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Abstract

In a bid to better manage the increasing migration of health workers, in 2010 the World
Health Organization (WHO) adopted its Global Code of Practice on the International
Recruitment of Health Personnel. The Code has been misinterpreted by many as banning 4
recruitment from the 57 countries it deemed to have a “critical shortage” of health worker
Burt that 1s neither what the WHO intended, nor what the Code says. Recruitment from theg

countries was always allowed, even encouraged, as long as it was conducted under a mutually

beneficial government-to-government agreement. In this policy paper, we outline how the
WHO defined a “critical shortage” of health workers, both for the original Code and for itS
newly published Health Workforce Support and Safeguards List. The paper then goes onto
explore how countries of migrant destination and origin can (and should) design ethical ang
sustainable health worker migration partnerships that fulfil the requirements of the Code.

CGD Policy Paper 212
May 2021

©GlobalModelWHO2026

 wiuna (G,

World Federation of United Nations Associations

01




Center for Global Development
2055 L Street NW
Washington, DC 20036

202.416.4000
(f) 202.416.4050

www.cgdev.org

Ethical Recruitment of Health Workers: Using Bilateral
Cooperation to Fulfill the World Health Organization’s Global Code
of Practice

Michael A. Clemens and Helen Dempster
Center for Global Development

The authors would like to thank Reva Resstack for research assistance and
Cassandra Zimmer for project coordination.

The Center for Global Development is grateful for contributions from
Open Philanthropy in support of this work.

Michael A. Clemens and Helen Dempster, 2021. “Ethical Recruitment of Health Workers:

Using Bilateral Cooperation to Fulfill the World Health Organization’s Global Code of
Practice” CGD Policy Paper 212. Washington, DC: Center for Global Development.
https:/ /www.cgdev.org/publication/ethical-recruitment-health-workers-using-bilateral-
cooperation-fulfill-world-health

The Center for Global Development works to reduce global poverty
and improve lives through innovative economic research that drives
better policy and practice by the world’s top decision makers. Use and
dissemination of this Policy Paper is encouraged; however, reproduced
copies may not be used for commercial purposes. Further usage is
permitted under the terms of the Creative Commons License.

The views expressed in CGD Policy Papers are those of the authors and
should not be attributed to the board of directors, funders of the Center
for Global Development, or the authors” respective organizations.

©GlobalModelWHO2026

wfuna (&

World Federation of United Na




Contents

Introduction il

The 2010 WHO Global Code of Practice on the International Recruitment of Health

Personnel (the “WHO Code™) 2
The original definition of “critical shortage™ 3
Understanding the “ban” on active recruitment 5

The 2021 WHO Health Workforce Support and Safeguards List (the “WHO Safeguards

BT L 8

Promoting ethical international health worker reCrutment ... 12
(lebal Sloll Pattneiships suusesmsn e s s s, 13
Tnvesting ih health systemisccecnnnanneamnananns e 13

1

©GlobalModelWHO2026




Introduction

The international migration of health workers,! especially from low- to high-income

countries, is increasing. The number of migrant doctors and nurses working in OECD
countries has risen by 60 percent in the last decade.? In 2018, 11 percent of doctors in
Western Europe, 25 percent in the United States (US) and Canada, and 34 percent in
Australia and New Zealand, were foreign-trained. Most of these were trained in non

This large and increasing trend has raised questions as to whether actively facilitating the
international migration of health workers is ethical. Many of these migrants left countries
that are suffering from a lack of health workers. It has been argued that the international
recruitment of these migrants has contributed toffbrain drain”Jand worse health outcomes in
their countries of origin. But would preventing the movement of people, simply because of
their profession, be an ethical way to improve access to skilled health workers in countries of
origin?

A decade ago, the world gained a clear, universal standard to answer these questions. In May
2010, the World Health Organization (WHO) adopted its Giobal Code of Practice on the
International Recruitment of Health Personnel (the “WHO Code”).* In the WHO Code, active
recruitment was discouraged from 57 countries where there was a “critical shortage” of
health workers, defined using health worker density and skilled birrh atrendance.

