hospital officer, where the average length of stay of 
overseas physicians is about 30 % greater than that of native physicians. 

Most overseas physicians join the national health service at the level 
of senior hospital officer and leave it at either the same level or that of 
registrar. This suggests that there is a large group of overseas physicians 
who work in the national health service for a total of only three to four 
years and, when they leave the national health service, are more likely 
to emigrate than to turn to academic posts or private practice. 

2.5 Specialties 

2.5.1 In the United States of America 

While all specialties in the USA attracted a certain number of FMGs, 
some appeared to have a much greater drawing power than others (see 
Table II.2). 

In 1970, over two-thirds of all FMGs were concentrated in a group 
of eight out of 34 specified specialties, the largest proportion, 
12 %. being in general practice, followed in turn by internal medicine, 
general surgery, psychiatry, paediatrics, anaesthesiology, pathology, and 
obstetrics and gynaecology. The difference between the FMGs and 
physicians trained in Canada and the USA was most marked in the case 
of anaesthesiology and pathology and, inversely, in radiology, ophthal
mology, and orthopaedic surgery. Proportionally more of those gradu-
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ating in Canada and the USA than of those graduating elsewhere tended 
toward surgical specialties. The same applied to general practice. With 
respect to medical specialties, the proportions were almost equal. Special
ties other than medical and surgical drew a substantially higher proportion 
of FMGs-over 40% as compared with 26% for other physicians. This 
is attributable to the relatively high proportions of FMGs specializing 
in psychiatry, anaesthesiology, and pathology. 

Another study (108) which examined the specialty distribution of 
individual cohorts of FMGs who had achieved immigrant status in the 
USA during specified years shows quite clearly how the pattern 
of distribution has been changing over the years. There would seem 
to be a definite trend away from general practice and from psychiatry 
and an equally definite trend toward internal medicine and general 
surgery. There was also a slight downward movement in anaesthesiology 
and an even slighter but upward movement in pathology. The striking 
changes with respect to general practice, psychiatry, internal medicine, 
and general surgery give rise to several questions. Are fewer FM Gs 
going into general practice and psychiatry because more USMGs are 
beginning to take an interest in these areas of work? Is the opposite 
true with respect to general surgery and internal medicine? What is the 
relationship between the "self-designated" specialty of the FMG and 
the actual specialty in which he is engaged? Does the changing composition 
of the FMG pool, by area of origin, after 1965 have anything to do with 
changes in the specialty distribution of the pool-in other words, would 
Asian FMGs be more likely than European or Latin American FMGs 
to choose general surgery and internal medicine and less likely to choose 
general practice and psychiatry? (The answer to the latter question could 
be of particular interest to donor countries.) Does the changing compo
sition of the FMG pool by age have a bearing on specialty distribution? 

2.5.2 In the United Kingdom 

While in the United Kingdom there are overseas physicians in all 
specialties, the majority are found in the junior grades and are supervised 
by British consultants. Table II.3 shows the distribution of overseas-born 
physicians in selected specialties in 1973 in England and Wales. The 
specialties selected were those in which the proportion of overseas-born 
physicians was significant. 

In absolute terms, the greatest numbers of overseas physicians were 
in the fields of anaesthesiology and adult mental illness. Overseas phys
icians were only slightly over-represented in all specialties as a whole, 
but there were nearly twice as many as would be expected in geriatrics 
( 46 %) and many more than expected in the fields of thoracic surgery 
(42 %), mental handicaps (35 %), and adult mental illness (34 %). Whilst 
in almost all specialties they functioned primarily at the level of registrar, 
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in some shortage fields they also achieved consultant status in significant 
numbers. Fields such as geriatrics, venereology, mental handicap or 
mental illness (adult) fail to attract British physicians, and overseas 
doctors therefore find less competition and become established in them. 

Whilst the proportion of overseas doctors in most specialties which 
are heavily dependent on them has remained fairly constant in recent 
years, in some there have been considerable increases. The proportion 
of overseas-born registrars in thoracic surgery increased from 68 % in 
1967 to 80% in 1972; in gynaecology and obstetrics from 60 %to 70 % 
and in mental illness (adult) from 47 %to 60 %. 

2.6 Migrant pathways 

2.6.1 Experience of FMGs in the United States of America 

While studies such as those cited in section 2.5.1 give a good indication 
of the career patterns of FMGs at particular points or intervals of time, they 
shed light neither on the paths taken by FM Gs from the point 
of their entry into the American medical system nor on how these paths 
differ from those taken by USFMGs. As yet, little has been published 
on the latter aspect, but the former has been at least partly covered by 
a longitudinal study of all FMGs who were appointed to graduate training 
positions in hospitals of Connecticut in 1964 (159). 

The study shows that the majority of the FMGs considered took the 
decision to go to the USA either while they were still undergraduates or 
soon after they had graduated. A few had taken the decision even before 
entering medical school. A little over a third had considered going to 
countries other than the USA, usually the United Kingdom or Canada. 
The reasons for coming to the USA varied but, in general, it would appear 
that the decision to migrate reflected not so much the FMG's desire to 
obtain the best possible training as it did his judgement of how best to 
advance his medical career. 

The majority of FMGs who decided to stay in the USA took their de
cision to do so only after the attractions of that country had made themselves 
felt or after they had been offered posts. Only 21 % claimed that, when 
they first arrived, they had intended to remain in the country-67 % 
actually did remain, or at least were there seven years after the first 
point in time at which they were observed. Another 4 % were in Canada. 
Those who left the USA tended to return to their country of medical 
education. 

The more advanced the physician was in his training in 1971, the greater 
his tendency to remain in the USA-about 10 % more of the residents 
than of the interns remained. The older physicians (i.e., those over 
35 years of age in 1964) showed a greater tendency to remain in the 
USA than did the younger. 
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Nearly half of the physicians remaining in the USA (in 1971) were in 
salaried positions-38 % as full-time hospital staff and 10 % in teaching 
and research. Over a third were in private practice. Surprisingly, 
about 15 % were still in training. One of the reasons put forward for 
the "eternal intern" syndrome is that, for whatever reason, some foreign 
physicians on an exchange visitor's visa either dare not or do not desire 
to apply for a change of visa status-so long as they remain as exchange 
visitors they are not eligible to apply for a licence to practise in the USA. 
Thus many foreign physicians remain in jobs that do not require a licence. 

The desire to teach appeared to be the strongest single factor encour
aging physicians to return home. As a whole, those returning tended 
to work in major cities. It would appear, according to the authors of 
the report on the above study, that the USA is training foreign graduates 
primarily for hospital work in the USA, and secondarily for elite positions 
abroad. Of those who remained and on whom information was available, 
88 % held a licence to practise in the USA. Only six of those who went 
abroad held such a licence. This finding would appear to confirm that 
the holding of a licence seems to be a good indication of intent to remain 
in the USA. 

Whilst the Connecticut study is interesting in that it illustrates two 
steps in the FMGs' work experience in the USA, another study (108) 
takes a more retrospective view and thus provides interesting information on 
the various stages gone through by FM Gs desirous of settling in the USA. 

Foreign physicians have been allowed to enter the USA in one of two 
ways, i.e., directly as immigrants, with no constraints on the length of 
time they are allowed to remain, or as non-immigrants, increasingly 
in the form of exchange visitors seeking further training and having 
the option of adjusting to immigrant status while in the USA. Of a cohort 
of foreign physicians achieving immigrant status during the period 1961-
1971, the proportion doing so by adjusting status increased each year 
from 12 % during the years 1961-1965 to nearly double that proportion 
in 1968-1969 and nearly four times (47 %) that proportion in 1970-1971. 
The unusually high rate in the last period can be attributed to a relaxation 
in 1970 of the law requiring exchange visitors to leave the USA for two 
years before seeking immigrant status. Two-thirds of those adjusting 
status had originally entered the USA as exchange visitors. For those 
adjusting status, the average time elapsing between the year they entered 
the USA as non-immigrants and the year they became immigrants was 
over four years. 

Of the total cohort, 88 % had taken the ECFMG examination 1 

for the first time before they had achieved immigrant status, but only 

1 The Educational Council for Foreil!ll Medical Graduates (ECFMG) examination makes those who pass 
it eligible for appointment as interns or residents in any programme for graduate medical training approved by 
the AMA. 
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70 % passed. The above figures apply, of course, only to those foreign 
physicians known to the ECFMG. The authors of the study's report 
estimate that, if the " underground " physicians 1 were taken into account, 
49 % of the immigrants could be considered as not having passed the 
examination prior to admission. 

Interestingly enough, the physicians admitted as direct immigrants 
in the occupational preference category (about a third of the total) had 
a higher failure rate than those adjusting status-27 % versus 17 % for 
the years 1968-1971. Of all who passed the ECFMG examination, 54% 
passed after one attempt, 20 %after two attemps, 20 %after three attempts, 
and 6 % after four or more attempts. 

The primary indicator of acceptance in the health care system of the USA 
is licensure. The life table below shows the cumulative rate of licensure 
based on the experience of the cohort studied: 

Period ending: Cumulative % licensed 

before admission 5.1 
same year as admission 13.5 

1 year after admission 34.0 
2 years after 46.9 
3 years after 58.8 
4 years after 68.4 
5 years after 7 5.5 
6 years after 83.8 
7 years after 88.7 
8 years after 90.5 
9 years after 91.8 

10 years after 92.8 

From the above it can be seen that: by the end of the third year after 
admission, over half of the immigrants were licensed; by the end of the 
fifth year, three-fourths were licensed; but by the end of the tenth year, 
7 % were still unlicensed-the latter not including the unlicensed "under
ground". As a measure of comparison, one study (quoted in 108) 
found that 42% of USMGs had been licensed by the end of the first year 
after graduation, 55 % by the end of the third year, 70 % by the end of 
the fifth year, and 91 %by the end of the eighth year. Thus, excepting 
the first year concerned, the differences in licensure rates between the 
immigrant FM Gs and the USM Gs were small. 

Within the cohort of 7 300, some 3 800 individuals were identified 
as not being in training but nevertheless undertaking direct patient care 
as a major activity. Of these, 17 % were unlicensed. A comparison of 

1 Those not known to the AMA. 
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these unlicensed physicians with those licensed shows that among the 
unlicensed group there were larger proportions in nongovernmental and 
state hospitals and smaller proportions in private practice. 

While the literature has disclosed a great deal about the utilization 
of FMGs in the health system of the USA, little has been published on the 
experience of FMGs prior to their entering the USA. One study (109) 
attempted to shed some light on that subject. The population studied was 
the total of candidates taking the ECFMG examination on 24 January 
1973 in the USA. By definition, the candidates were not certified by the 
ECFMG and thus were also not licensed to practise medicine in the USA 
although many uncertified and unlicensed or partly licensed FM Gs 
were not only working in the health system but providing direct patient 
care. 

Over half of the respondents claimed they had had specialty training 
prior to coming to the USA. Of those having such training, 59% had been 
certified in a specialty-the most common specialties being obstetrics 
and gynaecology, surgery, paediatrics, internal medicine, and anaes
thesiology. 

In addition, 81 % of the respondents claimed they had worked as 
physicians prior to entering the USA. Of those who had such experience, 
63 % had had specialty training. Of those who had no such experience, 
only 32 % had had specialty training. 

It is noteworthy that, of the respondents, 60 % were employed in 
the health field and 44 % particularly had patient care responsibilities. 

A comparison of the past experience of the respondents with their 
employment status at the time they were taking the ECFMG examination 
showed that among those employed in the health field the proportions 
with training or experience were significantly higher than among those 
not so employed. Despite the fact that so large a portion of the sample 
had postgraduate clinical experience, only 21 % passed the ECFMG 
examination and all but 17 % had taken the examination at least once 
before. 

About a fifth of migrant physicians in the USA either return to their 
homelands or go on to other countries. The findings from the eight-year 
follow-up study (see Section 2.4.1 above) indicate that 82 % of those 
FMGs located in the USA in 1963 were still in the country in 1971. The 
percentage remaining in the USA varied depending on the geographical 
area where the FMG had received training. On the assumption that 
those who were not located in the USA in 1971 had returned to their country 
of medical education, this would mean that 27 % of the Asian graduates, 
15% of the Latin American graduates, and 13% of the European graduates 
had returned, the overall average of return being 18 %. It would seem 
that Asian graduates manifest a considerably greater tendency to return 
than do Latin American and European graduates. 
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The Conneticut study mentioned above (1 59) suggests that, with few 
exceptions, donor countries permanently lose from two-thirds to three
fourths of those of their medical graduates who go to the USA for further 
study or for work. A different approach, taken in another study (36), 
suggests a return rate of 25 %. This study used data from the annual 
census taken by the American Medical Association. Through a computer 
matching procedure, the entire population of FMGs in 1966 was compared 
with the entire population in 1968. Those FMGs who were recorded 
in 1968 but not in 1966 were designated as increments to the physician 
population (i.e., inflow) while those who were recorded in 1966 but not 
in 1968 were designated as decrements (i.e., outflow). Table II.4, which 
comes from a report of the study, shows the relationship between inflow 
and outflow for the two-year period. Unfortunately, the data include 
FMGs born in the USA. Given the likelihood that most US-born FMGs 
will remain in the USA, the data on outflow presumably reflect a larger 
proportion of foreign-born FMGs than do the data on inflow. The net 
effect of this phenomenon is that, with respect to countries that provide 
medical education for many native Americans, e.g., Spain and Mexico, 
the return rate is underestimated. The highest return rates are those 
for graduates of Asian countries and the lowest are those for graduates of 
European countries. 

Several studies have been carried out on return rates of physicians 
from particular countries. A number of these are mentioned in the 
relevant country studies in Part Two (see the chapters on Colombia, 
Iran, and Republic of Korea). 

2.6.2 The United Kingdom 

There is very little information on the migration behaviour of foreign 
physicians in the United Kingdom. Statistics such as those in Table II.5 
suggest that quite a number do return home after a few years, but just 
how many is known only in very broad terms: 

Year Inflow Outflow 

1966/67 1 870 1 390 
1967/68 2100 1 350 
1968/69 2100 880 
1969/70 1 630 1200 
1970/71 1 450 1 460 
1971/72 1 730 1190 

Source: 72. 

Over the period covered, for every ten physicians entering, seven 
left. The return rate would thus seem to be much higher than that for the 
USA, although it is not known how many of those leaving actually went 
home. 
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Another aspect of the question of those who return concerns the return 
to their country of origin of those physicians who graduated abroad. The 
UNESCO study referred to in the previous chapter (175) showed that 
in 1972/1973 there were about 39 000 medical students enrolled in foreign 
countries. While no information is available on return rates relative 
to that population, perhaps some assumptions can be made on the basis 
of findings from a much earlier study carried out in the United Kingdom 
(67). That study indicates that, of 2 434 foreign-born graduates of 
British medical schools during the years 1948-1966, over two-thirds 
had left Great Britain by September 1967. Table II.5, which gives the 
number and percentage of the graduates leaving Great Britain, by country 
and area of origin, shows that graduates originating in the West Indies 
were more inclined to leave Great Britain than were those originating 
in any other area. Those originating in the Middle East and North 
Africa showed the least inclination to leave. The destination of those 
leaving is known for only a few of the countries listed in Table 11.5, 
namely: 

Country or region of birth 

Canada 
Australia 
New Zealand 
USA 
South Africa 
Europe 
Indian subcontinent 
Other parts of Asia 
Nigeria 
East Africa 
Other parts of Africa 
Middle East & North Africa 
West Indies 
Latin America 

Percentage of those leaving 
who returned home 

40 
65 
50 
40 
39 
19 
30 
56 
93 
54 
77 
52 
78 

0 

3. Migrant Nurses 

Information on the characteristics and career patterns of migrant 
nurses is woefully meagre, yet in some instances the migration of nurses 
is said to pose even more serious problems than the migration of phys
icians. The few relevant items of information that could be gleaned from 
the literature about emigrants from specific countries are presented in 
the relevant country studies wherever possible (see Part Two: chapters 
on Colombia, India, Iran, Philippines). 
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In a recent survey of foreign-trained nurses in the USA (44) it was found 
that the average age was 29 years, 96 % were female, 45 % were not 
married, 67 % had graduated since I965, 8I % held a diploma in 
nursing, and I8 % held the degree of Bachelor of Science. At the time 
of application for registration in the USA, many had not completed all 
the elements of the nursing education programme essential for regis
tration. Among applicants surveyed in selected states, I9 % showed a lack 
in psychiatric nursing and 5 % in obstetrical nursing; I7 % of the appli
cants did not have a level of secondary education equivalent to that of 
nurses trained in the USA, and 20% did not have the required level of pro
ficiency in the English language. 

A study carried out in Great Britain in I972 (28) indicates that nurses 
and midwives from developing countries made up 8 % of the nursing 
and midwifery staff in hospitals for acute illnesses, 11 % in psychiatric 
hospitals, and 8 % in other hospitals in Great Britain, and that they 
have filled gaps in hospitals with severe staffing shortages. Of the total, 
46% were employed by the four Metropolitan Regional Hospital Boards, 
a very high degree of concentration. There seemed to be a somewhat 
greater reliance in London on community nurses and midwives from 
overseas than in Great Britain as a whole. Of the community nurses 
and midwives working in the London area, 9 % were born in a devel
oping country of a father also born in the same country; the national 
figure was just over 2 %. 

Another investigator concerned about foreign-born nurses (69) 
questions why only' 5 % of the overseas-born nurses were able to 
reach the jobs which comprise the upper fifth of the nursing profession 
in England, in spite of the fact that they constitute at least 25 % of 
all nurses working in the country. 

A study of I 500 foreign-born women who had registered as pupil
midwives in England and Wales in the early I960s (67) provides some 
notions as to the characteristics and career patterns of these nursing 
personnel: 

(a) The foreign-born group of registrants represented about a quarter 
of all registrants for midwifery training during the period reviewed. 

(b) At the time of the study, nearly 90 % of the group had already 
qualified as State Registered Nurses, virtually all of them qualifying in 
the United Kingdom. 

(c) The course of study had been completed by I 2I6 or 80% of the 
foreign-born group, as opposed to 48 % of the United Kingdom-born 
group. 

(d) Of the I 2I6 who had completed midwifery training, 25% returned 
home, 4% went to another country, and 7I %remained in England and 
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Wales. Of those who returned home, about half had been sponsored 
students. Of the 865 who remained in England and Wales, 42 % were 
still active in the profession four years after having qualified as midwives. 

Table 11.1 

Female foreign medical graduates in the United States of America in 1970 

Argentina 
Austria 
Belgium 
Brazil 

Country of graduation 

Canada 
Colombia 
Czechoslovakia 
Egypt 
Germany, Federal Rep. of 
Indonesia 
Philippines 
Poland 
Republic of Korea 
Spain 
Switzerland 
Thailand 

Sources: Col. 1 : 3. 

Among pool 
of FMGs 

(1) 

14 
19 

7 
9 
6 
3 

16 
7 

19 
9 

31 
27 
21 

9 
8 

27 

Col. 2: 135 for Colombia, 211 for other countries. 

% females: 

Among pool of physicians 
in country of graduation 

(2) 

7 (1960) 
21 (1971) 
10 (1970) 
10 (1970) 
10 (1971) 

2 (1965) 
42 (1970) 
14 !1970) 
25 1970) 
15 1973) 
31 (1973) 
51 (1970) 
16 (1968) 

4 (1970) 
14 (1970) 
26 (1968) 
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Table 11.2 

Specialties of physicians in the United States of America 
by area of graduation (1970) 

Specially Graduated in Graduated 
USA or Canada elsewhere 

% % 

97 

(N 256 703) (N = 54 142) 

General practice 

Medical specialties 
-Allergy 
- Cardiovascular disease 
- Dermatology 
- Gastroenterology 

Internal medicine 
Paediatrics 
Paediatric allergy 
Paediatric cardiology 
Pulmonary disease 

Surgical specialties 

- General surgery 
- Neurological surgery 
- Obstetrics & gynaecology 
- Ophthalmology 
- Orthopaedic surgery 
- Otolaryngology 
- Plastic surgery 
- Colon/rectal surgery 
- Thoracic surgery 
- Urology 

Other specialties 

- Aviation medicine 
- Anaesthesiology 

Child psychiatry 
Diagnostic roentgenology 
Forensic pathology 
Neurology 
Occupational medicine 
Psychiatry 
Pathology 
General preventive medicine 
Physical medicine & rehabilitation 
Public health 
Radiology 
Other specialties 
Unspecified 

Source: 3. 

19.9 12.4 

25.0 24.0 

0.5 0.3 
2.0 2.3 
1.4 0.7 
0.6 0.7 

13.8 11.7 
5.6 6.5 
0.1 0.1 
0.1 0.3 
0.6 1.1 

28.6 23.0 

9.5 9.7 
0.8 0.7 
6.1 5.6 
3.5 1.4 
3.4 1.6 
1.8 1.1 
0.5 0.3 
0.2 0.1 
0.5 0.6 
1.9 1.3 

26.3 40.5 

0.4 0.0 
2.9 6.1 
0.6 0.7 
0.6 0.6 
0.0 0.0 
0.9 1.1 
0.9 0.3 
6.2 9.2 
2.7 5.7 
0.5 0.1 
0.1 0.9 
1.0 0.4 
3.5 2.5 
1.9 4.8 
3.3 7.1 

Notes: Totals on which percentages are based exclude physicians not classified, inactive physicians, 
and those whose address is unknown. 0.0 = less than 0.05 %. 



Table 11.3 
Overseas-born physicians in selected specialties in England and Wales (1973) 

All levels Consultants Senior registrars 

Speciality 
Total Number Total Number % born Number % born born % born born Total born number overseas overseas number overseas overseas number overseas overseas 

Anaesthesiology 2 257 597 26 1 377 167 12 249 69 28 
Geriatrics 433 201 46 271 80 30 55 30 55 
Venereology 139 39 28 91 14 15 19 12 63 
Otorhinolaryngology 551 177 32 344 61 18 69 19 28 
Traumatic and 

orthopaedic surgery 987 299 30 564 75 13 106 12 11 
Thoracic surgery 207 87 42 108 21 19 30 14 47 
Radiology 1 021 194 19 689 112 16 166 29 17 
Mental handicap 179 62 35 133 26 20 18 14 78 
Mental illness (adults) 1 674 571 34 930 162 17 208 70 34 
Mental illness (children) 271 58 21 205 41 20 52 12 23 
All specialties 17 758 4 656 26 10 796 1 431 13.3 2 128 527 24.8 

Source: 72. 

Registrars 

Total Number 
born number overseas 

631 361 
107 91 
29 13 

138 97 

317 212 
69 52 

166 53 
28 22 

536 339 
14 5 

4 834 2 698 

% born 
overseas 

57 
85 
45 
70 

67 
75 
32 
86 
63 
36 
55.8 
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Table 11.4 

Inflow (increments) and outflow (decrements) of foreign medical graduates 
in the USA between 1966 and 1968 

Increments Decrements Ratio of 
Region and country increments 

Number % Number % to decrements 

Asia 4 984 41 1 328 42 4:1 
Philippines 1 724 14 419 13 4:1 
India 1 073 9 333 10 3:1 
Korea 559 5 59 2 9:1 

Europe 3 167 26 999 31 3:1 
Germany 529 4 211 7 3:1 
Spain 367 3 34 1 11 :1 
United Kingdom 359 3 122 4 3:1 

Latin America 2 401 20 297 8 8:1 
Cuba 509 4 29 1 17:1 
Colombia 415 3 46 1 9:1 
Mexico 357 3 72 2 5:1 

Rest of the world 1 520 13 548 17 3:1 
Canada 1 025 9 485 15 2:1 

Total 12 072 100 3172 100 4:1 

Source: 36. 
Note: Country designations are as indicated in the source. 
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Table 11.5 

Return rates of foreign-born graduates of medical schools in Great Britain, 
by area and country of origin (graduated during period 1948-1966, 

and number and percentage who were no longer 
in Great Britain in September 1967) 

Departures from Great Britain 

Area and Total 
country of birth graduates Number % 

(1) (2) (3) 

Old Dominions 372 292 78 
Australia 31 20 64 
Canada 59 29 49 
New Zealand 29 23 79 
South Africa 156 132 85 
United States of America 66 52 79 
Southern Rhodesia 31 26 84 

Europe 341 232 68 
Austria 28 16 57 
Cyprus 27 16 59 
Czechoslovakia 30 21 70 
Germany 39 19 49 
Hungary 23 11 48 
Norway 52 46 88 
Poland 63 49 78 
Others 79 54 68 

Africa 827 583 71 
Ghana 166 112 67 
Kenya 107 64 60 
Mauritius 77 52 68 
Nigeria 321 249 78 
Sierra Leone 50 37 74 
United Republic of Tanzania 26 17 65 
Uganda 39 24 62 
Others 41 28 68 

Asia 454 306 67 
Ceylon (Sri Lanka) 61 43 70 
China 36 29 81 
Hong Kong 47 33 70 
India 127 74 58 
Malaysia 88 60 68 
Pakistan 25 17 68 
Singapore 24 18 75 
Thailand 21 14 67 
Others 25 18 72 

Middle East & North Africa 163 101 62 
Egypt 27 13 48 
Iran 52 31 60 
Jordan 23 20 87 
Others _61 37 61 

West lndies 269 218 81 
Barbados 22 18 82 
Guyana 47 32 68 
Jamaica 57 48 84 
Trinidad 64 53 83 
Others 79 67 85 
Latin America 8 6 75 

Total 2 434 1 738 71 

Source: 67. 
Notes: Names of regions and countries are as indicated in the source. Data cover 23 of 26 British 

medical schools. 



CHAPTER Ill 

Determinants of migration 

1. Introduction 

The analyses presented from here onward are based essentially on a 
set of assumptions that reflect current concepts regarding development 
generally and its role in the evolution of the health sector and hence 
in the migration of health manpower. The assumptions, which were 
presented in the protocol for the study, may be summarized as follows: 

(a) Excessive migration reflects important differences between countries 
as regards the rate, the level, and the pattern of social and economic 
development, as well as important differences within countries as regards 
the rate, the level, and the pattern of development of the various sectors 
of the economy. 

(b) Excessive migration also reflects important differences between 
countries in terms of: (i) the need versus the demand for health services; 
(ii) the quantity and quality of health services available; (iii) the size and 
structure of the health labour force; and (iv) the quantity and quality 
of education provided for the health labour force. 

(c) While a country may produce more health manpower than it can 
employ, it may still experience a deficit in such manpower in relation to 
the actual need for their services. 

(d) In relation to a country's health manpower absorption capacity 
or to the effective demand for particular health services, there is health 
manpower overproduction in a country that is primarily a donor of 
such manpower and underproduction in a country that is primarily a 
recipient. 

(e) Education and training programmes that are irrelevant to local 
health needs or demands predispose health workers either to go abroad 
in search of employment in the health field or to seek employment outside 
the health field when their training does not fit them for health work 
in their own or any other country. 

Many theories have been put forth as to what causes migration and 
why the migrants choose certain countries of destination rather than 
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others. Perhaps the most convincing theory-so convincing in fact 
that.it may be considered a truism-is that migration is the result of the 
interplay of various forces, political, social, economic, legal, historical, 
cultural, educational, etc., operating at both ends of the migratory axis. 
Traditionally, these forces have been classified as "push" forces, i.e., 
those operating in the donor country; and "pull" forces, i.e., those 
operating in the recipient country. Without both sets of forces operating 
in unison, little migration would occur. In other words, no matter 
how strong the "pull" forces, large-scale migration will not take place 
from countries where strong "push" forces do not exist. The adage 
that people migrate because the grass is greener elsewhere makes sense 
only to the extent that the notion of greener is more clearly defined. If, 
for example, greener means merely more income per se-all other factors 
being equal-it is unlikely that much migration will occur. If, however, 
it means for the individual an opportunity to be gainfully employed 
in the profession of choice-as opposed to the lack of such opportunity 
in the homeland-then the propensity to migrate becomes strong. There 
are many reasons why people generally prefer to remain in their homelands, 
among them their close ties with family, community, and culture. 

In addition to the push and pull forces, certain basic facilitating 
forces need to be present to make migration possible. Moreover, there 
must not be legal or other constraints that impede migration. 

The aim of this part of the study was to identify some of the factors 
operating in the migration process, to discover how such factors interact, 
and to determine the actual role played by each factor or set of factors. 
Thus some factors can be suspected as being causative, i.e., push/pull 
factors, others merely facilitating or impedimental. In the event, some 
of the factors suspected of being determinants turned out to be merely 
symptomatic, in the sense that they had their roots in the same conditions 
as the factors determining migration. 

The approach used in the analyses was empirical rather than deductive. 
The original protocol of the study had envisaged the building of a math
ematical model based on a set of a priori hypotheses. In the event, such an 
approach proved to be neither feasible nor desirable. The numerous 
gaps in the data on migration, the heterogeneity of definitions of key 
elements, and the complete absence of information on a number of 
factors postulated as having an important role in determining the pattern 
of migration seriously threatened the validity of any findings based on 
such an approach. Moreover it soon became evident that a learning 
process was inherent in the research and that in many ways the constraints 
of the more rigid Cartesian approach tended to hinder the exploration 
of new avenues, many of which revealed themselves only after the analy
ses were under way. In its simplest terms, the pragmatic approach 
used was that of trying to discover what it was about certain countries 
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that caused people's behaviour as regards migration to be different from 
what it was in other, possibly similar, groups of countries. 

Obviously factors cannot be examined in isolation, since in almost all 
instances it is the interplay of groups of factors that seem to exert a 
determining influence. Moreover, causes, or even groups of causes, 
do not occur in a vacuum, but are themselves the result of yet other 
causes, forming part of a hierarchy of causative factors each determining 
the pattern at one level lower. A research project such as this has to 
lay down a cut-off point beyond which the upward exploration of causes 
will not be attempted. This point is perforce an arbitrarily determined 
one; for the purposes of this study it was felt that the present chapter 
could most usefully be confined to a level at which interventions or 
policy changes by countries or by international bodies become a possibility. 

Despite the fact that a cut-off point is deemed necessary for practical 
purposes, the formulation of policies-which is after all the basic reason 
why this study was carried out-has to be based on a broader under
standing of the migration process and of the place of that process within 
the broad perspectives of world forces. It is for this reason that a broader 
theory of migration, based in part on this chapter, but also on a wider 
perception of underlying causes gleaned from other sources, is presented 
in Chapter XX of this report. That chapter has been deliberately kept 
distinct from the present chapter in that no attempt is made, or indeed 
is possible, to apply any analytical discipline at the higher level. 

While the previous chapter dealt with all countries of the world, the 
analyses in the present chapter are based essentially on a sample of 
40 countries. The way the countries were selected is described in the 
chapter on methodology. In alphabetical order the countries selected 
are as follows: 
Australia* 
Austria 
Brazil 
Canada 
China, People's Republic of 
Colombia* 
Egypt* 
Ethiopia 
Gabon 
Germany, 

Federal Republic of* 
Greece 
Haiti* 
India* 

Indonesia 
Iran* 
Ireland 
Israel 
Japan 
Jamaica* 
Lebanon 
Mauritius 
New Zealand 
Nigeria* 
Pakistan* 
Philippines* 
Portugal 
Republic of Korea* 

Romania 
Saudi Arabia* 
Sudan 
Sweden 
Sri Lanka 
Thailand 
United Kingdom 
United Republic of Cameroon 
United States of America 
Uruguay 
Venezuela 
Yemen 
Yugoslavia 

(N.B. Information on Pakistan refers to what was Pakistan prior to 1971 and 
has since been divided into Bangladesh and Pakistan.) 

A subsample of these countries, those marked with an asterisk, is 
the subject of the country studies presented in Part Two. 
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2. Push and Pull Factors - General Observations 

Viewed as a whole, the findings in this part of the report bear out the 
theory that the international migration of physicians and nurses is the 
result of the interplay of various forces-political, social, economic, 
legal, historical, educational, etc.-operating at both ends of the migra
tory axis: the push and pull factors. 

It cannot be generalized that push forces pertain only to developing 
countries or that pull forces pertain only to developed countries. Such 
a generalization ignores the fact that, in addition to the main movement 
from developing to developed countries, there is considerable movement 
among developed countries as well as some movement among developing 
countries and from developed to developing countries (see Chapter I). 
In interpreting push and pull factors, individual countries should therefore 
be considered rather than such aggregates as developing versus developed, 
poor versus rich, nonindustrialized versus industrialized, centrally
planned versus market-economy, etc. In this context it is noteworthy 
that in some countries where the level of industrial development is rela
tively low only pull factors are at work, e.g., Saudi Arabia, Gabon, and 
Malawi. On the other hand certain countries, in spite of their relatively 
high levels of economic development, do not appear to experience any 
significant inflow of foreign physicians and nurses, e.g., the socialist 
countries in Eastern Europe. 

In some countries rather strong push factors may exist but are offset 
by legal restrictions of one form or another. In the case of countries 
with otherwise strong pull factors, the inward flow is regulated by the 
strengthening or the relaxing of control measures, possibly by prohibitive 
immigration policies, or by policies whereby foreigners trained in those 
countries are encouraged to return to their homeland. 

3. The Role of Development 

Beyond and above any individual push or pull force influencing 
migration or combination of such forces is the overall international 
problem of unequal development which manifests itself in structural 
maladjustment and inner disequilibrium in both the country of emi
gration and the country of immigration. 

As was shown in Chapter I, the biggest migration losses are sustained 
by the developing countries and, within that group, by countries at the 
lowest end of the development scale. For example, if the countries of 
Latin America are grouped by the size of physician outflow relative to 
stock (Table 111.1), the countries suffering the largest losses are seen to 
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be those with the lowest gross domestic product (GDP) per capita, the 
lowest life expectancy at birth, and the poorest physician coverage per 
10 000 population. Whereas all those countries that lost less than 
5% of their stock of physicians had a GDP per capita exceeding US$ 600, 
a life-expectancy of 61 years or more, and 6 or more physicians per 
10 000 population, the heavy-loss countries generally had a GDP per 
capita under US$ 500, a life-expectancy under 61 years, and fewer than 
6 physicians per 10 000 population. It appears to follow from this that 
the poorer the country, the more unhealthy the people, the greater the 
need for care, and the fewer the physicians per unit of population, the 
greater is the emigration loss. 

More generally it can be shown that, the world over, given the pres
ence of push or pull factors, the poorer the country, the greater the 
magnitude of losses or gains relative to domestic stock. Figure III.A 
shows 64 Member States of WHO plotted according to their per capita 
GDP in 1970 and net percentage losses or gains of physicians, as measured 
against domestic stock.1 (Excluded were countries for which data 
on one or the other of the two variables were not available, as well as 
those either having no medical school or where the production rate of 
physicians in 1970 was very low.) The funnel shape of the distribution 
of points confirms that there is a much wider disparity in migration 
behaviour among countries at the bottom end of the GDP scale. Among 
the 38 countries having a per capita GDP of less than US$ 800 in 1970, 
there were 32 donor countries; some 20 of these had emigration rates 
exceeding 10 %, with some as high as 60 % or more. The implication 
of these figures is that, if in these countries push factors are present, the 
risk of large losses is high. Among the same 38 countries, six were net 
recipients, some with physician gains of over 60 %. These were for the 
most part former colonies which did not have sufficient native physicians 
to replace the foreign stock. Here again the dispersion of the points 
was much wider than among richer recipient countries. 

Countries in the middle range, i.e., those with a GDP per capita 
between US $800 and US $2 000, experienced some emigration, though 
usually less than 10 %. Significantly there were no net recipients in this 
group. Once a country attains a GDP per capita of US $2 000 or more, 
it tends to exert a net pull on physicians. Only a few countries at this 
level experienced net emigration. 

Whilst an analysis such as the above serves to show the magnitudes 
of the risks of migration for countries at various levels of affluence, it 
does not in any way explain why some countries lose physicians whilst 
others at the same affluence level do not. The sections that follow aim 
to throw some light on this aspect. 

1 Table 1.1 shows figures on gains or losses for nearly all countries of the world. 
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The 40 countries on which most of the subsequent sections are based 
are shown in Table III.2, grouped by GDP per capita (1970) level.and by 
their migration behaviour. Within each of the GDP groups, countries 
fall into three broad types : those that primarily lose (the donor countries), 
those that primarily gain (the recipient countries) and those that both lose 
and gain (the donor-recipient countries). The nearer the top left-hand 
corner of the matrix the country appears, the smaller the migration 
movement. Whilst there are donor countries in each of the GDP groups, 
recipiency seems to be confined to the two extremes. In the top group 
in the table (Group A) the recipients are Ethiopia, Yemen, Saudi Arabia, 
United Republic of Cameroon and Gabon, all until recently without 
medical schools; and in the bottom group (Group C) they are developed 
countries such as the USA, the United Kingdom and Canada. It is 
interesting to note in passing that the rich recipients are nearly all English
speaking countries and that the donor-recipients are all members of the 
Commonwealth. The significance of both these phenomena will be 
discussed later in this chapter. 

4. The Role of Imbalances between Supply and Demand 

The economic factors that determine migration tend to be the same 
at both ends but inverse in that they exercise a push at the donor end 
and a pull at the recipient end. At the donor end countries are losing 
physicians whom they may need but whom they cannot afford to employ. 
Whilst the need for health care and hence for health manpower is desper
ate in many of the poorer countries of the world, this need is not reflected 
in economic demand, and it is economic demand that determines whether 
physicians or nurses can be employed and hence be able to satisfy the 
ever-present need for their services. Many, but not all, countries at the 
bottom end of the development scale have more physicians than they 
can afford to employ, and the result is a plethora of physicians leading 
to a type of migration that has often been likened to an overflow; this 
despite the crying need for health care. 

At the top end of the development scale the opposite situation often 
prevails. An economic demand for physicians, often in excess of the 
real need for their services, creates a vacuum, which, if not filled by the 
indigenous supply of physicians, draws in foreign physicians. 

The number of physicians that a country can sustain, i.e., those that 
can find satisfactory employment, depends critically on the amount of 
money available for the care of the sick and the promotion of health. 
The amount of money effectively available for health purposes, in turn, 
is highly dependent on a country's state of affluence and, to a lesser 
extent, on the manner in which such money is allotted. 
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The relationship between affluence (expressed as GDP per capita) 
and physician coverage (expressed as the number of physicians per 10 000 
population) is illustrated in Figure III.B, which covers 39 of the 40 
countries in the sample. The scatter of the points suggests a linear (log
log) relationship. The regression line fitted to the points represents the 
relationship between GDP per capita and physician coverage (or between 
total GDP and physician stock). The line in no way represents a nor
mative relationship but only an expression of the relationship as observed, 
i.e., for each GDP level the line indicates the average physician 
coverage achieved by the countries in the sample. When the mi
gration behaviour of each of the countries was compared to their position 
vis-a-vis the regression line, it emerged that countries to the right of the 
line, those with more physicians than the average level, tended to lose 
physicians and those on the left of the line, those with fewer physicians 
than the average level, tended to gain physicians. It was concluded therefore 
that the mathematical relationship between GDP per capita and phys
ician coverage (which expressed the physician coverage a sa function of 
GDP) could be used as a predictor of migration behaviour in that it 
seemed to be an indicator of the level of physician coverage appropriate 
for each level of GDP-the sustainable level. 

Restating the theory in more specific terms, and assuming that the 
level of physician supply as represented by the line indicates the sustainable 
level, one would expect countries with a level higher than the sustain
able level to suffer an outflow of physicians (actually an overflow, 
in this instance, as distinct from drain). Conversely, countries with a 
level lower than the sustainable level would be expected to 
experience an inflow of foreign physicians. 

In the light of this theory, Table Ill-3 has been constructed to show 
the position of each of the 39 countries vis-a-vis the sustainable level of 
physician coverage. For each country Table Ill.4 shows the expected 
direction of migration (net inflow or net outflow) together with the 
actual direction of the flow as observed. In 35 of the 39 countries, the 
direction of physician migration was as expected. The relationship 
seems to hold for developing and developed countries alike. Thus, for 
example, at one end of the development scale, the United Republic of 
Cameroon, with a lower level of physician supply than the average for 
countries having an equivalent GDP, experienced a net inflow, while 
India, with a higher than average level, experienced a net outflow. At 
the other end of the development scale, the United Kingdom, with a 
lower than average level, experienced a net inflow, while Austria, with 
a higher than average level, experienced a net outflow. 

It would therefore seem that, other things being equal, there is a 
certain sustainable level of physician supply appropriate for each GDP 
level and that those countries where that level is exceeded invite the risk 
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Fig. 111.8 
Gross domestic product per capita and physician coverage 
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of physician overflow unless " other things are made unequal", i.e., 
unless definite measures are taken to counteract the influence of the 
economic factors. Whether such measures exist-short of a complete re
allocation of resources-is a matter that needs further exploration. As a 
step in this direction, it would be important to look more closely at the 
four countries where physician migration behaviour is atypical and try 
to find out what factors are at work there that do not apply elsewhere 
in the sample of countries. 

The atypical countries are: Japan, where one would expect a net 
inflow and there is a net zero movement; Indonesia, where one would 
expect a net inflow and there is a net outflow; Israel, where one would 
expect a net outflow and there is a net inflow; and Iran, where one would 
expect a net zero movement and where until not long ago there was a 
net outflow. (In more recent years Iran in fact experienced a sharp 
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rise in GDP and a considerable inflow of physicians; see Part Two, the 
chapter on Iran.) 

Using these atypical countries as a starting-point in the search for 
possible solutions, it might, for example, be suggested that the Japanese 
language examination required of physicians wanting to practise in Japan 
acts as a deterrent to the inflow of foreign physicians. The next step 
would then be to look at other countries which have a language that is 
not common to other countries and which experience a net inflow, in 
order to see whether or not they require a language examination. Does, 
for example, Ethiopia require proficiency in Amharic? Reverting to 
Japan, it has been suggested that the cohesiveness of Japanese society 
would be a factor militating against the outflow of physicians from 
Japan (84). It would appear, however, that the outflow was negligible 
because Japan's supply of physicians had not reached the sustainable 
level and there was therefore a negligible risk of overflow. 

5. The Role of Expenditures in the Health Sector 

The mechanism by which a country's general level of affluence con
ditions the number of physicians that can find employment is fairly straight
forward. Generally the lower the GDP, the smaller the resources available 
to the various economic sectors, including the health sector. The smaller 
the amount devoted to the health sector, the smaller the number of phys
icians the country can afford to employ. The exact proportion devoted 
to health will depend on national priorities and in many of the poorer 
countries health has traditionally ranked low on the priority scale. 

In absolute terms, in most of the countries in the lower GDP group 
expenditure on health, be it government or private, is too low to provide 
the salaries of, and the infrastructure needed by, more than a given 

·number of physicians, regardless of the number the country really needs. 
In many cases the situation is aggravated by two factors; firstly, private 
expenditure on health is conditioned not only by the overall amount 
of disposable income but also by the proportion of people who have 
sufficient income to allow a portion of it to be spent on health care. The 
more evenly a given national income is distributed, the greater the number 
of people who can afford to pay for health care and the greater the amount 
of money thus available to employ health manpower. This is a particularly 
critical factor in countries where the poor are so poor that they cannot 
afford any health care at all. Secondly, government expenditure on health 
is usually very low, both in absolute terms and as a percentage of national 
income. 

In most of the rich recipient countries the situation is exactly the 
reverse. Not only is total national income high, but the proportion of 
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national income devoted to health is also high. Whilst there are still 
segments of the population who have an inequitable share of national 
income, either they are still able to buy some health services or the 
government pays on their behalf. 

The influence of GDP on the sustainable number of physicians can 
be modified to a certain extent by modifying the total proportion of 
national income allocated to health. In most of the countries listed in 
Table III.5 the government expenditure on health is low. In the low 
GDP group only a very few countries had a health budget in excess of 
I % of total GNP. The only two countries in this group where the 
government health budget accounted for more than 2 %of GNP were 
Jamaica and Sri Lanka. In absolute terms, however, government health 
expenditure per capita was five times higher in Jamaica than in Sri Lanka 
(US $19.54 against US $3.76), which may in part explain why Jamaica 
had a net inflow of physicians while Sri Lanka had a net outflow. Both 
Iran and Japan devoted a smaller than average proportion of GNP to 
the health budget. This may partly explain why, in 1970, neither of 
these two countries (described earlier as atypical) experienced an inflow, 
despite the fact that they had fewer physicians than the average for their 
level of GDP. 

A theory that has been put forward is that there is a relationship 
between the migration of skilled manpower, particularly physicians, and 
the allocation of health resources between the private and the public 
sector. For those countries for which comparable data were available, 
the ratio of government to private expenditure on health is shown below 
(physician loss is shown in brackets): 

Australia 0.36 (12 %) Sri Lanka 0.60 (27 %) 
Austria 1.82 (15 %) Sweden 2.38 ( 1 %) 
Greece 0.90 (11 %) Thailand 0.12 (30 %) 
Jamaica 1.28 (21 %) United Kingdom 15.91 (10 %) 
Rep. of Korea 0.01 (19 %) United States 

of America 0.04 (0 %) 
Source: 166. 

On the face of it, there appears to be no discernible relationship 
between physician loss and the ratio of government to private expenditure. 
Contrary to some of the hypotheses put forward, a study of the above 
figures in conjunction with those in Table III.5 could lead to the conclu
sion that, if anything, there appears to be a greater tendency for phys
icians in rich countries to migrate when the health system focuses on the 
public sector, while in the poor countries migration appears to occur 
more often when the focus is on the private sector. As a corollary, 
one could conjecture that in the poor countries the total expenditure on 
health is so low that government expenditure either makes very little 
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difference to the total amount of money available for health or, at the 
most, it constitutes a small net addition to the money available. In the 
richer countries, government expenditure replaces private expenditure 
to a certain extent, as is the case in the United Kingdom. This may, in 
turn, have an adverse effect on the income of physicians. 

6. Imbalances in Production Rates 

Countries that already have more physicians than they have the 
economic base to employ and nevertheless continue to produce large 
numbers of the same types of manpower risk new outflows. Conversely, 
countries that have fewer physicians than they can afford but restrict 
production rates invite further inflows. 

The two decades 1950 to 1970 saw a massive expansion in the number 
of medical schools around the world, particularly in developing countries. 
Whilst much of this expansion was justifiable in terms of the countries' 
needs, not all of it was justifiable in terms of the economic demand for 
physicians' services. 

Table III.6 shows the changes in the number of medical schools over 
the two decades, in each of the 40 countries of the sample. Table 111.7 
compares this growth in medical schools, as well as the average production 
of physicians relative to stock, with each country's situation with regard 
to the sustainable level of physician coverage. The countries are grouped 
according to the migration behaviour of physicians. Rationally, one 
would expect low production rates in the countries which had an excess 
of physicians and had lost a portion of them through migration, and 
higher production rates in countries with fewer physicians than the 
sustainable level and which had experienced physician inflows. In fact, 
the situation is exactly the opposite. The highest production rates were 
in those countries that were already experiencing saturation overflow; 
the median production rate for this group was 6.1 %. With normal 
attrition due to death, retirement etc. at about 3 % per annum, this is 
about double the natural replacement rate. In the low-movement 
countries, the median production rate was 4.9 %, and in the recipient 
countries the median rate was 3.6 %, barely higher than the natural 
attrition rate. 

Among the donor countries, only Iran appears not to have had an 
excess of physicians, not so much because of low production rates but 
because about a third of the graduates each year had migrated. With 
its rapid economic expansion in recent years, Iran is very likely to in
crease its capacity to retain its graduates. In fact, Iran appears to be 
on its way to becoming a recipient country (see Chapter XII). The only 
donor country that seemed to be following a rational policy with respect 
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to production was Austria, which had an excess of physicians, had not 
increased the number of medical schools, and had maintained a fairly 
low rate of production relative to stock. All the others appeared to be 
desperately trying to compensate the outflow in what was effectively 
the most uneconomical way possible. It should be noted that, while 
Ireland's production rate appears enormous, the figures are somewhat 
misleading in that a large proportion of the medical graduates are foreign. 
In 1970, foreigners constituted 42 % of the graduates. If this proportion 
were deducted from the 12.4 % production rate, the average annual pro
duction rate could be considered as 7.1 %, which is still somewhat high 
but not so startling. 

Among the low-movement countries, Indonesia had a slight physician 
shortage and a very high production rate-it remains to be seen whether 
this will push Indonesia over the line to join the ranks of the heavy
donor countries. Portugal appeared to be pursuing a rational policy 
regarding production. The Federal Republic of Germany is rather a 
special case in that it is a donor of medical education-about 10 % of 
its medical school enrolment in the early 1970s consisted of foreign stu
dents. This means that its effective production rate has been nearer to 
3.4 % or somewhat lower than that needed to stem the inflow resulting 
from its physician shortage vis-a-vis the sustainable level (see also Chap
ter IX). Brazil has experienced an enormous increase in recent years 
in the number of its medical schools. The increased output of these 
schools is not apparent from the production rates shown in Table III.7, 
which are based on historical data. Student enrolment increased from 
22 000 in 1967/68 to 44 000 in 1971/72 (146). 

The recipient countries, as always, fall into two categories (developing 
and developed). The first three on the list have not yet become self
sufficient as regards physician production, although Nigeria is planning 
such a large expansion of physician production (five medical schools 
planned in addition to the five existing in 1970) that it risks shooting past 
its sustainable level (see also Chapter XIV). The developed country 
recipients (plus Jamaica) all have rather low production rates. It would 
almost seem that they are content to import their physicians whilst pro
ducing very few at home. The situation in Israel is perhaps a special 
case in that the immigration of physicians is only part of a wider immi
gration movement, but even in Israel the age structure of its physician popu
lation is top-heavy (1 19). The case of the USA is particularly startling 
in that, compared with other developed countries, it comes closest to 
being a pure recipient and hence runs little risk of becoming a donor 
in the near future. Domestic production in the USA was until quite 
recently so low that for almost 25 years after the Second World War 
the number of US-trained physicians per 10 000 population remained 
static, despite a very considerable growth in real GNP (186, 200). 
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Whilst it is relatively easy to say that countries with more physicians 
than the sustainable level should not increase production, it does not 
automatically follow that by cutting back production the emigration 
rate will fall. This point is well brought out in the case of the Philippines 
(see Chapter XVI), where a cut in production rates was followed by a 
fall in the physician/population ratio rather than by a slowing down of 
emigration. It would seem that the outflow rate was not sensitive to a 
dedcrease in production since an excess of 2.2 physicians per 10 000 
population still needed to be absorbed. 

Sometimes the upsurge in demand for medical education cannot be 
contained by policy decisions within a single country. In Latin America 
it was found that the proportion of students studying abroad was directly 
related to the difficulty students had in gaining admission to medical 
schools at home. The number of medical schools in Latin America 
grew from lOO in 1967/68 to 158 in 1971/72-an increase of 58 %-and 
total student enrolment grew by 63 %, presumably in response to the 
demand for medical education. Among the countries which had increased 
the number of medical schools, only Peru had a sizeable proportion of 
its undergraduate medical students studying abroad (see Table 1.18). 
Looked at from another angle it was found that of the five Latin Ameri
can countries which had at least 30 % of their medical students enrolled 
abroad (excluding countries which had no medical school), none had 
increased the number of medical schools since 1961 (146). If a sizeable 
proportion of those studying abroad wished, and were permitted, to 
come home and practise, the supply of physicians would increase despite 
restrictions on the domestic production. 

One may well ask why countries seem to produce physicians regard
less of the economic demand for their services. Whilst at the global level 
the explanations of such irrational behaviour are not always evident, it is 
possible to gather a number of clues from the individual country case studies. 

It would seem that in many of the developing countries with inordi
nately high production rates the output of physicians is determined by the 
demand for medical education, which is itself part of the general demand 
for higher education, and is completely unrelated to employment oppor
tunities. In countries like India and the Philippines, higher education 
has developed much faster than other sectors, leaving a noticeable gap 
between the highly skilled graduates and the unskilled workers, and hence 
has led to high unemployment among graduates. In this physicians are not 
alone, and the shortage of skilled support staff, which will be discussed 
more fully in Section 8 below, also applies to other professions. The 
relatively high priority put on education in contrast to that put on health 
is well illustrated by the case of the Philippines, where Government 
health expenditure accounted for 3.2 % of the national budget in 1974 
compared to 13.5% for education (see Chapter XVI). 
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A report published by UNESCO (93) explains the situation thus: 
"The social demand for education is constantly increasing. Pupils on one level 

strive for the level above. Parents generally want their children to have a higher 
degree of education than they had themselves. Education is regarded as the primary 
instrument in social mobility, even if the vistas it is reputed to open up turn out to 
be fictitious. In developing countries, university degrees and diplomas often take 
on the value of substitutes for titles and privileges customarily recognized in ancient, 
feudal-style societies, many of whose social structures survived despite changes in 
regime. These considerations of prestige and form sometimes strongly influence 
the orientation given to educational systems and the resources allocated to different 
disciplines ... " (p. 31). 

"Attempts to rationalize the organization of school systems by programming 
the production of qualified persons in a direct line with manpower forecasts and econ
omic development plans are thwarted above all by the fact that parents do not agree 
to their children being refused the education required for the modern sector of the 
economy, even when this has only a limited or minimal capacity for absorbing them. 
It follows that political pressure, to the extent that it makes abundant allowance 
for parental aspirations, tends constantly to require the educational system to operate 
in advance of real employment outlets ... " (p. 32). 

The same report sees the education system predisposing people to 
migrate as a factor over and above the question of employment oppor
tunities: 

"The decision to emigrate is very often dictated less by circumstance than by a 
predisposition formed in early childhood. In many societies, exodus begins at the 
village. Patterns of life are copied from the towns, the educational system is based 
on imported school models... Together with other objectively fruitful values, they 
inculcate values into school children which estrange them from their surroundings, 
feeding intellectual and material ambitions which are becoming harder and harder 
to realize in a rural setting. Schools thereby push young people out towards the towns, 
after having helped to turn them away from their own native springs of life, which 
are most necessary to personality development and to the formation of a sense of 
national identity. The effect of the educated person's climb to higher social and 
cultural levels is to turn him into a rootless creature, a potential expatriate, and the 
path which led him from village to town, from town to capital city, tends in the end 
to take him overseas." (pp. 246-247). 

7. The Role of Irrelevance of Education and Training 

Closely allied to the fact that the economic base in most developing 
countries can support the employment of far fewer physicians than 
would be required to provide health services for all those in need, 
and to the fact that most of these same countries are producing far 
too many physicians, is the notion of the irrelevance of the education 
being provided for the physicians that are produced. Whilst not all 
authors have made the above link, it is still true to say that perhaps the 
most universally accepted notion as to why professional health workers, 
particularly physicians, migrate is that the education and training they 
receive has little relevance to the type of health services and care needed 
by the majority of people in the countries from which they migrate. In 
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most countries of the world, donor and recipient alike, the training of 
health workers-in terms of curriculum content and the methods, equip
ment, and facilities used in the teaching-learning process-is essentially 
geared to meeting the world economic demand for personal health care 
as opposed to the more pervasive needs of the majority of the population 
at home. The problem is aggravated by the fact that the effective economic 
demand for the type of health care implicit in the training provided is 
far greater in affluent recipient countries than in poor donor countries 
where the disease patterns are essentially different from those in the 
affluent recipient countries and only a small segment of the population 
can afford the types of health care implicit in the training provided to 
professional health workers. 

Physicians trained according to developed-country standards are not 
only unable to function efficiently in the developing-country setting but 
are so expensive to train, and subsequently to pay, that most developing 
countries cannot possibly meet their basic health service needs by using 
this type of manpower. 

Although it is easy enough to say that the wholesale transfer of de
veloped country health technology is highly unlikely to suit the needs 
of developing countries, the exact nature of a more appropriate tech
nology will wholly depend on the conditions prevailing in individual coun
tries. Relevance of training is thus not something that can be assessed 
at a distance. Given the ramified nature of the problem and the scarcity 
of readily available information on the various pertinent subfactors, 
the problem and its possible relation to migration can be assessed realisti
cally only within and by the countries themselves, since each country's 
situation is different from that of others. The subsections that follow 
contain a few findings related to the problem of irrelevant education and 
training and pointing to some of the areas that require on-the-spot 
investigation not only to determine their impact on migration but also to 
determine their impact on health. 

7.1 Specialization 

So far as intercountry comparisons are concerned, some light on the 
relationship between migration and irrelevant education is shed by a 
study carried out in the USA in 1970{116). The specific subfactorconcerned 
was the degree of specialization among physicians in a sample of 32 
countries. Table 111.8 presents the relevant data from that study. The 
researcher's finding, in essence, was that there is a highly significant 
association between physician migration to the USA and the proportion 
of specialists among physicians in the donor countries. The writer goes 
on to conclude that, where the proportion is relatively high, the medical 
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profession is much more like that of the USA, which encourages special
ization; where it is low, the physician's teachers (and role models) 
are likely to emphasize general practice, in which case the physician 
would be less attracted to North American-style medicine. He also states 
that a high concentration of specialists in countries where the effective 
market demand for them is low makes it very difficult for new entrants 
to the profession to obtain a reasonable income, making it more likely 
that they will emigrate. From this it could be surmised that the more 
specialized the physician, the more likely he was to migrate. Conversely, 
the medical graduate who went abroad for postgraduate training was 
the less likely to return the more specialized he became. A study of 
candidates for the ECFMG examination in the USA cited earlier (109) 
showed that over half of the candidates claimed to have had specialty 
training prior to leaving their country. The older the candidates, the 
larger the proportion who had specialty training prior to entering the USA: 

Year of graduation 

Before 1960 
1960-1964 
1965-1969 
1970 or later 
All 

Percentage with specially training 

78.5 
65.9 
55.2 
21.9 
57.1 

The tendency for greater and greater specialization is also present, 
and probably for the same reasons, in many of the developed recipient 
countries. In the USA in 1923 10 % of physicians listed themselves in 
the AMA directory as being full-time specialists. By 1931 the number 
of specialists had risen to 17% of active physicians. By 1950 the pro
portion was over a third, by I 963 nearly two-thirds, and by 1969 over 
three-fourths (1 58). 

Certain specialties grew at a much more rapid pace than did others. 
The most rapid growth was in anaesthesiology; other specialties experi
encing a rapid growth were, in order of magnitude, obstetrics/gynaecology, 
pathology and bacteriology, and paediatrics and orthopaedic surgery. 

As the number of specialists grew, the number of general practitioners 
declined, partly because specialty practice was viewed as the most chal
lenging medical practice and partly because of the prestige and monetary 
returns attached to it. 

As a result of the rise of the specialist and the decline of the general 
practitioner, severe problems of distribution developed which only served 
to aggravate the shortage of physicians due to low production rates. 
The shortage became particularly acute at the lowest level of the profes
sional ladder and it was to this shortage that the largest inflows of foreign 
physicians responded. 
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7.2 Major exporting universities 

The information available indicates that graduates of certain medical 
schools had a greater tendency than those of other medical schools to 
become migrants. The report of a study carried out in the USA (8) 
names the 12 foreign medical schools which contributed the largest number 
of graduates to that country's graduate medical education programmes. 
The 12 schools had a total of 4 725 of their graduates filling positions in 
these programmes at the end of 1974. This represented 26% of all foreign 
graduates in graduate education programmes in the USA at that time. 
Table 111.9, which comes from the above-mentioned report, shows the rank 
order of the schools in terms of the numbers of graduates contributed. 
It is evident from even a cursory examination that the list includes the 
largest medical schools in each of the countries. A comparison of 
Table 111.9 with Table 111.10, which also lists production rates for most 
of the medical schools in eight countries, shows that in those countries 
that are named in both tables the universities mentioned in Table 111.9 
were the largest producers of physicians. Thus, for example, the Uni
versity of Santo Tomas and the Far Eastern University had the two 
largest medical schools in the Philippines, and the University of Teheran 
had by far the largest medical school in Iran. It would seem, therefore, 
that the reason why the largest number of foreign medical graduates 
in the USA were products of these universities was simply that these 
universities were the largest producers of physicians in countries whose 
physicians had a propensity to migrate to the USA. 

It would nevertheless be important to investigate the teaching/learning 
situations and other aspects of these and other schools in order to deter
mine what the schools had in common and how they differed from other 
medical schools in the respective country which did not have such a high 
migration rate. The objective would be to ascertain whether these schools 
were more nearly geared than others to the preparation of physicians for 
work abroad, and hence the extent to which the education received was less 
relevant to the needs of the home country than was the education received 
in other medical schools in the country. It has been suggested, though 
without any substantiating evidence, that some students chose certain 
schools because they felt they might have a better chance to pass the 
ECFM G examination. 

Within individual donor countries, the proportion of graduates 
from some schools who took and who passed the ECFM G examination was 
greater than that from others. Table 111.10 shows, for several of the 
major donor countries and for the: various medical schools in those 
countries, the number of graduates produced by each school in 1970 
(column 1) and the number of physicians who took the ECFMG exam
ination in 1972 (column 2). 
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Ideally it would have been useful to express the relationship between 
column 1 and column 2 as an examination-taking rate for each university. 
This was not possible because the production figures relate to 1970 and 
the examination figures to 1972, i.e., to two different years; and the 
numbers taking the examination in 1972 comprised graduates of several 
different years and included some who were taking the examination 
for at least the second time. For almost all countries, the number of 
candidates was considerably higher than the number graduating in one 
year. 

In order to obviate the incomparability of the two sets of figures, 
columns 4 and 5 were calculated. These, respectively, show for each 
medical school: (a) the number of graduates in 1970 expressed as a 
percentage of the total number of graduates produced in the country 
that year, and (b) the number of physicians taking the ECFMG examina
tion in 1972 expressed as a percentage of the country's total number of 
physicians taking the examination that year. 

A comparison of these two columns (as presented in column 6) indi
cates whether or not a given university produced proportionately more 
candidates for the ECFMG examination than its production rate would 
warrant. If it produced only the number that its production rate war
ranted, the figure in column 6 will be zero. If it produced proportionately 
more candidates, the figure in column 6 will be positive; the higher 
that figure, the greater the excess of candidates over the pro rata 
number. 

The analysis of the data in Table 111.10 can be approached from two 
different angles. The aim of one approach would be to ascertain which 
medical schools produced more than an average number of physicians who 
took the ECFMG examination, i.e., a measure perhaps of the intention 
to migrate. From column 6 it can readily be seen that, among graduates 
from the following schools, the number of graduates with the intention 
to migrate was greater than the school's production rate would warrant: 

Colombia 
Univ. Javeriana 
Univ. Nac. de Colombia 
Univ. del Valle 
Univ. de Cartegena 

Iran 
Univ. of Teheran 
Pahlavi Univ., Shiraz 
National Univ. of Iran 

Lebanon 
Faculty of Medicine, St Joseph's Univ. 

Pakistan 
Fatima Jinnah Med. Coil. 
King Edward's Med. Coil. 

Philippines 

Central Univ., Manila 
Univ. of Santo Tomas 

Republic of Korea 

Yonsei Univ. 
Korea Univ. (Woosuk) 

Sri Lanka 

Univ. of Sri Lanka, Colombo 

Thailand 

Chulalongkorn Univ. 
Mahidol Univ., Siriraj Hosp. 
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Most outstanding in this respect are the University of Sri Lanka at 
Colombo, the University of Teheran (Iran), and the University of Jave
riana (Colombia). It is interesting to note that the excess of examination
taking over production was concentrated in fewer universities than was the 
compensating shortfall. In the Republic of Korea, the differences either 
way were quite low for all medical schools. In the Lebanon, it is both 
interesting and surprising that among graduates of the medical school, 
where teaching is in French, the "intention" to migrate-and presumably 
to the Englisl'l-speaking USA-was greater than that among graduates of 
the medical school where teaching is in English. 

The second approach concerns the ability of graduates to pass the 
ECFMG examination. Which medical schools had high pass rates? 
A high pass rate can indicate one of two things: either that the teaching 
in the medical school is so like that in schools of the USA that passing 
the examination is easy-a true test of irrelevance for a developing coun
try; or that only those took the examination who felt they had a high 
chance of passing it. The medical schools having pass rates of over 
40% were: 

Colombia 

Univ. de Antioquia, Medellin 
Univ. del Cauca, Popayan 

Iran 

Pahlavi Univ., Shiraz 

Lebanon 

American Univ. of Beirut 

Philippines 

Univ. of the Philippines 

Republic of Korea 
Pusan Nat. Univ. 
Catholic Med. Coli., Seoul 
Ewha Woman's Univ. Seoul 
Seoul Nat. Univ. 
Yonsei Univ. 
Kyungpook Nat. Univ. 

Sri Lanka 
Univ. of Sri Lanka, Colombo 
Univ. of Sri Lanka, Peradeniya 

Thailand 
Mahidol Univ., Ramathibodi Hosp. 
Chiengmai Univ. 
Mahidol Univ., Siriraj Hosp. 

It is likely that a high interest shown by graduates in taking the 
ECFMG examination, combined with the ability of many to pass that 
test, can be taken as an indicator of the irrelevance to domestic needs 
of the education provided by the particular medical school. This would 
be the case with respect to medical schools which have a high positive 
value in column 6 plus a high pass rate, i.e.: 

Pahlavi Univ., Shiraz (Iran) 
Yonsei Univ. (Republic of Korea) 
Univ. of Sri Lanka, Colombo (Sri Lanka) 
Mahidol Univ., Siriraj Hosp. (Thailand) 

Conversely and again on the above assumption, the schools that 
might be considered as providing more relevant education would be 
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basically those which have a high negative value in column 6, among 
them: 

Univ. de Caldas (Colombia) 
Univ. de Antioquia (Colombia) 
American Univ. of Beirut (Lebanon) 
Liaquat Med. Coli., Hyderabad (Pakistan) 
Mahidol Univ., Ramathibodi Hosp. (Thailand) 

On the other hand, a high negative value in column 6, coupled with 
a low pass rate (e.g., lsfahan University Faculty of Medicine, Iran, and 
Southwestern University, Cebu City, Philippines) could mean that the 
education was so unlike that in the USA that few either wanted to take the 
ECFMG examination or felt capable of passing it. However, it could 
mean that the education was merely a poor imitation of American medical 
education and thus not very relevant to either country! 

Finally, there are some schools with respect to which the rate of 
examination taking was low but the rate of passing high, the most notable 
example being the University of Sri Lanka at Peradeniya. What this 
might imply defies conjecture. 

7.3 Health research 

The orientation of a country's medical education programmes can 
hardly be dissociated from the orientation of its health research pro
gramme. The orientation of health research, in turn, can hardly be dis
sociated from, among other things, the manner in which the research is 
funded, the particular interests of the sponsoring agency, and the parti
cular interests of the investigators. Some interesting observations on 
this subject appear in the report of a study carried out by the Pan Amer
ican Health Organization on health research in Latin America (1 33). 

According to that report, until recently the health research pro
gramme in Latin America was largely supported by governments 
and foundations outside Latin America. While acknowledging the 
undeniable value of that support, the report also points to the considerable 
adverse consequences such as: 

- the imposition of inappropriate models: this often occurs when 
students returning from study abroad bring back with them not only 
skills but values that are inappropriate in their home countries; depen
dence on foreign funds has fostered the tendency to look abroad for 
guidance in such matters as institutional government and administration, 
research planning, and patterns of graduate education; 

- inappropriate transfer of responsibility: when too much money 
for biomedical research is received from outside a country, a government 
may tend to ignore its responsibility to finance biomedical research; 

- establishment of inappropriate research priorities: while external 
funds may amount to only between 10 %and 15 %of total research costs 
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(usually for such things as laboratory supplies, equipment, research 
animals, and technicians), the nature of these supplies and the person 
responsible for directing how this relatively small sum is spent can deter
mine the course of research. 

8. The Role of Imbalances in the Health Team 

As was shown in Section 6 above, countries that lose physicians 
because they are producing too many are likely to be countries suffering 
general imbalance in their education system as a whole, the result of 
which will be a shortage of middle-level manpower relative to university 
graduates. As regards health manpower, this factor manifests itself 
in a· shortage of staff such as nurses and other nursing personnel. 
Moreover, it has been suggested that, because physicians have tradition
ally been trained in a way that leads them to expect a supporting team 
of other health workers, they are likely to find it difficult to function in 
situations where such support is not available quantitatively and quali
tatively, and thus to seek work where an adequate team will be assured. 

Table III.ll shows, for the countries in the sample, the number of 
professional nurses per physician as well as the number of nursing per
sonnel as a whole per physician. The latter comprise all those categories 
considered as such in the official statistics of WHO (21 1). They include 
a number of fairly unskilled categories of health manpower. 

When the countries in each of the GDP groups were ranked by net 
physician migration (from high gain to high loss), it was found that within 
each group there were distinct differences between the health team ratios 
in the two halves of each group. The average health team ratios, together 
with the percentage net gains or losses in physician stock, are presented 
below: 

GDP group 

Group A 

Top 13 countries 
Bottom 12 countries 

Group B 

Top 2 countries 
Bottom 2 countries 

Group C 

Top 5 countries 
Bottom 5 countries 

Weighted average of the 
number, per physician, of· 

Nurses All nursing 
personnel 

1.1 1.4 
0.6 1.2 

1.1 2.0 
1.3 1.5 

2.5 3.9 
1.4 2.4 

Percentage loss 
or gain of 
physicians 

+ 95 to - 7 
- 9 to - 130 

- 2 to - 3 
- 11 to - 121 

+ 21 to + 12 
+ 5 to - 10 
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Group B is too small for any valid conclusion to be drawn, but in 
both Group A and Group C there would seem to be significantly more 
professional nurses and nursing personnel per physician among the top 
group of countries than among the bottom. For Group A this means 
that in the countries experiencing either a net gain or a low loss the average 
number of nurses to one physician was one to one, whilst for countries 
with a net loss of over 8 % there was on average only one nurse to nearly 
two physicians. The equivalent ratios for nursing personnel were 1.4 nurs
ing personnel per physician in the net gain or low loss countries and 
1.2 in the high loss group. In Group C, also, those countries which 
experienced a high net gain of physicians had more nurses and nursing 
personnel per physician than those that gained fewer or lost physicians. 

9. The Role of Income Differentials 

The differences between donor and recipient countries in the income 
of professional health personnel has often been cited as a factor in mi
gration. Time and again reference has been made to the difference be
~ween the income of physicians in the USA, for example, and that in some of 
the major donor countries. Various studies concerned with the motives 
of migrants, a number of which are cited in Part Two, show that income 
differentials are often given as a reason for migrating by individual 
migrants. Whilst this may be the immediate reason, there is no evidence 
to show that income differentials alone are a basic cause of migration. 

Income differentials obviously determine the directions of migration 
in that physicians and nurses tend to move from countries where average 
physician and nurse incomes are lower to countries where they are higher, 
but not all countries where physician and nurse incomes are low relative 
to those in the major recipient countries experience migration losses. 

In those countries where physician incomes are low because expendi
ture on health is low and physician supply is high relative to the amount 
of money available to pay them, physician emigration does take place. 
Under those circumstances, low incomes are symptomatic of imbalances 
in the employment market, rather than one of the immediate factors 
determining migration. 

Physician incomes in donor countries can be measured in one of two 
ways: 

(a) Relative to incomes in potential recipient countries such as the USA. 
As incomes in the major recipient countries are the highest in the world, 
it becomes a truism to speak of income differentials in this context. 

(b) Relative to other incomes in the same country. What little infor
mation exists shows that, if the income of physicians in a country is com
pared to the nation's per capita income, then physicians in the major donor 
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countries usually earn relatively more than their colleagues in the receiving 
countries. This is illustrated in Table 111.12, which shows, for 16 of the 
sample of 40 countries, the relationship between the average annual 
income of physicians in 1968 and the average income of the population 
for the same year. It would appear that the income of a physician in 
the donor countries as a group was about 18 times higher than the aver
age per capita income of the population (the range being from 2.2 to 
41.6 times higher), while in the receiving countries it was about eight 
times higher (the range being from 5.1. to 10.9 times higher). 

This would confirm that the income of physicians in most of the donor 
countries is more than the population can afford to pay on any large 
scale and that, therefore, the risk of physician unemployment and eventual 
migration is great. It was not possible to gauge the extent to which in
come coupled to the factor of employment played a role in decisions 
to migrate. There are indications, however, that a large proportion of 
younger physicians moving to the USA made the decision to emigrate 
whilst still at medical school or soon thereafter (see Chapter 11.6.1. above). 
Whether this is linked to their perception of the lack of employment 
opportunities at home is not known. 

It is noteworthy, however, that in Indonesia, where the income of a 
physician in 1968 was only about twice as high as the per capita income of 
the population, the net loss of physicians through migration was only 
3 % as compared with the much higher losses in those donor countries 
where the income of a physician was many times higher than that of the 
population per capita. Indonesia is also the only developing country 
listed in Table Ill.l2 that had a shortage of physicians relative to its 
economic base. In other words, presumably Indonesia could afford to 
employ the physicians it had, and therefore few physicians left the country 
in spite of the fact that their earnings were not much higher than that 
of the population generally. 

For countries where the per capita income of physicians is between 
I 0 and 40 times higher than that of the population generally
higher still when compared with that of the masses in the lowest income 
group-it becomes obvious that increasing the income of physicians as 
an incentive to retain them in the country would only widen the gap be
tween such income and average income and thus reduce even further the 
effective economic demand for medical care. 

With regard to nurses, Table Ill.l3 shows that the income of nurses 
in developing countries, like that of physicians, is generally higher in 
relation to average per capita income than that of nurses in developed 
countries. However, the difference is much smaller than it is for phys
icians, which would indicate, if anything, that barring a few exceptions 
the social and economic status of nurses in both developing and developed 
countries is quite low, not only vis-a-vis physicians but vis-a-vis the 
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population generally. In the developing countries, there is further evi
dence that nurses generally have a lower income than do other "white
collar" workers such as laboratory assistants, sales personnel, bank 
tellers, clerk-stenographers, etc. In three of the major recipient countries, 
the income of nurses is equal to or higher than that of such other workers. 

Since the income of nurses is relatively low in most instances, even 
those countries with a low economic base should theoretically have little 
difficulty in employing them. This is, however, not always the case. 
In the Republic of Korea, for example, one of the reasons given for the 
high urban concentration of professional nurses is that rural hospitals 
and clinics are not willing to pay the higher salaries of professional 
nurses. This is said to have led to the unemployment of some 7 000 nurses 
in 1973 (see Chapter XVII). Another factor that may be important is 
the nurses' search for a status that is at least equivalent to that of other 
white-collar workers such as those mentioned above. In that respect, 
income would play a role. 

In so far as nurse migration patterns are more akin to those of other 
migrant workers than to those of physicians (see, for example, Chapter IX), 
it may well be that the forces determining the migration of nurses have 
more in common with those influencing non-professional migrants than 
with the factors determining the migration of physicians. If this is so, 
quite obviously income plays a more dominant role than for physicians. 

10. The Role of Urban/Rural Maldistribution of Health Manpower 

The question has also been raised whether the maldistribution of 
health manpower between urban and rural areas in both developing and 
developed countries has an influence on migration. Table III.l4 provides 
a picture of urban versus rural distribution of physicians and nurses 
and indicates, for physicians, the number abroad as a percentage of 
domestic stock and, for nurses, the average annual number going abroad 
as a percentage of domestic stock. While urban/rural differentials within 
each group appear to have a striking relationship to GDP per capita, 
i.e., to affluence, they appear to have no discernible relationship to emi
gration. This applies to physicians and nurses alike. 

It is noteworthy that in Gabon, Lebanon, the Republic of Korea, and 
Sri Lanka differentials in the urban/rural distribution of physicians 
appear to be far smaller than those in the majority of countries in the 
low GDP group. With the exception of Ethiopia, the Republic of Korea, 
and Yemen, the ratio of urban to rural is higher for physicians than for 
nurses in the low GDP group. 
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11. The Role of Language 

The teaching of medicine in a language other than that commonly 
spoken in the country is often cited as a factor causing migration, but 
the present study found no evidence to support this theory. On the other 
hand, the teaching of medicine in a foreign language can be looked upon 
as a facilitating factor in that it conditions the directions of the migratory 
flows. 

In the analysis of this factor, donor countries were classified from the 
standpoint of language of instruction and recipient countries from the 
standpoint of national language. Table 111.15 shows, with respect to 
physicians, the stock of foreign physicians in each group of countries 
having a common national language. The donor countries listed are those 
in the 40-country sample, minus the five countries which had no medical 
school prior to 1966. An indication is also given as to the language or 
languages of instruction used in the medical schools of each donor country. 

Table Ill.l6, which is based on data in Table III.l5, shows, in matrix 
form, how many physicians from each of the groups representing the 
teaching language or languages specified were found in each group of 
recipient countries where the language or languages specified were spoken. 
In Table 111.16, the figures enclosed in brackets show the number of 
physicians one would expect to find in the respective cell if there had 
been no language link. If, for example, the number of physicians from 
countries where the teaching language is Arabic had been distributed 
among the recipient groups in the same proportions as were the totality 
of the physicians concerned, one would expect to find 2 055 of those 
physicians in English-speaking countries-as opposed to the 1 257 actually 
found there. A comparison of the actual numbers found in each cell 
with the expected number provides an indication of how the language 
links function.l 

From the matrix it can be seen that: 
Migrant physicians taught in English are somewhat more likely to 

go to English-speaking countries than are those not taught in 
English. 

Those taught in French are more likely to go to French-speaking 
countries than are those not taught in French. 

Those taught in German are more likely to go to countries where 
German alone or German and French are spoken than are those 
taught in either English or French. The magnitude of these flows 
is small because the number of German-speaking recipient countries 

1 The differences between actual and expected values were found to be significantly different (chi·square test 
significant at 1 % level). 
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is small; furthermore, the 40-country sample contains only two 
countries where the teaching language is German, i.e., Austria 
and the Federal Republic of Germany. Those German-taught 
migrant physicians who do not go to Austria, the Federal 
Republic of Germany, or Switzerland go predominantly to English
speaking countries other than Canada. 

Those taught in Arabic are more likely to go to Arabic-speaking 
countries (about 17 times more than the expected number went 
to those countries). 

Those taught in either Spanish or Portuguese tend to go to English
speaking countries but only a few to Canada (this finding may 
be due to the lack of information on recipient countries where 
Spanish or Portuguese is spoken). 

And those taught in languages other than English, French, German, 
Spanish, Portuguese, or Arabic tend to go rather less to English
speaking countries than would be expected by chance and more to 
other countries, particularly German-speaking countries. 

The conclusion to be drawn is that rather strong links exist between 
the language of tuition in medical schools and the direction of physician 
migration. The findings from Table 111.16 can be summarized as fol
lows: 

Link language Actual Expected 
percentage percentage 

English 95 92 
French 27 9 
English/French 100 92 
German 11 5 
Arabic 35 2 
Other 5 1 

. The first column shows, for each group of physicians who came from 
countries having a common language of instruction, the percentage of 
those who went to countries where the particular language indicated is 
spoken. The second column shows the percentages that would have 
been expected had there been no language links. Thus, for example, the 
table indicates that of all physicians who migrated from countries where 
the language of instruction is French, 27 % went to countries where 
French is a national language; had there been no language link, the 
figure would have been expected to be 9 %. 

The fact that roughly half of the FM Gs in the USA come from countries 
where English is neither the national nor the teaching language suggests 
that, while language may be one factor conditioning the direction of 
migration, it is not the only one. For example, the reason for the flow 
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of physicians from Latin America to the USA rather than elsewhere is 
probably the geographical proximity of the two areas as well as the 
sheer strength of the pull factors in the USA. 

12. The Role of the British Commonwealth of Nations 

Within the British Commonwealth and Ireland there exists a tradition of 
mobility. Where physicians and nurses are concerned, this traditional
mobility has been further enhanced in that there is a great deal of mutual 
acceptance of medical and nursing qualifications among the member coun
tries. This, in turn, is due to the fact that the patterns of medical and 
nursing education and practice in the Commonwealth are similar since they 
have all developed rather closely in line with those in the United Kingdom. 
Thus, physicians and nurses from Commonwealth countries have generally 
been able to find a readier market for their skills within the Common
wealth than have those from countries outside the Commonwealth. 

Commonwealth movements form a well-defined and distinct mi
gration pattern and in many cases these movements act as an accelerator 
of other migration movements. The movements within the Common
wealth tend to be hierarchical in that people move from their own countries 
to countries with higher living standards, and others from poorer countries 
move in to take their place. At the centre of this movement is the United 
Kingdom where, because of the vacuum resulting both from an insuf
ficient production of physicians and nurses relative to demand and from 
the considerable outflow of such personnel to the somewhat more affluent 
countries of the Commonwealth such as Australia, Canada and New 
Zealand and to the USA, the job opportunities for physicians and 
nurses from overseas have increased. 

The vacuum has been filled by compensatory flows from other 
Commonwealth countries, In 1970, 78 % of all active foreign-born 
physicians in the United Kingdom were born in Commonwealth 
countries or in Ireland, 22 % in the developed countries (chiefly Ireland 
and Australia), and 56 % in developing Commonwealth countries such 
as India, Malaysia, Nigeria, Pakistan, and Sri Lanka. Of these five, 
however, only Nigeria appears to have had a large compensatory inflow
either from other and perhaps poorer members of the Commonwealth 
or from poor countries outside it. Within the Commonwealth, thus, a 
chain of donor-recipient countries evolved, among them Australia, 
Canada, Ghana, Jamaica, Kenya, New Zealand, Nigeria and the United 
Kingdom. It is interesting to note that this is almost exclusively a 
Commonwealth phenomenon. Of the ten countries in the 40-country 
sample whose GDP per capita is over US$ 2 000 (1970), only the four 
Commonwealth countries are donor-recipients, i.e., have both emigration 
and immigration rates for physicians over 10 %. 
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In so far as the system is hierarchical rather than circular, there will 
be, at the lower end of the GDP scale, countries such as Ghana in which 
a vacuum has been created by migration which will not be filled by intra
Commonwealth migration. This derived demand will tend in part to 
be filled by migrants from outside the Commonwealth who do not have 
access to the same recipient countries as do Commonwealth countries. 
The exclusiveness of migration within the Commonwealth is evidenced 
by the fact that non-Commonwealth physicians tend to migrate more to 
non-Commonwealth countries, in the main direct to the USA but also to 
the Federal Republic of Germany, Arab countries, and others. For 
example, of the 5 605 foreign physicians in the Federal Republic of 
Germany in 1971 only 2% (124) were from Commonwealth countries, 
and of the 7 950 foreign nurses in that country in the same year only 
5% (420) came from Commonwealth countries compared to l 480 from 
Yugoslavia and 2 040 from the Republic of Korea. It is interesting to 
note that whilst in all the major recipient countries there is an increasing 
flow from Asian countries, in the Commonwealth recipient countries 
the flow is principally from the Commonwealth countries of Asia
physicians from India and Pakistan, nurses from Hong Kong and Singa
pore; conversely, in the non-Commonwealth recipient countries physicians 
come chiefly from the Philippines, nurses from the Republic of Korea, etc. 
Despite the fact that the USA has almost four times as many foreign phys
icians as has the United Kingdom, there are far more physicians from 
Australia, India, New Zealand, Nigeria, Pakistan and Sri Lanka, in the 
United Kingdom than in the USA. 

At the top of the GDP scale in the Commonwealth are the Canadians 
who, having no Commonwealth country above them in the hierarchy, 
generally go to the USA. 

Running in parallel with the Commonwealth system described above 
is the strong attracting force of the USA, which helps to create a vacuum 
within the Commonwealth and thus to accelerate-but not to generate
the almost unidirectional flow from poorer to richer countries within the 
Commonwealth. Given that the USA acts as an accelerator rather than a 
generator of migration within the Commonwealth, it would appear that, 
if immigration to the USA were to be abruptly stopped, movement 
within the Commonwealth would continue but perhaps at a gradually 
decreasing rate. 

In recent years both Canada and the United Kingdom have introduced 
new regulations aimed at restricting the inflow of physicians. This will 
obviously change the intra-Commonwealth flows but, since the USA is 
also attempting to reduce the inflow of FMGs, it may only lead to a general 
reduction of flows rather than to a change in patterns. It is as yet too 
early to judge the effect of the new regulations. 
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13. Political Crises and Migration 

A certain amount of migration results from the sudden reordering 
of societies in ways that are unacceptable to particular segments of such 
societies. This type of migration is likely to be sudden, to reach a high 
peak within a short period of time, and to decline almost as rapidly. 
The effect of such sudden, once-and-for-all crises on migration movements 
has already been noted in Chapter 11.2.1 with respect to physicians 
going from Hungary and Czechoslovakia to the USA. A similar peak 
can be observed in the US immigration figures for Cuban physicians 
after 1959. A study of the brain drain from Argentina to the USA 
during the period 1950-1970 (127) showed a significant correlation be
tween political crises in Argentina and peaks of physician emigration from 
Argentina. 

While the cause of migration in such instances might be considered 
as lying outside the health sector, it is rather difficult to define the boun
dary in this regard given that a profound political shift is also likely to 
affect the health sector and the conditions of workers in that sector. 
The Cuban revolution, for example, caused a deep political change in the 
country which was followed a year or two later by a complete reorgan
ization of the health sector. It is impossible to determine whether the 
large exodus of Cuban physicians (which depleted the Cuban stock of 
physicians by over 1 000 between 1961 and 1962) and that of nurses 
(which depleted the stock by 2 500 between 1961 and 1967) took place in 
response to the political changes or to the changes in the health system. 
US immigration data on scientists and engineers from Cuba would tend 
to support the former hypothesis. 

Physicians appear to migrate as a response to some types of political 
shifts and not to others. There appears to have been no such response, 
for example, to events in Brazil in 1964 or in Indonesia in 1968. Clearly, 
physicians do not migrate when the political shift is likely to serve their 
interests. 
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Table 111.1 

Migration in Latin America: GDP per capita, life expectancy at birth, 
and physicians per 10 000 population in countries grouped 

according to percentage loss of physician stock (1972) 

GDP per capita Life expectancy Physicians 
at birth per 10 000 

Countries (US$) (years) population 
(1) (2) (3) 

Low loss (0 - 5 %) 
Argentina 1 055 64 20.9 
Brazil 611 61 6.0 
Costa Rica 673 68 6.0 
Mexico 755 63 7.0 
Panama 854 67 7.7 
Uruguay 744 66 11.0 
Venezuela 1 312 65 10.2 

Medium loss (5 %-9 %) 
Bolivia 222 47 4.1 
Chile 643 64 4.5G 
Ecuador 292 60 3.5 
Honduras 308 54 2.5 
Nicaragua 485 53 6.8 

High loss (1 0 % +) 
Colombia 376 61 4.6 
Dominican Republic 462 58 5.2 
El Salvador 307 58 2.5 
Guatemala 390 53 2.3 
Haiti 106 45 0.8 
Paraguay 298 61 4.1 
Peru 385 56 5.5 

Sources: Col. 1 : 168; col. 2:89 and 198; col. 3:211. 
Note: Percentage loss reflects only outflow, not net flow. 
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Table 111.2 

The 40 countries grouped according to GDP per capita (1970) and percentage 
of physicians gained and percentage lost through migration 

<5% .. 
r::: 
1'0 ·u ... 
> .<:. 
c. 
0 

5 %-10 % 

r::: > 10 %-20 % ·a; 
C) 

> 20% 

Group A: GDP less than US$ 800 per capita 

<5% 

Brazil 
China 
Portugal 
Uruguay 

Ethiopia 
Yemen 
Saudi Arabia 

Loss of physicians 

5%-10% 

Indonesia 
Yugoslavia 

Gabon 
United Rep. of 
Cameroon 

> 10 %-20 % 

Colombia 
Egypt 
India 

{
Pakistan & 
Bangladesh 

Rep. of Korea, 

Sudan 

Group B: GDP US$ 800- 2 000 per capita 

Loss of physicians 

<5% 5 %-10 % > 10%-20 % 

.. Romania Greece 

> 20% 

Haiti 
Iran 
Mauritius 
Philippines 
Sri Lanka 
Thailand 

Lebanon 

Nigeria 
Jamaica 

> 20% 

Ireland 
r::: < 5 % Venezuela 

·G ------------~~--------------------------------------------------------
·~ 5 % -10 % 
~ -------------4----------------------------------------------------------
o > 10 %-20 % 
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C) 

.. 
r::: 
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> 
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~ -------------+----------------------------------------------------------
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Sources: GDP 166; migration data from Table 1.1. 
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Table 111.3 

Differences between actual and sustainable number of physicians 
per 10 000 population in countries grouped according to GDP per capita 

Physicians per 10 000 population 

GDP Country Excess or 
group Actual Sustainable shortage 

(2-3) 

(1) (2) (3) (4) 

Brazil 4.6 3.2 + 1.4 
China 
Colombia 4.6 2.6 + 2.0 
Egypt 5.5 1.6 + 3.9 
Ethiopia 0.1 0.5 - 0.4 
Gabon 1.9 5.5 - 3.6 
Haiti 0.7 0.6 + 0.1 
India 2.1 0.6 + 1.5 
Indonesia 0.3 0.7 - 0.4 
Iran 3.1 3.1 0.0 

A. Jamaica 2.5 5.2 - 2.7 
GDP Lebanon 8.1 4.4 + 3.7 
less Mauritius 2.5 1.6 + 0.9 
than Nigeria 0.2 0.9 - 0.7 

US$ 800 Pakistan & Bangladesh 3.9 1.2 + 2.7 
per capita Philippines 3.5 1.3 + 2.2 

Portugal 9.5 6.0 + 3.5 
Rep. of Korea, 4.8 1.9 + 2.9 
Saudi Arabia 3.0 5.3 - 2.3 
Sri Lanka 2.5 1.2 + 1.3 
Sudan 0.7 0.7 0.0 
Thailand 1.3 1.2 + 0.1 
United Rep. of Cameroon 0.4 1.6 - 1.4 
Uruguay 10.7 7.0 + 3.7 
Yemen 0.4 0.5 - 0.1 
Yugoslavia 10.5 5.1 + 5.4 

B. 
GDP Greece 16.7 9.0 + 7.7 

uss 800 Ireland 11.8 11.0 + 0.8 
to Romania 13.1 9.0 + 4.1 

uss 2 000 Venezuela 9.3 8.6 + 0.7 
per capita 

Australia 13.9 26.5 - 12.7 
Austria 18.6 17.0 + 1.6 

c. Canada 16.5 38.0 - 21.5 
GDP Germany, Fed. Rep. of 17.7 29.0 -11.3 
over Israel 25.1 15.5 + 9.6 

US$ 2 000 Japan 11.4 16.1 - 4.7 
per capita New Zealand 11.7 19.5 - 7.8 

Sweden 13.8 40.0 -26.2 
United Kingdom 13.3 18.5 - 5.2 
United States of America 15.5 49.0 -33.5 

Source: Col. 2-211. 
Notes: Col. 2 -Values in some cases are based on earlier population figures than those given in Table 1.1. 