The WHO Code has been misinterpreted by many as banning all recruitment from these 57
countries. This is not what the WHO Code says. In fact, the researchers who created the
definition of “critical shortage” specifically warned it should #of be used in this way.The
WHO Code was written to discourage unilateral active recruitment from those 57 countries
but does not apply to recruitment conducted under a government-to-government
agreement.®

Therefore, to fulfill the WHO Code, ministries of health in countries of origin must be given
a seat at the table. Bilateral agreements must include substantial benefits to health worker
training, recruitment, and retention, as well as health care systems, within the country of
origin. Ensuring an agreement is developed with the interests of all parties in mind will help
balance the migration power dynamic and satisfy the WHO Code. An example of such an
agreement is a Global Skill Parmnership, developed by the Center for Global Development
(CGD) 1n 2012.

! The World Health Organization (WHO) definition of “health worker” includes all people who are engaged in
actions whose primary intent is to enhance health. In this note, we will use “health worker” to refer to those in
patient-fronting roles, primarily doctors, nurses, and midwives.

> WHO (2021) “Health workforce — Migration,” https:/ /www.who int/hrh/migration/en/

3 The fraction of murses that are foreign-trained is 7 percent in Western Europe, the US, and Canada collectively;
in Australia and New Zealand, collectively, it is 19 percent. Source: OECD (2019), Recent Trends in International
Migration of Doctors, Nurses and Medical Students, OECD Publishing: Paris, https://doi.org/10.1787/5571 ef48-en,
Table 1.3 and Annex Figure 1.B.1 (underlying data at: https://doi.org/10.1787/888933970171).

A WHO (2010) The WHO Giobal Code of Practice on the International Recruitment of Health Personnel, Geneva: WHO.
https:/ /www.who.int/hrh/migration/code/code_en.pdf

' Here, ‘unilateral active recruitment’ refers to employers or their agents advertising to workers in the migrant
country of origin, and interviewing and processing applications there, without consent or cooperation of the
government of that country.
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Interesting Facts 1

International migration has become an important part of the
health workforce in many wealthier countries. The authors
report that the number of migrant doctors and nurses working
in OECD countries had increased by 60% over the preceding
decade. In 2018, foreign-trained doctors accounted for 1% of
doctors in Western Europe, 25% in the United States and
Canada, and 34% in Australia and New Zealand. These figures
help explain why international recruitment has become so
important to both destination countries that need workers and
source countries concerned about losing them.

Did You Know That... 1

Among foreign-trained doctors working in some major
destination countries, many received their medical education
outside the group of wealthier OECD countries. The authors
report that this was true for 78% of foreign-trained doctors in
the United Kingdom and 89% in the United States. This means
international recruitment can involve a substantial transfer of
trained health professionals from countries outside the OECD
into health systems in wealthier countries.

©GlobalModelWHO2026
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' Here, ‘unilateral active recruitment’ refers to employers or their agents advertising to workers in the migrant
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Something to Think About 2

This passage highlights one of the central ethical tensions in
international health-worker migration. When countries already
facing shortages lose doctors, nurses and other health
professionals, their health systems may be weakened. But
preventing health workers from leaving simply because their
skills are needed at home would restrict their ability to decide
where they want to live and work.

The WHO Code recognizes both sides of this problem. It states
that nothing in the Code should be interpreted as limiting the
freedom of health personnel to migrate to countries that wish
to admit and employ them (Article 3.4). It also recognizes that
protecting workers involves more than allowing them to
migrate. The Code calls for fair labour practices and
treatment without unlawful discrimination (Article 3.5) and
includes provisions on informed employment decisions, fair
recruitment and contractual practices, accurate information
about employment, and the legal rights and responsibilities of
migrant health personnel (Articles 4.3-4.6).

Although these protections for migrant health workers are not
a major focus of this paper, they are an important part of the
WHO Code and should be included when researching this
topic.

Something to think about: How can governments protect
health systems that are losing needed health workers without
unfairly restricting the freedom of those workers to migrate,
and how can they ensure that health workers who do migrate
are recruited and treated fairly?

Definition 2

Brain drain occurs when a country loses significant numbers
of educated or highly skilled people because they move
abroad. In this study guide, the concern is specifically about
the migration of doctors, nurses, midwives and other health
personnel from their home country to a different country. If
large numbers leave a country that already has too few
health workers, migration can reduce the number of trained
professionals available to its health system. The term should
not imply that individual health workers are doing something
wrong by migrating; it describes the potential effect that
substantial skilled migration can have on the country they
leave.

©GlobalModelWHO2026




Introduction

The international migration of health workers,! especially from low- to high-income
countries, is increasing. The number of migrant doctors and nurses working in OECD
countries has risen by 60 percent in the last decade.2 In 2018, 11 percent of doctors in
Western Furope, 25 percent in the United States (US) and Canada, and 34 percent in
Australia and New Zealand, were foreign-trained. Most of these were trained in non-OECD
countries—78 percent in the United Kingdom, 89 percent in the US.?

This large and increasing trend has raised questions as to whether actively facilitating the
international migration of health workers is ethical. Many of these migrants left countries
that are suffering from a lack of health workers. It has been argued that the international
recruitment of these migrants has contributed toffbrain drain”Jand worse health outcomes in
their countries of origin. But would preventing the movement of people, simply because of
their profession, be an ethical way to improve access to skilled health workers in countries of
origin?

A decade ago, the world gained a clear, universal standard to answer these questions. In May
2010, the World Health Organization (WHO) adopted its Giobal Code of Practice on the
International Recruitment of Health Personnel (the “WHO Code”).* In the WHO Code, active
recruitment was discouraged from 57 countries where there was a “critical shortage” of
health workers, defined using health worker density and skilled birrh atrendance.

The WHO Code has been misinterpreted by many as banning all recruitment from these 57
countties. This is not what the WHO Code says. In fact, the researchers who created the
definition of “critical shortage” specifically warned it should #os be used in this way. The

Therefore, to fulfill the WHO Code, ministries of health in countries of origin must be given
a seat at the table. Bilateral agreements must include substantial benefits to health worker
training, recruitment, and retention, as well as health care systems, within the country of
origin. Ensuring an agreement is developed with the interests of all parties in mind will help
balance the migration power dynamic and satisfy the WHO Code. An example of such an
agreement is a Global Skill Parmnership, developed by the Center for Global Development
(CGD) 1n 2012.

! The World Health Organization (WHO) definition of “health worker” includes all people who are engaged in
actions whose primary intent is to enhance health. In this note, we will use “health worker” to refer to those in
patient-fronting roles, primarily doctors, nurses, and midwives.

> WHO (2021) “Health workforce — Migration,” https:/ /www.who int/hrh/migration/en/

3 The fraction of murses that are foreign-trained is 7 percent in Western Europe, the US, and Canada collectively;
in Australia and New Zealand, collectively, it is 19 percent. Source: OECD (2019), Recent Trends in International
Migration of Doctors, Nur 3

and Medical Students, OECD Publishing; Paris, https://doi.org/10.1787 /5571 et48-en.
Table 1.3 and Annex Figure 1.B.1 (underlying data at: https://doi.org/10.1787/888933970171).

A WHO (2010) The WHO Giobal Code of Practice on the International Recruitment of Health Personnel, Geneva: WHO.
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Something to Think About 4

The distinction between active recruitment and an individual's
decision to migrate is essential. The paper is arguing that the
WHO Code was not intended simply to prevent health workers
from countries with shortages from working abroad. Instead, it
sought to discourage destination countries or employers from
actively recruiting workers from particularly vulnerable health
systems without cooperation with the source country.

The ethical question therefore becomes not simply “Should
health workers be allowed to migrate?” but “Under what
conditions should countries deliberately recruit health workers
from another country's health system?”

Definition 5

This helps distinguish active recruitment from individual
migration.

If a nurse independently searches for and applies for a job
abroad, the nurse is exercising an individual choice. If a
foreign hospital or recruitment agency deliberately advertises
jobs in that nurse's country, interviews candidates there and
arranges their recruitment, it is actively recruiting.

The distinction matters because organized recruitment can
remove substantial numbers of workers from a health system,
while restricting individuals from independently seeking
employment abroad would interfere much more directly with
their freedom to migrate.