As a resultthere are a few minor discrepancies between the figures presented above and those in Tables IV.1 
and IV.2. 
Col. 3- Values correspond to GDP per capita level as shown on the line in Fig.III.B. 
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Table 111.4 

Differences between actual and sustainable total numbers of physicians 
and expected direction of physician migration, together with 

the actual direction as observed 

Stock of physicians 
(thousands) Direction of migration 

GDP Country Excess or group Actual Sustainable shortage Expected Actual 
(2-3) 

{1) (2) (3) (4) (5) (6) 

Brazil 46.1 31.6 + 14.5 Outflow Outflow 
China 
Colombia 10.3 5.8 + 4.5 Outflow Outflow 
Egypt 18.8 5.5 + 13.3 Outflow Outflow 
Ethiopia 0.3 1.3 1.0 Inflow Inflow 
Gabon 0.1 0.3 0.2 Inflow Inflow 
Haiti 0.4 0.3 + 0.1 Outflow Outflow 
India 115.7 33.8 + 81.9 Outflow Outflow 
Indonesia 4.6 8.7 4.1 Inflow Outflow 
Iran 9.5 9.5 0.0 0 Outflow 

A. Jamaica 0.5 1.0 0.5 Inflow Inflow 
GDP Lebanon 2.3 1.3 + 1.0 Outflow Outflow 
less Mauritius 0.2 0.1 + 0.1 Outflow Outflow 
than Nigeria 1.3 5.2 3.9 Inflow Inflow 

US$ 800 Pakistan 21.0 6.7 + 14.3 Outflow Outflow 
per capita Philippines 14.0 5.2 + 8.8 Outflow Outflow 

Portugal 8.4 5.3 + 3.1 Outflow Outflow 
Rep. of Korea 15.6 6.2 + 9.4 Outflow Outflow 
Saudi Arabia 2.6 4.3 1.7 Inflow Inflow 
Sri Lanka 3.2 1.5 + 1.7 Outflow Outflow 
Sudan 1.2 1.2 0.0 0 0 
Thailand 4.9 4.2 + 0.7 Outflow Outflow 
United Rep. of Cameroon 0.2 0.9 0.7 Inflow Inflow 
Uruguay 3.2 2.0 + 1.2 Outflow Outflow 
Yemen 0.2 0.3 0.1 Inflow Inflow 
Yugoslavia 21.9 10.6 + 11.3 Outflow Outflow 

B. 
GDP Greece 14.9 8.0 + 6.9 Outflow Outflow 

USS 800 Ireland 3.6 3.3 + 0.3 Outflow Outflow 
to Romania 26.9 18.4 + 8.5 Outflow Outflow 

US$ 2 000 Venezuela 10.2 5.6 + 4.6 Outflow Outflow 
per capita 

Australia 18.0 34.3 - 16.3 Inflow Inflow 
Austria 13.9 11.3 + 2.6 Outflow Outflow 

c. Canada 36.1 83.0 - 46.9 Inflow Inflow 

GDP Germany, Fed. Rep. of 109.4 178.9 - 69.5 Inflow Inflow 
Israel 7.7 4.8 + 2.9 Outflow Inflow over Japan 121.3 170.7 - 49.4 Inflow 0 US$ 2 000 New Zealand 3.4 5.7 2.3 Inflow Inflow per capita Sweden 11.3 32.1 - 20.8 Inflow Inflow 
United Kingdom 74.0 103.2 - 29.2 Inflow Inflow 
United States of America 324.0 1 023.3 - 699.3 Inflow Inflow 

Sources: Table 1.1 and Table 111.3. 
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Table 111.5 
Health expenditures (circa 1971) 

Government 
Health budget health Physician 

GDP Country 
as % of expenditure loss 

group GNP per capita % 
US$ 

(1) (2) (3) 

Brazil 0.2 0.80 1 
Colombia 0.6 2.04 12 
Egypt 1.8 3.91 13 
Ethiopia 0.8 0.67 0 

A. Haiti 0.7 0.78 130 
GDP India 0.9 0.91 13 
less Iran 0.6 2.60 39 
than Jamaica 2.7 19.54 21 

uss 800 Lebanon 0.6 3.80 41 
per capita Philippines 0.5 1.06 67 

Rep. of Korea 0.5 1.33 19 
Sri Lanka 3.6 3.76 27 
Thailand 1.2 2.45 30 
United Rep. of Cameroon 1.0 2.02 7 

B. 
GDP 

uss 800 Romania 2.5 18.56 2 
to Venezuela 4.1 43.18 3 

uss 2 000 
per capita 

c. 
GDP Japan 0.3 5.45 1 over 

US$ 2 000 United Kingdom 4.3 105.16 10 
per capita 

Sources: Cols. 1 and 2- 89; col. 3 ·Table 1.1. 
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Table 111.6 

Increase in number of medical schools between 1949 and 1970 

GDP 
group 

A. 
GDP 
less 
than 

USS BOO 
per capita 

B. 
GDP 

USS 800 to 
US$ 2 000 
per capita 

c. 
GDP 
over 

uss 2 000 
per capita 

Source: 205. 

Country 

Brazil 
China (excl. Prov. of Taiwan) 
Colombia 
Egypt 
Ethiopia 
Gabon 
Haiti 
India 
Indonesia 
Iran 
Jamaica 
Lebanon 
Mauritius 
Nigeria 
Pakistan & Bangladesh 
Philippines 
Portugal 
Rep. of Korea 
Saudi Arabia 
Sri Lanka 
Sudan 
Thailand 
United Rep. of Cameroon 
Uruguay 
Yemen 
Yugoslavia 

Greece 
Ireland 
Romania 
Venezuela 

Australia 
Austria 
Canada 
Germany, Fed. Rep. of 
Israel 
Japan 
New Zealand 
Sweden 
United Kingdom 
United States of America 

Number of medical schools in: 

1949 
(1) 

13 
15 
4 
3 
0 
0 
1 

32 
3 
4 
1 
2 
0 
1 
6 
4 
3 
6 
0 
1 
1 
2 
0 
1 
0 
6 

2 
4 
5 
3 

4 
3 

11 
19 
1 

44 
1 
4 

28 
84 

1966 
(2) 

40 
49 

8 
7 
1 
0 
1 

86 
10 

7 
1 
2 
0 
2 

12 
7 
3 

10 
0 
2 
1 
3 
0 
1 
0 
9 

2 
4 
5 
7 

8 
3 

13 
22 

2 
46 

1 
5 

28 
96 

1970 
(3) 

76 
53 

9 
7 
1 
0 
1 

94 
11 

7 
1 
2 
0 
4 

13 
7 
3 

14 
1 
2 
1 
4 
1 
1 
0 
9 

2 
4 
6 
7 

8 
3 

16 
27 

3 
50 

2 
6 

30 
116 
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Table 111.7 
Production of physicians and migration behaviour 

New medical Annual Excess or 

schools opened production of shortage of 
Country physicians as physicians per 1950-1970 % of stock 10 000 pop. 

(1) (2) (3) 

Donor countries 
Austria 0 3.7 + 1.6 
Colombia 5 5.0 + 2.0 
Egypt 4 8.3 + 3.9 
Greece 0 6.0 + 7.7 
Haiti 0 15.2 + 0.1 
India 62 7.4 + 1.5 
Iran 3 7.6 0.0 
Ireland- 0 12.4 + 0.8 
Lebanon 0 4.4 + 3.7 
Pakistan & Bangladesh 7 6.1 + 2.7 
Philippines 3 7.6 + 2.2 
Rep. of Korea 8 4.5 + 2.9 
Sri Lanka 1 5.5 + 1.3 
Thailand 2 6.1 + 0.1 
Yugoslavia 3 8.0 + 5.4 

Low net-movement countries 
Brazil 63 5.9 + 1.4 
Germany. Fed. Rep. of 8 3.8 - 11.3 
Indonesia 8 13.2 - 0.4 
Japan 6 3.3 4.7 
Portugal 0 3.6 + 3.5 
Romania 1 4.9 + 4.1 
Sudan 0 6.0 0.0 
Uruguay 0 6.8 + 3.7 
Venezuela 4 5.8 + 0.7 

Recipient countries 
Australia 4 4.6 - 12.7 
Canada 5 3.5 - 21.5 
Ethiopia 1 6.2 - 0.4 
Israel 2 1.5 + 9.6 
Jamaica 0 4.0 - 2.7 
New Zealand 1 3.4 - 7.8 
Nigeria 4 6.2 - 0.7 
Sweden 2 5.2 -26.2 
United Kingdom 2 3.6 - 5.2 
United States of America 32 2.8 -33.2 

Sources: Col. 1 :Table 111.6; col. 2 : 200; col. 3 :Table 111.3. 
Notes: Col. 2 - Data represent average annual production of new graduates relative to domestic 

stock for the years 1960-1973. The number of years for which data on production were available varied 
from country to country. In the case of Ethiopia, Indonesia, Lebanon, Republic of Korea, and the United 
Kingdom, information was available only for the year 1970. Countries with no graduates in 1970 are 
excluded. 
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Table 111.8 

Percentage of specialists among physicians in specified countries 

%of Country Year specialists 

Afghanistan 1968 61.9 
Colombia 1965 73.0 
Indonesia 1968 11.1 
Iran 1964 21.2 
Malaysia 1968 40.5 
Nepal 1965 16.1 
Pakistan 1964 4.3 
Peru 1964 67.3 
Rep. of Korea 1968 14.5 
Singapore 1968 53.5 
Sri Lanka 1968 80.1 
Thailand 1968 74.5 
Turkey 1964 73.8 
Viet Nam 1968 16.7 

Australia 1968 53.1 
Canada 1963 48.6 
Denmark 1964 31.7 
France 1964 33.3 
Germany, Fed. Rep. of 1964 39.6 
New Zealand 1968 57.9 
Netherlands 1964 34.0 
Norway 1964 41.0 
Puerto Rico 1964 39.1 
Sweden 1964 39.4 
United Kingdom 1964 40.8 
United States of America 1963 61.6 

Source: 116. 
Notes: The source did not indicate whether the percentages referred to those trained in a specially 

or to those who reported that their work was primarily in a specially field. In the case of Colombia, for 
example, only 34.3 % of physicians were found by another study ( 1 35) to have been certified as specialists 
by the Colombian Association of Medical Faculties in 1968. 

Table 111.9 
Twelve foreign medical schools contributing the largest number 

of graduates to graduate medical education programmes 
in the United States, 31 December 1974 

School No. of No. of 
interns residents 

1. Univ. of Santo Tomas, Manila, Philippines 201 880 
2. Univ. of Teheran, Teheran, Iran 72 468 
3. Far Eastern Univ., Manila, Philippines 81 362 
4. Univ. of Bombay, Grant Medical Coli. & Seth G.S. 

Med. Coli., Bombay, India 76 321 
5. Univ. di Bologna, Bologna, Italy 39 294 
6. Seoul National Univ., Seoul, Rep. of Korea 73 248 
7. Univ. of the East, Quezon City, Philippines 80 210 
8. Damascus Univ., Damascus, Syrian Arab Rep. 64 225 
9. Univ. of Medical Sciences, Siriraj Hospital, Thon-

buri, Thailand 40 245 
10. Baroda Univ. Medical Coli., Baroda, India 39 230 
11. Autonomous National Univ. of Mexico, Mexico City 26 214 
12. Univ. of the Philippines, Manila, Philippines 49 188 

Total 840 3 885 

Source: 8. 

Total 

1 081 
540 
443 

397 
333 
321 
290 
289 

285 
269 
240 
237 

4 725 



Table 111.10 

Data, for specified countries and teaching institutions, on medical graduates produced in 1970 and on 
physicians taking and physicians passing the ECFMG examination in 1972 

Number Number % of total Number Number of of % physicians Difference passing 
Country of physicians physi~ians of total in country between as % of 

and graduates taking passm8 graduates taking cols. 5 & 4 number 
medical school 1970 ECFMG ECFM 1970 ECFMG taking 1972 1972 1972 

(1) (2) (3) (4) (5) (6) (7) 
1::1 

Colombia ~ 
Univ. Javeriana 71 115 26 18 27 + 9 23 !il Univ. Nac. de Colombia 119 145 43 30 34 + 4 30 
Univ. del Valle 50 61 15 12 14 + 2 25 a:: ...... 
Univ. de Cartagena 42 46 12 10 11 + 1 26 ~ Univ. de Caldas 45 11 3 11 3 - 8 27 
Univ. de Antioquia 65 40 17 16 9 - 7 43 z 
Univ. del Cauca 13 10 5 3 2 - 1 50 '"' tl> 

Total Colombia 405 428 121 100 100 28 
0 

Iran l"!j 

Jondi Shapur Univ., Ahwaz 42 44 8 7 3 - 4 18 ~ lsfahan Univ. 78 82 10 13 6 - 7 12 
Meshad Univ. 85 124 33 14 9 - 5 27 Cl 
Pahlavi Univ., Shiraz 32 101 66 5 7 + 2 65 ~ 

> Tabriz Univ. 97 201 42 17 14 - 3 21 :::! National Univ. of Iran 27 94 15 5 7 + 2 16 0 Univ. of Teheran 226 744 187 39 54 + 15 25 z 
Total Iran 587 1 390 361 100 100 26 

Lebanon 
American Univ. of Beirut 31 50 43 37 26 - 11 86 
St Joseph's Univ., Fac. of Med., Beirut 53 140 55 63 74 + 11 39 

Total Lebanon B4 190 98 100 100 52 
Pakistan 

Liaquat Med. Coli., Hyderabad 133 124 25 23 14 - 9 20 
Dow Med. Coli .. Karachi 197 272 66 34 31 - 3 24 
Fatima Jinnah Med. Coli., Lahore 33 110 21 6 13 + 7 19 
King Edward's Med. Coli .. Lahore 126 243 75 21 28 + 7 31 
Nishtar Med. Coli., Multan 93 128 33 16 14 - 2 26 -Total Pakistan 582 877 220 100 100 25 w 

\0 



Table 111.10 (Cont'd) ...... 
~ 
0 ---

(1) (2) (3) (4) (5) (6) (7) 

Philippines 

Cebu Inst. of Med., Cebu City 84 285 73 8 5 - 3 26 
Southwestern Univ., Cebu City 109 382 33 10 7 - 3 9 
Central Univ., Manila 138 1 040 115 12 19 + 7 11 
Univ. of the Philippines, Manila 76 175 92 7 3 - 4 53 
Univ. of Santo Tomb, Manila 363 2 076 546 33 39 + 6 26 
Far Eastern Univ., Manila 228 960 214 20 18 - 2 22 "d Univ. of the East, Ouezon City 107 463 180 10 9 - 1 39 = Total Philippines 1 105 5 381 1 253 100 100 23 >< 

~ 
Republic of Korea Q 

Pusan Nat. Univ. 59 89 44 10 10 0 49 > 
Catholic med. Coli. Seoul 54 86 60 10 10 0 70 z 
Ewha Woman's Univ., Seoul 55 94 43 10 10 0 46 > 
Seoul Nat. Univ., Seoul 109 153 80 19 17 - 2 52 z 
Yonsei Univ., Seoul 70 140 103 12 16 + 4 74 t:i 
Korea Univ. (Woosuk) 138 240 84 24 27 + 3 35 
Kyungpook Nat. Univ. 82 87 66 15 10 - 5 76 z 

Total Republic of Korea 567 889 480 100 100 54 c:: 
1:1:1 

"' Sri Lanka 1:!1 

Univ. of Sri Lanka, Colombo 180 44 32 64 92 + 28 73 a:: 
Univ. of Sri Lanka, Peradeniya 102 4 4 36 8 -28 100 0 

Total Sri Lanka 282 48 36 100 100 75 1:1:1 
> 

Thailand ::l 
Chulalongkorn Univ. Hosp. 92 285 86 26 33 + 7 30 0 
Mahidol Univ., Ramathibodi Hosp. 63 77 66 17 9 - 8 86 z 
Chiengmai Univ. 60 128 60 17 15 - 2 47 
Mahidol Univ., Siriraj Hosp. 143 361 147 40 43 + 3 41 

Total Thailand 358 851 359 100 100 42 

Overall total 3 970 10 054 2 928 100 100 29 

Sources: Col. 1 : 205; Cols. 2 and 3: 59. 
Notes: Comparable data were not available for 2 schools in Colombia, 7 in the Republic of Korea, and 1 in Pakistan. Most of the missing schools were 

recently established and may not have produced graduates by 1970. Thus, percentages are based on total number relative to the group of schools specified 
above for each country. 
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Table 111.11 

Number of nurses and nursing personnel per physician 

Percentage Nursing net gain Nurses personnel GDP Country or loss per per group of physician physician physicians 

(1) {2) {3) 

Ethiopia + 94.6 2.4 3.1 
Gabon + 80.2 2.7 9.6 
United Rep. of Cameroon + 63.1 5.2 11.6 
Saudi Arabia + 43.9 1.1 1.1 
Yemen + 40.4 1.1 2.4 
Jamaica + 9.2 3.7 4.5 
Nigeria + 6.0 6.8 7.3 
Sudan 0.0 8.0 10.1 
Brazil 1.4 0.4 0.4 
Portugal 2.3 0.5 1.1 

A. Uruguay 3.0 0.2 0.2 
GDP Indonesia 3.2 3.4 5.3 

less than Yugoslavia 6.8 1.5 2.0 
US$ 800 Colombia 8.1 0.3 1.5 
per capita Pakistan & Bangladesh - 11.8 0.3 0.4 

India - 13.0 0.7 1.1 
Egypt - 13.1 0.3 2.1 
Rep. of Korea - 18.5 1.2 1.6 
Thailand - 26.3 1.2 2.6 
Sri Lanka - 26.8 2.0 3.1 
Lebanon - 33.3 0.7 1.4 
Iran - 38.5 0.4 1.7 
Philippines - 67.5 0.6 1.5 
Mauritius - 71.8 4.8 8.3 
Haiti - 129.6 1.0 1.4 

B. Romania 1.7 1.3 1.8 GDP Venezuela 2.7 0.7 2.3 USS 800 to Greece - 11.4 0.4 0.5 uss 2 000 Ireland - 120.8 5.4 5.4 per capita 

United States of America + 21.4 2.4 4.0 
United Kingdom + 15.5 2.0 3.0 

c. Israel + 20.0 0.6 
GDP Canada + 12.6 3.3 4.7 

Australia + 11.9 3.1 over New Zealand + 4.8 5.2 5.6 US$ 2 000 Sweden + 3.8 3.1 4.7 per capita Germany, Fed. Rep. of + 0.9 1.2 1.5 
Japan 0.3 1.3 2.8 
Austria - 10.4 1.1 1.6 

Sources: Col. 1 :Table 1.1; Cols. 2 and 3 : 200 and 211. 
Notes: Col. 3 - Figures represent all those categories of nursing personnel {including professional 

nurses) used in source 211 to determine the ratio of nursing and midwifery personnel to population. 
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Table 111.12 

Relationship between the annual average income of physicians 
and the per capita income of the population in specified countries (1968) 

India 
Indonesia 
Pakistan 
Thailand 
Sri Lanka 
Rep. of Korea 
Philippines 
Iran 
Colombia 

Country 

United Kingdom 
Germany, Fed. Rep. of 
New Zealand 
Australia 
Canada 
Sweden 
United States of America 

Source: 116. 

Per capita 
income 

uss 

(1) 

73 
86 

112 
127 
133 
159 
233 
252 
273 

1 437 
1 670 
1 714 
1 788 
2254 
2 821 
3 551 

Physician 
income 

US$ 

(2) 

562 
190 

1 340 
4 433 
5 530 
1 208 
3 939 
4134 
5 250 
9 600 

12 807 
11 943 
12159 
24477 
14 299 
30060 

Note: Conversion from local currency to US$ is based on rates for 1969. 

Table 111.13 

Ratio 
of physician 
income to 
per capita 

income 
(2-;- 1) 

(3) 

7.7 
2.2 

12.0 
34.9 
41.6 

7.6 
16.9 
16.4 
19.2 

6.7 
7.7 
7.0 
6.8 

10.9 
5.1 
8.5 

Relationship of the average annual income of nurses to the per capita income 
of the population and to the income of other specified categories of employees 

Nurse income Per capita Ratio of nurse Nurse income 
income (1973) income to relative to that Country US$ per capita of other employees Year uss (2-;- 3) 

(1) (2) (3) (4) (5) 

Pakistan 1973 480 120 4.0 Higher 
Indonesia 1971 588 130 4.5 Lower 
Haiti 1973 840 130 6.5 Lower 
Greece 1971 1 032 1 870 0.6 Lower 
Romania 1974 1 212 890 1.4 7 
Brazil 1973 2148 760 2.8 Less than typist, 

more than bank 
teller 

Nigeria 1972 2208 210 10.5 7 
Venezuela 1971 2 496 1 630 1.5 Lower 
United Kingdom 1973 2 965 3060 1.0 7 
Austria 1973 7 080 3 510 2.0 Equal or higher 
Canada 1972 7 214 5 450 1.3 7 
Australia 1973 8160 4350 1.8 Equal or higher 
United States of America 1973 9 876 6200 1.6 Higher 

Source: Cols. 1, 2, and 5 :95; Col. 3:91. 
Notes: Col. 3 - Figure for Romania is a tentative estimate. Col. 5- "Other employees· include laboratory 

assistants, sales persons, clerks and clerk-stenographers in wholesale or retail grocery, bank tellers, and 
accounting-machine operators. 



Table 111.14 

Ratios of physicians and nurses in rural areas to those in urban areas (per 1 0 000 population) 

Physicians Nurses 

GDP Ratio to rural of: Ratio to rural of: 

group Country % Year % leaving 
abroad Capital All Capital All each year 

urban urban 
(1) (2) (3) (4) (5) (6) (7) (8) 

Brazil 1 17 1969 - 0.1 
I:) - - ~ Ethiopia 0 17 17 1972 43 41 0.2 

Gabon 7 3 3 1971 2 2 0.0 trl 

Haiti 130 20 - 1968 15 - 8.1 ::t' 
Indonesia 5 27 18 1973 5 4 0.0 ~ 

A. Iran 39 15 8 1972 - - 0.3 z 
Lebanon 41 3 - 1969 3 - 1.1 > GDP Mauritius 75 26 52 1971 25 50 0.0 z 

less Nigeria 32 17 7 1971 13 5 1.5 >-i 
than l;ll 

Philippines 68 - 3 1973 - 2 8.7 uss 800 Portugal 3 7 7 1972 6 7 0.4 0 
per capita Rep. of Korea 19 4 2 1974 5 3 2.4 "1 

Sri Lanka 27 3 - 1972 2 - 0.3 
~ Thailand 30 43 33 1970 7* 9* 2.3 

United Rep. of Cameroon 7 18 - 1969 8 - 0.0 0 
Yemen 0 44 - 1974 60 - 0.0 ::t' 
Yugoslavia 7 16 9 1970 11 8 1.3 > 

::l 
0 

B. z 
GDP Greece 11 4 4 1971 - - 0.4 uss 800 Romania 2 4 4 1971 - 5 0.0 to Venezuela 3 3 - 1971 4 - 0.0 uss 2 000 

per capita 

c. Austria 15 2 - 1971 2 - 0.6 
Canada 19 4 4 1973 - - 1.3 GDP Germany, Fed. Rep. of 4 - 2 1972 - - 0.3 over 

US$ 2000 Japan 1 3 2 1973 - - 0.0 
Sweden 1 8 6 1970 3 3 0.2 per capita United Kingdom 10 - - 1971 - - 1.3 

Sources: Col. 2 :Table 1.1; Cols. 3, 4, 6 and 7 : 211; Col. 8 :Table 1.21. 

""' Note: *Includes midwives. w 



Table 111.15 -.!:>. 

The direction of physician migration in relation to the teaching language and the language spoken in the recipient country 
.!:>. 

Number of foreign physicians in countries speaking: 

Donor country 
English French (teaching language) 

English French & German & Arabic Other 
French German 

Australia E 1 878 350 1 9 
Austria G 1 788 15 127 89 8 
Brazil p 590 30 1 3 'li 
Canada E & F 6724 2 :I: 
China, People's Rep. of c 1 026 21 127 68 200 o< 

fa Colombia s 1188 57 1 Q Egypt E & A 1 257 1 171 158 11 859 4 
Ethiopia E 1 > 
Germany, Fed. Rep. of G 3877 8 117 51 466 5 36 z 
Greece Gk 1 109 63 389 136 5 > Haiti F 391 3 140 z India E 14 267 384 133 16 196 11 0 
Indonesia In 173 10 2 65 
Iran Farsi/E 2 365 1 80 1 183 78 2 z 
Ireland E 4 022 284 2 c: 
Israel Heb 369 1 42 5 36 1 ::a 
Jamaica E 159 115 Cl:> 

Japan J 1 074 3 20 4 11 
ttl 

Lebanon E/F 736 172 3 5 !: New Zealand E 630 135 1 
Nigeria E 329 85 4 0 ::a Pakistan & Bangladesh E 2 780 63 1 474 > Philippines E 8 919 26 500 6 ::l Portugal p 196 30 3 36 2 0 
Rep. of Korea K/E 2 730 6 1 195 z 
Romania R 441 10 1 
Sri Lanka E 863 6 1 2 
Sweden Sw 82 55 
Sudan E 13 10 45 
Thailand E/T 1 438 15 5 
United Kingdom E 5183 3 3000 4 36 12 
USA E 202 9 900 56 67 18 42 
Uruguay s 76 20 6 
Venezuela s 265 10 
Yugoslavia S-C/Sio/Mac 616 1 35 578 233 1 18 

Source: language of instruction from 205; other columns, 200. 
Notes: Countries excluded from the sample were those having no medical school prior to 1966. 

P = Portuguese, S = Spanish. All other symbols represent languages other than these six languages. 
A = Arabic, E = English, F = French, G = German, 



Table 111.16 

Relationship between the teaching language in medical schools and the language spoken 
in the countries of destination of migrant physicians 

Actual and expected number of foreign physicians in countries where the spoken language is: 

Teaching language 
English French in donor countries 

English French & & German Arabic Other Total 
French German 

0 
English Actual 43 049 39 5 927 206 1 384 744 79 51 428 m 

--! 
(Expected) (42 942) (51) (4 474) (771) (1 713) (1 080) (397) m 

::c 
French Actual 391 3 140 0 0 0 0 534 e5 (Expected) (446) (1) (46) (8) (18) (11) (4) z 
English & French Actual 7 460 2 172 0 3 5 0 7 642 > 

(Expected) (6 381) (8) (665) (115) (252) (160) (61) z 
--! 

German Actual 5 665 8 132 555 178 5 44 6 587 V' 

(Expected) (5 500) (7) (573) (99) (217) (138) (53) 0 
Spanish Actual 1 529 0 87 0 1 0 0 1 617 "'l 

(Expected) (1 350) (2) (141) (24) (53) (34) (13) e5 
Portuguese Actual 786 0 60 36 1 0 5 888 0 

(Expected) (741) (1) (77) (13) (29) (19) (7) ::c 
> 

Arabic & English Actual 1 257 1 171 11 158 859 4 2 461 ::l 
(Expected) (2'055) (2) (214) (37) (81) (52) (20) 0 

Other Actual 7 620 32 362 416 982 69 485 9 966 z 
(Expected) (8 322) (10) (867) (149) (329) (209) (80) 

Total 67 757 85 7 051 1 224 2 707 1 682 617 81 123 

Percentage on which expected 
frequencies are based 83.5 0.1 8.7 1.5 3.3 2.1 0.8 100.0 

Source: Table 111.15. 
Notes: "Expected" is the number of physicians that would have been in the countries had there been no language link; based on overall percentages. 

the 40-sample countries are included. 
Only 
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CHAPTER IV 

Consequences of migration 

1. Introduction 

The debate over the consequences of health manpower migration 
is no less vehement than the debate over the determinants of that migra
tion. The line of the debate is clearly drawn between two opposing 
forces. On the one hand are those who view the migration phenomenon 
from the international perspective and claim that the donor countries 
produce more highly skilled manpower, particularly physicians, than 
they can economically absorb, that those who cannot be absorbed mi
grate, and that through their migration and gainful employment else
where the total world output is raised and mankind as a whole therefore 
benefits. To support this argument, they also point to the worldwide 
contributions made by individual migrants through their research activities 
outside their native lands. They further argue that: 

Donor countries, are not really losing, seeing that they had been 
unable to use effectively the skills of those who migrated. 

Their losses are offset by foreign aid, by the remittances of the 
emigrants, and by the goodwill created abroad by the emigrants. 

They are able to stockpile intellectual resources abroad until 
such time as they can be repatriated and effectively used at home. 
It would appear, however, that statements defending migration were 

more frequent a decade ago than they are today and that current value 
judgements, even in recipient countries, on the migration of high-level 
personnel would be more critical. 

The arguments set forth above have been countered by those who 
consider that the migration of skilled personnel represents less a gain to 
the world than a loss to individual nations. The counterarguments are 
generally as follows: 

While there is no denying the very special contributions to mankind 
as a whole made by individual migrants, this does not apply to the 
many thousands of other highly trained health workers who migrate 
and whose work abroad can in no way be construed as of benefit 
to the donor countries. Moreover, given the tremendous existing 
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disparities within and between countries as regards the health and 
welfare of various segments of the population, the world cannot 
be considered as a single aggregate for the purpose of rationalizing 
a phenomenon that leads to further disparities. 

The cost of training high-level health manpower is counted not 
only in material resources but also in time. It is essentially a social 
cost that must be repaid, in one form or another, to the society that 
bore the cost. 
In assessing the determinants and consequences of migration, those 

who advocate or at least try to defend the free flow of human capital 
often fail to distinguish between professional manpower and less highly 
trained or skilled labourers, The determinants and, perhaps even more, 
the consequences of the migration of the latter may be entirely different 
from those pertaining to professional manpower, if for no other reason 
than that they represent a smaller investment and are generally in more 
ample supply. What is more, such advocates often fail to distinguish 
between the different categories of professional manpower-those of 
physicians and nurses may be entirely different from those, for example, 
of nuclear scientists and engineers. The mere fact that physicians and 
nurses essentially provide services directly to people and that population 
size has always been a factor in calculating needs, particularly for phys
icians, places such manpower in a category that is very different from that 
of manpower concerned with either the development of products, the 
development of production processes, or the production of goods. In 
more concrete terms, the argument would be that, when even one phys
ician emigrates, hundreds of people in his homeland may actually or 
potentially be denied health services. 

Foreign exchange earnings from the remittances of emigrants may 
play an important role in the balance of payments of some developing 
countries. However, whatever statistics exist do not indicate what 
proportion of such remittances is attributable to less-skilled emigrants 
and what proportion to highly skilled emigrants, either as a whole or 
grouped according to profession. Professional groups tend more than 
less-skilled labourers do to take their families with them when they emi
grate. Thus their remittances may not be large unless some form of 
taxation of expatriates is imposed. 

The stockpiling of talent abroad until its use can be economically 
afforded at home could be considered a reasonable and even desirable 
short-term consequence of migration but for the probability that, once 
absorbed by the host country, the migrants will be reluctant to be re
patriated even if offered special incentives. Moreover, by the time, if 
ever, the home country is able to afford to bring back those abroad, the 
cultural and professional adaptation of the emigrants to the new country 
may be too far advanced to allow their readaptation to the home country. 
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2. Economic Losses and Gains 

Those who complain about the consequences of health manpower 
migration often couch their arguments in economic terms, and quite 
often with little understanding of what is implied by the facts and figures 
they bring to bear. Similarly, proposals for compensatory payments 
by the countries of immigration to the countries of emigration generally 
ignore the fact that it is very difficult to determine which factors are to 
be taken into account in assessing the value of the migrating physician 
or nurse, and to decide who are the beneficiaries and who are deprived. 

The difficulties in answering these questions can be illustrated by the 
following hypothetical case: A young person of Indian ancestry but born 
in Malaysia, where he received primary and secondary education at the 
public expense, decides to study medicine. He goes to Madras, India, 
for undergraduate medical education and training. His family covers 
the cost of his tuition and personal expenses during that time. As a 
part of his clinical training, he provides a certain amount of health ser
vices to patients in India. Once he obtains his medical degree, he returns 
to Malaysia to practise medicine and, after a few years of rendering ser
vices in Malaysia with the medical skills he obtained in India, he moves 
to Canada for training in a medical specialty. At this point in time he 
carries with him the primary and secondary education obtained in Malay
sia, the undergraduate medical education obtained in India, and the addi
tional medical experience gained in Malaysia. During his specialty 
training in Canada, which is paid for by the Government of Malaysia, 
he provides services to patients in Canada. Eventually he migrates to 
the United States of America with the total of the knowledge and skills 
obtained-at a cost in terms of both money and time-in three other 
countries. 

In calculating the value of the physician described above and thus the 
losses and gains ensuing from his migration, which factors are to be 
taken into account? If the physician remains in the USA, to which 
country or countries could the USA be considered as being indebted? 
There is also the possibility that, after a few years, with additional training 
and experience in the USA, the physician will return to Malaysia. If he 
does, can Malaysia be considered as owing a debt to India, Canada, and 
the USA, each of which contributed to the education of the physician as 
well as deriving varying degrees of benefit from the services provided by 
him? Furthermore, it would be difficult to determine who in each country 
is the loser: the taxpayers, those who contributed to the migrant's edu
cation, or those who actually or potentially were deprived of his services? 

There are many more factors involved, not the least of which would 
be the problem of relating human capital flows to other capital flows, 
among them foreign aid and the remittances of the migrants. Also, in 
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instances where the migrants concerned could not be absorbed by the 
country which produced them, can such migrants be considered a loss 
to that country? There are those who would argue that the country, in 
fact, gains through a partial relief of the unemployment problem in so 
far as such migrants no longer have to be supported at society's expense. 
More pertinent is the argument that the migrants themselves constitute 
no loss, but that the resources-including time-invested in them are 
lost in so far as those resources might have been used in a much more 
profitable way. The real significance of the losses in economic terms is 
that for donor countries the loss of a physician represents a lost invest
ment which could more usefully have been placed in the production of, 
for example, simpler and cheaper forms of health manpower which would 
have been employable as well as less inclined or unable to emigrate. This 
is well illustrated by the figures given below: 

Country or region, 
and health personnel 

Thailand 
Nurse 

or 
Auxiliary sanitarian 

East Africa 
Nurse 

or 
Auxiliary sanitarian 

or 
Medical assistant 

or 
Auxiliary nurse 

Colombia 
Nurse 

or 
Auxiliary nurse 

Pakistan 

Nurse 
or 

Medical assistant 
or 

Lady health visitor 
or 

Midwife 
or 

Sanitary inspector 

Source: 31 and 25. 

Number of personnel produced 
for cost of educating 

one physician: 

5 

19 

3 

15 

20 

30 

8 

25 

4 

24 

24 

60 

60 

It is this lost investment opportunity that constitutes the real loss. 
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The simplest method of quantifying losses and gains in monetary 
terms is to determine the cost of producing or replacing those who mi
grated. Something approaching this type of calculation has been made 
with respect to the USA-in one instance by using US $20 000 as the 
average cost of undergraduate medical education in a developing country 
and US $83 000 as the average cost in the USA (189). If those same 
values are applied to the number of foreign-trained physicians in the USA 
in 1973 (over 71 000), that country could be considered as having saved 
nearly US $6 000 million by importing physicians trained abroad, and 
the donor countries as a whole could be considered as having lost nearly 
US $1 500 million worth of medical education-this on the assump
tion that the physicians remain in the USA. 

It is obvious that the above type of calculation has severe limitations 
in that only one of the many factors mentioned above is taken into account. 
Moreover, when seen from the point of view of individual donor coun
tries, the estimate of US $20 000 as the average cost of undergraduate 
medical education in the developing countries may be much too high. 
In Colombia and Sri Lanka, for example, the cost would be closer to a 
quarter of that amount and in Lebanon closer to half of it (84, 156). 
A recent estimate for Thailand put the cost of training one physician 
at US $18 000 (64). Even from the perspective of the USA, the figure of 
US $83 000 as the average cost may be too high. A recent study by the 
National Institute of Medicine indicates US $12 650 per year per student 
as the average cost in the USA (193). This would bring the average cost 
for the four-year period closer to US $50 000 and reduce the previously 
cited amount of savings to the USA by nearly half. For such recipient 
countries as the United Kingdom and the Federal Republic of Germany, 
the problem of calculating their debt to donor countries in terms of 
educational costs is compounded by the fact that among the immigrant 
physicians are a considerable number who received their education in 
the recipient country. 

Despite the shortcomings inherent in such a calc'ulation it is still 
interesting to note that, using a conservative estimate of US $10 000 per 
physician, Haiti's lost investment of US $5.3 million was greater than 
its Government health budget for 1970 of US $3.9 million, while in the 
case of the Philippines there was a lost investment of US $94.5 million 
against a Government health budget of US $42.6 million. The Republic 
of Korea's lost investment, calculated on the same basis, was equivalent 
to more than half its Government's annual health budget, as was that of 
Iran (see the relevant country studies in Part Two). 

A study carried out by the United Nations Conference on Trade and 
Development (169) approaches the problem of assessing losses and gains 
by focusing on the total net income and the imputed capital value of the 
migrants rather than on the cost of their education. That study is based 
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on the assumption that from the moment of migration, the migrants take 
with them their productivity and their earning capacity. The recipient 
countries with which the study deals are Canada, the United Kingdom. 
and the USA. Among the populations concerned are the physicians, sur
geons, and dentists-a total of 46 408-who immigrated to these countries 
from developing countries during the period 1968-1972. According to 
the findings of the study, the physicians, surgeons, and dentists involved 
represent a gross imputed capital value of US $20 551 million and a net 
income gain of US $18 750 million for the three recipient countries 
combined. 

3. Other Measures of Impact 

Another way of looking at losses and gains is to relate them to need 
and to the effort it would take each donor country to replace its emigrant 
physicians and each recipient country to produce the equivalent of its 
foreign physicians. Ideally, it would have been interesting to measure 
impact in this respect by using net migration (i.e., the difference between 
the percentage of stock gained and the percentage lost). However, data 
on the number of foreign physicians gained were not available for over 
a third of the countries of the world, mainly those in Latin America and 
in Europe (see Table I.l). For such countries, therefore, it was neces
sary to assume that the outflow was greater than the inflow and that they 
were thus primarily donors of physicians. Such countries have been 
grouped together with those where the percentage loss (as indicated in 
Table I.l) was greater than the percentage gain, and are hereafter referred 
to as primarily donor countries. The remaining countries have been 
grouped together and are hereafter referred to as primarily recipient 
countries. The donor-recipient countries were allocated to the primarily 
donor list if their losses were greater than their gains and to the recipient 
list if their gains exceeded their losses. 

3.1 Impact on primarily donor countries 

That one country loses a larger number of physicians than another 
country does not necessarily mean that the country concerned suffers 
proportionately more than the other as a result of the greater outflow. 
A host of other factors need to be taken into account, some of them quanti
fiable and others not. For this part of the study consideration has been 
given to three quantifiable factors-namely, the percentage of the phys
ician population that emigrated, the number of years it took to produce 
the emigrant physicians, and the loss in physician/population coverage 
that resulted from the emigration. 
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Rather than considering each of the above factors separately, an effort 
has been made to present a composite measure of impact that combines, 
for each country or territory, the three aspects mentioned above. That 
index, which is prosented in Table IV.l (together with the formula used) 
provides a general notion as to which countries or territories may be 
suffering more than others as a result of the oufiow of physicians. On 
the basis of this index, Haiti, which lost 534 physicians, can be said to 
be suffering 27 times more from migration than India, which lost 30 
times more physicians, and several thousand times more than Japan, 
which lost twice as many physicians. This may be explained by the fact 
that Haiti would require over 10 years to replace its emigrant physicians 
(at the rate prevailing at the time), as compared with two years for India 
and less than one for Japan. Also, it lost the highest percentage of 
physicians relative to stock. 

Of the 18 Latin American countries for which the index was calculated, 
Paraguay appears to be the most seriously affected, but this could be 
because the relevant statistics for Paraguay were more complete. Gener
ally, however, the countries of Central America suffer more than those 
of South America-Costa Rica, Cuba, and Nicaragua being exceptions. 
Furthermore, six of the countries listed as having no medical school are 
countries of Central America, but five of these would come under the 
aegis of the University of the West Indies in Jamaica. 

Among the countries or territories of Asia, Malaysia appears to suffer 
the greatest impact. This is accounted for by the fact that the production 
of physicians in Malaysia is extremely low. 

Only a very few countries of Africa are primarily donors. Of these, 
Sudan appears to suffer the most from physician emigration. However, 
as can be seen from Table 1.1, all but five of Sudan's emigrant physicians 
have been replaced by foreign physicians. This example illustrates the 
great need to have information on the number of foreign physicians in 
each country, so that net migration rates can be determined and used 
as a basis for assessing impact. 

In Europe, all countries except Ireland fall at the lower end of the 
impact scale, even though most have a large number of physicians abroad. 
The relatively high physician/population ratios and the high production 
rates in these countries tend to offset whatever damage might otherwise 
have been created by physician emigration. Ireland, as has already 
been mentioned, is an exceptional case in that it is an exporter of medical 
education. 

The index used has a number of drawbacks, some or all of which also 
apply to most other types of index used to measure the impact of mi
gration. One is that while the index purports to reflect the three factors 
mentioned earlier, the factors have not been weighted in order to deter
mine their relative importance; another is that the index is very sensitive 
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to changes in the variables. This sensitivity makes the index suspect as 
anything but a broad indicator of order of magnitude. In addition to 
these drawbacks in the index, care must be taken when using the figures 
on replacement time. Those appearing in Table IV.I (and in another 
context in Table IV.2) are based on average annual production rates pre
vailing over the last five years for which information was available. They 
constitute a hypothetical measure of how long it would take a country 
to replace a given number of migrants if production were to remain the 
same as that average. While this is a useful relative measure in so far 
as it puts all countries on the same time scale, it is not a predictor of 
how long it will actually take a country to replace, for example, all foreign 
physicians currently in the country. In order to estimate the latter 
time, it would be necessary to use the projected output of graduates for 
each country. 

Whilst the index is a useful composite measure of impact, a better 
understanding of the impact of migration on an individual country can 
be obtained by a closer examination of the different factors involved. 
The problems posed by emigration can be very different in different 
countries that rank equal to each other in the magnitude of impact as 
measured by the index, and a full-scale study of impact would need to 
take a much larger number of factors into account. In any case a single 
composite measure grossly oversimplifies the issues involved. To take 
a simple case-how important is loss vis-a-vis need? Figure IV.A attempts 
to show some of the differences between countries with respect only to 
these two variables-"loss" as represented by physician emigration relative 
to domestic stock and "need" as expressed by physician coverage (the 
information relates to the 40 countries used as the sample for analysis 
in Chapter Ill). 

From Figure IV.A it can be seen that, while some countries appear 
to suffer a high impact in that both their loss and their need are high, 
others suffer a medium impact which, in terms of the index presented in 
Table IV. I could be equal in magnitude while being different in nature. 
For example, Indonesia and the Republic of Korea, with practically the 
same composite index-1.2 and 1.1 respectively-have very different 
problems. Whereas Indonesia has only a 5 % loss it has a very high need 
since it has only 0.4 physicians per I 0 000 population. The Republic 
of Korea, on the other hand, has a higher loss (19 %) but a lower need, 
with 4.5 physicians per 10 000 population. Moreover, from the infor
mation in Table IV.1 one can see that, in terms of the ability to make good 
the loss, the Republic of Korea is again better off in that it needs only 
half a year to replace its lost physicians, as opposed to the four and a 
half years needed by Indonesia. 

Loss and need can be combined when one looks at the amount, or 
proportion, of physician coverage lost as a result of emigration (see 
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column 6 of Table IV. I). Thus, for example, in Sri Lanka actual phys
ician coverage was 2.5 per 10 000 population. If all emigrant physicians 
were (hypothetically) to return to Sri Lanka, its physician coverage would 
go up to 3.2 per 10 000 population. Amongst the primarily donor coun
tries, the biggest losses in coverage (absolute, not proportional) due to 
emigration, were sustained by Cuba, Iceland, Ireland, Lebanon and 
Malta. 

3.2 Impact on primarily recipient countries 

No attempt has been made to create a composite index of gain for 
recipient countries, because in over 60 % of the countries either there 
were no medical schools or, if there were, data on production rates were 
not yet available. 

The primarily recipient countries (including the large recipients which 
are also donors) are listed in Table IV.2 in order of the size of foreign 
physician stock. Significantly all the top 12 countries (with more than 
about 600 foreign physicians) were either developed countries or oil
producing countries. Of the next 12 countries, all but one were countries 
of Africa: the classical developing country recipients. Whilst among the 
top twelve only the USA and the oil producers were pure recipients, 
among the rest it was chiefly the countries without medical schools that 
were pure recipients. Most of those with medical schools tended to be 
donors as well as recipients. 

For those countries for which the relevant data were available, 
Table IV.2 indicates the number of years they "gained" by not having 
to wait for the production locally of physicians equivalent in number to 
those imported. From the table it can be seen that, of the first eight 
largest gainers of time, all except one are countries of Africa. It is also 
noteworthy that the USA could replace its more than 60 000 foreign-born 1 

FMGs in less than seven years or nearly a fifth of the time it would 
take the United Republic of Tanzania to replace its 285 foreign-born 
physicians. This points to the range of difference between two very 
different types of recipient countries, i.e., those that are unable to produce 
enough physicians and those that are able to do so but choose not to. 

Countries that have no medical school are obviously the greatest 
gainers with respect to replacement time-the time being infinite. It 
should be noted that, of the 30 recipient countries having no medical 
school, 18 experienced a net gain of over 70 % in physician/population 
coverage as a result of the inflow of foreign physicians, although of 
course in all countries where there is no medical school or where the 

1 Excluding US-born FMGs. 
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existing medical school has only recently been established, whatever 
physician/population coverage exists is due entirely to foreign-trained 
physicians, whether of national or of foreign origin. In a number of 
these countries a considerable proportion of the physicians are foreign
trained nationals (e.g., 94% of stock in Kuwait). In others that proportion 
is very low, either because there were too few nationals interested in 
becoming physicians or because too few returned to their homeland 
after training abroad. Qatar, for example, has no physicians who are 
nationals. In two-thirds of the countries, nationals comprise less than 
50 % of the physician population. 

Table IV.2, in addition to showing replacement time, shows the 
impact of physician immigration on the physician/population ratio in 
primarily recipient countries. As mentioned earlier, countries that pro
duce no physicians locally generally stand to gain proportionately the 
most in coverage since, without the immigrant physicians, their coverage 
per 10 000 population would hover close to zero. In Qatar, for example, 
which has no national physicians, the 78 imported physicians raised the 
coverage from zero to nearly 10 physicians per 10 000 population. In 
the United Arab Emirates, the 200 foreign physicians accounted for a 
rise in physician coverage from 0.50 to 9.59 physicians per 10 000 popu
lation. On the other hand, most of the larger recipient countries owe 
a relatively smaller percentage of their physician coverage to immigration. 
Their absolute gains in coverage are none the less high-6. 7 for Israel, 
4.1 for Canada, 3.8 for the United Kingdom, 3.4 for Australia and the 
USA. 

3.3 Net impact on donor and recipient countries 

Up to this point the discussion of impact has been confined to an 
examination of the impact of either emigration or immigration. But 
among the countries and territories listed in Tables IV.l and IV.2 there 
are quite a number of donor-recipients, for whom the net impact of mi
gration is very much less severe than would appear from the preceding 
conclusions. It has to be borne in mind, for example, that the physician 
who is a foreigner in country X is at the same time an emigrant national 
of country Y. It is therefore somewhat artificial to speak of the hypo
thetical situation of country X without its foreign physicians and at the 
same time fail to speak of country Y without its nationals repatriated. 
For countries for which data on both inflow and outflow are available, 
it is possible to go a step further, i.e., to consider what the physician 
coverage would have been if no migration had taken place at all-either 
in or out. For the five major recipient countries this is shown below. In 
Tables IV.l and IV.2, figures similar to those below are presented for 
all countries or territories for which data on inflow were available. 
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Australia 
Canada 

Country 

Federal Republic of Germany 
United Kingdom 
United States of America 

Physicians per 10 000 population: 

Actual Assured by Without any 
nationals migration 

13.9 10.5 12.2 
16.3 11.2 14.3 
17.8 16.9 17.7 
14.7 10.9 12.4 
15.4 12.0 12.0 

Among the countries or areas listed in Table IV .1 as being primarily 
donors, there were only a few for which the known inflow compensated 
to any degree for the outflow. The chief among these were Austria, 
Fiji, Hong Kong and Lebanon: 

Country or area 

Austria 
Fiji 
Hong Kong 
Lebanon 

Actual 

18.6 
4.0 
5.3 
8.1 

Physicians per 10 000 population: 

Without any 
inflow 

17.8 
3.3 
4.7 
7.6 

Without any 
migration 

20.6 
4.5 
6.1 

10.8 

The impact of all migration (net impact) on physician coverage is illus
trated in Figures IV. Band IV.C, the former with respect to the primarily 
donor countries, i.e., the first 18 in Table IV.l for which complete infor
mation was available, and the latter with respect to the first 18 primarily 
recipient countries listed in Table IV.2. 

The figures bring out the relative nature of the impact. Thus, for 
example, among the donors the loss of coverage due to migration is 
greater for Lebanon than the corresponding loss for Iran. However, 
even after migration, the coverage in Lebanon is 8.1 physicians per 10 000 
population, whereas in Iran it is reduced to 3.1. Figure IV.C, which 
illustrates the relative nature of the impact in the primarily recipient 
countries, clearly shows the difference between the two types of recipients. 
It is evident from this figure that the dependence on gains from the inflow 
of foreign physicians is much less for the developed countries than for 
the developing countries, some of whose coverage would approach zero 
if foreign physicians were withdrawn. 
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3.4 Comparison of impact on donors and recipients 

In terms of replacement time migration is a bigger gain to the re
cipient country than it is a loss to the donor country. On average, it 
would take a donor country (Table IV.l) one year to replace its migrant 
nationals, while it would take the average recipient country (Table IV.2) 
6.7 years to replace its foreign physicians. This difference holds for 
developed and developing countries alike, but is in each case worse for 
the developing country than for the developed country. Thus, whereas 
it would take the developed donor, on average, only 0.4 years to replace 
its emigrant physicians and the developed recipient 6.6 years to replace 
its foreign physicians, it would take the developing donor 2.3 years to 
replace its emigrant physicians and the developing recipient 8.0 years 
to replace its foreign physicians. In summary: 

Average replacement time in years: 
Countries 

All Developed Developing 

Donor 1.0 0.4 2.3 
Recipient 6.7 6.6 8.0 

The explanation for this phenomenon probably lies in the fact that, 
as is shown in Table III.7, donor countries tend to be those which have 
a high production rate relative to domestic stock and recipients those 
which, if they have a medical school, have a low rate. 

If one were to equate "replacement time" with "suffering" or "adverse 
effect", one could conclude that the adverse effect of withdrawing foreign 
physicians from recipient countries would, on average, be more severe 
than the suffering imposed on donor countries through the loss of their 
nationals. This seems to be borne out by figures relating to the loss of 
coverage, as well as by what is known of the inability of many donor 
countries to employ all the physicians they produce. 

A reinforcing factor in this regard is that recipiency is characteristic 
of the two extremes-the very rich developed and the poor developing 
countries (see also Figure II.A), the former being very few and the latter 
relatively more numerous. Among the 56 countries listed in Table IV.2 
which experienced a gain in physician stock of more than 10% due to 
immigration, there were only seven developed countries and 49 developing 
ones. The difference in impact between the two types is considerable. 
Whereas among the rich the loss of foreign physicians still leaves a decent 
coverage, among the poor developing countries it reduces a derisory 
coverage to nearly zero. 

In contrast, donor countries are intermediate between the two extremes. 
They consist, on the one hand, of the less rich developed countries and, 
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on the other, of the big developing countries (i.e., the most populous 
but not necessarily the richest). Both of these have a reasonable ca
pacity to produce physicians to make up the loss. 

One might almost conclude that the developing countries are handi
capped both ways-if they are big they lose (probably because they over
produce) and if they are small they are dependent on foreign physicians 
for even the most modest level of coverage. 

4. Impact on Health Care 

In the previous sections the focus was on the quantitative losses and 
gains of physician manpower sustained by individual countries. Whilst 
these highlight the inequalities of the impact of migration on the countries 
concerned, it cannot by any means be concluded that if migration were 
stopped inequalities between countries as regards health manpower 
would be significantly reduced. 

4.1 Geographical maldistribution of health manpower 

4.1.1 Between countries 

In the early 1970s there were somf eight physicians and 13 nurses for 
each I 0 000 population in the world. As was shown in Chapter I, the 
world's stock of physicians and nurses is by no means equitably distrib
uted round the globe; in Australia and New Zealand there were nearly 
50 nurses per 10 000 population, compared to 2.3 in Central and South 
America. For physicians the highest coverage was in the USSR, 25.6 per 
10 000, compared to Africa with only 1.3 per 10 000. Faced with such 
contrasts one may well ask how much of these differences is attributable 
to migration. The honest answer has to be-not much. 

If all the migrant physicians and nurses were restored to their native 
lands and, on the very unrealistic assumption that they would all be 
employed in those countries, the situation would not change very much. 
The highest physician coverage would still be in the USSR, but now 25.7 
per 10 000 population instead of 25.6. The lowest coverage would still 
be 1.3 per 10 000 in Africa. In between, some of the areas would gain 
slightly and others lose slightly, as can be seen from Table IV.3, but no 
dramatic changes would take place. 

4.1.2 Within countries 

Gains and losses by countries do not automatically mean that certain 
segments of the population that were previously deprived of medical 
services are either gaining or losing. In most countries, the deprived are 
generally the urban poor and the rural populations. Many physicians 
leave a country when their only opportunity for practice at home lies 
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in one of these areas. Most of these same physicians are not likely to 
pull up their roots only to work in similar areas in another country. 
Thus, in the recipient country the deprived continue to be deprived, while 
in the donor country they are probably no less deprived than before. 
The urban concentration of health manpower in developing countries 
is often cited as a cause of migration, but the analyses carried out in the 
preceding section found no evidence to support this theory. The lack 
of correlation between migration losses and urban concentration would 
tend also to negate the theory that urban concentration is the result of 
migration movement. It is probably more true to say that high urban 
concentration of health manpower is symptomatic of low income and 
development levels, and, so far as migration behaviour is determined by 
imbalances which have their roots in the same factors, the two are related. 
In a way, urban concentration can be both a cause and an effect. Thus, 
it could be argued that physician coverage in rural areas is low because 
physicians emigrate, but equally it is possible to argue that physicians 
emigrate because conditions in rural areas are so poor that no acceptable 
employment opportunities exist there. The process is part of the vicious 
circle of poverty in which many of the donor countries are caught up. 
There is a school of thought that maintains that, as urban areas get more 
and more crowded with physicians, physicians will be forced to move 
out to smaller cities and provincial towns. Apart from being extremely 
uneconomic, such a system could work only if the other overspill alterna
tive, emigration, was stopped. Even then physicians might prefer 
to take up employment outside the health sector rather than to move to 
rural areas. 

In recipient countries a complaint has been voiced that immigrant 
physicians aggravate rather than alleviate the maldistribution of phys
icians, and at least two countries, Canada and the Federal Republic of 
Germany, are now taking measures to direct foreign physicians to areas 
of need. 

Whilst no such measures exist, as yet, in the USA, the data available 
do bear out the theory that foreign medical graduates tend to gravitate 
to areas where the physician to population ratio is already high. 

Thus FMGs in the USA tend to be concentrated in the north-eastern 
states, i.e., those along the Atlantic seaboard from Maine to the District 
of Columbia and those bordering the Great Lakes. Of the 74 277 FMGs 
in the USA in 1972 (including those trained in Canada), approximately 
52 000, or 70 %, were located in that area. By far the heaviest concen
tration was in New York, the location for 19 066, or 26 %, of the above
mentioned total of FMGs. The states with the lowest proportion of 
FMGs tend to be on the West Coast (5). 

On average the USA had 15.4 active physicians per 10 000 population 
in 1973. There was, however, a difference of 16.5 physicians per 10 000 
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population between the best-served state, Maryland, with 25.4 per I 0 000, 
and the worst-served state, South Dakota, with 8.9 per 10 000. If FMGs 
are excluded from these figures, the lowest coverage, still South Dakota, 
goes down by 1.1 to 7.8 physicians per 10 000 population, and the highest 
coverage goes down by 6.4 from 25.4 to 19.0 physicians per 10 000 popu
lation, still in Maryland. The difference between the best and worst is 
reduced from the 16.5 mentioned above to 12.2. On this basis it is 
possible to hypothesize that one-third of the inequality between states 
is caused by FMGs (186, 7, 181). 

It does not follow, however, that FMGs tend to go to overdoctored 
states because the physician/population ratio is high, but rather that their 
location decision is determined by factors completely unrelated to need 
as expressed by low coverage. A longitudinal study of FMGs shows 
that, although they tend initially to settle in areas with low need, their 
subsequent interstate movements tend to be to areas of greater need (37). 
However, because more FMGs arrive each year and only very few move, 
the maldistribution between states never gets any better. 

Within states, FMGs tend to aggravate urban/rural differentials by 
their tendency to settle in large metropolitan areas (7). The physician 
to population ratios for USMGs and FMGs were as follows in 1973: 

Physicians per 10 000 population: 

USMGs FMGs All 

Metropolitan areas 14.2 3.6 17.8 
Non-metropolitan areas 6.9 0.8 7.7 

Total 12.4 3.0 15.4 

Ratio of metropolitan to non-metropolitan 2.1 4.5 2.3 

Thus the degree of metropolitan concentration for FMGs was almost 
twice that for USMGs. 

Whereas 25 % of the United States population lives in non-metro
politan areas, only 14 % of USMGs and 8% of FMGs are located in such 
areas. 

The proportion of FMGs to stock is almost twice as high in metro
politan areas (20 %) as it is in other urban areas (11 %). 

4.2 The quality of health care 

The effect of health manpower migration on the health of people is 
a subject about which many writers have expressed concern. It appears, 
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however, that no attempts have been made to measure this effect, perhaps 
for the very good reason that it would be quite impossible to isolate the 
migration factor from the multiplicity of other factors that influence a 
population's health. Some attempts have been made, however, to assess, 
through the use of indirect measures, the quality of care provided by 
foreign-trained health manpower, but only in the USA. A team of re
searchers has reviewed the literature pertaining to the quality of care deliv
ered by FMGs, with a view to making recommendations as to the future use 
of such graduates in the USA. The review (197) found that, by and large, 
the quality of care might be measurable in three different ways, namely: 

- by focusing on structural variables; 
- by focusing on process measures, i.e., on what is done to or for a 

patient with respect to his particular disease or complaint and on how 
well it is done; or 

- by focusing on outcome measures, i.e., on whether the health 
status of the individual was improved (or stabilized) by the medical care 
provided. 

All three methods are orientated primarily, if not exclusively, to the 
assessment of technical medical care. The first method, which is the 
most indirect of the three and therefore perhaps the least valid for the 
purpose intended, was said to be the one most frequently used. As a 
result of their researches the reviewers felt that it would not be unreason
able to conclude that the cumulative weight of the evidence supported 
the contention that some FMGs, particularly the less-than-fully licensed 
group and the group at the beginning of their graduate medical training, 
were most likely to provide lower-quality care than their counterparts 
who were educated in the USA. This conclusion was based primarily 
on one or more of three persistent themes: apparent deficiencies in 
clinical training beginning at the level of undergraduate medical edu
cation abroad and continuing through at least some graduate training 
programmes in the USA; difficulties with the English language; and 
apparent deficits in the achievement of professional credentials according 
to standards in the USA. The writers also warned that this conclusion 
should not be extended to all FMGs; that the failure to distinguish among 
different types of FMGs had resulted for too long in the belief that all 
FMGs were alike and that all those FMGs who had become successful 
qualified providers of medical care were more like the less-than-fully 
qualified FMGs on the periphery of the medical profession than they 
were like their fully qualified colleagues who trained in USA. No studies 
upon which valid conclusions could be based have been carried out 
using the other two methods. 

A somewhat different point of view emerges from another study in 
the USA-one which focused on an evaluation of policy-related research 
and part of which was devoted to a review both of the concepts under-
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lying the various measures used to assess the competence of FMGs 
and of the published evidence on the technical adequacies and validities 
of those measures (1 14). While this study found that many of the more 
commonly cited indicators of FMG competence were biased and not 
trustworthy, the peer-rating and ECFMG-test data indicated convincingly 
that, by standards in the USA, FMGs as opposed to USMGs were far 
less knowledgeable about contemporary clinical sciences and techniques, 
and that the ECFMG-test data did predict clinical proficiency during 
the early years of practice. The group did not feel that there was any 
evidence or compelling reason to argue that a reduced reliance on FMGs 
would advance the public interest, the question being whether a margin
ally competent FMG is better for the patient than no physician at all. 

Some of the problems encountered by foreign physicians working 
in Australia are described in the Australia case-study in Part Two. An 
interesting feature concerning the impact of foreign physicians in that 
country is that foreign students studying in Australia, many of whom 
come from Asia, are made to return home upon graduation, whilst at 
the same time physicians trained in Asia are (or were until recently) 
admitted to Australia and allowed to practise medicine there. In this 
exchange the quality of health care in both countries suffered, in that 
in each instance the physicians were trained to function in the health 
care system that they had left behind rather than in the one in their country 
of practice. 



Table IV.1 -0\ 
Impact of physician migration on primarily donor countries (ranked in descending order of magnitude of impact index) 0\ 

Physician stock change Physician coverage per 1 0 000 
due to: Replace· 

Impact ment 
Rank Country index time If emigrants Loss With Loss 

or area Emigration All (years) Actual had due to zero due to 
% migration % remained emigration migration migration 

(1) (2) (3) (4) (5) (6) (7) (8) (9) 

"ci 
1 Haiti 29 392 - 129.6 10.5 0.8 1.9 - 1.1 :I: 
2 Malaysia 6 673 - 27.3 -24.7 10.0 1.9 2.4 - 0.5 2.4 -0.5 ><: 

"' 3 Thailand 3 938 - 29.9 -26.3 4.1 1.3 1.7 - 0.4 1.7 -0.4 ..... 
4 Philippines 3 878 - 67.5 8.1 3.5 5.8 - 2.3 Q 
5 Paraguay 2 936 - 36.0 9.8 4.5 6.2 - 1.7 > 
6 Iran 2 775 - 39.2 -38.5 6.2 3.1 4.3 - 1.2 4.3 -1.2 z 
7 Syrian Arab Rep. 2 490 - 48.5 -46.7 4.2 2.5 3.7 - 1.2 3.7 - 1.2 > 8 Sri Lanka 2 384 - 26.8 4.7 2.5 3.2 - 0.7 z 9 Pakistan & Bangladesh 2110 - 15.8 - 11.8 3.0 1.7 1.9 - 0.2 1.9 -0.2 0 10 Ireland 2 106 -120.8 11.3 11.8 26.1 - 14.3 

11 Lebanon 2 023 - 40.9 -33.3 11.6 8.1 11.3 - 3.2 10.8 -2.7 z 
12 Fiji 1 908 - 30.3 - 13.7 5.8 4.0 5.2 - 1.2 4.5 -0.5 c 
13 Dominican Republic 1 790 - 33.9 6.9 5.2 6.9 - 1.7 :>cl 
14 El Salvador 1 576 - 19.0 3.4 2.5 3.0 - 0.5 "' 15 Sudan 1 396 - 5.0 - 0.0 1.0 0.8 0.8 - 0.0 0.8 -0.0 m 
16 China (Prov. of Taiwan) 1 362 - 42.4 3.0 3.2 4.5 - 1.3 r:s 17 Guatemala 1 284 - 12.6 2.6 2.3 2.5 - 0.2 
18 Indonesia 1 233 - 5.4 - 3.2 0.4 0.4 0.4 - 0.0 0.4 -0.0 Cl 
19 Hong Kong 1 164 - 25.5 -14.4 4.9 5.3 6.7 - 1.4 6.1 -0.8 :>cl 

> 20 Rep. of Korea 1 122 - 18.8 - 18.5 4.5 4.8 5.7 - 0.9 5.7 -0.9 ::l 21 Burma 1 106 - 11.3 1.4 1.4 1.5 - 0.1 0 22 India 1 070 - 13.0 1.9 2.0 2.3 - 0.3 z 23 South Africa 904 - 15.8 3.6 4.6 5.3 - 0.7 
24 Colombia 810 - 12.1 - 10.1 3.3 4.6 5.1 - 0.5 5.0 -0.4 
25 Iraq 732 - 12.8 2.7 4.2 4.7 - 0.5 
26 Honduras 711 - 9.4 - 4.0 1.7 2.6 2.8 - 0.2 2.7 -0.1 
27 Cuba 703 - 43.7 4.2 8.7 12.5 - 3.8 
28 Turkey 627 - 11.2 2.6 4.7 5.2 - 0.5 
29 Morocco 568 - 3.6 0.4 0.7 0.7 - 0.0 
30 Peru 560 - 10.1 2.8 5.5 6.1 - 0.6 
31 Rep. of South Viet-Nam 551 - 5.2 - 3.7 0.5 1.0 1.1 - 0.1 1.1 - 0.1 
32 Nicaragua 458 - 9.3 - 8.7 2.6 6.3 6.9 - 0.6 6.8 -0.5 
33 Afghanistan 441 - 2.7 0.2 0.5 0.5 - 0.0 
34 Malta 427 - 30.2 3.4 10.3 13.4 - 3.1 
35 Egypt 395 - 13.1 1.9 5.5 6.2 - 0.7 



36 Iceland 370 - 24.9 -23.9 4.2 14.2 17.8 - 3.6 17.7 -3.5 
37 Ecuador 358 - 8.4 1.2 3.5 3.8 - 0.3 
38 Chile 329 - 7.6 1.4 4.4 4.8 - 0.4 
39 Singapore 264 - 13.3 1.6 7.0 8.0 - 1.0 
40 Bolivia 264 - 9.2 1.0 4.1 4.5 - 0.4 
41 Costa Rica 247 - 3.4 - 1.8 1.4 5.8 6.0 - 0.2 5.9 - 0.1 
42 Austria 178 - 14.5 - 4.1 2.9 18.6 21.4 - 2.8 20.6 -2.0 
43 Mexico 125 - 4.5 0.9 7.7 8.1 - 0.4 
44 Greece 114 - 11.4 1.7 16.7 18.7 - 2.0 
45 Yugoslavia 110 - 6.8 1.1 10.5 11.3 - 0.8 
46 Portugal 91 - 3.2 - 2.3 0.8 9.5 9.8 - 0.3 9.7 -0.2 
47 Spain 80 - 4.4 - 4.2 1.1 13.7 14.3 - 0.6 14.3 -0.6 
48 Hungary 72 - 6.2 1.4 20.7 22.0 - 1.3 
49 Netherlands 69 - 3.6 - 3.0 0.9 13.0 13.5 - 0.5 13.4 -0.4 
50 Venezuela 62 - 2.7 0.6 9.3 9.6 - 0.3 (') 
51 Belgium 61 - 4.3 1.0 16.3 17.1 - 0.8 0 
52 Czechoslovakia 61 - 5.5 1.3 22.4 23.7 - 1.3 z 
53 Brazil 54 - 1.4 0.2 4.7 4.7 - 0.0 "' trl 
54 Uruguay 45 - 3.0 0.5 11.0 11.3 - 0.3 10 
55 Poland 45 - 3.3 0.7 16.0 16.5 - 0.5 c:: 
56 Norway 40 - 2.0 0.6 14.5 14.8 - 0.3 trl 
57 Argentina 36 - 3.5 0.8 20.9 21.5 - 0.6 z 
58 Italy 34 - 2.4 0.6 18.9 19.3 - 0.4 (') 

trl 
59 France 30 - 2.0 - 1.2 0.4 13.4 13.7 - 0.3 13.6 - 0.2 "' 60 Romania 28 - 1.7 0.3 12.8 13.0 - 0.2 
61 Finland 26 - 1.8 - 0.6 0.3 11.8 12.0 - 0.2 11.9 -0.1 0 
62 Japan 25 - 0.9 - 0.3 0.2 11.4 11.5 - 0.1 11.5 -0.1 "l'1 

63 German Democratic Republic 23 - 2.6 0.4 16.8 17.2 - 0.4 ~ 64 Bulgaria 21 - 2.4 0.4 18.9 19.3 - 0.4 
65 USSR 1 - 0.2 0.0 25.6 25.7 - 0.1 0 

Bahamas - 6.3 8.5 9.1 - 0.6 :>:l 
> Barbados - 35.7 5.8 7.9 - 2.1 ::l Cyprus - 10.3 - 9.7 10.1 11.2 - 1.1 11.1 - 1.0 
0 Grenada - 30.3 3.4 4.5 - 1.1 z 

Guyana - 47.1 2.5 3.7 - 1.2 3.2 -0.7 
Jordan - 11.9 - 5.6 3.8 4.3 - 0.5 4.0 -0.2 
Luxembourg - 9.8 10.5 11.6 - 1.1 
Mauritius - 75.4 -71.8 2.0 3.5 - 1.5 3.4 - 1.4 
Nepal - 0.3 -26.2 0.3 0.3 - 0.0 -0.0 
Suriname - 5.4 4.8 5.1 - 0.3 
Trinidad & Tobago - 38.2 4.2 5.8 - 1.6 

Source: Table 1.1. 

Notes: The formula used for the index in column 1 was: 

! : ~ 7 S ! E x 100 where: E = emigrants ; P = population in thousands; A = average annual number produced; S = stock -
For the last 11 countries it was not possible to calculate the index. See also notes in Table 1.1. 
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Table IV.2 
0\ 

Impact of physician migration on primarily recipient countries 
00 

Physician stock Physician coverage per 1 0 000 

Number 
gained through: 

Replace-
Gain due Gain 

Rank Country of 
All 

ment 
Without due Without due to or area foreign Immigration migration 

time Actual immigrants migration all physicians % (years) to 
% immigrants migration 

(1) (2) (3) (4) (5) (6) (7) (8) (9) "1:1 
:I: 
><: 
~ 

1 United States of America 70 646 E + 21.8 + 21.4 8.8 15.4 12.0 + 3.4 12.0 + 3.4 Q 
2 United Kingdom 20 923 + 25.7 + 15.5 8.4 14.7 10.9 + 3.8 12.4 + 2.3 > 
3 Canada 12 244 + 31.2 + 12.6 9.7 16.3 11.2 + 4.1 14.3 + 2.0 z 
4 Fed. Rep. of Germany 5 605 + 5.1 + 0.9 1.4 17.8 16.9 + 0.9 17.7 + 0.1 
5 Australia 4 385 + 24.4 + 11.9 5.6 13.9 10.5 + 3.4 12.2 + 1.7 > 
6 Israel 2 000 E + 25.9 + 20.0 20.0 25.9 19.2 + 6.7 20.7 + 5.2 z 
7 Switzerland 2 000 E + 20.3 + 6.3 4.0 15.4 12.3 + 3.1 14.4 + 1.0 0 
8 Algeria 1 179 + 69.4 + 68.8 20.7 1.3 0.4 + 0.9 0.4 + 0.9 z 9 Saudi Arabia 1 142 G + 43.9 + 43.9 7 3.2 1.8 + 1.4 1.8 + 1.4 

10 New Zealand 934 + 27.2 + 4.9 7.7 11.3 8.2 + 3.1 10.8 + 0.5 c:: 
:;.:1 

11 Libyan Arab Jamahiriya 780 + 93.9 + 93.7 7 4.1 0.2 + 3.9 0.3 + 3.8 "' 12 Sweden 561 + 5.0 + 3.8 0.9 13.9 13.2 + 0.7 13.3 + 0.6 tt1 
13 Zambia 508 + 96.4 + 94.3 7 1.2 0.0 + 1.2 0.1 + 1.1 

f$ 14 Zaire 501 + 61.2 + 61.1 18.6 0.4 0.1 + 0.3 0.1 + 0.3 
15 Nigeria 497 + 38.2 + 6.0 6.2 0.2 0.1 + 0.1 0.2 + 0.0 0 
16 Uganda 453 + 70.0 + 46.2 5.9 0.7 0.2 + 0.5 0.4 + 0.3 :;.:1 
17 Tunisia 442 + 52.2 + 44.8 7 1.6 0.8 + 0.8 0.9 + 0.7 > 
18 Ethiopia 332 + 94.9 + 94.6 16.6 0.1 0.0 + 0.1 0.0 + 0.1 g 
19 United Rep. of Tanzania 285 + 57.7 + 54.9 25.9 0.3 0.1 + 0.2 0.2 + 0.1 
20 Kenya 281 + 56.8 + 20.1 7 0.6 0.3 + 0.3 0.5 + 0.1 z 
21 Ghana 276 + 29.0 + 13.4 27.2 1.0 0.7 + 0.3 0.9 + 0.1 
22 Denmark 235 E + 2.9 + 0.9 0.7 16.3 15.6 + 0.7 16.1 + 0.2 
23 Ivory Coast 208 + 61.9 + 58.0 34.6 0.7 0.3 + 0.4 0.3 + 0.4 
24 Southern Rhodesia 204 E + 19.7 + 13.2 7.8 1.8 1.5 + 0.3 1.6 + 0.2 
25 United Arab Emirates 200 + 94.8 + 94.8 9.6 0.5 + 9.1 0.5 + 9.1 
26 Papua New Guinea 165 + 83.3 + 83.3 0.8 0.1 + 0.7 0.1 + 0.7 
27 Oman 164 + 90.1 + 90.1 2.4 0.2 + 2.2 0.2 + 2.2 
28 United Rep. of Cameroon 158 + 70.2 + 63.1 7 0.4 0.1 + 0.3 0.1 + 0.3 
29 Jamaica 150 + 30.6 + 9.2 0.8 2.5 1.8 + 0.7 2.3 + 0.2 
30 Senegal 146 + 52.7 + 49.5 9.1 0.7 0.3 + 0.4 0.3 + 0.4 
31 Malawi 106 + 93.0 + 92.1 0.3 0.0 + 0.3 0.0 + 0.3 
32 Congo 100 + 61.7 + 59.8 1.3 0.5 + 0.8 0.5 + 0.8 
33 Yemen 100 + 40.8 + 40.4 0.4 0.2 + 0.2 0.2 + 0.2 



34 Guinea 91 + 70.5 + 70.5 0.3 0.1 + 0.2 0.1 + 0.2 
35 Niger 85 + 85.0 + 83.0 0.2 0.0 + 0.2 0.0 + 0.2 
36 Gabon 84 + 87.5 + 80.2 ? 1.9 0.2 + 1.7 0.4 + 1.5 
37 Bahrain 79 + 77.4 + 77.4 4.6 1.0 + 3.6 1.0 + 3.6 
38 Oatar 78 + 100.0 + 100.0 9.8 0.0 + 9.8 0.0 + 9.8 
39 Liberia 77 E + 58.3 + 58.3 ? 1.1 0.5 + 0.6 0.5 + 0.6 
40 Upper Volta 75 + 78.1 + 75.0 0.2 0.0 + 0.2 0.0 + 0.2 
41 Somalia 67 + 32.8 + 32.3 0.6 0.4 + 0.2 0.4 + 0.2 
42 Mali 66 + 48.9 + 43.7 0.3 0.1 + 0.2 0.2 + 0.1 
43 Mauritania 63 + 88.7 + 88.7 0.6 0.1 + 0.5 0.1 + 0.5 
44 Panama 63 + 6.2 + 1.3 1.3 6.8 6.3 + 0.5 6.7 + 0.1 
45 Lao People's Dem. Rep. 58 + 25.4 + 23.2 ? 0.7 0.5 + 0.2 0.6 + 0.1 
46 Swaziland 58 + 90.6 + 90.6 1.4 0.1 + 1.3 0.1 + 1.3 
47 Chad 57 + 90.5 + 90.5 0.2 0.0 + 0.2 0.0 + 0.2 
48 Sierra Leone 57 + 37.0 + 33.8 0.6 0.4 + 0.2 0.4 + 0.2 
49 8urundi 55 + 72.4 + 72.4 0.2 0.1 + 0.1 0.1 + 0.1 
50 Central African Empire 52 + 88.1 + 88.1 0.4 0.0 + 0.4 0.0 + 0.4 
51 Madagascar 52 + 7.6 + 3.8 ? 1.0 0.9 + 0.1 0.9 + 0.1 
52 Democratic Kampuchea 47 + 10.7 + 10.2 0.7 0.6 0.6 + 0.0 0.6 + 0.0 
53 Kuwait 43 + 5.8 + 5.8 8.7 8.2 + 0.5 8.2 + 0.5 
54 Botswana 42 + 95.5 + 95.5 0.7 0.0 + 0.7 0.0 + 0.7 
55 Rwanda 42 + 62.7 + 62.7 7.0 0.2 0.1 + 0.1 0.1 + 0.1 
56 Ben in 31 + 32.6 + 14.7 0.3 0.2 + 0.1 0.3 + 0.0 
57 Monaco 28 + 59.6 + 55.4 19.6 7.9 + 11.7 8.8 + 10.8 
58 Lesotho 25 + 54.3 + 54.3 0.5 0.2 + 0.3 0.2 + 0.3 
59 Togo 22 + 22.0 + 10.0 0.5 0.4 + 0.1 0.4 + 0.1 
60 Equatorial Guinea 21 + 84.0 + 84.0 0.9 0.1 + 0.8 0.1 + 0.8 
61 Gambia 9 + 47.4 + 47.4 0.5 0.3 + 0.2 0.3 + 0.2 
62 Samoa 3 + 5.9 + 5.9 3.4 3.2 + 0.2 3.2 + 0.2 
63 Maldives 2 + 40.0 + 40.0 0.5 0.3 + 0.2 0.3 + 0.2 

Source: Data in Table 1.1. 
Notes: Col. 4 - A question mark indicates a new medical school with as yet unknown production rate. No figure means no medical school. See also notes to 

Table 1.1. 
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Table IV.3 

Effect of migration on health manpower ratios, by geographical/economic area 

Coverage per 1 0 000 population 

Area Physicians Nurses 

Actual No migration Actual No migration 

Europe 15.5 15.8 21.6 21.6 
USSR 25.6 25.7 44.9 44.7 
Canada & USA 15.6 12.4 39.6 37.0 
Australia & New Zealand 13.7 12.5 49.4 55.1 

Developed group 18.1 17.4 32.3 31.8 

Central & South America 6.8 2.3 
Asia 2.9 3.3 2.9 3.3 
Africa 1.3 1.3 2.7 2.7 
Oceania 2.0 1.8 6.7 6.7 

Developing group 3.2 3.5 2.7 3.0 

World (excluding People's Rep. 
of China) 8.2 8.2 12.7 12.7 

Sources: Tables 1.10 and 1.30. 



CHAPTER V 

Country-specific policies influencing migration 

Introduction 

Aside from the numerous factors that cause health personnel to feel 
the need to migrate, there are factors that have facilitated the movement 
of many. The two main ones are: the relative ease with which foreign 
health personnel have been able, at least within the past ten years, to 
obtain permission to practise in some countries despite what appear to be 
relatively rigid controls on the practice of medicine and nursing; and the 
rather permissive policies of the major recipient countries on the immi
gration of highly skilled and trained manpower. 

The record shows that migration policies and practices in highly 
developed countries have nearly always been more influential in deter
mining the pattern of migration than have those in developing countries. 
This .was clearly demonstrated by the results of the decision of the 
United States of America in 1965 to lower the quota for immigration 
generally from the Western Hemisphere and raise it for highly skilled 
manpower from other parts of the world. It was also demonstrated by 
the relatively heavy inflow of foreign physicians and nurses into Canada, 
the Federal Republic of Germany, and the United Kingdom, countries 
which also started around that time to relax their restrictions on the 
employment of highly skilled foreign health manpower, although all 
three of them have recently attempted to reverse that policy. 

Policies and legislation at the donor end have tended to be restrictive 
and to aim at reducing or halting outflows. They have usually taken the 
form of rules and regulations that made it difficult or impossible for 
would-be emigrants to leave the country rather than preventive measures 
that tackled some of the underlying causes of migrants wanting to leave 
in the first place. On the whole, the action taken has been piecemeal 
and, especially in the more liberal political systems, ineffective. 
Another approach tried by donor countries has been to attempt to 
encourage migrants to return and yet a third, probably the most realistic, 
borders on the type of preventive measures really needed. This has been to 
minimize the loss caused by emigration to the health care system by 
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formulating alternative modes of health care delivery for those deprived. 
Unfortunately, there exist no systematic evaluations of the measures 
taken to stem the international flow of health professionals. 

In addition to the measures taken unilaterally at either end of the 
flow, there are the international agreements which either, like the inter
national recognition of medical degrees, foster general mobility or, like 
the regulations of the EEC, foster mobility within a delimited area. 

2. International Recognition of Medical Degrees 

Each country has regulations, explicit or otherwise, governing the 
practice of medicine and nursing by health personnel born or trained 
outside the country. As regards physicians, a WHO publication (199), 
contains details as to the regulations existing in 1967 in 42 countries. 
More up-to-date information on licensure and the recognition of foreign 
degrees will be found in the World Directory of Medical Schools (206). 

From an analysis of the various regulations governing medical practice, 
one gains the impression that, in general, physicians trained in one country 
would have considerable difficulty in obtaining permission to practise 
in another country. If the provisions were to be strictly and literally 
interpreted, it would appear that there was no such thing as automatic 
equivalence and international recognition of qualifications. In some 
countries, such as Canada and the USA, both of which have a federal 
system of government, equivalence does not exist even within the country. 
Thus, a physician who qualifies in a particular province of Canada is 
not automatically entitled to practise in another province; nor is a phys
ician who qualifies in a particular state in the USA entitled automatically 
to practise in another state. 

It is only rarely that the legislation of a country contains provisions 
as to the equivalence and validation of incomplete studies effected abroad 
by either national or foreign students who wish to continue their studies 
in that country. In 1967, among the 42 countries dealt with in the 
WHO survey, only Belgium, France, and the Federal Republic of Ger
many had such provisions. In the USA the 1976 Health Professions 
Educational Assistance Act has enabled students (in practice mostly US 
citizens) to transfer back to United States medical schools after two 
years study abroad. 

Most countries have provisions concerning the validation of medical 
diplomas obtained abroad. Such provisions may be divided roughly 
into two groups: those which permit the recognition of foreign qualifi
cations only in exceptional cases, and those which make such recognition 
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subject to certain conditions, which vary from country to country as 
regards the degree of flexibility. 

Because of the marked differences in the provisions and the lack of 
information as to how-and even in some instances whether-the pro
visions are applied, generalization is difficult. Moreover, sometimes the 
provisions are so worded that they can be interpreted in what is considered 
the most suitable way at any particular time by those responsible for 
deciding which and how many physicians born or trained elsewhere 
will be allowed to practise in the country concerned. Essentially, the 
demand for physicians determines the way in which provisions are 
interpreted and applied. Furthermore, no legislation is binding for all 
time and, as will be seen below, some of the major recipient countries 
are changing their regulations in response to new requirements. Such 
changes are likely to affect the pattern of physician and nurse migration 
throughout the world. 

The more widely medical degrees become internationally recognized, 
the easier it becomes for health manpower to migrate. Both WHO and 
UNESCO are currently working toward the mutual recognition by 
countries of health degrees and diplomas. There would, however, seem 
to be a basic inconsistency in deploring the loss of highly trained per
sonnel from developing countries and at the same time advocating the 
international recognition of their qualifications, thus widening their 
opportunities for migration. 

3. Policies in Major Recipient Countries 

Until recently most of the major recipient countries have maintained 
a fairly open-door policy toward foreign health personnel. Little by 
little, however, many of them have been reconsidering their attitudes as 
the immigration flows have grown in volume and shown no sign of 
abating despite the increasingly unfavourable economic climate. 

3.1 United States of America 

Until 1965, physicians and nurses entering the USA as immigrants 
were subject to the Quota Act of 1921, which largely favoured countries 
of the Western Hemisphere and, particularly, countries of northern 
Europe. This Act was replaced by the Immigration Act of 1952, which 
broadened somewhat the quota system as originally conceived. 

In 1965 the immigration law was again changed, and with the changes 
the national-origins quota system was abolished. Accordingly, as from 
1965 immigrants were to be admitted on the basis of the order in which 
they applied for visas, regardless of their country of birth. Moreover, 
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total annual immigration was not to exceed 290 000, of which no more 
than 120 000 annually from the Western Hemisphere (the remaining 
170 000 from other parts of the world) and no more than 20 000 annually 
per foreign state. An annual quota of 17 000 was established for pro
fessional and highly skilled personnel in third and sixth preference 
categories (i.e., those having an exceptional ability and those who repre
sented skills that were in short supply in the USA). Foreign physicians 
potentially fell into one or another of these two categories. The result 
of the 1965 amendment to the immigration law was not only a rapid 
increase in the total number of foreign physicians entering the United 
States of America as immigrants but also a rapid change in the character
istics of the immigrants in terms of nationality. 

Foreign physicians could also enter the USA as exchange visitors 
(J visas). This mode of entry was introduced in 1948 to facilitate the entry 
of students as part of a two-way exchange. With respect to medical 
students it failed in its original purpose, which was to allow foreign under
graduates to study in the USA. However, the visas were taken up by 
graduate students who went into internships and residency positions 
and thereby augmented the number of FMGs working in US hospitals. 
Many stayed on in the USA after their studies were over. To counter 
this, the Act was amended in 1956 and those with J visas were thereby 
required to leave the USA for at least two years before being eligible to 
apply for either an immigrant visa, a nonimmigrant visa, or an adjustment 
of status to that of permanent resident. Many who were unable to obtain 
waivers to this ruling did not return to their homelands (as intended by 
the law) but went instead to other countries, particularly to Canada, where 
they could readily find employment until such time as they could legally 
re-enter the USA. For those doing so, the country concerned thus became 
a " way station " for immigration to the USA. 

After lengthy debate, the Act was again amended so that from 1970 
onward everyone possessing a J visa had the right to apply for a change 
to immigrant status and it was no longer necessary for the persons con
cerned to leave the USA during the period of the change-over. That 
many foreign physicians in the USA almost immediately took advantage 
of that ruling is made evident by statistics presented earlier in this report 
(see Chapter II, Section 2.6.1.). 

On 12 October 1976, the President of the USA signed into law the 
Health Professions Educational Assistance Act (184), which aims essen
tially at the production of more primary-care practitioners and the 
improvement of health services in manpower-shortage areas. The law, 
whose main provisions of concern here came into effect on 10 January 1977 
and will remain in force for at least five years, declares that there is no 
longer an insufficient number of physicians and surgeons in the USA 
and that there is no further need to accord preference to alien physicians 
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and surgeons as regards admission to the USA. More specifically, 
the Act provides that: 

(a) Foreign physicians wishing to enter the USA either as immigrants 
on the basis of their professional skills (preference categories 3 or 6 of the 
Immigration and Nationality Act), as special immigrants from the West
ern Hemisphere, or as nonpreference immigrants must pass parts I and 
II of the National Board of Medical Examiners' examination (or an 
equivalent as determined by the Secretary) and be competent in written 
and oral English. 