©GlobalModelWHO2026




This paper will explore the text of the WHO Code, how it defines “critical shortage,” and
what the “critical shortage” list would look like if the same criteria were applied today. It will
then go on to discuss the new WHO Health Workforce Support and Safegnards List (the “WHO
Safegnards List”), released in February 2021, and its implications for this debate. This new
WHO Safeguards List has been released during COVID-19 and a concurrent surge in
interest in health worker migration. To help guide these debates, this note will finish with an
exploration of the Global Skill Partnership model and how it could be applied to ensure
international health worker migration is ethical and sustainable.

The 2010 WHO Global Code of Practice on the
International Recruitment of Health Personnel
(the “WHO Code”)

By 2030, the global demand for health workers has been predicted to rise to 80 million, 15
million more than the world is on track to produce.® These shortages are universal, but nor
universally distributed. For example, the WHO has shown that the African region

experiences 24 percent of the disease burden but has only three percent of the world’s health
workforce.”

At the same time, the international migration of health workers is increasing. Rigid health
worker supply systems and aging populations in high-income countries are increasing
demand, and migration is expected to grow to meet this demand.® While the mobility of
health workers is not solely from low-income countries to high-income countries, the
presence of such pathways, and recruitment agencies to service them, is increasing.

Recognizing the impact of such dynamics, in 2004, the World Health Assembly mandated
that its Director-General develop a non-binding code of practice on the international
recruitment of health workers, in consultation with Member States and all relevant partners.®
Such a code was to build on the multitude of similar initiatives that had been developed,
including the Commommealth Code of Practice for the International Recruitment of Health Warkers. 10
This was further discussed at the first ever Global Forum on Human Resources for Health,
held by the Global Health Worker Alliance in March 2008. The resultant Kazmpala Declaration
recognized both the impact of this shortage and of health worker migration and reiterated
calls for a code of practice.'!

6 Jenny X. Liu, Yevgeniy Goryakin, Akiko Maeda, Tim Bruckner, and Richard Scheftler (2017) “Global Health
Workforce Labor Market Projections for 2030, Human Resources for Health, 15:11,
https://doi.org/10.1186/512960-017-0187-2

7 Stella C. E. Anyangwe and Chipayeni Mtonga (2007) “Inequities in the Global Health Workforce: The Greatest
Impediment to Health in Sub-Saharan Africa,” International Journal of Envivonmental Research and Public Health, 4:2,
93-100. hrtps://doi.org/10.3390/ijerph2007040002

8 WHO (2016) Global Straregy on Human Resources for Health: Workforee 2030, Geneva: WHO.

https:/ /www.who.int/hrh /resources/pub_globstrathrh-2030/en,

9 Fitty-Seventh World Health Assembly (2004), Infernational migration of health personnel: a challenge for bealth systens in
developing conntries, WHA57.19. Available at: http:/ /apps.who.int/gb/ebwha/pdf_files/WHA57/A57_R19-en.pdf
10 Pre-WHA Meeting of Commonwealth Health Ministers (2003) Commonwealth Code of Practice for the International
Recruitment of Health Workers, Geneva: WHA, https://www aspeninstitute org/wp-

content/uploads/ files /content/images/%7B7BDD970B-53AF-441D-81DB-

1B64C3TEI92A%T7D CommonwealthCodeotPractice.pdf

UWHO (2008) The Kampala Declaration and Agenda for Global Action, Geneva: WHO.
https://www.who.int/workforcealliance/knowledge/resources/kampala_declaration/en/
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Interesting Facts 2

This is a projection cited by the authors in a 2021 paper, not a
current count of health-worker shortages. Its importance is
that international recruitment is partly driven by a real
structural problem: countries need more health workers.

But shortages are not evenly distributed. Wealthier countries
may be able to fill their shortages by attracting workers from
countries with fewer resources. This creates the ethical
problem at the heart of the WHO Code: one country's solution
to its workforce shortage can make another country's
shortage worse.

Interesting Facts 2

This statistic, cited by the authors from WHO material
available when the paper was written, illustrates why the
distribution of health workers matters as much as the global
number. Countries with the greatest health needs do not
necessarily have the greatest ability to train, employ and
retain health personnel.

That creates an equity question: Should countries with greater
financial resources be able to solve their shortages by
recruiting from countries that already have much smaller
health workforces relative to their needs?

©GlobalModelWHO2026




On May 21, 2010, the 63« World Health Assembly adopted the Gilobal Code of Practice on the
International Recruitnent of Health Personnel (the “WHO Code”). The WHO Code established
voluntary principles and practices to guide the ethical international recruitment of health
workers and strengthen health systems. Crucially, it recommends that “Mensber States shonid
disconrage active recruitrient of heaith personnel from developing countries facing critical shortages of health
workers.” 12

The original definition of “critical shortage”

Initially, the WHO defined a_country as one with fewer than 2.28 health
workers per thousand population. To calculate this, researchers first looked at the
relationship betweenh(the number of health workers per thousand
population) and the percentage of births attended by skilled health personnel. Broadly,
countries with a higher health worker density have a larger fraction of births attended. They
then selected a minimal acceptable level ob 80 percent of births. An
average country reaches this level at a health worker density that, with 95 percent statistical
confidence, lies between 2.02 and 2.54. The middle of that range is 2.28.3 Based on this

definition, in 2006 the WHO’s flagship World Health Report determined that 57 countries
were in “critical shortage” (figure 1).14

Figure 1. Countries originally designated by the WHO, in 2006, as having a “critical
shortage” of health workers

M Countries with critical shortage | Countries without critical shortage

Note: The tull list is available in Table 1. Source: WHO (2006) World Health Report 2006. Geneva: WHO.

12 WHO (2010) WHO Global Code of Practice an the International Recruitvient of Health Personnel, Geneva: WHO.

hups: who.int/hrh /migration/code/practice/en,

13 This caleulation is performed by Niko Speybroeck, Yohannes Kinfu, Mario R. Dal Poz, and David B. Evans

(2006) “Reassessing the relationship between human resources for health, intervention coverage and health

outcomes,” Background paper for the Weorld Heaith Report 2006. Geneva: WHO.
www.who.int/hrh/documents/reassessing_relationship.pdf. They use the same method employed by the

Joint Learning Initiative in Lincoln C. Chen and Tim Evans (2004) “Human resources for health: overcoming the

crisis,” Lancet, 364:1984=1990. http:/ /www.who.int/hrh/documents /[Li hrh report.pdf

14 \WHO (2006) World Health Report 2006. Geneva: WHO. Table 1.3, page 13.

htrps:/ /www.who.int/whr /2006 /en
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Definition 2

“Critical shortage” was the term used in the original WHO
approach to identify countries with particularly serious health-
workforce shortages. The original calculation classified
countries using both the number of doctors, nurses and
midwives per 1000 people and the percentage of births
attended by skilled health personnel. In 2006, 57 countries
were identified as having a critical shortage.

WHO later replaced this approach with the Health Workforce
Support and Safeguards List. The newer approach looks at two
things: health-worker density—the number of doctors, nurses
and midwives relative to the population—and a country's
Universal Health Coverage (UHC) Service Coverage Index,
which measures how well people are able to receive a range
of essential health services. Countries with both low health-
worker density and low UHC service coverage are identified as
needing greater health-workforce support and safeguards
against active international recruitment.

Definition 2

Health worker density measures the number of health workers
in relation to the size of a country's population. In the original
WHO calculation discussed in this paper, it referred to the
number of doctors, nurses and midwives per 1,000 people. A
country with 2.28 health workers per 1,000 people, for example,
would have approximately 2,280 doctors, nurses and
midwives for every one million people. It is useful for
comparing countries of different population sizes, but it does
not show where workers are located within a country or
whether trained workers can actually find employment.

Definition 2

Skilled birth attendance refers to childbirth attended by
appropriately trained health personnel, such as doctors,
nurses or midwives, who can provide care during childbirth
and respond to complications. WHO originally used the
percentage of births attended by skilled health personnel as
one way of assessing whether a country had enough health
workers. The reasoning was that countries with more health
workers generally had a greater proportion of births attended
by trained personnel.

©GlobalModelWHO2026




Figure 2 reconstructs how this list of “critical shortage” countries was made. The horizontal
axis shows the density of health workers—the number of health workers per population—
on a logarithmic scale.’> The vertical axis shows the percentage of births in each country
atrended by skilled health personnel. The cutoff density of health workers is the vertical red
line, and the cutoff level of skilled birth attendance is the horizontal red line. Thus, the
original “critical shortage” countries were the 57 countries in the lower-left quadrant.