(b) A foreign physician may enter the USA as an exchange visitor 
(J visa) only on condition that: 

a school of medicine and an affiliated hospital have agreed in writing 
to provide the individual's training; 

the individual, in addition to meeting the above-mentioned require
ments, will be able to adapt to the educational and cultural environment 
in the USA and will have had adequate prior training; 

the individual has made a commitment to return to his country and his 
country has given, in writing, an assurance that upon completion of train
ing he will be appointed to a position where his acquired skills will be 
utilized fully; 

the individual will stay in the USA no more than two years unless 
additional training is specifically requested by his country. 

The requirements pertaining to exchange visitors may be waived until 
31 December 1980 in situations where there might be a substantial disrup
tion in the health services provided by the graduate training programme 
in which the alien seeks to participate. However, in granting waivers, 
the Attorney General must ensure that the total number of aliens partici
pating in such programmes any time after 10 January 1977 does not 
exceed the number participating on 10 January 1977.) 

(c) Foreign physicians who are in the USA as exchange visitors and 
who wish to apply for permanent residence status are no longer eligible, 
simply on the basis of permission from their country, for a waiver of the 
requirement that they first return to their country for a period of two 
years. 

(d) Foreign physicians are no longer allowed to enter the USA as 
persons of "distinguished merit and ability" coming to perform services 
of an exceptional nature requiring such ability (H visa) unless they have 
a specific invitation, from either a public or a non-profit private educational 
or research entity, to teach or to conduct research or both. 

In order to augment the supply of US graduates, the Act stipulates 
important conditions for substantial capitation grants to be made avail
able to medical schools, e.g.: 



176 PHYSICIAN AND NURSE MIGRATION 

(a) Enrolments must not be reduced below the level existing in either 
the 1975/1976 or the 1976/1977 school year (whichever is the greater). 

(b) Schools must not reduce their level of expenditures from non
Federal funds. 

(c) Schools must progressively increase residencies in primary care 
(i.e., family practice, general internal medicine, and general paediatrics) 
up to the level of 50% of residencies by 1980, and this must not be done 
at the cost of disaffiliating other residency programmes. 

(d) Schools must reserve an "equitable number" of third-year class 
positions for the transfer of US citizens who were enrolled in foreign 
medical schools before 12 October 1976, who have completed two years 
of medical education, and who have passed part I of the National Board 
examination. 

(e) Residency training programmes in family practice, general internal 
medicine, general paediatrics or general obstetrics and gynaecology, in 
order to receive Federal assistance, must establish a "reasonable number" 
of positions which can be shared by an average of two trainees per year. 
Among other things, this would make it possible for women trainees with 
children to complete residency programmes on a part-time basis. 

The Act at once evoked a variety of reactions in the USA. The Ame
rican Hospital Association, for example, concerned about a potential 
severe reduction in services at some big-city hospitals, asked: (a) that the 
implementation of the Act be delayed until 1978; (b) that the Govern
ment establish an advisory panel to develop criteria for waivers regarding 
foreign physicians entering the USA as exchange visitors; and (c) that 
FMGs be allowed to take the ECFMG examination as a temporary 
equivalent to the National Board of Medical Examiners' test (the latter 
test, unlike the ECFMG examination, is not administered outside the 
USA). 

Medical school authorities were reported to fear the possibility that 
federal funds would be withheld from institutions that failed to accept, as 
transfer students, Americans who have been studying abroad. At stake 
in the confrontation are tens of millions of dollars in funds and guaranteed 
student loans that the law says will be forfeited by medical schools that 
do not agree to go along with this and other parts of the plan for the 
improvement of health services in manpower-shortage areas. Hereto
fore, most of the federal funds granted to medical schools were for re
search and the training of research workers. The new law focuses instead 
on the use of funds for the training of larger numbers of medical personnel 
for the delivery of primary care. 

Reactions to the Act were also manifest in the large colony of foreign 
physicians in the USA, many of whom had acquired membership in 
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the American College of International Physicians, Inc., an association 
of foreign physicians founded in the USA in 1975 with the aim of helping 
its members to attain and maintain acceptable standards of proficiency 
and satisfactory working conditions. 

Reactions were also manifest among physicians in other parts of the 
world, many of whom, taking advantage of the 90-day period between 
the promulgation of the Act and its implementation, hastened to enter 
the USA during that period. It is said, for example, that an estimated 
220 South African physicians availed themselves of this opportunity (12). 
It is also reported that between 300 and 400 physicians working in the 
United Kingdom's National Health Service hurried to meet the deadline 
of 10 January 1977. Many of them, once they have established residence 
and registered in the USA, will probably return to the United Kingdom 
to complete their commitment to the National Health Service and then 
emigrate to the USA within 364 days after their initial departure from 
the USA. A number of those involved are physicians who came to the 
United Kingdom from India and Pakistan (83). 

Regarding nurses, the Act does not appear to contain clear-cut 
measures for limiting their inflow. It does stipulate; however, that 
beginning in 1977 nurses would be eligible for scblarships under the 
National Health Service Corps Scholarship programme. Another 
source (44) indicates that all State Boards of Nursing in the USA now 
require graduates of foreign nursing schools who want to be licensed 
in the USA to take the State Board Test Pool Examination, i.e., the 
same examination as is required of nurses trained in the USA. 

In May 1976, the Commission on Graduates of Foreign Nursing 
Schools was established to develop and administer a testing and evalu
ation programme for graduates of foreign nursing schools who seek en
trance to the USA. The Commission was established with a view to 
ensuring respect for the purpose for which licensure exists, i.e., the pro
tection of the public from unqualified practitioners. The welfare of the 
nurses themselves, both foreign and national, was also a consideration. 

3.2 United Kingdom 

During the period 1970-1975, according to a report of the General 
Medical Council (GMC) (74), there were important developments regard
ing the registration of overseas physicians in the United Kingdom, where 
statutory provisions for such registration, under reciprocal arrangements, 
have existed since the year 1886. By 1970, reciprocal arrangements had 
been established with 23 countries and recognition thereby extended to 
the primary medical qualifications granted to students of over 90 medical 
schools abroad. 
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Concerned about the standard of the qualifications it recognized, the 
GMC in 1971 appointed the Committee of Inquiry into the Regulation 
of the Medical Profession. One of the duties of the Committee was to 
review those qualifications which the GMC recognized for the purpose 
of full registration. Of necessity, the review took considerable time but 
its progress was marked by step-by-step reductions in the number of 
qualifications recognized by the GMC (74). In 1972, as a result of 
political developments, the qualifications granted in Pakistan and what 
is now Bangladesh were no longer recognized (previously some six schools 
in those countries had been recognized. by the GMC). Subsequently, 
medical degrees granted in Sri Lanka after 1 January 1972 ceased to be 
recognized as qualification for full registration. In 1975, a similar decision 
was taken by the GMC with respect to qualifications granted after 22 May 
1975 to graduates of 55 medical schools in India. This decision did not, 
however, reflect upon the standard of qualifications granted in earlier 
years. 

The immediate effect of the 1975 decision was a rapid rise in the 
number of applications for full registration, not only from Indian phys
icians who had qualified in earlier years and possibly feared a complete 
cessation of reciprocal agreements, but also from physicians who had 
qualified in other countries with which the United Kingdom has reciprocal 
arrangements. 

The regulations governing the temporary registration of overseas 
physicians are considerably different from those governing full registration. 
Whereas the Medical Acts make the grant of full registration,· under 
reciprocal agreements, a right for a physician possessing the necessary 
qualifications and experience, the grant of temporary registration rests 
within the discretion of the GM C. In exercise of this discretion, the GM C 
introduced during 1975 tests of the linguistic proficiency and professional 
knowledge and competence of individual physicians applying for tempor
ary registration. These tests, conducted by the Temporary Registration 
Assessment Board (TRAB), include two components-language and 
medicine. A candidate who fails either of the components fails the 
test. 

The Committee of Inquiry, in its report which was published in 
April1975 (71), submitted a number of recommendations for consideration 
by Parliament. Among those relating to physicians trained abroad 
were the following: 

(a) The GMC should register only those overseas-educated physicians 
whose standard is up to the minimum required of a medical graduate 
in the United Kingdom. 

(b) It would be undesirable to introduce a qualifying examination at first 
degree level as a condition of admission of overseas-trained physicians. 
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(c) The GMC's proposals for new arrangements to control the 
admission of overseas-trained doctors should be implemented. 

(d) Arrangements should be made for aff<;>rding specialist registration 
to overseas physicians on the basis of education and experience obtained 
overseas. 

(e) The Department of Health and Social Security should mount a 
sudy of training programmes for overseas physicians. 

(f) The special arrangements which are being devised for the mutual 
recognition of medical qualification within the European Economic 
Community are to be welcomed. 

With regard to the EEC (see Section 5.1 below), one of the United 
Kingdom's major concerns centres on the directive which lays down 
minimum periods of training for each of the various medical specialties, 
given that in every case the period stipulated is less than that currently 
laid down by the Royal Colleges for the completion of higher specialist 
training. According to one source (65) there is quite a difference between 
the concept of a specialist as recognized for EEC purposes and a physician 
recognized in the United Kingdom as having completed specialist training 
to the standard required of a consultant in the National Health Service. 
The main difference is that in the seven member States on the continent 
of Europe specialists are identified separately from other physicians. The 
EEC directive concerning specialists takes no account of what is called 
the general professional training element in the United Kingdom and 
the Republic of Ireland. In order to conform to the directive, the United 
Kingdom will have to introduce a system of registration whereby specialists 
can be identified. 

Reactions to the directives of the Council of the European Communi
ties and to the decisions of the GMC regarding reciprocity have been 
particularly manifest among overseas physicians in the United Kingdom. 
In 1975, according to one source (196), they formed an association entitled 
"Overseas Doctors' Association", which seeks for its members the 
following: 

(a) freedom of movement and establishment in countries of the EEC 
(currently denied to them by the directives of the Treaty of Rome); 

(b) implementation of the recommendations of the special Committee 
of Inquiry mentioned above; 

(c) representation in all negotiating bodies dealing with physicians 
in the United Kingdom. 

(d) full participation in postgraduate training activities and particular 
provisions for the training of those overseas physicians whose sole purpose 
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in coming to the United Kingdom is to obtain further training and to 
return to their country of origin; and 

(e) full registration, by the GMC, of those graduates of Bangladesh 
and Pakistan medical schools who are in the United Kingdom and who 
received their primary qualification at a time when such qualification was 
recognized in the United Kingdom as a basis for full registration by the 
GMC. 

The United Kingdom's previous reciprocal arrangements for the 
registration of nurses trained outside the United Kingdom were with
drawn by the Nurses' Act of 1949. According to a report of the General 
Nursing Council for England and Wales (75), many countries have felt 
that reciprocity continued to exist. At its meeting in April 1974, the 
Council's Registration and Enrolment Committee agreed that training 
schools abroad should be advised that there was now no such process 
for registration, either partial or complete, and that each application 
would be considered on its merits. At the same time the Committee 
agreed to increase the minimum periods of training required in the case 
of applicants asked to acquire further training. The Committ~ also 
rejected a proposal of the Royal College of Nursing that written and ward
based examinations be instituted for all nurses trained overseas who 
wished to practise in the United Kingdom. 

3.3 Canada 

In February 1975, federal immigration regulations were amended so 
that graduates of foreign medical schools entering Canada as landed 
immigrants must either have made prior arrangements for employment 
in positions for which no Canadian citizen or legal Canadian resident 
was available, or must be proceeding to a destination designated as being 
persistently in short supply of physicians. 

In British Columbia, the Council of the College of Physicians and 
Surgeons, feeling that it was not the intent of the regulations that the 
landed-immigrant physician would proceed to a community in need of a 
physician and then shortly thereafter move to a more desirable area but 
one which might not necessarily require additional physicians, amended 
the regulations to the effect that full registration could be granted to 
Canadian citizens only. All other appropriately qualified physicians 
would thus be eligible only for temporary registration and could be 
subject to restrictions as regards geographical area of practice. The 
landed-immigrant physician coming to British Columbia could thus be 
licensed to practise only in specified areas of need for a maximum period 
of three years, or until Canadian citizenship was obtained, following which 
he would be eligible for full registration and the geographical restriction 
removed. 
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The above amendment, made effective on 21 May 1975, presupposed 
that a landed-immigrant physician entering Canada by virtue of the 
federal immigration regulations must have voluntarily chosen an area 
confirmed to be in need of a physician. The geographical restriction 
imposed by the temporary registration thus clearly prohibited the immi
grant from practising in a province or other geographical area different 
from that which he had chosen on entering Canada (or British Columbia) 
unless the College agreed to other arrangements. 

The above amendment gave rise to conflict with the Human Rights 
Commission of British Columbia and, subsequent to a hearing in May 1976 
by a board of enquiry established under the Human Rights Code of 
British Columbia, the College was ordered to cease acting under the 
amended regulations and to remove any geographical restriction which 
had been imposed on any landed-immigrant physician who was otherwise 
fully eligible for registration. This method of influencing physician 
distribution, and at the same time providing some continuity of physician 
services in areas of need, is therefore no longer in force (10). 

Two categories of foreign applicants for licensure are identified: 
(a) those from the United Kingdom, the USA, South Africa, Australia, 

and New Zealand (who apparently do not need to sit the examination of 
the Medical Council of Canada); and 

(b) those from other countries (who are required to sit the above 
examination and may receive a temporary license if their pass mark 
is 80 % or more). 

As a policy statement the final communique of the Conference of 
Federal-Provincial Ministers of Health, 22 June-23 June 1977, is of 
interest. 

"The Ministers reviewed the measures taken over the past three years to ensure 
an appropriate supply of physicians in Canada, to reduce the levels of immigration 
of physicians and to rationalize the number of medical graduates by Canadian uni
versities. Despite susbantial reductions in numbers of immigrant physicians over 
the past four years, Ministers continue to be concerned with the problems of mal
distribution which result in some parts of the country experiencing a shortage of 
physicians. They agreed that, if present trends continued, there may be in the future 
a greater number of physicians than required, and it is essential that the current system 
of control of immigration of physicians be continued and strengthened. They also 
agreed to consult and to collaborate regarding any contemplated changes in the size 
of enrolment of medical schools. Ministers agreed to examine and strengthen the 
mechanics for ensuring that no post is offered to a potential immigrant physician 
if a suitable Canadian is available." (82) 

Foreign nurses are required to pass an examination for registration. 
However, the Canadian Nurses' Association, in response to the "Green 
Paper on Immigration" published by the Special Joint Committee on 
Immigration Policy, submitted a formal report indicating the official 
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position of the Association as being opposed in principle to the recruit
ment of foreign nurses, and suggesting a closer working relationship 
between immigration authorities, employers, and licensing authorities. 

4. Policies in Donor Countries 

Policies and measures introduced in donor countries can be divided 
into three types: 

Restorative, which aim at correcting the adverse effects of migration. 
Restrictive, which aim at arresting the flow of migrants rather than 

eliminating the causes. Such measures are usually short-term, and over 
longer periods of time may prove difficult to enforce. 

Preventive, which aim at the causes of migration rather than at the 
migrants themselves. The basic goal of such preventive measures should 
be to promote conditions within society in general and the health system 
in particular that motivate individuals to remain in their own country. 

4.1 Restorative measures 

Some attempts have been made by donor countries to induce migrants 
to return from abroad: 

(a) In Argentina, a repatriation scheme initiated in 1964 provides 
for exemption from payment of customs duties on imported household 
effects, automobile, and equipment essential to the work of the return
ing person (I 34). 

(b) In Colombia, according to a scheme initiated in 1968, persons 
returning to the country are offered a three-year contract to serve as 
university professors or research fellows. In addition to the basic salary 
corresponding to the type of job the person agrees to perform, he or 
she receives: an annual supplement of US $6 000, an allowance of 
US $1 500 for the removal and reinstallation of household effects, travel 
expenses for self and dependents, and exemption from import taxes 
on household effects and automobile. The Government also enacted 
legislation to establish an employment service for returning persons (I 80). 

(c) In Greece in 1964 a repatriation scheme was announced whereby 
high-level personnel, including physicians, who returned from abroad 
would be given a two-year contract to participate in the nation's develop
ment efforts. Travel expenses were guaranteed, as was a relatively high 
income during the period ofthe contract. The Organisation for Economic 
Co-operation and Development was to assist in all phases of the 
scheme (192). In the case of physicians, it is not known how this scheme 
was reconciled with the legislation in Greece which stipulates that Greek 
nationals trained abroad can be registered only if they graduated in 
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countries which have a reciprocity agreement with Greece and only if 
they had practised abroad for at least 10 years. 

(d) In India, the repatriation scheme, which was instituted in 1958, 
appears to have failed and been abandoned. According to the scheme, 
generally referred to as the Scientists' Pool, the Government of India 
provided temporary posts and a reasonable income to highly qualified 
persons returning from abroad until they could find suitable posts on 
a more permanent basis. The programme is said to have failed for two 
reasons: firstly the number who returned was rather small; and secondly 
a very large proportion of those who did return did not find employment 
and so continued on the rolls of the Pool without engaging in productive 
work (143). 

(e) In Iran in 1976 a team from Pahlavi University Medical School 
was appointed to go to the USA for the purpose of recruiting qualified 
Iranian and non-Iranian physicians interested in obtaining teaching 
posts in the Medical School (121). This was part of a repatriation scheme 
that had been going on for a number of years. 

(f) The policy pursued with regard to the employment abroad of 
Yugoslav nationals is based on the principle that such employment is 
only temporary. In line with this principle, efforts have been made, by 
means of international agreements, to protect the rights and interests of 
Yugoslavs working abroad. Thus, from 1965 to 1971, Yugoslavia 
concluded agreements governing the employment of its citizens in various 
countries-first with France and, in turn, with Austria, Sweden, Federal 
Republic of Germany, Netherlands, Belgium, Luxembourg, and Australia. 
Yugoslav nationals returning home no longer have to pay duty on house
hold effects and on the import of equipment intended for personal use 
in their trades (21). 

4.2 Restrictive measures 

Restrictions on migration may be imposed in either donor or recipient 
countries. In the past those taken at the donor end, unlike the measures 
taken at the recipient end, have been remarkably unsuccessful unless 
backed up by more fundamental preventive measures. 

Among the most direct measures have been: 
(a) The Government regulation in Haiti which prohibits physicians, 

dentists, nurses and laboratory technicians from leaving the country (20); 
(b) The control of exit visas in Pakistan. Those permitted to leave 

the country are bound to remit up to 20% of income earned abroad (129); 
and 

(c) The Exit Permit Act (1971) of Sri Lanka. According to this Act, 
personnel who want to leave the country for employment abroad are 
issued passports valid for one year at a time and must sign an agreement 
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to remit up to 10 % of the income they receive abroad each month. 
The Cabinet Committee Inquiring into the Problem of Technologically, 
Professionally, and Academically Qualified Personnel Leaving Sri Lanka 
(in whose report (157) the above-mentioned measures are more fully 
described) has questioned the efficacy-and in some instances the justice
of such measures, and has formulated a set of recommendations for 
consideration by the Government. 

Since 1972, new medical graduates in Thailand have been required 
to serve for three years in the public health service-the first year in a 
rural health centre and the next two years either in a provincial hospital 
or, if they prefer, in the same or another rural health centre. Alternatively, 
they can reimburse the Government for the cost of their medical education, 
which is approximately US $20 000 (64). 

A number of countries have imposed a period of military or health 
sector service on medical graduates before permitting them to enter 
private practice or to emigrate: 

(a) In Iran in 1964 a Health Corps was created into which were drafted 
all medical school graduates eligible for service in the Army. After an 
initial six-month period of training in basic military and rural medicine, 
the graduate was sent, often in mobile units, to serve for 18 months in 
rural areas. Aside from providing much needed care, the graduate was 
introduced to rural practice, with the possibility of a choice of career in 
that direction. The programme was considered highly successful in the 
sense that about 50 % of the veterans have applied for positions in rural 
areas (103). 

(b) Newly graduated Ethiopian physicians were required to serve at 
least two years in a provincial or rural hospital (99). 

(c) In Indonesia, according to a report published in 1971 (67), nearly 
all physicians were nominally in Government employment. They must 
remain in Government service in order to obtain a licence that permits 
them to set up private practice, which they invariably had in addition to 
their Government post. Generally, new graduates were supposed to 
serve three years in a rural area before being posted to a middle-sized 
city. At the end of another 10 years of service they were permitted to 
move to Jakarta. Whether or not this procedure has been either enforced 
or changed is not known. 

(d) In the Republic of Korea, under the Third Five-Year Plan (1972-
1976), one of the targets for 1973 was the expansion of health and medical 
facilities in the local areas, including compulsory posting of physicians 
to those agricultural and rural areas where there were no physicians (219). 
In addition to a monthly basic salary of US $106, medical officers 
working in rural areas received a lump sum ranging from US $42 to 
US $312 per annum, depending on the remoteness of the area (99). 
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(e) In Sri Lanka, the Compulsory Public Service Act of 1961 was rather 
rigidly applied to medical graduates, but the provision that required five 
years of obligatory service appears only to have postponed the emigration of 
physicians, since a good proportion of them left the country as soon as 
they had completed this period. According to another administrative 
measure, various categories of trained personnel who were sent abroad 
for study or training or were given leave, with full pay, to study within 
Sri Lanka, were required to sign an agreement whereby they promised 
to serve one year in Sri Lanka's public sector for each month of study, 
with a maximum of 15 years. Prior to 1973, those personnel willing and 
able to do so were permitted to discharge the agreement by a 
cash payment based on the cost of the study or training involved. 
This is no longer permitted-all are obliged to serve the required 
number of years (157). The selection of candidates for the award of 
fellowships is based on a point system. Extra points are given to physicians 
working in rural areas (99). There are also provisions governing the 
release of officers in the public service to take up assignments abroad 
with either a foreign government or an international organization: the 
period of release is limited to two years; the officer concerned is required 
to sign an agreement to serve the Government, on his return, for a 
period of six years; he loses his salary and pension rights for the two 
years he is away; and he cannot be considered for promotion to any 
vacancies that might arise during the period of release (157). 

Both India and Sri Lanka had long ago banned the holding of the 
ECFMG examination in their countries, but apparently this merely meant 
that, during the years when the examination continued to be administered 
elsewhere, candidates sat the examination in neighbouring countries. 

A more promising form of donor restriction involves bonding persons 
applying for study abroad since it has been shown that sponsored students 
or fellows are more likely to return home than those without such formal 
ties. Some countries have successfully retained their health workers 
through a combination of measures which include the reorientation of 
education and career development schemes supplemented by some 
restrictive measures to control travel abroad for study or other purposes. 
Although these measures have been effective in regulating the flows, 
they have been criticized for restricting the freedom of the individual. 
The countries concerned, however, claim that, in order to reconcile the 
rights of society with the rights of the individual, some personal freedoms 
may need to be restricted. 

4.3 Preventive measures 

Most of the preventive measures adopted by countries have taken 
the form of incentives aimed at making the alternative of work or study 
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at home more attractive to would-be migrants and more relevant to 
country needs. 

Many countries have schemes aimed at attracting health professionals 
to deprived areas. Among the incentives offered, particularly to phys
icians, and especially those serving in hardship areas, are housing and 
transportation facilities, supplements to basic salaries, permission to 
devote part of their time to private practice and, after completion of 
service in hardship areas and depending on the length of such service, 
opportunities for fellowships and preferential admission to more attractive 
and senior posts. The types and value of the incentives offered vary from 
country to country (99). 

Although there is extensive literature on the subject of incentives, 
as yet very little evaluative work exists in the field. One of the rare 
exceptions is in Chile (104). A scheme designed to improve rural health 
coverage was started in 1955 within the Servicio Nacional de Salud 
(National Health Service). The "general zone physician" programme 
consisted of a voluntary system under which a package of incentives was 
offered to newly-graduated physicians, including not only substantial 
economic rewards, housing facilities, etc., but also the chance to receive 
a three-year specialization fellowship on completion of rural service, 
accelerated promotion, and eventual eligibility for government employ
ment in the cities. Public recognition of rural service was given by 
Chile's Medical College. The number of graduates entering the scheme 
increased annually to reach 59 % of all new graduates in 1972. The 
effect of the programme on the physician/population ratios in Chile was 
remarkable. Between 1955 and 1970 the physician/population ratio in 
Santiago declined from 10.9 to 9.8 per 10 000 population and that in the 
rest of the country increased from 2.8 in 1950 to 3.8 in 1970. 

A number of countries have attempted to improve local facilities for 
postgraduate studies in order to dissuade physicians from going abroad 
to study. 

In Colombia increasing emphasis has been given to the establishment 
of postgraduate medical education, with the result that every specialty 
can be pursued in university hospitals within the country and the need 
for physicians to seek specialty training abroad has been reduced. For 
Indian physicians, the postgraduate qualifications they have received in 
the United Kingdom from 1977 onwards are not recognized. 

An explicit policy has been adopted that preference for enrolment 
in postgraduate medical education programmes in Pakistan will be 
given to candidates trained in Pakistan as opposed to those trained 
overseas. Postgraduate education programmes have been strengthened 
and increased (25). While some view this as one way to stem the outflow 
of physicians, others are concerned that the focus on postgraduate 
medical education and expensive hospital schemes is highly inconsistent 
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with the tremendous need for rural health workers. In the University 
of the West Indies, postgraduate facilities have been increased with 
the aim of keeping students in the region (see the chapter on Jamaica 
in Part Two). 

In order to stem the outflow of Irish medical graduates, the medical 
schools of Ireland have in recent years decreased the number of foreign 
students being admitted. The Royal College of Surgeons in Ireland 
seems to be the only medical school which continues to admit non-Irish 
applicants (68). As mentioned in Chapter Ill, in the Philippines since 
about 1965 the policy of the medical schools has been to reduce enrolment 
to a size compatible with the instructional facilities in each school. This 
has naturally resulted in a considerable reduction in the annual production 
of physicians in recent years, but has not reduced emigration. 

A number of countries have come nearer the root of the problem by 
attempting to change the way in which physicians are trained and by 
putting more emphasis on other, more appropriate, types of health 
manpower. Notable examples are the People's Republic of China and 
the United Republic of Tanzania. The University of the West Indies 
has also recently announced a reduction from five to four years in the 
period of study for a medical degree, with a drastic revision of the medical 
curriculum. 

5. International Agreements 

5.1 The European Economic Community (EEC) 

On 20 December 1976, medical directives governing the movement of 
physicians throughout the EEC became operational. (Source 46 provides 
details of that legislation.) The most important single aspect of the 
directives is that they enable physicians who are nationals of a member 
State of the EECI and who hold a qualification granted in a member State 
(not necessarily the same one) to practise in any other member State. 
This applies both to physicians holding basic qualifications and to 
specialists. 

The directives define minimum standards of training for both types of 
physician and they stipulate that each member State shall nominate 
authorities competent to certify that physicians hold qualifications that 
comply with the directives, and whether such qualifications relate to 
basic or specialist qualifications or both. The directives establish two 
lists of specialists, one of which contains those recognized in all member 
States and the other those recognized in two or more, but not all, member 

1 Member States are: Belgium, Denmark, the Federal Republic of Germany, France, Ireland, Italy, 
Luxembourg, tho Netherlands, and the United Kingdom. 
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States. Minimum periods of training for each specialty are also defined. 
In member States where part-time training for specialization is already 
in progress, such training will be allowed to continue for four years, 
at the end of which time the matter will be reconsidered. This is parti
cularly important for member States where the proportion of physicians 
who are women is growing. 

Physicians of one member State will be allowed to practise in another 
member State in two distinct ways-either by becoming established 
in another member State or by providing services in one member State 
while being established in another. Such services might be provided 
during a very brief visit. 

Physicians who are nationals of a member State but who obtained 
their basic qualification outside the EEC will be eligible to practise in 
another member State only if they requalify in a member State of the 
EEC. This has led to representations from organizations representing 
overseas physicians working in the United Kingdom to the effect that 
they are being unfairly discriminated against by being debarred from 
practising elsewhere in the EEC. However, the directives represent 
inter alia a guarantee by each member State that the standard of under
graduate training in its universities shall at least match that laid down 
as a minimum in the directives; obviously no State can give such guarantees 
in respect of training received elsewhere. No physician has lost any right 
which he at present enjoys; it is merely that some duly qualified physicians 
are being offered further privileges. The position of an overseas-born 
physician with United Kingdom nationality but an overseas qualification 
is exactly the same as that of aUK-born physician who happens to have 
qualified in, say, Canada or the USA-i.e., neither has the right to EEC
wide recognition. This problem is not confined to the United Kingdom 
since both the Federal Republic of Germany and the Netherlands have 
significant numbers of physicians with overseas qualifications. 

As regards linguistic ability, there is nothing in the directive to prevent 
a prospective employer from requesting the physician concerned to 
undergo a language test. The position as to the registration of a physician 
about whose linguistic ability there might be doubts is not, however, 
clear. The directives merely indicate that, where appropriate, member 
States shall see to it that the persons concerned acquire, in their interest 
and in that of their patients, the linguistic knowledge necessary for the 
exercise of their profession in the host country. The exact meaning of 
this directive in legal terms has yet to be precisely defined, there being 
a view that to prevent someone from practising his profession simply 
on linguistic grounds is contrary to the Treaty of Rome (65). 

As regards professional conduct, the position of physicians who 
transfer to another member State will, in effect, be exactly the same as 
that of the graduates of the host state, i.e., they will be subject to the same 
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disciplinary measures as would those physicians who are graduates and 
nationals of the host country. 

There has been much speculation as to the extent to which physicians 
will avail themselves of the opportunities provided by the directives. 
Among the main factors likely to influence the situation one way or 
another are linguistic problems and differences among member States 
as regards scales of professional remuneration, social and cultural patterns, 
and physician/population ratios. Regarding the latter, all member 
States except the United Kingdom appear to produce enough-and in 
some cases more than enough-physicians to satisfy their requirements. 
If all the other factors involved were equal (and they are not), this would 
imply that the United Kingdom could well be a primary target for phys
icians from member States which have a surplus. In Italy, apprehension as 
to the effects of the directives is felt on all sides. According to one 
source {1/), some of Italy's physicians fear that too many of the 327 000 
physicians in the other eight member States will try to set up practice in 
ltaly-at great risk to Italy's 123 000 physicians and its 150 000 medical 
students. Of the member States, Italy has the highest physician/population 
ratio and the largest number of medical students. Given this situation, 
other member States fear they may be flooded with physicians from Italy, 
many of whom lack practical experience because of the overcrowding 
of medical students in practice areas. 

Another source (138) indicates that many physicians may be reluctant 
to settle elsewhere because of the differences between countries as regards 
medical practice and social security systems. While the Treaty of Rome 
envisages that the member States will take steps to harmonize their social 
security systems, the process may be a long and arduous one. One 
author concerned with this question (162) suggests that, while it is very 
difficult to foretell what form the harmonization of health services is 
likely to take, it is possible-though unlikely-that member States will 
decide to adopt a nationalized medical service such as that in the United 
Kingdom; and equally unlikely that the United Kingdom's National 
Health Service will be broken up into a series of different insurance 
schemes or occupational health services such as one finds on the Continent, 
although it may move some distance away from being financed solely by 
taxation. 

Directives concerning the mutual recognition of diplomas, certificates 
and other evidence of the formal qualifications of nurses responsible for 
general care, including measures to facilitate the effective exercise of the 
right of establishment and freedom to provide services, were issued by 
the Council of the EEC on 27 June 1977. The details regarding fitness 
to practise, rules of professional conduct, etc., are much the same as for 
physicians. The Council also decided, on the same date, to set up an 
Advisory Committee on Training in Nursing (47). 
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5.2 The Andean Pact countries 

An interesting recent development in the Americas is the decision of 
the Andean Pact countries (i.e., Bolivia, Chile, Colombia, Ecuador, 
Peru, and Venezuela) to subscribe to the terms of an agreement for the 
cooperative development of manpower (Hip6lito Unanue agreement). 
In this regard, consideration is being given to the establishment of an 
intercountry health manpower advisory group and the exchange of health 
experts for specific assignments. 

Also of interest is the adoption by the countries of Latin America of a 
regional convention on the recognition of studies, diplomas, and degrees 
in higher education granted within the region, with a view to making the 
best use of the educational facilities of the region, ensuring the highest 
degree of mobility within the region of teachers, students, research 
workers and members of the professions, and ensuring full employment 
and preventing the migration of talent to highly industrialized 
countries (43). 

5.3 The Arab and European States bordering on the Mediterranean 

A number of countries bordering on the Mediterranean met together 
in December 1976, under the auspices of UNESCO, and adopted an 
International Convention on the Recognition of Studies, Diplomas and 
Degrees in Higher Education within their region. For the purposes 
of the Convention, recognition of a foreign certificate, diploma or degree 
in higher education means its acceptance by the competent authorities 
of a contracting State and the granting to the holder of the rights enjoyed 
by persons possessing a national certificate, diploma or degree with 
which the foreign one is assimilated. Such rights extend to the pursuit 
of studies or the practice of a profession or both, according to the appli
cability of the recognition (176). 
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Introduction 

Part One contained an analysis of the factors which influence physician 
and nurse migration throughout the world (the macrolevel). Such a 
study remains an academic exercise unless the outcome of the analyses 
can be related to what is happening in individual countries. 

In Part Two, presented here, an attempt is made to show the workings 
of, and the relationship between, the factors as they concern migration 
into or out of individual countries (the microlevel). Such an approach 
has a dual purpose: 

(a) It serves to test the theories put forward in Part One by confirming 
whether the relationships indicated at the global level also hold at the 
country level. It also shows how, in practice, the relationships between 
factors become evident e.g., how the supply of health manpower relative 
to the economic capacity of the country to absorb that manpower 
influences working conditions as manifested, for example, in salary 
levels, supporting staff or facilities. 

(b) It serves to explain, to planners and decision-makers in the specified 
country, what is causing migration in their country and the types of 
measures needed to regulate migration. Without such country-specific 
diagnosis, no realistic remedies can be prescribed. 

For practical reasons it was possible to carry out country-specific 
studies for only 13 countries: 

Australia (AUS) 
Colombia (COL) 
Egypt (EGY) 
Federal Republic of Germany 

(DEU) 
Haiti (HAI) 
India (IND) 

Iran (IRA) 
Jamaica (JAM) 
Nigeria (NIE) 
Pakistan (PAK) 
Philippines (PHL) 
Republic of Korea (KOR) 
Saudi Arabi'a (SAA) 

An in-depth study was also carried out with respect to the USA, 
but this is being published separately (12Ja). 

Explanations of the way figures were calculated, of the abbreviations 
used, of definitions, etc., are given in the chapter on Methodology. Where 
estimates of numbers abroad are given in round numbers. to avoid a 
spurious impression of accuracy, percentages based on the estimates 
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may not seem to be correct. This is because all percentages were calculated 
before rounding. The numerical information given refers, as far as 
possible, to the same years for which migration data were available. 
They are thus not necessarily the most recent figures available. 

In order to avoid tedious repetition, the broad concepts and findings 
of Part One are referred to but not explained anew in each country study. 
Among the points most commonly referred to are: . 
l. The link between development levels and migration from Chapter 111.3. 
2. The concept of a sustainable level of physician coverage from 

Chapter 111.4. 
3. The patterns of movement within the Commonwealth from 

Chapter 111.12. 
4. The language links between teaching language and the language 

spoken in the recipient country from Chapter 111.11. 
5. The influence of the health manpower ratios on migration from 

Chapter 111.8. 
6. The fact that measures of impact such as lost coverage cannot be 

taken as realizable situations from Chapter IV.2. 



CHAPTER VI 

Australia 

1. Dimensions and Directions of Migration 

1.1 Physicians 

Australia is both a donor and a recipient of physicians. On balance 
it gains more physicians than it loses. 

From the information presented in Table A US.I it is possible to 
estimate that there were over 2 000 Australian physicians abroad in the 
early 1970s, equivalent to 12.5 % of domestic stock in 1972. Over 
1 000 Australian-born physicians, nearly half the number abroad, were 
in the United Kingdom in 1970. In 1972 there were 384 Australian 
medical graduates in the United States of America, nearly 20 % more than 
were there in 1970. Forty physicians from Australia entered Canada 
in 1973, 29 in 1974. There is also a steady flow to New Zealand. 
Although this flow is reciprocal, the number of physicians going from 
Australia to New Zealand is greater than the number of physicians 
coming from New Zealand to Australia. Relative to domestic stock, 
however, the flow from New Zealand to Australia is the larger. 

According to the 1966 census returns (Table A US.2) there were 
3 242 foreign-born physicians in Australia in 1966, making up 26.5 % 
of the total of 12 209 physicians enumerated. In 1972 there was a total 
of 17 972 physicians in Australia. By combining the 1966 figures with 
the figures for net immigration in Table A US.3, it is possible to estimate 
that there were some 4 lOO foreign-born physicians in Australia in 1972, 
making up some 23 % of stock. 

Table A US.4 shows the number of physicians arriving as settlers 
by their country of birth for the 10 years 1963 to 1972. In 1%3, phys
icians born in the United Kingdom made up 61% of the total; by 1972 
they accounted for only 19 %. The other country from which there 
were more immigrants in 1963 than in 1972 was South Africa-21 % of 
the total in 1963 but only 3 % in 1971. Most of the increase in the overall 
number from 217 in 1963 to 432 in 1972 was due to an increase in the 
category labelled "other" which rose to over 300 in 1972. Most of these 
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were probably from India (17), but the heavy immigration of Indian 
physicians was expected to fall away during 1973. Amendments to 
registration acts in several states removed a large number of Asian 
universities and medical schools from the lists of institutions whose 
graduates were entitled to automatic registration. 

Table AUS.3 shows Australia's migration balance for the lO years 
1963 to 1972. Over the lO-year period, 2 795 settlers arrived and 479 
settlers left (17 % of those arriving), making a net inflow of settlers of 
2 316. The excess of long-term visitors arriving over those leaving 
was 285, and the net emigration of Australian residents (outflow minus 
returnees) was 1 286, making a net immigration over the period of some 
1 315 physicians. This was equivalent to 7% of domestic stock. Several 
components of Table A US.3 had been growing over the period covered
they were the total number of settlers arriving and the net arrivals of 
settlers and, in the opposite direction, the net number of departures of 
Australian residents. A further analysis of the figures shows that the 
latter was made up of an increased volume of both departures and returns 
and possibly an increase in the time spent abroad (17). 

1.2 Export and import of medical education 

One-quarter of the physicians in Australia in 1972 were foreign 
medical graduates; 11 %were United Kingdom graduates, 3 %graduated 
in Ireland or New Zealand and 7 % in Asia. In all there were 4 385 
physicians who were either foreigners trained abroad or Australians 
trained abroad (17). On the basis of the estimates made below and 
elsewhere it is reasonable to guess that about 10 % of them were 
Australian-born physicians trained outside Australia. 

Of the 871 Australian-born physicians in the United Kingdom in 
1966, a total of 664 (76 %) were trained in Australia, 195 (22 %) were 
trained in the United Kingdom and 12 (1 %) were trained elsewhere. Of 
the 536 Australian-born physicians leaving the United Kingdom between 
1962 and 1966, only 20 (4 %) were United Kingdom graduates and only 13 
of these actually returned to Australia (67). 

UNESCO (175) found 38 Australian undergraduates studying medicine 
abroad in 1972/73 and 39 in 1973/74. These were spread over 17 different 
countries, with the largest number in the United Kingdom (9 in 1972/73 
and 11 in 1973/74). In addition, there were 29 postgraduate students 
studying abroad in 1972/73 and 24 in 1973/74, of whom 21 and 15 respec
tively were in the United Kingdom. In Australia there were 421 foreign 
undergraduates studying medicine in 1973/74 and 470 in 1972/73. These 
came predominantly from the Asian countries or areas where English 
is currently spoken: 



Malaysia 
Hong Kong 
Singapore 
Indonesia 
Fiji 

AUSTRALIA 

Number in 
1972/73 

187 
97 
26 
20 
14 

Number in 
1973/74 

172 
76 
15 
21 
17 

197 

Foreign students accounted for 6.5 % of total enrolment in 1973/74. 
Another study (25) found 521 foreign undergraduates at Australian 

medical schools in 1968, making up 8.2 % of a total enrolment of 6 254. 
Their origins were much the same as those found by UNESCO. 

Malaysia 
Hong Kong 
Singapore 
New Guinea 
Indonesia 
Pakistan 
Thailand 
Borneo 
Fiji 
Other 

Number in /968 

216 
123 

79 
20 
12 
12 
I I 
8 
6 

34 

By law almost all foreign students are required to return to their own 
countries after graduate training, which means that Australia is a real 
donor of medical education and does not, like most other countries 
in the same situation, gain Australian-trained foreign physicians. The 
irony of the situation, as has been pointed out by several writers, is that 
on the one hand Australia is gaining physicians from Asia, trained to 
Asian standards which are not always relevant to Australian health 
problems, and on the other it is giving an Australian medical education 
to Asian students who have to return to Asia where their training may 
well not be relevant either. 

Australia also participates in training schemes sponsored by WHO 
and in other programmes. In 1976 there were 114 WHO fellows in 
Australia (18). 

1.3 Nurses 

At any one time there are a considerable number of Australian nurses 
working outside Australia. The number of Australian nurses licensing 
or registering in other countries, mainly Canada, the United Kingdom 
and the United States of America, is very high, as are the immigration 
figures for Australian nurses into New Zealand. Each year some 1 500 
Australian nurses license or register abroad or go abroad. These 1 500 
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were equivalent to 2. 7 % of domestic stock in 1971. The number licensing 
in the USA has been increasing slightly but the number licensing in Canada 
has fallen from a peak of 204 in 1968 to 33 in 1973. Over I 000 Austra
lian nurses registered in the United Kingdom in 1973. Not all those 
licensing or registering abroad necessarily ever go to the countries 
concerned. Licensing is a sign of intent rather than an actual move 
(see Table AUS.5). 

It is probable that most of the Australian nurses going abroad do so 
for only a short period-to gain experience or on a working holiday~and 
that most eventually return. This is borne out by the immigration data 
for 1972 given in Table AUS.6. In 1972, 1 976 Australian resident nurses 
left Australia and 1 494 returned, i.e., for every 10 leaving, 8 returned. 
Generalizing from this, it is possible to estimate that net emigration of 
Australian nurses is equal to 20 % of gross movements out. On this 
assumption, Australia actually loses between 200 and 300 of her own 
nurses each year, a number equivalent to less than 0.5 % of stock and 
hence a very small proportion of output. 

According to the 1966 population census, there were 3 393 foreign 
nurses (including trainees) in Australia, making up 4.4 % of the total 
of 77 337 enumerated (see Table AUS.7). Using this percentage as a 
guide, it can be estimated that there were 2 500 foreign nurses (excluding 
trainees but including midwives) in Australia in 1971. Three-quarters of 
the foreign nurses in Australia in 1966 were from the United Kingdom. 
A further 684 (20 %) came from other European countries and 23 (1 %) 
from Canada and the USA. Only 154 came from countries outside Europe 
and North America. These proportions tend to reflect past immigration 
policy and they may well have changed since, in the same way as have 
the proportions for physicians as shown in Table AUS.4. 

On balance there are probably as many foreign nurses in Australia 
as Australian nurses abroad, with maybe a slight gain. As can be seen 
from Table AUS.6, there was only a very small difference between the 
total number leaving, 3 120, and the total number arriving, 3 336. In 1972 
Australia experienced an exchange of some 500 Australian nurses for some 
500 foreign nurses. 

2. Characteristics of Migrants 

2.1 Foreign physicians in Australia 

From the age distribution of immigrant physicians at the time of their 
arrival in Australia, it is possible to calculate that the average age for 
settlers arriving between 1966 and 1971 was36 years(compared to 31 years 
for Australian residents leaving and 34 for Australians returning) (17). 
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Active recruitment overseas seems to have slackened lately. An 
enquiry into the reasons for the recent high influx of Asian physicians 
showed that the flow of Indian doctors was not in response to major 
recruitment campaigns by Australian hospital authorities but was due 
to a rise in the number of immigration inquiries made by Indian graduates. 
These inquiries were followed by the issue of entry permits when the 
qualifications were acceptable and the occupation was one for which 
the Commonwealth Department of Labour certified a continuing 
demand {17). 

There was considerable discontent in Australia with regard to the 
fitness of many of the graduates of Asian medical schools to practise 
in the Australian health care environment (restrictions have since been 
brought into force). Among the chief problems cited (117) were the 
irrelevance of the training given in Asian schools to Australian problems, 
inexperience in treating conditions common in Australia but not in 
Asia, poor knowledge of modern drugs, and a more casual attitude toward 
treatment. Also mentioned were problems of communication due to the 
poor English of even some of those physicians who were trained in 
English, as well as problems arising from cultural factors such as unwilling
ness to " lose face" by calling for assistance, and interracial or intercaste 
antipathies. These reactions may be exaggerated but nevertheless pinpoint 
some of the major problems. 

2.2 Australian physicians abroad 

Information on the characteristics of Australian physicians abroad 
was limited to what was obtainable for the United Kingdom in 1970 (72) 
and for the USA (3) in the same year. 

In 1970 there were I 094 Australian-born physicians in the United 
Kingdom, 956 of whom were active in medicine. Of the latter, a total of 
630 worked for the National Health Service, 389 as junior hospital doctors, 
158 as senior hospital doctors and 71 in general practice. There were 
29 Australian physicians employed by the universities. The relatively 
high number of junior hospital doctors probably indicated that many 
of the Australian physicians in the United Kindgom were there for 
training and would probably return home. Of the 516 Austra1ian
trained physicians leaving the United Kingdom between 1962 and 1966, 
90 % were in fact going home (67). 

Of the 325 Australian medical graduates in the USA in 1970, 100 
(31 %) were in training programmes, compared to 29 % of all foreign 
medical graduates. There wer~ 48 (15 %) who were board-certified, 
about the same proportion as for all foreign medical graduates, and 15 
(5 %) were in federal employment, again about the same proportion as for 
all foreign medical graduates. Geographically, the largest number of 
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Australian medical graduates were in New York (18 %) compared to 
26 % of all FM Gs in that state. Australians would seem to be less concen
trated geographically than other FMGs, 

As regards activities, the percentage distribution was as follows: 

Australian MGs All FMGs 

% % 

Total physicians 100 100 
Patient care 75 89 

Office based 27 39 
Interns 4 6 
Residents 28 25 
Physician staff 15 20 

Other professional activity 25 11 
Medical teaching 3 2 
Administration 3 2 
Research 19 6 
Other 0 1 

Note: The information available as a basis for tbese lllrures did not necessarily cover all the pll)'slclans 
concerned. 

Australian medical graduates were less involved in patient care than 
other FM Gs, with considerably fewer than average in office-based patient 
care or as physician staff in hospitals, and about the same proportion as 
other FMGs of interns and residents. On the other hand, a very much 
higher proportion than the average was engaged in research-19 % as 
against 6 % for all FMGs. 

3. Factors Influencing Migration 

3.1 Development factors 

It was shown in the analyses contained in Part One that migration 
behaviour is allied to the various factors which together determine a 
contry's state of development. 

Australia is a large, developed country with a small population and a 
high standard of living. Its per capital GNP in 1974 was US $4 760, 
making it one of the dozen or so richest countries in the world. It ranks 
with Canada, Japan, the United Kingdom and the USA in terms of income 
distribution within the country. The bottom 40 % of the population 
had 20% of the income in 1968 whilst the top 20% had 39 %. On the 
inequality scale devised by the World Bank (92) Australia ranks as 
"low inequality". During the period 1965-1973 GNP per capita grew 



AUSTRALIA 201 

at the rate of 3.0 % per annum (91). Unemployment is considerably 
lower than in other comparable countries (147). 

Its population of just over 13 million is heavily concentrated in a half 
dozen large cities that serve as capitals of its six states. The interior 
is very thinly populated; only 14 % of the population is rural (147). 

Each of Australia's six states has a great deal of autonomy and this is 
reflected in the health manpower system by considerable differences in 
registration practices, etc. 

Health. Australia is a relatively healthy nation due to good working 
conditions, a liberal diet and relatively high wages coupled with universal 
education and a progressive health legislation. In I972 the birth rate 
was 20.4 per I 000, the death rate was 8.5 per I 000, infant mortality 
16.7 per I 000 live births, and the rate of natural increase of population 
was 1.2 % . Mortality and morbidity patterns are typical of developed 
countries. 

Health care. In I972 Australia had 2 197 hospital and other inpatient 
establishments providing a total of I60 552 beds, or 12.4 beds per 
I 000 population. Half of these beds were in Government general 
establishments (203). 

Until 1975 Australia had a system of health care based on voluntary 
health insurance. Under that system the public could obtain financial 
aid in defraying the cost of hospital and medical services. Persons who 
insured themselves were eligible, after obtaining treatment, for Australian 
Government hospital and medical benefits to supplement amounts 
payable by a health organization known as Fund Benefit. The patient 
was required, however, to meet a small portion of the cost of the medical 
services he received. In I970 the Australian Government introduced the 
Subsidized Health Benefits Plan to assist the following persons in meeting 
the .costs of health insurance: low-income families, persons receiving 
unemployment, sickness or special benefits, and newly arrived migrants. 
Families with two or more dependants were eligible for assistance under 
the Plan. The medical benefits scheme was revised and medical benefits 
were more closely related to the fees most commonly charged by medical 
practitioners. 

In 1975 the Government introduced a national health plan that was 
designed to bring comprehensive health care within the reach of every 
citizen. The new programme covered medical services on a fee-for-sefvice 
basis, free standard ward hospital treatment, and some provision for 
community health centres, ancillary health services, and domiciliary 
services. The health insurance scheme was funded by a health insurance 
fund financed by a I.35 % levy on taxable incomes, a matching Govern
ment subsidy and other sources. The programme provided for the 
exemption of low-income families and ceilings were fixed for contri
butions from persons with higher incomes (203). 
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The new system, named Medibank, has come under considerable 
criticism, as did the old insurance system. Whereas the old system was 
criticized because a million of the poorest Australians were not covered 
due to the system being fiscally regressive (tax rebates were allowed on 
what the patient paid after the rebate) and because it was unnecessarily 
complicated, the new system is being criticized principally on the basis 
of its cost, which promises to be very high (51). 

3.2 Economic factors 

In 1972 Australia had 13.9 physicians per 10 000 population compared 
to a "sustainable" level of 26.5 physicians. In numerical terms this means 
that Australia could afford to employ 34 000 physicians, which is 16 000 
more than it has. It is, of course, obvious that a level of 26.5 physicians 
per 10 000 is much higher than is needed. The situation in developed 
countries is actually the reverse of that in developing ones -countries such 
as Australia can afford many more physicians than they need, in contrast 
to a country like India which can afford far fewer than it needs. The 
sustainable level is thus not in any way a target that is ever likely 
to be reached, but it is a concept that serves to show that there is no 
economic reason why Australia should not find employent for considerably 
more physicians than it has. 

It is thus reasonable to expect a considerable inflow of foreign phys
icians. This has, in fact, taken place since a quarter of all physicians in 
Australia are foreign-born. Salaries are high, there are numerous employ
ment opportunities and working conditions are good. 

In 1971 total expenditure on health was US $2 595 million, of which 
US $1 908 million (74 %) was private and US $687 million (26 %) was 
Government expenditure. Health expenditure accounted for 12 % of 
all Government expenditure and 8 %of private expenditure (213). 

As regards the actual sources of funds, a breakdown of health expen
diture based on 1966-67 figures is as follows (147): 

% 
Government 52 

Federal 29 
State 22 
Local 1 

Private 48 
Voluntary insurance 13 
Personal 34 
Benevolent 1 

Total 100 

The patterns of health expenditure will probably change as a result of 
the new Medibank scheme. Commonwealth Department of Health 
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expenditure in 1975-76 was US $1 995 million, about US $142 per capita. 
In 1971-72 the comparable figure was only US $53 per capita (17). 

3;3 Physician and nurse income 

Australian physicians are very well paid. Compared with lawyers, 
engineers and other professionals, physicians earn appreciably higher 
median incomes. In 1968-69 their average net income was 3.72 times 
the average earnings for the nation as a whole (147). In 1974 advertisement 
seeking consultants to work under Medibank offered US $40 000 a year 
in addition to the possibility of having a private practice (162a). 

It has been estimated that under Medibank a gross income of 
US $60 000 a year before expenses are allowed for is not uncommon (51). 
Under the new plan physicians have the option of billing the Government 
directly (thereby receiving 15 % less for their services) or of billing the 
patient who is then responsible for paying the fee but can subsequently 
obtain a reimbursement for most of the cost. 

When the system was introduced physicians opposed it on the grounds 
that it would make them dependent on the monthly cheque from the 
Government, diminish their economic bargaining power and give them 
a lower income (141). In the event it seems that billing the Government 
directly has led to overcharging and that physicians are able to earn 
unexpectedly high incomes (51). 

In 1973, nurses were earning an average of US $8 160, 1.8 times the 
national average (95). 

3.4 Imbalances in health manpower 

3.4.1 The health manpower team 

Health manpower coverage in 1972 per 10 000 population was: 

Physicians 13.9 
Nurses and midwives 41.0 
Dentists 4.1 
Auxiliary workers 53.2 
Source: (211). 

The percentage of physicians who are specialists is lower than in the 
USA. In 1972 only 33 % of all Australian physicians in private practice 
were specialists; the rest were general practitioners. The majority of 
Australian physicians continue to be in private clinical practice, but there 
is a significant trend toward salaried positions, due to a growing number 
of young physicians undergoing specialty training in public hospitals, as 
well as an increasing number of physicians employed in Government 
positions or in research agencies (147). 
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3.4.2 Urban/rural imbalances 

There are about twice as many physicians per 10 000 population in 
metropolitan areas as there are in country areas. The figures below 
are derived from three consecutive censuses: 

Physicians per 10 000 population 

Metropolitan areas 
Country areas 
Ratio 

1961 

14.9 
6.7 
2.2 

1966 

15.3 
7.0 
2.2 

1971 

15.9 
7.7 
2.1 

The improvement in the country ratios conceals some deterioration 
in certain areas, especially in smaller towns. It was shown in further 
analyses of the above figures that the ratio of physicians in areas that have 
few physicians has not kept pace with population increases and has 
actually declined-from 5.0 in 1961 to 4.4 in 1971 {17). 

"The problem of maldistribution arises, of course, from the irresistible claim of 
the big cities on doctors, which is a worldwide phenomenon. While income is a 
strong influence in some countries, in the more affiuent societies-including Australia
the average general practitioner can make more money in the rural areas. A current 
study on accreditation procedures being made for the Government by the Melbourne 
Medical Postgraduate Committee shows that the principal factors in the reluctance 
of doctors to practise in rural areas are: professional isolation, professional insecurity, 
and sociological forces. Professional isolation is inevitable in small country towns 
with only one or a few doctors; because of the dependence of modern medicine on 
teamwork and laboratory aids, doctors in solo rural practice find their professional 
conscience uneasy without such support; sociological forces operate when wives 
are isolated sociaJiy and inteJieuctaJiy; by the time their children are ready for secondary 
school they inevitably seek educational opportunities that in the main are found 
only in larger cities." (25; p. 54) 

Various measures have been undertaken to attract professional 
manpower to rural areas, some of which are discussed in Section 5 below. 
Some states with acute shortages of rural nurses recruit in the United 
Kingdom. The state government pays the transport costs in return for 
rural service for one year: if the nurse is willing to stay longer in the 
rural post, she is given a bonus (147). 

The large number of advertisements placed in the international medical 
press no doubt has the effect of recruiting physicians abroad for these 
shortage areas. 

3.4.3 Imbalances in production 

The number of physicians graduating each year in Australia increased 
from 505 in 1962 to 878 in 1972 {17). (N.B. The figure for 1962 is slightly 
lower than that given in Table AUS.1, which is from another source.) 
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It is interesting to compare these production rates with net 
immigration to get an indication of the source of physician supply: 

Total new supply Graduates 
Net 

Year immigration 

Number % % % 

1962 631 100 80 20 
1963 722 100 78 22 
1964 775 100 78 22 
1965 741 100 86 14 
1966 814 100 87 13 
1967 749 100 99 I 
1968 833 100 90 10 
1969 I 004 100 84 16 
1970 I 002 100 85 15 
1971 1 088 100 82 18 
1972 I 057 100 83 17 

Source: (17). 

Since 1969 Australia has added some I 000 physicians per annum to her 
physician stock. For every four new graduates produced, one immigrant 
arrived to stay. As is shown in Table AUS.4, an increasing proportion 
of the immigrant supply was from Asia (see also Section 1.1 above). 
This source of immigrants may well soon dry up as a result of registration 
restrictions, leaving Australia with a diminished supply of physicians. 
As stated in the Report of the Committee on Medical Schools 
"If the expected falling off of immigration by Indian doctors is followed 
by a rise in hospital vacancies in Australia, a shortage will obviously 
exist, but the Committee's studies of the overall supply position indicate 
that it will probably be due to the distribution of doctors rather than 
any inadequacy of total supply" (17, p. 46). The implication is that 
it is the immigrants that fill the positions in less desirable areas. 

As regards quality, Australian medical education is closely patterned 
on the English model and constitutes a six-year programme. It is reported 
that the University of Sydney, the second oldest medical school, recently 
restructured its curriculum and reduced the medical programme from 
six to five years. Some basic science was dropped while clinical subjects 
remained the same. It was felt that a great deal of repetition 
was eliminated, and students are now in the position to see patients 
from the beginning of their third year instead of in their fourth year. 
The much younger medical school of New South Wales is known also 
to have switched from a six-year to a five-year programme. Both 
schools have stressed the need to do away with the irrelevancies that 
have existed in the medical curriculum in the past. Other universities have 
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undertaken an overall review of their curricula but, as in the case of the 
University of Melbourne, their curriculum changes have not trimmed the 
duration of the six-year programme. 

The similarity between medical education in Australia and in the 
United Kingdom makes it particularly easy for the United Kingdom 
graduate to adapt to Australian working conditions and vice versa. 

3.5 The British Commonwealth of Nations 

It was found in the analyses of Part One that British Commonwealth 
movements formed a well-defined and distinct migration pattern and 
that in many cases the movements acted as a pump primer for other 
migration movements. Together with Canada, New Zealand and the 
United Kingdom, Australia belongs to a group of four Commonwealth 
countries which might be called the rich donor-recipients. Each of these 
countries is on balance a net recipient because it draws in physicians 
from poorer countries of the Commonwealth, but each also sends a 
sizeable number of physicians to the other three in the group. The reasons 
for this seem to be a sort of wanderlust facilitated by the ease with which 
physicians can move within the group. Each country has certain features 
which attract physicians from the other three. It is probable that the 
outflow of Australian physicians is due to this factor as much as to any 
other, especially as it can be seen from Table A US.l that some 80 % 
of the Australian physicians abroad were in other Commonwealth 
countries and that both physicians and nurses have a high return rate. 

4. Consequences 

The net result of physician migration is that Australia has gained a 
supply of foreign physicians which, numerically, more than replaces 
the Australians abroad but which, qualitatively, may not be as suited 
to Australian conditions as the physicians that have left. 

4.1 Economic consequences 

In the absence of any Australian data on the costs of medical education 
it is possible to use USA estimates to calculate the loss of investment in 
medical education due to physician emigration. On the basis of a very 
conservative estimate of US $10 000 per physician, the 2 238 Austra
lian physicians outside Australia represent a lost investment of 
US $22.5 million. This estimate does not include the cost of primary or 
secondary education. It is questionable, of course, whether all the 
Australian physicians outside Australia are in fact a loss, as a sizeable 
number return after a stay abroad of an average length of three years. 
Assuming an average working life to be 40 years, the real loss for each 
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physician who goes abroad would be only a thirteenth of the cost of his 
education, some US $800. In order to obtain an estimate on this basis 
one would need to know the number of Australian physicians included 
in the present stock figure who had been abroad and returned. A com
parison of the total number of physicians returning to Australia, 1 664 be
tween 1966 and 1971 (17), with production rates over the same period 
indicates that a number equal to approximately 40 % of the number 
produced returned from overseas during the six-year period. General
izing from this ratio to the total stock leads to the (very tentative) estimate 
that some 5 500 Australian physicians had spent on average of three years 
abroad, thus between them depriving the country of some US $4.4 million 
invested in medical education. To this must be added the lost investment 
of educating those that do not return, who probably number about 
I 000 at present. The loss due to these would be US $10 million, making 
the total loss some US $14.4 million rather than the more primitive 
estimate of US $22.5 million mentioned earlier. 

The 4 100 foreign physicians estimated to be in Australia in 1972 are 
a gain which has to be offset against this loss. On the basis of US $10 000 
per head they represent a gain of US $41 million against the loss due to 
Australians abroad of US $22.5 million as mentioned above, making 
Australia on balance a gainer of US $18.5 million's worth of medical 
education. 

4.2 Coverage 

In 1972 Australia had 13.9 physicians per 10 000 population. Without 
the foreign physicians this coverage would be 10.5 physicians per 10 000 
population. Without the foreign physicians in Australia but including 
the Australians at present abroad, i.e., if there were no migration of 
any sort, physician coverage would be 12.2 per 10 000 

4.3 Replacement time 

It would take Australia about five years at the rate of production 
prevailing during the period under study to replace its immigrant phys
icians by Australians and another three years to replace the Australians 
abroad. 

5. Policy 

5.1 Immigration 

Australia has a rather complex and sometimes confused attitude to 
physician immigration. On the one hand, all foreign students are required 
by law to return to their home countries after acquiring an Australian 
medical education (about 8 % of enrolment in Australian medical schools 
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is foreign), whilst, on the other, physicians graduating in those self-same 
countries come to Australia as immigrants. This means that both 
Australia and, for example, India receive physicians with a training more 
relevant to the country they have left than to the country where they 
practise. 

Regulations regarding medical practice. Registration with a state or 
territorial medical board is a necessary prerequisite to the practice of 
medicine in Australia. Each state and territory has separate legislation 
covering the recognition of medical qualifications. These regulations 
vary from state to state, although every state accepts the qualifications 
granted by any Australian university as meeting the requirements. 

Qualifications gained in the United Kingdom, the Republic of Ireland 
and New Zealand are generally acceptable throughout Australia. Apart 
from these, it is impossible to generalize on overseas qualifications 
which are acceptable to the various state and territorial medical boards. 
Recognition by any one board does not necessarily signify recognition 
by another. Some states have provision for regional registration, which 
allows a medical practitioner to operate in a certain area (generally a 
small country town in an isolated district with no doctor) for a deter
mined period; thereafter, he may apply for full registration, which, if 
granted, allows him to practise in any part of the state. 

All applicants for registration must be able to converse fluently in 
English and must produce evidence that they have not previously been 
excluded from practice because of unprofessional conduct. Academic 
qualifications alone are not supposed to entitle a person to registration. 
At least 12 months of experience in an approved hospital is a prerequisite 
of most boards for full registration. It is possible, in some states, to have 
temporary or limited registration to enable a person engaged in teaching 
or research to pursue postgraduate study. 

Regulations regarding nursing practice. In Australia, the "nurse" as 
defined by the International Council of Nurses, is the registered general 
nurse. Registers of general nurses are maintained in each state and 
territory. There is some variation in the requirements for registration 
between the states and territories. 

Registration is granted to a nurse who successfully completes the 
prescribed course and passes the examination conducted by the nursing 
registration authority in the state or territory. Registers are also main
tained for the following branches of nursing: midwifery, psychiatric or 
mental deficiency nursing, nursing aides, mothercraft nursing, geriatric 
nursing, sick children's nursing. Not all of the registers are maintained 
in all states and territories. 

All nurses are required to register with a nursing registration board 
in the state or territory in which they intend to seek employment. The 
board must be satisfied that the applicant for registration has an adequate 
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knowledge and understanding of English and is competent to perform 
as a registered nurse in the branch of nursing for which the person is 
seeking registration. 

If some aspects of nursing regarded as essential in Australia were not 
sufficiently well covered during training, or if the course lasted less than 
36 months, further training may be required. General nurses trained 
in the United Kingdom are usually accepted for registration. 

If the registration boards consider that an applicant's training (or 
training and experience), character and professional conduct, command. 
of English, and knowledge of the scientific terms and technical procedures 
commonly used in Australia are satisfactory, then registration is granted 
immediately. 

If the applicant meets the board's minimum requirements as far as 
training and experience are concerned, but doubts remain regarding 
English language competence or knowledge of terms and procedures, 
the applicant may be required to undertake an orientation course, prob
ably for three months, in an approved hospital. During this time, 
salary is paid but at a rate less than that of a registered nurse. Registration 
may depend upon a satisfactory report from the matron of the hospital 
where the supervised experience is obtained, or an examination may be 
required. 

If the training does not meet the requirements of the registration 
authority and if the applicant is unable to undertake further training, 
application for registration as a nursing aide would be considered. 

5.2 Emigration 

The recently introduced Medibank scheme has resulted in a con
siderable increase in physician income. While this may increase the cost 
of medical care, it will also be an incentive to Australian physicians to 
remain in the country. 

5.3 Encouraging movement to rural areas . 

To correct the existing urban/rural disparity, several incentives have 
been devised such as the offer of special scholarships by the Government 
on condition that the graduate will serve a specified number of years in a 
rural area. In New South Wales and South Australia, guaranteed 
annual incomes have been provided to those who agree to serve in rural 
areas. In South Australia, those who volunteer for a period of time in 
rural areas earn preferential rating for public hospital appointments. 
In Tasmania, district medical officers are known to receive attractive 
salaries due to Government provisions that allow for private practice 



210 PHYSICIAN AND NURSE MIGRATION 

after hours. District medical officers also receive supplementary earnings 
from drug dispensing, worker's compensation cases, special federal fees 
for care to pensioners, and allowance for travel and telephone service (147). 

Some provinces have established a system of rotating internships 
which includes rural experience, e.g., three months in country hospitals 
of 100-200 beds in communities of 5 000-20 000 people, where general 
practitioners represent a majority of the staff. 



Table AUS.1 

Stock, production and emigration of physicians 

New Found Found Found Found Found Entering Entering Found 
Stock in in in in in in 

Year graduates UK USA Singapore Austria Switzerland Canada New Zealand Fiji 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 

1961 11 918 524 0 

1962 12 166 550 0 

1963 14 884 612 0 

1964 15 060 655 0 
> 

1965 15 739 704 1 c: 
tll 
>-l 

1966 13 697 787 871 31 0 :00 
> 

1967 818 4 29 0 c: 
> 

1968 4 31 0 

1969 2 40 0 

1970 924 1 094 325 1 9 59 

1971 16107 50 

1972 17 972 384 

1973 125 40 

1974 29 

Sources: Cols. 1, 2, 6, 7 and 9: 200; Col. 3:67 and 72; Col. 4:3 and 4; Col. 5: 140; Col. 8:38 
Notes: Col. 1 - Coverage is T. 

Col. 5 - Most of these are citizens of Singapore who have studied medicine in Australia. 
N 
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Table AUS.2 

Foreign-born physicians in Australia in 1966 

Country or area of birth Number Country or area of birth 

New Zealand 
United Kingdom 
Austria 
Belgium 
Bulgaria 
Czechoslovakia 
Estonia 
France 
Germany 
Greece 
Hungary 
Italy 
Latvia 
Lithuania 
Netherlands 
Poland 
Romania 
USSR 
Yugoslavia 

Source: 42. 

166 
1 519 

84 
6 
4 

44 
18 
11 
85 
19 

133 
37 
38 
19 
29 

204 
26 
51 
33 

Burma 
Sri Lanka 
China 
Hong Kong 
India 
Indonesia 
Israel 
Malaysia 
Singapore 
Other Asian countries 
Egypt 
South Africa 
African Commonwealth countries 
Canada 
USA 
Fiji 
Other Commonwealth 

Pacific Islands 

Total 

Number 

10 
40 
66 
43 
78 
24 
23 

106 
43 
14 
16 
78 
21 
19 
21 
24 

9 

3 242 

Notes: The figure for Germany makes no distinction between Federal Republic of Germany and 
German Democratic Republic. 

Country names: When it has not been possible to determine the political entity referred to, the name 
used in the source has been retained. 
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Table AUS.3 

Overseas arrivals and departures of physicians, 1963-1972 

1963 1964 1965 1966 1967 1968 1969 1970 1971 1972 

Total settlers arriving 217 251 231 247 209 237 310 292 369 432 
Former settlers leaving - 18 -24 -49 -40 -44 -65 -54 -43 -75 -67 

Net arrival of settlers 199 227 182 207 165 172 256 249 294 365 
Net arrival of long-term 

overseas visitors 24 16 26 20 22 15 61 50 51 
Net departures Australian 

residents - 64 - 70-107-123 -182-101 -155 -148-150-186 

Net immigration 159 173 101 104 5 86 162 151 195 179 

Source: 17. 

Table AUS.4 

Arrivals of physicians as settlers by country of birth 

Country, territory or area 1963 1964 1965 1966 1967 1968 1969 1970 1971 1972 

United Kingdom 132 151 148 152 120 98 111 83 81 81 
Malta 2 2 0 1 1 0 3 

1' ) 
New Zealand 13 10 10 6 7 17 21 
Germany 0 3 1 5 2 4 1 
Greece 1 0 2 3 0 0 1 
Italy 1 1 2 3 3 2 2 

! \ 
35 41 

USA 6 3 1 5 5 2 4 
Yugoslavia 1 5 3 4 1 5 1 
Canada ( 44 55 53 67 1 3 3 
S. Africa 5 7 3 
Other 64 96 153 160 246 308 
Australia 17 21 11 0 3 7 11 7 2 

TOTAL 217 251 231 247 209 237 310 292 369 432 

Source: 200. 
Note: The source did not distinguish between physicians from the Federal Republic of Germany and 

those from the German Democratic Republic. 



Table AUS.5 N -Stock and emigration of nurses ""' 
Registered 

Found Found Entering 
Entering Licensed Licensed in Found Found 

Stock in in England in in in in New 
Year USA USA Canada & Bahrain Fiji Yemen Switzerland Zealand 

Wales 

(1) (2) (3) (4) (5) (6) (7) (B) (9) (10) 

>-g 

1960 6 :r: 
-< 
l!l 

1961 11 (') 

> 
1962 28 20 4 z 
1963 19 17 

> 
3 z 

t:l 
1964 16 20 64 1 z 
1965 19 21 80 5 

c::: 
::<l 
"' m 

1966 77 337 32 25 129 4 426 
~ 

1967 41 83 173 4 280 0 
::<l 

1968 33 47 204 8 258 > 
::l 

1969 40 32 186 288 
0 

1 5 z 
1970 75 48 179 7 15 272 

1971 56 646 65 87 

1972 97 57 

1973 82 33 1 072 5 

Sources: Cols. 1, 7, 8, 9, 10: 200; Col. 2: 188; Col. 3: 2: Col. 4: 39; Col. 5: 76; Col. 6:216. 
Notes: Col. 1 : 1971 figure includes midwives; 1966 figure includes trainees. 
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Table AUS.6 

Overseas arrivals and departures of nurses 1972 

Nurses 
Type of movement 

Males Females Total 

Permanent movement: 
Settlers arriving 87 1 110 1 197 
Former settlers departing - 30 430 460 
Other residents departing 3 193 196 
Net permanent movement 54 487 541 

Long-term movement, residents: 
Residents returning 34 1 460 1 494 
Residents departing - 56 - 1 920 - 1 976 
Net long-term movement, residents - 22 460 482 

Long-term movement, visitors: 
Visitors arriving 24 621 645 
Visitors departing - 21 467 488 
Net long-term movement, visitors 3 154 157 

Net permanent and long-term movement: 
Arrivals 145 3191 3 336 
Departures - 110 -3010 - 3 120 
Net movement 35 181 216 

Source: 16. 
Notes: Long-term arrivals and departures relate to persons whose absence is for 12 months or more 

(intended in the case of residents departing and visitors arriving, actual in the case of residents returning 
and visitors leaving). Short-term arrivals and departures (i.e. for less than 12 months) are not shown. 

Table AUS.7 

Foreign-born nurses and trainees in Australia in 1966 

Country or area of birth 

New Zealand 
United Kingdom 
Austria 
Belgium 
Czechoslovakia 
Denmark 
Estonia 
Finland 
France 
Germany 
Greece 
Hungary 
Italy 
Latvia 
Lithuania 
Malta 
Netherlands 
Norway 
Poland 
Portugal 
Romania 
Spain 
Switzerland 

Source: 42. 

Number 

48 
2 532 

20 
6 

53 
3 

12 
6 
7 

87 
21 
47 
40 
43 
16 
16 

125 
2 

63 
1 
6 
5 
2 

Country or area of birth 

USSR 
Yugoslavia 
Sri Lanka 
China 
Hong Kong 
India 
Indonesia 
Israel 
Malaysia 
Pakistan 
Philippines 
Singapore 
Turkey 
Egypt 
South Africa 
Commonwealth countries in Africa 
Other countries in Africa 
Canada 
USA 
West lndies Federation 
South America 
Fiji 
Other 

TOTAL 

Number 

36 
67 

3 
17 
11 
16 

7 
2 

19 
1 
5 
4 
1 
6 
2 
4 
1 

12 
11 

1 
1 
1 
4 

3 393 

Notes: The figure for Germany makes no distinction between Federal Republic of Germany and German 
Democratic Republic. 

Country names: When it has not been possible to determine the political entity referred to, the name 
used in the source has been retained. 



CHAPTER VII 

Colombia 

1. Dimensions and Directions of Migration 

1.1 Physicians 

Colombia is primarily a donor of physicians. On the basis of available 
data it is possible to estimate that some 1 250 Colombian medical 
graduates were outside Colombia in the early 1970s, a number equivalent 
to 12 % of domestic stock in 1972. This figure is most probably a gross 
underestimate, as it is known that there are considerable movements of 
physicians within Latin America about which no information was made 
available. It would, for example, be reasonable to believe that physicians 
form part of the general migratory movement from Colombia to its 
richer neighbours, in particular to Venezuela and Ecuador (136). The 
Colombian health manpower study (135) found that 25 % of a sample 
of physicians surveyed had moved abroad; 65 % of them to the USA. 
Using this figure, plus the known number of Colombian physicians 
in the USA, it can be estimated that a total of some 1 800 Colombian 
physicians (equivalent to 17% of domestic stock) were abroad, 625 of them 
in countries other than the USA. An average of three per year registered 
in the United Kingdom in the late 1960s and a further three entered Canada 
each year. The whereabouts of the rest is unknown but is probably 
Latin America. 

The number of Colombian medical graduates in the USA is expanding 
rapidly. There were 1 161 of them in 1972. This number is 22% higher 
than the number there in 1970 and 115 % higher than the number there 
in 1966. 

Between 1963 and 1970 a number of physicians equivalent to 23 % 
of the production of Colombia's medical schools over the same period 
entered the USA as immigrants {Table COL. I). This number agrees pretty 
well with that found in the health manpower study cited above as well 
as with another study (221) which followed through a number of classes 
of Colombian medical schools {Table COL.2). The study was based 
on data relating to Colombian medical graduates on the American 
Medical Association (AMA) master files for 1968 and 1973. The per
centage of each class which had ever migrated to the USA grew over 
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time, reaching 21.6 % for the classes of 1960-1964. The average for all 
the years covered was 12.6 %. Table COL.2 is also interesting in that it 
gives an indication of return rates, which amounted to about a fifth of 
all those ever migrating to the USA. The study puts an estimate of 
three out of four recent migrants to the USA as being permanently lost 
to Colombia. 

Very little is known of foreign physicians in Colombia. A PAHO 
document states that in 1965 3 % of the physicians in Colombia were 
foreign-born (41). Using this percentage for 1972 stock leads to an 
estimate of some 310 foreign-born physicians in Colombia in that year. 
Immigration Office data (86) give a figure of 356 foreign professionals 
working in the field of "medical sciences" in Colombia for the period 
1959-1968. Of these, 43 (12 %) were from the USA 113 (32 %) from 
Europe, 190 (53 %) from Latin America, nine (3 %) from Asia and one 
from Africa. 

The health manpower study makes a projection of I 000 additional 
foreign-trained physicians by 1980, implying-if past ratios are applied
some 300 additional foreign-born physicians. 

In more recent years, as a result of political events in other Latin 
American countries, there has been an increase in the immigration of 
physicians. This has given rise to concern, and it has been suggested that 
the inflow was excessive and that it was too easy for such physicians to 
acquire the right to practise in Colombia. 

1.2 Export and import of medical education 

The health manpower study (135) found that 9 % of physicians in 
Colombia were foreign medical graduates. An analysis of the number 
of physicians who graduated abroad and received licenses to practise 
in Colombia during the three years 1965 to 1967 showed that 73 % of 
them had graduated in other Latin American countries, 17 % in Spain, 
and the remainder elsewhere. The UNESCO study Foreign Students 
in Medical Schools (175) found that the main host countries of Colombian 
students by academic year were as follows: 

1972-1973 1973-1974 

Postgraduate: total 3 3 

Undergraduate: total 464 442 
Undergraduates in: 

Spain 227 141 
Ecuador 96 219 
Argentina 63 not known 
Venezuela 32 32 
Mexico 5 11 
United States of America I 5 
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From the same source it can be estimated that there were some 70 foreign 
undergraduate students in Colombia's medical schools during the same 
period. Most of these came from other Latin American countries. 
Colombia is therefore, on balance, also an importer of medical education, 
which-given the rather stiff regulations imposed on foreign medical 
graduates wishing to practise (see Section 5 below)-is somewhat sur
prising, unless one concludes that most of the students studying abroad 
do not intend to return. 

1.3 Nurses 

Colombia is a donor of nurses, chiefly to the USA. Table COL.3 
shows the numbers entering the USA as immigrants and the numbers 
licensing there, compared to domestic stock and production. The num
bers licensing in the USA each year between 1965 and 1970 were 
equivalent to 12 % of domestic production. The numbers entering 
the USA as immigrants are higher but this is probably due to the fact 
that immigration statistics indicate the profession given by the migrant 
and it is highly likely that these figures include a large number of nursing 
aides describing themselves as nurses. A PAHO document (134), quoting 
the Colombian health manpower study, states that in 1965 there were 
160 nurses, amounting to some 14 % of stock in Colombia, who had 
migrated to the following areas: 

Total 159 

United States of America 90 
Latin America 48 

Venezuela 21 
Panama 11 
Ecuador 4 
Other 12 

Europe 18 
Other (Canada & Congo) 3 

The report of the health manpower study (135) states that of the 
nurses responding to the census, 6 % were living abroad. When those 
not active in the profession are excluded, the figure rises to 8 %- Bearing 
in mind that those living abroad will be less likely to respond to the 
census, this figure is probably an underestimate, with the figure of 14%, 
quoted above, nearer the truth. 

Nothing is known about foreign nurses in Colombia. 

2. Characteristics of Migrants 

Information on the characteristics of Colombian physicians abroad 
was limited to what was obtainable for those in the USA, mainly from the 
AMA (3). 
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Of the 952 Colombian medical graduates in the USA in 1970, 319 
(34 %) were in training programmes, compared to 29 % of all foreign 
medical graduates. There were 145 (15 %) who were board-certified, 
about the same proportion as for all foreign medical graduates; 103 (11 %) 
were in federal employment, almost double the proportion for all foreign 
medical graduates (6 %). Geographically, the largest number of Colombian 
medical graduates was in Illinois (12 %) compared to 6 % of all FM Gs. 

As regards activities, the percentage distribution was as follows: 

Colombian All FMGs 
MGs 

% % 

Total physicians lOO lOO 
Patient care 90 89 

Office- based 30 39 
Interns 8 6 
Residents 28 25 
Physician staff 23 20 

Other professional activity 10 11 
Medical teaching 3 2 
Administration 1 2 
Research 4 6 
Other 1 I 

Note: The information available as a basis for these figures did not necessarily cover all the phygicians 
concerned. Colombia had rather more physicians for whom addresses were unknown than the average for all 
FMGs. 

Considerably fewer Colombians were working in office-based patient 
care than the average for all FMGs and rather more were residents and 
physician staff. Slightly more Colombians than average were in teaching, 
and fewer than average in research, which contrasts with the claims often 
made that a large proportion were in teaching and research. The overall 
impression is that, among FMGs in the USA, Colombian physicians tend 
to fill the humbler and less well paid positions. One reason for this 
may be that Colombian graduates in the USA are on the whole rather young 
(69 % were under 40 as against 47 %for all FMGs), a characteristic they 
have in common with most Latin American physicians in the USA. 

A study based on AMA data for 1973 (221) analysed the whereabouts 
of Colombian medical graduates who had ever migrated to the USA, 
classified by year of graduation. The results are shown in Table COL.2. 
Analyses were also made to determine the characteristics of those who 
had returned in contrast to those who stayed in the USA. It was found 
that those who had returned to Colombia were almost twice as likely 
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to have been born in smaller towns than those who remained in the USA. 
It was not possible to compare all migrants with those who never migrated. 
It would be interesting to know whether a larger proportion of medical 
graduates from small towns never migrate in the first place. This could 
have policy repercussions as regards admission to medical schools. 

The study also found that those migrants who return to Colombia 
during the first five years after their graduation will, on the whole, not 
remigrate to the USA. Of those who return to Colombia five to ten years 
after graduation, a small proportion remigrate to the USA. About 
one out of every six of those who returned and one out of every 34 migrants 
remigrated to the USA. 

The Colombian health manpower study (1 35) found the following 
distribution of reasons for migrating given by emigrant nurses: 

Reason 

On orders (nuns only) 
Chance to study 
Chance to work 

% 
21 
21 
20 

Marriage or family emigrating 15 
Other reasons 14 
No information 9 

3. Factors Influencing Migration 

3.1 Development factors 

It was shown in the analyses contained in Part One that migration 
behaviour is allied to the various factors which together determine a 
country's state of development, and in many ways the migration problems ·
facing Colombia are typical of many countries at the same stage of devel
opment. 

With a population of 22.7 million in 1973, Colombia is the fourth 
largest country in Latin America. The crude birth rate has declined from 
an estimated 45 per I 000 in the 1950s to an estimated 32 in 1973. The 
crude death rate was estimated to be 10 per I 000 in 1971 (136). Life ex
pectancy was 61 years in 1970-1975 (89). Colombia, like most Latin Ameri
can countries, has a heavy rural to urban migration. The country's 
urban population grew from 13 % of the total population in 1938 to 
46 % in 1973. The population of Bogota doubles every 10-15 years. 
Unemployment in the cities is in the region of 12 % (136 and 53). 

At the national level, the Ministry of Health plans and supervises all 
health matters. At the regional level, there are sectional services charged 
with administrative functions, such as running hospitals and outpatient 
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clinics (135). The bulk of the health services is, in fact, provided by the 
Government. 

It has been reported that more than a third of the Colombian popu
lation has no access whatsoever to health services and that a quarter of 
the total deaths registered are of children under one year of age, who repre
sent only 1 % of the total population. Malnutrition constitutes one of 
the main causes of death, although it is not currently reported as such. 
Only one in three persons in the rural areas has access to water supply 
and refuse disposal services, but the situation is almost as bad for the 
marginal population in urban areas. 

An analysis of the organization and management of the health sector 
showed a high degree of dispersion and overlap of resources and a critical 
lack of coordination at virtually all levels of decision-making. This, 
it has been indicated, is one of the main reasons why the productivity 
of the health system remains low despite the annual increases in the health 
budget during the last few years. This lack of coordination is also evi
dent in the area of technical cooperation with other countries. Various 
institutions have been involved in health services and manpower research, 
again in an uncoordinated way and not always in areas of national pri
ority; the findings and recommendations of such research efforts are not 
always made known to planners and decision-makers. 

The Colombian health manpower study (135) reported that, for one 
year, only 5 % of the total population were hospitalized. From August 
1965 to July 1966, about 113 000 persons were hospitalized. Of this 
total, 89 % were known to be in a hospital for the first time, and 9 % 
were hospitalized for a second time. It was also reported that, for the 
same year, only 31 %of all pregnant women received medical care during 
pregnancy. 

In 1972 there were more than 1 500 health centres and health posts 
with prenatal and child clinics attended by 1.37 081 pregnant women and 
295 813 infants and children aged 1-4 years. Domiciliary care was given 
to 15 539 pregnant women and 16 039 infants. With regard to control of 
communicable diseases, priority is given to antimalaria and antiyaws 
campaigns (203). 

In 1972, there were 747 hospitals in Colombia, of which 591 were 
Government-operated. The total number of beds was 44 762, with 
38 629 in Government establishments. The total bed to population ratio 
in 1972 was 19.9 per 10 000 population. Major hospitals included: 
653 general hospitals, of which 540 were Government-operated, providing 
33 167 beds; 18 paediatric hospitals, of which 13 were Government
operated, providing I 656 beds; and 12 tuberculosis hospitals, of which 
11 were Government-operated, providing 1 745 beds (211). 

The Ministry of Health reported the following figures for 1973. The 
number of physicians does not agree with that shown in Table CO L.l, 
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although the latter emanates from the same source. The difference may 
be due to differing coverage or to differing definitions. 

Numbers Number of 
Categories in 1973 schools 

where trained 

Physicians 13 599 9 
Nurses 2 649 9 
Nursing auxiliaries 11 823 31 
Dentists 3 639 4 
Bacteriologists 3 507 9 
Nutritionists 527 5 

In addition, a rather wide variety of health auxiliaries has also been 
trained to provide primary health care in peripheral areas. They include 
4 862 rural health promoters and 1 600 promoters of environmental 
sanitation. 

3.2 Economic factors 

Per capita income (GNP) was US $440 in 1973. The growth rate 
in average income is low (2.4 % per annum for the period 1960-1973 
and 3.1 % for 1965-1973), due at least in part to high population growth 
rates (nearly 3 % per annum) (91). Colombia is thus one of the poorer 
countries of Latin America. This is also reflected in low Government 
health expenditures, some US $5 per capita, or 7.8 % of' total Govern
ment expenditure in 1971 (135). The Government health budget was 
3.5 % of GNP in 1973. 

In 1972, Colombia had 4.6 physicians per 10 000 population as against 
a "sustainable level", based on its GDP, of 2.8 per 10 000. Translated 
into actual numbers, this means that, given its GDP level, Colombia could 
expect to find satisfactory employment for some 6 000 physicians, i.e., 
for two-thirds of the physicians it actually has. As expected, this discrep
ancy manifests itself in a high migration rate as well as in generally 
poor working conditions for those that do find employment at home. 

The main conditions causing dissatisfaction among physicians practis
ing in Colombia include: low salaries and lack of scientific stimulus, 
lack of opportunities for advancement, and lack of qualified personnel 
and proper equipment. In rural areas, physicians are reported to complain 
about the low standards of living, the lack of social life, poor schools for 
their children and low salaries (1 35). 

The mechanism by which low GDP leads to low employment oppor
tunities is fairly direct. Low Government health expenditure leads to low 
Government employment, and low average income means that most of 
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the population cannot afford private treatment-despite the fact that 
health costs in Colombia are very low. This leads, inevitably, to pro
fessional dissatisfaction. 

The cost of medical care ranged from an average 152 pesos (approxi
mately US $10) to a low of 58 pesos (approximately US $3) for medical 
consultations. Average hospital expenses totalled 561 pesos or approxi
mately US $46 (135). 

In Colombia, as in most developing countries, the situation is aggra
vated by the fact that income is inequitably distributed. In a study carried 
out for the World Bank, Colombia is among the countries described as 
having high income inequality with only 9 % of the income going to the 
lowest 40% of the population and 61 % of the income going to the top 
20% (92). 

Coverage of non-private health care is low. The bulk of such health 
services are provided by the Government, as stated above. In addition, 
there are private charitable organizations and semi-official, independently
administered state services which are financed jointly by private and 
Government funds. The largest such fund is the Colombian Social 
Security Institute (ICSS), which provides direct medical services to patients 
through its facilities. Coverage is restricted to employees in industry 
and commerce, in limited districts only, and to pensioners, while many 
other types of workers are excluded. This fund is reported to cover only 
3.8 % of the total population. Another fund, which is even more limited, 
provides medical benefits to Government employees only. In all, only 
8.8 %of the total population is known to have any kind of medical care 
coverage from social security programmes. Coverage is reported to be 
greater among men than women ( 11 % against 7 %) and coverage is 
high in the urban areas (it exists primarily in Bogota) and rises steadily 
as financial status improves (187). 

3.3 Physician and nurse income 

Salary differentials between donor country and recipient country are 
often quoted as reasons for leaving, although it was found that salary 
is not in itself a cause but rather a symptom of other, more basic, causa
tive factors. Income conditions in Colombia are, however, of interest 
because they reflect the poor working conditions of Colombian physicians. 

The majority of physicians in Colombia (63 %) are known to combine 
private practice with non-private duties. Physicians in rural areas spend 
the greater part of their time engaged in non-private work. The health 
manpower study referred to above states that, in 1965, the mean total 
income of physicians was 91 700 pesos (approximately US $6 100) and 
the median was 75 000 pesos (approximately US $5 000). (Average 
income of US physicians at that time was US $34 000 (4).) Of the phys-
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ICians interviewed, 43 % received their income primarily from private 
practice, while 51 % received theirs primarily from non-private practice 
and only 6 % stated that their income was derived from both sources. It 
should be noted that young physicians practising in rural areas derive 
considerably less income from private practice than their counterparts 
in the urban areas. A comparison of physician income with average 
national income shows that the Colombian physician earns 19 times as 
much as the average citizen, a differential fairly typical of developing 
countries (116). 

3.4 Imbalances in health manpower 

3.4.1 The health manpower team 

Like most Latin American countries and unlike most developed 
countries, Colombia has more physicians than professional nurses. 

In 1972, health manpower per 10 000 population was (211): 

Physicians 4.6 

Multipurpose health 
auxiliaries 1.2 

Dentists 1.4 

Professional nurses 1.2 

Practical nurses 5.5 

There was 0.3 nurse per physician; if one includes practical nurses, 
there were 1.5 nursing personnel per physician. In the overall analyses 
it was found that among countries in the low GDP group, those with 
low loss rates had a ratio of nurses per physician of 1.1, whereas the high
loss countries had a ratio of 0.6. 

The Colombian health manpower study found that lack of support 
staff was a severe handicap for physicians. The report states (135) 
"The shortage of health personnel to help doctors in their offices is more 
severe in small towns, obliging doctors to waste time in unnecessary routine 
in those areas where their professional skill is not useful" (p. 124). This 
factor contributes to the low productivity of Colombian physicians. The 
situation uncovered by the survey was that almost 90 % of physicians 
had no medically-trained help (Table COL.4). 

3.4.2 Urban rural imbalances 

The Colombian health manpower study found that 74% of the phys
icians were practising in Bogota, which had 31 % of the population. A 
further 17 % were in townships with over 20 000 inhabitants, which had 
5 % of the population, and only 9 % were in other areas which contained 
64 % of the population. The ratio of Bogota's physician coverage to the 
rural coverage is about 17 to I. Most of the physicians working in rural 
areas were below the age of 35, many of them still doing their obligatory 
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rural service. Those over 35, who might be regarded as those perma
nently settled, accounted for less than half the physicians there. 

The shortage of rural physicians shows clearly that, if need were the 
only criterion, the migrant physicians would not lack employment, but 
once again it is the economic factors that militate against gainful employ
ment opportunities. 

3.4.3 Imbalances in specialization 
In 1968 there were 2 975 physicians certified as specialists by the Colom

bian Association of Medical Faculties. This number constituted some 
34 % of total physician stock. The distribution by specialties seems to 
be more appropriate to the priorities of a developed country. Table 
COL.5 gives a tentative comparison between Colombia and the United 
States of America. 

3.4.4 Imbalances in production 
Bearing in mind that Colombia suffers from "overspill" emigration 

of physicians and that it does not have the economic base necessary to 
offer suitable employment to all its graduates, Colombia should, theor
etically, either: 

restrict the output of its medical schools and concentrate on other 
types of health workers; 

change and simplify its medical curriculum; or 
not give internationally recognized degrees, etc. 

Any increase in production of physicians of the type now being produced 
will only lead to more emigration. 

In 1965 Colombia had seven medical schools. In 1966 and 1967 
two new schools were opened which began to produce graduates in the 
early 1970s, after the years covered by Table COL.2. By 1975 there 
were I 5 schools (206). The net effect on production rates of this expan
sion is not known, but is probably considerable. 

The situation with regard to nurses is rather different. In 1965, there 
were six nursing schools in Colombia, of which four were public and two 
private. Most schools are reported to be quite new, except the one in 
Cartagena (135). The duration of training is from two to four years, 
after which a degree of "Licentiate" in nursing is awarded. 

Despite the fact that Colombia suffers from a shortage of professional 
nurses, it is reported that there is little interest in nursing. Between 1955 
and 1965, only 1 992 students applied for entry to the nursing schools 
and only 1 277 (or 64 %) were admitted. Of the six schools, only one 
received enough applications to make a proper selection. The others 
did not receive enough applications to make a choice at all. Lack of 
interest in nursing appears to be linked to the low salary rates and low 
social prestige attached to nursing in Colombia (135). 
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3.5 Language links 

The links between Colombia and the countries to which Colombian 
physicians and nurses migrate would seem to be geographical rather than 
linguistic. Most migrants go to the USA, where Colombian physicians 
and nurses cannot utilize Spanish, the language in which they were 
taught. Other physicians go to neighbouring Latin American countries. 

The figures for nurses, quoted in Section 1.3 above, show that almost 
all the nurses who do not go to the USA go to Spanish-speaking neigh
bouring countries and not to Brazil. 

There does, however, seem to be a strong language link involved in 
the choice of country of Colombians studying medicine abroad; 90 % of 
all FMGs in Colombia had studied in other Latin American countries 
or in Spain. The UNESCO data on students confirm this trend. 

3.6 Relevance of education 

One of the factors most central to all theories on medical migration 
is that of relevance of education. Physicians in developing countries, 
taught according to the disease patterns, teaching methods and facilities 
of developed countries, will tend to migrate to countries where working 
conditions correspond more closely to their training. 

The majority of Colombian medical schools are located in the metro
politan areas and only one is to be found in an area of less than 100 000 
population. Most of the schools are public. The schools are known to 
draw their students from the local area. In the case of medical schools 
in Bogota, students are reported to come from all parts of the country 
(135). Clinical learning takes place almost exclusively in university 
hospitals which are more concerned with the high quality of care than with 
service targets and coverage of the rural population. 

The total number of hours devoted to clinical sciences varies consider
ably from school to school (from 2 742 hours to 4 977 hours). The 
health manpower study noted the high proportion of time devoted to 
surgery (except in only one school), while psychiatry received the lowest 
number of hours in all the schools. 

In an unpublished study, the differential migration rates to the USA 
of the graduates of Colombia's medical school have been examined. 
The conclusion was that great differentials existed but could not be attri
buted to any known factor (222). 

An examination of the data published by the ECFMG reveals which 
are the main exporting schools in Colombia (see Table 111.10 in Part 
One of this study). The main exporter, both in terms of absolute numbers 
and in terms of proportions taking the ECFMG examination, is the 
National University of Colombia. In 1970 it produced 30 % of the 
country's medical graduates and 34% of the country's ECFMG candidates 
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as well as 36% of the country's successful candidates. Two other univer
sities are potential exporters; the University of Javeriana and the Uni
versity of Valle. Both produce a larger proportion of ECFM G candidates 
than of graduates. If the pass rate is an indicator of irrelevance, then the 
two universities with the highest pass rates are the University of Antioquia 
(43 %) and the University of Cauca (50%). 

Nursing curricula vary between schools. All schools require the fol
lowing basic subjects in the first year: physics, biochemistry, nutrition, 
biology, microbiology, anatomy, physiology, sociology and English. 
After the first year, the curricula begin to vary, although it is reported 
that all schools combine theory and practice with an emphasis on clinical 
teaching. 

4. Consequences of Migration 

4.1 Economic losses 

Various estimates exist of the cost of training a physician in Colombia. 
The health manpower study (1 35) gives the cost of educating a profes
sional in 1968 as about US $6 000. This means that the I 250 Colombian 
medical graduates known to be abroad represent a lost investment to 
Colombia of about US $7.5 million. This estimate does not include 
the contribution that these physicians might have made to the country's 
national product had they stayed and been gainfully employed. Theor
etically one should deduct the value of the medical education gained by 
the 9% of Colombian physicians who trained abroad. Before being 
able to do so, one would need to know who financed their training. If 
they were paid for by Colombian funds, then their education constitutes 
a normal business transaction rather than a migration gain. 

The real significance of such economic losses lies in the fact that 
money spent on the education of emigrant physicians would have been 
better spent on other forms of health personnel and health care. 

4.2 Lost coverage 

Colombia's emigrant physicians represented a loss in coverage of 
0.5 physicians per 10 000 population, i.e., coverage would have gone 
up from 4.6 to 5.1. Similarly, for nurses, coverage would have gone up 
from 1.2 to 1.4 professional nurses per 10 000 population. 

4.3 Replacement time 

The I 250 emigrant physicians represent 3.3 years production of 
Colombia's medical schools, based on the production rates of the last 
five years for which data are available (1966 to 1970). 
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5. Policies 

5.1 Measures to halt emigration and encourage the return of migrants 

From about 1968 onward there have been several developments 
which have a close bearing on health manpower migration. These include 
the following (180): 

(a) Increasing emphasis has been given to the establishment of post
graduate medical education, with the result that at the present time every 
specialty can be pursued in university hospitals within the country. The 
need for physicians to seek specialty training abroad has thus been 
reduced. 

(b) A repatriation scheme has been introduced whereby certain 
returning migrants are offered a three-year contract to serve as university 
professors or research fellows. In addition to the basic satary corres
ponding to the type of job which the candidate agrees to perform, the 
person receives a salary of US $6 000, an allowance of US $1 500 for 
removal and reinstallation of household effects, travel expenses for 
himself and dependants, and exemption from import taxes on household 
effects and car. 

(c) In 1968 an important plan was announced to counteract the out
flow of trained personnel in the health field. The plan consisted of broaden
ing the employment market for new medical graduates and improving 
the salary scales for physicians. The Government also enacted legislation 
to establish an employment service for returnees. 

5.2 Policies on immigration or the import of medical education 

Regulations regarding the practice of medicine in Colombia are rather 
restrictive and have the effect (whether intentional or not) of discouraging 
the immigration of foreign physicians as well as making it difficult for 
Colombians trained abroad to practise in Colombia. 

A licence to practise is granted to national and foreign graduates who 
are holders of the Colombian degree of "Doctor en Medicina y Cirugia", 
after fulfilment of one of the following conditions: 
(a) completion of one year's service as resident medical officer in a 
health centre or medical station designated by the Ministry of Public 
Health; 
(b) completion of one year's service in a health campaign organized 
by the Ministry of Public Health or by a faculty or school of medicine 
or by the Directorate and Departments of the Ministry of Public Health 
and approved by the Ministry; 



COLOMBIA 229 

(c) completion of two additional years' service as intern in a university, 
departmental, municipal or private hospital, provided that such hospital 
is duly registered and approved by the Ministry of Public Health; 
(d) completion of one year's medical practice in a town with a popu
lation of less than I 0 000 inhabitants, with permanent residence in the 
locality; 
(e) completion of at least two years of specialized studies in basic 
medical sciences, specialization training in some branch of medicine, or 
teaching duties in a university hospital or faculty of medicine. 

Colombian nationals with foreign diplomas obtained in schools of 
medicine in countries with which Colombia has reciprocal agreements 
or conventions concerning university degrees may practise after a period 
in the public health services as indicated above. 

Colombian nationals with foreign medical diplomas obtained in 
countries with which Colombia has no reciprocal agreements relating to 
university degrees may be accepted in the public health service if the 
Colombian Association of Medical Faculties recognizes the competence 
of the medical school in which the diploma was obtained. Otherwise 
the person concerned must pass a qualifying examination and work 
for a period in the public health service before being entitled to practise. 

Foreigners holding diplomas obtained in foreign medical schools 
recognized as competent by the Colombian Association of Medical 
Faculties must take the qualifying examination and serve in the public 
health service (206). 

For nurses the Ministry of Public Health is the registration authority. 
Three years of nursing education is the minimum for registration. Since 
1977 nurses are required to work for 12 months in the regions or services 
indicated by the Ministry of Health. 

It is not known whether registration is necessary for foreign nurses. 
If the qualifications are not equivalent to those required by Colombia, 
courses must be followed in the deficient subjects (94). 

5.3 Measures to improve national self-reliance, coordination and the 
relevance of education to problems. 

In recent years a major administrative reform of the health services 
has been undertaken and as a result the entire health system has been 
redesigned in a way that will allow more effective coordination of the 
health services in the public sector, including those facilities which fall 
within the purview of the Colombian Institute of Social Security, under 
the aegis of the Ministry of Labour. The reorganization upgraded the 
former Office of Human Resources which became a Health Manpower 
Directorate more capable of effecting inter-institutional coordination 
in the area of health manpower development. 
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Presidential Decree No. 2905 created the National Council for Health 
Manpower Development as an advisory body to effect coordination 
between the Ministry of Health, the Ministry of Education, the Colombian 
Institute of Social Security {ICSS, under the Ministry of Labour) and 
the National Service for Educational Training (SENA). The Council, 
chaired by the Minister of Health, includes representatives from all the 
institutions involved as well as from the Colombian Association of Medi
cal Schools. The Health Manpower Directorate acts as the Secretariat 
of the Council. 

As one of the problems of major concern in Colombia is the proli
feration of medical schools, the number of which has more than doubled 
during the last ten years, the Council has been given the responsibility 
of analysing the need for new medical schools and of laying down the 
requirements for the expansion of training facilities for any category of 
health manpower. 

Recently, an agreement for technical cooperation between the 
Government and WHO has been signed, under which the Health Man
power Directorate will cooperate in strengthening the manpower infra
structure and capabilities for health manpower planning, production and 
management in Colombia as well as in the countries of the Andean Pact. 
This project covers such aspects as integration of concepts of community 
medicine in the undergraduate curricula of the health occupations, conti
nuing education, teacher training, and pedagogical methods. Special 
attention is given to health manpower information including research 
and to the establishment of a network of relevant programmes as a way 
to achieve self-reliance. 

Table COL.1 

Stock, production and emigration of physicians 

Stock New Entering Found in Found in Entering Registering 
Year graduates USA USA Austria Canada in UK 

(1) (2) (3) (4) (5) (6) (7) 

1961 52 
1962 75 
1963 7 453 439 90 
1964 393 158 64~ 1965 7 310 473 82 65 11 2 
1966 8100 392 80 540 66 1 
1967 8 654 353 116 1 5 
1968 381 116 0 
1969 9 468 346 47 0 
1970 407 36 952 1 
1971 78 
1972 10 317 84 1 161 
1973 10 625 4 
1974 2 

Sources: Col. 1 :200 until1972 and 272 for 1973; Cols. 2 and 5: 200; Col. 3: 145; Col. 4: 134,3 
and 4; Col. 6 :84 and 38; Col. 7:42. 

Notes: Col. 1 coverage is T. 



COLOMBIA 231 

Table COL.2 

Location, in 1973, of Colombian medical graduates who had ever migrated 
to the USA. by year of graduation, expressed as a percentage of all graduates 

Percentage distribution 

Before 1940 
1940-1944 
1945-1949 
1950-1954 
1955-1959 
1960-1964 
1965-1969 

Total 

Year of 
graduation 

As a percentage of migrants to the USA 

Source: 227. 

Ever migrated 
to USA 

1.8 
9.4 
8.1 
9.7 

14.9 
21.6 
17.4 

12.6 

100 

in USA 

1.4 
2.8 
3.8 
6.5 

10.9 
15.3 
15.6 

8.7 

71.2 

Table COL.3 

Location in 1973 

in Colombia Unknown 

0.4 
6.6 
4.0 0.3 
2.9 0.3 
2.8 1.2 
3.9 2.4 
1.1 0.6 

3.0 0.9 

21.9 6.9 

Stock, production and emigration of nurses 

Licensed in 
New Entering Licensed USA as a % 

Year Stock graduates USA in USA of new graduates 
(4)..;. (2) 

(1) (2) (3) (4) (5) 

1960 925 5 
1961 2 
1962 32 0 
1963 900 41 6 
1964 51 7 
1965 1 177 100 56 13 13 
1966 1 259 87 33 13 15 
1967 1 840 128 21 10 8 
1968 104 50 15 14 
1969 2115 114 67 15 13 
1970 95 34 9 9 
1971 2 058 122 10 
1972 2 700 7 
1973 
1974 
1975 

Sources: Cols. 1, 2: 200; Col. 3: 188; Col. 4:2. 
Notes: Col. 1 coverage is T. 
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Table COL.4 

Distribution of physicians according to the auxiliary 
staff they have in outpatient rooms, 1965 

Percentage of physicians who have staff: 

Auxiliary staff 

Assistant doctor 
Nurse 
Other paramedical 
Nursing auxiliary 

cum secretary
receptionist 

Secretary or receptionist 
Messenger and other 

Source: 135. 

Available 

In private In 
office 

0.7 
0.4 
4 

12 
46 
10 

Table COL.5 

Not available 

non-private All office 

11 89 
11 89 

7 89 

8 79 
16 38 
6 84 

Percentage distribution of specialists by specialties in Colombia, 1968, 
and the USA, 1972 

Specially 

General surgery and surgical specialties 
Obstetrics and gynaecology 
Internal medicine 
Paediatrics 
Anaesthesiology 
Preventive medicine and public health 
Radiology 
Psychiatry 
Pathology 
Other 

All specialists 

Sources: Col. 1 : 135; Col. 2:4. 

Percentage of specialists 

Colombia USA 
(1) (2) 

32.3 23.5 
17.6 6.7 
14.9 15.9 
14.3 6.8 

6.2 3.9 
4.3 1.9 
4.1 4.0 
3.3 8.2 
2.9 3.7 
0.1 25.4 

100.0 100.0 



CHAPTER VIII 

Egypt 

1. Dimensions and Directions of Migration 

1.1 Physicians 

Egypt is a donor of physicians. From the information presented in 
Table EGY.l it can be estimated that some 2 500 Egyptian physicians 
were abroad in the early 1970s, a number equivalent to 13 %of the number 
of physicians on the register in Egypt in 1971 or 16% of the 15 198 
physicians reported to be working in Egypt in 1973 (212). 

Although, as can be seen from Table EGY .1, Egyptian physicians 
are found in a large number of countries, they go mainly to four desti
nations: Canada and the USA, the United Kingdom, the Federal Republic 
of Germany, and neighbouring, mainly Arab, states. 

In 1972, there were over I 000 Egyptian medical graduates in the USA, 
compared to 732 in 1970: an increase of 37 %in two years. In contrast, 
the number of Egyptian physicians entering Canada seems to be falling. 
During the period 1962 to 1966 an average of 20 Egyptian physicians 
entered each year, in 1973 there were only 11, in 1974 nine, and 17 in 
1975. A certain proportion of those entering Canada will continue on 
to the USA. In 1970, I 5 Egyptian-born physicians entered the USA (as 
immigrants) from Canada, and in 1972, eight did so (54 and 122). 

The United Kingdom also seems to serve as a way station for Egyptian 
physicians en route to the USA, although a considerable number of them 
also stay there (235 in 1970). In 1970, 37 Egyptian-born physicians 
entered the USA (as immigrants) from the United Kingdom, and in 
1972, 23 did so. 

The number of Egyptian physicians in the United Kingdom may well 
have declined recently as a result of restrictions imposed there on the 
registration of foreign medical graduates. To obtain temporary regis
tration, Egyptian medical graduates have to sit a qualifying examination. 
During the period June 1975 to February 1976, 215 Egyptians sat the 
examination but only 46 passed (21 %). This pass rate is lower than the 
average (35 %). After India with 236 candidates, Egypt had the greatest 
number (74). 

- 233 -
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As regards way stations, 38 %of the Egyptian-born physicians entering 
the USA as immigrants gave a country other than Egypt as their last 
permanent residence. In 1972 the proportion was 50 % (54 and 122). 

The main recipient of Egyptian physicians, after the USA, is Saudi 
Arabia, where their number is increasing rapidly. There were 377 Egyp
tians there in Government service in 1972 and 588 in 1973, an increase 
of 56 %. Another 235 were in the Libyan Arab Jamahiriya in 1972. 

No information was made available on the number of foreign phys
icians in Egypt. 

1.2 Export and import of medical education 

No information was made available on the country of qualification 
of physicians in Egypt. Between 1871 and 1965, 91 Egyptians graduated 
at the American University of Beirut. Of those still alive in 1968, 84 % 
were reported as being in Egypt, 6 %in the USA and 10% elsewhere or 
address unknown (42). A study of foreign-born graduates of British 
medical schools, 1948-1966 (67), showed that out of a total of 27 Egyp
tians, 14 had remained in the United Kingdom and 13 had left; their 
destinations were unknown but where probably the USA (see Section 1.1 
above). 

The UNESCO study (175) showed that there were 153 Egyptian 
undergraduates at foreign medical schools in 1972/73 and 149 in 1973/74. 
The main countries concerned were: 

Host country: 

Austria 
Brazil 
Canada 
France 
Federal Republic of Germany 
Italy 
Libyan Arab Jamahiriya 
United Kingdom 
Other 

Egyptian 
undergraduates 

1972{73 1973/74 

16 21 
16 17 

9 9 
10 9 
16 16 
23 11 
15 14 

I I 
47 51 

Egyptian 
postgraduates 

1972/73 

13 
7 

18 
11 

1973/74 

14 
3 

21 
10 

UNESCO was not able to obtain any information on the number of 
foreign students studying in Egypt. The World Directory of Medical 
Schools (205) shows that in 1970, 267 foreign students graduated from 
Egyptian medical schools, out of a total of 1 459; i.e., 18 %of all students. 
Foreign students enrolling in 1970 accounted only for 9% of the total 
enrolment. A study carried out in Egypt (224) relates to foreign students 
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at the Faculty of Medicine, Cairo University, in 1975 and gives the fol
lowing nationalities and numbers of students. 

Country or area 

Saudi Arabia 
Libyan Arab 

Jamahiriya 
Palestine 
Jordan 
Sudan 
Kuwait 
Lebanon 
Other Arab countries 

South Africa 
Malaysia 
Nigeria 
Pakistan 
Other 

Total foreign 

Number of students 

297 

181 
134 
121 
114 
102 
88 

278 

1 315 - 84% 
of total foreign 

59 
48 
26 
25 
95 

253 - 16% 
of total foreign 

1 568 

The foreign students made up 19 % of total enrolment. 

1.3 Nurses 

Egypt is also a donor of nurses. On the basis of the information in 
Table EGY.2 it can be estimated that there were some 1 lOO Egyptian 
nurses abroad in the early 1970s. This number is equivalent to 14% 
of the number of nurses on the register in Egypt in 1973, and probably 
nearly 25 % of the number actually working in Egypt. Apart from a very 
small trickle to the USA, Egyptian nurses go almost exclusively to other 
Arab countries. In 1974 there were 1 026 of them working for the 
Government in Saudi Arabia, 13 %more than the previous year. Egypt 
is, in fact, the chief supplier of nurses to Saudi Arabia, the next largest 
being Pakistan with 529 nurses. 

No information was made available on foreign nurses in Egypt. 

2. Characteristics of Migrants 

Information on the chara~;teristics of Egyptian emigrants was limited 
to what was obtainable for Egyptian-born physicians in the United King
dom in 1970 (72) and for Egyptian medical graduates in the USA in 
the same year (3). 
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There were 235 Egyptian-born physicians in the United Kingdom 
in 1970, of whom 218 (93 %) were active in medicine. Some 22 of the 
active physicians did not work for the British National Health Service, 
half of this number being employed by universities. Of the remaining 
196, 61 were senior hospital doctors, 39 junior hospital doctors and 78 
were in general practice. The proportion of junior hospital doctors 
(l8 %) among Egyptian physicians is low; the national average-which 
includes physicians born in the United Kingdom-is 23 %. 

Of the 732 Egyptian medical graduates in the USA in 1970, 341 (47 %) 
were in training programmes, compared to 29 % of all foreign medical 
graduates. There were 144 (20 %) who were board-certified, slightly 
more than the proportion for all foreign medical graduates. Thirty
seven (5 %) were in federal employment, about the same as the proportion 
for all foreign medical graduates (6 %). Geographically, the largest 
number of Egyptian medical graduates were in New York (23 %) com
pared with 27 % of all FMGs. Egyptian medical graduates seem to be 
more dispersed geographically than other FM Gs. 

As regards activities, the percentage distribution was as follows: 

Egyptian 
All FMGs MGs 

% % 

Total physicians 100 100 

Patient care 92 89 
Office-based 30 39 
Interns 15 6 
Residents 32 25 
Physician staff 15 20 

Other professional 
activity 8 1l 
Medical teaching 2 2 
Administration l 2 
Research 4 6 
Other 0 1 

Note: The information available as a basis for these figures did not necessarily cover all the physician• 
concerned. 

Considerably fewer Egyptians were working in office-based patient care 
than the average for all FMGs, and rather more than average were interns 
and residents. Fewer than average Egyptians were in activities other 
than patient care. The rather junior posts held by Egyptian medical 
graduates in the USA is in contrast to the positions held by Egyptian 
physicians in the United Kingdom. Nearly all the Egyptian medical 
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graduates in the USA had graduated in 1950 or later (91 %), the largest 
cohort being those who graduated in 1955 to 1959; they made up 39% 
of the total. Only 7 % of the Egyptian medical graduates in the USA 
were women. 

As regards age, the Egyptians had about the same proportion as all 
FMGs in the age group 40-59, but considerably more than average in 
the under-40 group, with a corresponding shortfall in the 60-plus group. 

3. Factors Influencing Migration 

3.1 Development factors 

It was shown in the analyses contained in Part One that migration 
behaviour is allied to the various factors which together determine a 
country's state of development. In many ways the migration problems 
facing Egypt are typical of many countries at the same stage of develop
ment. 

Egypt is one of the poorer of the Arab States with a total land area of 
one million square kilometres of which only 3! % is inhabited. The 
Egyptian people have been, and stiii are, dependent upon the Nile for 
survival, and areas not irrigated by the Nile are virtually uninhabitable. 
The Aswan High Dam, completed in 1971, provides irrigation for more 
than 4 000 square kilometres and should do much to relieve the problem 
of population pressure. The population of Egypt has tripled in the last 
70 years, doubled in the last 30 years and amounted to 35 6I9 000 in 1973. 
The population density of the inhabited area is over 972 per square kilo
metre. The crude birth rate was 34.1 per I 000 and the crude death 
rate 14.4 per I 000. Infant mortality is high at I16 per I 000 live births, 
life expectancy at birth is 53.5 years for males and 55.6 years for females. 
The average annual net increase in population for the period 1963-1972 
was 2.5 %. Almost half the population (43 %) was below 15 years of 
age in I973, giving a very high dependency ratio (214 and 48). Population 
pressure is recognized as being one of Egypt's main problems. The 
National Charter of the United Arab Republic, dated 21 May 1962, 
stated: "This [population] increase constitutes the most dangerous 
obstacle that faces the Egyptian people in their drive towards raising 
the standard of production in their country in an effective and efficient 
way" (48). The high rate of population increase has meant a low growth 
in per capita GNP of 0.8 %per annum on average during the period 1965-
1973; it reached US $250 in I973 (91). Egypt is still primarily rural, 
but there has been a gradual decrease in the rural/urban population 
ratio from 79: 21 in I9I7 to 60:40 in 1966. Unemployment problems 
in Egypt arise more from changes resulting from land reforms than from 
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rural/urban migration, which is the main cause of such problems in most 
developing countries (48). 

The leading causes of death in Egypt in 1971 were "symptoms and 
ill-defined conditions" 20 %, heart disease 9 %, perinatal mortality 7 %, 
bronchitis, emphysema and asthma 7 %. The communicable diseases 
most frequently notified in 1971 were tuberculosis, measles, infectious 
hepatitis and typhoid fever (203). 

Health care is the responsibility of the Minister of Health assisted 
by an Under-Secretary for Preventive Health, an Under-Secretary for 
Rural Health and an Under-Secretary for Curative Services. At each 
administrative level there is a Director-General for Health Affairs, and 
in each district (Markaz) there is a Director of Health Department. 

In 1973 there were a total of 1 444 hospital establishments with 76 611 
beds. Of these 1 233 were Government establishments (85 % of the total) 
with 67 403 beds (88 % of the total). The number of beds per 10 000 
population was 21.5 (212). Outpatient medical care was available in 
1972 at 356 hospital outpatient departments, 22 urban polyclinics, 589 rural 
health centres each serving a population of between 10 000 and 15 000 
inhabitants, 1 385 rural health units each serving a population of 5 000 
inhabitants, 483 dispensaries, 171 medical aid posts (ambulance services), 
and 3 006 mobile health units (203). In addition, school health services 
were provided at 2 178 centres, reportedly supervising 88.5 % of the total 
number of schoolchildren (80). According to a UNDP report (173), 
in the decade 1963-1973 the Government of Egypt had to deal with 
inadequate health services for over 60 % of the population. The objective 
of the Government in the health sector in the 10-year plan 1973-1982 
is mainly to improve the quality of health services and education. Among 
the specific objectives is a target number of profess~onal health personnel 
which will be discussed in Section 3.3.2 below. 

3.2 Economic factors 

In 1971, Egypt had 5.5 physicians per 10 000 population (based on 
numbers on the register) as against a "sustainable level" based on its 
GDP, of 1.6 per 10 000. Translated into actual numbers this means that, 
given its GDP level, Egypt could expect to find satisfactory employment 
for some 5 500 physicians compared to the 18 800 it had on the register 
in 1971. Even allowing for the fact that a certain number of those on 
the register will have become inactive - the number active in 1973 was 
15 198- Egypt still had at least twice as many physicians as its sustainable 
level. As is to be expected, this discrepancy has manifested itself in a 
high emigration rate. The mechanism by which low GDP leads to low 
employment opportunities is fairly direct. Low Government health 



EGYPT 239 

expenditure leads to low Government employment, and low average 
income means that most of the population cannot afford private treat
ment. Per capita Government expenditure on health was US $9, a fairly 
high figure when compared to other countries at the same GNP level. 
Health expenditure accounted for 3.5 % of total Government expenditure, 
compared to 20.6 % on education and 43.7 % on defence (214). 

Of the 23 501 registered physicians in Egypt in 1973, 11 412 or 49 % 
were in Government service (214). Another source (211) puts the number 
of physicians in Government employment at 7 495 in 1974, 49% of the 
number active in 1973. Government expenditure and Government 
employment are both fairly high, and this should somewhat alleviate the 
surplus of physicians in relation to the sustainable level (sustainable 
levels are based on average Government expenditure for each GDP 
level). 

Egypt is reported to have a social insurance scheme (cash and medical 
benefits) supervised by the Ministry of Health and administered by the 
Health Inst:rance Organization. The scheme covers only employed per
sons (no provision for dependants) and members of productive co
operative societies. It provides sickness and medical benefits paid directly 
by the Organization. Under this scheme, the insured person pays I % 
of earnings, while the employer pays from l % to 4 % of payroll. The 
Government does not contribute toward the cost. There is also a special 
health insurance scheme for public employees (187). 

3.3 Imbalances in health manpower 

3.3.1. The health manpower team 

In 1971 health manpower (based on numbers on the register) per 
10 000 population was as follows (211): 

Physicians 5.5 
Nurses 1.5 
All nursing personnel 6.6 
All nursing and mid-

wifery personnel 11.3 

Auxiliary workers 1.2 
Dentists 0. 7 
Pharmacists 2.0 

In 1973 there were reported to be 15 198 active physicians, making 4.3 
such physicians per 10 000 population. There are more physicians than 
professional nurses in Egypt. The ratio of nurses to physicians is 0.3, 
which is fairly typical of countries in the low GDP group that suffer high 
migration losses. The theory behind this association is that physicians 
tend to migrate more readily from countries where they do not have 
adequate support staff. It has been reported that this shortage of nursing 
personnel as support staff is particularly acute in rural areas. 
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3.3.2 Imbalances in production 

It was stated above that Egypt had a large surplus of physicians in 
relation to its sustainable level. It is to be expected that any further 
expansion in stock will lead to further "overspill" emigration. 

Egypt has nine medical schools which between them produced over 
3 000 graduates in 1973 (214). This figure represented an increase of 
20 % on active stock or 13 % on the number on the register. These 
increases are in accord with the Government's 10-year plan which set 
as a target a 7 000 increase in the number of physicians over the five
year period 1973-1977. 

The plan called for an increase of 5 000 nurses over the same period. 
It is not quite clear which categories of nurses were meant. In 1972 
there were 96 nurse graduates from university degree courses and 787 
from basic nursing training. The imbalance between the two sets of 
figures seems to reflect an imbalance inherent in the Egyptian system 
of education. Although the country has a high level of education, em
phasis has been placed on university-level training. As a result, there 
has been an acute imbalance between professionals and technicians. 
The shortage of middle-level managers and technicians, of foremen and 
skilled workers has lowered productivity, both in industry and agri
culture. Recently a shift has been made towards technical education 
which in 1972 was already absorbing two-thirds of the graduates of 
preparatory schools (173). 

Education policy is aimed at increasing middle-level education. Great 
emphasis has been placed on lowering the overall illiteracy rate, which 
in 1966 was 52% for males and 79% for females (ten years and over). 
Although education has been made compulsory for school-age children, 
in rural areas there is a tendency to by-pass these laws since it is not easy 
to enforce them. In 1970, the total school enrollment at the primary 
level was 70 %, 33 % at the secondary level and 7 % at the tertiary level 
(214). The acute shortage of teachers and of teacher-training institutions 
handicaps the production of new manpower. 

3.4 Relevance of education 

One of the factors most central to all theories on medical migration 
is that of irrelevance of education. Physicians in developing countries 
who have been taught according to the disease patterns, teaching methods, 
and facilities of developed countries will tend to migrate to places where 
working conditions correspond more closely to their training. 

Egypt has one long-established medical school founded in 1827; 
all the rest were opened after 1940. The language of tuition in all of 
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them is English, although at the Al-Azhar Faculty of Medicine, Cairo, 
some teaching is in Arabic. 

In 1973, 879 Egyptian medical graduates took the ECFMG examin
ation and 167 (19 %) passed (57). In previous years, between 22 %and 
38 % passed (182). A comparison of the seven universities listed in the 
World Directory of Medical Schools (206) serves to highlight the "ex
porting" universities. 

% % Pass rate 
o/ECFMG 

University of graduates candidates Difference % 
(1970) ( 1973) ( 1973) 

Alexandria University 19 20 +1 17 
Asyiit University 10 2 -8 7 
AI-Azhar University 4 6 +2 2 
University of Ain Shams 23 26 +3 20 
Cairo University 25 44 +19 22 
Mansiira University 9 2 -7 13 
Tanta Faculty of Medicine 9 0 -9 0 

The university where the highest proportion take the examination is also 
the one with the highest pass rate, namely Cairo University, the oldest 
and most prestigious school in Egypt. The two others with a reasonable 
pass rate, but with only relatively few more than average number of 
candidates, are Alexandria University and the University of Ain Shams. 
The three with proportionately the lowest number of candidates are 
Asyut University, Mansura University and Tanta Faculty of Medicine. 
The one university which also teaches in Arabic has a very low pass 
rate. 

3.5 Language and other links 

In the analyses contained in Part One it was shown that there is a 
definite link between the language in which medical students are taught 
and the language spoken in the country to which they subsequently 
emigrate. Being taught in a language other than that commonly spoken 
in the country was not shown to be a causative factor, although it is 
thought to be related to a general feeling of alienation. As was shown 
in Section 3.4 above with respect to pass rates for the ECFMG examin
ation, it is certainly a facilitating factor. Egyptian medical students are 
mainly taught in English and they therefore tend to migrate to English
speaking countries. The figures below show, in the first column, the 
distribution of Egyptian emigrant physicians by the language spoken 
in their host country. The second column shows a similar percentage 
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distribution of all emigrant physicians. If there were no language or 
other special links, the two distributions should be the same. 

Language of host country 

English 
English/ French 
German 
French/ German 
Arabic 
Other 

All 

Egyptian physicians 
% 

51.1 
6.9 
6.4 
0.4 

34.5 
0.7 

100.0 

All emigrant physicians 
% 

83.5 
8.7 
3.3 
1.6 
2.1 
0.1 

100.0 

It is obvious from a comparison of the two columns that there are other 
factors in addition to those of language of tuition which determine the 
directions taken by Egyptian migration. Chief among these is the link 
to other Arab countries. Migration within the Arab group of countries 
is much the same as within the Commonwealth, with a greater movement 
within the group than between the group and other countries. In the 
same way that movement was almost always up the GNP scale within 
the Commonwealth, so Arab physicians tend to move from the poorer 
Arab countries to the richer. This is particularly noticeable from the 
destinations of Egyptian migrants as shown by the figures in Table 
EGY.l. 

4. Consequences of Migration 

As discussed in Part One, it is not easy to separate causes and effects; 
and indeed most of the factors which are basically symptomatic of low 
income and development are often both cause and effect. Thus in Egypt 
one might argue that physician coverage in rural areas is low because 
physicians emigrate, but equally one might say that physicians emigrate 
because conditions in rural areas are so abysmal that no acceptable 
employment opportunities exist there. In many ways Egypt is like all 
the poor countries caught in these vicious circles. Although it is useful 
to hypothesize on what, for example, physician coverage would have been 
if there had been no migration, such figures should be taken as useful 
measures rather than as indicating realizable situations. 

No reliable estimates exist of the cost of educating a physician in 
Egypt. Taking a very low estimate of US $5 000 per physician would 
mean that the 2 500 Egyptian physicians outside Egypt represent a lost 
investment to Egypt of some US $12.5 million. This estimate does not 
include the cost of primary and secondary education, so the US $12.5 
million is a low estimate. The real significance of such an economic loss 
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lies in the fact that money spent on the education of these emigrant 
physicians would have been better spent on other forms of health per
sonnel and health care. 

The addition of 2 500 physicians to Egypt's medical stock would 
raise the number of physicians per 10 000 population by 0.7, from 5.5 
to 6.2 physicians on the regi$ter and from 4.3 to 5.0 active physicians. 

It would take about one year for Egypt's medical schools to produce 
enough physicians to replace those that had emigrated, at current pro
duction rates. 

5. Policy 

5.1 General emigration 

Like several other countries, Egypt sees emigration as a relief valve 
for population pressures. To quote from one study: "Following the 
Middle East conflict in 1967, a drastic change has taken place in Govern
ment policy. Emigration has been encouraged openly in the press ... 
According to Abdel-Meguid El Abd, Head of the Central Organization 
of Training, in a report presented to the Council of Ministers, 9 379 per
sons migrated within a period of four months (January-April 1968) 
mostly to Arab countries" (48). It would seem that the Egyptian Govern
ment does nothing to actively discourage emigration. 

5.2 Measures to alleviate the results of migration 

In order to attract more medical officers to the rural areas, special 
allowances and salaries have been offered as an incentive. For example, 
the salaries of medical officers working in remote rural areas of Egypt 
have been subject to special increases, e.g., a 35 % increase in 1972. 
Special incentives have been offered to those working in remote rural 
areas, e.g., an allowance of 40% of the proceeds from domiciliary examin
ation conducted outside normal working hours, transportation facilities, 
and rent-free housing (99). 

Medical graduates who pass their final examinations with low grades 
are required to spend two years in a rural health unit after finishing their 
internship. Graduates with high grades are exempt from this ruling-they 
numbered 5% of the total in 1972, 4% in 1973 and 6% in 1974 (224). 

In 1972 the Ministry of Health launched a massive programme to 
train nurses at the technical secondary school level. 

5.3 Measures to discourage immigration 

A law of 1954 stipulates that only Egyptian citizens may practise 
medicine in Egypt. Only those who hold a B.A. degree in medicine and 
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surgery from an Egyptian university, or those who hold a foreign degree 
recognized as equivalent and have passed the required examination, may 
be eligible for registration. 

Those holding a recognized foreign medical degree are eligible to take 
the examination based on the syllabus for the final examination of the 
Egyptian B.A. degree before a panel of examiners appointed by the 
Ministry of Health. The examination is conducted in Arabic, although 
it may be taken in any foreign language approved by the Ministry. A 
certificate is issued upon successful completion of the examination (199). 
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1961 710 

1962 10 929 785 ) 

1963 11 409 198 ( 

1964 12 120 853 100 

1965 13 021 902 

1966 13 640 1 009 16 0 

1967 14 343 1 117 24 0 0 

1968 15 236 1 453 29 7 0 2 

1969 16 219 1 916 34 7 8 0 0 

1970 17419 2803 732 235 39 11 10 0 0 

1971 18 802 119 0 5 

1972 1 006 377 235 0 

1973 23 501 3 227 588 7 11 

1974 9 

1975 9 17 

Sources: Cols 1, 4, 7, 8, 10, 11, 12, 15, 17 and 18: 200; Col. 2:200 for 1961 to 1969, and 214 for 1970 and 1973; Col. 3:4 and 3; Col. 5: 216; Col. 6: 
72; Col. 9: 42; Col. 12: 216; Col. 14: 209; Col. 19:84 and 38. 

Notes: Col. 1 coverage is R; Col. 14 includes dentists. 
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Table EGY.2 

Stock, production and emigration of nurses 

Entering Llcenl8d Found in Found in Found in Found in Found in Found in Year Stock Saudi USA in USA Arabia Bahrain Yemen Oman Lebanon Australia 

(1) (2) (3) (4) (6) (8) (7) (8) (9) 

1980 788 0 

1981 981 2 

1982 1 214 3 

1983 1433 8 1 

1984 1 724 2 0 

1986 2039 2 0 

1988 2672 0 8 8 

1987 3 060 0 2 

1988 3872 0 2 8 

1989 6192 7 4 

1970 0 7 

1971 2 

1972 8 

1973 7 826 9 911 41 

1974 1 028 

1976 28 

Sources: Col. 1, 4, 8, 7, 8: 200; Col. 2: 188; Col. 3: 2; Col. 6: 216; Col. 9:42. 
Notes: Col. 1 coverage is R. 



CHAPTER IX 

Federal Republic of Germany 

1. Dimensions and Directions of Migration 

1.1 Physicians 

The Federal Republic of Germany is both a recipient and a donor 
of physicians. Around 1970 the number of emigrants balanced the number 
of immigrants, but since then the trends in the two directions have not 
been the same-immigration has been increasing and emigration seems 
to be slowing down. 

The estimate of the number of physicians who have emigrated from 
the Federal Republic of Germany is confused by several issues: 

(a) Not all countries distinguish between emigrants from the Federal 
Republic of Germany and those from the German Democratic Republic. 
This is of more concern historically-regarding the numbers in the United 
Kingdom, for example-than it is for current flows, as it is unlikely 
that there is now a sizeable outflow from the German Democratic 
Republic. 

(b) The fact that the Federal Republic of Germany is a donor of 
medical education means that there are a sizeable number of physicians 
moving around the world who are graduates of the Federal Republic of 
Germany but not its nationals. In some countries-the United States of 
America, for example-they would be labelled as graduates of the Federal 
Republic of Germany. 

(c) Immigration data, based on country of last permanent residence, 
classify all those coming from the Federal Republic of Germany as 
"German" when in reality a large number of them are other nationals 
nsing the Federal Republic of Germany as a way station. 

The number of graduates from the Federal Republic of Germany in 
the USA hardly increased at all between 1970 and 1972, remaining at 
about 3 500. It is not known how many of these were born in the Federal 
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Republic of Germany. In 1970 there were 253 of them (7 %) who were 
US-born as well as an unknown number of others who also were not born 
in the Federal Republic of Germany. 

A rough estimate of the latter based on the fact that 9 % of students 
at medical schools in the Federal Republic of Germany are foreign (61) 
would be at least a further 200, making the true number of physicians 
in the USA born in the Federal Republic of Germany about 3 000 in 1972. 
Most of these were "old" emigrants (well over half were aged 50 and over 
in 1970) who probably came to the USA either before the 1939-1945 war 
or during the period 1950 to 1956, when large numbers of people emigrated 
from the Federal Republic of Germany. It is estimated that, in all, 
during that period some 750 000 people left the Federal Republic of 
Germany for overseas, of whom 480 000 were of German origin. Only a 
very few of this wave of emigrants ever returned (34). No doubt there 
was a sizeable number of physicians amongst them. Present-day immi
grant movements into the USA have slowed to a trickle, as can be seen 
from Table DEU.2. USA immigration statistics do not distinguish 
between the two Germanies, but judging by the numbers of German 
Democratic Republic physicians in the USA in 1971, it is unlikely that 
many physicians from that country are entering the USA. Whilst some 
200 physicians whose last permanent residence was the Federal Republic 
of Germany have entered the USA as exchange visitors each year plus 
some as trainees, the number coming as immigrants, i.e., with the intention 
of settling, is rather low. Moreover, as stated above, not all these are 
necessarily born in the Federal Republic of Germany. In 1972, for 
example, of the 72 physicians entering the USA as immigrants who 
gave their last permanent residence as Germany only 44 were German
born. A further 10 German-born physicians entered the USA via another 
country, making a total of German-born immigrants of only 54 instead 
of the 72 given in Table DEU.2. In contrast to this, nearly all those 
entering the USA from the Federal Republic of Germany as non-immi
grants, i.e., intending to study, were also German-born, 150 out of 162 
(182). All in all, it would seem that true emigration by Federal Republic 
of Germany nationals to the USA has slowed down to a trickle. 

Similarly, it seems likely that emigration to the United Kingdom by 
Federal Republic of Germany physicians is also a thing of the past. In 
1970, of the 538 physicians from "Germany", 147 (27 %) were either not 
active in medicine or retired, obviously, again, "old migrants". 

The next largest group of physicians of "German" nationality was in 
Switzerland, 466 in 1970. Another 51 were in Austria in 1970, and a 
further 250 elsewhere. An unpublished source from the Federal Republic 
of G,ermany (61) states that 240 physicians were in developing countries 
with their aid programmes, but the WHO inquiry traced only 24 phys
icians in developing countries (Table DEU.l). 
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In total there were probably between 4 000 and 4 500 physicians 
born in and living outside the Federal Republic of Germany in the 
early 1970s. 

The inflow of physicians has followed an exactly opposite pattern. 
Up to 1956 practically the only foreign immigrants into the Federal 
Republic of Germany were from the German Democratic Republic 
arriving via Berlin. After that year the influx of foreigners from Western 
European countries began. By 1966, the first year for which data on 
physicians are available, there were 2 846 foreign physicians in the 
Federal Republic of Germany out of a total stock of 94 593, comprising 
3 % of the total active stock. By 1970 their number had reached 4 685, 
making up 4 % of stock (Table DEU.3). The only information on 
the nationality of these foreign physicians relates to 1971. The total 
number of foreign physicians enumerated was 5 605 (see Table DEU.4), 
almost I 000 higher than the figure obtained for 1970 from another source. 
It is unlikely that the stock of foreign physicians had really increased 
by this amount; the most probable explanation is that the coverage of 
the two sets of figures differs. The 5 605 foreign physicians comprise 
5 % of all physicians enumerated. 

Of these 5 605 foreign physicians, nearly half came from other Euro
pean countries. The large number from Turkey and Yugoslavia mirrors 
the overall immigration picture in the Federal Republic of Germany, 
where out of a total of 2 346 800 foreign workers in 1973, 528 414 came 
from Turkey and 465 611 from Yugoslavia, accounting between them 
for 42 % of the total (165). Probably at least 2 000 physicians came from 
Asia and Africa. This would accord with another estimate that there 
were 1 870 physicians from Asia and Africa in the Federal Republic of 
Germany in 1970 (66). These two continents seem to be the growth 
areas for physician migration into the Federal Republic of Germany, as 
they are for many other countries. 

Very little information is available on the situation since 1971. The 
office of statistics of the Federal Republic of Germany has reported that 
"At the beginning of 1973, more than 10% of all physicians employed 
full-time in the hospitals of West Germany were immigrants from abroad. 
The total number of hospital-employed physicians from foreign countries 
was 5 554. A third of these physicians were specialists. The ratio of 
foreign physicians has not changed appreciably during the past two years" 
(62). An unpublished source (61) gives a figures for January 1974 of 
7 401 foreign physicians practising in the Federal Republic of Germany, 
comprising 4 % of the total, with 5 841 foreign physicians working in 
hospitals (15.5% of all physicians working in hospitals). 

The proportion of foreigners among physicians is still lower than 
for all workers. In 1971 foreigners represented 10 % of all employed 
persons (34). 
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1.2 Export and import of medical education 

The Federal Republic of Germany is one of the world's largest donors 
of medical education. According to the unpublished source quoted 
above (61): "About 210 foreign students graduated each semester, that 
would make 420 each year. Students beginning their training should be 
more numerous if all students graduating also started their training in 
Germany". Obviously that is not always the case since only about 130 
students per semester began their training in the Federal Republic of 
Germany according to the statistics: 

Winter semester 1970/71 
Summer semester 1971 
Winter semester 1971/72 

German students 

30 312 
30 722 
31 991 

-Foreign students 

2 787 (9 %> 
2 679 (9 %> 
2 773 (9 %> 

N.B. These figures arc presumably total enrolment. 

The latest available figures concern the summer semester 1974 and the 
winter semester 1974/75 together and show the number of students begin
ning their medical training: 

German students 7 419 (92.5 %) 
Foreign students 599 ( 7.5 %) 

According to a study carried out by UNESCO on foreign medical 
students (175), the Federal Republic of Germany ranked fifth in the 
world as host country, with 1 839 foreign students in 1972/73 (and 1 587 
in 1973/74), after Italy, France, Spain, and Belgium. Not all medical 
schools responded to the UNESCO enquiry so that there is an under
count for the Federal Republic of Germany in relation to the figures 
given by the source mentioned above (61); nevertheless the figures are 
of interest because they indicate the nationality of the foreign students. 
In 1973/74, 10% of the students came from Africa, 3 % from Latin 
America, 41 % from Asia and 40% from Europe. The chief countries 
represented were: 

Norway 146 
Finland 86 309 students 
Sweden 77 

Indonesia 158 

Iran 113 

l Iraq 29 
Jordan 62 290 students 
Saudi Arabia 30 
Syrian Arab Republic 56 

United States of 
America 75 
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It is probable that quite a number of these will stay in the Federal 
Republic of Germany after graduation (see Table DEU.5). The high 
number of foreign students may well be one of the factors influencing 
physician immigration. 

Conversely UNESCO traced some 1 000 students from the Federal 
Republic of Germany in foreign medical schools: 

1972-1973 1973-1974 

Postgraduates : total 19 15 

Undergraduates : total 1040 813 
including the following numbers in : 

Austria 356 180 
Belgium 318 298 
France 115 170 
Switzerland 94 36 
Italy 53 42 

Whilst for undergraduates the most popular countries for study were 
neighbouring countries on the continent of Europe, 16 of the 19 post
graduate students in 1972/73 and eight of the 15 postgraduate students 
in 1973/74 were in the United Kingdom. 

1.3 Nurses 

The percentage of nurses emigrating from the Federal Republic of 
Germany, whether in relation to stock or production, has been very low 
(see Table DEU.6). 

In the early 1970s, 70 German nurses licensed each year in the USA 
(no distinction is made in the USA statistics between the German Demo
cratic Republic and the Federal Republic of Germany) compared to an 
average of nearer 80 in the early 1960s. The numbers reached a peak in 
1962, when 112 nurses licensed. The numbers licensing in Canada were 
also falling slightly, from 23 in 1972 to 15 in 1973. Some 44 nurses regis
tered in the United Kingdom in 1973, making the annual average number 
licensing or registering abroad roughly 150, i.e., about 1 % of annual 
production and less than 0.1 % of domestic stock. There were in addition 
1 823 nurses from "Germany" in Switzerland in 1970, but this figure may 
include nursing aides. 

Emigration of nurses from the Federal Republic of Germany is not a 
problem. 

In contrast to the situation regarding emigrants, the Federal Republic 
of Germany is the biggest recipient of nurses in Europe. In 1971 there 
were 7 950 foreign nurses in the Federal Republic of Germany, represent
ing 6% of total stock that year. Table DEU.7 shows the main countries 
of origin. Over 50 % of the foreign nurses came from other European 
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countries, the chief of them being Yugoslavia with l 480 nurses. Of the 
non-European countries, by far the largest donor was the Republic of 
Korea with 2 040 nurses in the Federal Republic of Germany. Korean 
nurses come to the Federal Republic of Germany under contracts made 
between the two governments which specify the supply of workers (mainly 
miners and nurses) from the Republic of Korea in return for trade and 
aid to the Republic of Korea by the Federal Republic of Germany. The 
Federal Republic of Germany is one of the very few countries that actually 
contracts for the import of foreign nurses (Saudi Arabia is another) 
instead of merely allowing would-be immigrants to enter. The next 
largest supplier after the Republic of Korea is the Philippines (also under 
contract) with 720 nurses. 

Table DEU.8 shows, for 1970, a breakdown by nationality of the 
2 819 nurses in the Federal Republic of Germany who came from non
European countries. The total is about 30 % lower than the figure of 
3 900 non-European nurses in the Federal Republic of Germany in 1971. 
The difference may be due to growth or to differences in coverage. Ac
cording to the 1971 figures, there were 2 040 from the Republic of Korea 
and 720 from the Philippines, making a growth in one year of 252 (14 %) 
for Koreans and 530 (279 %) for the Filipinos. 

It is interesting to compare the nationality breakdown for nurses with 
that for all foreign workers in the Federal Republic of Germany (165). 
The percentages given below for nurses do not include the Republic 
of Korea or the Philippines, which constitute special cases: 

Italy 
Other EEC 
Greece 
Spain 
Turkey 
Yugoslavia 
Other · 

Nationality of foreign workers in 
the Federal Republic of Germany, 

1971 

All workers Nurses 
% % 

18.7 2.9 
5.5 9.8 

12.0 1.0 
8.5 1.7 

19.6 3.9 
21.6 28.5 
14.1 52.2 

100.0 100.0 

The nurses seem to draw more from the richer countries of Europe 
than do all workers (see Table DEU. 7 for a breakdown of the "other" 
figure) and less from Italy, Greece and Spain. Turkey figures more pro
minently in the nurse figures, but Yugoslavia supplies a larger proportion 
of nurses than it does of all workers. 
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2. Characteristics of Migrants 

2.1 Physicians from the Federal Republic of Germany abroad 
Information on the characteristics of the Federal Republic of Ger

many emigrant physicians was limited to what was obtainable for those 
in the United Kingdom (72) and in the USA (3) in 1970. 

United Kingdom. No distinction is made between physicians from the 
German Democratic Republic and those from the Federal Republic of 
Germany. Of the 538 German physicians in the United Kingdom in 
1970, only 391 (73 %) were still active in medicine. Of those active, 327 
(84 %) worked for the National Health Service. Of these, 123 were senior 
hospital doctors and 172 were general practitioners. Only 18, 5 % of 
those active and 3 % of the total, were junior hospital doctors, i.e., re
cently qualified or young. It would seem therefore that the majority 
of the German physicians in the United Kingdom are "old" emigrants 
or, because the statistics refer to country of birth, even the children of 
emigrants who were brought to the United Kingdom before the 1939 
war as small children. The occupation structure of the German phys
icians in the United Kingdom definitely indicates that their immigration 
was not a recent phenomenon. 

United States of America. In 1970 there were 3 502 medical graduates 
from the Federal Republic of Germany in the USA, of whom 253 (7 %) 
were actually United States-born. The detailed data published refer to 
all Federal Republic of Germany graduates and it is not possible to distin
guish the United States-born physicians. 

Of the 3 502 physicians, only 415 (12 %) were in training programmes 
compared with 29 % of all FMGs. A larger than average proportion 
were board-certified, 23% against 16% for all FMGs. As regards year 
of graduation, the peak cohort seems to be those graduating between 
1950 and 1954, which accords with the theory put forward in Section 
1.1 that the largest exodus of physicians took place in the late 1950s. 
A comparison with all FMGs in the United States is given below: 

Federal Republic of Germany 
All FMGs Year of graduation graduates 

% % 

Prior to 1939 26 14 
1940-1944 2 5 
1945-1949 16 7 
1950-1954 24 14 
1955-1959 11 19 
1960-1964 11 23 
1965-1969 10 19 
1970- 0 0 

Total lOO lOO 
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The Federal Republic of Germany pattern is quite different from that for 
all FM Gs and shows two distinct peaks corresponding to the two periods 
of outflow mentioned above. Whereas the proportion for all FMGs 
seems to have been building up as more recent graduates arrived, the 
proportion for the Federal Republic of Germany has fallen. The same 
phenomenon becomes apparent from an age comparison: 

Federal Republic of German Democratic 
All FMGs Age Germany graduates Republic graduates 

(years) % % % 

Under 40 19.7 0.5 47.2 
40-59 46.3 16.6 40.0 
Over 60 26.2 82.8 12.8 

The statistics relating to the German Democratic Republic have been 
added above because they serve to show the age structure today of the 
survivors of the first migration wave, that prior to 1939. The German 
Democratic Republic was not subject to the post-war emigration wave. 

Of the 3 502 Federal Republic of Germany graduates, 236 (7 %) 
were inactive, the same proportion as in the United Kingdom, compared 
to only 3% for all FMGs in the USA. 

The activities of the 3 220 Federal Republic of Germany graduates 
for whom the details are known are shown below: 

Federal Republic 
All FMGs of Germany MGs 

% % 

Total 100 100 

Patient care 87 89 
Office-based 59 38 
Interns 3 6 
Residents 10 25 
Physician staff 16 20 

Other professional activity 13 11 
Medical teaching 2 2 
Administration 3 2 
Research 7 6 
Other 1 1 

Significantly more Federal Republic of Germany physicians were in the 
more senior jobs, 59 %in office-based practice against 38 %for all FMGs 
and 10% in administration and research against 8% for all FMGs. 
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2.2 Foreign physicians in the Federal Republic of Germany 

Very little is known about the foreign physicians in the Federal Repub
lic of Germany apart from their nationality (see Section 1.1 above) and 
their preference for hospital-based jobs. 

Table DEU.5 shows the distribution of foreign physicians by national
ity but also by the numbers and proportions of each nationality who 
have passed the State examination, i.e., those that are technically Federal 
Republic of Germany graduates. It is possible that the differences notice
able between countries in the last column are due to differences in recog
nition of foreign degrees. 

3. Factors Influencing Migration 

3.1 Development factors 

It was shown in the analyses contained in Part One that migration 
behaviour is allied to the various factors which together determine a 
country's state of development and in many ways the migration problems 
facing the Federal Republic of Germany are typical of many rich developed 
countries. 

The present Federal Republic of Germany was formed in 1949, 
becoming completely independent in 1955. Ravaged by war, the Federal 
Republic of Germany made a seemingly miraculous recovery. Since 
1950 it has experienced tremendous economic growth. It is now one 
of the world's top industrial nations, though a recession slowed growth 
in the mid-1970s {198). 

The Federal Republic of Germany is thus one of the richest countries 
of Europe with a per capita GNP in 1974 of US $5 890. Only Sweden 
and Switzerland have a higher per capita GNP (91). Real growth in 
GNP has been high: 5.9% per annum between 1961 and 1966; 4.8% 
between 1966 and 1971: and 2.2% from 1971 to 1976 (24). 

The Federal Republic of Germany had a population of 61.8 million 
in 1975 (198), of whom some 2.6 million were foreigners. The birth rate 
in 1972 was 11.3 per 1 000 and the death rate 11.8, making the Federal 
Republic of Germany one of the few zero-growth countries with a natural 
population decrease of 0.5. Actual population increase has been higher 
due to considerable immigration. Whilst before 1967 the birth surplus 
contributed more to population increase than did migration, from 1968 
onward the situation was reversed. The annual migration surplus (i.e., 
net additions to the number of immigrants) has fluctuated considerably 
but was on average some 200 000 per annum between 1954 and 1966, 
and somewhat higher after the 1967 recession. Between 1961 and 1970 
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the population increased by 4.5 million; of this, 2.9 million were due to 
excess births over deaths and 1.6 million due to migration (34). During 
the period 1968-1970 the expectation of life at birth was 67.2 years for 
men and 73.4 years for women (210). 

Members of the health professions may establish a practice or pursue 
their profession wherever they wish and every citizen has the right to 
choose his own doctor. Most of the total population is insured pursuant 
to the provisions of the State Insurance Code, covered by a contractual 
arrangement between the health insurance societies and the panel doctors' 
associations. The societies disburse an overall amount to the associations 
of panel doctors for the medical services of the latter, and are exempt 
from claims by individual doctors. The associations then distribute the 
amount received from the health insurance societies among the panel 
doctors. Members of the medical professions require special permission 
to practise as panel doctors. 

In 1971 approximately 18.4 million employees were compulsorily 
insured and there were some 8.3 million old-age pensioners, the latter 
under a flexible age-limit. The number of persons voluntarily insured 
was approximately 4.8 million. These 31.5 million persons with roughly 
23 million dependants represent 88.6 % of the total population covered 
for sickness, maternity and death benefits. Sickness assistance consists of 
medical care, and either sickness benefit or hospital treatment. There 
is no time-limit for medical care (217). 

Due to further extensions, the coverage has since risen even beyond 
this to exceed 90 %- A microcensus carried out in 1968 showed that 
when other forms of protection were taken into account, the de facto 
coverage was 98.6 % (63). 

The Federal Government's role with regard to the health insurance 
funds is one of policy-making, legislation and general supervision. Beyond 
that, the Government is not able to exert its influence on physicians or 
the individual funds (Krankenkassen) since its share in the financing of 
the funds is minor, except in the cases of retired persons, miners and 
maternity cases. The Federal Government refunds US $150 to the funds 
for each maternity case and provides a supplement equal to 1 % of 
earnings to miners. Participation in the funds by private practitioners 
is open to all who wish to join. Only about 2 % of the total do not parti
cipate. 

A feature of medical care in the Federal Republic of Germany is that 
there is a complete division between hospital care-which, apart from 
a few specialized teaching hospitals, is given exclusively to inpatients
and care outside the hospitals which is provided by doctors in free practice. 

There are some 3 600 hospitals, providing some 665 000 beds, i.e., 
11 per 1 000 population; this compares, for example, with just over 9 
beds per 1 000 population in the United Kingdom; some 55% of the beds 
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are in public hospitals, 35 % in hospitals run by voluntary bodies, and 
10 % in privately owned hospitals. Insurance funds pay a patient/day 
rate, now fixed at provincial (Liinder) level. Since 1974, such rates have 
been regulated under a new law setting out rules for calculating them to 
be applied throughout the Federal Republic of Germany. The patient/ 
day rate covers accommodation in what used to be called third-class 
beds, to distinguish them from higher classes of beds with better facilities 
for which the fund member has himself to pay an extra charge. 

Apart from this, the insurance funds bear no part of the expense of 
hospital services, which are financed from Federal, Liinder and municipal 
revenue. This is said to be essential in the interests of hospital planning 
and distribution (63). 

3.2 Economic factors 

The Federal Republic of Germany had a physician-population ratio 
(in 1971) of 17.7 per I 0 000 compared to a "sustainable level", based 
on its GDP, of 29.0 per 10 000. Expressed in total stock terms, it had 
109 000 physicians, but it could have afforded to have 179 000. Obviously 
the latter figure is ridiculously high, much higher in fact that the number 
the Federal Republic of Germany really needs. The situation in rich 
countries like the Federal Republic of Germany, where the country can 
afford more physicians than it needs, is the opposite of that in poor 
countries such as India, which need more physicians than they can afford. 
The large discrepancy between the number of physicians the Federal 
Republic of Germany could afford and the number it has, however, 
serves to illustrate the fact that there is no economic reason why the 
Federal Republic of Germany cannot employ many more physicians; 
hence the pull it exerts on physicians from countries who are in a less 
fortunate position. 

Employment opportunities are high because expenditure on health 
is high. In 1969 the public health budget of the Federal Government, 
the Liinder and communes totalled US $2 313 million, some US $38 per 
inhabitant (217). To this must be added the expenditure of the health 
insurance institutions which totalled, for statutory health insurance 
only, US $8 550 million, or US $140 per inhabitant (63). No information 
was available on private health expenditure which is an additional item. 
According to a recent newspaper report (137), the national medical bill 
at current exchange rates was US $29 000 million in 1976, i.e., about 
9i % of gross national income, or US $469 per inhabitant (in 1960 it 
was US $63 per inhabitant). An official Federal Government source 
(34) gives a figure of US $358 per capita expenditure on health in 1972. 

These high expenditure figures are reflected in physicians' earnings. 
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3.3 Physician incomes 

The survey of social security in the Federal Republic of Germany 
(quoted in 63) estimated an average 1968 income of US $20 000 a year 
for sickness fund practice, from which expenses must be met, and con
sidered this figure should be increased by about 20% to include private 
practice remuneration, making a gross income of US $24 000. According 
to a more up-to-date source (137), "Labour Ministry officials estimate 
that the average West German private physician earns about US $80 000 
a year and that a typical dentist brings home an astounding US $94 000. 
Staff doctors in hospitals draw on the average a relatively modest US 
$26 000 annual salary". These figures sound in fact higher than they 
probably are because it would seem that they represent gross income, 
i.e., before deduction of expenses. This would account for the discrep
ancy between the dentist's income, which must cover higher overheads, 
and the physician's. The net figures are probably nearer US $50 000 
for both the dentist and the general practitioner. The staff doctor's 
salary is net in any case. A comparison of the general practitioner's 
net income with a worker's annual average wage shows the physician to 
be earning about four times as much as the worker. The escalation of 
costs is seen by some as the inevitable result of the repeal of restrictions 
on location (96) (see Section 3.4.3 below). 

3.4 Imbalances in health manpower 

3.4.1 The health manpower team 

In 1972 health manpower coverage per 10 000 population was as 
follows (211): 

Physicians 18.4 
Nurses 22.1 
All nursing personnel 32.2 
All nursing and midwifery personnel 33.4 

Dentists 5.1 
Pharmacists 5.0 

For every physician, there were 1.2 professional nurses and 1.8 nursing 
personnel. This is an unusually low ratio for a developed country and 
may well explain two factors. The first is the high cost of medical care 
and the second the alleged shortage of nurses. Whilst this imbalance 
may cause needless expense, it may also be a contributory factor to 
physician emigration. 

3.4.2 Imbalances in production 

In most developed countries the inflow of foreign physicians can, at 
least in part, be attributed to the fact that the country concerned does 
not produce enough physicians to satisfy domestic demand. The Federal 
Republic of Germany, like many other developed countries, practises a 
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numerus clausus in its medical schools in order to maintain the number 
of entrants at a given level. In 1974 there were 2.6 applicants for every 
place in medical schools (195). Nevertheless, the number of graduates 
rose steadily from 2 614 in 1961 to 4 841 in 1971. As stated in Section 
1.2 above, some 420 each year (early 1970s) are foreigners, a certain 
proportion of whom will stay in the Federal Republic of Germany (see 
Table DEU.5). Not all sources agree that a shortage exists. Some 
see the problem of shortages as being one of maldistribution rather than 
real shortages. 

In 1970 there were 27 medical schools in the Federal Republic of 
Germany, some of which date back to the Middle Ages. Two were 
opened in 1946, three in the 1950s, seven in the 1960s and one in 1970. 

Health manpower planners in the Federal Republic of Germany are 
reported to have estimated that there will be a need for 175 000 phys
icians by the year 2000. This would imply an annual first year intake 
of 7 500 (195) which is about what the intake was in 1974/75 (see Section 
1.2). 

About 11.6 % of physicians are not in professional activities at all. 
This is a fairly high attrition rate (120). Moreover, for historical reasons 
the age structure of physicians in the Federal Republic of Germany is 
distorted so that an inordinately large cohort will reach age 65 in the 
1980s (85). 

According to official sources (quoted in 66), in 1971 the Federal 
Republic of Germany had a shortage of nurses amounting to between 
30 000 and 40 000. Forecasts of supply for 1980, on the other hand, 
show an extra 50 000 by that date. In all, there seems to be some con
fusion as to the real requirements. 

The production of nurses grew rapidly from 7 240 in 1966 to 12 525 
in 1972 (see Table DEU.6) and is likely to expand still further. 

3.4.3 Urban/rural imbalances 

In 1972 urban physician coverage was about twice that in rural areas: 
34.1 per 10 000 population as against 17.0 per 10 000 (211). 

These figures are, however, somewhat misleading because, whilst it 
is true that specialists and hospital physicians tend to concentrate in the 
towns, there are more general practitioners per 10 000 population in 
rural areas than in the towns. For example, in Munich there are 4.5 
general practitioners per 10 000 against 4.7 general practitioners in the 
rest of Bavaria (61). A recent study carried out by the ILO (63) on the 
medical care system of the Federal Republic of Germany states (p. 75): 
"This judgement [of the Federal Court of 1960] went on to remove the 
power of the committees [area approvals committees] to direct candidates 
for approval to particular areas or positions, which inevitably led to some 
maldistribution of doctors between different areas, especially between 
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town and country, and between general and specialist practice. On this 
point, it was suggested that a number of doctors, like other people, are 
beginning to appreciate the advantage of rural life-which may help 
to cure the problem. The main solution now is the steering of foreign 
doctors into underdoctored areas-such a doctor can legally be permitted 
to practise only in the interests of public medical care. Another is the 
offer by the Federal Association of Fund Doctors of a minimum income 
for those taking vacant practices in underdoctored areas. In general, 
the problem of such areas is not regarded as currently acute, and were it 
otherwise, incentives should be increased." 

Under Article 10 of the Law of 4 February 1970 regulating medical 
practice, physicians can be required to practise in a designated place or 
manner for at the most four years. At present this right is not exercised. 

3.5 Overall population movements 

The movements of physicians and nurses into and out of the Federal 
Republic of Germany has tended to follow overall population movements. 
In the early 1950s there was a large exodus of people from the Federal 
Republic of Germany-probably as the aftermath of war and as a result 
of the lifting of restrictions on movement. Between 1950 and 1956 some· 
480 000 nationals left the Federal Republic chiefly to go to the USA, 
Canada and Australia. In 1957 the volume of emigration had passed its 
peak. At the same time, the influx of foreign workers from West European 
countries, mostly from Italy, began to grow. During 1957 and the fol
lowing years until 1966 the external migration balance was positive. The 
phase of the economic boom beginning in 1960 caused the number of 
immigrants from Italy, Spain and Greece, as well as from neighbouring 
Netherlands and Austria, to rise rapidly due to the increased demand 
for workers which could not be met by the domestic labour force. These 
workers as a rule stayed in the Federal Republic of Germany for some 
years and their numbers fluctuated greatly. In periods of economic 
recession there is likely to be a net migration loss. That was so after the 
recession of 1967 when a Federal Government resolution directed the 
Federal Institution of Labour to stop recruitment abroad. Social and 
health occupations were exempted from the ruling. In 1968 there was 
again a positive balance, mainly due to an inflow from Turkey and Yugo
slavia (34). This is reflected in Table DEU.4. 

The number of foreign workers reached 2.6 million in 1973. The 
international energy crisis began in 1973 and almost immediately affected 
the foreign workers. In 1973 the Government again banned the recruit
ment of labour (from countries outside the EEC). It is not known if health 
occupations were included. In January 1975, the number of foreign 
workers was 250 000 lower than in 1973, down 9% in one year (190). 
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4. Consequences of Migration 

For the Federal Republic of Germany the consequences of migration 
are almost wholly positive. It has gained physicians and nurses whom 
it needs and is able to direct them to areas where there are shortages. 

4.1 Economic gains 

According to an unpublished German source (61), it costs the State 
US $60 000 to train a physician. Using this figure, the 5 605 foreign 
physicians in the Federal Republic of Germany represent an economic 
gain of US $336 million. According to Table DEU.5, some 40 % of 
foreign physicians studied in the Federal Republic of Germany, at least 
for some time, so that the real gain is probably nearer US $200 million. 
Against this must be offset the cost of training the Federal Republic 
of Germany graduates who are abroad. As most of these were trained 
long ago, the cost was no doubt lower, but the replacement cost remains 
at US $60 000, making the total loss some US $280 million, almost 
exactly the value of the gain. 

4.2 Gains in coverage 

The physician coverage without immigrants would be lower by aboul 
one physician per 10 000 population and the nurse coverage by 1.3 nurses 
per 10 000 population. 

4.3 Replacement time 

It would take the Federal Republic of Germany just over a year to 
replace all foreign physicians by nationals at the current rate of pro
duction. 

5. Policy 

5.1 Measures to restrict emigration 

The Federal Republic of Germany does nothing to restrict emigration 
because very few physicians and nurses are currently leaving the country. 

5.2 Measures to encourage immigration 

The Federal Republic of Germany has a definite policy for importing 
foreign labour, usually under contract from foreign governments. Such 
agreements exist with the Republic of Korea and the Philippines for nurses 
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-with the Republic of Korea for about 1 200 to 1 500 annually and 
with the Philippines for 1 000. Among the provisions of the latter 
agreement are: equal pay and terms with German nurses; full social 
security coverage as well as social and other assistance by welfare organ
izations; and free German-language training and orientation courses. 
Official policy regarding foreign nurses seems to be not to employ them 
permanently. Thus, work permits are issued for only a three-year period, 
after which the employee must apply for a renewal. 

5.2.1 Regulations governing practice 

Holders of the certificate "Arztliche Prufung" must obtain the licence 
to practise, "Approbation", if they wish to practise in the whole country 
(Berlin (West) included) without restriction. The applicants must be 
of German nationality or nationals of a country of the European Economic 
Community (EEC), or, if stateless aliens, must comply with other require
ments (reliability, moral standing, and physical health). 

According to the agreement on mutual recognition of diplomas, cer
tificates and other medical qualifications of 16 June 1975, German citizens, 
nationals of EEC countries, and stateless aliens holding foreign degrees 
may obtain the licence to practise, provided that they comply with the 
Community directives and with the requirements concerning the recog
nition of medical diplomas. Foreigners holding foreign medical diplomas, 
who are not nationals of the EEC countries, can obtain the licence to 
practise only in individual cases or for reasons of public interest (206). 

5.3 Policy regarding foreign medical students 

In 1971 the Conference of the Ministers and Senators of the Liinder 
Responsible for Health Matters expressed the following views with 
respect to citizens of developing countries who have completed their 
medical studies in the Federal Republic of Germany: 

(a) They should, in principle, return to their home country immediately 
after completion of their training, and that basic principle should be borne 
in mind in relation to the granting of permission either to reside or to 
practise medicine temporarily in the Federal Republic of Germany, 
unless there is an urgent public need for granting a revocable permit. 

(b) As far as possible, they should acquire, in the home country, the 
practical experience they need for independent practice in that country. 

(c) In principle, they should be permitted to undertake further specialist 
training in the Federal Republic of Germany only after they have spent 
a period of professional activity in their homeland and only at the expressed 
wish of the country concerned. In this connexion, an effort should 
be made to admit only those who undertake to return to their homeland 
after completion of training. 



Table DEU.1 

Physicians from the Federal Republic of Germany found in specified countries and entering Canada as immigrants 

Found Found Found Found Found Found Found Found Found Found Entering Found Entering in in in in in in in in in in in Year USA UK Australia Austria Sweden Ethiopia Japan Niger Sudan Switzerland Canada Tunisia Ben in 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) 

1961 4 

~ 1962 1 8 
1!:1 ,; 

1963 4 13 > 
1:"' 

1964 3 12 ,; 
~ 

1965 4 7 c: = 
1966 85 4 2 7 c 

(") 

1967 49 3 3 ~ 
1968 62 7 4 3 2 0 

1!:1 

1969 48 13 5 2 
,; 
a= 
> 

1970 3 502 538 51 16 3 3 466 z 
>< 

1971 14 9 

1972 3 508 2 2 

1973 18 

1974 12 

Sources: Col. 1:3 and 4; Col. 2: 72; Col. 3: 42; Cols. 4, 5, 7, 8, 9, 10, 11, 12, 13: 200; Col. 6: 209; Col. 11:26 and 38. 
N Notes: Col. 1 Includes those born in the USA but trained in the Federal Republic of Germany (253 in 1970). Cols. 2, 3, 5 and 1 0 include those from the German 0\ 

Democratic Republic. 1.1-' 
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Table DEU.2 
Physicians entering the USA whose country of last permanent residence was given as 

UGermany" 

Year As immigrants As exchange As trainees As other 
visitors non-immigrants 

1965 75 157 29 7 
1966 81 155 27 8 
1967 91 167 170 4 
1968 93 207 77 7 
1969 52 193 84 11 
1970 67 258 20 27 
1971 62 
1972 72 

Source: 122 and 182. 
Note: The data may include physicians from the German Democratic Republic. 

Table DEU.3 

Stock and production of physicians in the Federal Republic of Germany 

Foreign stock 

Total New 
Year stock Number Percentage graduates 

(2.;. 1) 

(1) (2) (3) (4) 

1961 84 951 2 614 

1962 87 304 2 890 

1963 88 397 2 922 

1964 90128 3 539 

1965 92 414 3 882 

1966 94 593 2 846 3 3 033 

1967 97 400 3 421 4 4 212 

1968 100 525 4040 4 4402 

1969 103 410 4 295 4 4 263 

1970 105 976 4 685 4 4 246 

1971 109 355 4 841 

1972 113 561 

1973 

1974 

Sources: Cols. 1 and 2: 200 until1971 then 212; Col. 4:200 except for 1971 -217. 
Notes: Col. 1 coverage is T. 
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Table DEU.4 

Foreign physicians in the Federal Republic of Germany (1971) 
by country of citizenship 

Country of citizenship 

Austria 
Bulgaria 
Czechoslovakia 
Egypt 
Greece 
Hungary 
India 
Iran 

Source: 200. 

Number 

127 
66 

398 
119 
342 
124 
124 

1 066 

Country of citizenship 

Iraq 
Italy 
Spain 
Syrian Arab Republic 
Turkey 
USA 
Yugoslavia 
Other countries 

Total 

Table DEU.5 

Number 

116 
38 
93 

337 
608 

49 
555 

1 443 
5 605 

Foreign physicians in the Federal Republic of Germany (1970) 
who have passed the State examination 

Total 
With State examination 

Country of origin number 
Number % of nationality 

Iran 957 712 74.4 
Turkey 620 29 4.7 
Yugoslavia 519 6 1.2 
Czechoslovakia 351 8 2.3 
Greece 285 153 53.7 
Syrian Arab Republic 277 181 65.3 
Spain 128 1 0.8 
Austria 122 16 13.1 
Egypt 107 73 68.2 
Other 1 427 588 41.2 
Total 4 793 1 767 38.9 

Source: 15. 

265 



266 PHYSICIAN AND NURSE MIGRATION 

Table DEU.S 
Stock, production and emigration of nurses 

New Entering licensed R~istered Registered Found in Found In 
Stock in ngland Switzer-Year graduates USA in USA and Wales in Canada Australia land 
(1) (2) (3) (4) (5) (6) (7) (8) 

1960 94 981 55 

1961 98704 61 

1962 108 997 179 112 

1963 109 470 217 82 

1964 109 797 237 91 20 

1965 110059 276 94 19 

1966 112 828 7 240 156 75 16 87 

1967 114 499 7 733 142 80 30 

1968 116 367 6 511 188 86 20 

1969 118 613 8 471 97 19 

1970 123 340 10427 136 70 29 1 823 

1971 129 342 12122 70 29 

1972 135 429 12 525 70 23 

1973 141 476 126 44 15 

1974 171 402 

Sources: COls. 1, 2, 8: 200; 1111972, then 212; Col. 3: 188; Col. 4: 2; Col. 5: 76; Col. 6: 39; 
Col. 7:42. 

Notes: Col. 1 coverage is T. Excludes paediatric nurses. 
from the German Democratic Republic. 

Cols. 3, 4, 5, 6 and 8 may include those 

Table DEU.7 
Foreign nurses in the Federal Republic of Germany in 1971 

Country of origin 

Italy 
Other EEC countries 
Greece 
Yugoslavia 
Portugal 
Spain 
Turkey 
United Kingdom 

Source: 9. 

Number 

150 
510 
50 

1 480 
28 
90 

205 
120 

Country of origin 

Austria 
Other Europaan countries 
Republic of Korea 
Philippines 
India 
Other non-European countries 
Stateless, refugees, or nationality unknown 

Total 

Number 

560 
820 

2040 
720 
300 
800 

80 

7 950 
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Table DEU.S 
Foreign nurses from non-European countries in the Federal Republic of Germany 

in 1970 

Country of origin Number Country of origin Number 

Afrlctm countries 114 Asien countries 2 619 
Congo 1 Afqhanistan 6 
Egypt 10 Ch1na (Province of Taiwan) 66 
Ethiopia 1 India 287 
Ghana 16 Indonesia 51 
Kenya 1 Iran 46 
Morocco 4 Iraq 2 
Nigeria 16 Israel 26 
South Africa 7 Japan 6 
Tanzania, United Rep. of 4 Jordan 12 
Togo 16 Pakistan 8 
Tunisia 16 Philippines 190 
Uganda 7 Republic of Korea 1 788 
Other 17 Sri Lanka 1 

Syrian Arab Republic 16 
American countries 163 Thailand 6 

North American 69 Other 10 
South American 84 Au8tla/ia end Oceenie 33 

Total 2 819 

Source: 35. 



CHAPTER X 

Haiti 

1. Dimensions and Directions of Migration 

1.1 Physicians 

Haiti is the world's largest donor of physicians, measured in relative 
terms. In 1972, in the USA alone there were 391 Haitian medical gradu
ates-a number equal to 93 % of Haitian domestic stock in that year. 
The number of Haitian medical graduates in the USA increased by 19% 
between 1970 and 1972. It has grown by over 100 % since 1966. From 
the number of Haitian physicians entering Canada as immigrants in 
1973 and 1974, it can be guessed that there were at least 140 in Canada 
in 1976. In all, some 550 Haitian physicians, equivalent to about 130% 
of domestic stock, were traced abroad. To this must be added the Haitian 
physicians in the USA who graduated from medical schools outside Haiti. 
As the number of Haitian nationals studying medicine outside Haiti 
was equal to almost half the domestic student enrolment, and as it is 
extremely unlikely that these students would return to Haiti on graduating, 
there must be at least 100 Haitian physicians, in addition to those men
tioned above, outside Haiti. (If they are in the USA they would be classified 
by their country of graduation not by nationality and, on entering Canada, 
by their country of last permanent residence.) 

No information was available regarding foreign physicians in Haiti. 

1.2 Export and import of medical education 

Whether one can speak of an importation of medical education with 
respect to Haiti is a debatable point. There are a large number of Haitian 
nationals studying medicine abroad. It is not known, however, whether 
these students ever return to Haiti, there being no information available 
on the place of graduation of the physicians at present in Haiti. Given 
the very high emigration rates of Haitian medical graduates, it seems 
unlikely. 

The UNESCO study (175) traced 214 Haitian medical undergraduates 
studying abroad in 1973-1974, primarily in France (80), Spain (39) and 
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Belgium (57). In addition, 35 Haitian postgraduates were studying 
abroad, primarily in Canada (20) and France (13). In 1972-1973 a total 
of 269 undergraduates studying abroad were distributed between France 
(73), Spain (78), Belgium (62), Argentina (22) and other countries (34). 
There were, in addition, 27 postgraduates abroad that year. Domestic 
enrolment in Haiti in 1972 was 540 (203). The enrolment of Haitians 
in foreign medical schools is thus equivalent to over half the domestic 
enrolment or-put another way-one Haitian physician in three studied 
outside Haiti. 

In 1972-1973, there was one foreign undergraduate in Haiti's medical 
school. 

1.3 Nurses 

Haiti loses over 30 nurses each year, equivalent to some 8 % of dom
estic stock and to over 50 % of domestic production. Since 1964 the 
average number registering in Canada each year was 11, and the average 
number licensing each year in the USA was 20. It is interesting to note 
that the number licensing in the USA rose to a peak in 1967-this may 
well be related to the law passed in Haiti in 1969 which prohibits phys
icians, dentists and nurses from leaving the country (see Section 5 below). 
The numbers entering the USA rose steeply between 1965 and 1970. These 
figures, however, include emigrants who, whilst describing themselves 
as nurses may in fact be nursing auxiliaries. The total number of nurses 
abroad is probably in the region of a number equivalent to 80-90 % of 
domestic stock. The number of nurses in Haiti actually fell between 
1969 and 1972. 

2. Characteristics of Migrants 

Information on the characteristics of Haitian migration is limited to 
that on Haitian medical graduates in the USA in 1970 (3). 

Half the Haitian medical graduates in the USA did their residency 
training in New York State and most of them were practising there. The 
Haitian graduates were younger than the average FMG in the USA-
57% of them were under 40 years of age compared to 47% for all FMGs. 
Only 32 (10 %) of them were female compared to 15% of all FMGs. 
Most of them were recent graduates. 

Graduated 
Haitian MGs All FMGs 

% % 

Before 1959 50 58 
1960-1964 30 23 
After 1965 20 19 
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Some 36 % were in training programmes as against 29 % of all FM Gs 
-this probably reflects the fact that they were younger than average. 
Slightly less than average, 15 % as against 16 %, were board-certified. 
One-quarter of them were working in office-based practice as against 
37 % of all FM Gs and 64 % in hospital-based practice as against 48 % 
of all FMGs. Only 4% were in medical teaching and research, compared 
to 7 % of all FM Gs. It would seem therefore that Haitian medical 
graduates in the USA are occupying less-well-paid posts in comparison 
with other FMGs, but this may well be due to the fact that, on the whole, 
the Haitian medical graduate is younger than the average and more 
recently graduated. 

3. Factors Inftuencing Migration 

3.1 Development factors 

Haiti is the poorest country in the Americas, with a per capita GNP 
in 1973 of US $130 (91). The term developing is probably a misnomer 
in that all indicators point to the fact that economically Haiti is stationary, 
if not regressing. The growth in per capita GNP for the period 1960-
1973 was negative ( -0.3 %). The birth rate of 45 to 50 per 1 000 during 
the period 1960-65 was much higher than the overall rate for the rest of 
Latin America (41 per 1 000). Official estimates place the death rate 
at 16.9 per 1 000 in 1969, down from 20-24 in 1960-1965 (compared to 
13 per I 000 for Latin America in the early 1960s ). Estimated life expect
ancy at birth is 48 years and infant mortality is nearly 150 per 1 000 live 
births. The rate of annual population growth, due to natural increase, 
is between 2 % and 2! %- Fifty per cent of the population are under 
20 years of age and 40 % under 15, producing a very high ratio of depen
dants. Labour productivity is low, largely due to very poor nutrition 
and poor general living conditions. Average daily energy intake is 
7.7 MJ compared to the recommended intake of between 8.4 and 12.5 MJ 
per day. A survey of Haitian children under five years of age showed 
that 69 % were malnourished (20). In 1972 there was a total of 48 hospi
tals with 3 494 beds in Haiti-less than one bed per 10 000 population. 
Of these, the majority (30) were Government-operated, while the remain
ing hospitals were private, consisting mostly of rural non-profit-making 
missionary clinics. The total number of local or rural hospitals in 1972 
was 23, of which only 12 were Government-operated. Other specialized 
hospitals included: 2 maternity, 3 traumatology and 2 mental. The 
health manpower situation was no better. For each 10 000 population 
there were in 1972: 



Physicians 
Nursing personnel 
Source: 211 

0.8 
1.1 
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Auxiliary workers 2.3 
Dentists 0.2 
Pharmacists 0.0 (211) 

Given the situation with regard to education, this is not surprising. 
Although the Constitution provides for free and compulsory primary 
education to all citizens, in practice there is an acute shortage of school 
teachers which deprives many children, especially in the rural areas, 
of a basic education. In 1968, only 23 % of all primary-school-age chil
dren were in school, while the drop-out rate for this age group was nearly 
85 %. Primary schools in rural areas were known to provide education 
only up to the fourth grade. In the same year, only 6 % of all high
school-age children were attending high school. All high schools were 
located in the urban areas, with the majority of teachers teaching on a 
part-time basis (20). A US Department of Health, Education, and 
Welfare publication on Haiti (20) estimates that 3 250 000 inhabitants 
are living in areas where medical assistance is very limited. 

3.2 Economic factors 

Haiti is so poor that, despite the fact that it already has so few phys
icians, it can provide the economic base to employ even fewer. Thus the 
"sustainable level" for Haiti is 300 physicians against an actual stock 
of some 400-an excess of a quarter the number, or two physicians per 
100 000 population. In practice this means-because of the usual in
equalities prevalent in countries such as Haiti-that there are employment 
opportunities for a few physicians in the more affi.uent urban areas and 
none at all for the urban poor and the rural areas. Non-private health 
schemes are rudimentary. 

Under the social insurance system (cash and medical benefits), em
ployees of industrial, commercial and agricultural firms (not dependants, 
as of 1973) and public employees pay 1-2% of earnings a month, based 
on a sliding scale, while the employer pays 2-4% of employee's earnings 
per month. The Government does not contribute to the scheme (187). 
As the majority of the population fall outside the category "employees 
of industrial, commercial and agricultural firms", the coverage is very 
limited. 

It was reported that the Department of Health was allotted 14% of 
the Government's operating budget in fiscal year 1970-1971, an annual 
health expenditure of only US $0.70 per person. External assistance, both 
from private sources and from religious organizations, was approximately 
US $1 million for the same year. Although the proportion of the 
Government's operating budget for health has been increasing in recent 
years, in a recent official list of priorities, health was placed at the bot
tom (20). 
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Although the factors fostering the emigration of health personnel 
from Haiti are multiple, there is no doubt that the lack of employment 
opportunities deriving from economic factors plays a crucial role. 