Figure 2. How 57 countries with a “critical shortage” (red dots) were identified in the
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Sonrce: WHO and UNICEF as reported in the WHO (2006) World Health Report 2006. Geneva: WHO.
Countries identified by ISO three-letter code.

Since 2006, the world has advanced—improving health outcomes and increasing health
worker density. If we apply the same calculation to the most recent data available as of 2020,
the number of countries with a “critical shortage” would be reduced from 57 countries to 43
(figure 3). Three new countries would be added to the list and 17 countries removed (see
table 1). For example, India fell below both thresholds in 2006. (At that time, India had 1.87
skilled health workers per 1,000 population and 43 percent skilled birth attendance.) But
today India exceeds both thresholds. (India now has 2.85 skilled health workers per 1,000
population and 81 percent skilled birth attendance).

15 Health worker density defines “health workers™ as doctors, nurses, and midwives. This adheres to the
definition for health worker density, or health workforce density, as used by the WHO.

4

Interesting Facts 2

The paper uses India to show that a country's health-
workforce situation can change significantly over time. Under
the original WHO criteria, India was classified as having a
critical shortage in 2006, when it had 1.87 doctors, nurses and
midwives per 1000 people and skilled health personnel
attended only 43% of births. Using the more recent data
available to the authors, those figures had increased to 2.85
health workers per 1,000 people and the percentage of births
attended by skilled health personnel has increased to 81%.
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Figure 3. If the same exercise from 2006 were repeated, using the same method but
updated data, 43 countries would be classified as having a “critical shortage”

(red dots)
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§ Something to Think About 3
K L This sentence captures the central principle behind ethical
= international recruitment. A source country is the country a
2 o | health worker leaves; a destination country is the country
s where the worker goes to work. Migration clearly benefits a
destination country when it gains doctors, nurses or other
health workers it needs. The harder question is how the source
2019 country's health system can also benefit when it is losing
trained personnel.
T T T T T T The WHO Code suggests that destination countries should

-

5 1 2.28 5 10 20 collaborate with source countries to support health-worker
development and training. This could include expanding
training capacity, providing technical or financial assistance,
or developing bilateral agreements designed so that
recruitment does not simply transfer scarce health workers
from one country to another.

The principle does not specify exactly what benefits a source

S ¢ = 2 country must receive or how large those benefits should be.
Sosree: WHO Global Health Observatory; UNICEF/WHO Joint Database on SDG 3.1.2 Skilled Attendance at That leaves governments with important questions to

Birth. The underlying data come from multiple years but represent the most current data available in 2019. negotiate: What counts as a meaningful benefit? Who should
pay for it? Should support increase when more workers are
i 2 and 3 off o e e et L - recruited? And how can countries determine whether an

1BUIES;~iang. 2, Olter 4 postral o progress. byen L IOV )eCtvE CHtENARORCISCORTaping agreement actually strengthens rather than weakens the
unilateral active recruitment under the WHO Code had not changed, that portion of the source country's health system?

- : . .- . Overarching question:
Code would apply to substantially fewer countries today than it originally did. How can in%e?national recruitment meet the workforce needs
of destination countries and respect health workers' freedom
" . . to migrate while ensuring that source countries—particularly
Undersrcmdmg the “ban” on active recruitment those already facing shortages—also benefit rather than
having their health systems weakened?

Health worker density per 1,000 pop.

As discussed above, the WHO Code was adopted during a period of great concern about
health workforce shortages and the negative impacts of health worker migration. In a bid to

recognize these impacts, Article 5.1 of the WHO Code states that: A A
Something to Think About 3

The key word is “active.” The Code does not say that individual
health workers from these countries should be prevented from
migrating. It addresses recruitment practices.

This creates two legitimate concerns. Source countries may
want protection from large-scale recruitment that could
worsen existing shortages. Health workers, however, have
legitimate interests in choosing where they live and work.

The policy challenge is therefore to regulate how recruitment
takes place without unnecessarily restricting the worker's own
mobility.