3.3 Relative income of physicians and nurses 

Nothing is known of physician incomes in Haiti, except for the state
ment in Syncrisis (20) that none of the professional personnel work 
full-time for the Government. "Economic conditions are such that most 
must have private practices to make ends meet" (p. 18). 

Nurses were said to earn US $840 per year which, whilst extremely 
low, is still six and a half times the national average income (see Part 
One, Table Ill.13). 

3.4 Imbalances in health manpower 

3.4.1 Urban/rural imbalances 

Haiti has the highest percentage of rural population in the Western 
Hemisphere, with only 12 % of the population living in areas of 2 500 
or more inhabitants; there is a negligible rate of ruraljurban migration. 
Urban/rural differences are thus very closely defined. As, presumably, 
most Haitian physicians derive from urban areas, there would seem to 
be strong cultural as well as economic reasons which militate against rural 
practice. 

In 1968 the physician/population ratio was 25 times higher in Port
au-Prince than in the rest of the country (7.4 per 10 000 against 0.3) (20). 

3.4.2 The health manpower team 

In 1972 there were 1.4 nursing personnel per physician in Haiti. 
Analyses carried out in Part One show that, on average, among poor 
countries those with high physician losses had 1.2 nursing personnel per 
physician and those with low losses had 1.4. Haiti thus has slightly more 
support staff than is typical of the poor donor countries, and the lack 
of support staff was probably not a major factor contributing toward 
physician emigration. 

3.4.3 Imbalances in production 

Considering the numbers graduating each year from Haiti's medical 
school, the increase in numbers of Haitian medical graduates in the USA, 
and the numbers of Haitian physicians entering Canada, it would seem 
that Haiti is losing physicians at about the same rate as they are being 
produced. There have been reports of entire graduating classes emi
grating (20). Even if unintentionally, Haiti is producing physicians for 
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export. This, combined with the knowledge that, even if they stayed, the 
physicians would not find employment, leads logically to the question 
of whether a country of 5 million population and a GNP of US $130 
per capita can really afford to run a medical school at all. 

3.5 Relevance of education 

There is one medical school in Haiti, the Faculte de Medecine et de 
Pharmacie, Universite d'Etat d'Haiti; the duration of training for under
graduates is five years. The language of tuition is French. 

There are three nursing schools in Haiti; the duration of training is 
three years. There is also an eight-month course for nursing auxiliaries 
at the National School for Auxiliaries. 

Nothing is known of the syllabus of the medical or nursing schools; 
however, the fact that Haitian graduates seem to qualify so easily for 
licensure in the United States would seem to indicate that the medical 
and nursing education provided is not really relevant to the needs of a 
poor, predominantly rural, population. The pass rate for Haitian medical 
graduates taking the ECFMG examination was 28 % in 1972 (59). 

3.6 Language links 

In Part One language was found to be one of the factors that influenced 
the direction of physician migration. (It is not suspected of being a 
causative factor.) A relationship was established between the language 
of tuition and the language spoken in the recipient country. Such a 
link can be seen to be operating also for Haitian physicians although it 
is complicated by two factors, the geographical proximity of the USA 
and the fact that one in three Haitian physicians studied outside Haiti. 
If the French language had no influence on the direction of migration, 
one would expect 84 % of Haitian physicians to go to the English
speaking countries and 9 % to go to French/English-speaking countries 
(Canada). In fact only 73 % of Haitian migrants were found in English
speaking countries whilst 26 % went to Canada. 

The language link also works in relation to places of study. The 
UNESCO figures quoted in Section 1.2 above show that two-thirds 
of Haitian medical students and all Haitian postgraduate students 
studying abroad were in French-speaking countries. As France, for 
example, has very restrictive policies regarding the practice of medicine 
by foreigners, a number of these students will re-emigrate to other 
countries-probably to Canada (see Table HAI.l). 

Similar factors apply also to nurses in that a significant number of 
Haitian nurses go to Canada, unlike the nurses of Latin American 
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countries. It is also noteworthy that there were 30 Haitian nurses in 
Switzerland, presumably in the French-speaking part of that country (see 
Table HAI.2). 

3. 7 Political factors 

The migration of Haitian health professionals is part of a much wider 
phenomenon which also affects other segments of the population. 

During the period 1970-1975, the annual rate of natural increase 
(excess of births over deaths) was estimated at 1.95 %, but the actual 
annual rate of population growth was estimated at only 1.45 % (implying 
a loss due to migration of 0.5 % of the population each year). The mi
gration movement out of Haiti is not new. Already during the nineteenth 
century large numbers of Haitians tried to emigrate to the Dominican 
Republic, the Bahamas and Cuba. The movement is similar to that 
affecting Puerto Rico, where population pressure, misery and other 
factors are strong "push" forces. In this sense, therefore, the health 
professionals are only behaving in the same way as the general population. 

4. Consequences of Migration 

4.1 Economic losses 

In a poor country such as Haiti, with a very low proportion of educated 
people, the departure of a trained professional constitutes a relatively 
heavy loss. No figures are available on the cost of education in Haiti, 
but using the low USA estimate of US $10 000 per physician gives a 
total loss, for the 391 Haitian-trained physicians in the USA alone, of 
US $3.9 million. This is equal to the total Government health budget 
(US $3.9 million) in 1970-71. To this must be added the cost of primary 
and secondary education for all emigrant physicians, including those who 
studied medicine outside Haiti. The loss of the contribution to national 
product that these physicians could have made is rather hypothetical as 
it is unlikely that they could have found employment in Haiti had they 
stayed at home or chosen to return. 

4.2 Lost coverage 

For the reasons stated in the preceding paragraph, the loss of cover
age due to migration is again purely hypothetical, but gives a measure 
of the need (if not the demand) for the services of the lost physicians. 
If all the migrant physicians were to return to Haiti, physician coverage 
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would improve by 1.1 per 10 000 population, i.e., it would rise from 0.8 
to 1.9 per 10 000. 

4.3 Replacement time 

The migrant physicians represent over 10 years output of Haiti's 
medical school, based on the average production rate for the last five 
years for which data are available. 

5. Policy 

In order to curb health personnel migration, the Government enacted 
a law in 1969 prohibiting physicians, dentists and nurses from leaving 
the country without prior authorization from the Public Health Service. 
It also obliged graduating physicians to spend one year in rural service 
or in a preventive medicine programme and two years as interns in a 
hospital. It was reported, however, that the measures have hardly had 
any effect since, of the approximately 80 physicians subject to them in 
1965-1967, only 12 were known to be serving in the rural areas (20). 
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Table HA1.1 

Stock, production and emigration of physicians 

Year Stock New Found in Found in 
graduates USA Mali 

(1) (2) (3) (4) 

1966 180 
1967 348 
1968 348 50 
1969 361 58 
1970 46 329 2 
1971 
1972 421 77 391 
1973 
1974 

Sources: Cols. 1, 4 and 5: 200; Col. 3: 134,3 and 4; Col. 6:38. 
Note: Col. 2 coverage is T. 

Table HA1.2 

Found in 
Niger 

(5) 

Stock, production and emigration of nurses 

Year Stock New Entering Registered Licensed 
graduates USA in Canada in USA 

(1) (2) (3) (4) (5) 

1960 3 
1961 287 25 18 
1962 34 10 
1963 39 14 
1964 17 7 27 
1965 17 21 21 
1966 26 10 12 
1967 367 28 14 62 
1968 367 23 89 9 22 
1969 420 79 99 5 18 
1970 43 115 5 13 
1971 10 1 
1972 407 60 14 2 
1973 6 13 

Sources: Cols 1 and 6: 200; Col. 3: 188; Col. 4: 39; Col. 5: 2; Col. 2, 200 and 203. 
Note: Col. 1 coverage is T. 

Entering 
Canada 

(6) 

11 
17 

Found in 
Switzerland 

(6) 

30 



CHAPTER XI 

India 

1. Dimensions and Directions of Migration 

1.1 Physicians 

India is, in terms of absolute numbers, the world's largest donor of 
medical manpower. There is scarcely a recipient country in the world 
where there are no Indian physicians. In all, it is estimated that there 
are some 15 000 Indian physicians outside India, a number which seems 
vast but which, when measured against India's domestic stock of 116 000 
physicians (1971), represents a loss of only 13 %. 

In 1970, there were some 7 000 Indian-born physicians in the United 
Kingdom, 3 000 more than in 1966. On average, during the late 1960s 
the number of Indian physicians in the United Kingdom increased by 
approximately 1 000 each year. Allowing for those who returned or 
emigrated further, the number entering the United Kingdom each year 
must have been even greater. The figures given below represent the 
number of United Kingdom work vouchers issued to Indian physicians 
(about half of those receiving vouchers actually enter the United King
dom). 

Year No. of vouchers 

I964 94I 
I965 I OI5 
I966 I 511 
I967 I 460 
I968 I 700" 

Source: 42. 

a Estimate based on incomplete data. 

It has been reported that 1 250 Indian physicians entered the United 
Kingdom in 1975 (83). No data were available for 1976 but it seems likely 
that the number of Indian physicians entering the United Kingdom will 
have fallen as the restrictions on the recognition of Indian medical 
degrees, introduced in 1975, made themselves felt. In that year the British 
General Medical Council withdrew recognition of qualifications from 
55 medical colleges in India. As this regulation was not retrospective, it 

- 277 -
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resulted in a rush of Indian physicians applying for full registration in the 
United Kingdom. Physicians not eligible for full registration have to 
take a qualifying examination before they can work in the United King
dom. Between June 1975 and February 1976 (inclusive) 236 Indians 
took the examinations, but only 100, or 42 %, passed (74). As fewer and 
fewer Indian would-be immigrants to the United Kingdom became eligible 
for full registration, the number of Indian physicians entering the United 
Kingdom will no doubt have fallen. 

In 1972, there were 6 303 Indian medical graduates in the USA. This 
number is 59 % higher than the number in the USA in 1970, an increase 
of over 1 000 per year. The number of Indian medical graduates entering 
the USA has been growing almost exponentially in recent years (see Table 
IND.2) despite the outlawing of the ECFMG examination in India, but 
it is probable that the new immigration regulations introduced by the USA 
in January 1977 will have severely restricted the inflow. Not all Indian 
physicians go directly from India to the USA. Of the 357 entering as 
immigrants in the fiscal year 1970, only 229 gave India as their country 
of last permanent residence, while 55 gave the United Kingdom, and 
40 gave Canada (122). 

Since 1970 an increasing number of Indian physicians have been going 
to the oil-producing countries of the Middle East, e.g., Saudi Arabia, 
Kuwait, and Bahrain. There are also considerable numbers of Indian 
physicians in African countries which already have Indian minorities, 
e.g., Kenya, Tanzania, Uganda and Ghana. There is also a steady, if 
small, flow of Indian physicians to Canada. The figures in Table IND.l 
refer only to physicians coming from India; there is also a number, 
probably between 20 and 30 per year, who go to Canada from the United 
Kingdom (42). 

Table IND.3 shows the magnitude of the return flow, which in re
lation to outflow is very small. 

No information was available on the number of foreign physicians 
in India, but there are thought to be very few. 

1.2 Export and import of medical education 

India came seventh among countries ranked according to the number 
of foreign students at their medical schools; it had 896 foreign under
graduates in 1973/74 (175). In 1972-1973, there were 875 foreign medical 
undergraduates studying in India. In relation to domestic enrolment this 
number is small. The vast majority came from Asian countries, primarily 
Malaysia (348 in 1972/73 and 353 in 1973/74), where there is a large 
community of Indian origin. Foreign students also came from African 
countries where communities of Indian origin were numerous: 



From 

Kenya 
South Africa 
Uganda 

INDIA 

United Rep. of Tanzania 

279 

1972/73 1973/74 

108 101 
30 28 
30 30 
29 27 

These figures suggest that the maj(jrity of "foreign" students in India 
are, in fact, Indian citizens or of Indian origin. 

The following figures give an idea of the flows of medical students from 
India going abroad to study: 

Academic year 1972/73 1973/74 

Total postgraduates 158 159 
including the following in: 

United Kingdom 78 66 
Canada 33 41 
Ireland 14 29 
Italy 20 7 

Total undergraduates 199 155 

including the following in: 
Italy 85 39 
Federal Republic of 

Germany 21 17 
United Kingdom 17 17 
United States of America 13 19 

Source: 175 

The number is very small in relation to total enrolment in India, which 
was 12 500 in 1972. In view of the huge output of Indian medical schools 
and these small numbers, it is most improbable that there are many 
Indian-born foreign medical graduates in India. 

India is, rather, an exporter of postgraduate students, who may or 
may not intend to return to India. Of the 12 foreign medical schools 
contributing the largest number of graduates to graduate medical edu
cation in the USA, Bombay University ranked fourth with a total of 397 
graduates (76 interns and 321 residents) and Baroda University ranked 
eighth with a total of 269 graduates (39 interns and 230 residents) (8). 

1.3 Nurses 

Since 1969 India has produced some 6 000 nurses each year. During 
the same period an average of 84 nurses licensed in the USA each year, 
160 registered each year in Canada and about 80 received work vouchers 
from the United Kingdom, making an-average annual outflow to these 
three countries of about 300. The number licensing in the USA has been 
increasing, but the number registering in Canada fell significantly after 
1971. In addition to these flows there were Indian nurses in the oil-
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producing countries-416 in Bahrain and 269 in Oman. In all, there are 
probably about 4 000 Indian nurses abroad, representing less than 5 % 
of domestic stock. Nothing is known of return rates. There have been 
very few foreign nurses in India, about 240 in 1970 (200). 

1.4 Export and import of nursing education 

No separate statistics were available on Indian nursing students in the 
United Kingdom, but it would seem, from aggregate Asian figures and 
detailed figures on students from Hong Kong and Malaysia, that the two 
latter countries are the only sizeable suppliers among the Commonwealth 
countries of Asia of nursing students to the United Kingdom, and that 
the number of Indian students there is small. The fact that few Indians 
go abroad to study nursing would accord with the rather poor image 
that nursing has as a career in India. 

2. Characteristics of Migrants 

2.1 Physicians 

Information on the characteristics of Indian emigrant physicians 
comes from two main sources: the Department of Health and Social 
Security in the United Kingdom for 1970 (72) and the American Medical 
Association, also for that year (3). 

United Kingdom. Of the 7 111 Indian physicians in the United King
dom, 450 were not working or retired, leaving 6 661 who were active. 
Of these, 5 670 (85 %) were working for the National Health Service 
(NHS): 1 197 in general practice and the rest in hospitals. The pro
portion in general practice was somewhat lower than the proportion of all 
foreign-born physicians-21 % of all Indians working for the NHS as 
against 23 % of all foreign-born physicians working for the NHS. Of 
the 4 473 Indian physicians working in hospitals, 3 537 (79 %) were 
junior hospital doctors. For all foreign physicians the equivalent per
centage was 48 %. In all, Indian physicians occupy the more junior posts 
in the NHS. 

United States of America. In 1970 there were 3 957 Indian medical 
graduates in the USA, of whom 2 517 (64 %) were in training programmes 
compared to 29 %of all FMGs. There were 363 Indian medical graduates 
who were board-certified (9% against 16% of all FMGs). The largest 
number of Indian graduates was located in New York State. The ma
jority of Indian medical graduates were recent graduates; 3 050 of 
the 3 957 graduated after 1959. As regards activity, Indian graduates 
were working in the following areas : 
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Indian 
All FMGs MGs 

% % 

Total IOO IOO 
Patient care 92 89 

Office-based IO 38 
Interns 13 6 
Residents 52 25 
Physician staff 17 20 

Other professional activity 8 11 
Medical teaching I 2 
Administration 0 2 
Research 6 6 
Other I I 

Note: The information available as a basis for these figures did not necessarily cover all the graduates involved. 

Proportionately more Indians were working in patient care than other 
FMGs, mainly as residents and interns and, as in the United Kingdom, 
significantly fewer were in office-based practice. In all, Indian medical 
graduates in the USA occupied the most junior positions, but this may be 
because they were mostly recent graduates and rather young-88 % were 
aged under 40 compared to 47% of all FMGs. A fifth of Indian medical 
graduates in the USA were women, compared to 15% of all FMGs. 

2.2 Nurses 

Hardly anything is known about the Indian nurses who have emi
grated. 

3. Factors Influencing Migration 

3.1 Development factors 

It was shown in the analyses contained in Part One that migration 
behaviour is allied to the various factors which together determine a 
country's state of development, and in many ways the migration prob
lems facing India are typical of many countries at the same stage of 
development. If anything, the problems found in India are more extreme 
than in most such countries. 

India is at the same time one of the poorest and one of the most 
populous countries in the world. In 1973, its population was estimated 
to be 582 million with a population growth rate of 2.3 %per annum during 
the period 1965-1973 (91). The crude birth rate in 1970 was 37 per 1 000, 
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the death rate 15.9 per 1 000 and infant mortality was 139 per 1 000 live 
births (202). 

In two decades, India has lowered its mortality level and raised its 
life expectancy at birth from 38.7 years in 1950-1955 to 49.5 years in 
1970-1975. But its fertility level has remained very high and its popu
lation growth was faster in the period 1970-1975 than 20 years before. It 
is estimated that, during the period 1975-1980, there will be, each year, 
16.2 million additional persons in India {171). 

Average per capita daily food consumption is 7.6 MJ compared 
to the recommended norms of 8.4-12.5 MJ (170). India has no national 
health service because, as stated by the ILO (97), "The development of 
a medical programme on such lines is not a practical proposition in the 
near future if it is to be financed by the state" (p. 2). In theory, every 
citizen of India, irrespective of his income status or occupation, is entitled 
to avail himself free of cost of such medical facilities as may be made avail
able by Government or local bodies. In practice, Government facilities 
are few and far between and health service coverage is very poor. 

The Central Government, through the Central Health Council, de
termines the broad health policy and planning of the country. The pri
mary objective of the Fifth Five-Year Plan (1974-1979) is to provide 
"minimum public health facilities integrated with family planning and 
nutrition for vulnerable groups, children, pregnant women and lactating 
mothers ... " The stress is on: (a) increasing the accessibility of health 
services in the rural areas; (b) correcting regional disparity; (c) develop
ment of referral services; (d) intensification of control and eradication 
of communicable diseases, especially malaria and smallpox; (e) improve
ments in the education and training of health personnel; (f) providing 
special attention to common diseases in rural areas (70). 

There was reported to be a total of 14 286 hospitals in India in 1969, 
with 331 600 beds, or 6 beds per 10 000 population. The vast majority 
(about 90 %) of these beds are located in cities and towns where only 
20 % of the population live. The rural hospitals suffer from inadequacies 
of facilities, equipment, funds and staff. The Fifth Plan places consider
able emphasis on upgrading existing district-level hospitals and setting 
up more referral hospitals which are reported to be overcrowded and 
greatly in demand. 

3.2 Economic factors 

As India is so poor, even the poor coverage it has-2.2 physicians 
per 10 000-is much higher than the "sustainable level" of 0.6 per 10 000 
population. Translated into absolute numbers and allowing for GNP 
growth, this means that India could really afford-given its situation
only about 35 000 physicians in 1972 compared to the 130 500 it actually 
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had. India's problem is that it cannot afford the physicians it needs. 
By producing more physicians than it can hope to employ, it is inevitable 
that India should suffer from "overspill" emigration. 

Per capita GNP in 1973 was low (US $120), with a low growth rate 
of 1.5% per annum between 1965 and 1973 (91). On such a low income 
level the vast majority of the population cannot possibly pay for private 
health care provided by physicians. As in many developing countries, 
matters are made worse by the fact that income is unevenly distributed, 
with 52 % of the income going to the top 20 % of the population and 
only 16% to the lowest 40% (92). 

On the one hand the population is too poor to pay for private medical 
care, and on the other the Government is too poor to provide adequate 
health services. To quote the ILO (97) again, "The financial resources 
of the central and state governments will not yet permit a free national 
health service" (p.2). 

India's health budget is 4.9 % of the national budget. It accounts 
for 0.9 % of GNP. Per capita Government health expenditure is less 
than US $1 (89). During the fiscal year 1971/72 the Government expen
diture of US $907 million on general public health services included the 
following items: US $300 million for the control of communicable 
disease, US $216 million for medical education, training, and research, 
US $285 million for hospitals, dispensaries, primary health centres, and 
other medical care programmes, US $37 million for Indian social medicine, 
including homeopathy, and US $55 million for other public health pro
grammes (202). 

Primary health centres and subcentres, which form the nucleus of 
India's health services in the rural areas, have been handicapped by a 
lack of funds and shortage of medical personnel. In 1972, there were 
5 192 primary health centres, of which 2 101 were functioning with one 
physician, 2 951 with two physicians and 140 completely without phys
icians. The goal set by the Fifth Plan is to increase the centres and sub
centres to provide one subcentre per 5 000 population, and to convert 
about 200 primary health centres into 30 referral hospitals. The primary 
health centres are being staffed in such a way as to provide the basic 
structure for communicable disease eradication programmes, maternal, 
and child health and nutrition services. In addition, it was reported that 
the Central Government, as well as the state governments, have been 
providing grants to voluntary agencies in an effort to encourage large
scale participation in expanding health care facilities throughout the 
country (88). Knowing the financial constraints, this programme may 
well be over-ambitious, especially in respect to the professional staff it 
hopes to attract and employ in rural areas. 

Conditions of work in rural areas are said to be very bad. As one Indian 
physician quoted by the New York Times (24 March 1974) put it:"There's 
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not even a hut in many villages to work from, there's no medicine, equip
ment is zero ... ". Because the only employment available is so unattractive, 
there is considerable unemployment of physicians. 

3.3 Physician and nurse incomes 

Income levels are closely allied to the economic factors discussed in 
the previous sections, and in India they reflect the poor working conditions 
of the Indian physicians. 

In 1968, when per capita GNP was US $73, physicians were earning 
US $562 per year, which is 7. 7 times the national average and thus rather 
low compared to the relative pay levels of physicians in some other de
veloping countries-e.g., 19 in Colombia, 12 in Pakistan, 35 in Thailand. 

Nursing, as a profession, is grossly underrated in India, as it often is 
in other poor countries. At present the Indian nurse is faced with difficult 
conditions: absence of any professional status, underpaid senior positions, 
extremely understaffed hospitals which overwork the existing staff, and 
poor living conditions in rural areas {1). 

3.4 Imbalances in health manpower 

3.4.1 The health manpower team 

In 1972 health manpower per 10 000 population in India was as 
follows (211 and 212): 

Physicians 
Nurses 
All nursing and midwifery 

personnel 

2.2 
1.5 

2.3 

Practitioners of 
traditional medicine 

Dentists 
Pharmacists 

4. I (in I 973) 
O.I 
l.I 

As a result of its over-supply of physicians and the poor image that 
nursing has, there are more physicians than nurses in India. There was, 
in 1972, 0.6 nurse per physician and it would seem, therefore, that the 
lack of support staff may be a contributory factor leading to physician 
emigration. 

3.4.2 Urban/rural imbalances 

The distribution of population and physicians in 1972 was as fol
lows (211): 

Urban Rural All 

Population 20% 80% 100% 
Physicians 70 % 30 % 100% 
Physician coverage per 10 000 

population 7.5 0.8 2.1 
Ratio to rural coverage 9.4 1.0 2.6 
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From the above figures it can be seen that, although 80 %of the popu
lation live in rural areas, only 30 % of the physicians practice there-giving 
the rural areas a physician/population ratio of less than one physician 
per 10 000 population. Fortunately for the rural population, most (90 %) 
of the 400 000 practitioners of traditional medicine practise in rural areas. 
It is estimated that 80 % of the population living in rural areas of India 
have confidence in and use the Ayurvedic system of medicine. As stated 
in a joint UNICEF/WHO study (52) "To incorporate Ayurvedic phys
icians and indigenous health workers into the Government health services 
might completely revolutionize medical and health care in India, which 
has a rural population of about 500 million people" (p. 85). 

In contrast to the rural areas, the largest Indian cities are crowded 
with physicians. One source (67) states that Bombay, Calcutta and New 
Delhi have physician/population ratios of an order of one physician to 
500 people. 

According to one school of thought, as urban areas get more and 
more crowded, physicians will be forced to move out to smaller cities 
and small provincial towns. Apart from being extremely uneconomic, 
such a system could only work if the other overspill alternative -emi
gration-is stopped. 

3.4.3 Imbalances in production 

Physicians. The very fact that India has a "surplus" of 80 000 phys
icians in relation to its sustainable level (see Section 3.2 above) shows 
that India is overproducing physicians. In 1972 India had 99 medical 
schools, of which 83 were public and 16 private. Total enrolment in 
1970 was 12 673 and production 9 587 (203). 

There has been a rapid expansion of medical schools in recent years. 
Of the 94 schools existing in 1970, 32 were opened before 1950, 54 be
tween 1950 and 1966 and eight since then. Between 1970 and 1975 a 
further 12 schools have been opened. It is not clear whether the policy 
behind this rapid expansion was (a) to compensate for migration losses, (b) 
to create better rural coverage by a massive "overspill" or (c) merely a 
response to a large demand for medical education which was completely 
unrelated to the economic demand for physicians. Table IND.5, 
although out of date, indicates how Government policy has in the past 
tended toward the massive increase policy regardless of economic cir
cumstances. It seems that the futility of such an approach has been 
recognized since the Fifth Five-Year Plan has aimed at curbing the 
increasing number of admissions into medical schools and also at stop
ping the establishment of new medical schools as far as Western-type 
medicine was concerned. In 1971/72 the Government spent US $216 mil
lion on medical education, training, and research (202). 
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Nurses. India suffers from a genuine shortage of nurses. On the 
one hand nursing is a very low-prestige profession and does not attract 
students the way medicine does, and on the other hand conditions of 
work and pay are poor, so that recruitment is difficult. 

In 1971 there were 248 ordinary nursing schools and a further 18 
schools providing university-level training. Of the latter, 14 were public 
and 4 private. Total enrolment was 19 000 in the ordinary nursing 
schools and 739 in the university courses. The numbers of graduates 
were 5 779 and 194 respectively (203). 

The majority of nurses receive the general nursing diploma. The 
programme lasts three and a half years and prepares nurse-midwives. 
The minimum requirement is the successful passing of the matriculation, 
or lOth-class certificate of higher secondary school examination or a 
public examination conducted by the state authority. Other students 
receive the auxiliary nurse-midwifery course. The minimum educational 
requirement for the latter is the completion of the first seven classes of 
school or passing of an entrance exam. A small minority follow the 
degree programme (B.Sc.), where the minimum requirement is the matri
culation prescribed for admission to a college or university {1). 

3.5 The Commonwealth 

There is no doubt that, at least until very recently, the massive out
flow of physicians from India was facilitated by the fact that India is 
part of the Commonwealth. Significantly, there are more Indian phys
icians in the United Kingdom than in the USA. Over 8 400 of the 15 000 
Indian physicians abroad are in Commonwealth countries. Within 
the Commonwealth, the direction of movement has always been up the 
GNP scale. Being at the bottom end of this scale, Indian physicians 
tend to fill the void left by physicians leaving middle and lower-level GNP 
countries of the Commonwealth as well as migrating direct to the richer 
countries of the Commonwealth. 

3.6 Language links 

Indian medical students are taught in English and they therefore tend 
to migrate predominantly to English-speaking countries. The figures 
below show, in the first column, the distribution of Indian emigrant 
physicians by the language spoken in the host country. The second 
column shows the percentage distribution of all emigrant physicians. 
Had there been no language link between India and English-speaking 
host countries one would have expected the distribution of Indian phys
icians to be like that of all emigrant physicians. 
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Host-country 
Indian All emigrant 

physicians physicians 
language 

% % 

English 95.0 83.5 
English/French 2.6 8.7 
German 0.9 3.3 
French/ 

German 0.1 1.6 
Arabic 1.3 2.1 
Other 0.1 0.8 

All 100.0 100.0 

It is quite evident that significantly more Indian physicians go to English
speaking countries than would have gone had there been no language 
link. 

3. 7 Relevance of education 

Indian medical schools have traditionally been modelled on British 
medical schools and have taken pride in their ability to produce phys
icians of equal quality to those produced in the United Kingdom. As a 
result, Indian physicians tend to be unsuited to work in the conditions 
prevalent in a poor country such as India, especially in the rural area. 

It would appear that a distinct contradiction exists between the 
official position of the Indian Government, which is committed to pro
viding health care for as large a population as possible and is beginning 
to see the futility of trying to do so with more and more of the unsuitable 
and expensive physicians now being produced, and the Indian medical 
profession, i.e., the Medical Council of India (a direct descendant of the 
UK General Medical Council), which is the statutory guardian of medical 
education in India. The values imposed by the Medical Council are 
international in scope and mostly not adapted to the needs of the country. 
It has often been said that Indian medical schools identify themselves 
too much with the highly expensive, urban and curative-oriented Western 
medicine, producing specialists with qualifications far removed from the 
real needs of the nation. The majority of the teaching staff have them
selves received postgraduate training abroad and often their views are 
passed on to their students. 

Of the 5 483 Indian medical graduates taking the ECFMG examin
ation in 1973-presumably all outside India-1 776 (32 %) passed. This 
relatively high pass rate is indicative of the similarity between Indian 
medical qualifications and the requirements of the USA. 

The major exporting schools were Baroda University Medical College, 
which had 216 graduates sitting the examination with 104 (48 %) passes, 
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and Seth G. S. Medical College, Bombay University, which had 196 can
didates of whom 111 (57 %) passed. 

Those with a particularly high pass rate include the Madras Uni
versity Christian Medical College, Vellore (62 %) and the All-India 
Institute of Medical Sciences, New Delhi (75 %) (57). 

4. Consequences of Migration 

As discussed in Part One, it is not easy to separate causes and effects 
and most of the factors which are basically symptomatic of low income 
and development levels are often both cause and effect. Thus one might 
argue that in India physician coverage in rural areas is low because phys
icians emigrate, but equally one might say that physicians emigrate be
cause conditions in rural areas are so abysmal that no acceptable employ
ment opportunities exist there. In many ways India epitomizes all the 
poor countries caught in these vicious circles. Although it is useful to 
hypothesize on what, for example, would have been physician coverage 
had there been no migration, such figures should be taken as useful 
measures rather than as realizable situations. 

4.1 Economic losses 

If an Indian estimate .of US $9 600 is taken as the cost of educating 
a physician (218), the 15 000 Indian physicians at present outside India 
represent a lost investment to India of US $144 million. This estimate 
does not include the contribution that these physicians could have made 
to the country's national product had they stayed and been gainfully 
employed, because it is known that had they stayed they would most 
probably not have found suitable employment and might even have 
been a charge on the economy. Nor does the estimate include the cost 
of primary and secondary education; in all, the US $144 million is a 
minimum estimate. The real significance of such economic losses lies 
in the fact that money spent on the education of these emigrant phys
icians would have been better spent on other forms of health personnel 
and health care. 

4.2 Lost coverage 

The addition of 15 000 physicians (the number outside the country) to 
India's medical stock would increase the physician/population ratio 
by 0.3 physician per 10 000. 
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4.3 Replacement time 

It would take nearly two years for India's medical schools to produce 
enough physicians to replace those that had emigrated (if they continued 
to produce at the same rate as during the last five years for which there 
are data). 

5. Policy 

5.1 Measures to stop emigration and encourage the return of migrants 

The Indian Government has taken active steps to discourage over
seas movement, not all of them successful. 

In 1969 it banned the ECFMG examination by closing all examin
ation centres on Indian soil. The result was that Indian physicians took 
the examination in neighbouring countries. The number of Indian 
candidates who took the examination did not fall; over 5 000 did so 
in 1973. 

Increasing attention is being paid to the development of postgraduate 
education within the country. From the year 1977 onward, postgraduate 
qualifications obtained by Indian physicians in the United Kingdom will 
not be recognized in India. Indigenous postgraduate qualifications have 
been developed and medical schools are being encouraged to link medical 
education more closely to Indian conditions. 

The repatriation scheme which was instituted in 1958 appears to 
have failed and been abandoned. According to the scheme, generally 
referred to as the Scientists' Pool, the Government of India provided 
temporary posts and a reasonable income to highly qualified persons who 
returned until they could find suitable posts on a more permanent basis. 
The programme is said to have failed on two counts: first, the number who 
returned was rather small and, second, a very large proportion of those 
who did return had not found employment and continued on the rolls 
of the Pool without engaging in productive work (143). 

The Government of India has been concerned for some time with 
the non-relevance of medical education to the health care needs of the 
country. Steps are therefore being taken to reorientate medical edu
cation to make it more community-needs-based. In most medical colleges, 
training in community medicine is being given by the departments of 
preventive and social medicine. Medical schools have also established 
urban and rural field practice areas. The Government has also planned 
that from 1977, each of the 106 medical colleges in the country should 
take on the responsibility for the total administration and running of 
the primary health centres in one district each in a phased manner (218). 
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5.2 Measures to alleviate the results of emigration 

In a number of states the authorities require entering medical students 
to obligate themselves to serve the Government for a stipulated period 
of time upon qualification. The present Government of West Bengal 
has taken a number of steps intended to change the medical manpower 
balance between Calcutta and the rest of the state. Among these have 
been steps to ban private practice (primarily available in Calcutta) by 
Government-employed doctors, to make promotion easier for those who 
serve longest in rural areas and, in general, to better conditions of rural 
service as compared with employment in Calcutta (67). 

A changing approach to the provision of rural health care can be 
discerned in the Fifth Five-Year Plan. The report of the steering com
mittee for this plan notes that during the last two decades steps have 
been taken by state governments to standardize undergraduate edu
cation in Ayurveda, Sidha and Unani systems of medicine. 

The report also recognizes the necessity of creating a new type of 
physician "who would not be exportable". The underlying theme is 
that "it is perhaps better to overproduce personnel in the paramedical 
category who do not have a degree recognized throughout the world 
than to overproduce at great expense doctors who are exportable. India's 
greatest resource is human resources, and the training of low-cost auxili
aries should receive the highest priority in the future" (88). 



Table IND.1 

Stock, production and emigration of physicians 

Found Found Found 
New Found Found Found in in Found Found Found in Found Found 

Year 
Stock graduates in in in United Fed. Rep. in in in Saudi in in 

UK USA Kenya Rep. of of Australia Uganda Ghana Arabia Kuwait Switzerland 
Tanzania Germany 

(1) (2) (3) (4) (5) (6) {7) {8) (9) (10) (11) (12) (13) 

1961 72000 3 900 

1962 3 946 

1963 

1964 4452 

1965 5 387 z 
sa 

1966 86 000 5 387 4000 78 > 
1967 

1968 8 916 

1969 102 520 9 315 

1970 112000 9 587 7 111 3 957 350 200 70 65 43 16 

1971 115 725 124 

1972 130 530 6 303 

1973 45 

1974 36 

Sources: Cols. 1, 11 and 13: 200; Col. 2: up to 1970-200, for 1973- 206; Col. 3: 25 and 72; Col. 4:3 and 4; Cols. 5, 6, 9, 10 and 12: 25; Col. 7: 209; 
Col. 8: 42. N 

Notes: Col. 1 coverage is T. 
\0 -



Table IND.1 (cant' d) 1-..J 
10 
1-..J 

Found Found Found Found Found Found Found Found Entering Entering in in in in in in in in 
Year Malaysia Bahrain Ethiopia Austria Somalia Sudan Sweden Oman New Zealand Canada 

(14) (15) (16) (17) (18) (19) (20) (21) (22) (23) 

1961 

1962 23 
~ ::c 
>< 

1963 26 
Cl) 

r; 
1964 21 > z 
1965 37 > z 
1966 0 57 0 

z 
1967 1 0 c:: ,., 

Cl) 

1968 1 1 1 m 

1969 32 2 1 0 
;( 

0 
1970 40 9 2 0 

,., 
> 
::l 

1971 11 10 0 z 
1972 6 

1973 66 

1974 39 

1975 10 83 

Sources: Col.14:25; Col.15:216; Cols.16 and 18:209; Cols.17, 19, 20,21: 200; Col.22: 124; Col. 23:84 and 38. 
Notes: Col. 16 includes dentists. 
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Table IND.2 

Physicians admitted to the USA who gave India as their last permanent residence 

Mode of entry: 
Year 

As immigrants As exchange visitors 

1956 
1962 
1963 
1964 
1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 

Source: 122. 

Physicians 

Country 

Federal Republic of Germany 
United Kingdom 
Other European countries 
Canada 
USA 
Other 
Total 

Source: 200. 

3 
12 
16 

8 
11 
40 
87 
96 

129 
242 
921 

1 513 

returning 

1963 

0 
134 

11 
3 

17 
0 

165 

Table IND.3 

352 
444 
942 
907 
611 
745 

to India, by country of last 

1964 1965 1966 

1 4 1 
167 71 56 

2 2 5 
3 4 1 

34 26 20 
3 9 1 

210 116 84 

Other 

residence 

1967 

1 
310 

5 
16 
81 

4 
417 

4 
6 
4 
7 
8 
4 

1969 

4 
179 

2 
13 

138 
6 

342 



Table IND.4 N 
\0 

Stock, production and emigration of nurses 
.j:>. 

: "0 ..... :S .. c] .. "' "i ..... ., .. c~ 'C .5 "0 !!! "0 = "0 c "0 c "0 ·- .. 
~ 

! :r:1ii ·~:i ~c~ -~i iD "0 :~~8"' ccf! !3.5< §.si !3.5 e c .. §c!E- -a"" .. .,, .;.s ~ &·5 ~ c"' .:. z~ S::> ~r-:J se §~-=:J ~---; 0 ·- 0 :I ,f 0 
o·-L&. ::lti c c'" ~ u ... "0 ... < ... >- ... ,f"i w :J wU m 

"' lr lr> :I .. 1/) 
1/) '"1:1 

:X: 
(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) >< 

~ 
Q 

1960 2 587 1 > z 
1961 31 000 2 894 4 > 
1962 3 055 0 3 z 

0 
1963 3 535 5 3 z 
1964 3 603 0 9 150 14 1 c:: 

~ 
1965 4322 2 9 16 !!! 
---
1966 45000 5 526 7 7 59 16 ~ 
1967 5 254 20 20 102 0 

~ 

1968 5186 33 21 187 57 > 
:l 

1969 61 000 6188 60 26 135 82 416 0 z 
1970 66000 6 358 69 72 176 79 269 44 

1971 71 000 5887 82 226 

1972 82 300 5 741 218 77 

1973 594 29 45 15 7 ---
1974 11 

Sources: Cols. 1, 2, 9, 11, 12, 13, 14: 200; Col. 3: 188; Col. 4: 2; Col. 5: 84; Col. 6: 39; Col. 7: 106 and 76; Col. 8: 216; Col. 10:42. 
Notes: Col 1 - coverage is T. Col. 7 - These figures give an indication only of intent to migrate. 
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Table IND.5 

Achievements of India's Five-Year Plans, 1950-1974 

Progressive achievements 

Category of parsonnel 

1950-51 1955-56 1960-61 1965-66 

Doctors 56 000 65000 70 000 86000 
Nurses 15 000 18 500 27 000 45000 
Auxiliary nurse-mid-

wives; midwives 8000 12 780 19 900 36000 
Pharmacists NA NA 42000 48000 
Sanitary inspectors 3 500 4000 6000 14000 

Source: 25. 

1968-69 

102 520 
61 000 

48000 
51 000 
20000 

Anticipated 
achievements 

by by 
1969-70 1974 

108 870 137 930 
66 000 88 000 

56000 70000 
52000 66000 
22000 32 600 



CHAPTER XII 

Iran 

1. Dimensions and Directions of Migration 

1.1 Physicians 

Iran was, until recently, primarily a donor of physicians, mainly to 
the USA and the Federal Republic of Germany. In 1972 there were 
2 082 Iranian medical graduates in the USA, nearly a third more than in 
1970 and more than double the number in 1965. There were also over 
1 000 Iranian physicians in the Federal Republic of Germany in 1971 
and about 100 each in Austria and Switzerland in 1970. There were also 
Iranian physicians in the United Kingdom and Canada. In all, it is 
estimated that there were some 3 700 Iranian physicians abroad, which 
is equivalent to nearly 40 % of domestic stock in 1971 (Table IRA.l). 

The number of graduates of Iranian medical schools in Iran in 1970 
by year of graduation is shown in Table IRA.2. A comparison of these 
figures with the production figures given in Table IRA. I can be used to 
estimate the loss rate due to migration. During the period 1961 to 1969 
a total of 4 788 medical graduates were produced by Iran's medical 
schools; of these, 3 032 were still in Iran in 1970. Without migration 
losses, it would be reasonable to expect an attrition rate of approxi
mately I %per year, due to natural causes (i.e. not emigration). Applying 
this percentage gives the figures in column (2) of Table IRA.2 which 
show that one would in fact expect to find 4 570 (95 %) of the group 
still in Iran in 1970, as against the 3 032 (63 %) actually found, leaving 
some I 500 graduates unaccounted for. USA information shows that 
nearly 1 000 of them were, in fact, found in that country in 1970, and 
information from the Federal Republic of Germany and elsewhere shows 
that the remaining 500 probably also emigrated. From this type of 
analysis one may conclude that approximately a third of the graduates 
of Iran's medical school-some 200 each year-emigrated between 1961 
and 1970. 

The situation regarding foreign physicians in Iran would seem to be 
changing rapidly. Official statistics published by WHO (209) state that 
there were 65 foreign physicians in Iran in 1971, accounting for less than 
I % of domestic stock. Five years later the Iranian Ministry of 
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Labour (148) stated that there were 4 000 foreign physicians in Iran in 
1976, indicating an enormous inflow within five years. With an annual 
output of some 600 physicians, a reported increase in stock of 1 000 phys
icians each year and an estimated annual outflow of maybe 200, this 
number is probably a slight overestimate but of the right order of magni
tude. The Iranian Ministry of Labour predicted that a total of 8 000 im
ported physicians would soon be reached. 

Nothing is known of the nationality of these physicians-it would be 
interesting to know whether, like the physicians going to Saudi Arabia, 
most are from developing countries and likely to stay, or whether they 
are from developed countries on short-term contract. 

1.2 Export and import of medical education 

Iran has been an importer of medical education as well as of medical 
manpower. The available data, reproduced in Table IRA.3, are prob
ably only of historical interest but give useful information on the train
ing of Iranian physicians. For most of the years covered, foreign medical 
graduates accounted for around 10 % of the increase in the supply of 
physicians. Of the 807 foreign medical graduates covered, about a quarter 
graduated in the Federal Republic of Germany and a similar proportion 
in France. These proportions remained fairly steady over the period 
covered. 

Table IRA.4 shows the situation with regard to specialists. In all, 
62 % of specialists were trained in Iran, but this percentage varied between 
specialties. For example, for internal medicine the percentage was only 
27 %, whereas for infectious diseases and tropical medicine it reached 
95 %. 

UNESCO (175) found the following numbers of Iranian students in 
foreign medical schools: 

Academic year 

1972-1973 1973-1974 

Total postgraduates 37 

Total undergraduates 520 
including the following numbers in: 

Austria 114 
Federal Republic of Germany 113 
Italy 102 
France 57 
Turkey 23 
Switzerland 20 
United States of America 12 

44 
453 

53 
127 
82 
67 
21 
13 
12 



298 PHYSICIAN AND NURSE MIGRATION 

There were very few Iranian undergraduates in the USA, the main 
recipient country for emigrated Iranian physicians; however, there were 
considerable numbers in German-speaking countries. A sizeable num
ber of Iranians who studied medicine in the Federal Republic of Germany 
subsequently settled there. 

UNESCO traced 101 foreign medical students in Iran in 1972-1973. 
Their number rose to 113 the following academic year. The majority 
came from Asia, especially Pakistan, Saudi Arabia and Iraq. The United 
Republic of Tanzania sent the largest number of foreign medical students: 
27 in 1972-1973 and 33 in 1973-1974. 

It would be interesting to know how many of these students stayed 
in Iran and whether they are included in the figures given in Tables 
IRA. 2, 3, and 4. 

1.3 Nurses 

No information was available on foreign nurses in Iran. Iranian 
nurses licensed in the USA at a rate of some 25 each year; this figure is 
equivalent to some 10 % of domestic output, but this is a very tentative 
estimate as production figures were not available for recent years (Table 
IRA.5). A study of Nemasee School of Nursing showed that, of 265 
nurses who graduated between 1957 and 1971 and whose location could 
be traced, a third had emigrated (150). This rate is very much in line 
with the migration loss rate for physicians, but is probably more serious 
in that the natural attrition rate for nurses is higher than that for phys
icians. 

2. Characteristics of migrants 

Information on Iranian physicians abroad was limited to what was 
obtainable for those in the USA in 1970 (3). Of these 1 631 Iranian 
medical graduates, 761 (47%) were in US training programmes, compared 

Age 

Under 30 
30-34 
35-39 
40-44 
45-49 
50-54 
55-59 
60+ 

Percentage 

Iranian MGs All FMGs 

7 
37 
32 
16 
5 
2 
1 
0 

9 
21 
17 
16 
12 
7 
5 

13 
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to 29% for all FMGs. There were 284 (17 %) physicians who were board
certified, about the same proportion as for all FMGs. The high pro
portion in training programmes is probably due to the low mean age of 
Iranian graduates in the USA (see the tabulation opposite). 

In all, 128 of the I 631 Iranian medical graduates (8 %) were women, 
considerably fewer than the average (15 %); 126 of the I 631 were working 
as interns, 635 as residents in hospitals, and only 403 were in office-based 
practice. Of the latter, over half were in surgical specialties. It is 
interesting to relate this latter fact to the information in Table IRA.4 
which shows that general surgery is one of the specialties in which Iran 
trained a high proportion of its own physicians. It may well be that the 
proportion of Iranian surgeons in the USA who were already trained 
before coming to that country was larger than usual. 

3. Factors Influencing Migration 

3.1 Development factors 

It was shown in the analyses contained in Part One that migration 
behaviour is allied to the various factors which together determine 
a country's state of development. 

As regards health problems, in two decades Iran slightly decreased 
its mortality rate, and life expectancy at birth rose from 42.4 years in 
1950-1955 to 51 years in 1970-1975 (89). But the fertility rate remained 
very high and the current rate of population increase is higher than it 
was at the beginning of the 1950s. Infectious and diarrhoea! diseases 
are of grave concern. In 1972, there was a total of 519 hospitals, of 
which 170 were Government-run, 225 private-non-profit and 124 private
profit. In 1972 there were 13.7 beds per 10 000 population (211). 

The literacy rate in 1967 was 27 % (164). School enrolment in 1970 
was 51 % at the primary level, 26 % at the secondary level and 3 % at the 
tertiary level (177). 

Until the early 1970s Iran was therefore a fairly typical developing 
country with all the problems associated with this situation. 

3.2 Economic factors 

The influence of economic factors on migration behaviour in Iran is 
complex. 

In 1970, Iran, with a GDP per capita of US $408, had almost exactly 
the "sustainable level" of physician coverage-3.1 physicians per 10 000 
population. Theoretically therefore Iran should not have suffered from 
any migration movement. After 1970 the situation changed rapidly. 
In 1973 GDP was up to US $865, in 1974 to US $1 427 and in 1975 to 
US $1 635 (172). As was to be expected, this increase in GDP was 



300 PHYSICIAN AND NURSE MIGRATION 

associated with a large influx of foreign physicians (see Section 1.1 above). 
It is estimated that the target of 8 000 imported physicians would cost 
Iran some US $160 million annually in salaries; a figure that works out 
at US $5 for each inhabitant for an increase in coverage of 2! physicians 
per 10 000 (148). 

The interesting and, from Iran's point of view, disquieting factor, 
however, is that despite the fact that in the years covered by the study 
(approximately 1961-1972) Iran did not have an excess of physicians, it 
still suffered from a considerable outflow (which if the data were available 
might well be found to be continuing at the time of writing). One could 
put forward several hypotheses to explain this: 

Perhaps in the late 1960s and early 1970s GDP was already expanding 
faster than the employment opportunities that an increase in GDP 
normally generates. Migration was therefore due to a time-lag and 
reflected past factors rather than the current situation. The economic 
theory on which the sustainable level is based assumes a certain distri
bution of income among the population, which will in turn generate 
employment opportunities for physicians. It is possible that in Iran this 
spread was not present. According to the World Bank (92) the top 20% 
of the population received 54.5 % of national income, whilst the bottom 
40 % only received 12.5 % of national income. Moreover, per capita 
Government expenditure on health was low. In 1972 it was US $7.5, 
or 2.5 % of total Government expenditure (203). Iran's social insurance 
system, supervised in part by the Ministry of Labour and Social Affairs, 
is confined to employees in industry and commerce (and their dependants) 
who receive medical services, usually provided directly through the 
medical facilities of the Social Insurance Organization (187). 

3.3 Physician and nurse income 

The annual average income of Iranian physicians in 1968 was reported 
to be about US $4 134, or 16.4 times higher than the per capita income 
of the population in 1968, which was US $252 ( 116).1 The difference is of 
the same order as that found in a number of other donor countries 
(Pakistan, Philippines, etc.) but it has been found in the global analyses 
that countries with much lower differentials still do not lose physicians, 
unless there are other factors at work. In Iran salary differentials are 
often quoted as reasons for leaving, as for example by Pahlavi University 
medical graduates in USA (149). In particular, Government posts in 
rural areas were said to be particularly badly paid, although the rate of 
pay was between US $510 and US $1 890 per month in 1975 (99). Conse-

1 Considerable changes took place after 1968. 
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quently, one may question whether the US $1 500, estimated as the cost 
per imported physician, was sufficient as an incentive to attract foreign 
physicians to Iran. If salary differentials play a role, this level would 
have attracted physicians only from poor countries. 

3.4 Imbalances in health manpower 

3.4.1 The health manpower team 

In 1972 health manpower per 10 000 population was as follows (211) : 

Physicians 3.3 Auxiliary workers 1.0 
Nurses 1.4 Dentists 0.6 
All nursing personnel 4.2 Pharmacists 1.1 
All nursing personnel incl. 

midwifery 5. 7 

It was shown in Part One that physicians from countries where the 
ratio of support staff to physicians was low were more likely to migrate. 
In 1972 Iran had 0.4 nurse and 1.2 nursing personnel per physician, 
which is fairly typical of the low-GDP donor countries. Low-GDP 
countries which suffer only low losses on average have 1.1 nurses and 
1.4 nursing personnel per physician-so that in the case of Iran the lack 
of support staff may well be a contributory factor. 

3.4.2 Urban/rural imbalances 

Health manpower was greatly concentrated in urban areas (211) 

Teheran 
All urban Rural 

Total areas areas 

Percentage of population 13 43 57 100 
Percentage of physicians 44 87 13 100 
Percentage of nurses 55 99 1 100 
Physicians per 1 0 000 

population 11.6 6.5 0.8 3.3 
Nurses per 10 000 population 5.5 2.9 0.0 1.2 

Whilst Teheran had a physician coverage approaching that of a 
developed country, in rural areas physician coverage was very low indeed. 
Physician coverage in Teheran was in fact 14.5 times higher than in rural 
areas; in all urban areas it was eight times higher than in rural areas. 
Specialists were even more concentrated in urban areas. In 1970, 69 % 
of specialists were in Teheran and only 9 % in rural areas (25). 

3.4.3 Imbalances in specialization and employment 

According to an Iranian source (25) there were 5 693 specialists in 
Iran in 1970, making up 27 %of the physician stock. Some 60% of all 
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physicians were in private practice, the rest were either in Government 
service or not practising. 

Total stock of physicians in 1977 may be estimated to be between 
15 000 and 16 000, i.e., double the 1970 figure. It would be interesting to 
know the distribution by sector of the additional stock; whether it is 
the Government sector that created the additional employment oppor
tunities which were missing in the past or whether the private sector 
expanded. 

3.4.4 Imbalances in production 
In 1975 Iran had nine medical schools, five of which had been opened 

since 1950. Nevertheless the number of applicants far exceeded the 
number of places available and candidates were chosen in a nation-wide 
competitive entrance examination. Instruction was free of charge for 
students who undertook to remain in Iran. Foreign students were eligible 
for enrolment, especially at the Pahlavi University in Shiraz, where the 
teaching was in English. The tuition fees paid, in 1975, at the latter 
school were approximately US $5 000 (206). 

The University of Teheran at one time had an intake of only 80 medical 
students per year. This was increased to 300 students per year, in order 
to meet the country's demand for physicians. Apparently, the intake 
later reached 600 students per year. It was thought that this increase 
would create an overspill of medical graduates, since existing medical 
facilities were not able to absorb the current overproduction. Teheran 
University subsequently reduced its intake by 200; this.contrasted strongly 
with Iran's target of 8 000 imported physicians. 

3.5 Language links 

In Part One it was found that there is a definite link between the 
language of tuition and the language spoken in the country of destination 
of physician migrants. The destination by language of the recipient 
country is given below for the 3 700 Iranians estimated to be abroad. 
The right-hand column gives the percentage, based on overall analyses, 
(Table 111.16), which would have been observed had no language links 
existed : 

Language of destination 

English 
German 
German/French 
Other 

Total 

Percentage of: 

Migrants from Iran All migrants 

57.1 
32.0 
2.1 
8.8 

100.0 

83.5 
3.3 
1.5 

11.7 

100.0 
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The most striking feature emerging from this table is the strong link that 
seems to exist between Iran and the German-speaking countries. Ten 
times as many Iranians have gone to German-speaking countries as 
would have gone if no links had existed. 

Table IRA.4, the UNESCO data on students, and information given 
in Chapter IX (Federal Republic of Germany) together point to the 
probability that it is not so much Iranian graduates who went to German
speaking countries as Iranian students who, having studied in the Federal 
Republic of Germany, in Switzerland and in Austria, remained in these 
countries. (All three countries classify foreign physicians by nationality, 
not country of graduation.) So the problem is rather one of determining 
why students went to German-speaking countries to study than of 
examining the teaching language of Iranian medical schools. 

The relationship between language of tuition and migration desti
nation is further illustrated by the case of Pahlavi University, the only 
university in Iran to teach in English. In 1970, this university produced 
5% of the country's medical graduates but accounted for 14% of the 
Iranian graduates in the USA. Whether this phenomenon is due to 
language links alone will be discussed below. 

3.6 Relevance of education 

One of the factors most central to all theories on medical migration 
is that of irrelevance of education. Physicians in developing countries, 
taught according to the disease patterns, teaching methods and facilities 
of developed countries, will tend to migrate to countries where working 
conditions correspond more closely to their training. 

In the mid 1970s, the oldest and most prestigious Iranian medical 
school was at the University of Teheran (founded in 1937), which was 
divided into four medical centre subunits. One centre was a School of 
Basic Medical Sciences and the remaining three were clinical teaching 
facilities, each composed of a hospital and research unit. All of these 
centres were extremely sophisticated, providing new methods and exper
iments in medical education. 

In the early 1960s, a joint effort by the University of Pennsylvania 
and the Government of Iran was undertaken to create a university 
structured according to the USA system of education. The University 
of Shiraz officially became Pahlavi University in 1962, a private university 
with its own Board of Trustees, with "colleges" and "departments" on 
the American model replacing "faculties" and "chairs". It was thought 
that such a university would attract Iranian students who would other
wise go abroad to study. A programme designed to repatriate Iranian 
medical graduates from the USA to fill the teaching posts was also in
itiated. The response to this recruitment was good. As of October 1968, 
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250 Iranians, constituting about 15 % of all Iranian graduates in the USA, 
applied for employment. Pahlavi University offered jobs to 100 of these 
applicants. The project was financed by the United States Agency for 
International Development until 1967, when a "direct five-year" contract 
was signed by the two universities (Pahlavi and Pennsylvania), under 
which Pahlavi University paid the University of Pennsylvania US 
$30 000 annually for its services. The University of Pennsylvania, in turn, 
solicited funds from various foundations in the USA for Pahlavi Uni
versity. A number of Iranian staff members were sent to the USA for 
special training under the auspices of the University of Pennsylvania. It 
seems, however, that the USA-oriented approach to education facilitated 
the emigration of medical graduates to the USA. More than half of 
those graduating from Pahlavi University in 1961 and 1962 were found 
to be living in the USA (151). 

An examination of the data published by the ECFMG reveals which 
were the main exporting schools in Iran (see Part One, Table 111.10). The 
main exporter both in terms of absolute numbers and in terms of pro
portions taking the ECFMG examination was the University of Teheran. 
In 1970 it produced 39 % of the country's medical graduates but 54% of 
the country's ECFMG candidates and 52 % of the country's successful 
candidates. 

Its pass rate (25 %), however, was lower than that of Meshed University 
Medical School (27 %) and very much lower than that of Pahlavi Univer
sity (65 %). The latter produced 5 %of the country's graduates, 7% of 
its candidates and 18 % of its successful candidates. 

In recent years attempts have been made to alter the approach to 
medical education with a view to changing the orientation of graduates. 

3. 7 Attitudes of emigrants 

Various studies have been conducted to attempt to pinpoint the 
reasons why Iranians tend to settle abroad and primarily in the USA. 
Among the reasons given (149) were: professional considerations, i.e., 
better facilities and working conditions, as well as more opportunities 
for research; financial, i.e., high-cost medical education reaps better 
financial returns in the USA than in Iran, where, for example, Govern
ment posts in rural areas were extremely badly paid; and working con
ditions, since all Iranian graduates were required to serve two years in the 
Health Corps (instead of military service). 

The physicians were also asked about their plans for returning to 
Iran. The results were as follows: of the 709 physicians completing the 
questionnaire, 372 (52 %) indicated that they planned to return to Iran 
in the next five years, 88 (12 %) indicated they had not yet made a definite 
decision, and the other 249 physicians (35 %) indicated they definitely 
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would not return. The percentages were very similar for males and 
females. A large percentage of those who were currently in training 
expressed an intention to return to Iran; 84 % of those undergoing 
specialty training said that they would return compared with 35 % of 
those not in training. Among those not in training, the desire to return 
was associated with age-the older the physician, the less likely he was 
to express a desire to return. A number of other variables were examined 
to determine which other characteristics were associated with a desire 
to return. These included previous practice in Iran, visits to Iran since 
residing in the USA, country in which the physician received his M.D. 
degree, marital status and citizenship of spouse, and type of specialty. 
Those physicians who had previously practised in Iran were significantly 
more likely to be planning to return to Iran within the next five years; 61 % 
of those who had previously practised in Iran definitely planned to return, 
compared with 41 % of those who had not practised. 

4. Consequences of Migration 

No data are available on the cost of producing a physician in Iran. 
Using a low estimate of US$ 10 000 per physician, the 3 700 physicians 
who have emigrated represent a loss to Iran of US $37 million. If in 
addition some of the emigrant physicians had specialist training before 
they left, the figure would be even higher. These estimates do not include 
the cost of primary and secondary education nor do they take any account 
of the contribution these physicians could have made to the country's 
national product had they stayed and had they been gainfully employed. 

Iran's emigrant physicians represented a loss in coverage of 1.2 phys
icians per I 0 000 population. 

The 3 700 emigrant physicians represent 6.2 years' production of 
Iran's medical schools, at the rate of production prevailing during the 
period under study (1963-1972). 

5. Policy 

5.1 Measures to limit migration and encourage immigration 

In 1975, Iranian citizens who held foreign medical qualifications and 
wished to practise medicine in Iran had to have their diploma evaluated 
by the High Council of Education, which had to confirm its adequacy. 

Foreigners with foreign medical qualifications needed a residence 
permit, in addition to undergoing the above-mentioned evaluation and 
confirmation of their diplomas. If such persons were in Government 
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employment, a work permit would be obtained for them. If, on the 
other hand, they were working independently, they had to apply for the 
work permit personally. 

Foreigners who qualified in Iran were permitted to practise if they 
complied with the general conditions governing the practice of medicine 
in Iran, and obtained residence and work permits (206). 

In 1964 a Health Corps was created into which were drafted all medical 
school graduates eligible for service in the Army. After an initial six-month 
period of training in basic military and rural medicine, the graduate 
was sent, often in mobile units, to serve for 18 months in rural areas 
which previously may never have had comparable medical care. Aside 
from providing much-needed care, the graduate was introduced to rural 
practice, with the possibility of a choice of career in that direction. The 
programme was considered highly successful in the sense that about 
50 % of the veterans applied for positions in rural areas (103). 

5.2 Measures to alleviate the effect of migration 

Iran, at the time of this study, was making an effort to improve the 
availability and quality of health services. Recognizing that a shortage 
of professional manpower was likely to persist for some time to come 
and that migration movements tended to increase this shortage, most 
of the schemes put an emphasis on primary health workers. 

Medical graduates were under no obligation to serve the State other 
than that laid down as an alternative to military service. In accordance 
with the law, however, graduates were required to practise for a period 
of time in a town other than Teheran before they were issued with 
an authorization to engage in private practice in the capital. 



Table IRA.1 

Stock, production and emigration of physicians 

Found Found Found Found Found Found Registering 
Year Stock New in in in in in in in Entering 

graduates USA the Fed. Rep. Austria Niger Tunisia Switzerland UK Canada 
of Germany 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 

1961 490 

1962 552 

1963 224 

1964 7 090 485 

} 1965 6 389 651 926 28 33 ;; 
1966 6 889 589 28 > z 
1967 7 000 597 52 29 

1968 592 73 

1969 8 384 608 84 

1970 8 693 587 1 631 117 

1971 9 470 632 1 066 

1972 10 053 583 2 082 2 

1973 11 373 5 

1974 12 430 6 

Sources: Col. 1: 200, 211 and 212; Cols. 2, 5, 6, 7, 8: 200; Col. 3: 25, 3 and 4; Col. 4: 209; Col. 9: 42; Col. 10: 84 and 38. w 
Notes: Col. 1 coverage is T. 0 

-.....! 
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Table IRA.2 

Annual production of physicians and expected annual rates of retention 
in the profession, compared with numbers of physicians in Iran in 1970 

Expected Number of Difference 
Number number graduates Number 

Year of of graduates located in found in 
of graduates left in Iran in % No. USA in 

graduation profession in 1970 (5) 7 (2) (2)- (3) 1970 
1970 

(1) (2) (3) (4) (5) (6) 

1961 490 448 323 -28 125 

~ 1962 552 509 356 -30 153 414 1963 224 209 136 -35 73 
1964 485 457 279 -39 178 
1965 651 619 370 -40 - 249 

l 1966 589 566 377 -33 189 
1967 597 579 375 -35 - 204 541 
1968 592 580 381 -34 199 
1969 608 602 435 -28 167 
Total 4 788 4 569 3 032 -34 - 1 537 955 

Sources: Cols. 1 to 5: 25; col. 6: 3. 
Notes: Cols. 1 and 2 - lt is not known whether or not these figures include foreigners. 

lated on the basis of a natural attrition rate of 1 % per annum. 
Col. 2 is calcu-



Table IRA.3 

Iranian physicians, by year and country of graduation 

Year of graduation 

Country Prior Unspeci-
Total 

to 1961 1962 1963 1964 1965 1966 1967 1968 1969 
1961 tied 

Iran 3 704 323 356 136 279 370 377 375 381 435 237 6 973 
Germany 140 13 11 17 6 11 8 9 11 8 4 238 
France 136 17 18 14 9 4 4 9 3 2 2 218 
Switzerland 92 3 2 2 2 2 2 1 2 1 1 110 
Turkey 32 6 5 7 8 6 13 2 5 6 1 91 
USSR 43 1 3 1 48 
United Kingdom 18 3 1 1 3 1 2 29 
USA 12 1 2 1 1 17 ;; 

3 11 
> Austria 5 1 1 1 z 

India 10 10 
Lebanon 7 1 8 
Iraq 2 1 1 1 2 7 
Pakistan 1 1 2 1 1 1 7 
Belgium 5 1 6 
Italy 2 2 
Algeria 
Egypt 

Poland 

Israel 

Afghanistan 

Total 4 210 369 398 179 306 396 412 401 408 455 246 7 780 

Source: 25. 
Note: lt is not known whether these figures include foreigners or not, or whether Iranians abroad are included. The latter seems improbable, as the offici a I w 

0 
domestic stock figure (see Table IRA.1) is higher than 7 780. Country names are as given in source. 1.0 



Country 

Iran 
USA 
Germany 
France 
United Kingdom 
Switzerland 
Canada 
Turkey 
USSR 
Austria 
Belgium 
Italy 
Algeria 
Ireland 

Total 

Table IRA.4 
Iranian physicians, by specialization and country of study (1970) 
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Table IRA.5 

Stock, production and emigration of nurses 

Stock New Licensed Entering Entering Found in 
Year graduates in USA USA Canada Lebanon 

(1) (2) (3) (4) (5) (6) 

1960 1 640 3 
1961 0 
1962 83 3 7 
1963 230 2 6 
1964 1 797 200 4 4 
1965 2 011 0 9 0 
1966 2175 4 6 0 
1967 2157 14 20 0 
1968 8 17 0 5 
1969 2 557 6 0 0 
1970 2 888 22 23 0 
1971 3 333 24 0 2 
1972 3 839 27 0 0 
1973 70 0 

Sources: Cols. 1 and 2: 200; Col. 3: 2; Col. 4: 188; Col. 5: 39; Col. 6: 142. 
Notes: Col. 1 coverage is T. 



CHAPTER XIII 

Jamaica 

1. Dimensions and Directions of Migration 

1.1 Physicians 

There are two quite distinct aspects to physician migration to and 
from Jamaica, and the magnitude of the migration problem depends on 
which of the two aspects is being measured. 

On the one hand, it is possible, and probably more correct, to confine 
measures of physician emigration to those persons who grew up and 
qualified as physicians in Jamaica, rather than to confuse the issue by 
including physicians who were born in Jamaica but may well have entered 
the United Kingdom as children and grown up and qualified there. 
Because their country of birth is Jamaica, they would be classified as 
Jamaican in United Kingdom statistics. Intermediate between these two 
groups are those Jamaicans who went to study abroad and did not return. 

It is proposed to treat each group separately. 
Jamaica-trained physicians abroad. The issue here is further compli

cated by the fact that the University of the West Indies (UWI) is situated 
in Jamaica; therefore all West Indian physicians who studied there are 
classified in the USA statistics as "Jamaican" and the number of true 
Jamaicans in the USA can only be estimated. The number of Jamaicans, 
trained at the University of the West Indies, in the USA in 1972 is esti
mated at 38 (out of the 83 UWI graduates shown in Table JAM.2). The 
number of UWI graduates in the USA increased by 80 % between 1970 and 
1972. In addition, there were an estimated 50 Jamaica-trained Jamaicans 
in Canada, a very few in the United Kingdom, say 5, and maybe 10 
in other countries or territories of the West Indies; in all some 100, 
accounting for 21 % of domestic stock in 1972. 

Table JAM.1 is based on a study, made in 1968, of UWI graduates 
graduating before 1966 (30). This shows that of the 136 graduates from 
Jamaica, 72 % were still in Jamaica, 4 %in other countries of the West 
Indies and 21 % had emigrated. On the other hand, 44 UWI graduates 
from other West Indian countries had come into Jamaica (equivalent to 
31 % of UWI graduates in Jamaica) against the 34 Jamaicans known to 

- 312 -
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have left; making Jamaica, on balance, a net recipient rather than a net 
donor of physicians. Another study of medical graduates of UWI (1960-
1970) shows their subsequent location (25). The graduates were traced 
to the following countries: 

West lndies 
Canada 
USA 
United Kingdom 
Other and unknown 

60% 

17 % ~ 10 ~. 
2% 

11 % 

29 % known to be abroad 

Table JAM.3 gives another measure of inflow. The numbers given 
are the numbers on the register and do not accurately reflect the numbers 
actually in Jamaica. (The discrepancy can be gauged by comparing these 
register figures with the stock figure for 1972 in column (1) of Table JAM.2. 
See also the notes to that table.) However, the proportions are of 
interest in that they are much lower than estimates based on the UWI 
data. One possible explanation is that Jamaican physicians graduating 
abroad register with the Jamaican authorities but do not actually go to 
Jamaica to practise; hence the big difference between the register figures 
and the number active. 

Jamaica-born physicians trained elsewhere. There were 223 West 
Indian-born physicians in the United Kingdom in 1970, of whom it can 
be estimated that about half were Jamaican, on the basis of the proportion 
of Jamaicans among West Indians entering Canada, and the proportion 
of the general population of the West Indies who are Jamaicans. Of the 
West Indians in the United Kingdom in 1966, 96% were United Kingdom 
trained (67); it is thus possible to assume that most of those there in 1970 
were also United Kingdom trained. It is most probable that these are the 
children of an earlier wave of migration, many of whom grew up in the 
United Kingdom and are United Kingdom citizens. The UNESCO 
study of medical students in foreign countries (175) found only three 
Jamaican nationals (undergraduates) in United Kingdom medical schools. 

1.2 Export and import of medical education 

As regards Jamaicans who go abroad to study, the picture is even 
more obscure. Comparing the number of Jamaicans on the register with 
the number ever graduating from the UWI (586 up to 1970, only about 
half of whom are Jamaican) makes it evident that a large number of 
Jamaicans must have returned to Jamaica after graduating abroad. 
Even the number active in 1972-490-is higher than the number of 
Jamaican graduates. Allowing for the fact that a number of these are 
known to have migrated, it is possible to guess that there were at most 
200 Jamaican-trained Jamaican physicians in Jamaica out of a total 
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active of 490 in 1972. Some of the rest are foreign but it is evident never
theless that a sizeable number of Jamaicans trained abroad do return. 

The UNESCO study (175) cited above found Jamaican students in 
the following countries: 

1972/1973 1973/1974 

Undergraduate Postgraduate Undergraduate Postgraduate 

United States of 
America 37 0 23 0 

United Kingdom 3 6 2 1 
Belgium 2 0 I 0 
Canada 0 2 0 3 
Ireland 2 0 0 0 
Other 2 0 3 0 

Total 47 8 29 4 

Enrolment at UWI 546 40 n.a. n.a. 

At the same time there were only five foreign undergraduates at the UWI; 
thus the UWI is definitely not an exporter of medical education. 

1.3 Nurses 

Jamaica is a donor of trained nurses and of nursing students. 
Nurses. The production of nurses, according to data in Table JAM. 4, 

is very small but there is reason to believe that these figures 1 are incomplete 
as Kendall (106) cites an enrolment of 331 students in 1966 and 
PAHO (134) cites an annual output of 130 nurses. Each year a number 
far in excess of the number produced (according to AMRO estimates) 
licenses in the USA or registers in Canada. The number doing so each 
year is equivalent to some 1.2 % of domestic stock. 

The number entering the USA as immigrants is far higher, presumably 
because immigrants are classified by country of last residence. The 
majority of these nurses must therefore have been trained elsewhere than 
in Jamaica, probably in the United Kingdom. It is interesting to note 
the sharp increase in the numbers entering the USA after that country's 
abolition of the quota system in 1965. No information was available 
regarding foreign nurses in Jamaica. 

Nursing students. There were some 2 500 Jamaica-born students 
enrolled in schools of nursing in the United Kingdom in 1970. They 
accounted for l3 % of all foreign-born nursing students there. There 

1 Supplied by AMRO. 
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were some 808 new entrants in 1971 of whom 128 (16 %) were student 
nurses (106). This is equivalent to 38 % of domestic enrolment in 1966. 
About a third were recruited in Jamaica. The rest, like the physicians, 
are probably children of earlier migrants. 

2. Characteristics of Migrants 

Information on the characteristics of migrants was almost completely 
confined to that available for those in the USA in 1970 (3). Moreover, 
this information relates to all graduates of the University of the West 
Indies, not just Jamaicans. 

Bearing in mind the fact that the UWI started to produce graduates 
only in 1962, it is not surprising to note that the Jamaican medical 
graduates in the USA were very young; 91 %were under 40 years of age. 
Only a sixth were women, about the same proportion as for all FMGs. 
Some 60 % were in graduate training programmes, about twice the 
figure for all FMGs, and only 10 % were board-certified. Half were 
located in New York State. Thirty-seven of the 46 (80 %) were active 
in patient care, and 28 of the 37 were residents and interns. 

More Jamaicans go to Canada than to the USA. The reasons cited for 
this are discussed further in Section 3.6 below. One study (25) states 
them as follows (p. 152): 

1. "Racial tensions in Canada are considerably lower than in the United States. 
2. West Indian communities in Canadian cities are growing rapidly, with a con
siderable proportion of middle class and professionnal people... there are more 
than 60 000 West Indians in Toronto alone. 
3. Our graduates have relatively easy access to teaching hospitals in Canada and 
thus to excellent postgraduate training." 

An enquiry into the non-return of Jamaicans going abroad to study 
cites the following reasons for not returning home (55): inadequate 
compensation, inadequate information, poor public relations, personal 
and family reasons, unavailability of jobs in specific areas, and restricted 
mobility, local conditions and attitudes. 

3. Factors Inftuencing Migration 

3.1 Development factors 

Jamaica has a population of some 2 million with a crude birth rate of 
33 per 1 000 and a crude death rate of seven per 1 000. Infant mortality 
is 27 per I 000 live births and life expectancy is 69.5 years (89). Although 
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its birth rate is still very high, most of the other health indicators are 
approaching the developed country level. Historically, the rate of popu
lation increase has been dampened by emigration, giving a rate of popu
lation growth of 1.5 % per annum early in this century. Since then the 
death rate has fallen and migration has slackened, so that in 1960 the 
rate of population growth was 3% per annum (56). The World Bank (89) 
cites a population growth rate of 1.6 % for 1965-1973. The Committee 
for the International Coordination of National Research in Demography 
(CICRED) (144) gives the following balance sheet: 

Excess of births over deaths, 1960-1970: 530 800 
Emigration, 1960-1970 : 292 100 
Net increase, 1960-1970 : 238 700 

Such outmovements helped to curb domestic unemployment, which is 
currently about 15 % (56). 
, Per capita food consumption is fairly high, 9.5 MJ per day compared 
to a recommended norm of 8.4 to 12.5 MJ (170). Despite the high aver
ages, however, infant malnutrition still remains a primary or secondary 
diagnosis for 50 % of hospital admissions for children under two years 
of age (118). National income levels are approaching the developed 
country level with a GNP per capita in 1974 of US $1 140. However, in 
1958 the World Bank (92) classified Jamaica as a country of high income 
inequality with only 8 % of national income going to the lowest 40 % 
of the population and 61 %to the top 20 %. 

The health services in Jamaica are on the whole good. In 1968, 
maternal and child health care was given to 51 583 pregnant women and 
Ill 959 children under five years of age. Domiciliary care was given to 
29 309 pregnant women and 84 462 children under five years of age. All 
schoolchildren had access to school health services and 107 940 school
children were examined and treated (202). 

In 1972, there were 28 Government-operated hospitals with 7 000 beds, 
or 36.9 beds per 10 000 population (211). A report in the Journal of the 
American Medical Association states "It seems that Jamaica is actively 
involved in improving health care for its people, and that the Govern
ment gives priority to this area" (100; p. 1071). 

3.2 Economic factors 

According to analyses carried out in Part One, Jamaica had a deficit 
of physicians, with a stock of only 500 physicians compared to a 
"sustainable level" of nearer 1 000. It should therefore be a net recipient 
of physicians, which, if the analysis is confined to Jamaica-trained phys
icians, it is. 

The sustainable level of physicians is determined by the income 
available to pay them and to pay for the health infrastructure that helps 
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to create employment opportunities. The health budget in Jamaica is 
high. It accounts for 2.7% of GNP and amounts to US $19.5 per head, 
pretty well the highest of any developing country and more than in 
neighbouring, richer Trinidad and Tobago. The health budget is 10 % 
of the national budget (89). The ratio of Government health expenditure 
to private expenditure is 1.28. Analyses described in Part One showed 
that a high ratio of Government to private expenditure tends to be 
associated with low emigration rates. 

The magnitude of Government health expenditure probably more 
than outweighs the fact that average private expenditure on health may 
be depressed by the unequal distribution of income cited above. 

The distribution by employment of physicians in Jamaica is: 

43 % private 
32 % Government 

7 % University of West Indies 
11 % University Hospital 

The puzzling feature about Jamaican migration patterns in relation to 
the pattern determined by economic factors is that, although net movement 
is as predicted, there is still a considerable outflow. The most probable 
explanation is that, whilst the inflow of physicians is determined by the 
employment opportunities generated by the economic factors, there are 
other stronger factors at work which constitute a pull on Jamaican phys
icians. One possible factor is discussed in Sections 3.5 and 3.6 below. 

3.3 Physician and nurse income 

Salary differentials between donor country and recipient country 
are often quoted as reasons for leaving, although it was found that salary 
is not in itself a cause but rather a symptom of other more basic causes. 
Income differentials of themselves do not cause migration. Very little 
information is available regarding the income of physicians and nurses 
in Jamaica and no actual figures can be quoted. Medical fees are 
said to have doubled due to the increase of salaries (33). Jamaica has 
been suffering from inflation, so it is not clear whether this refers to 
inflation-induced rises or to salary increases caused by a shortage of 
manpower. It seems, however, that physicians are relatively well paid 
in Jamaica and that income is not one of the major determinants of 
migration. 

The situation for nurses may be different. Articles in the Jamaican 
Nurse repeatedly claim that the high salaries being paid in the USA and 
Canada are causing migration (106). "We know that Jamaica can never 
compete with the United States and Can~~:da salary-wise. That is the 
Jamaican nursing dilemma" (p. 254). Whilst this is an oversimplification 
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in that higher salaries alone do not attract people who are satisfied with 
their present conditions of work, it does indicate a preoccupation with 
salary differentials. 

3.4 Imbalances in health manpower 

3.4.1. The health manpower team 

The health manpower situation in Jamaica in 1972 was as follows (211): 

Manpower per 10 000 population: 

Physicians 2.5 Dentists 0.5 
Nurses 9.4 Pharmacists 0.4 
All nursing personnel 11.7 All nursing personnel 

including midwifery 13.9 

Unlike physicians in Jamaica's Latin American neighbours and like 
those in most Commonwealth countries, Jamaica's physicians do not 
suffer from a shortage of support staff, a factor which has been found to 
be associated with high physician emigration rates. In 1972 there were 
4. 7 nursing personnel per physician-far more than the average for even 
low-loss countries. 

3.4.2 Urban/rural imbalances 

Despite good coverage of health services, Jamaica has considerable 
urban/rural differentials in health manpower coverage. In 1968 there 
were 4.4 physicians per 10 000 population in the capital city and 1.2 in 
the remainder of the country (89). Emigration of physicians is blamed 
for the lower quality of health care in rural areas (33). 

3.4.3. Imbalances in production rates 

Since Jamaica suffers from a shortage of physicians in relation to its 
sustainable level, there is certainly no question of overproduction of 
physicians in the University of the West Indies. Emigration of Jamaican 
physicians is not an overspill phenomenon. 

The UWI has been in a difficult position. Its graduates claimed that 
they migrated because, until recently, there was a total lack of post
graduate training facilities at the medical school. Postgraduate pro
grammes have since been introduced in surgery, internal medicine, 
paediatrics, pathology, microbiology, public health, anaesthetics and 
radiology. Arrangements have been made for segments of the training 
to take place in teaching hospitals in Canada, England, and the USA. This 
can obviously satisfy the demand for postgraduate education, but it is 
questionable whether it can curb emigration. As one writer puts it : 
"But the pursuit of excellence doesn't have all the ring of motherhood in 
the Caribbean it might have in more developed countries. For example, 
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how wise is it to train people to such a point of specialization that it 
becomes impractical for them to stay home? And then why further facili
tate this drain process by having them do postgraduate training in such 
comfortable surroundings as Canada and the United States where the 
host countries are virtually purring with seductive offers of employment?" 
(110; p. 1089). 

There are several nursing schools in Jamaica. In addition the UWI 
offers a degree in nursing as part of its advanced nursing education pro
gramme. There is no shortage of candidates for nursing training and 
more could be trained if the training facilities were available (106). 

3.5 A tradition of emigration 

Traditionally, Jamaica has depended on emigration to alleviate its 
population pressure. Emigration has been spontaneous but the Govern
ment has encouraged it by facilitating travel. Early in this century, the 
majority of the emigrants went to South America and to neighbouring 
islands. In the 1950s large numbers emigrated to the United Kingdom. 
The 1962 British Immigration Act restricted the flow of emigrants, and 
currently there is no outlet for the large numbers of unskilled labourers. 
Emigration continues but it is the better educated and more skilled who 
are leaving (56). 

Viewed from this angle, physician migration has its roots outside of the 
health sector and is more a part of a wider tradition of mobility. Nurse 
migration patterns tend to follow those of non-professional migrants and 
it is probable that the large-scale nurse migration, and especially that of 
nursing students, is even more strongly affected by this of mobility tra
dition than is physician migration. 

3.6 Commonwealth ties 

With regard to migration, the Commonwealth forms a very special 
grouping based on community of traditions, language and patterns of 
medical and nursing education, and on a mutual recognition of quali
fications. All these act together to facilitate and encourage migration 
movements. 

It was found from the analyses in Part One that Commonwealth 
movements formed a well-defined and distinct migration pattern and 
that in many cases they acted as the pump primer for other migration 
movements. Within the Commonwealth the direction of movement was 
always up the GNP scale, and in this Jamaica is fairly typical. Its 
emigrants go to the United Kingdom and Canada and its immigrants 
come from the poorer West Indian countries. Incidentally, the Common-
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wealth link helps to explain why more Jamaicans go to Canada than to 
the USA despite the geographical proximity of the latter. 

Jamaica is also typical of Commonwealth countries of the middle 
and higher income range in that it is a sizeable donor-recipient-a charac
teristic it shares with such countries as Nigeria and Kenya, as well as with 
the United Kingdom, Canada, Australia and New Zealand. Jamaica's 
migration behaviour is so typical of the Commonwealth countries that 
it is extremely probable that the key to the identification of causes lies 
in these influences rather than in other factors, most of which are not 
typical of donor-recipient countries. 

3. 7 Irrelevance of education 

One of the factors most central to all theories on medical migration is 
that of irrelevance of education. Physicians in developing countries, 
taught according to the disease patterns, teaching methods and facilities 
of developed countries, will tend to migrate to countries where working 
conditions correspond more closely to their training. 

It is questionable whether this theory applies to Jamaica for two 
reasons, Firstly, Jamaica's disease pattern is not typical of tropical or 
subtropical (developing) countries. "The usual diseases of tropics 
are not prevalent in Jamaica and the disease pattern simulates that of 
developed countries" (118; p. 8). Principal causes of death in 1971 were 
(132) cerebrovascular diseases (15.2 %), ischaemia and other heart diseases 
(12.8 %), malignant neoplasms (11.0 %)-all developed-country diseases; 
followed by pneumonia (6.6 %), enteritis and other diarrhoea! disorders 
( 4.8 %), etc. So a training programme similar to that of developed country 
medical schools is probably fairly appropriate. Secondly, most sources 
praise the efforts being made at the UWI to make medical training relevant 
to West Indian problems. A UNESCO mission states: "The edu
cational programme for medical students show san admirable emphasis 
on preparing doctors for the practice of medicine in the Caribbean. The 
emphasis is on teaching students the practical aspects of medicine ... 
[which] has been further strengthened through the development of a 
strong programme in social and preventive medicine" (179; p. 99). 

Students carry out projects related to immunization surveys and 
surveys of gastroenteritis in children and diabetes, which give them a 
practical introduction to epidemiology. Reports are then prepared and 
discussed by students in the classroom and this seems to be beneficial 
in stimulating the student's interest in community medicine. About 10% 
of the final year students in 1969 chose community medicine as their 
elective subject. Also, the number of UWI graduates seeking junior 
posts in community medicine has increased, although many applicants 
have had to be diverted elsewhere because of the limitation of posts and 
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facilities within the department (49). The Dean of the Medical 
School (110) has attributed the change of heart to the advent of free 
medical education : "We are dealing with a whole new set of graduates 
who have a totally different outlook from their colleagues of five years 
ago. Jamaica is giving free medical education to all its citizens who can 
qualify for entrance to medical school. In a situation like this a new 
kind of person is emerging with a far greater social consciousness than 
before. We are seeing people who want to go into difficult areas for at 
least some period of time." Whether the new generation is less inclined 
to emigrate remains to be seen. 

The pass rate in the ECFM G examination, usually a good indicator 
of similarity to the USA training, was 73 % in 1970, 68 %in 1971 and 
86 % in 1972. 

4. Consequences of Migration 

4.1 Economic losses 

The loss of physicians and nurses represents a lost financial investment 
in education and resources. Various authorities have attempted to 
quantify this loss. 

"We are spending over one million dollars a year to supplement 
your health services", stated the Dean of the UWI Medical School 
in 1971 (110). 

The World Bank (89) estimated that in 1965 it cost Jamaica 
US $24 000 to train a physician and US $1 385 to train a nurse. This 
implies a loss of US $2.5 million for the 105 physicians estimated to 
be out of their native Jamaica and US $30 000 each year for the 
emigrant nurses. 

Another estimate (33) put the Jamaican investment in each of its 
medical graduates at the UWI at US $21 000, which is near the 
World Bank estimate, and put the total loss at US $2.2 million. 

4.2 Loss of coverage 

Jamaica suffers from a shortage of physicians and nurses and it is 
quite realistic therefore to think in terms of the lost coverage the emigrants 
represent. There were, in 1972, some 2.5 physicians per 10 000 popu
lation. The return of the 105 emigrant physicians would raise this 
figure to 3.1. 

The number of Jamaica-trained nurses abroad is probably between 200 
and 300, making a loss of coverage of over one nurse per 10 000. 
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4.3 Replacement time 

The 105 emigrant physicians represent about two years' output of the 
UWI at the rate prevailing in the period studied, but as only half of the 
graduates of UWI are Jamaican, it would actually take about four years 
to replace them. 

5. Policy 

5.1 Measures to halt emigration 

Firstly, a programme of postgraduate medical education was imple
mented in 1972; in 1974 there were 40 students involved in the major 
residency group. Secondly, Jamaica offers free medical education to 
all its citizens who can qualify for entrance to medical school. Both 
these actions were discussed in Section 3 above. 

5.2 Measures to encourage immigration and compensate for emigration 

In 1968 there were some 76 vacancies for physicians and surgeons in 
the private sector and 34 work permits had been issued. The Ministry of 
Health has also attempted to compensate for the loss of Jamaican doctors 
by hiring contract doctors from other countries, mostly the Republic of 
Korea (33). 

In 1973 the Jamaican Government earmarked funds to enable the 
University of the West Indies to train 600 community health aides to 
supplement the health system in outlying areas. The Government was 
aiming at trebling the allotment for that programme. In addition, the 
University was working toward developing nurse practitioner programmes, 
the use of students in community health programmes, and the training 
of specialists in community medicine (110). Physicians who served one 
year in rural areas were offered postgraduate training opportunities (99). 
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Table JAM.1 

Location of graduates of the University of the West lndies by country 
of origin and location in 1968 

Location 
Country 

of Trinidad Other 
origin Jamaica & Barbados Guyana West Other Un-

Indian countries known Tobago countries 

Jamaica 98 2 1 0 2 29 4 
Trinidad 

& Tobago 9 18 1 0 0 6 4 
Barbados 10 0 7 0 2 4 5 
Guyana 
Other West Indian 

15 1 1 18 2 18 1 

countries 10 2 0 1 16 6 5 

Other countries 1 0 0 0 0 7 0 

Total output: No. 143 23 10 19 22 70 19 
% 46.7 7.5 3.3 6.2 7.2 22.9 6.2 

Source: 30. 
Note: Data refer to all those graduating before 1966. 

Year 

1961 
1962 
1963 
1964 
1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 
1974 

Table JAM.2 

Stock, production and emigration of physicians 

Stock New 
graduates 

(1) (2) 

655 
738 
784 32 
854 31 
904 35 

1 016 34 
1 259 60 

42 
69 
75 

490 

Found 
in USA 

(3) 

46 

83 

Found 
in UK 

(4) 

80 

117• 

Total input 

No. % 

136 44.4 

38 12.4 
28 9.2 
56 18.3 

40 13.1 

8 2.6 

306 
100 

Entering 
Canada 

(5) 

22 
23 

Sources: Col. 1 :200 and 211; Col. 2: 200; Col. 3: 3 and 4; Col. 4: 67 for 1967, for 1970 data 
are estimated from 72; Col. 5 : 38. 

Notes: Col. 1 coverage is R: for 1961-67 and T for 1972. Col. 3 includes non-Jamaican graduates 
of University of the West lndies. Estimated number of Jamaicans is 21 in 1970 and 38 in 1972. 
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Table JAM.3 

Number of physicians on register in Jamaica by nationality 

Year 

1962 
1963 
1964 
1965 
1966 
1967 

Total 

738 
784 
854 
904 

1 016 
1 259 

Source: 200. 

Year 

1960 
1961 
1962 
~963 
1964 
1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 

Number of physicians on register 

Non-national 

Jamaican 
Common- Foreign Nationality 

wealth unknown 

637 66 35 0 
668 80 36 0 
695 85 40 34 
757 86 35 26 
821 105 38 52 

1 013 116 47 83 

Table JAM.4 

Stock, production and emigration of nurses 

Stock New Entering Licensed 
graduates USA in USA 

(1) (2) (3) (4) 

3 029 4 
3 424 29 3 

40 0 
71 0 
64 0 
39 0 

144 8 
530 22 

2 001 14 771 22 
18 549 6 
20 225 17 

19 
1 800 13 

114 

Percentage 
of stock 

non-national 

14 
15 
19 
16 
19 
20 

Registered 
in Canada 

(5) 

7 
6 

32 
7 
7 

24 
12 
4 
7 

Sources: Col. 1 : 1960-68-200, 1972-211; Col. 2: 200; Col. 3: 188; Col. 4: 2; Col. 5:39. 
Notes: Col. 1 coverage is T; Col. 2 is thought to be incomplete information. 



CHAPTER XIV 

Nigeria 

1. Dimensions and Directions of Migration 

1.1 Physicians 

Nigeria is both a donor and a recipient of physicians with, on balance, 
more foreign physicians in Nigeria than Nigerian physicians abroad. 

Measures of emigration of physicians from Nigeria are complicated 
by the fact that only a small proportion of the Nigerian physicians abroad 
actually graduated in Nigeria. 

Nigerian medical graduates migrate mainly to the USA, and their 
number there is increasing. There were 62 Nigerian medical graduates in 
the USA in 1972, compared to 24 there in 1970, an increase of over 150% 
in two years. It is not known how many have since gone there but it 
seems likely that because of recent US policy changes not many more will 
do so. In terms of loss, these 62 Nigerian medical graduates in the 
USA represented some 3 % of domestic stock. 

The 267 Nigerian physicians in the United Kingdom in 1970 consti
tuted a rather special case in that most of them were graduates of United 
Kingdom medical schools and thus represented a loss of medical students 
rather than a loss of physicians. There is reason to believe that not all these 
Nigerian physicians in the United Kingdom are permanently lost to 
Nigeria; one study reported that there is a very high rate of return among 
them (67). According to that study, 98% of the Nigerian-born physicians 
in the United Kingdom in 1966 had in fact graduated in the United 
Kingdom, 2 % elsewhere, but none in Nigeria. 

As regards return rates, the same study found that in 1966 only 12 % 
of those graduating between 1948 and 1955 remained in the United 
Kingdom and only 15 % of those graduating between 1956 and 1962 
remained. For those graduating between 1963 and 1966 the percentage 
remaining was higher (39 %) but this was probably because many were 
still in postgraduate training. Of those leaving the United Kingdom 
between 1962 and 1966, 93 % were going back to Nigeria. 

- 325 -
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The 267 Nigerians in the United Kingdom may thus form part of 
a rotating pool who are in the United Kingdom for training but who, 
for the most part, will return. If this is so, their number will probably 
diminish because United Kingdom medical schools are taking fewer 
and fewer foreign students and Nigeria is expanding its own intake. 
These 267 Nigerians, who were not trained in Nigeria and who may well 
return in years to come, were equivalent to about 20 % of domestic stock. 

In addition, there were four physicians of Nigerian nationality in 
Austria, but it is not known whether these were Nigeria-trained or not. 
Immigration data from Canada show that 9 physicians who gave their 
country of last permanent residence as Nigeria entered Canada in I974. 

In all, Nigeria's outflow looks like this: 

Number of Nigerian physicians trained in: 
Destination 

Nigeria Elsewhere Not known Total 

United States of America 62 0 0 62 
United Kingdom 0 267 0 267 
Austria 0 0 4 4 
Canada 0 0 80 E 80 E 

Total: 62 267 84 413 

% of domestic stock 5 21 6 32 

To sum up, in I970, Nigeria had probably lost around IOO of its medical 
graduates (about 10 % of domestic stock). In addition, there were about 
300 Nigerian physicians outside Nigeria who did not train in Nigeria 
(approximately a quarter of domestic stock). There were thus about 400 
Nigerian physicians outside Nigeria, equivalent to about a third of 
domestic stock. 

There are two measures of inflow of foreign physicians available, 
but both show Nigeria to be a net recipient of physicians, in that the 
inflow is larger than even the most loosely defined outflow shown in 
the preceding paragraphs. 

One measure of inflow is based on the number of foreign physicians 
on the medical register in Nigeria, of whom there were I 301 in I970, 
comprising 48 % of the total (Table NIE.2). The other measure relates 
to active physicians as recorded in WHO statistics (209). According to 
these, there were 497 foreign physicians among the I 300 physicians 
working in Nigeria in 1971, comprising 38 % of that number. The only 
information relating to changes over time relates to the numbers on the 
register. The number of foreign physicians on the register grew each year 
until 1966. In 1967 their number fell, no doubt due to political events 
in Nigeria. Since then, the numbers have grown again until the 1970 
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figure was almost back to the 1966 level. Proportionally the number of 
foreign physicians fell from 68 % of stock in 1961 to 48 % in 1970. This 
was due to the rapid expansion in the number of Nigerian physicians 
on the register. In 1961 there were 383 Nigerians on the register. By 
1970 their number had increased by nearly I 000 to I 382. 

1.2 Export and import of medical education 

It is not known how many of the I 382 Nigerian physicians on the 
register in 1970 were graduates of Nigerian medical schools. On the 
assumption that by 1970 the University of Ibadan Medical School had 
produced some 16 classes of at most 50 graduates, and the University of 
Lagos two classes of 20 (figures based on 1970 production as given in the 
World Directory of Medical Schools (205)), the maximum number of 
Nigerian graduates on the register would be some 800, leaving some 600 
Nigerians on the register who had graduated elsewhere. Nigerians who 
graduated in the United Kingdom and returned to Nigeria numbered 
some 20 per year in the 1950s and early 1960s (67) so that it is probable 
that at least half of the Nigeria-born foreign graduates in Nigeria were 
United Kingdom trained. It seems unlikely that this inflow of graduates 
will continue because, as mentioned above, United Kingdom medical 
schools are currently taking only very few foreign students. In 1973/74 
there were only 16 Nigerian undergraduates in United Kingdom schools 
(see table below). 

The whereabouts of Nigerian students studying abroad is given by 
UNESCO (175): 

1972/73 1973/74 

Postgraduate Total 41 36 
Undergraduate Total 397 391 
including the following numbers in: 

USSR 
71 l "l Bulgaria 50 

179 
41 

175 Hungary 30 36 
Poland 28 26 
United States of America 59 61 
Federal Republic of Germany 39 30 
United Kingdom 21 16 

In the 1970s a large proportion of Nigerian undergraduate medical 
students studying abroad were in socialist countries, 45 % in 1972/73 
and in 1973/74. Because of deliberate policy by those countries, none 
of these Nigerians will remain in their host country after graduation, but 
not all will necessarily return to Nigeria. One study done in the African 
Region of WHO suggests that students returning from socialist countries 
are politically suspect when they return and a number of them prefer to 
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try their luck elsewhere (191). A surprisingly large number of Nigerians 
were studying in the USA, which does not admit many foreign medical 
students at the undergraduate level. It is highly possible that these may 
migrate. Most of the postgraduate students were in the United Kingdom. 

Hardly any foreign students were studying at Nigerian medical 
schools. 

1.3 Nurses 

In 1972 a total of 222 Nigerian nurses registered in England and 
Wales, and 42 licensed in the. USA. When this total of 264 is related to 
the number of nurses active in Nigeria it represents a loss of some 3 % 
in one year alone. As the production figures reported are somewhat 
erratic (see Table NIE.3) it is not possible to relate the outflow to pro
duction rates; it is possible, however, to compare them to the number of 
licenses issued to nationals trained at home (Table NIE.4) of which 
there were 861 in 1972. The emigrating nurses were equal to 30 % of 
this number. 

The number of Nigerian nurses entering the USA and licensing 
there increased after the lifting of national quotas by the United States 
immigration authorities. 

Table NIE.4 also shows the number of licenses granted to foreign 
nurses in Nigeria between 1960 and 1972. In all, 789 foreign nurses re
ceived licenses. Until 1966 the number licensing each year remained rela
tively steady. Like the physicians their number fell in 1967 and 1968 but 
picked up again afterwards, but to a lower level. In 1972 they accounted 
for 5 % of licenses received, making Nigeria on balance a donor of nurses, 
with at least 264licensing abroad in 1972 as against 54 foreigners licensing 
in Nigeria. 

If the number of foreign nurses working in Nigeria were to be estimated 
at the same percentage of active stock as those licensing, they would 
number some 400. 

1.4 Import of nursing education 

In 1972 there were some 400 Nigerian students enrolled in United 
Kingdom nursing schools, about a fifth of the number enrolled in Nigerian 
schools. As nursing enrolments in Nigeria grew, the number enrolled 
in United Kingdom schools dropped. In 1971 among new entrants to 
nursing schools in the United Kingdom, there were only 44 Nigerian 
student nurses and 61 Nigerian pupil nurses. As 100 Nigerian nurses 
trained abroad licensed in Nigeria each year in the early 1970s (Table 
NIE.4) it is probable that Nigerian nursing students have a high return 
rate. A study carried out in 1967 in the United Kingdom (42) on the 
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location of professional midwives showed that out of 218 former 
Nigerian students of midwifery, 29 did not complete their training, 
55 were in Nigeria, 3 were in another country, 53 were active as midwives 
in the United Kingdom and 78 were inactive. It is not known whether 
there were any foreigners studying in Nigerian schools of nursing. 

2. Characteristics of Migrants 

Information on the characteristics of Nigerian emigrants is limited 
to that on Nigerian-born physicians in the United Kingdom in 1970 (72) 
and to Nigerian medical graduates in the USA in the same year (3). 

There were 267 Nigerian-born physicians in the United Kingdom in 
1970, of whom 251 were active in medicine. Only 10 of the active phys
icians did not work for the National Health Service. Of the remaining 241, 
13 were senior hospital doctors, 162 junior hospital doctors and 27 were 
in general medical service. These proportions accord well with the theory 
that these are only temporary migrants who are not established in the 
United Kingdom. 

There were only 24 Nigerian medical graduates in the USA in 1970, 
of whom 21 were in training programmes and none were board-certified. 
All were recent graduates and young. All were in hospital-based practice 
and only one was a full-time physician. 

3. Factors Inftuencing Migration 

3.1 Development factors 

It was shown in the analyses in Part One that migration behaviour 
is allied to the various factors which together determine a country's 
state of development. With a population of some 63 million, Nigeria 
is the most populous country of Africa. Formerly one of the poorer 
countries of Africa, Nigeria has experienced a large increase in GNP 
per capita (US $240 in 1974) in recent years (annual growth rate 1965-
1973 was 8.3 %) due to its production of oil, and this despite a rapid 
growth in population (91). Its demographic situation is typical of African 
countries: the crude birth rate is 49 per 1 000; the crude death rate 23 per 
1 000; infant mortality is 180 per I 000 live births and life expectancy 
is 41 years (1 18). Nigeria has the usual rural to urban migration problem, 
causing congestion in urban areas which manifests itself in problems 
of refuse disposal, sanitation, lack of water supplies and an urban 
unemployment rate as high as 14 % (115). 
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Prior to 1952, when the country was broken up into regions with 
a measure of self-government, there was a unified health service. After 
1952, each region became responsible for formulating and implementing 
health policy. When 12 states were set up in 1967, they took over all 
powers in public health matters. Health care development is based on 
the precepts of the ten-year plans, the third of which was launched in 1975. 

In 1975, the health care system was said to cover 25 % of the 
population (14). Traditionally, Nigeria's health plans have been phys
ician- and hospital-based and have aimed at increasing the numbers of 
health professionals rather than the creation of alternative primary health 
care workers. By 1980 it is planned to increase the number of hospitals 
from 339 to 400 and the number of hospital beds from 43 000 to 87 000, 
an increase of beds per 10 000 population from 6 to 10 (14). However, 
a large proportion of the population still rely on traditional healers; 
several authors feel that rural Nigerians do not have complete faith in the 
medical care offered by Western-style physicians and that the policy of 
physician-based primary health care should be re-examined (19). 

Total health expenditure in 1971-1972 was some US $138 million of 
which US $98 million were Government expenditure and US $40 million 
were mission and private expenditure (126). Total health expenditure 
was thus about US $2.0 per head. 

3.2 Economic factors 

Despite its relatively low GDP per capita, Nigeria has fewer physicians 
than it could sustain. The sustainable number of physicians was over 
5 000 in 1970, compared to the I 300 there in 1971. As these analyses 
were based on average GNP growth rates, and Nigeria is getting rich 
faster than average, the sustainable level must by now be even higher. It 
is little wonder therefore that Nigeria has an inflow of physicians and 
nurses. The deficit of physicians by comparison with the sustainable 
level manifests itself in the fact that there are employment opportunities 
available in Nigeria and that employmerlt conditions (salaries, subsidized 
housing, etc.) are very good. All these factors help both to persuade 
foreign physicians to immigrate and to induce national physicians who 
have studied abroad to return. 

The unusual feature of the Nigerian migration patterns is that Nigeria 
is not only a recipient but also a donor of physicians and nurses. This 
can be explained in part by the fact that, until recently, training facilities 
in Nigeria were limited (it is probable that as the number of Nigerian 
students abroad falls so will emigration rates), and in part by the fact 
that Nigeria forms part of the Commonwealth where donor-recipiency 
is a common attribute among all but the very poor countries. 
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3.3 Commonwealth ties 

With regard to migration, the Commonwealth forms a very special 
grouping based on community of traditions and language, similarity of 
medical and nursing education (until 1967 the University of Ibadan 
awarded London University degrees) and a mutual recognition of quali
fications. All these act together to facilitate and encourage migration 
movements. 

It was shown by the analyses in Part One that Commonwealth move
ments formed a well-defined and distinct migration pattern and that in 
many cases-especially at each end of the GNP scale-movements acted 
as the pump primer for other migration movements. Within the Common
wealth, the direction of movement was nearly always up the GNP scale. 
In this Nigeria is fairly typical in that its emigrants go to the 
United Kingdom and Canada and it attracts physicians from India, 
Pakistan, etc. 

3.4 Imbalances in health manpower 

3.4.1. The health manpower team 

Manpower per 10 000 population in 1972 was (211): 

Physicians 0.4 Auxiliary workers 0.8 
Nurses 1.5 Dentists 0.0 
All nursing personnel 1.8 Pharmacists 0.1 
All nursing and midwifery 

personnel 2.9 

In the overall analyses it was found that, among countries in the low 
GDP group, those with low loss rates or gains had a ratio of nurses per 
physician of 1.1, whereas the high-loss countries had a ratio of 0.6. In 
Nigeria the ratio was 4.5, which is typical oflow-loss or recipient countries, 
and also typical of African countries. 

3.4.2 Urban/rural imbalances 

Nigeria suffers from considerable differences in coverage between 
urban and rural areas. For 1972 the differences were as follows (211): 

Lagos 
All urban Rural 

Total areas areas 

Percentage of population 2 21 79 100 
Percentage of physicians 13 67 33 100 
Percentage of nurses 13 58 42 100 
Physicians per 10 000 population 1.7 0.7 0.1 0.2 
Nurses per 10 000 population 9.2 3.3 0.4 1.2 
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There were 17 times more physicians and 13 times more nurses per 
10 000 population in the capital than in rural areas, and seven times 
more physicians and five times more nurses in urban areas in general 
than in rural areas. 

Whilst a growing number of countries are trying to close the gap 
between reasonable urban health care and the lack of health care in rural 
areas by training alternative types of primary health care workers, 
Nigeria's attitude is different. As stated in one report, "While appreci
ating the important contribution of paramedical workers in the delivery 
of health care, the Federal Government places high priority on the train
ing of doctors" (115; p. 7). Whilst an increase in the number of phys
icians may be feasible as long as enough attractive posts remain un
filled, a country at Nigeria's stage of development and GNP will almost 
certainly find itself passing saturation point with regard to the number 
of physicians (the sustainable level) long before it is able to provide 
adequate physician-based health care to its rural population. Apart 
from this, it is common experience throughout the world, including 
developed countries, that physicians do not like to work in rural areas 
and that neither incentives nor compulsory rural service really work. 
Moreover, it is not necessary to use highly trained professionals to deal 
with the prevalent morbidity in rural Nigeria. 

3.4.3 Imbalances in production 

It is difficult to speak of imbalances in production rates in a country 
that has a genuine shortage of physicians and nurses. 

There were, in December 1975, six medical schools in Nigeria, all 
but one established after 1960. Plans for four new universities with 
medical faculties were included in the National Development Plan for 
1975-1980, making 10 schools in all. With a target intake of 200 per 
class per school, the planned output of physicians is large (14). As only 
3 % of the population in the 11 to 18-years age group receive secondary edu
cation (105), such an intake may not prove to be feasible. With such a 
rapid expansion of university education as compared with secondary 
education and with the training of middle grade support personnel, 
Nigeria could, in years to come, find itself in the same position as India 
or the Philippines-suffering from a "brain-outflow" of discontented 
physicians unable to find satisfying employment. The question whether 
the whole concept of such a massive increase in the number of physicians 
is an appropriate strategy for Nigeria is well expressed by Dr Bankole 
of the University of lbadan : "Against such a background of poverty, 
ingorance and misconception, a doctor/population ratio has little 
relevance to health care delivery. As long as this background persists, 
this anomaly will remain and hospital medicine in Nigeria will remain the 
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medicine of advanced pathology. It would therefore be a mistake to 
persist in a trend that seeks to increase the number of physicians in the 
country without considering the relevance of the orientation of the 
people of the country. In any case, the population itself is on the 
increase, and the rate of increase in the number of physicians may never 
catch up, a situation well illustrated by India's experience" (19; p. 166). 

There are in all 40 nursing schools in Nigeria as well as 34 midwifery 
schools but only nurses trained in five hospitals in Nigeria have their 
qualifications recognized and can register in England and Wales. The 
Department of Nursing, University of Ibadan, opened a postbasic degree 
programme in nursing in 1965. This was the first such programme in an 
African country (105). 

3.5 Relevance of education 

One of the factors most central to all theories on medical migration is 
that of irrelevance of education. Physicians in developing countries, 
taught according to the disease patterns, teaching methods and facilities 
of developed countries, Will tend to migrate to countries where working 
conditions correspond more closely to their training. 

The first degree-granting school of medicine in Nigeria was established 
at lbadan in 1948 and was affiliated with the University of London, which 
granted the degrees given in Ibadan. This relationship continued until 
1967, when the University of Ibadan became autonomous. Whilst the 
medical schools of the Universities of Benin, Nigeria (Enugu), Ibadan 
and Lagos continue to follow the traditional pattern of medical education, 
new ground is being broken by the University of Ife. There the Faculty 
of Health Sciences is organized into the following divisions: Division of 
Human Biology and Behaviour; pivision of Sciences and Pathology; 
Division of Community Care; Division of Hospital Care; Division of 
Dental Care; Division of Nursing Care; and Division of Medical 
Rehabilitation. 

The basic educational policy of the proposed courses is to produce 
teams of health workers. To that end, all students are admitted in the 
first instance to fully integrated courses leading to the University degree 
of Bachelor of Science (Health Sciences). At the end of the three-years' 
educational programme, the graduates proceed to a clinical course leading 
to the M.B., B.S., or B.Ch.D., or to a postgraduate programme in human 
biology or human pathology (206). 

The pass rate of Nigerian graduates taking the ECFMG examination, 
generally regarded as an indicator of similarity between medical training 
in the country and that of the United States, was 49% in 1970, 26 % in 
1971 and 55 % in 1972. 
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4. Consequences 

To attribute any of Nigeria's health care problems to emigration 
would be an injustice. Nigeria's problems are so enormous and are so 
bound up with the poverty of its people and its geographical s~tuation 
that the emigration of its physicians (of whom only about 100 can be 
truly said to be emigrants since the rest did not graduate in Nigeria) 
did not really change matters. 

If all Nigerian physicians, whether Nigeria-trained or not, every
where in the world had returned to Nigeria in 1971, the physician/popu
lation ratio would have been higher than it actually was by only 0.1 per 
10 000. If there had been no migration (in or out) at all, and if all the 
Nigerian physicians came home and all foreigners left, Nigeria would be 
no better and no worse off than before. 

At the 1970 rate of production, it would take Nigeria a little over a 
year to replace the Nigerian medical graduates abroad. At the 1972 rate 
it would take over half a year to replace all the Nigerian physicians 
outside Nigeria in 1970 and about a year to replace the foreign physicians 
in Nigeria by Nigerians. 

Because Nigeria gained more physicians than it lost, one should 
speak of economic gains rather than of economic losses due to migration. 
On balance Nigeria gained some 400 medical graduates (497 foreign 
physicians in Nigeria, less 100 Nigerian medical graduates out of Nigeria). 
Taking a modest estimate of cost per medical graduate of US $10 000, 
this represents a gain to Nigeria of US $40 million in costs not incurred. 

5. Policy 

In the Third National Development Plan (1975-1980), health-sector 
policies focus on: training programmes to increase the number of health 
personnel currently in short supply; correction of imbalance in the lo
cation and distribution of health institutions; measures to expand the 
control of preventable communicable diseases; and standardization of 
the organization, administration, and management of health services. 

5.1 Measures to encourage immigration 

Regulations governing the practice of medicine in Nigeria are fairly 
liberal. In Nigeria, according to the Act of 14 June 1963, a person is 
entitled to be fully registered as a medical practitioner if: (a) he has 
attended a course of training approved by the Nigeria Medical Council; 
(b) the course was conducted at an approved institution or partly at one 
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such institution and partly at another or others; (c) he holds an approved 
qualification; (d) in the case of a person seeking to be fully registered 
as a medical practitioner, he holds a certificate of experience issued pur
suant to this Act. A person is also entitled to be registered in the same 
way if he is able to prove: (a) that he is of good character; (b) that he 
holds a qualification granted outside Nigeria and accepted by the Council; 
(c) that he is by law entitled to practise as a member of the medical 
profession in the country in which the qualification was granted; (d) if the 
Council so requires, he has had sufficient practical experience in the 
profession (199). 

Table NIE.1 
Stock, production and emigration of physicians 

Year Stock New Found Found 
graduates in UK in USA 

(1 ). (2) (3) (4) 

1961 800 
1962 900 
1963 1 100 
1964 
1965 1 300 
1966 
1967 
1968 
1969 
1970 80 267 24 
1971 1 300 121 
1972 1 810 904 62 
1973 2 343 
1974 

Sources: Cols. 1, 2, 5: 200; Col. 3: 72; Col. 4:3 and 4; Col. 6:38. 
Notes: Col. 1 coverage is T. 

Table NIE.2 
Physicians on the register in Nigeria 

Number 
Year 

Total Foreign 

1961 1 185 802 
1962 1 354 916 
1963 1 575 1 064 
1964 1 777 1 211 
1965 1 981 1 255 
1966 2134 1 341 
1967 1 982 1 008 
1968 2180 1 082 
1969 2 431 1 208 
1970 2 683 1 301 

Source: 200. 

Found Entering 
in Austria Canada 

(5) 

3 
4 
3 
4 

(6) 

8 
9 

Percentage 
foreign 

68 
68 
68 
68 
63 
63 
51 
50 
50 
48 
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Table NIE.3 

Stock, production and emigration of nurses 

New Entering licensed Registered 
Stock in En~and Year graduates USA in USA and ales 

(1) (2) (3) (4) (5) 

1960 6 007 0 
1961 6 578 0 
1962 7 409 2 0 
1963 7 894 8 0 
1964 9 039 7 2 
1965 9 502 7 2 
1966 10 377 1 5 
1967 11 097 15 3 
1968 11 630 14 7 
1969 12 296 131 11 14 
1970 13 046 13 22 
1971 14 086 313 22 
1972 15 529 4 040 42 222 
1973 8 330 

Sources: Cols. 1 & 2: 200; Col. 3: 188; Col. 4: 2; Col. 5: 76. 
Notes: Col. 1 coverage is R until 1972; 1973 coverage is T. Col. 2 - 1969 figure covers nine schools; 

1971, 19 schools; and 1972, 32 schools. 

Table NIE.4 

Licensing of nurses in Nigeria 

licenses granted to 

Year All nurses Nationals trained Nationals Foreign nurses 
at home trained abroad trained abroad 

No. % No. % No. % No. % 

1960 444 100 256 58 81 18 107 24 
1961 555 100 304 55 169 30 82 15 
1962 614 100 459 75 112 18 43 7 
1963 787 100 414 53 309 39 64 8 
1964 756 100 503 67 193 26 60 8 
1965 852 100 610 72 175 21 67 8 
1966 875 100 655 75 152 17 68 8 
1967 719 100 593 82 95 13 31 4 
1968 534 100 403 75 92 18 39 7 
1969 666 100 534 80 46 7 86 13 
1970 750 100 581 77 118 16 51 7 
1971 1 040 100 897 86 106 10 37 4 
1972 1 028 100 861 84 113 11 54 5 

Source: 200. 
Note: Percentages do not always add to 1 00 due to rounding. 



CHAPTER XV 

Pakistan and Bangladesh 

Most of the information on health manpower and allied topics relating 
to Pakistan predates the separation of Bangladesh from Pakistan at the 
end of 1971. In addition, nearly all the information on emigrants from 
Pakistan published by recipient countries either also predates this event 
or, if it does not, makes no distinction between emigrants from Pakistan 
and emigrants from Bangladesh. For this reason it has proved imposs
ible to separate migration flows from the two countries. 

1. Dimensions and Directions of Migration 

1.1 Physicians 

Pakistan is primarily a donor of physicians. On the basis of available 
data it is possible to estimate that some 3 300 Pakistan physicians were 
outside Pakistan (Pakistan plus Bangladesh after 1971) in the early 
1970s. This number was equivalent to 16 % of the number of physicians 
on the register in 1969, or 30 % of the 10 764 physicians working in Pak
istan in 1971 (200). 

The number of Pakistan medical graduates in the USA increased 
rapidly. There were 1 152 of them in 1972. This number was 47% 
higher than the number there in 1970 (784). The annual rate of increase 
was thus of the order of 21 %. US immigration figures show that, in 
1971, 266 physicians who gave Pakistan as their last permanent residence 
were admitted into the USA; 104 as immigrants and 162 as exchange 
visitors. 

Not all Pakistan physicians go directly to the USA. Of the 260 
physicians who entered the USA in 1972 and who gave Pakistan as their 
country of birth, 34 came via the United Kingdom and 19 via Canada. 

The distinction between country of birth and country of last perma
nent residence brings out another factor which confuses the picture with 
regard to emigration from Pakistan. If the classification "country of 
birth" is used, the figures will include Indian citizens whose last residence 
was India but were born, presumably before 1947, in what is now 
Pakistan who give their country of birth as "Pakistan". There are 
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62 such included in the 260 physicians mentioned above. If, on the other 
hand, the classification "country of last permanent residence" is used, 
all those Pakistan citizens who enter the USA via another country are 
omitted. 

In 1970, there were in the United Kingdom 1 597 physicians born in 
Pakistan. Between 1962 and 1967 the United Kingdom issued 1 600 
employment vouchers to Pakistan physicians. Whilst the flow of Pak
istan physicians to the United Kingdom was sizeable in the 1960s and 
early 1970s, it is probable that it has diminished considerably because 
recognition of qualifications granted in Pakistan and Bangladesh by the 
United Kingdom ceased in 1972. As this ruling was not retroactive, the 
immediate result was a rush of applicants from Pakistan wishing to register 
in the United Kingdom. 

Since June 1975, applicants for temporary registration in the United 
Kingdom have been required to pass a qualifying examination. Between 
June 1975 and February 1976, 96 candidates from Pakistan took this 
examination and 42 passed; there were also 54 candidates from Bangla
desh, of whom only seven passed (74). 

Pakistan physicians were also working in Arab oil-producing countries. 
There were 418 in Saudi Arabia in 1974, 28 in Bahrain in 1972, and 27 in 
Oman in 1975. Others were known to be in the Libyan Arab Jamahi
riya. A very small number entered Canada and New Zealand each year. 

Physicians leave Pakistan either for employment abroad or for ad
vanced training; the former presumably intend to stay abroad, the latter 
may in the event do so. Pakistan sources state that during the period 
1962-1966 more than 2 603 physicians left Pakistan; not more than 15 % 
were estimated to have returned. "During the same period, the Govern
ment sent 277 doctors abroad for higher training under various fel
lowship programmes, and at the end of 1967 250 had returned. From 
the private sector, 120 doctors went to the United Kingdom to qualify 
and then migrated to other countries. When we compare the number 
who left in 1962-1966 and did not return, with the actual output during 
that period, the loss due to emigration is about 50 % of the output. It 
appears, then, that we are being deprived of the services of some 50 % 
of the doctors who qualify each year because it is easy for them to find 
good employment abroad" (25; p. 27). 

There were 284 foreign physicians in Pakistan in 1960 (200), represen
ting 2 % of domestic stock. No information was made available on the 
nationality of these physicians. 

1.2 Export and import of medical education 

It is not known how many of the physicians in Pakistan were foreign 
medical graduates. One study (67) states that, of 25 Pakistan-born 
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physicians who graduated in the United Kingdom between 1948-1966, 
17 had left the United Kingdom by 1967 and eight had remained. Thirty 
per cent of physicians born in the Indian subcontinent who qualified 
in the United Kingdom during that period returned to their country of 
birth. 

A study by UNESCO (175) on foreign students in medical schools 
gives the following information on students from Pakistan studying 
abroad: 

1972/1973 1973/1974 

Total postgraduates 60 

Total undergraduates 49 

including the following numbers in: 
Iran 16 
Iraq 5 
France 7 
United Kingdom 4 
United States of America 2 

29 

53 

16 
7 
2 
3 
I 

Of the 60 postgraduate students abroad in 1972/1973, 45 (75 %) were 
in the United Kingdom; however, in the following year, only 13 were 
in the United Kingdom, hence the fall in the total. The reasons for the 
decline are probably the restrictions mentioned in Section 1.1 above. 

On balance, however, Pakistan is an exporter of medical education. 
UNESCO traced 108 foreign medical students at one medical school 
in Pakistan in 1972/1973 and 123 in 1973/1974. These constituted 11% 
of the total medical enrolment in that school in 1972/1973 and 12% the 
following academic year. The majority of foreign students in Pakistan 
came from Arab countries, especially Saudi Arabia and Jordan. In 1970 
foreign students accounted for 8 % of all students enrolling for their 
first year in medical school (205). 

1.3 Nurses 

Like physicians, Pakistan nurses also migrate to the Arab oil-producing 
countries. In 1975 there were 529 in Saudi Arabia, three were in Bahrain 
in 1969, and 34 in Oman in 1975. 

A small trickle of Pakistan nurses license in the USA each year. In 
Canada the number registering each year is also small, except for a peak 
in 1971 when 46 nurses registered, presumably as a result of the 
hostilities culminating in the independence of Bangladesh. 

In all, some 700 Pakistan nurses were outside Pakistan in the early 
1970s, equal to about 13 % of the number on the register in Pakistan in 
1970 and to one and a half years of nursing output (Table PAK.2). 
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In 1960 there were 172 foreign nurses in Pakistan, making up 9 % 
of the total number on the register that year (200). No information was 
made available about the nationality of these nurses. 

2. Characteristics of Migrants 

Information on the characteristics of Pakistan physicians abroad 
was limited to that obtained for those in the USA in I 970 (3) and in the 
United Kingdom in the same year (72). 

Of the 784 Pakistan medical graduates in the USA in I 970, 517 ( 66 %) 
were in training programmes, compared to 29 % for all foreign medical 
graduates. There were 65 (8 %) who were board-certified, a considerably 
smaller proportion than for all FMGs (16 %). Seventy-four (9 %) were 
in federal employment, higher than the proportion for all FMGs (6 %). 
Geographically, the largest number of Pakistan medical graduates were 
in New York (28 %) compared to 26% for all FMGs. 

As regards activities, the percentage distribution was as follows: 

Pakistan MGs All FMGSs 

Total phsyicians 100 100 

Patient care 93 89 
Office-based 8 39 
Interns 16 6 
Residents 52 25 
Physician staff 17 20 

Other professional activity 7 11 
Medical teaching 1 2 
Administration 0 2 
Research 5 6 
Other 1 1 

Note: The information available as a basis for these figures did not necessarily cover all the Physicians 
concerned. 

Considerably fewer Pakistan physicians were working in office
based patient care than the average for all FMGs, and rather more were 
residents and interns. Fewer than average were in other professional 
activities. The overall impression is that Pakistan physicians tend to 
fill the humbler and less well paid positions among FMGs in the USA. 
The reason for this is quite clearly that Pakistan graduates in the USA are 
very young; 92% were under 40 years of age compared to 47% of all 
FMGs. It should be noted here that physicians who are Pakistan nationals 
hut who graduated before 1947 may well be classified in the USA as 
Indian medical graduates. 
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Only 9 % of Pakistan medical graduates in the USA were women 
compared to 25 % of physicians in Pakistan. It would seem that Pakistan 
women physicians migrate less than men physicians. 

Only 50 (3 %) of the I 597 Pakistan physicians in the United Kingdom 
in 1970 were not active in their profession. A total of I 334 (84 %) 
were working for the National Health Service, I60 (10 %) were in general 
practice, I 071 (68 %) were junior hospital physicians, and 9I (6 %) 
were senior hospital physicians. 

3. Factors Influencing Migration 

3.1 Development factors 

It was shown in the analyses contained in Part One that migration 
behaviour is allied to the various factors which together determine a 
country's state of development. In many ways the problems facing 
Pakistan are typical of many countries at the lower end of the development 
scale. 

Pakistan has had a stormy history which did much to retard its 
progress in the health-care field as well as in the economic field. Created 
in I947 as a State made up of two separate and in many ways disparate 
parts, it has consisted since December 1971 of only one of those two 
parts. Pakistan, which before 1972 was West Pakistan, had a population 
of 68 million in 1974. Bangladesh, formerly East Pakistan, had a popu
lation of 76 million in the same year. Their joint population in 1961 was 
93.8 million (91 and 79). The estimated crude birth rate is 29 per I 000 
population, the estimated death rate Il.8 per 1 000, and the estimated 
infant mortality rate 130 per 1 000 live births. The rate of pupolation 
growth during the last lO years has been over 4 %. The main causes 
of death in I972 were malaria, tuberculosis, cardiovascular diseases and 
cancer. The incidence of communicable diseases, including intestinal 
infections, remains high (203).1 Life expectancy at birth was 49.4 years 
(89). In 1961, 44.5 % of the population was under 15 years of age and 
only 16.3 %was 45 years of age or over, making a very high dependency 
ratio. As in most developing countries, there is considerable rural to 
urban migration making the rate of population growth relatively higher 
in the towns (79). 

As regards health care, at the central level the Ministry of Health and 
Welfare, along with its various departments, formulates and coordinates 
policies for the provincial governments. A seven-year health plan, an-

1 Pakistan only. 
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nounced in 1972, aims at an integrated approach to health problems, i.e., 
combining preventive services, medical care and relief services. Delivery 
of health care is effected through successive tiers of health institutions. 
A planning and research unit has been set up in the Ministry of Health 
and Welfare. 

In 1972 Pakistan had 2 690 hospitals and other inpatient establishments, 
providing a total of 33 401 beds. The bed/population ratio was 5 per 
10 000. Outpatient facilities were available in 1972 at 496 hospital out
patient departments, 249 health subcentres, 2 137 dispensaries, 16 mobile 
health units, 87 rural health centres, and 249 rural health subcentres 
(203). 

The Government plans to establish rural health services with a basic 
health unit for each 10 000 people. Each unit would be staffed by five 
auxiliary personnel, of whom three would be concerned with midwifery, 
paediatrics and family planning, one with communicable diseases and 
environmental health and one with medical care. 

3.2 Economic factors 

The influence of economic factors on migration behaviour in Pakistan 
is extremely direct. 

Given its per capita GDP level, Pakistan could in 1970 have expected 
to have the economic base to provide satisfactory employment for 6 700 
physicians. In fact in that year it had 22 000 physicians on the register 
and maybe just under 16 000 active physicians (200)-making an excess 
of at least 9 000 physicians. It is little wonder that Pakistan is suffering 
from an "overspill" of physicians. 

The relationship between GDP and sustainable employment levels 
is fairly direct, in that the income within a country determines how much 
it can afford to spend on health care and hence on the employment of 
physicians. Income devoted to health care is spent through two distinct 
channels: 

Government health expenditure. The various governments of Pakistan 
have not seen health as a motor of economic and social development 
and have thus accorded it very low priority. It has been suggested in 
fact (101) that health provisions by the Government of Pakistan are 
considerably lower than those provided by some other governments at 
similar levels of national income. The share of health in the development 
plans has shown a declining trend, being 3 % in the pre-plan period 
of 1950-1955, 2% in the first plan (1955-1960), I %in the second plan 
(1960-1965) and a projected 2% in the third plan (1965-1970). Govern
ment health expenditure in 1970 accounted for 0.6% of GNP and was 
equal to US $0.7 per head (101). Instead of being spread thin and pro-
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viding a maximum amount of health care coverage, Government expen
diture has tended to be channelled to ambitious hospital projects with 
sophisticated equipment, leaving very little for other facilities. 

The Government of Pakistan has continued the British system of 
providing separate health facilities for employees of certain State-run 
concerns and public services (e.g., railways, the army). It has been report
ed that the West Pakistan Government spent Rs. 55 per bed per day on 
a hospital devoted to its own employees, and Rs. 7 per bed per day on a 
nearby general hospital (101). 

In all, the employment opportunities for physicians generated by 
Government expenditure were lower than in many countries of a similar 
economic level. Only about 35 % of the physicians working in Pakistan 
were working for the Government, compared to 50 % in India and 
67% in Sri Lanka (67). 

Private health expenditure. Given the low average per capita income, 
the amount of money that the average Pakistani can spend on private 
health care is very low or even nonexistent. Although income in Pakistan 
is not as unequally distributed as in comparable countries such as India, 
the bottom 40% of the population still receives only 17.5 % of the national 
income (92). Opportunities to make a living from the private practice 
of medicine are probably restricted to the modern sectors in the cities. 

The economic nature of the push factors which lead to physician 
migration are recognized in Pakistan. According to the Manpower 
Planning Report of 1968, the main factors influencing Pakistan physicians 
to migrate are shortage of vacancies especially in the urban areas, low 
salaries and few opportunities to set up in private practice in urban areas 
for the young physicians, and their reluctance to set up in private practice 
in the rural areas where it is financially unprofitable (130). 

3.3 Physician and nurse income 

It was shown in Part One that income differentials of themselves do 
not cause migration. Income conditions in Pakistan are, however, of 
interest in that they reflect the poor working conditions of Pakistan 
physicians. 

In 1968, the manual on salary scales for the provincial and central 
government service indicated that for a surgeon or physician the monthly 
salary was Rs. 350-375 (US $74-US$ 80) rising to Rs. 900-950 (US $190-
US $200) after 14 years (130). Another source (1 16) gives average 
physician income in Pakistan in 1968 as US $1 340, compared to an 
average national income of US $112, making physician income 12 times 
the average. This differential is higher than that found in India, but 
lower than in Sri Lanka. 
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ILO information on nurses' income (see Part One, Table III.13) 
shows that Pakistan nurses earned, on average, US $480 in 1973, i.e., 
four times the average national income. As stated in a Government of 
Pakistan report in 1968, "the present pay and status offered to the 
nurses who have to undergo a four-year training after matriculation is 
highly unsatisfactory" (40; p. 10). 

3.4 Imbalances in health manpower 

3.4.1. The health manpower team 

The top-heavy nature of the health manpower structure in Pakistan is 
evident from the following figures taken from official WHO publi
cations (211), showing manpower per 10 000 population in 1972: 

Physicians 2.8 Auxiliary workers 1.8 
Nurses 1.0 Dentists 0.1 
All nursing and midwifery personnel 1.7 Pharmacists 0.1 

As most of these figures were based on the numbers on the register rather 
than the number actually working in Pakistan, they paint a much brighter 
picture than that which really existed. Using estimates of the numbers 
working in Pakistan (200) in 1973 and population figures for 1973 (212), 
the ratios become: 

Physicians per 10 000 population 1.8 
Nurses per 10 000 population 0.8 

The ratio of nurses to physicians is thus 0.4. It was shown in the analyses 
of Part One that physician migration is associated with a low ratio of 
support staff. Whereas countries in the low GDP group which suffered 
high losses had a nurse/physician ratio of 0.6, the low loss countries had 
a ratio of 1.1 nurses per physician. It is thus likely that a shortage of 
support staff contributes to physician emigration in Pakistan. 

3.4.2 Urban/rural imbalances 

In 1961, 87 % of the population was classified as rural. In West 
Pakistan alone the percentage was somewhat lower, being 78 % (101). 
The number of physicians per 10 000 population in 1971 in different 
areas was given by one study (25) as: 

Pakistan 1.4 
Chittagong 2.3 
Dacca 2.7 
Karachi 11.9 
Lahore 3.9 
Peshawar 2.7 
Rural Pakistan 0.4 

Rural coverage would be even lower were it not for a category of phys
icians termed "licensed doctors" who had a shorter period of fraining, 
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who did not emigrate because their qualifications were not internationally 
recognized, and who were more willing than graduate physicians to practise 
in rural areas. In 1960-1966 about a fifth of the physicians in Pakistan 
were licentiates (163). 

Some of the reasons for the urban/rural imbalance in physician 
coverage are given by one study as: "Social and working facilities are 
poor; doctors feel that they will be overlooked and their career will 
suffer, and doctors who have returned from abroad want urban employ
ment where they can use their specialty. The doctors who were prepared 
to serve in rural areas, the licentiates, were phased out from 1961" (101; 
p. 10). 

A survey carried out by the Public Health Association of Pakistan 
in 1969 found that 70 % of union councils (the smallest rural adminis
trative unit, covering about 15 000 people each) had no dispensaries. 
Only two hospitals and one subunit of a rural health centre were included 
in the survey (101). 

Recent reports resulting from a country programming exercise carried 
out by the Government of Pakistan with WHO cooperation in 1974 
indicate that the Government is aware that, despite an increase in the 
production of medical graduates, the number of vacancies for physicians 
in rural areas has been growing. The reasons for this disparity were 
thought to be due to the urban origins and the hospital-centred training 
of physicians and to the "brain drain". 

3.4.3 Imbalances in production 

Physicians. The schools producing the licentiate doctors mentioned 
above were closed in 196 I, thus depriving Pakistan of a source of phys
icians who were willing to serve in rural areas and who did not emigrate. 
The official reason, given in the Second Report on the World Health 
Situation, was that "the need for this type of personnel will have been 
met" (20; p. 254). A different reason is given by another writer: 

"In Pakistan the licentiate, a category of doctor with a shorter period of training, 
had been taking up many of the posts in the Government rural services. In keeping 
with the general push toward upgrading and specialization, this category of doctor 
is being done away with, which can only make the situation in regard to the availability 
of medical manpower in the rural areas still more difficult. It should be noted that 
one of the more important factors in the decision to eliminate the licentiate was the 
lack of recognition, for purposes of practice in the United Kingdom, by the General 
Medical Council in London. This non-recognition not only made the licentiates 
unhappy but the rest of the Paskistan medical profession as well. Because licentiates 
were recognized within Pakistan for employment on the same basis as degree-holding 
doctors meant that a certain doubt had to be cast upon the qualifications of the whole 
of the Pakistan profession (given the values of medical professionals) as a result of the 
non-recognition of the licentiates. The fact that the British General Medical Council 
in London did not consider Pakistan licentiates appropriate for practice in Britain was 
considered to be of greater importance than the local need for just such doctors; that 
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is, those most likely to fill the need for the sort of health worker in greatest short 
supply-the rural medical practitioner (67; p. 79-80). 

In the meanwhile Pakistan has been pushing on with producing more 
and more physicians even though it is suffering from "overspill" migration. 
The numbers of graduates produced in recent years is given in 
Table PAK.l. In 1970 there were six medical schools (205) and in 1975 
there were 14 (206). A considerable effort was being made to expand 
postgraduate education. 

The Jinnah Postgraduate Medical Centre in Karachi and the Insti
tution of Postgraduate Medicine and Research in Dacca each admit 
about 60 students annually for the basic and clinical subjects. The major 
objective of these schools is to train teachers and specialists. It has been 
reported that, although it had been specified that nationals would be 
given preference for admission over foreigners, the requests for admission 
have not been very numerous. In addition, postgraduate training is 
given at King Edward's Medical College, Lahore, and at the Institution 
of Chest and Tubercular Diseases in Dacca. 

During the second Plan, ten times as much money was spent on 
expanding the training of physicians as on all other health workers, 
despite the poor return in health care coverage of such an investment. 
The cost of training one physician in Pakistan is equal to the cost of 
training four nurses or 24 medical assistants or 24 lady health visitors or 
60 midwives or 60 sanitary inspectors (25). 

Nurses. Pakistan has a shortage of nurses in relation to the number 
of physicians. It has been said that "nursing has a very poor image 
and the women who are nurses work only because of economic need, 
mostly expecting to stop if they get married. Because of the poor image 
of nursing and the traditional Moslem pressures on a woman not to work, 
Pakistan would expect problems in recruiting nurses. However, the low 
level of resources devoted to them and the disinterest shown in alternatives 
such as male nurses suggests little concern" (101; p. 14). 

In 1970, there were 23 schools of nursing in Pakistan and Bangladesh 
together, of which nine were run by charity missions. In 1968 there were 
five schools in East Pakistan with an admission capacity of 336, and 18 
in West Pakistan with an admission capacity of I 138 (40). The number 
of graduates rose steadily from 129 in 1961 to 514 in 1974 in Pakistan, 
and from 29 in 1961 to 68 in 1970 in Bangladesh. There was one post
graduate nursing school in Karachi attached to the Jinnah Postgraduate 
Medical Centre. 

3.5 Relevance of education 

One of the factors most central to all theories on medical migration 
is that of irrelevance of education. Physicians in developing countries, 
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taught according to the disease patterns, teaching methods and facilities 
of developed countries, will tend to migrate to countries where working 
conditions correspond more closely to their training. 

International recognition of its medical degrees ranks high among the 
aims of Pakistan policy with regard to medical education, as was demons
trated by the closing down of the medical schools training "licenciate 
physicians" (see Section 3.4.3 above). These physicians, not seeking to 
emulate international standards, were trained in a manner relevant to the 
health needs of Pakistan and were, it seems, willing to serve in areas 
which graduate physicians spurned. In many ways these physicians 
represented the new "appropriate" type of health manpower currently 
being advocated for developing countries by the World Health Organiz
ation. The closing down of the schools training such physicians could 
thus be seen as a retrograde step. As stated by a Pakistan writer in 
1971: "A major revision in medical education is essential because the 
present system in Pakistan is patterned on that of developed countries 
fifty or more years ago. It is not appropriate for modern conditions 
nor for Pakistan's requirements. The present system does not prepare 
doctors either professionally or emotionally to work in our rural health 
centers. The present system of conventional hospital-based medical 
education tends to produce doctors who are hospital-oriented. To meet 
our requirements, they need to be given a special rural and community 
orientation" (25; p. 24). 

Pakistan, in common with many other developing countries, suffers 
from what one writer has termed a "premature push toward specializ
ation" (67; p. 79), which has the double effect of channelling scarce re
sources into too sophisticated training and effectively closing the door 
on employment opportunities for a larger and larger number of physicians, 
particularly those who go abroad for specialist training. 

In 1972, 877 graduates of Pakistan's medical schools took the ECFMG 
examination-a number greater than the number of physicians produced 
that year (see Table PAK.l); a quarter of them passed. The schools 
with a proportionately larger number of candidates in relation to pro
duction were the Fatima Jinnah Medical College of Lahore and King 
Edward's Medical College of the same city. The latter school also had 
the highest pass rate, 31 %-

3.6 Commonwealth and other links 

With regard to migration, the Commonwealth forms a very special 
grouping based on community of traditions and language, similarity of 
medical and nursing education, and a mutual recognition of qualifi
cations. All these act together to facilitate and encourage migration 
movements. This is clearly illustrated with respect to Pakistan by the 
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fact that there are more Pakistan physicians in the United Kingdom 
than in the United States of America. 

The other link which is demonstrated by the data in Table PAK.I is 
one of religion, in that Pakistan physicians migrate to Arab oil-producing 
countries. In 1974 there were 418 (Moslem) Pakistan physicians in 
Saudi Arabia, but only 36 Indian physicians. 

4. Consequences of Migration 

As was said in Part One, it is not easy to separate causes and effects, 
and most factors which are basically symptomatic of low income and 
development levels are often both cause and effect. Although it is useful 
to hypothesize on what, for example, would have been physician coverage 
had there been no migration, such figures should be taken as useful 
measures rather than as realizable situations. 

4.1 Economic losses 

Various estimates exist of the cost of training a physician in Pakistan. 
One study (25) gave the cost, in 1966, as Rs. 60 000 (US $12 600). On the 
basis of this estimate, the Pakistan physicians abroad represent a lost 
investment to Pakistan of some US $42 million. A Government of 
Pakistan document (40) gives the cost of producing a physician in West 
Pakistan in 1968 as Rs. I 60 000 (US $33 600), making the total lost 
investment some US $112 million. These costs do not include any 
estimate for premedical education or for the cost of internship training. 

A calculation made in conjunction with the country health 
programming mentioned above (p. 345) puts the cost of the loss of 3 350 
physicians, the estimated number who will leave and not return during 
the Fifth Five-year Plan, at US $400 million. This represents the dif
ference between the "present value" of the cost of training those who 
leave, the discounted value of their life-time earnings abroad and the 
"present value" of their remittances to Pakistan. 

The real significance of such economic losses lies in the fact that 
money spent on the training of physicians who emigrate would have 
been better spent on training other forms of health manpower or on the 
provision of health care in general. It is noteworthy that the total lost 
investment as given above, namely US $112 million, is greater than the 
total central and provincial Government health expenditure for 1969/70, 
which was US $88 million (101). 

4.2 Lost coverage 

Pakistan's emigrant physicians represent a loss in coverage of 0.3 phys
ician per 10 000 population, i.e., coverage would have gone up from 
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2.8 to 3.1 had no emigration taken place. Similarly, for nurses coverage 
would have gone up from 1.0 to 1.1 professional nurses per 10 000 popu
lation. The loss of female physicians and nurses is particularly critical 
for the health care of Moslem women who, when no female worker 
is available, may, because of religious reasons, be completely deprived 
of health care. 

4.3 Replacement time 

The 3 319 emigrant physicians represent 4.5 years' production of 
Pakistan's medical schools, based on production rates of the last five years 
for which data are available. 

5. Policy 

The number of exit permits issued to professionals wishing to leave 
Pakistan is controlled and permits have been refused to physicians. 
In recent years, those permitted to leave have been obliged to remit to 
their country up to 20 % of any income earned abroad (I 29). 

It is an explicit policy that preference for enrolment in postgraduate 
medical education programmes in Pakistan will be given to candidates 
who were trained in Pakistan as opposed to those trained elsewhere. 
Postgraduate education programmes are being strengthened and increased. 
While there are those who view this as one way toward stemming the 
outflow of physicians, others are concerned that the focus on postgraduate 
medical education and expensive hospital schemes is greatly out of line 
with efforts to meet the tremendous need for rural health workers (see 
Section 3.5 above). 

A Government of Pakistan publication includes the following among 
its long-term recommendations (40; p. 13). "The existing medical col
leges would first be made sufficiently strong to meet the responsibilities 
in education, research and care of patients. Major alteration in the 
total teaching programme of medical colleges, with particular attention 
to integration of curative and preventive teaching in rural health centres. 
The involvement of clinical departments in rural health centre service 
and research will improve the prestige and image of rural work". 
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1965 2 945 493 294 32 1 0 = 1966 31B3 534 330 42 0 1 0 1 > z 
1967 3 527 593 248 45 0 0 1 0 

t"" 

1968 3 813 619 285 32 0 0 1 > 
\:) 

1969 4123 659 
m 

379 33 0 3 2 2 Cll = 1970 4 543 709 411 68 15 1 7 

1971 5 073 431 2 46 

1972 5 504 375 6 5 

1973 5 751 949 360 16 498 5 4 5 

1974 6 010 514 529 

1975 34 

Sources: Cols. 1, 2, 3, 4, 6,12: 200; Col. 5: 188; Col. 7:216; Col. 8: 2; Col. 9:39; Col. 10: 76; Col. 11:42. w 
Notes: Col. 1 coverage is R; Col. 2 coverage is R till 1970, then T; Cols. 5 to 12 include nurses from Pakistan and Bangladesh. 

u. 



CHAPTER XVI 

Philippines 

1. Dimensions and Directions of Migration 

1.1 Physicians 

In absolute numbers, the Philippines is the world's largest donor of 
physicians after India. From the information presented in Table PHL.1, 
it can be estimated that some 9 500 Philippine physicians were abroad 
in the early 1970s, a number equivalent to 68 %of domestic stock in 1971 
and to at least eight years' production of its medical schools. 

In 1972 there were 8 846 Philippine medical graduates in the USA. 
One in eight non-US-born foreign medical graduates in the United 
States is a Philippine medical graduate. The number of Philippine 
medical graduates in the USA in 1972 was some 20 % higher than the 
number there two years earlier, an increase of 1 494. Table PHL. 2 
shows the number of Philippine physicians entering the USA each year. 
There are basically two modes of entry to the USA open to 
Philippine physicians: 

(a) As immigrants. Technically this is the method of entry designed 
for those intending to settle permanently. The number from the 
Philippines entering the USA as immigrants was relatively low until 1966 
(after the abolition of national quotas), when it increased fourfold in 
one year. 

(b) As exchange visitors. This method is intended for temporary 
stays to enable foreign physicians to study in the USA. Because before 
1966 immigrant visas were restricted, most Philippine physicians entering 
the USA went as exchange visitors and hoped subsequently to change 
their status to that of immigrant. 

One cannot add the numbers entering as immigrants to those entering 
as exchange visitors to get a measure of inflow over the period covered 
by the table, as this would involve a degree of double-counting. After 
the slackening of quotas, a large number of Philippine physicians on 
exchange visitor visas changed their status to that of immigrant and 

- 352 -



PHILIPPINES 353 

were included in the figures in column 2 of Table PHL.2, despite the 
fact that they had already been included in column 3. Nevertheless, 
Table PHL.2 presents a picture of an ever-increasing flow of Philippine 
physicians to the USA. Taking only the immigrant figures and comparing 
them to domestic production shows that, in recent years, the number 
entering the USA as immigrants each year is equal to some two-thirds 
of domestic production. The flow has not slackened despite the fact that 
the number of graduates each year has been falling since 1965. 

The physician and nurse manpower survey (13) gives the following 
information on Philippine medical graduates on exchange visitor pro
grammes in the USA, at 31 December of the years 1965 to 1970: 

Year Interns Residents Total 

1965 563 2 474 3 037 
1966 721 2 796 3 517 
1967 • • 3 774 
1968 524 3 156 3 680 
1969 355 3 058 3413 
1970 291 2 712 3 003 

• No breakdown was available. 

These figures again reflect the decline in the number of exchange visitor 
visas since 1965. The same survey makes an overall estimate of the rate 
of outflow to the USA and to other countries of 1 000 physicians per 
annum with a return rate of between 100 and 400, making a net annual 
physician emigration rate of between 600 and 900 per annum. 

Philippine physicians also migrate to other countries, although after 
the liberalization of United States regulations the flow elsewhere has been 
declining. Between 1964 and 1966, 221 Philippine physicians-about 
70 per year-entered Canada as immigrants. By 1973 the number had 
declined to 54. A proportion of those going to Canada go on to the 
USA. Of the 831 Philippine physicians entering the USA as immigrants 
in 1972, 39 (5 %) gave Canada as their last permanent residence. In 1970 
the proportion was 4% (122). These were very few Phillippine physicians 
in countries other than Canada and the USA, although recent reports 
suggest there has been an increasing number in Iran. 

No information was available on foreign physicians or nurses in the 
Philippines, but numbers are thought to be negligible due to immigration 
restrictions. 

1.2 Export and import of medical education 

The Philippines is an exporter of medical manpower rather than of 
medical education, and is certainly not an importer of medical education. 
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There were only 16 Philippine undergraduate and 17 postgraduate 
students studying abroad traced by the UNESCO study in 1972/73 (175). 
For 1973/74 the corresponding figures were 16 and 24. In the same two 
academic years there were respectively 195 and 255 foreign undergraduates 
in Philippine medical schools. 

1.3 Nurses 

On average, over the period covered by the study, some 2 400 
Philippine nurses registered in foreign countries each year. This number 
is equivalent to 8.5 % of the number on the register in the Philippines 
in 1967 and 16 % of the 15 359 nurses estimated by the physician and 
nurse manpower survey (13) to be actively engaged in nursing in the 
Philippines in 1971. The same source estimates that 13 500 nurses had 
left the country, equivalent to 88 % of domestic active stock. 

As with physicians, the numbers of nurses licensing in the USA have 
risen substantially since 1965 (Table PHL.3) with a corresponding decline 
in those registering in Canada. The number entering the USA on exchange 
visitor visas has declined in the same way as for physicians (13). 

Philippine nurses licensing in the USA make up a sizeable proportion 
of all foreign nurses licensing there; in 1972 they were nearly half the 
total (Table PHL.4). The equivalent ratios in Canada are falling, but 
nevertheless Philippine nurses accounted for 23 % of all registrations by 
foreigners in 1971 and 12 % in 1972. The sum of those registering in 
Canada and the USA has, in many years, been higher than the number of 
new licenses issued to nurses in the Philippines. 

Again, nothing is known about foreign nurses in the Philippines. 
Return rates are also unknown. 

2. Characteristics of Migrants 

2.1 Physicians 

Information on the characteristics of Philippine physicians abroad 
was limited to that obtainable for the USA, mainly from the American 
Medical Association (3). 

Of the 7 352 Philippine medical graduates in the USA in 1970, 2 994 
(41 %) were in training programmes, compared to only 29 % for all 
foreign medical graduates. Only 8 % were board-certified, compared to 
16 % for all foreign medical graduates. One-third of Philippine medical 
graduates in the USA were women, compared to only 15% for all FMGs. 
(In the Philippines also, 31 % of physicians are women.) 
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As regards activities, the percentage distribution was as follows: 

Philippine MGs All FMGs 
% % 

Total physicians 100 100 

Patient care 92 89 
Office-based 23 39 
Interns 5 6 
Residents 38 25 
Physician staff 26 20 

Other professional activity 7 11 
Medical teaching 1 2 
Administration 1 2 
Research 4 6 
Other 1 1 

Note: The information available as a basis for these figures did not necessarily cover all the phySicians 
concerned. 

Considerably fewer Filipinos were working in office-based patient 
care than the average for all FMGs, but rather more were residents. 
Medical teaching and research did not attract Philippine graduates. 

The overall impression is that Philippine medical graduates have 
tended to occupy the less prestigious positions in the USA, but this is 
probably due to the fact that the Philippine medical graduates in the 
USA are extremely young; 76 % were under 40 years of age compared 
to 47% for all FMGs. Geographically, the largest number of Philippine 
medical graduates were in Illinois. 

2.2 Nurses 

According to the physician and nurse manpower survey report (1 3), 
37 % of nurses reported that they intended definitely to go abroad. The 
reasons were given as follows: 

% 
Financial 12 
Advancement (study) 35 
Change of environment 12 
Personal reasons 4 
Combination of any two 30 
Not specified 7 

Of those definitely going abroad, 55 % were staff nurses, 17 % adminis
trators and 21 % were public health nurses or nurse instructors from 
health agencies. 

In a study carried out on two comparable groups of Filipinos (including 
physicians and nurses) who went to the USA for advanced degrees or 
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specialized training during the period 1960-1965 (45), it was found that, 
for the most part, the group of persons who remained in the USA had the 
following characteristics at the time they left the Philippines for advanced 
studies: they were unmarried and relatively young, i.e., between the ages 
of 23 and 32, had shown little concern about Philippines problems and 
had perceived limited opportunities for themselves in that country, had 
been formerly employed in private firms in the Philippines, had either 
resigned or taken unofficial leave from those posts, and had not received 
Government subsidies for studies abroad. Those who returned to the 
Philippines had, for the most part, the following characteristics at the 
time they had first departed for advanced studies: they were between 
the ages of 32 and 43, married (leaving their families in the Philippines 
during their study abroad), had been employed by the Philippine Govern
ment, had received Government support for studies abroad, had a rather 
high attachment to the Philippines, and had perceived a definite role for 
themselves in their country. 

3. Factors Influencing Migration 

3.1 Development factors 

It was shown in the analyses contained in Part One that migration 
behaviour is allied to the various factors which together determine a 
country's state of development. The Philippines has a rapidly growing 
population. Total numbers grew from 39 million in 1972 to 41 million 
in 1974, an increase of 6 % in two years. Between 1960 and 1973 the 
population growth rate was 3 % per annum. The birth rate in 1972 
was 24.8 per 1 000 and the death rate 7.3 per 1 000. Infant mortality 
was 68 per 1 000 live births and life expectancy at birth was 58.4 years 
in 1970-75 (91 and 89). 

In 1972, there were about 738 hospitals, of which 35% were Govern
ment-run. It was reported that Government-operated hospitals, with 
22 000 beds, were evenly distributed over the country. Private hospitals, 
with about the same number of beds, were primarily concentrated in the 
Greater Manila area (220). 

Per capita GNP in 1973 was US $280, with an annual growth rate 
of 2.6 % for the period 1965-1973, which puts the Philippines amongst 
the poorer, but not the poorest, countries of the world. 

With respect to education, the Philippines is atypical for its develop
ment level. Education is free and compulsory at the primary level. 
The country is 72 % literate, with about 40 % of the entire population 
reported to speak English. English is the language of instruction from 
the third grade, while in some private schools English is used from the 
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first grade. The primary level of education lasts six years. Secondary 
schools are few in number and rather poor in quality due to a lack of 
financing. They are primarily financed by student fees and funds from 
the provinces or cities. Higher education for the most part is private, 
since Government support for higher education is limited to 27 state 
colleges and universities out of an estimated 600 colleges and universities. 

The Philippines has a reputation for having a relatively highly educated 
population, but according to one source "There appear to be con
siderable urban-rural and income-class disparities in education. Further
more, funding has not matched the unusually large enrolments, which 
has meant lower quality than in countries with more restricted educational 
opportunities. Enrolments grew particularly rapidly during the 1960s, 
and widespread concern about quality and the relevance of the education 
system to national needs led to the appointment of a Presidential Commis
sion to Survey Philippine Education in 1969" (90; p. 285). 

Of the 648 000 students enrolled in higher education in I 97 I- I 972, 
7 % were in the public sector and 93 % in the private sector. Higher 
education enrolment in the Philippines is reported to be about four times 
more than in the Republic of Korea and ten times more than in Thailand, 
these countries being roughly of comparable populations and economic 
development levels (90). When the educational aspirations born of 
such a system are contrasted with the employment opportunities typical 
of a country with a per capita GNP of US $280, employment problems 
result. 

In 1972, 7 % (one million people) of the total labour force were 
unemployed. A further I 6 % were underemployed. Over half of total 
employment is in agriculture and standards of living in rural areas are 
extremely low. The Philippines also suffers from inflation; before 1970, 
price increases averaged 4.5 % per annum; since 1970, prices have risen 
at a considerably more rapid pace (220). 

3.2 Economic factors 

Analyses based on the relationship between per capita national income 
and physician coverage showed that for each level of GDP (or GNP) 
there is a number of physicians that a country can sustain, i.e., that 
can hope to find satisfactory employment opportunities, and that if the 
number of physicians exceeds this number emigration takes place. This 
sustainable level for the Philippines was, in 1970, some 5 200 physicians, 
compared to the 14 000 actually there in 1971. It is little wonder therefore 
that the Philippines suffers from a massive outflow of physicians. 

The mechanism by which low GDP leads to low employment opportu
nities is fairly direct in that in a country such as the Philippines expenditure 
on health, be it Government or private, is too low to provide the salaries 
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of more than a given number of physicians, regardless of the number of 
physicians the country really needs. The situation in the Philippines is 
aggravated by two factors. Firstly, in common with many developing 
countries, national income is unequally distributed. In a classification 
made by the World Bank (92), the Philippines appears as a country of 
"high inequality", with 54 % of income going to the top 20 % of the 
population and 12 % to the bottom 40 % of the population. This means 
that a large section of the population is probably unable to pay for 
private health care. The second factor aggravating the situation is that 
Government health expenditure is very low. In 1974, the Government 
health budget accounted for 3.2 % of the national budget (compared to 
13.5% for education)-some US $1.4 per capita (220). The health budget, 
in 1971, was equivalent to 0.5 % of GNP (89). 

As a result of this low expenditure, Government health insurance 
coverage is poor. The medical care programme, known as Medicare, 
established in 1969, is an attempt on the part of the Government to 
provide better health services to more people. Only employed persons 
and their dependants are covered, to the exclusion of agricultural workers 
working less than six months a year, domestic servants, student nurses, 
public employees and self-employed workers. Under this system, the 
insured pays 1.25 % of earnings according to wage classes, the employer 
pays the same percentage of payroll and the Government pays 1.25 % of 
total cost (187). 

A World Bank mission reported that "most expenditure programmes 
have benefited the large urban centres, especially Greater Manila, 
and Government services have not been equitably distributed among 
income groups. In general, the absolute value of benefits from Govern
ment expenditures received by families appears to increase with the 
income level of the families. This is true even with Government services 
designed to provide equal opportunities for the lower income groups, 
such as public education, medical care and extension services in the 
rural areas" (90; p. 400). It was estimated that current expenditures on 
health would rise to more than 6 % of the total budget or 0. 7 % of GNP 
in view of the proposed expansion of the health services in the rural 
areas. 

Low Government health expenditure is thought by many authorities 
to be one of the keys to the Philippine migration problem. It has been 
pointed out that annual expenditure in the public health sector is of the 
same order of magnitude as that of countries much less well off economi
cally than the Philippines-e.g., India. As one author put it, "It is 
difficult to conceive of any change in the pattern until the public health 
sector is given substantially more support than at present, and until 
decisions in the health sector are made more in keeping with Philippine 
national priorities than is presently the case" (67; p. 94). 
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3.3 Physician and nurse income 

Income conditions in the Philippines reflect the poor rewards obtained 
by Philippine physicians, especially those working for the Government. 
The latter account for 40 % of all physicians. 

The following minimum rates of monthly compensation were 
established by law, effective for 1966: · 

Physicians 
Nurses 
Dentists 
Pharmacists 

US$ 

125 
llO 
llO 

75 

The actual median physician income declared (which may be an 
underestimate) to the manpower survey (13) was of about US $1 000 per 
annum, of which 39 % was earned as fees and 45 % as salaries. Govern
ment-employed physicians are not officially allowed to supplement their 
salaries by private practice but in fact most do so. Opportunities for 
private practice by physicians in rural areas are limited. 

A comparison of physician income in relation to average income 
shows that the Philippine physician earns 16.9 times as much as the average 
(see Table III.12). This ratio is fairly typical of developing countries. 

It is interesting to note the role played by salaries in the relationship 
between health expenditure and employment. Low expenditure on 
health is reflected in low salaries paid in Government posts, especially 
in rural areas. The low salaries fail to attract medical graduates, who end 
up by emigrating whilst the vacancies go unfilled. 

As regards nurses, those employed in the Greater Manila area generally 
receive higher salaries (average US $560) than those working in other 
parts of the country. The average nurse, however, has a salary between 
US $300 and US $570. 

Public health nurses employed in rural areas are reported to earn 
between US $438 and US $480 per year, while nurses in general hospitals 
earn approximately US $400 per year. Midwives in rural health units 
earn between US $330 and US $380 per year (I 3). 

3.4 Imbalances in health manpower 

3.4.1 The health manpower team 

In 1973 health manpower per 10 000 population was (212): 

Physicians 3.3 
Nurses 2.1 

Midwives 1.7 
Nursing auxiliaries 1.2 

One of the factors often cited, and supported by preceding analyses, 
is that physicians are more likely to emigrate if they lack adequate support 
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staff. The ratio of nursing personnel per physician in the Philippines 
is 1.0, which is typical of low-GDP, high-loss, countries. The low-loss, 
low-GDP countries had on average 1.4 nursing personnel per physician. 

3.4.2. Urban/rural imbalances 

Urban/rural differences in health manpower coverage are marked; 
in 1972 the ratios were (211): 

Urban Rural Urban Rural 
(%) (%) (per 10 000 population) 

Population 25 75 
Physicians 45 55 6.1 2.4 
Nurses 41 59 3.4 1.6 
Midwives 22 78 1.5 1.8 

Urban areas, which contain 25 % of the population, had nearly half 
the physicians and nurses, making the physician/population ratio two 
and a half times higher in urban areas than in the provinces. Metro
politan Manila itself had 34 % of the physician total, giving it a phys
ician/population ratio of over 15 physicians per 10 000; a figure six times 
higher than in rural areas. 

3.4.3 Imbalances in production 

The overproduction of physicians in the Philippines is part of a much 
wider phenomenon concerned with the overproduction of all professional 
manpower and has to do with the overdevelopment of the education sector 
in relation to other sectors. As stated above, only 3.2 % of the Govern
ment budget is devoted to health. By contrast, four times as much 
(13.5 %) is devoted to education. During the period 1963 to 1970, 
some 30 000 graduates in engineering, architecture and related subjects 
were produced, against a forecast of need, made in 1963, of 15 000 for 
the same period. Among managers, professors, and teachers the surplus 
was estimated to be 65 000 for the same period (23). In relation to its 
production of high-level manpower, the Philippines can be said to be 
suffering from a lack of investment in productive activities, a lack of 
middle-level manpower, which causes a big bottleneck, and bad and 
misdirected training of high-level manpower. 

The same surpluses exist for physicians. In 1970 there were seven 
medical schools in the Philippines, all but one private (205). In 1975 
there were nine (206). On the whole they are strictly profit-making 
institutions deriving the bulk of their funds from student tuition fees. 

Since 1957 the number of first-year enrolments in Philippine medical 
schools declined steadily from a high of 3 507 in 1957/58 to a low of 
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1 479 in 1964/65. Thereafter enrolment stabilized at about 1 600 per 
annum. The physician and nurse manpower survey report states: "The 
drop in freshmen enrolment is not due to a decreased demand for medical 
education but to an agreement among the medical schools to deliberately 
reduce their enrolments to a size comparable with the instructional 
facilities in each medical college" (1 3; p. 34). Decreased enrolment 
naturally led to decreased production rates, as can be seen from 
Table PHL.2. 

The interesting feature, from the point of view of the present study, 
is that the decrease in production rates did not slow down emigration 
but, on the contrary, caused a fall in domestic physician coverage-from 
3.7 in 1971 to 3.3 in 1973. Reduced production rates have therefore 
meant that fewer physicians were forced into taking the poorly-paid 
posts at home and a larger proportion found employment abroad. 

Nurses: As of March 1975, there were 81 schools of nursing, of which 
29 were degree level and 42 were diploma level. This figure also includes 
35 schools of midwifery. The language of tuition is English. 

The Department of Health itself operates eight schools offering a 
diploma and eligibility to take the licensing examinations. It also exerts 
some control over the other nursing schools since all hospitals used for 
clinical practice by individual nursing schools must be approved by the 
Secretary of Health. 

3.4.4. Imbalances in specialties 

According to findings of the physician manpower survey (1 3), a third 
of the physicians surveyed were in general practice. About a quarter 
cited internal medicine as their primary specialty. It was also found 
that male physicians more often specialized in surgery and internal 
medicine, while the female physicians tended toward obstetrics, gynae
cology and paediatrics. Only 5 % of the physicians reported that they 
had specialty board certification, either in the USA, in the Philippines or 
both. 

3.5 Irrelevance of education 

In many developing countries the irrelevance of medical education 
results from an often misguided attempt to produce physicians of compar
able quality to any in the world, whilst at the same time hoping that the 
country will get the benefit of their services. In the Philippines the 
situation is much simpler in that most of the medical schools would 
almost appear to be producing physicians for export. Given this orien
tation, it is rather surprising to note that on the whole the pass rate of 
Philippine candidates taking the ECFMG examination is rather low-12% 
in 1970, 12 % in 1971, and 23 %in 1972. This compares, for example, 
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with the Republic of Korea (54%) and Thailand (42 %). In fact, of the 
eight countries that are major suppliers of physicians to the USA analysed 
in Part One, the Philippines had the lowest pass rate. There were sig
nificant variations between medical schools; the University of the 
Philippines, the only non-private school, had the highest rate (53 %), 
but the proportion of graduates taking the examination was lower than 
average. The two medical schools with the highest proportion taking 
the examination were the Central University of Manila and the University 
of San to Tomas; the former had the very low pass rate of 11 %, the latter 
26 %-

The University of Santo Tomas headed the list of medical schools 
contributing the largest number of graduates to graduate medical 
education in the USA: over I 000 interns and residents in 1974. The 
Far Eastern University contributed 443 and came third on the list, and 
the University of the East, Quezon City, came seventh. 

4. Consequences of Migration 

4.1 Economic losses 

It is debatable whether the loss of a physician trained at his own 
expense is in fact an economic loss to the Philippines, especially as it is 
known that he would probably not have found productive employment 
had he remained behind. From the point of view of the Philippines, the 
education of a physician who subsequently emigrates is really a misplaced 
investment, be it public or private. The Association of American Medical 
Colleges, in 1973, put the saving to the USA of importing the 8 846 
Philippine medical graduates who were in the USA in 1972 at 
US $155 million (189). 

A United Nations study quoted by Stevens and Vermuelen (160) 
estimates that the Philippines contributes US $1.5 million to the US 
economy each year, the estimated annual cost of a loss of a fourth of 
all physicians produced. When this figure is compared to the health 
services budget of the Philippines for 1974, which was some US $60 million, 
the cost of the lost investment in medical education and the lost oppor
tunity to spend the money on other forms of health care are shown to 
be enormous. 

4.2 Lost coverage 

Bearing in mind the low employment opportumtles available to 
physicians in the Philippines the lost coverage figure is purely hypothetical. 
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If all the Philippine medical graduates at present abroad were to return 
to the Philippines, the physician/population ratio would increase by 
5.8 per 10 000 population. 

4.3 Replacement time 

The emigrant physicians represent eight years' production of Philippine 
medical schools at the rate prevalent in the last five years for which data 
were available. At the forecast restricted rate of 1 100 graduates per 
year, the figure is nearer nine years. 

5. Policy 

5.1 Measures to halt emigration and encourage the return of migrants 

At the request of the Association of Philippine Medical Colleges, the 
ECFMG Board of Trustees re-established, in 1968, the requirement that 
graduates of medical schools in the Philippines, in addition to having 
received the degree of Doctor of Medicine, must also have received a 
licence to practise medicine in the Philippines before being eligible for 
ECFM G certification (see Section 5.2 below). This policy was scheduled 
to become effective with regard to all graduates of medical schools in the 
Philippines whose medical diploma was dated 1 January 1969 or later. 
At least six months must elapse after a physician graduates from medical 
school in the Philippines before he actually receives a licence. 
Accordingly, the earliest date on which a graduate is likely tQ be eligible 
for appointment to an approved internship in the USA is 1 January of 
the year following the year in which he received the degree of Doctor 
of Medicine (58). 

Philippine nationals working abroad are subject to Philippine taxation; 
proof of payment of income tax is required for the biennial renewal of 
passports. It has also been reported that there are agreements between 
the Philippine Government and other governments whereby salaries 
paid to Philippine nationals abroad have to be paid, in part, into accounts 
in the Philippines. 

Since about 1965, the policy of the medical schools has been to reduce 
enrolment to a size compatible with instructional facilities in each school. 
This has naturally resulted in a considerable reduction in the annual 
production of physicians in recent years, but not in numbers emigrating 
(see Section 3.4.3 above). 

Primary care centres have expanded considerably in rural areas, and 
more health personnel, including physicians and nurses, have been sent 
to these areas for training (220). Certain medical schools have stipulated 
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internship in rural areas as a prerequisite to the granting of a medical 
degree. 

Other measures have included: the Medical Care Act of 1969, which 
was expected to broaden employment opportunities for medical and 
other health personnel in the country; the legislation concerning the 
establishment of a health sciences centre in the University of the Philippines; 
the development of community health service programmes; and the 
creation of a science research fund, together with the setting up of 
a number of research institutes (77). 

5.2 Measures to prevent immigration 

Licensing procedure. A student who has passed all the requisite 
examinations of his medical school is awarded the degree of Doctor of 
Medicine. Before he can practise, however, he must apply to sit for and 
must pass examinations held by the Professional Regulation Commission, 
whereupon he receives a physician's certificate of registration issued by 
the Bureau of Civil Service; only then may he enter private practice. 

Foreigners who wish to practise medicine in the Philippines are eligible 
to sit for the requisite Board examinations provided they hold a degree 
of Doctor of Medicine or its equivalent conferred by a medical school 
duly recognized by the Department of Education, and provided they 
submit competent and conclusive documentary evidence, confirmed by 
the Department of Foreign Affairs, that their country's existing laws 
permit citizens of the Philippines to practise medicine under the same 
rules and regulations governing its own citizens (206). 

5.3 Measures to alleviate the results of migration 

The Philippine Medical Association, the Philippine Medical Care 
Commission and the Department of Health have undertaken a joint 
programme to improve health care delivery in remote and inaccessible 
areas through the establishment of hospitals and health care centres with 
five to ten beds. The programme is funded through mutual community 
benefit funds, voluntary services of the private medical sector, and Govern
ment health units. 

It has been reported that changes have been proposed such as relaxing 
the laws covering services of nurses, pharmacists, and other health 
personnel to enable them to take over simple medical functions under 
the direction of physicians. In addition, incentives are being proposed 
to attract health personnel to rural areas (220). 

Philippine physicians are not required to do a period of compulsory 
service. 
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Table PHL.1 

Stock, and emigration of physicians 

Found 
Found Found Found in Found Entering Regis-in the Lao Entering Year Stock in Singa- in People's in 

Canada 
New tering 

USA pore Austria Dem. Ethiopia Zealand in UK 

Rep. 
(1) (2) (3) (4) (5) (6) (7) (8) (9) 

1961 
1962 18 073 
1963 18 266 
1964 21 859 
1965 221 6 
1966 7 
1967 2 
1968 
1969 
1970 7 352 
1971 14 000 26 6 2 
1972 13 464 8 846 59 
1973 3 54 

Sources: Cols. 1, 3, 4 and 5: 200; Col. 2: 3 and 4; Col. 3: 140; Col. 6: 209; Col. 7: 84 and 38; 
Col. 8: 124; Col. 9: 42. 

Notes: Col. 1 coverage is R for 1962 to 1964; T for 1971 and 1972. 

Table PHL.2 

Production of physicians in the Philippines 
and physicians from the Philippines entering the USA as immigrants 

New 
Entrants to USA as: 

Immigrants as % 
Year graduates 

immigrants exchange visitors 
of graduates 

(1) (2) (3) (4) 

1962 1 366 119 9 
1963 1 325 101 8 
1964 1 727 63 4 
1965 1 553 66 572 4 
1966 1 309 259 754 20 
1967 1 183 550 701 46 
1968 1 176 706 329 60 
1969 1 083 785 256 72 
1970 1 113 769 69 
1971 980 385 
1972 782 

Source: Col. 1: 13; Cols. 2, 3: 122 and 13. 
Notes: Col. 2: there are two different estimates for 1968: source 13 gives 706, source 122 gives 639 
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Table PHL.3 

Philippine nurses licensed or registered in the USA and Canada 

1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 

Year 

Filipinos as a percentage of 
all foreigners licensed or registered in 

USA 
(1) 

9 
22 
28 
35 
30 
60 
46 
49 

Canada 
(2) 

27 
39 
30 
26 
25 
22 
23 
12 

Sources: Col. 1: 2; Col. 2: 39. 

Filipinos licensed or 
registered in USA 

and Canada as 
% of domestic licenses 

(3) 

47 
83 
99 

116 
80 

111 

Notes: Cols 1 and 2: For Filipinos licensing or registering in the USA and Canada see Table PHL. 4. 
Col. 3: 100 % is from Col. 2, Table PHL.4. 



Table PHL.4 

Stock, production and emigration of nurses 

Licenses Entering Licensing Registering Registering Found in Found in Found in Exchange 
Year Stock in England the Fed. Rep. visitors issued USA in USA in Canada and Wales of Germany Switzerland Australia USA 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 

1960 1 472 90 504 

1961 17 382 1 612 106 693 

1962 19 304 1 932 58 87 1 065 

1963 19 855 1 653 79 214 1 099 'l:j 

1964 22 953 1 986 43 210 196 1 124 = c: 
'l:j 

1965 24 838 1 879 41 334 550 916 ::!! z 
1966 26 723 2 468 137 939 1 104 5 1 233 m 

Cl> 

1967 28 058 2 564 435 1 521 1 029 749 

1968 2 604 884 2122 897 

~ 
724 

1969 2 954 784 1 553 800 
1 374 

1970 3 392 951 3 125 633 516 

1971 3 116 539 720 

1972 4485 159 8 

1973 54 5 15 252 

Sources: Cols. 1, 2, 7, 8: 200; Col. 3: 188; Col. 4: 2; Col. 5: 39; Col. 6: 76; Col. 9: 42; Col. 10:27. w 
0\ 

Notes: Col. 1 coverage is R. -...l 



CHAPTER XVII 

Republic of Korea 

1. Dimensions and Directions of Migration 

The Republic of Korea is primarily a donor of both physicians and 
nurses. 

1.1 Physicians 

On the basis of available data, shown in Table KOR.l, it is possible 
to estimate that there were nearly 3 000 physicians from the Republic of 
Korea outside that country in the early 1970s. This number is equivalent 
to 19% of the number on the register in the Republic of Korea in 1970, 
or 23% of the 13 013 physicians working there in 1972 (200). Data 
supplied by the Korean Medical Association (Republic of Korea) (see 
Table KOR.2) shows a total of 2 579 physicians abroad in 1973, 20 % 
of domestic active stock. 

The numbers of physicians serving in individual foreign countries as 
given by the Korean Medical Association (Table KOR.2) do not always 
agree with the numbers found by the WHO inquiry, as shown in Table 
KOR.l. 

According to USA sources there were 2 729 graduates of medical 
schools in the Republic of Korea in the USA in 1972. This number is 
30 % higher than the number there in 1970, making the annual rate of 
increase some 300 physicians compared to a much lower rate of increase 
shown in the Republic of Korea data. 

A comparison of these rates of increase with the figures of the number 
of physicians entering the USA each year as immigrants who gave their 
last permanent residence as "Korea" (unspecified) (Table KOR.3) shows 
that either there are a considerable number of physicians of the Republic 
of Korea in the USA who are not registered with the American Medical 
Association, or that a fair proportion of them leave the USA each year. 

With regard to Table KOR.3, it should be noted that it is not possible 
to add the two columns to obtain an estimate of total numbers entering, 
as an unknown number of physicians who enter the USA as exchange 
visitors subsequently convert to immigrant status and thus appear in 
both sets of statistics. Not all physicians born in the Republic of Korea 
enter the USA directly from that country. In 1972 there were 810 

- 368 -
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physicians entering the USA who gave " Korea " as their country of 
birth. Of these, 749 gave "Korea" as their last permanent residence, 
but 22 gave Canada and 39 came from other countries (54). 

The only other destination of any importance for physicians from the 
Republic of Korea is Japan, where there were nearly 200 physicians in 
1970. The numbers there have doubled since I961. According to Korean 
Medical Association data, there are also some 70 physicians of the 
Republic of Korea in Canada, 52 in Malaysia, 20 in Uganda, as well as 
I 07 elsewhere. 

There were very few foreign physicians in the Republic of Korea 
during the period under review (see Table KOR.4), never more than 
0.5 % of stock. No information was made available on the nationality 
of these physicians. 

1.2 Export and import of medical education 

Although no information on the point was made available, it is not 
likely that many of the physicians in the Republic of Korea (other than 
the handful of foreigners) were trained abroad. 

A study carried out by UNESCO (175) found only 44 undergraduates 
from the Republic of Korea in foreign medical schools in 1972/73 and 
47 in 1973/74. The majority were in Japan (29 in 1972/73 and 32 in 
1973/74) and in the Federal Republic of Germany (9 in 1972/73 and 10 in 
1973/74). There were four postgraduate students abroad in 1972/73 
(two in Canada and two in Japan) and only one, in Japan, in 1973/74. 

The Republic of Korea is not a donor of medical education either; 
in 1972/73 there were only 23 foreign students traced in four universities 
in the Republic of Korea, making up I % of total enrolment. 

1.3 Nurses 

Korea is a large-scale donor of nurses. The exact magnitude of nurse 
migration is obscured by the fact that different sources make widely 
differing estimates of the number of nurses abroad. 

According to the Ministry of Health and Social Affairs of the Republic 
of Korea, there were 5 158 nurses (as well as 3 409 nurse aids) abroad in 
1973. The figure for 1972 was given as 3 902 (see Table KOR.6). The 
5 158 nurses were equivalent to 27 % of all nurses on the register in 1972 
and equivalent to 42 % of the 12 404 nurses working in the Republic 
of Korea in 1972 (200). The corresponding percentages for 1972 were 
20 ~~ of register and 31 % of active stock. 

Estimates based on data from the WHO inquiry given in Table KOR.5 
put the number of nurses abroad in the early 1970s at between 3 000 and 
4 000, with an average annual outflow of some 350 nurses, equivalent to 
an annual loss of 3 % of active stock. These estimates accord quite well 
with the data given for 1972 by the Ministry. 
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Figures for individual countries do not accord quite so well, but this 
may be because they do not always refer to the same year. Data on 
numbers licensing in the USA indicate that there were nearly 2 000 nurses 
from the Republic of Korea there already in 1972, compared to the 649 
stated to be there by the Ministry. Unless the number of Korean nurses 
in the Federal Republic of Germany increased by I 000 between 1971 
and 1972, the Ministry figures with regard to that country are an 
overestimate. 

Despite the considerable discrepancies between sources, it would 
seem that there are basically two major streams of nurses out of the Republic 
of Korea: to the USA and to the Federal Republic of Germany, with the 
latter about double the size of the former. 

As regards the emigration of nurses, the Government of the Republic 
of Korea is pursuing an active "export drive" and has set up special 
agencies to encourage the outflows. Newpaper reports of agreements for 
the export of nurses to the Federal Republic of Germany are numerous. 
Although no doubt exaggerated, the numbers involved are vast, e.g., 
"9 000 Korean nurses and nurse aides to be sent to the Federal Republic 
for three years" (Korea Herald 11.9.1974); "at least 12 000 Korean 
nurses and nurse aides will find jobs at hospitals in the Federal Republic 
of Germany annually in the next four years" (Professor Mueller, Secretary 
of the German Hospital Federation, quoted in Korea Herald 22.10.1974). 
Newspaper reports also speak of Korean nurses being sent to Middle 
East oil-producing countries such as Kuwait and Saudi Arabia. 

There were very few foreign nurses in the Republic of Korea, as can 
be seen from Table KOR.5. No information was available on the 
nationality of these nurses. Table KOR.5 also gives a limited amount of 
information on the numbers of national nurses trained abroad. The 
numbers were insignificant in the last years for which information was 
available. 

2. Characteristics of Migrants 

Information from the Korean Medical Association shows the age and 
sex distribution of physicians abroad as well as showing the proportion 
of each age group that have emigrated. The emigrants are predominantly 
drawn from the under-40 age group; only a very small proportion of 
those aged 40 or over have emigrated. Women make up 19% of migrants 
and 15 % of active physicians (200). On the whole the women emigrants 
are even younger than the men-over half were under 30 years of 
age compared to 19 % under 30 for the men. More detailed information 
on emigrants is limited to medical graduates in the USA in 1970 (3). 

Of the 2 095 medical graduates from the Republic of Korea in the 
USA in 1970, I 305 (62 %) were in training programmes, compared to 
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29 % of all foreign medical graduates. There were 176 (8 %) who were 
board-certified, considerably less than the proportion for all foreign 
medical graduates, and 106 (5 %) were in federal employment, about the 
same as for all foreign medical graduates (6 %). Geographically, the 
largest number of medical graduates from the Republic of Korea were 
in New York (29 %) compared to 26% of all FMGs. 

As regards activities, the percentage distribution was as follows: 

Medical graduates of 
All FMGs the Republic of Korea 

% % 
-----------~~ 

~----------. 

Total physicians 100 100 
Patient care 92 89 

Office-based 11 39 
Interns 11 6 
Residents 54 25 
Physician staff 16 20 

Other professional activity 7 11 
Medical teaching I 2 
Administration 1 2 
Research 5 6 
Other 0 1 

Note: The information available as a basis for these figures did not necessarily cover all the physicians 
concerned. 

Considerably fewer of the medical graduates of the Republic of 
Korea were working in office-based patient care than the average for all 
FMGs, rather more were interns, and twice as many were residents. 
Somewhat fewer were physician staff. There were fewer than average in 
teaching, administration and research. The overall impression is that 
medical graduates of the Republic of Korea tend to fill the humbler and 
less well paid posts in the USA. One reason for this may be that they are 
on the whole very young; 82 % were under 40 years of age compared to 
47 ~~ of all FMGs. 

3. Factors Influencing Migration 

3.1 Development factors 

It was shown in the analyses in Part One that migration behaviour 
is allied to the various factors which together determine a country's 
state of development. 

The Republic of Korea has had as stormy history which has 
considerably handicapped its development. Since the cessation of hos
tilities in 1953, however, it has shown impressive economic growth with 
the help of considerable foreign aid. The GNP per capita in 1974 was 
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US $470, with an average annual growth rate of 8. 7 %over the period 1965 
to 1973. Its population in 1973 was nearly 33 million, with a growth rate 
over the period 1975 to 1973 of 1.9% per year, a very low rate for Asia (91). 
The crude birth rate in 1973 was 29 per 1 000, the crude death rate 10 per 
1 000. Life expectancy at birth was 60.5 years for males and 67.6 years for 
females (219). Some 60 % of the population is rural, but there is con
siderable migration to the cities and especially to the capital city, Seoul. 
Between 1960 and 1966 the average annual rate of population increase 
for the entire country was 2.7 %; the rate of increase in the rural areas 
for the same period was 1.3 % while the rate of increase in the cities was 
6 %, for Seoul alone the rate was 7.9 %. Whereas in 1960, 83 % of the 
population was rural, in 1974 only 58 % was rural (50 and 211). 

The health statistical services are not sufficiently well developed to 
provide accurate data on mortality and morbidity. The leading causes 
of death in 1969, although the relevant data are incomplete, were as 
follows: senility and ill-defined causes (37.4% of the total deaths), diseases 
of the digestive system (14.1 %), diseases of the respiratory system (11.9 %), 
diseases of the nervous system and sensory organs (10.7 %), infectious 
and parasitic diseases (8.2 %). The most important causes of morbidity 
in 1966 were: diseases of the digestive system (27.1% of total morbidity); 
diseases of the respiratoy system (13.2 %) ; diseases of the bone, skin and 
connective tissue (9.9 %); infectious and parasitic diseases, including 
tuberculosis (9.6 %); accident, poisoning and violence (9.0 %). Typhoid 
fever is endemic and tuberculosis remains one of the highly prevalent 
diseases. Gastrointestinal diseases result partly from the relatively poor 
quality of the water supply (219). 

At the central level, the Ministry of Health and Social Affairs deals 
with matters related to public health, epidemic prevention, medical and 
pharmaceutical administration, public hygiene, etc. At the regional level, 
responsibility lies with the city or provincial governments-the Bureaux 
of Public Health and Social Affairs. At the local level, responsibility 
lies with the city and country health centres and health subcentres. 

Health services are being provided at different levels by the national 
and provincial general hospitals, health centres and subcentres, and private 
hospitals and clinics. The present organization and staffing, as well as 
the current stage of development, do not permit them to meet fully the 
health needs of their areas, particularly in the rural areas, in spite of 
general underutilization of the existing facilities 

In 1973, there were 266 hospitals in the Republic of Korea, providing 
19 934 beds; 6.1 beds per 10 000 population. Most of the hospitals 
were in private hands (212). 

According to information obtained by WHO (209 and 211), the total 
number of hospitals decreased from 211 in 1970 to 170 in 1972. This 
was apparently due to the closing of various private hospitals between 
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1970 and 1972. In both years, the number of Government hospitals 
remained the same at 59. Government hospitals constituted 28 %of the 
total number in 1970 and 35 % in 1972. In the 170 hospitals in 1972, 
the majority of beds were assigned to general medicine (12 143 beds). 
Hospital treatment was available to only a small minority of the popu
lation, primarily in the urban areas. 

3.2 Economic factors 

In 1971, the Republic of Korea had 4.9 physicians per 10 000 popu
lation on the register, or 4.0 active physicians per 10 000, as against a 
"sustainable level" of 1.9 per 10 000 population based on 1970 GDP. 
Translated into actual numbers, this means that, given its GDP level, the 
Republic of Korea could expect to find satisfactory employment for some 
6 200 physicians compared to the 13 000 it had, i.e., for about half the 
physicians active in the country. As GDP in the Republic of Korea is 
growing faster than average, this statement may be slightly exaggerated 
but it is nevertheless true that the Republic of Korea has many more 
physicians than it can hope to employ. As is to be expected, this 
discrepancy manifests itself in a high migration rate as well as in poor 
employment conditions for those who remain at home. 

The mechanism by which low GDP leads to low employment oppor
tunities in the Republic of Korea is fairly direct. Low Government 
health expenditure leads to low Government employment and low 
average-income means that large sections of the population cannot afford 
private treatment; the lowest 40 % of the population receives only 18 % 
of the country's income (92). 

In 1971 the health budget was US $15.1 million and accounted for 
less than 1 % of the national budget. The health budget was about 
US $0.5 per head of population, which is extremely low (219). This 
figure reflects the low priority given to health in contrast to the emphasis 
given to economic and industrial development (112). Employment of 
physicians by sector shows only 10 % of all physicians working for the 
Government in 1967, with 4 %in teaching, 4 % in private hospitals and 
79 % in private practice. For nurses the percentage working for the 
Government was somewhat higher at 29 %; a further 36 % worked in 
private hospitals and clinics (107). 

Public health services are being provided at different levels by the 
hospitals, health centres and subcentres. The Government has built 
three types of health centres: Ku (town) health centres, city health centres 
and Gun (country) health centres. In addition, there are subcentres and 
other small treatment centres for each of the 140 districts being planned 
to provide curative services. It is difficult to say precisely what percentage 
of the population is covered, although it is reported that the health centres 
are not yet in a position to meet the demands of the entire population. 



374 PHYSICIAN AND NURSE MIGRATION 

The compulsory social insurance system (1970) covers only employees 
(and dependants) of firms with I 000 or more workers, public servants 
and military personnel, and excludes seasonal, temporary and daily 
workers. It provides medical benefits through physicians and hospitals 
under contract or through privately-owned clinics. Under this system, 
the insured pays 2 % 9f salary, the employer 2 % to 8 % of payroll, and 
the Government bears the cost of administration and 10 % of the cost 
of benefits (187). 

Private expenditure on health is also very low. Several surveys, 
quoted by Kung-Pei Chen (112), have shown that an average family 
spends most of its income for basic needs such as food, clothing and 
shelter, and not much remains for health. The average urban family 
spends US $22 on health for 5.9 members, i.e., US $3.9 per head, equi
valent to 2.5 % of its total expenditure. The rural family spends US $7 
on health for 6.7 members, i.e., US $1.1 per head, equivalent to 1.7 % 
of its total expenditure. 

Another survey quoted by the same author showed that in 18 % 
of the total number of cases of illness in Seoul, in 44 % of those in a small 
city and in 48 % of those in rural areas, patients did not seek medical 
attention, while among those seeking medical care between 60 % and 
66 % went directly to the drugstore rather than to the clinic. 

The conclusion to be drawn from the preceding paragraphs is that 
although economic demand for physicians is low and employment oppor
tunities are limited, the need for health services is high. 

3.3 Physician and nurse income 

Income differentials of themselves do not cause migration, but income 
conditions in the Republic of Korea are of interest in that they reflect the 
poor working conditions of the physicians. 

The following information on salaries of physicians and nurses was 
supplied by the Ministry of Health and Social Affairs, for 1968 (1 12): 

Government employees: 
Health care 
National medical centre 
Provincial and city hospital 
Seoul National University Hospital 

Private agencies: 
Yonsei University Hospital 
Catholic Medical College Hospital 
Korea University Medical College (Woosuk) Hospital 

Private practice 

Physicians 
us$ 

100 
267 
162 
315 

444 
370 
352 

370-1 851 

Nurses 
us$ 

48 
48 
48 
48 

74 
69 
62 

Note: These figures are presumably month1y incomes, although the source does not specify this. 
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The figures show a very uneven income distribution between the 
different Government agencies as well as highlighting the relative attraction 
of the private sector vis-a-vis Government employment. The low income 
of physicians in health centres and provincial and city hospitals is no 
doubt one of the reasons why many vacancies there go unfilled-the 
physicians preferring to migrate rather than accept such low salaries. 

3.4 Imbalances in health manpower 

3.4.1. In the health team 

Manpower per 10 000 population in 1974 was (211): 

Physicians 3.9 Dentists 0. 7 
Nurses 4.0 Pharmacists 4.2 
All nursing and midwifery personnel 4.9 Herb doctors (1967) 0.9 

In the overall analyses it was found that among countries in the Iow
GDP group, those with low emigration rates had a ratio of nursing 
personnel per physician of 1.4, whereas the high-loss countries had a 
ratio of 1.2. In the Republic of Korea the ratio was 1.0, which is typical 
of the high-loss countries. The lack of support staff may well be a con
tributory factor causing physicians to migrate. 

3.4.2 Urban/rural imbalances 

The Republic of Korea suffers from considerable differences in 
coverage between urban and rural areas (211): 

Seoul 
All urban Rural 

Total areas areas 

Population 18 % 42 % 58 % 100% 
Physicians 45 % 63% 37 % 100% 
Nurses 51 % 68 % 32 % 100% 
Physician coverage per 10 000 9.9 5.9 2.5 3.9 
Nurse coverage per 10 000 11.4 6.6 2.2 4.0 

Whilst 58 % of the population live in rural areas, 63 % of the physicians 
are working in urban areas. In terms of coverage this means that for 
every lO 000 population there are nearly 10 physicians in Seoul, 5.8 phys
icians in all urban areas and 2.5 physicians in rural areas. Physician 
coverage is thus four times as good in Seoul as in the rural areas, and 
nurse coverage five times as good. Although far from satisfactory, these 
ratios are not very high compared to some other countries at the same 
stage of development (see Part One, Table III.l4)-e.g., Thailand 43 times 
better coverage in the capital, and 33 times better in all urban areas than 
in rural areas; Nigeria 17 times better in the capital and seven times better 
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in all urban areas than in rural areas. An interesting factor uncovered 
by the health manpower study (107) is that some 72% of the 1 582 phys
icians serving in rural areas were also born in rural areas. Whereas only 
12 % of physicians born in urban areas were working in rural areas, 
42 % of those born in rural areas also worked in rural areas. 

Health facilities are also unevenly distributed; whilst there were 133 
hospital beds per 10 000 population in the cities, there were only 13 per 
10 000 in rural areas (219). 

The concentration of nurses in the cities is even greater than that of 
physicians. Most of the nursing personnel in rural areas are in fact 
nurse aides (113). This is due not only to the reluctance of professional 
nurses to serve in rural areas where working conditions are primitive, but 
also to the fact that rural hospitals and clinics are not willing to pay 
the higher salaries to which professional nurses are entitled. This allegedly 
led to the unemployment of some 7 000 nurses in 1973 (22). 

3.4.3 Imbalances in production 

In 1970 the Republic of Korea had 12 medical schools with an output 
of 648 physicians. Four of the 12 schools were opened in 1965 or later 
so that they were not yet producing graduates in 1970, and a further two 
schools were opened in 1971 (205). By 1975 there were 14 schools (206). 
Annual production in the early 1970s was about 1 000 physicians, equiv
alent to some 7 % of active stock. The Third and Fourth Five-Year 
Plans provide for an increase in the total stock of physicians of about 
1 000 per annum, on the assumption that the number of physicians 
abroad will increase by only 50 each year (204). Given the past flows and 
the present policy of encouraging emigration, this seems to be an over
estimate. Moreover, a production rate of 1 000 physicians per year, 
unless accompanied by a massive increase in health expenditure, is 
almost bound to result in yet further overspill migration. 

In 1973 there were 47 schools of nursing, 11 of them "college courses 
of nursing in universities". The Five-Year Plans provide for an increase 
of some 3 000 nurses per year on the (highly questionable) assumption 
that the number of nurses abroad will not increase. Again, and for the 
same reasons as those given for physicians, it seems likely that such 
massive production can only lead to further emigration. 

3.5 Relevance of education 

One of the factors most central to all theories on medical migration is 
that of irrelevance of education. Physicians in developing countries, 
taught according to the disease patterns, teaching methods and facilities 
of developed countries, will tend to migrate to countries where working 
conditions correspond more closely to their training. 
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This trend is very evident in the Republic of Korea. As stated by a 
professor of public health at Yonsei University (102), "The paradox of 
Korea's present fine medical and paramedical educational systems is 
that their products are not ready to serve Korea. Both the educational 
process and the content are Western (predominantly United States) 
oriented. About 40 per cent of Korea's graduating physicians annually 
go to the United States and around 10 per cent of the graduating nurses 
annually go to Germany. This is not the result of only the personal 
financial gains of practising abroad; also, the graduate is not prepared 
to cope with the common medical care problems encountered in Korea. 
Therefore, when faced with such overwhelming problems, it is much 
easier for them to retreat to the security of a chrome and tile Western 
medical center." 

The influence of Western medical education is reinforced by foreign 
aid to Korean medical schools. Thus, for example, Seoul National 
University received aid from the University of Minnesota under a US 
AID-University contract amounting to US $1.45 million and involving 
14 USA field staff and the sending of 77 Republic of Korea faculty 
members to the USA for training (87). 

The resemblance of medical education in the Republic of Korea to 
its USA counterpart is evident from the unusually high pass rate achieved 
by medical graduates of the Republic of Korea taking the ECFMG 
examination: 56% in 1970, 53% in 1971 and 56% in 1972 (182), a rate 
which is one of the highest for developing countries where English is 
not an official language, exceeded only by Chile and Uruguay. The 
highest pass rates in 1971 were achieved by the Catholic Medical College, 
Seoul (70 %), Yonsei University College of Medicine (73 %) and Kyung
pook National University (76 %). The highest number of candidates, 
in relation to total output, were from the Yonsei College of Medicine 
and Korea University College of Medicine (Woosuk). 

Seoul National University ranked sixth among medical schools, 
supplying the largest number of graduates to the USA in 1970, with 321 
interns and 74 residents. 

3.6 Language, political and trade links 

Although none of these links can be directly attributed as a cause of 
migration movements, all three have an influence on the direction of 
migratory flows. 

As regards destination, emigrant physicians and emigrant nurses 
form two very distinct groups. Physicians go basically to only two 
countries-the United States of America, with which the Republic of 
Korea has strong links since the Korean war, and Japan, which was its 
overlord from 1910 to 1945 and still exerts strong cultural and other 
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influences. Nurses also go to Japan but to a lesser extent. The main 
streams are to the USA and, overwhelmingly, to the Federal Republic of 
Germany. Whereas the former stream would seem to be made up of 
individual emigrants, the latter stream forms part of contractual trade 
agreements between the Government of the Republic of Korea and the 
Government of the Federal Republic of Germany. These agreements 
probably have their roots in the strong cultural links that existed between 
the two countries at the time of the Japanese occupation. The trade 
agreements cover not only nurses but also other forms of labour, miners 
in particular. In the Republic of Korea, manpower emigration is seen 
as a means of earning foreign exchange. It has the added incidental 
effect of reducing population pressures and keeping actual population 
increase at a level below the natural rate of increase. 

4. Consequences of Migration 

4.1 Economic losses 

Each physician who emigrates represents a lost investment to the 
country that financed his education. No information was available 
on the cost of medical education in the Republic of Korea. Taking a 
conservative estimate of US $10 000 per physician, the 3 000 Korean 
physicians abroad represent a loss to the Republic of Korea of some 
US $30 million. 

This is about twice the total health budget for 1971. The real signifi
cance of the loss is that it represents a lost investment of money which 
could have been used to train more appropriate types of health personnel 
or to provide much needed health services. 

From studies done elsewhere it would seem that physician emigrants 
do not remit significant sums of money to their home country, in contrast 
to most manual workers. In this respect nurses tend to behave like the 
manual workers. The press in the Republic of Korea lays great emphasis 
on the remittances made by emigrants. According to Post Office sources 
in the Republic of Korea (223), US $1 million were remitted from Japan 
in 1971. In 1972, US $113 million were remitted by nationals abroad as 
follows: US $86 million from Japan and the USA; US $13.7 million by 
nurses and miners in the Federal Republic of Germany; US $1.2 million 
by technicians in Viet Nam; and US $11.5 million from elsewhere (128). 

It is somewhat hypothetical to speak of lost coverage with respect to 
physicians and nurses who probably could not find employment, but 
it gives a useful measure of loss. If all the emigrant physicians were to 
return to the Republic of Korea, physician coverage per 10 000 population 
could go up by 0.9, from 3.9 to 4.8. If the nurses were to return, nurse 
coverage could go up by 1.6, from 4.0 to 5.6 per 10 000. 
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The 3 000 physicians abroad represent 4. 5 years of output of medical 
schools in the Republic of Korea, using the 1970 production rate. 

5. Policy 

5.1 Measures to encourage emigration 

Encouragement of the emigration of manpower, including health 
manpower, appears to have been a policy of the Government from 
about 1964, e.g., the agreements in force with the Federal Republic of 
Germany for the exportation of nursing personnel. Teachers from the 
Federal Republic of Germany have been sent to the Republic of Korea 
to assist with German-language courses for prospective emigrants. 

The Government has set up special agencies such as the Korean 
Overseas Development Corporation and the interministry Manpower 
Export Council to facilitate the export of manpower (including nurses, 
but not always physicians) on contract overseas. The main reason for 
this policy seem to be to earn foreign exchange to pay for imports and 
to relieve unemployment and population pressures at home. Some 
people in the Republic of Korea question the wisdom of deliberately 
exporting needed health manpower, but most local sources do not seem 
to be concerned. 

5.2 Measures to alleviate poor health manpower coverage 

Under the Third Five-Year Plan (1972-1976), one of the targets was 
the expansion of health and medical facilities in the local areas, including 
compulsory posting of physicians to those agricultural and rural areas 
where there were no physicians (219). In addition to a monthly basic 
salary of US $106, medical officers working in rural areas receive a lump 
sum ranging from US $42 to US $312 per annum, depending on the 
remoteness of the area (99). 

Physicians who wish to specialize must spend six months of their 
internship year in a rural service. Upon graduation, all male physicians 
are required to undergo three years of military service, unless they had 
completed such a period of service prior to graduation (200). 

Medical graduates are under no obligation to work in Government 
services unless so requested by the Minister of Health and Social Affairs 
in case of emergency (206). 

Foreigners who have qualified in the Republic of Korea may be 
permitted to practise. Nationals and foreigners with foreign medical 
qualifications may be permitted to practise on passing the National 
Board Examination (206). 
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Table KOR.1 

Stock, production and emigration of physicians 

Found Found Found Found Found Found Found 

Stock New in in in in in in in 
Year graduates USA Japan Niger Ivory Austria Sweden Singa-

Coast pore 

(1) (2) (3) (4) (5) (6) (7) (8) (9) 

1961 7 704 97 
1962 8 951 105 
1963 8 649 115 
1964 8 695 121 
1965 10 464 128 
1966 11 072 143 0 
1967 11 824 138 2 0 
1968 12 727 165 3 3 1 
1969 13 465 173 2 0 
1970 14 404 648 2095 194 2 1 1 
1971 15 589 
1972 16 363 2 729 
1973 

Sources: Cols. 1, 4, 5, 6, 7, 8: 200; Col. 2: 205; Col. 3:3 and 4; Col. 9: 140. 
Notes: Col. 1 coverage is R. 

Table KOR.2 

Korean physicians serving in foreign countries 

Location 1968 1972 1973 

USA 1 462 2 329 2 323 
Japan 20 7 7 
Jamaica } 12 14 14 
Nigeria 4 4 
China 

~ Hong Kong 33 
Malaysia 14 52 
Thailand I India 4 
Burma ) 
Canada 56 70 70 
Germany } 29 18 18 
France 
Viet Nam } 41 9 9 
Philippines 1 1 
Congo 1 
Uganda 

~ 
20 20 

Brazil 28 6 6 
United Republic of Tanzania 
Kenya 1 
Sweden ; 3 3 
Denmark 2 
Australia 17 1 2 
Switzerland 1 
Uruguay 
Argentina 
Paraguay } 4 Samoa 
United Kingdom 3 
Other 42 42 

Sources: 111 and 204. 
Notes: Country names are as given in sources. 

entity referred to in some cases. 
lt has not been possible to determine the political 
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Table KOR.3 

Physicians who gave HKoreaH as last permanent residence entering the USA each year 

Year 

1956 
1962 
1963 
1964 
1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 

Source: 122. 

Immigrants 

3 
18 
19 
10 
11 
35 
70 
63 

128 
228 
965 
768 

Table KOR.4 

Exchange 
visitors 

247 
291 
217 
277 
157 
106 

Nationality of physicians on register in the Republic of Korea 

Year 

1960 
1961 
1962 
1963 
1964 
1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 

Nationals 
(1) 

7 040 
7 677 
8 918 
8 623 
8 670 

10 435 
11 039 
11 791 
12 692 
13 427 
14 365 
15 541 
16 310 

Non-nationals 
(2) 

24 
27 
33 
26 
25 
29 
33 
33 
35 
38 
39 
48 
53 

Sources: Col. 1: 200; Col. 2:200 for years 1960-1970 and for 1972; 209 for 1971. 



Table KOR.5 w 
00 

Stock, production and emigration of nurses N 

Stock 

New Entering Licensed Registered Found in Found in Year Korean nurses trained Foreign Fed. Rep. 
Total nurses trained graduates USA in USA in Canada of Germany Switzerland 

abroad 
in Korea abroad 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) "CC 
:I: 
....:: 

1960 4 836 4 755 50 31 87 1 
f!l 
("J 

1961 6 360 6 214 115 31 97 1 > z 
1962 8184 7 918 235 40 97 1 2 > z 
1963 7 195 7 100 55 40 138 10 10 0 

z 
1964 8159 8 051 65 43 137 7 1 4 c: 

:,; 
1965 8 898 8 852 46 179 2 10 11 v.> 

m 

1966 9 851 9 796 55 182 17 24 17 ::: 
C5 

1967 10 815 10 754 61 231 24 67 43 :,; 
> 

1968 11 925 11 851 74' 222 59 83 37 ::l 
0 

1969 13 037 12 960 77 226 100 83 46 z 

1970 14 506 14 432 74 258 254 110 48 

1971 16 351 449 ~ 240 102 2 040 19 

1972 19 089 436 61 13 

1973 743 

Sources: Cols. 1, 2, 3, 4, 5, 9, 10: 200; Col. 6: 188; Col. 7: 2; Col. 8:39. 
Note: Cols. 1 to 4 coverage is R. 



Country or area of practice 

Australia 
Austria 
Canada 
France 
Germany 
Hong Kong 
Japan 
Libya 
Netherlands 
New Zealand 
Norway 
Philippines 
Sweden 
Switzerland 
Thailand 
United States of America 
Viet Nam 

Total 

Source: 204. 
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Table KOR.6 

Korean nurses abroad 

1972 

5 

110 
2 

3 004 
3 

53 
2 
6 
1 
9 
3 

13 
15 

1 
649 
26 

3 902 

1973 

20 
203 

3 214 

14 

1 707 

5158 

383 

Note: Country names are as given in source. lt has not been possible to determine the political entity 
referred to in some cases. 



CHAPTER XVl/1 

Saudi Arabia 

1. Dimensions and Directions of Migration 

Saudi Arabia is a pure recipient of physicians and nurses. 

1.1 Physicians 

The situation with regard to the number of physicians in Saudi Arabia 
is somewhat confused. Different sources cite different figures and it is 
not always clear what the coverage is. Even though the actual figures 
may be suspect, the conclusions to be drawn are fairly clear. 

In 1973, there were, according to official sources (200), 938 foreign 
physicians in Government service in Saudi Arabia out of a total of I 081 
such physicians, accounting for 87 %of that total. In 1971 also, foreign 
physicians accounted for 87 % of Government physicians. By 1974, 
the number of foreign physicians in Government Service had risen to 
I 142, making up 90% of the total. Between 1973 and 1974 their number 
had thus risen by 204, although there were 17 Saudi Arabian physicians 
fewer. These figures do not tell the whole story, as is evident from the 
figures in column 2 and column 4 of Table SAA.l. The figures of stock 
in column 2 are of unknown coverage but accord quite well with figures 
for the total number of physicians given elsewhere (see below). The 
figures in column 4 are based on passport statistics and will thus include 
all physicians (presumably not holidaymakers or pilgrims). As it is 
unlikely that foreign physicians will work less than one year in Saudi 
Arabia, it is obvious that the true number of foreign physicians in Saudi 
Arabia in 1974 must have been at least double that given in column 3. 

A study carried out in Saudi Arabia (1 55) gives the total number of 
physicians in Saudi Arabia in 1974 as 2 074, of whom I 826 (88 %), 
were foreign. The location of work and nationality of these physicians 
is shown in Table SAA.3. 

More up-to-date information 1 from one of the authors of the above 
study states that in 1977 there were 4 161 physicians in Saudi Arabia, 
of whom 3 843 (92 %) were foreign. These figures imply a doubling 
of the number of foreign physicians in Saudi Arabia in a span of three 
years. 

1 This information arrived too late to be included in the global analySis. 

- 384 -
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Only one Saudi Arabian physician was traced abroad-entering 
Canada in 1973. According to USA immigration data, 21 physicians 
entering the USA in 1972 gave Saudi Arabia as their last permanent 
residence, but none of them was born in Saudi Arabia. 

1.2 Import of medical education 

Until 1969 Saudi Arabia had no medical school, so that until about 
1975 all Saudi Arabian physicians were foreign medical graduates. No 
information was made available about where the 250 or so Saudi Arabian 
physicians practising in Saudi Arabia in 1974 were trained. Information 
published by UNESCO (175) on foreign students in medical schools 
gives some indication. In 1972/73 they found 170 Saudi Arabian under
graduates in foreign medical schools. In 1973/74 the number was 133. 

Number of Saudi Arabian 
undergraduate medical students in: 

Pakistan 
Federal Republic of Germany 
Austria 
Italy 
Iran 
Other countries 

1972/73 

43 
30 
31 
20 
13 
33 

1973/74 

50 
25 
11 
13 
11 
23 

There were also a very few Saudi Arabian postgraduate students abroad: 
three in the United Kingdom in 1972/73, and two in 1973/74, and one in 
Lebanon in 1972/73. 

There were only six Saudi Arabian undergraduates in the United 
Kingdom in 1972/74 and five in 1973/74. There have been reports, 
however, that in return for financing 40 places at London medical schools, 
Saudi Arabian students were to be allocated 20 places (152). 

The UNESCO figures may well be an underestimate of the number 
of Saudi Arabians studying medicine abroad, as the Saudi Arabian study 
cited above (155) speaks of 659 (605 undergraduate and 54 postgraduate) 
Saudi Arabian students studying medicine abroad in 1974. 

More up-to-date information from one of the authors of this study, 
received too late to be included in the global analyses but added here 
to complete the picture, shows that there were 1 072 sponsored students 
studying medicine abroad in 1977. They were located in the following 
countries: 

Egypt 
Pakistan 

Country 

Federal Republic of Germany 
United Kingdom 
USA 
Other 

Number of students 

474 
226 
173 
136 
34 
29 
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In addition, there were about 300 unsponsored students studying 
medicine abroad. 

1.3 Nurses 

As is the case for physicians, data on nurses, both foreign and Saudi 
Arabian, are incomplete. Stock figures given in Tables SAA.4 and 5 
refer to nurses in Goyernment service only but include male nurses 
(whose training is shorter than that of professional nurses), midwives, 
and possibly also nursing aides. A breakdown by sex was available only 
for 1970; it showed that of the 2 057 nurses in Government service, 
67% were male. About 76% of the total number in that year were foreign. 
In 1974 the percentage of foreign nurses remained practically the same 
(77 %). 

Column 3 of Table SAA.4 shows the number of arrivals of non
national nurses. The figures come from the same source and have the 
same limitations as those relating to physicians. Again it is clear that 
there must be a sizeable number of foreign nurses working for nongovern
ment employers, e.g., the oil companies. This can be confirmed by 
looking both at the nationalities of immigrant nurses in Table SAA.5, 
which do not include any nurses from developed countries, and at the 
advertisements for nurses for Saudi Arabia in the British press which state, 
for example, that "The hospital is staffed by an international team pri
marily from Europe and North America" (126a). 

More up-to-date information from the source mentioned above 
(see 1.1 above), gave the nursing manpower situation in 1977 as follows: 

Total 
Saudi 

%foreign Arabian 

Male nurses 1 1 827 I 280 70 
Female nurses 1 4 622 4 314 93 

Total 6 449 5 594 87 

1 These figures include some non-professionals. 

No nurses from Saudi Arabia were found outside Saudi Arabia. 

2. Characteristics of Immigrants 

2.1 Physicians 

The majority of the foreign physicians in Saudi Arabia come from 
other Arab or Moslem countries. In 1974, the largest single group came 
from Egypt (51 % of all foreign physicians), followed by Pakistan with 
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37 ~~ (this figure may or may not include Bangladesh). The rest came 
mainly from other Middle Eastern countries. There were no physicians 
from developed countries working for the Saudi Arabian Government. 

According to information presented in Table SAA.3, 57% of foreign 
physicians in Saudi Arabia worked for the Ministry of Health, 21 % for 
other official bodies and 22 % in private practice, which presumably 
includes the oil companies. The percentage of foreigners was higher in 
the Ministry of Defence than in the Ministry of the Interior and the 
National Guards, and it was lowest in the Ministry of Education. 

2.2 Nurses 

As was the case with physicians, the majority of the foreign nurses 
in Saudi Arabia came either from other Moslem countries ( 42 % from 
Egypt and 22 % from Pakistan in 1974) or from neighbouring countries. 
The only exceptions were the 11 nurses from India who might well also 
have been Moslem. One-quarter of the foreign nurses in Saudi Arabia 
in 1977 were male. 

3. Factors Influencing Migration 

3.1 Development factors 

lt was shown in the analyses of Part One that migration behaviour is 
allied to the various factors which together determine a country's state 
of development. 

Until recently among the poorer countries of the world, Saudi Arabia 
still has most of the characteristics of extreme underdevelopment, despite 
the fact that its rapidly expanding GNP has enabled it to reap a number 
of benefits of affluence. During the period 1965-1973 GNP per capita 
grew at an average rate of 10.1 % per year; from US $1 190 in 1972 
it rose to US $2 080 in 1974 (91). Although still lagging behind other 
oil-producing countries of the Middle East (Kuwait US $11 640, United 
Arab Emirates US $13 500 and Qatar US $5 830), it is rapidly approaching 
the level of some industrialized countries. Saudi Arabia's economy is 
almost exclusively dependent upon oil. Current revenues from oil sales 
account for almost 95 % of the total Government revenues (174). 

Population figures for Saudi Arabia are somewhat unreliable but, 
according to World Bank and United Nations sources (91 and 211), 
the population in 1974 was about 8 million. Approximately 40% of the 
population is urban, 60 % is rural, semi-settled or Bedouin. About 30 % 
of the population is concentrated in the six major cities. It has been 
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estimated that the urban population will increase from 40 % to 60 % 
of the total in 1985. The population of Riyadh city, the capital, is 
expanding by 7% per annum (155). According to a WHO publication 
(202) in 1971 no reliable vital statistics were yet available in Saudi Arabia. 
A United Nations source (171) gives the following information for 1970-75: 
annual rate of population growth: 2.9 %; gross reproduction rate :3.5; 
life expectancy at birth: 45.3 years. According to another source (155), 
approximately 18 % of the population is under five years of age and over 
44 % under 15 years. The crude birth rate is estimated at 50.0 per 
thousand and the crude death rate at 22.7 per thousand. There is a net 
increase in population of 2. 7 % per annum. 

The overall planning, supervision, control and administration of the 
health services are the responsibility of the Ministry of Public Health. 
The Minister of Public Health, who is a member of the Council of 
Ministers, is assisted in his functions by a Deputy Minister. The Ministry 
of Public Health is organized into three general directorates-adminis
tration, preventive medicine and curative medicine-and two directorates 
dealing with medical and pharmaceutical affairs and training and education 
respectively. Administratively, the country is divided into 10 health 
districts, with a Directorate of Health Services responsible for all aspects 
of health in the districts (202). 

There was a total of 71 hospitals in Saudi Arabia in 1972, of which 
51 were Government-run and 20 were private. The total number of 
beds in 1972 amounted to 9 136 or 11.1 beds per 10 000 population. 
The greatest numbers of beds were allotted to general surgery (1 408), 
tuberculosis and other chest diseases (1 139), neuropsychiatry (I 330) and 
general medicine (I 285). The total number of discharges in 1972 in the 
Government-operated hospitals was 162 877 (211). Aramco (Arabian 
American Oil Company) is the largest nongovernmental source of medical 
facilities in Saudi Arabia. It maintains two private hospitals, provides 
health education and maternal and child health services, and operates 
research centres for indigenous diseases. 

A rapid expansion of medical services is in progress. Under the 
current five-year plan, hospital building is expected to increase the number 
of hospital beds by 11 500-from 14 to 25 per 10 000 population. Forty 
existing health centres are being upgraded, and a further 45 clinics 
established in towns and rural areas (125). 

Health centres are being built throughout the country to meet the 
needs of the population. At present, two kinds of centre exist; the social 
development centres, covering the rural areas, and the social services 
centres, functioning in cities and towns. The centres are planned in such 
a way as to cover not more than 8 000 people each. Most of the 
physicians (at least one to a centre) are contracted from abroad. In 
addition, each centre is known to have at least one nurse of each sex 
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(who are often underqualified in view of the existing nurse shortage). 
The majority of nurses are from abroad, working on a contract basis. 
Only some of the centres have midwives. The total number of patients 
visiting the centres is very high (32). 

3.2 Economic factors 

The influence of economic factors on migration behaviour in Saudi 
Arabia is very direct in that Saudi Arabia had considerably fewer phys
icians than its "sustainable" level-3.0 per lO 000 population instead of 
5.3 per 10 000. In numerical terms, this meant that whereas Saudi 
Arabia had 2 600 physicians in 1974, it could afford to have 4 300, a 
shortfall of some 1 700 physicians. The analyses on which the sustainable 
levels were based assume an average rate of growth in GNP per capita. 
As has been shown in Section 3.1 above, per capita GNP in Saudi Arabia 
is growing much faster than average; the sustainable level thus grows 
faster too. As a result of this large discrepancy, Saudi Arabia is 
experiencing a large inflow of foreign physicians. Unable itself to pro
duce enough physicians but rich enough to employ more than it produces, 
Saudi Arabia is buying manpower. 

Although there is a small private sector, the Government is by far 
the most important employer in Saudi Arabia (see Table SAA.3). Because 
most of the oil revenues go direct to the Government, it can afford to 
spend a considerable amount on health. The increase in expenditure has 
been spectacular. 

Budget allocations for the Ministry of Health and the Red Crescent 
Societies were (125): 

Year 

1970 
1973 
1975 

US$ million 

53 
171 
931 

US$ per capita 

7 
21 

116 

In 1973, Ministry of Health expenditure constituted 2.5 % of total 
Government expenditure (215). Medical treatment and medicine are free 
to Saudi Arabian citizens. 

3.3 Physician and nurse jncomes 

If high GNP based on oil revenues is the cause of physician inflow, 
the means by which Saudi Arabia exerts a pull on foreign physicians is 
by offering high salary levels and other benefits. It is difficult to judge 
whether advertisements placed in the British press are an accurate indi
cation of salaries paid to physicians, but they do show the many benefits 
that are being offered to physicians coming to work in Saudi Arabia. 
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For example, a general practitioner with a minimum of four years 
experience may earn up to US $40 000 tax free. Fringe benefits include: 
free accommodation for either single or married persons, a car, generous 
leave, all fares in and out of the country paid and salaries paid in any 
currency desired. 

Physicians from the Republic of Korea recently contracted by the 
Ministry of Health and Social Affairs for more than two years were 
reportedly receiving a monthly salary of over US $1 100 with 45 days 
paid holiday a year (154). 

According to advertisements in the British press offering trained 
nurses one-year contracts at the King Faisal Specialist Jfospital and 
Research Centre, Riyadh, foreign nurses can earn from about US $800 
per month (tax free), plus generous allowances and leave periods. 

3.4 Imbalances in health manpower 

3.4.1 The health manpower team 

The following information on manpower per 10 000 population in 
1972 was published by WHO (211): 

Physicians (approx.) 2.4 
Male nurses 1.8 G 
Nursing personnel and midwifery 2.8 G 
Dentists (approx.) 0.1 

Another source (1 25) gives the following coverage per 10 000 popu
lation for 197 5: 

Physicians 2.8 
Male nurses 2.3 
Female nurses, staff nurses and midwives 3.6 

The balance between male and female nursing staff is very critical in 
Moslem countries, which suffer from the following paradox: Moslem 
women can be treated only by female health personnel but Moslem 
women are discouraged from working, so that in fact Moslem women 
may become dependent on health care from non-Moslem women. 

According to one study, in addition to the professional categories, 
but encompassing nurses, "there are at present 6 656 paramedicals (medical 
assistants, technicians and nurses), i.e., 10 paramedicals to 10 000 in
habitants. In addition, 1 100 paramedicals are under active recruitment. 
The number of Saudi Arabian paramedicals is 2 344, of whom only 
1 532 (65 %) are qualified (I 394 males and 138 females) with an average 
of eight years of basic education and three years technical training. 
The other 35 % became paramedicals through experience only" (155; 
p. 360). 
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3.4.2 Health manpower production 

Health manpower production in Saudi Arabia is desperately trying 
to catch up with the demand. In this it is suffering from two basic 
handicaps: 

(a) Lack of training facilities. Until 1969 Saudi Arabia had no medical 
school. In that year one school was opened in Riyadh. Another was 
opened in Jeddah in 1975 and one was projected for 1976 in the Eastern 
Province. Enrolment at the Faculty of Medicine of the University of 
Riyadh was 35 in 1969/70, 69 in 1970/71 and 100 in 1971/72-about 30 
new entrants per academic year. In 1975, for the first time, 36 women 
students were enrolled in a special, separate, programme there. 

The King Abdul Aziz University at Jeddah also has a special women's 
section in its medical school. Projected output up to 1990 is 1 100 phys
icians from the Riyadh University medical school and 900 from the two 
other universities combined. These, together with the 248 Saudi Arabian 
physicians in Saudi Arabia in 1974 and the 659 medical students who 
were abroad the same year, will yield an estimated 2 600 Saudi Arabian 
physicians by 1990 (allowing a 10 % attrition rate) (155). 

Recent updating of these figures has led to an estimated production 
between 1977 and 1990 of 2 039 male and I 726 female physicians, making 
a total of 3 765 new Saudi Arabian graduates. These, together with the 
Saudi Arabian physicians in the country in 1977 and those returning 
after qualifying abroad (minus 10 % wastage), will yield an estimated 
physician coverage for 1990 when the anticipated population figure 
would be 10.5 million of between 3.3 and 4.3 Saudi Arabian physicians 
per 10 000 population. This is still short of the sustainable level of 
5.3 physicians. It would seem that Saudi Arabia will be a recipient of 
physicians for some years to come. 

As regards other types of health workers, information on training 
facilities is somewhat outdated. According to the Fourth Report on the 
World Health Situation (202) "A health training institute for male students 
was established in Riyadh in 1959. Subsequently the Government 
opened similar institutes in Jeddah, in 1964, and in Hoffuf, in 1966. The 
latter was moved to Safwa in 1967. These three health training institutes 
provide training programmes for the preparation of sanitarians (two-year 
course), statistical assistants and health assistants (three-year course). 
They altogether had 389 students during the academic year 1967/1968. 
In addition, all three are providing a one-year programme of study for 
male students who are to serve as nursing aides on completion of the 
course. In 1963, a programme for the training of female nursing aides 
was started in the maternity hospital in Jeddah. There are three schools 
of nursing for girls: in Jeddah, Riyadh and Hoffuf. They provide a 
three-year training course, which was attended by 31 students in 1967/68." 
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Enrolment in nursing schools was reported to be 86 in 1969/70, 142 in 
1970/71 and 213 in 1971/72 (200). The health manpower study quoted 
above reports: "By 1990 we need at least six paramedical personnel 
for every doctor or approximately 53 448 male and female medical assis
tants and nurses. Fully 75 % (40 086) of these should be Saudi Arabians 
and about 30 % (12 000) of these Saudi Arabian paramedicals should 
be females. However, with our present capacity in Health Institutes 
and female nursing schools along with our presently qualified Saudi 
Arabian paramedicals we would not achieve more than 25 % of our 
target or even much less in our female training. This may compel us to 
change our educational policy, along with building more Health Institutes 
and female nursing schools. We should also endeavour to break down 
social barriers and encourage more girls to enrol in paramedical training" 
(155; p. j6J). 

More up-to-date information from one of the authors of the above 
study gives a projected output by 1990 of I 682 female nurses, and 
2 887 male nurses and technical assistants. 

The Second Development Plan plans for 5 new nursing schools and 
4 health institutes. 

(b) Lack of suitably qualified candidates for training. Saudi Arabia has 
one of the lowest proportions of trained indigenous professionals in the 
entire Middle East. The literacy rate was reported to be 10 % in 1967, 
but strong efforts have since been made to change this situation. The 
country is experiencing a tremendous school enrolment increase at both 
elementary and secondary school levels, although this is almost entirely 
limited to males. Student enrolment was: 10 % at primary level; 34 % 
at the secondary level and 9 % at the tertiary level (178). Females are 
gradually beginning to receive primary and secondary education in special 
Government-operated schools for girls. The shortage of secondary 
school graduates may be overcome soon. According to the health 
manpower study, "A total of 3 300 boys and girls have been graduated 
from the secondary school, science section, in 1974. This annual num
ber of secondary school graduates will increase by about 30% yearly, 
which altogether does seem to provide a sufficient supply of secondary 
school graduates to meet the demands for doctors as well as for other 
professional persons needed in the Kingdom" (155; p. 361). 

3.4.3 Urban/rural imbalances 

As in other developing countries the health services are not evenly 
distributed, being concentrated in the main cities and less available in 
villages and Bedouin communities. Moreover, there is need for better 
coordination between the various agencies providing health services. 
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In 1970, the 770 physicians and 2 057 nurses in Government service 
were distributed as follows (200). 

Physicians Nurses 

Riyadh 225 555 
Qa~im 42 146 
Eastern Province 87 185 
Northern Province 23 59 
Mecca 75 175 
Jeddah 102 251 
Jizan 28 112 
Medina 53 136 
AI Taif 77 228 
Asir 58 210 

The physician to population ratio was (approximately) 4.2 per 10 000 in 
Riyadh, 2.9 in Mecca, 2.6 in Jeddah and 10.6 in Medina. The overall 
ratio in 1970 was 1.3. For nurses it was 10.3 in Riyadh, 6.7 in Mecca, 

· 6.3 in Jeddah and 27.2 in Medina. The overall ratio was 3.4. 
The health manpower study concludes: "A major problem in meeting 

the health needs of the population over the next 15 years is the pro
vision of health services to rural areas. Doctors will not work in rural 
areas as they are underutilized and professionally isolated. Para
medical personnel will work in rural areas. They must be given appro
priate training so they may serve the preventive and primary curative 
needs of the estimated 2. 7 million rural population in 1990" (155; p. 361 ). 

4. Consequences of Migration 

For Saudi Arabia, the consequences of health manpower immigration 
are almost wholly beneficial. Unable to produce the manpower it needs, 
Saudi Arabia is able to use its oil revenues to attract foreign manpower. 
Although there are some complaints about language problems, Saudi 
Arabia has gained a measure of physician and nurse coverage it could 
never have achieved with indigenous manpower. 

In economic terms, the 1 826 foreign physicians in Saudi Arabia in 
1974 represented a gain in investment in medical education of some 
US $18 million and a gain in physician coverage of 2.3 per 10 000 
population. 

5. Policy 

During the past few years there has been an intensive campaign for 
the recruitement of foreign physicians and nurses. Advertisements in 
certain journals in the United Kingdom, for example, indicate that 



394 PHYSICIAN AND NURSE MIGRATION 

attractive salaries and benefits are being offered to foreign physicians 
and nurses (see Section 3.3 above). 

Work in specified rural areas is compensated by a special allowance 
of between 10% and 20% of basic salary. Additionally, physicians receive 
between US $85 and US $145 per month for transport for personal 
(leisure) purposes. Transport facilities during working hours are pro
vided for both physicians and nurses (99). 

Before being issued with a licence to practise, graduate physicians 
must work, under qualified staff, in a country hospital for 12 months. 
The same regulations apply to Saudi Arabian nationals and foreigners, 
holders of foreign medical qualifications. Physicians who studied on 
Government scholarships must work in Government services for five 
years (206). 

Table SAA.1 

Stock of physicians and number of foreign physicians arriving each year 

Year 

1961 
1962 
1963 
1964 
1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 

Government 

(1) 

280 
318 
395 
489 
510 
525 
640 
663 
686 
770 
789 
817 

1 081 
1 268 

Stock 

Total 

(2) 

2000 
2 600 
3 000 

Number of Arrivals of 
non-nationals non-nationals 

(3) (4) 

236 
267 
220 
534 
145 
231 

1 298 
1 186 
1 321 

688 

938 
1142 

Sources: Cols. 1, 2 and 4: 200; col. 3: for 1971, 209; for other years, 200. 

Arrivals 
as a percentage 

of government 
stock 

(4) -7- (1) 

(5) 

84 
84 
56 

109 
28 
44 

196 
173 
172 

Notes: Coverage of cols. 1 and 3 is G and does not include the Ministry of Defence. Col. 4 is based 
on passport statistics. Coverage of col. 2 is unknown, probably an estimate of T. 
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Table SAA.2 

Stock of physicians by country of citizenship 

Citizenship 1973 1974 

Saudi Arabian 143 126 

Egyptian 377 588 
Jordanian 34 33 
Palestinian 11 18 
Lebanese 3 1 
Syrian 24 25 
Iraqi 8 6 
Sudanese 11 9 
Pakistani 412 418 
Indian 45 36 
Other 13 8 
Total foreign 938 1 142 

Source: 200. 
Notes: Coverage is probably G. 

Table SAA.3 

Number of physicians by location of work and nationality, 1974 

Nationality 

Saudi Arabia Other Total 

No. % No. % No. % 

Ministry of Health 143 12 1 031 88 1 174 57 
Ministry of Defence 15 7 204 93 219 11 
Ministry of Education 19 22 66 78 85 4 
Ministry of Interior 2 7 28 93 30 1 
National Guards 8 7 104 93 112 5 
Private practice 61 13 393 87 454 22 
Total 248 12 1 826 88 2 074 100 

Source: 155. 
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Table SAA.4 

Stock of nurses and number of foreign nurses arriving each year 

Number of Arrivals of Arrivals as 
Year Stock non-nationals non-nationals percentage New graduates 

of stock 
(1) (2) (3) (4) (5) 

1960 632 
1961 749 
1962 807 353 44 
1963 780 336 43 
1964 908 234 26 13 
1965 987 407 41 3 
1966 1 267 161 13 2 
1967 1 614 242 15 3 
1968 1 811 9 
1969 1 845 1 581 86 3 
1970 2 057 1 567 1 430 70 26 
1971 2 253 1 492 66 21 
1972 2 268 1 666 73 34 
1973 2 962 2 308 
1974 3 179 2 457 
1975 4 234 

Source: 200. 
Notes: Coverage of cols 1 and 2 is G, and includes male and female nurses and midwives. Col. 3 is 

based on passport statistics. Col. 5 does not include male nurses. 

Table SAA.5 

Stock of nurses by country of citizenship 

Citizenship 1970 1973 1974 

Saudi Arabian 490 654 722 

Egyptian 911 1 026 
Jordanian 334 342 
Palestinian 262 264 
Sudanese 135 141 
Pakistani 498 529 
Syrian 75 69 
Yemeni 37 36 
Indian 15 11 
Lebanese 8 8 
Ethiopian 18 18 
Other 13 13 
Total foreign 1 567 2 306 2 457 

Source: 200. 
Notes: Data include midwives. Coverage unknown, probably G. 
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CHAPTER XIX 

Summary and findings* 

Summary 

Around the year 1972 there were at least 140 000 physicians located in 
countries other than those of which they were nationals or in which they 
had been born or trained. This number is equal to 6 % of the world's 
physicians at that time. On average a number equal to an eighth of the 
world production of physicians migrated annually. About 86 % of all 
migrant physicians traced were found in only five developed countries: 
Australia, Canada, Federal Republic of Germany, United Kingdom, 
and United States of America. Not all recipient countries, however, are 
rich and industrialized. A number of poor countries rely heavily on foreign 
physicians, notably those in Africa without (or until recently without) 
medical schools. There is also a sizeable flow of physicians and nurses 
into the oil-producing countries, chiefly from other developing countries 
of Asia and Africa. 

The flows reached peak dimensions in the late 1960s and early 1970s. 
In 1963, foreign medical graduates accounted for a tenth of all physicians 
in the USA; by 1974 they accounted for a fifth. The number of foreign
born physicians in the United Kingdom increased by nearly 4 000 between 
1966 and 1970. The direction of the flows changed over time. Whereas 
in the 1950s and early 1960s migrant physicians came predominantly 
from developed countries, more recently they have come predominantly 
from developing countries, and particularly from those in Asia. 

The developed countries of the world were found to have gained nearly 
90% of the world's migrant physicians and supplied about 44% of them. 
Within the developed group, European countries supplied 35 ~~ of all 
migrant physicians but gained only 23 %, whilst Canada and the USA 
together gained 62 % and supplied only 7 %- The developing countries 
gained only 11 % of all migrant physicians but supplied 56 %. By far the 
largest single donor of physicians was India, followed by the Philippines. 

• Data sources, caveats and definitions are as given in the body of the report. 
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For many physicians migration is not a simple move from country A 
to country B. Many use complex paths, entering their ultimate desti
nation through other countries that act as way stations. As a result, it is 
often difficult to trace the origins of migrants. 

As well as importing or exporting physicians, some countries import or 
export medical education. About a tenth of all FMGs in the USA 
are native-born United States citizens who went abroad to obtain their 
medical degree. In 1972/73 about 7 % of all medical students were 
studying outside their country of origin. The largest national groups 
involved came, in order, from Greece, the USA, and Jordan; the largest 
numbers of foreign students were studying in Italy, Spain, France, Argen
tina and Belgium. Whilst three-quarters of all foreign students were 
studying in Europe, about a third of all students came from Asia. A large 
number of students came from Arab countries, mostly to study in Europe 
-about a tenth of them in Eastern Europe. Chief host to United 
States students in the Americas was Mexico; chief host to other students 
was Argentina. Information on postgraduate students was poor. 

On average, each year some 15 000 nurses left their country of origin or 
training and entered another country. In terms of the total number of 
nurses, this number is not large-less thari 0.5 %. It is estimated that 
not more than 5 % of all the world's nurses are outside their country of 
origin or training. The chief recipients of foreign nurses are, in order, 
the USA, United Kingdom, Canada and the Federal Republic of Ger
many. The chief donors of nurses are the Philippines, the United Kingdom 
(although not all United Kingdom-trained nurses are natives of the United 
Kingdom), and Australia. As regards changes in the direction of migration, 
the trends for nurses are the same as those for physicians, with increasing 
numbers coming from Asia in recent years. Nurses are even more un
equally distributed around the world than physicians, a fact that is reflected 
in migration patterns. The developed countries of the world received 92% 
of the migrant nurses traced by the study but also supplied 60 % of them. 
The developing countries supplied 40 % of the nurses and received 8 %. 
Among these, the main recipients were the oil-producing countries. 

Not all physicians and nurses migrate. Very little is known about 
what predispose.> some individuals to react to given stimuli by migrating 
whilst others decide to stay at home. For most FMGs, the decision to 
go to the USA was taken before or soon after they had completed under
graduate studies, but their decision to remain in the USA came after a 
stay in the country. Those who left the USA tended to return to their 
country of medical education, mostly to teach medicine. The more 
advanced the FMG was in his training, the greater his tendency to 
remain in the USA. 

Regarding the characteristics of migrant physicians, information is 
available only on FMGs in the USA and on foreign-born physicians in 
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the United Kingdom. In both cases, they constituted an essentially 
younger population than their native counterparts. The youngest consisted 
largely of Asians and the oldest of Europeans. The proportion of women 
among FMGs in the United States was over twice as large as that among 
USMGs, but reflected the proportion of women among physicians in 
the donor countries. FMGs, like their native counterparts, were largely 
engaged in direct patient care, but proportionately more of them than of 
the USMGs functioned in a hospital setting. FMGs inclined more 
toward research and less toward administration than did USMGs. 
Foreign physicians in the United Kingdom were also concentrated in 
hospital services where they were over-represented in the junior grades 
and under-represented in the higher grades. They tended to select 
specialties which were unpopular with British physicians. 

Very little is known about the characteristics of migrant nurses as a 
whole. In the United Kingdom they tended to fill gaps left by indigenous 
nurses in such areas as psychiatric hospitals and hospitals for acute 
conditions, and tended to be concentrated in the larger metropolitan 
areas. 

The international migration of physicians and nurses is the result of 
the interplay of various forces operating at both ends of the migratory 
axis, i.e., the so-called push and pull factors. Given the presence of 
either push or pull factors, the poorer the country, the bigger the loss or 
gain, relative to domestic stock. In the case of physicians the basic push 
factor in the donor countries is that they have more physicians than 
they have the economic capacity to employ. This push factor has its 
counterpart in the pull factor in the recipient countries which have fewer 
physicians than they have the economic capacity to employ and therefore 
become lands of opportunity for physicians from abroad. This relation
ship seems to hold for developing and developed countries alike. The 
number of physicians a country can afford to employ is shown to depend 
primarily on its overall level of affluence (its GNP or GDP), but also 
on the way income is distributed among the population and on the pro
portion of national income devoted to health. 

Many developing countries have greatly expanded the output of 
physicians over the past 20 years. Where such countries already had 
more physicians than they could satisfactorily employ, further outflows 
resulted, mainly to the developed countries, which had not expanded their 
output despite the fact that a large part of the economic demand for 
physicians remained unsatisfied. 

Much of the education being provided in developing countries is 
not relevant to the health needs of the majority of the people in the 
country concerned but is modelled on the education being provided 
in developed countries. Some medical schools are worse offenders than 
others in th1s respect. The overproduction of highly skilled manpower 
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is rcflect~-d in a lack of middle-level manpower in general and of nursing 
personnel in particular. 

Whilst income differentials between donor and recipient countries 
play a role in the sense that they determine the directions of migration, 
low income per se does not seem to constitute a push factor. There is 
also no evidence to link urban/rural maldistribution of health manpower 
directly to migration. The language in which physicians are taught tends 
to influence the directions in which they subsequently emigrate. Physicians 
and nurses from Commonwealth countries are more likely to migrate to 
other Commonwealth countries; those from countries outside the Com
monwealth tend to migrate to non-Commonwealth countries. 

The consequences of migration are not at all clear. There is a school 
of thought that holds that, because donor countries produce greater 
numbers of highly skilled manpower than they have the economic base 
to employ, physicians from these countries migrate to countries where 
they can be gainfully employed and the world as a whole gains. Whilst 
this is true on a global level, migration does constitute an economic drain 
on the donor countries in terms of the money and resources invested in 
the training of such manpower which could have been used more appro
priately in other ways. It has been estimated, for example, that the 
loss of the Philippines' emigrant physicians constitutes a lost investment of 
some US $100 million, over twice the annual health budget of the Phi
lippines. On the basis of the somewhat unrealistic assumption that 
emigrant physicians would have found employment at home, it is possible 
to calculate losses in terms of physician coverage per 10 000 population 
or of the time taken to replace the emigrants, and to relate these losses 
to need. The impact of a given migratory flow is different in magnitude 
between the donor country and the recipient country and is different 
again if either of the countries involved is a donor-recipient. 

On a global scale, migration aggravates national or regional inequalities 
in health manpower coverage only very slightly. No evidence was 
found to support the theory that emigration affects urban/rural differen
tials in coverage within donor countries. It was found, however, that 
in the United States immigrant physicians tended to congregate in already 
well served areas and thus to exacerbate differentials. 

Whilst many coilntries have attempted to control migration, the 
policies and practices in highly developed countries have always been 
more effective to this end than have those in developing countries. This 
was demonstrated in the United States after the 1965 changes in immi
gration laws. Whether the restrictive measures introduced in recent 
years in the Canada, the United Kingdom or the USA will diminish 
the flows remains to be seen. Policies at the donor end have tended to be 
restrictive rather than preventive, and have for the most part been inef
fective. The' international recognition of medical and nursing quali-
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fications (see page 172) acts .as a facilitating mechanism which ensures 
that physicians and nurses wishing to leave their country can usually 
find a market for their skills somewhere in the world. International 
agreements such as those of the European Economic Community, of 
the Andean Pact countries and of the Mediterranean States also facilitate 
migration. 

Findings 

1. The migration of physicians and nurses is not a random phenomenon; 
movement takes place only if there are push factors present in the donor 
country as well as pull factors in the recipient country. 

2. Whether a given country experiences migration of physicians depends 
critically on the relationship between the number of physicians it has and 
the number it can afford to employ. 

3. For each level of affluence there would seem, under free-market 
conditions, to be a corresponding number of physicians that a country 
can sustain, i.e., for whom there is an economic demand and hence 
employment. 

4. When a country has more physicians than the sustainable number, 
it tends to experience emigration of physicians, and when a country has 
fewer physicians than the sustainable level, it tends to experience immi
gration of physicians. 

5. Within the overall constraint of total affluence, the number of phys
icians a country can employ can be increased slightly in two ways: by 
decreasing the inequality of income distribution among the population 
and hence putting the price of hea,lth services within the reach of more 
people, or by devoting a higher proportion of national income to health. 

6. The number of physicians a country can afford to employ, i.e., the 
sustainable number, is completely unrelated to the need for physicians' 
services. A surplus of physicians can exist side by side with a crying 
need for health care. 

7. Among countries that are subject to push factors, the poorer the 
country, the greater is likely to be its loss relative to domestic stock, and, 
conversely, among countries that are subject to pull factors, the poorer 
the country, the greater is likely to be its gain relative to domestic stock. 

8. Countries that already have more physicians than they have the 
economic base to employ, and nevertheless continue to produce more, 
risk new outflows. Conversely, countries that have fewer physicians than 
they can afford, and still restrict production rates, invite further inflows. 
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9. In many developing countries the overproduction of physicians 
results from the fact that the demand for medical education is completely 
unrelated to the demand for physicians' services in the same country. 
The demand for medical education may, however, be derived from the 
demand for physicians' services elsewhere in the world. 

I 0. In many developed countries the underproduction of physicians 
stems from the restrictive practices of the medical profession. 

11. Emigration tends to be associated with a high degree of specialization 
by physicians, probably because a surplus of physicians vis-a-vis the 
economic demand for their services itself leads to overspecialization. 

12. In many developing countries medical education is modelled on 
developed country patterns. This is thought to encourage migration and 
certainly facilitates it. 

13. Physicians tend to migrate more from countries where the ratio of 
nurses and nursing personnel to physicians is low. 

14. No evidence was found to substantiate the theory that income 
differentials, either between physicians in the donor and physicians in the 
recipient country or between physician income and other incomes within 
the donor country, cause physician migration. When a country has a 
surplus of physicians, low physician incomes are merely symptomatic 
of a low demand for physicians' services. 

15. Nurse migration paths and patterns tend to be different from those 
of physicians and more akin to those of skilled manual workers. Nurses 
tend to move shorter distances, make less permanent moves and remit 
more of their earnings home. 

16. Income differentials may play a role in nurse migration. 

17. The maldistribution of physicians and nurses between the urban 
and rural areas in any country appears to be related to afftuence, but 
there is no discernible relationship with migration behaviour. In recipient 
countries, immigrant physicians and nurses tend to aggravate urban/rural 
differentials in coverage. 

18. The teaching of medicine in a language other than that spoken in 
the country does not seem to be associated with high migration rates. 
There is, however, a strong link between the teaching language and the 
language spoken in the recipient country, i.e., language tends to influence 
the direction of physician migration. 

19. When a physician emigrates from a country where there is a surplus 
of physicians the significance of his loss to the country lies not in the 
services he may never have been enabled to provide, but in the resources, 
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physical, financial and human, which went into his training and which 
could have been more profitably employed elsewhere, e.g., in the pro
duction of cheaper, more appropriate forms of health manpower. 

20. In recipient countries the availability of a constant supply offoreign 
trained, and hence cheap, health manpower leads to complacency 
with regard to effective health manpower planning. 

21. Policies and practices in the recipient countries with regard to 
migration are more effective in determining the volume and direction 
of migration than are policies and practices in the donor countries. 

22. Restrictive policies in donor countries are ineffective and give rise 
to discontent and resentment among health professionals. 

23. Repatriation schemes, unless linked to more basic preventive 
measures, tend also to be ineffective. 

24. International agreements promoting the international recognition 
o( medical and nursing qualifications facilitate and, possibly, encourage 
migration. 

25. There is no universal cure for migration. The measures that a given 
country needs to take will depend uniquely on the push or pull factors 
at work in that particular country. 



CHAPTER XX 

The wider perspecti.ve 

Introduction 

Inherent in the findings presented in the preceding chapter and 
therefore also in any intervention that might be designed is the notion 
that tho.! migration of physicians and nurses is the result of a hierarchy 
of stimuli. Some of the factors that act on the individual who, if not 
forcibly expelled or retained, has to make the final decision between 
staying and leaving, were discussed in Chapter Ill. Here it seem<; appro
priate to focus on two higher levels, namely: 

- the health system, who;;e policies, structure, and institutions 
determine the individual's potential or actual situation in the 
system; and 

- the society, whose structure, form, and performance are instru
mental in shaping the factors that influence the health system 
and, in turn, the individual. 

Since the designing of a long-term and comprehensive strategy to 
overcome the problems that underlie migration is essentially the task of 
international bodies and national administrations, it is logical to begin 
with the broader set of stimuli, i.e., those at the societal level, as a pre
requisite to understanding why certain situations have been evolving 
with respect to the health system and, in turn, the individuals within 
that system. 

The Societal System 

Evidence suggests that the excessive migration of physicians and 
nurses, like that of other kinds of manpower, whether highly educated 
or not, is largely conditioned by, and therefore a symptom of, political, 
economic, and social imbalances in the world system. The recognition 
of this notion should not, however, obscure the fact that the world 
consists of countries at varying levels of development and afftuence and 
that the flow of manpower is not only from the poorest to the richest coun
tries but from poorer to somewhat richer countries. Thus, for example, a 
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country like Jamaica, which is much poorer than Canada and considerably 
richer than some of the islands surrounding Jamaica, is both a donor 
of physicians to Canada and a recipient of physicians from the islands. 
At the higher level of the income scale, an example is the United Kingdom, 
which is a donor of physicians to Canada and the United States of 
America, both richer than the United Kingdom, and a recipient of 
physicians from much poorer countries such as India, Nigeria and 
Pakistan. 

There are also considerable numbers of health personnel from high
income countries to be found in low-income countries, e.g., physicians 
from the USSR serving in a number of African countries, physicians 
and other professional health workers from France reported to be on 
bilateral aid programmes in Algeria, and USA nurses serving abroad 
as members of the United States Peace Corps. Such movements cannot, 
for the most part, be considered as migration in the orthodox sense. 
Rather, they represent a form of technical assistance aimed at effecting 
a better balance in the world system. The recipients in such instances 
are, for the most part, poor countries that have no medical school. 
Finally, there is an increasingly important movement of health personnel 
to a number of oil-exporting developing countries such as Saudi Arabia. 
The personnel involved come mainly from poorer developing countries. 

The above notwithstanding, the predominant flows of health manpower 
have been toward the wealthiest and most industrially developed market
economy countries and reflect an international political and economic 
order in which the weaker economies are subordinated to the priorities 
of the stronger ones. Moreover, the poorer the country, the greater the 
impact of migration. Given a country that is subject to push factors, 
the poorer it is, the greater is likely to be its loss relative to domestic 
stock, and, conversely, given a country that is subject to pull factors, 
tile poorer it is, the greater is likely to be its gain relative to domestic 
stock. 

While theoretically migration can be controlled by action taken at 
either end of the flow, it has been shown that in practice it is the action 
taken at the recipient end that effectively controls the size of the flows. 
That this is so has been strikingly demonstrated by the tremendous vol
ume of flow to those affiuent countries which opened their gates widely 
to foreign physicians and nurses during the 1960s. It is highly probable 
that such countries will just as effectively curb the inflow through the 
more recent legislation they have enacted to that end. Conversely, 
it appears that most of the restrictive policies tried by donor countries 
have proved ineffectual and have merely served to increase discontent 
and resentment among health professionals. Moreover, repatriation 
schemes that were not accompanied by improvements in the conditions 
from which the professionals initially fled, have also been ineffective. 
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While the volume of migration into a particular country can be 
regulated by that country, this does not necessarily-and certainly not 
automatically and immediately-alter the driving forces in the donor 
country, forces which largely have their origins in the inequalities at the 
international level. It is clear, therefore, that it is ultimately by reducing 
the gross inequalities between nations that the root determinants of large
scale migration will be removed. 

In the above context it is important to note the extent of inequality 
at the international level. In 1972, the industrialized market-economy 
countries, with only 17 % of the world's population, accounted for two
thirds of the world's output of goods and services. They control, of 
course, an even larger share of the world's manufacturing, research, and 
scientific capacity. At the other extreme, a quarter of the world's popu
lation lived in countries where the average annua' income per capita was 
less than US $200 and where total output accounted for less than 3 % 
of the world total. If China were included, it would mean that nearly 
half of the world's population received less than 7 % of the world's 
income (98). 

While in 1973 the per capita GNP in the developing world was just 
over US $300, it is important to note that in a number of countries it 
was less than half that amount, e.g., in Bangladesh, India, Pakistan, and 
Sri Lanka-all heavy donors of health manpower. The magnitude of 
the poverty in these countries can be better gauged if one considers that 
per capita GNP in the USA during the same period was US $6 200 (91). 

In absolute terms, the income differentials at the international level 
have been widening rapidly over the last few years, partly as a result of 
the sudden rise in petroleum prices and its repercussions on export markets 
and the prices of fertilizers and foodstuffs, and partly because in 
many countries population has been growing faster than national 
income. 

The gross disequilibrium at the international level is matched by a 
similar phenomenon at the national level. In most developing countries 
the richest 10 % of households typically receive about 40 % of personal 
income, while the poorest 40 % receive 15 % or less, and the very poorest 
20% receive about 5 % (98). This inequality within countries appears 
in several respects to derive from the extensive inequality between 
countries. In the broad areas of international interaction, i.e., trade, 
technology transfer, private investment, monetary arrangements, military 
activities, and aid, as well as in the way the international system of nego
tiation and agreement operates, the constraints are such that the poor in 
many countries have little if any opportunity to share in whatever benefit 
might accrue to the country through international transactions (92). 

The implications of the above regarding the migration of highly 
trained health manpower is that the purchasing power of large segments 
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of the population is so low that they cannot afford, either directly or 
through insurance schemes, the services of health manpower whose edu
cation and, therefore, utilization are costly. In countries that produce 
more such manpower than their economies can sustain, the result is the 
unemployment or underemployment of a proportion of such health 
personnel, many of whom are obliged to migrate if they wish to use the 
skills in which an investment was made. The employment opportunities 
that do exist in countries with a surplus of physicians tend to be extremely 
unattractive-low pay, poor working conditions, situation in rural areas, 
etc. However, when a poor country does not have a surplus of phys
icians, low physician income does not seem to cause migration. When a 
country has a surplus of physicians, low physician incomes are merely 
symptomatic of a low demand for physicians' services relative to the 
supply of physicians. It is the latter factor that seems to determine 
migration. 

Since the end of the Second World War, the increasing affluence in 
some of the highly industrialized countries of the world has led to rapidly 
increasing demands for services of all sorts, including those for personal 
health care. The increasing cost of such care-due inter alia to the use 
of highly sophisticated technology involving expensive equipment and 
to the diversion of considerable funds for research-has been largely 
at the expense of domestic health manpower production. The resultant 
gross imbalance between the demand for personal health care and the 
supply of health manpower has led to a wide opening of the door to 
physicians and nurses from abroad. That such manpower may have 
been obtained at virtually no cost to the importing countries forms a 
part of the story of the asymmetric relationships between nations. More
over, the availability of a constant supply of ready-trained and cheap 
health manpower has led to a complacency with regard to effective 
health manpower planning and allowed the migration phenomenon to 
gain an impetus that may be difficult to halt. 

The period since the Second World War has also been one of political 
liberation in the Third World-over 80 new nations emerged and over 
I 000 million people became independent. With political independence, 
however, such nations were not automatically liberated from their econ
omic dependence on rich countries-a dependence rooted in the inter
national system of institutions created largely by the industrialized 
countries, not least to protect the life styles to which their societies had 
become accustomed and to which the Third World had perforce made a 
highly significant contribution. The question of who was dependent on 
whom during the era of colonialism has not been fully answered, but the 
fact remains that the liberated nations-left with limited financial re
sources, a dearth of trained national manpower, an inadequate infra
structure, and limited opportunities to use internally the raw materials 
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they had-were far from achieving the economic independence needed 
to complete and secure their political independence. 

While there are signs that the Third World is gaining momentum in 
its search for collective economic security, large segments of that world 
continue to live in abject poverty. To lay the blame for this continuing 
situation entirely on the affluent market-economy countries would be 
unfair, given that political autonomy does allow power holders in even 
poor countries considerable room for manoeuvre as regards the choice 
of a feasible path to national development. One of the poorest and most 
populous countries of the world appears to have effectively demonstrated 
this. 

Although the governing elites in virtually all Third World countries 
have generally proclaimed themselves in favour of raising the living 
standards of the poor masses, their strategy for development has favoured 
the privileged few. Many conceived the objectives of development in 
terms of living standards of the developed countries and assumed-as 
did the entire United Nations system during the First Development 
Decade-that widespread poverty and employment problems in the 
developing world could be overcome by measures to accelerate overall 
economic growth, irrespective of the path pursued to that end. While 
GNP per capita grew exceptionally fast during the 1960s in most devel
oping countries, growth tended to be concentrated in relatively limited 
parts of the economy, mostly those using capital-intensive techniques. 
Such techniques did little to increase total employment and had few links 
with the traditional rural sector or the informal urban sector, which 
between them account for by far the greater part of the employment 
potential in most developing countries. As a result, the benefits of 
growth, and in particular opportunities for productive employment, 
have gone mainly to a very small segment of the total population (98). 

During the past decade, international organizations and agencies 
have done extensive research on the link between income distribution 
and employment, choice of technologies, labour-intensive public works, 
population policies, the relevance of education and training, international 
trade and migration, specific rural and urban employment and poverty 
problems, and multinational enterprises and their impact on employment, 
to name but a few. One result of such research has been the current 
focus on a development strategy that includes measures aimed at both 
economic growth and the redistribution of income and wealth. Such 
a strategy lies somewhere between that advocated by the old school of 
development theorists-who focused only on growth and mainly through 
trade-and that being advocated by the dominance/dependence theor
ists-who see the world system as being geared to the systematic exploi
tation of poor (dependent) countries by the rich (dominant) ones and 
envisage development as proceeding only under a regime of almost total 
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autarky-economic, political, and military, but particularly in relation 
to private investment and assistance. 

The extent to which any strategy aimed at improving the lot of the 
poor can be implemented is primarily a question of who wields political 
power, what the wielders of power perceive as being their interests, and 
how free they are to manoeuvre. Among the major factors likely to be 
in play in this regard are: the resistance of the upper and middle classes 
to any subtraction from their own incomes and their power to direct the 
lion's share of public resources to services and production patterns that 
meet their own needs; the isolation of the very poor from the political 
or administrative processes and their inability to organize themselves 
and collectively press for a response to their needs; and the low capacity 
of the relevant public agencies to interpret the situation of the most 
deprived groups and to effect a transfer of resources to those groups 
without excessive proportions being siphoned off by intermediaries. 

The Health System 

The pattern of income and wealth distribution within a country both 
reflects and determines the pattern of consumption of goods and services, 
including those related to health. In many developing countries the 
pattern related to health imitates that of the industrialized market-economy 
countries. This is evident in the types of health manpower produced, 
the manner in which they are educated and trained, where and how they 
are employed, the types and quantities of non-labour resources provided, 
e.g., buildings, equipment and money, and the way the latter are dis
tributed. While this similarity to developed country health care patterns 
has its roots in the old colonial links, many of the new countries, once 
independent, rejected all forms of simplified health care (e.g., the dressers 
of India and the licenciate doctors of Pakistan) and proceeded to model 
their educational and service institutions on those in the more techni
cally advanced countries. That their health problems were essentially 
different from those of the latter was not taken into account. Whatever 
may be the reason for this, the eagerly sought and just as eagerly provided 
support and guidance from foreign agencies are not to be ignored. 

The nature of the evolution of the health professions and services in 
most parts of the developing world and the role of foreign agencies in 
that evolution appear to be largely conditioned by two elements, one 
social and the other structural. The social element is that the power
holding elite in the countries concerned largely share the values and tastes 
of affluent societies and are thus willing partners in the perpetuation of 
the patterns of production and consumption in those societies. This 
elite includes not only the economic elite, i.e., those who are in the upper 
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income brackets, and those who control the distribution of income and 
wealth, but also the health elite (to some extent a part of the economic 
elite), including decision-makers in the health sector, health planners, 
health administrators and, last but not least, certain categories of pro
fessional health personnel, e.g., physicians, dentists, and health researchers. 
The decisions made by these groups-on policies, technology, adminis
tration, and resources-are based on the needs of that layer of society to 
which these groups are exposed and whose life-styles induce a pattern 
of illness that is not representative of the country as a whole but highly 
resembles that of affluent societies everywhere. The pattern of disease 
of the elite would thus receive priority in the country's health services 
and teaching institutions. The fact that most students and teachers, 
especially those in medicine, are recruited from this segment of the 
population compounds the problem. Add to this the fact that, to a 
large extent, this segment of the population also owns or controls the 
institutions that produce health manpower as well as those that deliver 
health services. 

The structural element conditioning the evolution of the health pro
fessions and services is the competitive advantage that foreign agencies 
have in marketing their technology and the vigour with which they pro
mote the acceptance of such technology in the developing world. Almost 
no country can resist the temptation of an expensive and sophisticated 
teaching hospital whose facilities are designed for the treatment of rare 
diseases and whose teaching/learning processes are oriented to health 
care in conditions of comfort and luxury that the majority of people 
cannot afford. Moreover, health workers, once accustomed to such 
technology, find themselves unable to work in more primitive settings 
and unwilling to deal with the ordinary diseases afflicting the masses. 
It is significant that in no country where physicians are trained according 
to developed country models will they work voluntarily in rural areas. 
The resultant urban concentration is present in all such countries, re
gardless of the prevailing migration pattern. Moreover, the poorer the 
country, the higher the degree of urban concentration. Nor do immigrant 
physicians and nurse<; alleviate the problem in recipient countries. On 
the contrary, they seem to make it worse. 

Imported technology can but reflect the values and tastes of the 
exporting country. To the extent that this is so, it becomes less relevant 
to the priority health needs of people in the importing country. Health 
personnel trained by means of and for the further use of such technology 
become largely irrelevant themselves. Where more of such personnel 
is produced than can be used, the excess migrates to where its skills can 
be afforded and its professional and economic expectations met. More 
often than not, the exporter of the technology thus becomes the recipient 
of physicians and nurses suited to its own requirements. 
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While the poor stand to gain little from much of the technology 
transferred, there are others who do benefit, e.g., the providers of the 
technology including the multinational corporations which either sell 
directly to the countries concerned or maintain within them subsidiary 
firms that produce commodities for internal consumption, the academ
icians and research workers in the affiuent countries who use the devel
oping world as happy hunting grounds for credits in teaching and research, 
the academicians and research workers in the developing world who 
receive research grants, fellowships, and subsidized travel abroad for 
study and meetings of experts, the medical practitioners who seek concrete 
compensation for the time and effort they invested in their specialized 
training, and the small segment of the population that can afford health 
care involving sophisticated technology. 

In terms of programmes, personnel, institutions, and structures, 
several options have been open to those responsible for and concerned 
with the health systems of their countries. In many cases, however, 
the "edifice complex" has prevailed and resulted in the construction of 
prestigious teaching hospitals that endeavour to produce health manpower 
to meet some obscure, ill-defined, but allegedly "high and international" 
standards of excellence. Throughout much of the developing world, 
national health administrations have aspired to such standards of excel
lence, if for no other reason than to have their medical schools achieve 
"international recognition" -i.e., recognition by the affiuent countries 
of the West. Rather belatedly, many are beginning to question whether 
the achievement of such standards and, therefore, of international recog
nition has much to do with achieving health in the broad sense. More 
are beginning to realize that international recognition of a medical school 
implies neither more nor less than that the products of such a school 
possess qualifications that are negotiable in the international market 
for skills. Few of those possessing such qualifications can resist the 
temptation of testing their worth in that market. For thousands, the 
first step toward that end has been to sit foreign qualifying examinations. 

The fact that the possibility of migration has ensured that medical 
graduates from poorer countries have access to the countries where an 
insatiable demand has (until recently) existed has meant that the demand 
for medical education has continued to remain buoyant quite regardless 
of employment opportunities at home, and nearly always quite regard
less of health manpower plans. 

In many developing countries the overproduction of physicians results 
directly from the fact that the demand for medical education is com
pletely unrelated to the demand for physicians' services in the same coun
try, but is derived from the demand for physicians' services elsewhere in the 
world and from the glamour associated with holding an internationally 
recognized degree in a medical specialty. In this way international 
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agreements promoting the international recognition of medical and 
nursing qualifications compound the problem by facilitating and encour
aging migration. 

While medical schools continue to expand regardless of health man
power plans, in practice most such plans would not act as a brake because, 
in many countries, they continue to focus on the training of ever greater 
numbers of the usual categories of health workers, without due consider
ation of the priority health problems and the social and economic con
ditions of the masses who need health care. In such countries, health 
manpower development can only be viewed as an end in itself rather 
than as a means to improving a society's health. Both the shortages of 
health manpower in the recipient countries and the surpluses in the donor 
countries reflect, among other things, the lack of coordination both 
within the health manpower system and between that system and the 
health service system. The result of this lack of coordination is that 
health manpower plans are either deficient or non-existent, resulting in 
education programmes that are irrelevant to a country's health problems, 
overproduction or overtraining of certain categories of health personnel, 
and inefficient management of the health manpower available. 

For a country to keep producing health manpower in excess of what 
it can afford is a gross waste of time and money. When a physician 
emigrates from a country where there is such a surplus of physicians, the 
significance of his loss to the country lies not in the services he may never 
have been enabled to provide, but in the resources (physical, financial, 
and human) that went into his training-resources that could have been 
more profitably employed elsewhere, e.g., in the production of cheaper, 
more appropriate forms of health care. 

Sometimes excess production is planned expressly with a view to the 
export of health manpower in exchange for other benefits. Where this 
is the case, the system of education becomes increasingly alienated from 
the needs of the people in the country concerned. Unless measures to 
counteract this trend are taken, the result can only be a decline in the 
health of the society. 

Health is an essential factor in the development process, acting both 
as an instrument for development and as a product of development. 
The complex interrelationship between health and other socioeconomic 
factors makes it inappropriate to isolate health, and thus the phenom
enon of health manpower migration, from the rest of the development 
process. National administrations concerned about the outflow of 
health manpower will need to seek long-term solutions. Such solutions 
will, of necessity and at the minimum, involve a revision of policies 
concerning the supply, distribution, productivity, and utilization of 
health manpower. 



CHAPTER XXI 

Conclusions 

NoTE: The discussion and conclusions that follow relate, for the most part, 
to physicians and nurses equally. Both populations are included in the terms 
health manpower, health workers, and health personnel wherever used. In some 
instances, it was necessary to single out the physician population, i.e., when the 
discussion was either totally inapplicable or only marginally related to nurses. 
It is also to be noted that, because total nurse migration in relation to the total 
stock of nurses is negligible and because the number of countries involved to 
any appreciable extent is relatively small, there may be a tendency to focus less 
on nurses than on physicians. 

The migration of health manpower has been shown to be the result 
of the interaction of pull forces in recipient countries and push forces 
in donor countries. To curb migration, therefore, one or both of these 
forces need to be overcome. While the elimination of pull forces in 
countries where they currently exist can effectively curb immigration to 
those countries, it will not solve the problem for the donor countries 
because it is unlikely to have any effect, at least not in the short run, on 
the push factors in those countries. Such push factors, if they can no 
longer be accommodated by migration, can lead to an explosive situation. 
Nor can the elimination of pull factors in some countries prevent their 
emergence in countries previously devoid of them. As recent history 
has shown, certain traditionally poor countries are becoming rich. Thus, 
there will always be pull factors somewhere in the world, i.e., there will 
always be countries that both need and can pay for additional professional 
manpower, particularly physicians. To the extent that this is so, health 
manpower in countries where push factors exist will be at risk of mi
gration. Therefore, the only measures that can have any hope of resolv
ing the migration problem for donor countries are those that aim at 
eliminating or neutralizing the push factors in those countries. 

In the case of physicians, apart from political upheavals which account 
for a certain proportion of migration, the most important immediate 
push factor in the majority of donor countries, particularly the devel
oping ones, appears to be the overproduction of physicians relative to the 
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effective economic demand for medical services. For each country where 
this is the case, the obvious initial conclusion would therefore be: 

• Produce only as many physicians as the country can afford or, 
alternatively, take the necessary steps to increase the local demand 
for the amount and type of medical services implicit in the quantity 
and quality of the physicians produced. 

The above conclusion implies a number of measures aiming at over
coming the causes of overproduction or, alternatively, the causes of low 
economic demand for medical services. Such measures are the subject 
of the discussion that follows. 

In any health system one of the major components is health manpower. 
Because health personnel constitute that part of the health system which 
is most at risk of migration (more so certainly than health facilities and 
equipment), the measures that countries need to take are largely con
cerned with them-i.e., the development and implementation of policies 
and plans for the appropriate categories of health manpower and the 
amounts of each required, the production (education and training) of 
health manpower, and the utilization and management of health manpower 
-which together constitute the health manpower process of any 
country. 

By definition, appropriate health personnel are those most suitable 
(in quality and quantity) for doing the work that needs to be done in 
order to achieve a specified health objective at minimum social and eco
nomic cost. The types of health personnel and the quantities of each 
that may be appropriate for a given country will depend on both its 
priority needs and its resources. Because the latter vary from country to 
country, the composition of the health manpower force will also need to 
vary. In the case of most developing countries, it is obvious that pro
portionally large numbers of physicians trained at an enormous cost 
and to a level of sophistication that goes far beyond the needs of the 
masses do not fall into the category of appropriate health manpower. 
For the cost of training one such physician, most developing countries 
could train, for example, some 20 medical assistants, each of whom could 
provide perhaps over three-quarters of the services demanded of a phys
ician and at a cost considerably below that of a physician. Moreover, 
the nature of the training of such personnel would render them more 
willing to work in rural areas and less prone to migration abroad. 

In the past, there has been a tendency to regard the use of non
professional health manpower as a second-best approach to health care
one that should be used only where funds are limited and should not be 
considered as really desirable for the long term. As the case studies in 
the preceding sections have shown, such a short-sighted approach has 
led to the depletion of many useful categories of non-professional health 
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workers in areas where professional staff are either unwilling to go or, 
even if willing, unable to function efficiently. This tendency has not 
been confined to developing countries. Even in developed countries 
it is now recognized that a feasible system of primary health care cannot, 
in the long run, be based predominantly on the services of personnel 
who not only are costly to produce and to utilize but also have received 
a training geared essentially to sophisticated secondary and tertiary 
rather than primary health care. In the light of the foregoing, the second 
conclusion is: 

• Plan for the amount and categories of health manpower appro
priate to what needs to be done, taking into account that projections 
for health manpower requirements need to be formulated in the 
context of both overall economic projections and the anticipated 
health budget, in the context also of the social, political, and physical 
infrastructure, and with a knowledge of the magnitude of the private 
health sector relative to the public health sector. 

Health personnel can serve a country's priority needs for health care 
only to the extent that the education and training they receive focus on 
technology (content, methods, facilities, equipment, etc.) oriented to 
such needs. At present in most developing countries physicians parti
cularly are being trained according to so-called international standards 
but ones based, in fact, on patterns of disease and of health care in 
developed countries that are, for the most part, highly irrelevant to local 
needs. The underlying motive for this can hardly be other than a desire 
on the part of teaching institutions and students to receive international 
recognition-in reality, recognition by developed countries of the West. 
The awarding of degrees that are accorded such recognition can well 
be viewed as practically the awarding of an international passport. A 
reversal of this trend is imperative if the country as a whole is to benefit 
from the physicians it trains. A shorter and more relevant training, 
ending with an appropriate qualification but not necessarily one that is 
internationally recognized, would not only improve the performance 
of the physicians so trained but would also effectively curb migration. 
It would most likely also depress the enormous demand for medical 
education caused by the considerable status accorded to physicians who 
are internationally marketable. 

Irrelevant education often extends beyond the level of basic medical 
education and manifests itself in specialization. Students go abroad in 
search of sophisticated postgraduate qualifications and are often encour
aged to do so by misguided policies on the part of national educators. 
Fellowships, for example, are often awarded to individuals on the strength 
of their personal desire to qualify in a given specialty-often an esoteric 
specialty that has little relevance to local needs. The fellowship pro-
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gramme of a country could become a powerful tool in bringing about 
the needed reorientation of education. 

In the light of the foregoing observations concerning irrelevant edu-
cation and training, the third conclusion is: 

• Reorient education and training programmes for the health pro
fessions so that they are in consonance with the country's own priority 
needs. In this regard, make sure that the technology (facilities, 
equipment, and teaching/learning objectives, content, and methods) 
used in the programmes is conductive to such consonance. Ad
ditionally, reallocate the considerable national and international 
resources available for fellowships in a way that will ensure that 
fellows receive appropriate training. Where possible, ensure that 
fellows attend national institutions rather than go abroad for study, 
it being understood that national institutions themselves need to be 
strengthened and oriented to local needs. A significant proportion 
of the resources currently spent on advanced training abroad could 
more profitably be invested in strengthening local institutions and 
developing their organization. 

Health manpower trained improperly can hardly be expected to be 
utilized properly. In other words, health manpower trained almost 
exclusively to provide secondary and tertiary care using sophisticated 
techniques, equipment, and facilities will find it difficult to provide care 
in less sophisticated settings. Actually, however, in those countries that 
produce, for example, more physicians than the demand for sophisticated 
secondary and tertiary care warrants, the physicians whose services are 
not demanded in this respect do one of four things: they provide services 
that could more appropriately be provided by other health workers (who 
would be less costly to train and maintain); they provide largely unneces
sary services, among them sophisticated diagnostic and therapeutic pro
cedures; they waste considerable time in waiting for patients to demand 
their services; or they go abroad. For the country concerned, all such 
behaviour constitutes improper utilization of health manpower. 

While the improper utilization of health personnel is largely due to the 
manner in which such personnel are trained, it is also due in part to poor 
or non-existent health manpower management. The main concerns of 
health manpower management are the formulation of manpower em
ployment and utilization policies, the monitoring of manpower require
ments, the geographical, institutional and specialty allocation of man
power, staff supervision and continuing education, the provision of 
incentives and opportunities for career development, performance evalu
ation, and the provision of the logistic support necessary for efficient 
manpower use. Thus, health manpower management is concerned with 
all matters related to the employment, use, and motivation of all cat-
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egories of health workers, and its aim is to increase coverage of the health 
services system, to increase the retention rate of health personnel, and 
to optimize their productivity. Given the need for greater productivity 
and, therefore, for good management, the fourth conclusion is: 

• Develop health manpower management capacity. To this end, 
start with the development of a national corps of teachers of manage
ment and, through them, introduce the elements of good manage
ment into the content of basic education and training programmes for 
the health professions and of continuing education programmes, both 
those on the job site and those in other settings. 

In most countries, the three basic components of the health manpower 
process (planning, production, and management) are uncoordinated. 
Equally uncoordinated are the health manpower process and the health 
service process. The result is that the producers of health manpower, 
particularly the producers of physicians, act with little regard to the 
existence of plans for either health services or health manpower. Unwit
tingly or not, they appear to view the production of health manpower 
as an end in itself, their main concern being to accommodate the demand 
for education, and their least concern being whether the numbers and 
types of health manpower produced are either needed or demanded by 
the population. 

While in theory the production of professional health manpower is 
under the control of the ministry of education (or, in some countries, the 
ministry of health), in practice it is more often than not under the control 
of universities, many of which enjoy a great deal of autonomy. Univer
sities are often under the strong influence of professional associations, 
which have their own vested interests. In addition to public training 
agencies and programmes, there are frequently private teaching insti
tutions, each with its own policies and objectives. This fragmentation of 
control and diversity of interests has led-in many developing countries
to what might best be called "the overproduction of irrelevance". Con
versely, it is noteworthy that, in certain developed countries, the lack 
of coordination between health manpower planning and health manpower 
production has led to the underproduction of professional health man
power, particularly physicians, in relation to demand. With over
production on the one hand and underproduction on the other, the 
stage was set for the performance of the migration scenario. 

In order to help countries to ensure that their health services will be 
run by teams of appropriately trained health workers, WHO is promoting 
the HSMD concept (i.e., Health Services and Manpower Development) 
which, in essence, calls for the integration of the different functional 
elements of the health services and health manpower sub-systems into 
a unified and comprehensive system aiming at the provision of health 
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services that are directly relevant to the priority health problems of the 
population as a whole. As a further promotion of this concept, therefore, 
the fifth conclusion is: 

• Assess the pertinence of the concept of an integrated development 
of health services and health manpower to the national setting, and 
examine the ways in which the concept can be translated into a practi
cal mechanism of coordination adapted to national social, political, 
and institutional structures. 

No country can really rely on another country to solve its problems, 
including the migration problem, which is merely one of a number of 
undesirable symptoms of the managerial deficiencies which the above 
proposals are meant to overcome. Therefore, the sixth conclusion, 
simply stated, is: 

• Rely on yourself. 

Self-reliance does not mean, however, that a country should barricade 
itself and set up a complete state of autarky. Communion with the 
outside world can be healthful for sovereign and autonomous countries, 
provided that the judgment they exercise takes into account the priority 
needs of their society as a whole. Most of the problems that need solving 
are common to many countries and are amenable to solution by concerted 
effort. What are not common-at least not in equal proportions in each 
country-are the resources needed to solve problems, e.g., manpower, 
money, and technology in the broadest sense of the term, i.e., equipment, 
facilities, and knowledge. However, each country-even the poorest in 
economic terms-has marketable resources. Those resources, even if 
they happen to be such intangibles as principles, concepts, experiences, 
and other forms of knowledge, can be traded for other needed resources. 
What is more, within each country, resources of various types are scat
tered in varying degrees among a number of institutions and among 
programmes within institutions. More often than not there is little 
exchange of resources among such institutions and programmes, and 
seldom, if ever, are such resources pooled in efforts to formulate and 
implement a cohesive set of national policies and plans for health devel
opment. The seventh conclusion, therefore, is: 

• Create a national network of technical cooperation among local 
institutions and programmes, and develop a mechanism of technical 
cooperation with other countries by the formation of links between 
national networks or individual components thereof. 

Health is both an instrument for and a product of social and economic 
development. An unhealthy society is an unproductive society; an 
unproductive society is incapable of furthering social and economic 
development. Just as coordination of effort among those responsible 
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for the various components of the health sector is essentially lacking, 
so is coordination between that and other sectors of the economy. This 
lack of coordination and, one might add, of realism at the pinnacles 
of national power has led to a chain of equally uncoordinated and un
realistic behaviour at all levels of health-development management. 
Given this situation, it naturally follows that the eighth conclusion 
woulb be: 

• Plan for health development as a whole-but plan together and 
with other development planners; plan on the basis of a mutually 
agreed upon and realistic set of policies, goals, objectives, and targets; 
plan with a clear understanding of the political, social, economic, and 
physical constraints involved; and plan with the full knowledge that 
some constraints will never be overcome but that an awareness of 
such constraints and their being taken into account will help to make 
plans more realistic. 

Policies and plans, however coordinated and realistic they may be, are of 
no significance unless they are implemented. Thus, the last conclusion is: 

• Implement the policies and plans designed, keeping in mind that 
implementation requires as much coordination and realism as does 
policy-making and planning and that evaluation of progress and plan 
adjustment in the light of unforeseen constraints are essential com
ponents of plan implementation. 

By no means do the above conclusions reflect novel notions. In 
political, economic, academic and other forums, as well as in a multi
plicity of publications and documents (among them many produced by 
the World Health Organization), there is a plethora of discussion concern
ing decision-making, planning, management, problem-solving, coordi
nation, appropriate health technology, technical cooperation, etc. It 
might even be presumed that the concepts and principles developed in 
this regard are sound-but until they can be truly tested in such an open 
and ramified system as the health system, their soundness can only be 
presumed. What would be novel is, if, on the basis of the concepts and 
principles developed in more recent years, the conclusions given above 
were to be given practical application. 

The above broad conclusions (together with the unstated hierarchy 
of multiple but narrower conclusions implicit in each) find their justi
fication in the fact that, as shown in Chapter V, a number of donor 
countries have unsuccessfully tried either to curb to or compensate for 
the outflow of health manpower by a variety of ad hoc measures including 
the withholding of passports, the bonding of personnel for services in 
hardship areas, the banning of foreign qualifying examinations on national 
territory, and the offering of incentives to personnel either to remain in 
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or to return to the homeland. One could therefore supplement the above 
positive conclusions with a number of negative ones, including the fol
lowing: 

• Do not withhold passports unless you want to create greater 
discontent and encourage illegal migration on the part of those you 
cannot employ in the manner in which they want to be employed. 

• Do not waste energy on banning foreign qualifying examinations. 
This is an empty gesture, since physicians bent on migrating will 
travel to neighbouring countries to sit such examinations. 

• Do not try to make the salaries of health professionals competitive 
with those of their counterparts in rich countries, unless you want to 
put the services of such personnel out of the reach of even larger 
segments of the population. If anything, devise ways of increasing 
the purchasing power of such populations so that they can afford 
the services of health personnel, whose salaries in donor countries 
-at least in the case of physicians-have been shown to be as much 
as I 0 to 40 times higher than that of the population generally and 
higher still than that of the masses in the lowest income group. 

• Do not design repatriation schemes that leave the conditions 
from which health manpower fled in the first instance equal to or 
worse than what they were before the flight. When a country reaches 
the point where it can afford its expatriates, most are likely to return 
of their own accord, given that ties with family, culture, and home
land are not easily broken. This notion may not hold in the case of 
political refugees, unless political differences between them and their 
homeland have been reconciled. 

• Do not coerce professional health personnel to work for a specified 
period of time in hardship areas unless the rule applies equally to 
all, unless the support needed to allow them to perform well is pro
vided, and unless a system of career development is open to them. 
Where coercion under such conditions is found to be feasible, make 
sure that the personnel are distributed in such a way that their quali
fications have relevance to the particular health problems of the area 
concerned. Coercion without the above types of assurances will 
only postpone the date of migration. The provision of such assur
ances will make coercion unnecessary. 

• Abandon the notion that the only way to solve health problems is 
by constantly increasing the supply of physicians, i.e., by focusing 
on having "enough" physicians. In affluent countries the notion of 
enough has no limits, while in many poor countries more than enough 
seem already to have been produced. Increasing the aggregate supply 
of physicians cannot alone solve such problems as the inability of 
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patients to pay for services, the unavailability of physicians where 
they are needed, or the unavailability of other health personnel for 
work that physicians are not interested in doing. 

While all these conclusions concern donor countries, most of those in 
the first set are equally applicable to recipient countries, since the im
balance between the supply of and the demand for health manpower-but 
in a sense obverse to that in donor countries-is due largely to uncoordi
nated and unrealistic planning for health services and health manpower 
development. As can be seen in Chapter V, most of the large recipient 
countries, such as the United States of America, the Federal Republic 
of Germany and the United Kingdom, are fully aware of what needs 
to be done and have, indeed, begun to take steps to reduce their reliance 
on foreign health manpower. These changes are bound to have reper
cussions in donor countries, particularly those where the massive export 
of health manpower has constituted a measure of relief from unemploy
ment problems. 

At the risk of being repetitious, it must again be stated that health 
manpower migration, like most migrations, is basically only a symptom of 
deeper problems and that the desire or need to migrate is bound to lessen 
as these problems are resolved. .This being so, it is not enough for donor 
countries merely to lament the migration, to wash their hands of the affair 
by laying the blame entirely on the recipient countries, and to continue 
requesting more migration studies. There are good reasons to believe 
that the donor countries have failed to utilize what is already well known 
about migration as a basis for decision-making. This failure may well 
be due to a lack of national will to tackle the underlying problems. 

As regards the major recipient countries-particularly the affluent 
industrialized countries-there appears to be a great reservoir of moral 
concern about their role in the loss of skilled manpower from the developing 
world. While it would be gratifying to think that such moral concern 
could be the primary force inducing the major recipient countries to help 
the donors in overcoming the problems underlying migration, the fact 
remains that there are even stronger reasons for doing so-the main 
one being the growing political and economic power of the developing 
world and thus the broader interdependency between the developed and 
the developing worlds. 

At a time when many basic assumptions about the world economic 
order are being challenged and the developing world is assuming a stronger 
role in the shaping of international institutions, there is good reason to 
believe that the self-interest of the affluent countries can be secured only 
if it is merged with a growing enlightened regard for the global interest. 
The general structure of international politics and economics will no 
longer make it practical for the developed countries to attempt uni-
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laterally to arrange, on their own terms and in their interest solely, the 
major issues between them and the developing world. Thus, as regards the 
migration issue, it is not sufficient that the major recipient countries 
individually and unilaterally take measures-as they are doing-to curb 
the inflow of physicians. Such measures will not automatically and 
immediately solve, for the donor countries, the problems underlying the 
migration, one such problem being the overproduction of physicians to 
meet the export market-a market which the major recipient countries 
either explicitly or implicitly have stimulated over the past decade. 
Through bilateral negotiations and in the context of the new concept of 
technical cooperation, perhaps a more mutually beneficial approach to 
regulating health manpower migration may be found. International 
agencies such as WHO could play an important role in such negotiations, 
the objective being to ensure that international technical cooperation, 
and not least in the field of basic and applied research, is addressed to 
the needs of the developing world-needs that relate not only to compel
ling disease problems but to the strengthening of national institutional 
lcapacities both to train appropriately and to employ appropriately the 
health personnel needed to cope with such health problems. 



CHAPTER XXII 

The role of WHO 

While the designing and implementation of a plan of action to in
fluence migration in the desired way is essentially the responsibility of 
each Member State willing to undertake such an activity, WHO may be 
in a position to cooperate in this undertaking in a number of ways: 

(a) By the promotion of country health programming (CHP), which 
is a process designed to identify priority health problems ofprime concern 
to countries in the context of their development plan, to specify targets 
in these problem areas, to translate targets into health development pro
grammes to be accomplished during a plan period through the identifi
cation of activities, resource needs and organization required to attain 
these objectives, and to implement, evaluate and reformulate such pro
grammes on a continuing basis. Throughout the procedures a strong 
emphasis is placed on the interaction between the health sector and other 
sectors in the socioeconomic field. 

The practical arrangements for CHP will obviously vary according 
to country situations, but two aspects of the process remain constant and 
immovable. It is a national undertaking and it is a continuing process. 
Governments may request WHO to assist in introducing CHP in their 
countries. Such assistance takes the form of support in the application 
of the methodology and is provided through the participation of a mini
mum of WHO staff. WHO is also prepared to give assistance in the 
detailed formulation and implementation of priority programmes when 
so requested by the Government. Obviously, WHO programme coordi
nators are at countries' disposal on a continuing basis for any assistance 
required in connexion with CHP. 

(b) By helping countries to improve their health manpower planning, 
production and management along the lines indicated in the preceding 
chapter. WHO has recently published a book (78a) which outlines most 
of the approaches that might be used in tackling the issues involved. A 
more specific set of guidelines on health manpower planning is to follow. 

(c) WHO is also planning to develop an international programme for 
training in health management. The programme aims at cooperation 
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with and between countries so that they may achieve self-reliance in 
health management training and improve the management of health 
development. It is based on the notion that a programme for manage
ment training will be more effective, allow greater flexibility in the sequence 
and pace of learning, and enlarge considerably the capacity to train large 
numbers of health personnel, if learning opportunities: 

(i) are problem- and learner-oriented; 
(ii) include self-learning opportunities; and 

(iii) are provided through a system of continuing education linked to 
job requirements and, to the extent possible, at the job site. 

The proposed programme is envisaged as a cooperative effort carried 
out through a network of institutions and national, regional and inter
regional actions. 

(d) As regards the problem of migration more specifically, it is envis
aged that the role of WHO as a whole could be that of: (i) coordinating 
and supervising the work being done in the Member States of the respec
tive region and cooperating with each regarding such matters as the 
formulation of a detailed plan of operation, fund-raising, the selection 
of national institutions to undertake the necessary work, the preparation 
of reports of country-based operations, and the designing of an inter
vention strategy; (ii) collaborating with those United Nations bodies 
involved in activities directed at the problem of brain drain, with a view 
to developing a concerted approach to resolving this problem. It is 
understood, for example, that UNCT AD, which has carried out two 
studies on the economic aspects of the brain drain, is undertaking other 
relevant activities-all with a strong accent on policy analysis and for
mulation. One of these consists of an examination, in selected countries, 
of the scope, objectives and efficiency of past and present policies regard
ing the brain drain. The other aims at setting out the main elements of 
a framework for the development of a comprehensive policy (at inter
national, regional and subregionallevels) on the brain drain; (iii) partici
pating fund raising if called upon and acting as a liaison between countries 
desiring to establish technical cooperation agreements with other coun
tries; and (iv) collecting and disseminating information on all aspects of 
health manpower. Regarding the latter, of particular importance would 
be: (i) statistical data on health manpower, e.g., on supply, production, 
distribution, needs, migration; (ii) information on changes in legislation 
regarding the migration of the population generally and regarding 
health manpower specifically; and (iii) information on other policies and 
practices and on changes in socioeconomic conditions that may be expected 
to influence the health manpower situation. 
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ANNEX 

Country-based operations1 

The primary objectives of country-based operations are seen to be: 
(a) to design and implement, through the health system, a feasible 

programme of action to modify in the direction desired the pattern of 
migration of physicians and nurses; and 

(b) to develop a plan for monitoring the movement of professional 
health workers into and out of the Member State, in order to strengthen 
the information base for planning the supply, distribution, utilization, 
and productivity of health manpower. 

The instrumental objectives are: 
(a) to identify the forces determining migration in the Member 

State; 
(b) to examine those measures which the Member State has already 

taken or plans to take in order to modify its pattern of migration, and 
to ascertain the actual, or potential, effects of such measures; and 

(c) to outline a set of options for modifying the Member State's pat
tern of migration in the desired direction, each option being described in 
terms of: 

(i) the problem on which the option will centre; 
(ii) the positive achievements as well as the negative side-effects to 

be expected; 
(iii) the elements (political, economic, social, etc.) that enhance the 

probability that the option will be accepted and successfully 
implemented, as well as those that diminish this probability; 

(iv) the estimated span of time within which perceptible results are 
expected to be achieved; and 

(v) the resources needed to implement the option. 

Three outputs are envisaged in connexion with activities at country 
level. These outputs, which would be produced by the national staff 
of the country concerned, would be as follows: 

1 Country-based operations are necessarily discussed in very general terms in this annex. To make them 
country-specittc will require examination of the particular country's migration and the prevailing local circum
stances. 
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ANNEX. COUNTRY-BASED OPERATIONS 439 

(a) A description of the current health manpower situation. 
(b) A description of the policy-making process relevant to health 

manpower planning, production, and utilization. 
(c) A set of intervention options. 

The discussion that follows concerns the above, in the order given. 

A description of the health manpower situation 
In order to achieve the primary objective of country-based operations, 

i.e., the designing and implementation of a programme of action to 
modify migration, the point of departure would be the knowledge gained 
through the WHO migration study. One of the first steps, therefore, 
would be to clarify the particular country situation in the light of this 
knowledge. This would be done through the examination of additional 
documentation and by interviews with individual researchers as well as 
with well-informed personnel in government departments and in pro
fessional, educational, and other institutions or agencies 

The purpose of the above activity would be to gain a clearer picture, 
statistically and otherwise, of the current health manpower situation. 
Additionally, it would be important to identify trends in the health 
manpower situation over the past 15-20 years. An examination of 
relevant legislation and policies in existence during those years could 
provide valuable insights as to how the current situation had developed. 

It should also be possible to project the current situation into the 
future, assuming the combination of existing trends and of existing and 
planned policies. This might reveal a potential deterioration (or improve
ment) of the situation-a datum that would form the basis for potential 
interventions. In situations where recently introduced policies are 
likely to influence the levels of migration either directly or indirectly, the 
emphasis will be on their possible effects on the health care system. 
With respect to a new policy, it might be that: 

(a) some of the assumptions on which it was based were no longer 
valid, e.g., forecasts of health manpower demand, recruitment, and 
wastage might not have turned out as expected; 

(b) certain accompanying actions recommended or anticipated when 
the policy was formulated had not yet been implemented; 

(c) some of the implications of the new policy had not been foreseen, 
and unexpected consequences were beginning to emerge; and 

(d) certain anticipated consequences had not materialized, e.g., the 
increase in the supply of physicians had not resulted in a more equitable 
distribution of physicians, so that physician/population ratios in some 
areas were as poor as ever. 

As a result of actions that certain major recipient countries are taking 
or planning in order to curb the inflow of health manpower, some donor 
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countries may be faced with an even greater supply of health manpower 
that they cannot economically absorb. It may be necessary in such 
instances to deal with the resulting problem of unemployment (or under
employment). 

Although earlier parts of this report contain some general observations 
regarding the consequences of migration for both donor and recipient 
countries, their relevance to the country in question would have to be 
assessed as a prerequisite to the designing of any action. Authorities 
are unlikely to want to do anything about migration unless it is shown 
to have deleterious effects that are not offset in other ways. 

A description of the policy-making process 

The purpose of understanding the policy-making process-i.e., of 
identifying the relevant organizations and learning how they function 
and how policies are developed, and by whom-is to gauge the possi
bilities for implementing the various intervention options that might be 
proposed. The activities involved would be an extension of those 
described in the foregoing subsection. 

Any existing information on policy formulation could serve as a 
basis for discussions with individuals at various levels of decision-making 
in the relevant organizations, institutions, government departments, etc. 
The knowledge gained in this respect could be supplemented by that 
gained through a careful analysis of the published statements of relevant 
decision-makers. 

In essence, this part of country-based operations might consist of: 
(a) a description of the process of policy formulation as it pertains to 

health manpower, including current and anticipated stresses or cleavages 
at various levels of decision-making; and 

(b) an analysis of the factors that might constrain the implementation 
of certain intervention options and the manner in which such constraints 
might be circumvented. 

A set of intervention options 

Devising an intervention strategy is essentially a problem-solving 
activity. An approach which explicitly recognizes the circular nature of 
most problem-solving is as follows: 

(a) The starting point for the process is the identification of an issue 
(problem) for which an intervention is thought to be desirable. Alterna
tive expressions of the issue are explored and the purpose of an inter
vention clarified before proceeding to a tentative formulation of the 
nature of the issue. 

(b) The possible dimensions of an intervention are ascertained; alterna
tives are considered and any information on their possible effects 
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sought out; the range over which any alternative might extend is investi
gated; and, on the basis of these, the scope for intervention is established. 

(c) The feasibility of the intervention is then explored in the context of 
its connexion with other areas of policy, the constraints imposed by 
such policies, and the possible consequences of the intervention. This 
should lead to an understanding of what the appropriate next step 
might be. 

(d) In the initial stages of such a process, the next step will almost 
certainly be that of further exploring the ramifications of the intervention 
with respect to other areas of the policy system. Such exploration 
will largely be based on the previously gained knowledge about the 
policy system. 

(e) These explorations will almost certainly lead to a shift in the per
ception of the issue and to its reformulation. A further iteration of the 
cycle may point to the need for further investigation into some of the 
factors underlying the current situation as well as for a better under
standing of the policy system. 

(f) Any linkages between different interventions should emerge from 
such a process, and as time goes on it will become possible to prepare an 
intervention package-a strategy of action-for consideration by officials 
of the relevant government departments and other agencies. 

The framework for designing interventions 

An attempt has been made to conceptualize the designing of an inter
vention strategy. For this purpose, two approaches have been followed. 
The first is a flow model, Figure A.l, which indicates the pressure points 
at which intervention might be effectively applied. 

Intervention points in a health career model 

The model depicted in Figure A.l shows the dynamics of health 
manpower development and the points in the health worker's career 
at which decisions to migrate can be influenced. The model serves to 
categorize interventions (social actions) in a specific hypothetical country, 
country i. These interventions (identified in the model by roman 
numerals I to IX) affect the size both of the manpower states (identified 
by encircled arabic numerals I to 5) and of the flows between these states, 
two of the states being outside country i, i.e., in country j. The flows 
are labelled FI to F4. The model illustrates the following points: 

(a) All flows are bi-directional, and interventions are required to 
convert these to essentially unidirectional flows in the desired direction. 

(b) The two groups of health manpower stock to be considered, i.e., 
medical and nursing personnel, are categorized according to the roles 
assumed by these personnel. In country i, five such roles are identified 
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area of the model, which describes the health manpower planning function 
operating in country i, health system requirements are twofold, namely: 
(i) those determined by the way in which resources, both human and 
material, are actually allocated within the health system (organizational 
requirements), and (ii) those determined by health problems as measured 
by health indicators (health care needs). 

(e) The model can be used to assign each variable to a particular state, 
flow, or social measure (intervention). Flows are viewed as being con
ditioned by volumes within the various states, by the opening or closing 
of flow valves, and by the setting of thresholds. 

{f) The designing of interventions would be based on the diagnosis 
deriving from an assessment of the health manpower market in terms of 
supply and demand for physicians and nurses in relation to health system 
requirements. The relationship can be seen in the following hypothetical 
situations: 

(i) A discordance between stock and organizational requirements 
would affect F2 and F3 and call for consideration of the following 
interventions: 

Ill: change organizational requirements; and/or 
IV: reallocate health resources functionally and geo

graphically to accord with organizational requirements, 
and monitor the process; 

VI: change retirement, relicensure, or service requirements; 
VII: change retirement amenities and unemployment 

insurance policies; 
VIII: change regulations regarding migration. 

(ii) A discordance between stock and health care requirements 
would affect F2 and F3 and call for consideration of interventions 
IV, VII, and VIII as above as well as of an additional inter
vention, namely, V: reallocate health resources functionally 
and geographically to accord with health care requirements. 

(iii) A discordance between health system requirements, however 
determined, and the pool of persons eligible for training in 
medicine and nursing would affect Fl, which, in turn, could 
create either of the discordances mentioned above. The following 
interventions could be considered: 

I: change general education requirements for entry into 
professional education programmes; or 

II: change the rate of matriculation into professional 
education programmes; or 

IX: change regulations regarding the migration of students 
into and out of the country. 
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Intervention options 

The second approach to the design of an intervention strategy concerns 
the intervention options open to decision makers. Table A.l presents 
a list, which is not necessarily exhaustive, of various interventions that 
have been or could be used by policy-makers in order to change migration 
patterns with respect to their countries. As has been demonstrated in 
this report, not all the interventions have had the expected results, nor 
is it possible to select any one intervention or group of interventions and 
expect it to have the same effect on migration patterns regardless of the 
circumstances in which the country finds itself vis-a-vis some of the 
factors highlighted in Chapter Ill, which play the more crucial roles in 
determining migration patterns. Thus, for example, the effect of increasing 
the basic professional training capacity (policy factor E.l) will depend 
on whether the country has a shortage or an excess of professional man
power in relation to the sustainable level. The probable effect of any 
single intervention is determined by the multiplicity of factors at work 
in the country and it is essential that the choice of an intervention strategy 
be preceded by a thorough analysis of the country situation such as that 
described above. The matrix shown in Table A. I is intended as a frame
work, or aid, for such an analysis, in that it provides a checklist of 
interventions that are open to policy-makers, as well as for an assessment 
of actions that may have been taken in the past. The list is not a list 
of recommended interventions-in fact, it contains also those inter
ventions which were shown in Chapter V to have been completely in
effective. It includes some interventions which have been implemented 
in countries, some that have been proposed by observers of the migration 
phenomenon, and some that have been felt to be logical and relevant 
propositions for certain patterns of migration. The major components 
of the matrix are: 

(a) the objectives toward which national policy might be directed; 

(b) the populations of health manpower on which policy might focus; and 

(c) various policies (interventions) that might be considered. 

The use of Table A.l may be explained by the following example. 
If the policy objective is to discourage the emigration of graduates seeking 
or having specialty training (i.e., manpower target population PG), decision
makers will need to examine the various policy factors listed in the left
hand column to see which might have a bearing on the objectives to be 
achieved and to see whether and how the relevant ones should be changed 
(condition or direction of policy) ; it will be necessary to keep in mind 
that changes in certain policy factors will affect other policy factors and, 
indeed, other policy objectives. Each of the main elements of the matrix 
is further discussed below. 
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Policy objectives 

While there is a generalized concern that the health sector of a country 
may be adversely affected by the excessive migration of professional 
health personnel, there also appears to be tacit agreement that it is entirely 
legitimate, in the short run, for countries to facilitate (or at least not 
obstruct) the emigration of such personnel in order to increase the inflow 
of foreign currencies from their nationals working abroad. There is 
also the realization that emigration from some countries may serve as a 
safety valve until a more effective demand for professional health per
sonnel is developed. Furthermore, some credence is given to the notion 
that a relatively free interchange of health personnel may benefit the 
world as a whole. In view of these considerations, interventions can be 
directed to one or another of four broad policy objectives regarding 
migration, i.e.: 
(a) to discourage emigration-with a view to improving the health 
manpower resources of the country; 
(b) to encourage emigration-with a view, for example, to earning 
foreign exchange or adjusting to short-term or medium-term situations 
of unemployment; 
(c) to discourage immigration-with a view, for example, to protecting 
the interests of nationals in the health field, maintaining controls on the 
quality of practice, restricting the expansion of the health sector, or 
assisting other countries to retain their health personnel; and 
(d) to encourage immigration-in order to meet short-term or medium
term demands for health manpower that, for one reason or another, are 
not being met from the national manpower pool. 

Policy objectives regarding repatriation are implicit in each of the 
above. 

Manpower target population 

The need to decide whether or not to migrate arises at various points 
in the educational and professional life of an individual. Regarding 
professional health workers, four major decision points have been 
identified: 

S = pre-professional students, whether in their home country or 
abroad, who have completed studies preparing them for basic 
professional education (e.g., pre-medical curriculum) and who 
are in a position to decide whether and where (i.e., in which 
country) they will undertake their basic professional education. 

G newly qualified graduates of basic professional programmes who 
are in a position to decide whether and where they will enter 
practice or pursue their postgraduate training. 
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PG graduates having qualification in specialties, who are in a position 
to decide, through either choice or necessity, where they will 
enter practice. 

P = professionals in practice who are in a position to decide where 
to continue practising. 

As can be seen from the above, an attempt is made to distinguish 
(a) those who seek but cannot find in their home country the oppor
tunities needed at various stages of their professional development 
from (b) those who seek a practice situation that is personally more 
agreeable and rewarding than that available in either their home country 
or the one to which they migrated for educational purposes. 

Policy alternatives 

The alternatives open to governments seeking to achieve their objec
tives regarding certain groups of persons are categorized in the matrix 
as follows : those concerning educational programmes (El-E22); those 
concerning the employment and practice of health professionals (Pl
P24); and those concerning migration policies (Ml-MlO). Other groups 
of factors could be added or, alternatively, some of those listed could be 
deleted, depending on the requirements of the particular situation in 
which interventions are contemplated. 

Limitations and cautions 
The matrix has limitations that invite caution in its use. The following 

are observations in this regard: 

(a) The interventions are stated from the standpoint of an individual 
country, although some of the factors involved, such as sponsorship of 
study abroad (by either a donor or a recipient country), imply some 
form of bilateral or multilateral arrangement. Consideration can be 
given to expanding the scope of potential intervention options by ident
ifying policies that explicitly call for bilateral or multilateral negotiations. 

(b) The interventions are stated in a way that ignores the multiple 
factors that influence migration behaviour. At some stage of operations it 
may be possible to group those factors that, without counteracting each 
other, under given circumstances appear to influence migration behaviour 
in similar ways, account being taken of the administration cost and the 
potential side-effects of each. As has been shown, individual policies, 
however effective they may be in bringing about a desired migration 
behaviour, can have significant deleterious side-effects, e.g., a policy to 
raise the salaries of physicians and nurses can contribute to an inflationary 
spiral, a widening of the income gap between these and other groups, 
and a decrease in the demand for the relevant skills, all of which could 
have political implications. 
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(c) There is a fallacy in the assumption that a country's policy will be 
oriented in one direction only, i.e., take the form of only one of the 
four broad policy objectives indicated in the matrix. A country may, at 
one and the same time, favour having its nationals receive their basic 
professional education at home and their postgraduate education abroad. 
It may have a different configuration of policy objectives for each health 
profession. It may seek to repatriate only emigrants with training in a 
specialty or only practitioners in a particular profession. Therefore, 
the grouping found in the matrix will need to be used and interpreted 
with care. 

(d) There is a fallacy in either of the assumptions that all countries 
have explicit policies in relation to health manpower migration, or-as
suming that they have clarified their objectives and that their social system 
is sufficiently centralized and powerful-that they can in fact obtain 
the desired migration behaviour. 

(e) The matrix focuses on positive corrective actions aimed at elim
inating or minimizing losses that have occurred or are likely to occur, not on 
measures designed to alleviate the consequences of migration. 

(f) Aside from the policy factors related to migration, e.g., tax on 
emigrants, the matrix deals primarily with variables that are endogenous 
to the health system. While the health system should be the focal point 
for ac~ion, it must be taken into account that the system does not-or at 
least should not-function in isolation. 



Manpower target populations 

S = Pre-professional student 
G = Newly qualified graduate 
PG = Graduate seeking or having specialty training 
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E. 11 Orientation to clinical-scientific values Yes 
No 

E. 12 Orientation to needs in other countries High 
Low 

E. 13 Continuing education of professionals Good 
Limited- None 

Developed 
E. 14 Scientific or research resources Developing 

Poor 

E. 15 Financial subsidies and curriculum adjustments for Y:7'-es:o_ ________________________________________ _ 
foreign students No 

E. 16 Openings for researchers and teachers Many 
Few 

E. 17 Qualification criteria for foreigners Strict 
Adjusted 

E. 18 Helping services for foreigners Good 
Poor-None 

E. 19 Recruitment information and promotion disseminated¥ !~e~s----------------------------------------
No 

E. 20 Openings and organization for internships Good 
Poor 

E 21 Linkages with service system and nationals needs Good 
Poor 

E. 22 Facilities and quality of clinical instruction Good 
Poor 

Employment and practice factors 

P. 1 Health manpower planning and rational utilization G=-"o"'o"'d7:----------------------------------------
of health personnel Poor-None 

P. 2 Certification and licensure for foreigners Easy 
Difficult 

Facilitate P. 3 Entry into practice 
Make difficult 
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Table A.1 (Contd.) 

Policy objective .... Discourage 
emigration of 

Manpower target populations . . . . S G PG P 

Policy factors Condition 
or policy 

Encourage 
emigration of 

S G PG P 

Discourage 
immigration of 

S G PG P 

Encourage 
immigration of 

S G PG P 

Employment and practice factors ;'-d;'ir:"e'-"c"-t;cio~n~------------------------------·------
p 4 A 'I bT . T f h . I fiT · ,_,M'-'a"-'n~y;!:-E;;:a~syL:-:---------------------------------. va1 a 1 1ty and access1b1 lty 0 osp1ta a 11at1ons Few-Difficult 

P. 5 Discrimination against foreigners in entry and ::P-':r"ac"t~is~e"-d~-----------------------
affiliatiqn Eliminated ---------------

P. 6 Number of practice or job openings 

P. 7 Quality of practice - endogenous factors 

P. 8 Quality of practice - exogenous factors 

P. 9 Net real income 

P. 10 Economic status of profession 
(relative to other occupations) 

P. 11 Social status of profession 
(relative to other occupations) 

Increasing 

Stea~d~y~------------------------------------
Decreasing 
Good 
Improving 
Poor 
Good 
Improving 
Poor 
High 
Rising 
Declining 
Low 
High-Rising 
Low- Declining 
Satisfactory 
Low 

P. 12 Preferential rewards for foreign study and experience ~GN~iv,_,e,n'-c:-. ---------------------------------------
ot g1ven 

P. 13 Career progression (status and rewards) 
Provided 
Not provided 

P. 14 Matching of skills with work 
Arranged 
Unlikely 
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P. 15 Professional growth opportunities 
Good 
Poor 
Compulsory 

P. 16 Period of government service Promoted 
Lacking 

P. 17 Social cohesion of health professionals 
Strong 
Weak 

. . ~Fe~a~s~i~b~le~-----------------------------------------------------------------------------P. 18 PenetratiOn of status systems by young professionals Infeasible 

P. 19 Service "pay-back" for foreign training 

P. 20 Growth rate of health services 

P. 21 Relocation and related services provided 

P. 22 Lower rewards for foreigners 

P. 23 Social acceptance of foreigners 

P. 24 Career security available to 

Migration policy factors 

M. 1 Sponsorship of foreign study or experience 

M. 2 Bonding agreements, return commitments 

M. 3 Tax on emigrant 

M. 4 Experiences abroad publicized if 

M. 5 Controlled temporary exchange 

M. 6 Sponsor emigrants whose home country ties 

M. 7 Subsidy for relocation 
M. 8 Registry, promotion, counselling services 
M. 9 Preferential immigration status for health 

fessionals 

M. 10 Resettlement assistance (funds and services) 

Yes 
No 
Rapid 
Slow-None 
Yes 
No 
Yes 
No 
Promoted 
All persons 
Citizens only 

Encouraged 
Discouraged 
Supported 
Used 
Yes 
No 
Negative 
Positive 
Provided 
Weak 

are Strong 

Provided 
Provided 

pro- ~Y~es~-------------------------------------------------------------------
No 
Provided 
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Abbreviations 18-19 
Affluent countries, migration to, 407 

moral concern in, on migration, 423 
Third World and, 410, 413 

AFRICA, data from, 32 
East, medical education in, 149 
English- and French-speaking, 39 
medical undergraduates, abroad, 39, 

40, 278-279 
foreign, in, 39 

nurses in, 161 
foreign, 44, 47 
leaving, 49 
stock and movement of, by 

country, 69-70 
physicians, emigration from, 27, 

33, 152, 249 
migration to, 31, 34, 278, 399, 

407 
stock and movement of, by 

country, 50-51 
poor countries of, recipient of 

physicians, 26 
Age of migrant physicians, 81-83, 87 
ALGERIA, 49 
AMERICAS, migration from, nurses, 44, 

45 
physicians, 27, 28, 33 

stock and movement, by country, 
nurses, 70-71 

physicians, 51 
Andean Pact countries, agreement on 

health manpower develop
ment, 190, 403 

Anaesthesiology, 88, 92 
Antiquity, migration in, 3 
Arab States, medical students abroad, 

postgraduate, 43 
undergraduate 39-40, 65 

Mediterranean States and, mutual 
recognition of higher educa
tion qualifications, 190, 403 

nurses' migration to, 44, 49, 235, 
279-280, 339, 370 

oil-exporting, physicians' migration 
to, 32, 34-35 

from Asia, 278, 338, 348 
ARGENTINA, 41, 130, 182, 400 
AsiA, medical students from, post

graduate, 43 
undergraduate, 39, 40 

migration from British Common
wealth countries, 129 

nurses, migration from, 45-46, 48-49 
stock and movement of, by countries, 

46, 71 
physicians, migration from, 27, 28, 

31, 33-34, 82-83, 199, 278, 
249, 338, 348, 399 

migration to, 32, 34 
returning home, 92 
stock and movement of, by 

country, 51-52 
see also Arab States 

AusTRALIA, 200-201 
data from, 12 
health care in, 201-202 
health expenditure, 202-203 
health manpower imbalances, 203-

206 
Medibank, 202-203 
medical education in, 204-206 

export and import of, 196-197 
medical students in, foreign, 196 

made to return home, 165, 197, 
207 

by country of origin, 197 
nurses in, 45, 161, 203, 214, 215 

migration of, 47-48, 197-198, 
214-216 

nursing regulations, 208-209 
physician coverage, 157 
physicians, abroad, 199-200 

incomes, 203 

- 455 



456 PHYSICIAN AND NURSE MIGRATION 

AUSTRALIA (continued) 
physicians (continued) 

migrant, characteristics of, 198-
200 

migration of, 25, 31, 156, 165 
to Commonwealth countries, 

206 
consequences of, 206-207 
dimensions and directions of, 

156, 165, 195-196, 205, 211, 
213 

factors influencing, 200-206 
production rate imbalances, 204-

206 
regulations for, 208 
stock of, 195, 202 

foreign-born, 195, 198-199,202, 
212 

policy on migration, 207-210 
rural areas, 209-210 

AusTRIA, emigration, of nurses, 44 
of physicians, 30, 1 08 

medical education policy, 112-113 
medical students in, foreign, 303 
physician coverage, 157 
physicians in, foreign, 248 

BAHRAIN, 35, 44, 49, 280, 339 
BANGLADESH, 17, 103, 341, 408 

medical education in, 178, 180 
nurses, stock and production of, 351 
physicians, emigration of, 30, 44 

stock and production of, 350 
see also Pakistan and Bangladesh 

BELGIUM, 42, 172, 400 
BENIN, 39 
Brain drain, 4-5, 130, 426 
BRAZIL, 41, 113, 130 
British Commonwealth of Nations, 

donor-recipients, 206, 320, 
324, 330 

nursing students from, in UK, 46 
role of, in migration, 128-129, 

286, 319-320, 331. 347-348, 
402 

BULGARIA, 40 

CAMBODIA, see Democratic Kampu
chea 

CAMEROON, UNITED REPUBLIC OF, 108 
CANADA, 46 

data from, 13, 15 
immigration regulations, 129, 180 
nurses in, foreign, 44, 45, 46 

origins of, country-level findings, 
Australia, 198 

Germany, Federal Republic of, 
251 

Haiti, 269, 273 
India, 279 
Pakistan, 339-340 
Philippines, 353 
West lndies, 315 

registration of, 181-182 
physicians in, foreign, 25, 29, 30, 156 

capital value of, 151 
geographical restrictions on, 162, 

180-181 
licensing of, 181 
origins of, country-level findings, 

Germany, Federal Republic 
of, 263 

Haiti, 273 
West lndies, 312-313, 315 

registration of, 180 
migration of, 28, 171 

as way station, 35-36, 174, 233, 
353, 369 

Census data, 12 
CHILE, 186 
CHINA, 187' 408 

Taiwan, Province of, 17, 30 
as way station, 35-36, 37 

Classes, social, development and, 411 
COLOMBIA, 220-221 

health manpower in, 221-222, 229-
230, 232 

imbalances in, 224-225, 232 
health services, 220-221, 223, 229-

230 
hospitalization, 221 
licences to practice, 228-229 
medical education, 119-121, 149, 

150, 186, 217-218, 225, 226-
227, 228, 230, 231 

nurses, 224, 229 
outflow of, 218, 220 
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COLOMBIA (continued) 
nurses (continued) 

stock, production and emigration 
of, 225, 231 

physicians, abroad, characteristics 
of, 218-220, 231 

foreign, in. 186, 217 
migration of, 42 

consequences of, 227 
dimensions and directions of, 

216-217 
factors influencing, 220-227 

stock, production and emigration 
of, 230 

policies on migration, 228-230 
repatriation scheme, 182, 228 
Social Security Institute, 223, 229 
specialists in, 225, 228, 232 

Colonial era, 409 
Consequences of migration, 146-1 65, 

166-169, 402 
country-level findings, Australia, 

206-207 
Colombia, 227 
Egypt, 242-243 
Germany, Federal Republic of, 

261 
Haiti, 274-275 
India, 288-289 
Iran, 305 
Jamaica, 321 
Korea, Republic of, 378-379 
Nigeria, 324 
Pakistan and Bangladesh, 348-349 
Philippines, 362-363 
Saudi Arabia, 393 

to donor countries, 146, 149-153, 
154, 155, 158, 166-167, 402 

comparison with recipient coun
tries, 160-161 

to donor-recipient countries, 156-
157 

economic, 148-151 
to health care, I 61-165 
to health manpower distribution, 

161-163, 170 
impact index, 152-153, 166-167 
loss of talent, 147 

of physicians, 148-153, 154, 155-
165, 166-169 

to recipient countries, 150-151, 
155-156, 157, 159, 168-169 

compared with donor countries, 
160-161 

world benefits, 146 
see also Investment in education, loss 

of; Physician coverage; Re
placement time for physicians 

Country level, findings at, 193-194 
names, 17-18 
studies, 10-11 

Country-based operations, objectives 
of, 438-447 

report on, WHO role in preparation 
of, 426 

Country-specific policies influencing 
migration, 171-190 

in donor countries, 182-187 
international agreements, 187-190 
in recipient countries, 173-182 
see also Policies 

CUBA, 37, 42, 130, 155 
CzECHOSLOVAKIA, 40, 41, 130 

Data base, 11-12 
reliability of, 11-12 
types used, 12-15 

Definitions. 15-17 
Degrees, medical, international recog

nition of, 172-173, 179, 190, 
338, 345, 347, 402-403, 405, 
413-414, 417 

DEMOCRATIC KAMPUCHEA, 17 
Dependants, undercount of, 14 
Deprived areas, direction of physicians 

to, 162, 180-181, 184 
incentives to practise in, 186 
see also Practice of medicine; Rural 

areas 
Determinants of migration, 5, 81, 

89, 101-130, 131-145, 401-
402, 403-404, 406 

British Commonwealth's role, 128-
129, 286, 319-320, 331, 347-
348, 402 

health research, 121-122 
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Determinants of migration (continued) 
interplay of, I 03 
language, 110, 126-128 
physicians, production rate im

balance, 112-115, 136-137, 
403 

supply/demand imbalance, 107-108, 
109, 110, 114, 124, 133-134, 
403, 409, 414 

push and pull factors, I 02, 104, 
401, 403, 405, 407, 415 

sample of 40 countries, 11, 103, 
132-134 

societal system, 406-411 
training irrelevance, 101, 115-117, 

199, 320, 333, 346-347, 361, 
376 

see also Factors influencing migra
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of 

Developed countries, 104 
as donors, 33, 48, 60 
immigration restrictions in, 402 
nurses, 47-48 

abroad, 46 
migration of, between and with 

developing countries, 78-80, 
400 

physicians, migration of, gains and 
losses, 31-32, 34, 58, 160-
161, 399 

within and with developing coun
tries, 32, 59-61 

postgraduate medical students in, 42 
as recipients, 26, 34, 61, 113, 

155, 168-169, 399, 409 
Developed and developing countries, 

interdependence of, 423 
Developing countries, 104 

British Commonwealth, 128 
as donors, 33, 60 
economic independence of, 41 0 
foreign exchange earnings from 

emigrants, 147 
growth and employment in, 410 
immigration restrictions in, 402 
medical education in, 114, 116, 416 

nurses, 47 

migration of, 48-49, 78-80 
between and with developed 

countries, 78-80, 400 
physicians, migration of, gains and 

losses, 32, 34, 58, 399-400 
replacement time, 160-161 
within and with developed coun-
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poverty in, 408, 410 
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116, 155 
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urban concentration of health man

power in, 162 
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Colombia, 220-222 
Egypt, 237-238 
Germany, Federal Republic of, 

255-257 
Haiti, 270 
India, 281-282 
Iran, 299 
Jamaica, 315-316 
Korea, Republic of, 371-373 
Nigeria, 329-330 
Pakistan and Bangladesh, 

341-342 
Philippines, 356-357 
Saudi Arabia, 387-389 
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health, planning of, 421 
migration reflecting differences in, 
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132, 415 

strategy, 410-411 
United Nations First Development 

Decade, 410 
Diplomas, medical, gained abroad, 

validation of, 172-173 
Direction of physicians to areas 

of need, 162, 180-181, 184, 
363-364, 379, 422 
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Donor countries, 15 
compensation problems, 148 
consequences of migration, compa
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tries, 160-161 

physicians, 146, 149-153, 154, 155, 
158, 166-167, 402 

GDP related to, 107, 132, 110 
income of physicians in, 123-124 
medical students, 38-40, 116, 118-

121, 138-140 
migration from, preventive mea

sures, 185-187 
restrictions on, 171, 183-185, 402 

407, 415-416, 421-423 
nurses, 45, 73, 400 
physicians, 24, 26, 30, 33, 54, 60, 

93, 112-113, 116 
language and, 126-128, 144-145 

policies on emigration, 182-187, 405 
push forces in, 102 
repatriation schemes, 182-183, 228, 

405, 407, 421-422 
Donor-recipient countries, 407 

British Commonwealth, 128, 206, 
320, 324, 330 

impact of physician migration on, 
156-157, 402 

EAST AFRICA, 149 
EASTERN EUROPE, 82-83, 104 

medical undergraduates, abroad, 
40-41 
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EGYPT, 237 
education in, 240 
health care, 238 
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export and import of, 234-235 
nurses, 239, 240 

emigration of, 44, 49, 235 
stock, production and emigration 
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migration of, consequences of, 
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factors influencing, 237-242 
stock, production and emigra-
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social insurance, 239 
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Emigrants' remittances home, 146-
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Emigration, curbs on, 4, 171, 183-

187, 275, 322, 363-364, 402, 
407, 415-416, 421-423, 445 

India, 185, 278, 289 
encouragement of, 379, 445 
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see also Migration; Nurses; Phys-
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Employment market imbalances, 123 
ETHIOPIA, 44, 110 

emigration restrictions, 184 
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EuROPE, medical students, postgra
duate, in, 42 

undergraduate, abroad, 40 
foreign, in, 39-40, 42 

nurses, entering, 44 
leaving, 44, 45, 48 
stock and movement of, by 

country, 71-72 
physicians, migration of, 27, 28, 

31, 34, 152 
returning home, 92 
stock and movement of, by 

country, 52-53 
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on Mediterranean, mutual 
recognition of higher edu
cational qualifications in, 190 
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(EEC), directive on move
ment of physicians in, 179, 
187-189 

overseas-born physicians in ·UK 
and, 179-180, 188 

mutual recognition of qualifications 
within, medical, 179, 403 

nurses, 189, 403 
social security in, 189 
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188 
Expenditure, health, factor in migra-

tion, 110-112, 135 
Australia, 202-203 
Egypt, 239 
Germany, Federal Republic of, 

257 
Haiti, 271 
India, 283 
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Factors influencing migration, 403-
404 
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Egypt, 237-242 
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255-260 
Haiti, 270-274 
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Iran, 299-305 
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Pakistan and Bangladesh, 341-348 
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Health care; Income diffe
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imbalances; Medical edu
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Fellowship programmes, 417-418 
FIJI, 157 
Flow data, 12-14 
Foreign, definition of, 16 
Foreign-exchange earnings from emi-

grants, 147 
Formosa, see China 
FRANCE, 172, 273, 400, 407 

GABON, 104 
GDP per capita, migration of phys

icians related to, 105, 106, 
107, 108, 109, 110-112, 131-
136 

Geriatrics, 88-89 
German data, 18 
GERMAN DEMOCRATIC REPUBLIC, 

nurses, migration of, 46 
physicians abroad, 247, 249, 253 

GERMANY, FEDERAL REPUBLIC OF, 

255 
data from, 12, 37 
health expenditure, 257 
health manpower imbalances, 258-

260 
medical care in, 256-257 
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GERMANY, FEDERAL REPUBLIC OF 

(continued) 

medical education in, 113, 248, 
258-259 

export and import of, 250-251, 
262, 298, 303 

nurses, foreign, in, 44, 45, 171, 
251-252, 266-267, 370 

under contract, 252, 378-379 
migration of, 46 
dimensions and directions of, 

251-252, 260, 266 
stock and production of, 259, 

266 
physicians, foreign, in, 25, 29, 37, 

150, 162, 171, 188, 249, 
255, 264-265, 296 

incomes of, 258 
migrant, characteristics of, 253-

255 
migration of, 29, 30, 129 

consequences of, 261 
dimensions and directions of, 

247-249, 260, 263-264 
factors influencing, 255-260 

stock and production of, 264 
policy on migration, 261-262 
population movements, 260 
practice of medicine, 172, 256, 260, 

262 
State Insurance Code, 256-257 
as way station, 247, 263 
urban/rural imbalances, 259-260 

GHANA, 44 
GREECE, 37, 182-183, 400 
GUYANA, 44 
Gynaecology, 89, 92 

HAITI, 268-275 
consequences of migration, 274-275 
dimensions and directions of mi

gration, 268-269 
education, 271, 273 
factors influencing migration, 270-

274, 275 
health care, 270-271 
health manpower, emigration 

banned, 183 

imbalances in, 272-273 
medical education, 268-269, 273 
nurses abroad, 44, 269, 276 
physicians abroad, 276 

lost investment from, 150, 152, 
274 

in USA, 268, 269 
stock, production and emigration 

of physicians and nurses, 
276 

Health care, alternative modes of, 
171-172 

as factor influencing migration, 
Australia, 201-202 

Bangladesh, 341 
Colombia, 220-221 
Egypt, 238 
Germany, Federal Republic of, 

256-257 
Haiti, 270-271 
India, 282 
Jamaica, 316 
Korea, Republic of, 372-373, 

373-374 
Nigeria, 330 
Pakistan and Bangladesh, 341-

342, 343 
Philippines, 363-364 
Saudi Arabia, 388 

impact of physicians' migration on, 
161-165, 170 

inadequate, with surplus of phys
icians, 403 

quality of, 163-165 
Health development planning, 421 
Health research, 121-122 
Health services, management train

ing, international programme 
for, 425-426 

migration reflecting differences in, 
101, 185-186 

Health system, 411-414 
imported technology and, 412-413, 

418 
see also Expenditure, health; Man

power, health 
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Health Services and Manpower Deve
lopment project (HSMD), 
419-420 

HONDURAS, 44 
HONG KONG, 37, 157 
Hospital practice, foreign medical gra

duates in USA in, 86, 90 
foreign-born physicians in UK in, 

86 
Hospitals, country-level findings, Ban-

gladesh, 342 
Colombia, 221 
Egypt, 238 
Germany, Federal Republic of, 

256-257 
Haiti, 270 
India, 282 
Jamaica, 316 
Korea, Republic of, 372-373 
Nigeria, 330 
Pakistan and Bangladesh, 342, 

343 
Philippines, 356 
Saudi Arabia, 388 

foreign nurses in, 95 
teaching, 413 

HUNGARY, 41, 130 

IcELAND, 155 
Immigration, data, 13-15 

restrictions, 4, 174-182, 407, 408, 
415, 439-440 

United Kingdom, 129, 338, 345 
USA, 129, 171, 173-177, 402 

Incentives to improve rural health 
coverage see Deprived areas; 
Rural areas 

Income differentials, 102, 110, 123-
125, 142, 223, 316, 358, 
402, 404, 406-407, 408-409, 
422 

Incomes, physicians and nurses, Aus
tralia, 203 

Colombia, 223-224 
Germany, Federal Republic of, 

258 
Haiti, 272 

India, 284 
Iran, 300-301 
Jamaica, 317-318 
Korea, Republic of, 374-375 
Pakistan and Bangladesh, 343-344 
Philippines, 359 
Saudi Arabia, 389-390 

INDIA, 281-282, 408 
consequences of migration, 288-289 
data from, 1 7 
factors influencing migration, 281-

288 
health manpower imbalances, 284-

286 
health services, 282, 283 

five-year plans, 282, 283, 285, 
290, 295 

medical education, 39, 114, 178, 
285, 287, 289 

export and import of, 278-279 
287-288, 290 

nurses, dimensions and directions 
of migration of, 279-280 

stock, production and emigration 
of, 286, 294 

nursing education, 286 
export and import of, 280 

physicians, migration of, 26, 30, 
31, 36, 44, 108, 152, 196, 
199, 277-278, 286, 291-293 

restrictions on, 185, 278, 289 
returning, 278, 293 
stock, production and emigration 

of, 282-283, 285, 291-292, 
295 

UK qualifications, 289 
INDONESIA, physicians in, 124, 184 

migration of, 84, 109, 113, 153 
shortage of, 124, 153 

political change in, 130 
Industrial development, 104, 408 
Inequality, income, 223, 316, 358, 

408-409 
see also Income differentials 

International agreements, on educa
tional qualifications, 190 
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and Nurses : An Annotated 
Bibliography, 7 

International programme for health 
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ing, 425-426 
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405, 413-414, 417 

Intervention options and points, coun
try-based approach to, 440-
441, 442, 443-445, 448-451 

limitations and cautions, 446-447 
Investment in education, loss of, 

due to migration, 150-151, 
402, 404, 414 

Australia, 206-207 
Colombia, 227 
Egypt, 242 
Haiti, 150, 152, 274 
India, 288 
Iran, 305 
Jamaica, 321 
Pakistan and Bangladesh, 348 
Philippines, 362, 402 

IRAN, 299 
Army Health Corps, 184, 304, 

306 
consequences of migration, 305 
factors influencing migration, 299-

305 
health expenditure, Ill, 300 
health manpower imbalances, 301-

302, 306 
health services, 299 

medical education, 199-201, 296, 
302, 303-304, 308 

export and import of, 37, 297-
298, 309-310 

US-oriented approach to, 303-
304 

nurses, stock, production and emi
gration of, 298, 311 

Pahlavi University, 303-304 
physicians, dimensions and direc

tions of migration of, 296-
297, 307 

emigration of, 109, 112, 157, 
296-297, 300, 302, 307-308 

languages of countries of desti
nation, 302-303 

to USA, 183, 304-305 
foreign, in, 35 
migrant, characteristics of, 298-

299, 310 
return of, 304-305 
by specializations and countries 

of study, 302-304, 310 
stock, production and emigration 
of, 296-297, 302, 307-308 
by year and country of gradua

tion, 309 
practice of medicine, regulations on, 

305-306 
repatriation scheme, 183 

IRAQ, 298 
IRELAND, 31, 44, 113, 128, 187 

migration of physicians from, 152, 
155 

ISRAEL, 13, 37, 39 
nurses entering, 44, 49 
physicians, inflow of, 109, 113, 

156 
ITALY, medical education, 38, 42, 400 

migration-assisting voluntary agen
cies, 37 

migration of physicians, reactions 
to EEC directive on, 189 

to USA, 30 
policy on migration, 3 

IVORY COAST, 39 



464 PHYSICIAN AND NURSE MIGRATION 

JAMAICA, 315 -316, 407 
Commonwealth ties, 319-320 
consequences of migration, 321 
disease pattern in, 320 
emigration, measures to halt and 

compensate for, 322 
traditional, 319 

factors influencing migration, 316-
321 

health budget, 111, 317 
health care, 316 
health manpower imbalances, 318-

319, 322 
income inequality, 316-318 
medical education, 320-321, 322 

postgraduate, 318-319, 322 
University of West Indies, 315, 

318, 320-321, 322 
graduates of, by country of 

origin and location, 312-313, 
323 

nurses, stock, production and emi
gration of, 314-315, 317-318, 
319, 321, 324 

physicians, abroad, where trained, 
312-313 

migrant, characteristics of, 315 
migration of, dimensions and 

directions of, 312-313 
stock, by nationality, 324 

production and emigration of, 
316, 323 

JAPAN, 37, 109, 110, 111, 369 
Korean migration to, 377-378 

JORDAN, 39, 400 

KENYA, 44 
Khmer Republic, see Democratic 

Kampuchea 
KOREA, REPUBLIC OF, 371-372 

data from, 18 
consequences of migration, 378-

379 
education in, 357 

medical, 119-120, 361-362, 369, 
376-377 

emigration from, encouragement 
of, 379 

factors influencing migration, 371-
378 

health care, 372, 373-374, 376 
health expenditure, 373-374 
health manpower imbalances 375-

376, 379 ' 
nurses, emigration of, 44, 46, 252, 

262, 369-370, 382-383 
stock, production and emigration 

of, 382 
urban/rural distribution of, 125, 

376 
physicians, 125, 153 

abroad, under contract, 322 
migrant, characteristics of, 84, 

370-371 
directed to rural areas, 184 
migration of, 30, 150 

dimensions and directions of 
368-369, 377-378, 380-381: 
390 

policy on, 379 
nationals and non-nationals, 381 
stock, production and emigration 

of, 380-381 
KUWAIT, 156 

Language, deterrent to immigration, 
110 

of foreign medical graduates in 
USA, 127-128 

role of, in migration, 126-128, 
144-145, 402, 404 

Colombia, 226 
Egypt, 241-242 
Haiti, 273-274 
India, 286-287 
Iran, 302-303 
Saudi Arabia, 393 

see also Linguistic ability 
LATIN AMERICA, development in, 

migration and, 104-105, 131 
health research in, 121-122 
medical education, 114 

export and import of, 41-42, 67 
migration between countries of 15 

216, 218 ' ' 



INDEX 465 

LATIN AMERICA (continued) 

physicians, emigrant, 152 
returning home, 92 

recognition of educational quali
fications, convention on, 190 

LEBANON, 39 
medical education in, 119-121, 150, 

234 
physicians in, 125, 157 

migration of, 115, 157 
Liberated nations, 409-410 
LIBYAN ARAB JAMAHIRIYA, 35, 44, 49 
Licensing authorities, data from, 13 
Linguistic ability of foreign physicians, 

188 
see also Language 

London School of Hygiene and 
Tropical Medicine, 7 

MALAWI, 44, 104 
MALAYSIA, 39, 44, 152 
Malnutrition, 221 
MALTA, 155 
Manpower, health, career model of 

flows and points of inter
vention in, 441, 442, 443 

country-based descriptions of situa-
tion, 439-440 

direction of, to hardship areas, 
422 

elite, 411-412 
imbalances in, 122-123, 141, 401-

402 
Australia, 203-206 
Bangladesh, 344-346 
Colombia, 224-225, 232 
Egypt, 239-240 
Germany, Federal Republic of, 

258-260 
Haiti, 272-273 
India, 284 
Iran, 301-302, 306 
Jamaica, 318-319 
Korea, Republic of, 375-376 
Nigeria, 331-333 
Pakistan and Bangladesh, 344-

346 

Philippines, 359-361 
Saudi Arabia, 390-393 

impact of physicians' migration on, 
161-163 

by geographic/economic areas, 
170 

international agreements on, 190, 
403 

maldistribution of, 125, 143, 161-
163, 180-181, 402, 412 

correction of, by direction, 162, 
180-181, 184, 363-364, 379, 
422 

by incentives, 186 
management of, 418-419 

international programme for, 425-
426 

migration of, intervention options, 
440-441, 442, 443-445, 448-
451 

literature on, 7, 9-10 
payroll, 4 
planned export of, 414 
planning, 405, 409, 414, 416-417 

WHO assistance in, 425 
planning/production coordination, 

419-420, 423 
target population, 444, 445-446 
training of, irrelevant to home 

needs, 116, 411, 412 
relative costs of, 149 
reorientation of, 418 
WHO role in collecting informa

tion on, 426 
see also Direction of physicians; 

Incomes; Medical education; 
Nurses; Physician coverage; 
Physicians; Specialists; Ur
ban/rural maldistribution 

Medical education, cost of, 4, 147, 
149-150, 346 

donors of, 113, 250 
export and import of, 37-43, 400, 

413 
Australia, 196-197 
Bangladesh, 338-339 
Colombia, 217-218 
Egypt, 234-235 



466 PHYSICIAN AND NURSE MIGRATION 

Medical education (continued) 

Germany, Federal Republic of, 
250-251 

Haiti, 268-269 
India, 278-279, 289 
Iran, 296-298 
Jamaica, 318-319 
Korea, Republic of, 369 
Nigeria, 327-328 
Pakistan and Bangladesh, 338-

339 
Philippines, 353-354, 361-362 
Saudi Arabia, 385-386 
United Kingdom, 234, 325, 327, 

385 
USA, 38, 41-43, 63, 150-15I, 400 

exporting universities, major, I 18-
I2I, 139-I40 

factor in migration, Australia, 205 
Bangladesh, 345-347, 350 
Colombia, 225-227, 231 
Egypt, 240-24I 
Germany, Federal Republic of, 

258-259 
Haiti, 273 
India, 285, 287-288 
Iran, 302, 303-304 
Jamaica, 3I8-319, 320-32I 
Korea, Republic of, 376-377 
Nigeria, 332-333 
Pakistan and Bangladesh, 345-

347, 350 
Philippines, 360-362, 365 
Saudi Arabia, 39I 

intervention in, 443, 444, 446 
irrelevance of to country of des

tination, 199, 376 
to home needs, 1 OI, I 16, 287-288, 

289, 320, 333, 346-347, 36I, 
376-377, 401, 404, 411, 4I3, 
4I6-4I8, 424 

language of, 402, 404 
foreign, I26 

migration of physicians and, 112-
II6, 137, I86-187, 40I, 403-
404, 409 

reorientation of, 4I7-4I8, 4I9 
restrictive practices, 404 

in socialist countries, 40, 327-328 
see also Investment in education, 

loss of; Language; Nursing 
education; Schools, medical; 
Specialization; Students 

Mediterranean States, mutual recog
nition of higher educational 
qualifications in, 190, 403 

Mental illness, specialists in, 88-89 
Methodology, 7-19, 102-103 

see also Intervention options and 
points 

MEXICO, 30, 38, 93 
foreign medical undergraduates in, 

41, 42, 400 
Midwifery staff, foreign, 95-96 
Migrants 

characteristics and career patterns, 
81 

pathways, 89-96, 99-100, I48 
types of, 23 
see also Nurses; Physicians 

Migration 
collection of information on, 426, 

438 
data, limitations of, I3-14 
defence of, 146-147 
dimensions and directions of, 23-25, 

26-49, 50-80, 399-401 
Australia, 195-198, 211, 213 
Bangladesh, 337-340 
Colombia, 2I 6-218 
Egypt, 233-234, 245 
Germany, Federal Republic of, 

247-252 
Haiti, 268-269 
India, 277-280 
Iran, 296-298 
Jamaica, 312-315 
Korea, Republic of, 368-370 
Nigeria, 325-329 
Pakistan and Bangladesh, 337-340 
Philippines, 352-354 
Saudi Arabia, 384-386 

direction of, modification of, 438, 
439 

excessive, 101 



INDEX 467 

Migration (continued) 

intervention options, country-based 
approach to, 440-441, 442, 
443-445, 448-451 

limitations and cautions, 446-447 
intervention points, 442 
measurement of rate of, 12 
political crises and, 130 
see also Consequences of migration; 

Determinants; Emigration; 
Factors influencing migra
tion; Immigration; Medical 
education, export and import 
of; Nurses; Physicians; Poli
cies; Restrictions on migra
tion 

Mobility, professional, 86-87, 128-
129 

MoNGOLIA, 40 
MoRocco, 39 
Moslem countries, nurses in, 84, 386, 

388-389 
Multinational corporations, 413 

Naturalization, 16 
NETHERLANDS, 188 
NEW ZEALAND, data from, 13 

migration of physicians, 31, 195 
nurses in, 161 

foreign, 45, 46, 47-48 
NIGERIA, 329-330 

Commonwealth ties, 331 
consequences of migration, 334 
factors influencing migration, 329-

333 
health expenditure, 330 
health manpower imbalances, 331-

333, 375 
health services, 330, 334 
immigration to, encouragement of, 

334-335 
medical education in, 39, 40, 113, 

332-333 
export and import of, 327-328 

nurses, licensing of, 328. 336 
stock, production and emigration 

or, 328, 336 
nursing education, export of, 328-329 

physicians, abroad, 128 
characteristics of, 329 
dimensions and directions of 

migration of, 325-327, 335 
foreign, in, 326-327, 335 
stock, production and emigration 

of, 335 
policy on migration, 334-335 
practice of medicine, regulations on, 

334-335 
NORTH AMERICA, 3, 34, 47-49 
Nurse/physician ratio, 122, 141 

Bangladesh, 344 
Colombia, 224 
Egypt, 239 
Germany, Federal Republic of, 

258 
Haiti, 272 
Iran, 301 
Korea, Republic of, 375 
Nigeria, 331 
Pakistan and Bangladesh, 344 
Philippines, 360 

Nurses, data base, 12, 13, 14 
definition of, 12-13, 14, 15 
foreign-trained, registration of, in

ternational reciprocity in, 180 
incomes of, 124-125, 142 

Australia, 203 
Haiti, 272 
India, 284 
Jamaica, 317-318 
Korea, Republic of, 374 
Pakistan and Bangladesh, 344 
Philippines, 359 
Saudi Arabia, 390 

maldistribution of, 161, 393, 404 
urban/rural, 125, 143 

male and female, in Moslem coun
tries, 386, 388-389, 391-392 

migrant, characteristics and career 
patterns, 94-96, 355-356, 401 

definition of, 15-16 
migration of, 43-49, 404, 415 

countries involved, 43-44, 45, 
69-73 

data on, 43 
determinants of, I 07 



468 PHYSICIAN AND NURSI! MIGRATION 

Nurses (continued) 

dimensions and directions of, 
47-48, 78-80, 400 

Australia, 197-198, 215 
Bangladesh, 351 
Colombia, 218 
Egypt, 235, 246 
Germany, Federal Republic of, 

251-252, 266-267 
Haiti, 269, 273-274, 276 
India, 279-280 
Iran, 311 
Jamaica, 314-315, 324 
Korea, Republic of, 369-370, 

382-383 
Nigeria, 328-329, 336 
Pakistan and Bangladesh, 339-

340, 351 
Philippines, 355-356, 366-367 
Saudi Arabia, 387, 396 

losses and gains by geographic/ 
economic areas, 47, 77 

to oil-producing countries, 44, 
47, 49, 279-280, 339, 370, 
386-387, 399, 407 

trends in, 44-46, 74-76 
world population distribution and 

77 
regulations on, 208, 228-229, 402-

403, 405 
stock and movement of, by region 

and country, 43-44, 69-72 
stock and production of, country-

level findings, Australia, 214 
Bangladesh, 351 
Colombia, 231 
Egypt, 246 
Germany, Federal Republic of, 

259, 266-267 
Haiti, 269, 276 
India, 294 
Iran, 311 
Jamaica, 323, 324 
Korea, Republic of, 392 
Nigeria, 328, 336 
Pakistan and Bangladesh, 351 
Philippines, 367 
Saudi Arabia, 396 

supply and demand, intervention 
in, 443 

Nursing education, European Econo
mic Community, Advisory 
Committee on Training, 189 

directives on mutual recognition 
of qualifications, 189, 403 

export and import of, 280 
India, 286 
Philippines, 361 
Saudi Arabia, 391-392 

Obstetrics, 89, 92 
OcEANIA, 33, 47 

stock and movement, by country, 
of nurses, 72 

of physicians, 53 
Oil-producing countries, migration to, 

nurses, 44, 47, 49, 279-280, 
339,370,386-387,399,407 

physicians, 32, 34-35, 155, 393, 
399, 407 

from Asia, 278, 338, 348 
OMAN, 35, 44, 49, 269, 339 
Organisation for Economic Co-op

eration and Development 
(OECD), assistance of, in 
repatriation scheme, 182 

Paediatrics, 92 
PAKISTAN AND BANGLADESH, 103, 

341, 408 
Commonwealth links, 347-348 
consequences of migration, 348 
data from, 17 
emigration control, 183 
factors influencing migration, 341-

348 
health expenditure, 342-343 
health manpower imbalances, 344-

346 
health services, 341-342, 343, 345 
!icenciate doctors, 344, 345 
medical education, 119, 121, 149, 

178, 180, 345-347, 349 
export and import of, 298, 338-

339 
postgraduate, 186-187, 349 



INDEX 469 

Pakistan and Bangladesh (continued) 

nurses, 349 
emigration of, 44, 49, 339-340, 
351 
stock and production of, 339-340, 

351 
physicians, dimensions and direc

tions of migration of, 337-
338 

emigration of, 30, 31, 36, 350 
preventive measures, 186, 349 

migrant, characteristics of, 340-
341 

stock, production and emigration 
of, 350 

policy on migration, 349 
Pan American Health Organization, 

121 
PARAGUAY, 152 
Passports, withholding of, 422 
Pathology, 88 
Payroll, health personnel, 4 

see also Incomes 
Personnel see Manpower, health 
PERU, 42, 114 
PHILIPPINES, 356-357 

consequences of migration, 362-
363, 402 

education in, 356-357, 360 
medical, 114, 119-121, 187 

export and import of, 353-354 
factors influencing migration, 356-

362 
health care, 363-364 
health expenditure, 358 
health manpower imbalances, 359-

361 
Medicare, 358, 364 
nurses, abroad, 44, 46, 354, 355, 

366 
under contract, 252, 262 
stock, production and emigration 

of, 367 
nursing education, 361 
physicians, abroad, characteristics 

of, 30, 150, 352-353, 354-
355 

migration of, dimensions and 
directions of, 352-353, 365 

restrictions on, 363, 364 
production of, and entrants to 

USA, 365 
stock and emigration of, 365 

policy on migration, 363-364 
Physician coverage, GDP level and, 

108, 109, 133-134, 403 
impact of migration on, 161-163, 

402 
in countries without medical 

schools, 155 
country-level findings, Australia, 

207 
Colombia, 227 
Egypt, 238, 242 
Germany, Federal Republic of, 

261 
Haiti, 274-275 
India, 288 
Iran, 305 
Jamaica, 321 
Korea, Republic of, 375-376 
Nigeria, 334 
Pakistan and Bangladesh, 348-

349 
Philippines, 362-363 
Saudi Arabia, 393 

in developed and developing coun
tries, 160-161 

in donor countries, 146, 148, 149-
155, 158, 166-167 

in donor-recipient countries, 156-
157, 158-159 

net, 156-157, 158-159 
in recipient countries, 155-156, 159, 

168-169 
maldistribution of, 161-163, 170, 

259, 404 
Australia, 204 
Germany, Federal Republic of, 

258 
Haiti, 272 
India, 284-285 
Pakistan and Bangladesh, 344 
see also Physicians, urban/rural 

maldistribution of 



470 PHYSICIAN AND NURSE MIGRATION 

Physicians, data base, 12 
definition of, 15 
direction of, to deprived or rural 

areas, 162, 180-181, 184, 
363-364, 379, 422 

incomes of, Australia, 203 
Colombia, 223-224 
Germany, Federal Republic of, 

258 
Haiti, 272 
India, 284 
Iran, 300-301 
Jamaica, 317 
Korea, Republic of, 374-375 
Pakistan and Bangladesh, 343 
Philippines, 359 
Saudi Arabia, 389-390 

migrant, age of, 81-83 
career patterns, 81-94 
characteristics, 81-94, 400-401 

Australia, 198-200 
Colombia, 218-220 
Egypt, 235-237 
Germany, Federal Republic of, 

253-255 
Haiti, 269-270 
India, 280-281 
Iran, 298, 310 
Jamaica, 315 
Korea, Republic of, 370-371 
Nigeria, 329 
Pakistan and Bangladesh, 340-

341 
Philippines, 354-355 
Saudi Arabia, 386-387 

definition of, 15-16 
donor countries, 15, 24, 26, 30, 

33, 48, 54, 60 
linguistic ability of, 188 
modes of practice, 84-87, 219, 

236, 281, 340, 355, 371, 401 
pathways, 89-94, 99-100, 148 
recipient countries, 24-26, 33, 

54, 60 
repatriation schemes, 182-183, 

228, 405, 407, 421-422 
returning home, 92-93, 117 

rates of, 92-94, 99-100 

sex ratio, 84, 96 
stock of, increase in, in major 

recipient countries, 28-31, 56 
world population distribution 

and, 31, 58 
year of graduation, 83 

migration of, 24 
British Commonwealth, 128-129 
countries involved, 24-26 
dimensions and directions of, 

23-42, 50-68, 399-400 
Australia, 195-196, 211, 213 
Bangladesh, 337-338 
Colombia, 216-217 
Egypt, 233-234 
Germany, Federal Republic of, 

247-249 
Haiti, 268 
India, 277-278 
Iran, 296-297 
Jamaica, 312-313 
Korea, Republic of, 368-369 
Nigeria, 325-327 
Pakistan and Bangladesh, 337-

338 
Philippines, 352-353 
Saudi Arabia, 384-385 

ease of, 171, 172, 173 
findings, 403 
gains and losses, 31-32, 34, 58, 

151, 160 
GDP per capita and, 105, 106, 

107, 108, 109, 110-112, 131-
136 

global view of, 32-34, 59-61 
increase in volume of, 28-31, 56 
international agreements on, 187-

189, 403 
trends in, 27-31 

stock and movement of, by region 
and country, 26, 50-53 

stock, production and migration of, 
Australia, 211 

Bangladesh, 350 
Colombia, 216, 230 
Egypt, 245 
Germany, Federal Republic of, 

249, 263-264 



INDEX 471 

Physicians (continued) 
stock, production and migration of 

(continued) 

Haiti, 272-273, 276 
India, 282-283, 285, 291-292 
Iran, 307-310 
Jamaica, 323 
Korea, Republic of, 380-381 
Nigeria, 335 
Pakistan and Bangladesh, 350 
Philippines, 365 
Saudi Arabia, 394-395 

stock and world population dis
tribution, by regions, 58 

urban/rural maldistribution of, 125, 
143, 404 

Australia, 204 
Bangladesh, 344 
Colombia, 224-225 
Germany, Federal Republic of, 

259 
Haiti, 272, 274-275 
India, 283-285 
Iran, 301 
Jamaica, 318 
Korea, Republic of, 375-376 
Nigeria, 331-332 
Pakistan and Bangladesh, 344-345 
Philippines, 360 
Saudi Arabia, 393 

Planning see Manpower, health 
POLAND, 37, 40 
Policies, alternative, 446 

limitations and cautions, 446-447 
migration, 3, 103, 171-190, 402, 

404 
country-level findings, Australia, 4 

Colombia, 228-230 
Egypt, 243-244 
Germany, Federal Republic of, 

261-262 
Haiti, 275 
India, 289-290 
Iran, 305-306 
Jamaica, 322 
Korea, Republic of, 379 
Nigeria, 334-335 
Pakistan and Bangladesh, 349 

Philippines, 363-364 
Saudi Arabia, 393-394 

in donor countries, 182-187 
international agreements, 187-

190, 403 
in recipient countries, 173-182 
study of effects of, 439 

objectives of, 444, 445 
plans and, coordination and imple

mentation of, 421 
see also Country-specific policies 

Policy-making process, country-based 
description of, 440 

Political factors in migration, 274 
crises, 130 

Population, world, distribution of 
nurses and, 77 

physicians and, 31, 58 
PORTUGAL, 41, 113 
Postgraduate medical students abroad, 

42-43, 68 
specialization and return of, 117 
see also Medical education, export 

and import of 
Poverty, 161-162, 406-407, 408, 410 
Practice of medicine, regulations on, 

171, 184 
Australia, 208 
Colombia, 228-229 
Egypt, 243-244 
Germany, Federal Republic of, 262 
Iran, 305-306 
Korea, Republic of, 379 
Nigeria, 334-335 
Philippines, 363-364 
Saudi Arabia, 394 
USA, 172 
see also Direction of physicians 

Private practice, 85-86, 184 
Production rates for physicians, im

balances in, 112-115, 136-137 
see also Medical education; Phys

icians 
Professional registers, data from, 13 
Professional status, poor definition 

of, 14 
Psychiatric hospitals, 95 
Psychiatry, 88 



472 PHYSICIAN AND NURSE MIGRATION 

PUERTO RICO, 274 
Push and pull factors in migration, 

102, 104, 401, 403, 405, 
407, 415 

QATAR, 49, 156 
Qualifying examination, foreign, ban

ning of, 422 
see also USA, FMGs, examination 

for 
Questionnaire, 7-9 

Recipient countries, 1 5 
British Commonwealth, 129 
consequences of migration for, 

155-156, 157, 159, 168-169, 
402 

comparison with donor countries, 
160-161 

economic gains of, 150-151 
GDP in, 107, 132, 110-111 
language of, related to teaching 

language in donor countries, 
126-128, 144-145 

medical undergraduates, 38-40 
nurses, 43-45, 48, 73, 76, 400 
physicians, 24-26, 33, 37, 54, 160, 

113, 116 
policies on immigration, 173-182, 

405, 407, 423 
pull forces in, 102 
solution of donor countries' prob

lems and, 423-424 
see also Restrictions on migration 

Refugees, political, 422 
Repatriation schemes, 182-183, 228, 

405, 407, 421-422 
Replacement time for migrant phys

icians, 152-153, 155, 160-161, 
166-169 

Australia, 207 
Colombia, 227 
Egypt, 243 
Germany, Federal Republic of, 261 
Haiti, 275 
India, 289 
Jamaica, 322 
Nigeria, 334 

Pakistan and Bangladesh, 348 
Philippines. 363 

Republic of Korea, see Korea, 
Republic of 

Research, health, 121-122 
Restrictions on migration, 4, 183-185 

on emigration, 171, 183-187, 
275, 322, 363-364, 402, 407-
408, 415-417, 420-423, 445 

India, 185, 278, 289 
immigration, 174-182, 407, 408, 

415, 439-440 
United Kingdom, 129, 338, 345 
USA, 129, 171, 173-177, 402 

see also Direction of physicians to 
areas of need; Practice of 
medicine; Prevention of mi
gration 

RHODESIA, SOUTHERN, 44 
ROMANIA, 37, 40 
Rome, Treaty of, 188, 189 
Rural areas, country health pro

gramming ( CHP), 425 
health services in, 161-162, 184-

185, 342, 347, 363, 376, 
393 

incentives to practise in, 186 
Australia, 209-210 
Egypt, 243 
Iran, 306 
Korea, Republic of, 379 
Pakistan and Bangladesh, 349 
Philippines, 364 
Saudi Arabia, 394 

physicians directed to, 184, 363-
364, 379, 422 

see also Deprived areas; Urban/ 
rural maldistribution of 
health manpower 

Sample, 40-country 11, 103, 132-134 
SAUDI ARABIA, 387-388 

consequences of migration, 393 
data from, 13 
development of, 387, 389 
education in, 392 
factors influencing migration, 104, 

387-393 



INDEX 473 

SAUDI ARABIA (continued) 

health manpower imbalances, 390-
393 

health services, 388 
medical education, import of, 298, 

385-386 
nurses in, foreign, 44, 46, 49, 

235, 339 
by country of citizenship, 386, 

396 
under contract, 252, 390 
male and female, 386, 388-389, 

391-392 
stock and arrivals of, 386, 398 
physicians, dimensions and direc

tions of migration of, 384-
385, 394 

foreign, 34-35, 384, 394-395 
by country of citizenship, 234, 

295 
incentives to work in rural areas, 

394 
licence to practice, 394 
location of work and nationality, 

384, 386-387, 389, 395 
Schools, medical, 187 

countries without, 155-156 
as factors in migration, 118-121, 

138-140 
grants to, in USA, 175-176, 303-304 
increase in number of, 112-113, 

136-137 
language of instruction in, 126-

128, 144-145 
major exporting, 118-121, 138-140 
migration of physicians in countries 

with, 106 
see also Degrees; Medical educa-

tion; Students 
Self-reliance, national, 420 
SENEGAL, 39 
Sex ratio of migrant physicians, 84, 

96, 401 
of nurses in Moslem countries, 

386, 388-389, 391-392 
SIERRA LEONE, 40 
SINGAPORE, 44 

Social security systems, 189, 202-203, 
227, 229, 239, 256-257, 358, 
364 

Societal system as factor in migration, 
406-411 

SOUTH AFRICA, 177, 195 
SPAIN, 30, 42, 93, 400 
Specialists, medical, country-level find

ings, Colombia, 225, 228, 
232 

Iran, 302-304, 310 
percentage of, among physicians, 

138 
recognition of, in EEC, 187-188 
training period, EEC directive on, 

179, 188 
Specialization, medical, increase in 

117 
influence on migration, 116-117, 

301-302, 318-319, 361, 404, 
413, 417 

Specialties of migrant physicians, 
87-89, 92, 97-98, 116-117 

SRI LANKA, Ill . 
Compulsory Public Service Act 

(1961), 185 
Exit Permit Act (1971), 183-184 
medical education, 119-121, 150, 

178 
migration from, 31, 44, 408 

restrictions on, 183-185 
physicians in, 125, 135 

Statistical inquiry, 7-9 
Statistical tables, 10 
Stock data, 12, 14 
Students, medical, flows within and 

between regions, 39, 64 
graduating abroad and returning 

home, 94, 100 
under compulsion, 165 

postgraduates abroad, 42-43, 68 
specialization and return of, 117 

undergraduates abroad, 38-42, 64-
67 

Study abroad, restrictions and pre
ventive measures, 185-187 



474 PHYSICIAN AND NURSE MIGRATION 

SUDAN, 152 
Supply/demand imbalance of physi

cians, correction of, 415-416, 
422, 443 

production rate and, 112-115, 136-
137, 403 

role of, in migration, 107-108, 109, 
110, 114, 124, 133-134, 403, 
409, 414 

Surgical specialties, 88, 89, 92 
SURINAME, 44 
SWEDEN, 28-29 
SWITZERLAND, 12-13, 38, 45, 248, 

303 
Symbols, 18 
SYRIAN ARAB REPUBLIC, 37, 39 

Taiwan, Province of, see China 
Tanzania, see United Republic of 

Tanzania 
Teaching posts of FMGs in USA, 86 
Technical aid missions, 23, 407 
Technical cooperation, national and 

international, 420, 424, 426 
Technology, imported, 412-413, 418 
THAILAND, 44, 46, 184, 357, 375 

medical education in, 119-121, 
149, 150, 362 

Third World countries, 409-410 
ToGo, 39 
Training irrelevant to home needs, 

101, 115-116, 411, 412 
see also Medical education 

TUNISIA, 39 
TURKEY, 249 

UGANDA, 37, 39 
Undergraduates, see Students, medical 
Unemployment, physician, 124, 149, 

423, 440 
UNION OF SOVIET SOCIALIST REPUB

LICS (USSR), medical under
graduates abroad, 40 

stock and movement of, nurses, 
49, 72, 161 

physicians, 53, 407 
UNITED ARAB EMIRATES, 156 

UNITED KINGDOM, Committee of In
quiry into the Regulation of 
the Medical Profession, 178-
179 

data from, 13 
as donor-recipient, 407 
immigration restrictions on physi-

cians, 129, 338, 345 
medical graduates abroad, 234 
medical students, foreign, in, 325, 

327, 385 
midwives, 95-96, 329 
national health service, overseas

born physicians in, 87 
EEC and, 189 

Nurses Act (1949), 180 
nurses, foreign-trained, reciprocity 

in registration of, 180 
leaving, 44-46, 95-96 
overseas-born, in, 44-46, 74, 198, 

279, 314, 328-329 
characteristics and career pat

terns, 95-96, 401 
nursing students, from Common

wealth, 280, 314-315, 328 
foreign, 46, 75 

physicians, EEC directives on 
movements of, 179-180, 188-
189 

migrating to USA, 177 
overseas-born, in, 24, 25, 26, 

108, 196, 199, 236 
age of, 82-83 
association of, demands of, 

179-180, 188 
economic gains from, 150-151 
increase in, 31, 57, 156, 171, 

399 
modes of practice, 86-87, 401 
origins of, 28, 31, 56, 57 

Bangladesh, 338, 341 
Egypt, 233 
Germany, Federal Republic 

of, 253 
India, 277, 280 
Nigeria, 325-326, 329 
Pakistan and Bangladesh, 

338, 339, 341, 348 



UNITED KINGDOM (continued) 
physicians (continued) 

overseas-born, in (continued) 

INDEX 

West Indies, 313 
registration of, 177-179, 180 

temporary, tests for, 178 
returning home, 93-94, 100 
specialties, 88-89, 98 
where trained, 37 

Royal College of Nursing, 180 
specialist training and EEC, 179, 

188 
as way station, 35, 36, 37, 177, 

233 
United Nations, brain drain and, 5, 

426 
Conference on Trade and Develop

ment (UNCTAD), 5, 150, 
426 

Economic and Social Council, 5 
Educational, Scientific and Cultural 

Organization (UNESCO), 5, 
38, 39-40, 42, 94, 115 

First Development Decade, 410 
UNITED REPUBLIC OF TANZANIA, 39, 

155, 187, 298 
UNITED STATES OF AMERICA (USA), 

attractive force of, 128, 129 
data from, 13-14 
Department of Health, Education, 

and Welfare (DHEW), 7, 38, 
41, 42 

exchange visitors, 90, 174, 175, 
352 

foreign medical graduates (FMGs) 
in, 24-25, 399, 400-401 

age of, 81 
areas of concentration, 162-163 
association of, 176-177 
definition of, 16, 37 
examinations for, 90-92, 165, 176, 

289, 321, 333 
foreign-trained, 38, 63, 90-91 

investment value of, 150-151 
graduation years, 83 
health care quality and, 164-165 
as immigrants, 90-91 

conditions of entry, 1 73-177 

475 

language of, in country of origin, 
127-128 

licensing of, 91 
mobility, 86 
modes of practice, 84-86, 219, 

236,281,340,355,371,401 
origins of, 27-28, 29, 30, 57, 

82, 88 
country-level findings, Austra

lia, 199-200 
Bangladesh, 350 
Colombia, 216-217, 219-220, 

226-227, 231 
Egypt, 236, 241 
Germany, Federal Republic 
0~ 247-248, 253-254 

Haiti, 268, 269-270 
India, 278, 280-281, 293 
Iran, 296, 298-299 
Korea, Republic of, 368-

371, 377, 381 
Nigeria, 324, 329, 333 
Pakistan and Bangladesh, 

337-338, 340, 347, 350 
Philippines, 352-353, 354-

355, 361, 365 
Saudi Arabia, 385 
West Indies, 312, 315 

by medical schools, 118-121, 
138-140 

new entries by continents of 
origin (1965-73), 27-28, 55 

pathways of, 89-93, 99 
replacement time, 155 
settling or returning home, 89-

93, 99 
sex ratio, 84, 96, 401 
specialties, 87-88, 92, 97 
stock of, 30 

increase in, 29 
unlicensed, 91-92 

Health Professions Educational 
Assistance Act (1976), 174 

immigration restrictions, 129, 171, 
173-177, 402 

interstate restrictions on medical 
practice, 1 72 
medical education, cost of, 150 



476 PHYSICIAN AND NURSE MIGRATION 

UNITED STATES OF AMERICA 
(continued) 
medical education (continued) 

export and import of, 38, 63, 
150-151, 400 

postgraduates, 42-43, 68 
students returning home, 176 
undergraduates, 41, 42, 328 

grants to medical schools, 175-
177' 303-304 

nurses, double count of, 13 
foreign, in, 44, 45-46, 74, 76 

country-level findings, 218, 251, 
269, 279, 314, 339 

Korea, Republic of, 370, 
378 

Philippines, 354, 355-356, 
366 

foreign-trained, characteristics 
and qualifications, 95 

examination for, 177 
scholarships for, 177 

Peace Corps, 407 
physician coverage, 162-163, 402 
physicians, immigration of, in poli-

tical crises abroad, 130 
migration of, specialists in donor 

countriesand,116-117, 138 
trained in USA, 37, 113 

specialization in, increased, 117 
way stations to, 35-36, 62 

users of, 36-37, 62 
Universities, 419 

major exporting, 118-121, 287-288 
UPPER VoLTA, 39 
Urban/rural maldistribution of health 

manpower, 125, 143, 161-
162, 402, 404, 412 

Australia, 204 
Bangladesh, 344 
Colombia, 224-225 
Germany, Federal Republic of, 

Jamaica, 318, 322 
Korea, Republic of, 375-376 
Nigeria, 331-332 
Pakistan and Bangladesh, 344-345 
Philippines, 360-361 
Saudi Arabia, 392-393 

Venereology, 89 
VENEZUELA, 42 
VIET NAM, Democratic Republic of, 

17, 39, 40 
Republic of, 17 
Socialist Republic of, 17 

Way stations for migrant physicians, 
35-37, 62 

Canada, 35-36, 174, 233, 353, 369 
Germany, Federal Republic of, 

247, 263 
United Kingdom, 35-37, 177, 

233 
Wealth distribution, 407, 410-411 

see also Income differentials 
WEST INDIES, 94, 187 

University of (UWI), 312, 315, 
318, 320-321, 322 

graduates of, by country of 
origin and location, 312-313, 
323 

WESTERN EUROPE, foreign medical 
undergraduates in, 40, 41 

Women, nurses, in Moslem countries, 
386, 388-389 

physicians, migration of, 84, 341, 
354, 370, 391 

part-time specialist training, 188 
see also Sex ratio 

World Health Assembly, 5 
World Health Organization (WHO), 

role of, 424, 425-426 
technical cooperation with, 230 

259-260 YUGOSLAVIA, 41, 44, 183, 249, 252 
Haiti, 272, 274-275 
India, 283-284, 284-285 
Iran, 301 

ZAIRE, 44 
ZAMBIA, 44 