“Tn accordance with the guiding principle/s] as stated in Article 3 of this Code,

Destination conntries are encouraged to
collabarate with source countries fo sustain and pronwote health human resonrce
developrent and training as appropriate.

’ (Article 5.1).
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The last sentence of this Article has often been interpreted as recommending an outright ban
on any recruitment of health workers from “critical shortage” countries. Many high-income
countries even codified this interpretation. For example, Germany’s 2073 Employment
Ordinance prohibited all recruitment of health workers from these 57 countries.16

Promoting recruitment through government-to-government agreements

Bans of this sort, however, do not implement the recommendations of the WHO Code. The
‘Article 3’ referred to rhe passage quoted above is the WHO Code’s “ouiding rincile.” It
notes that : ) ¢ j

ed.” That is also true, the \WHO
Code notes, in countries w1th a “critical shortage of health workers.

To implement the WHO Code, therefore, countries of destination should not ban all active
recruitment from those 57 countries, but instead

Article 5.1 “disconrages” is unregulated and unilateral recruitment of workers in “critical
shortage” countries without an offsetting obligation for the country of destination to

“collaborate ... to sustain and promote health human resonrce deyel'ammt and traiming.” Article 3.3 goes
even further, adv1sm countries of destination to 1d rsistan

In other words, the WHO Code does not ban, and was never intended to ban, countries
with a “critical shortage™ of health workers from developing government-to-government
agreements that would benefit them. Categorical bans on such cooperative agreements do
not implement the WHO Code but run counter to it. The WHO Code mentions
“cooperation”, “collaboration”, and “bilateral agreements™ 16 times in its slim 12 pages. It is
clearly not a call for unilateral bans, but for careful and respectful intergovernmental
cooperation that contributes to the strengthening of health systems and improved health

outcomes.

What the authors intended

Both the authors of the “critical shortage” definition used in relation to the WHO Code, and
the WHO itself, stated explicitly that no numeric cutoff by itself should suffice to ban
recruitment. The designers of the “critical shortage” threshold warned, “Because of the
confounding effects of other social factors, such as education and economics, and of the way countries niobilize
and deploy workers not classified under existing international systems,” the threshold they calculated
must be “a suggestive guideline, not a definitive benchmark.”" The WHO agreed: “These estimates ...
are not a substitute for specific conntry assessments of sufficiency.”’ 18

16 OECD (2016) OECD Health Policy Studies Health Workforce Policies in OECD Conntries: Right Jobs, Right Skills, Right
Plages, OECD: Paris, page 120. ‘

’ Lincoln C. Chen and Tim Evans (2004) “Human resources for health: overcoming the crisis,” Lancet,
364:1984-1990. hup:/ /www.who.nt/hrh/documents/JLi hrh report.pdf
18 WHO (2006) ap. cit. pages 12-13,

World Federation of United Nations Associations

Something to Think About 2

This principle changes the question from whether migration is
inherently good or bad to how migration is managed.

Poorly managed recruitment can worsen shortages in source
countries. Properly managed migration could potentially
benefit workers, destination countries and source countries—
for example, when recruitment is accompanied by
investments in training or health-system development.

The central negotiation question becomes: What conditions
make international recruitment genuinely beneficial to both
countries rather than simply transferring health workers from
a poorer health system to a wealthier one?

Definition 3

A government-to-government agreement, often called a
bilateral agreement, allows the source and destination
countries to negotiate the conditions under which recruitment
will take place.

Instead of a foreign employer simply recruiting workers, the
source country's government can participate in decisions
about matters such as the number and type of workers
recruited, worker protections, training and what support the
destination country will provide.

This gives the source country a voice in managing the effect
recruitment has on its health system.

Something to Think About 3

Suppose Country B recruits nurses who were educated and
trained in Country A. Country B receives trained workers
immediately, while Country A may lose both workers and the
investment it made in training them.

One response is for the destination country to help strengthen
the source country's health system—for example, by helping
expand training capacity or supporting health-workforce
development.

But countries may disagree over how much assistance is
appropriate, what form it should take and whether it should be
directly linked to the number of workers recruited.
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The last sentence of this Article has often been interpreted as recommending an outright ban
on any recruitment of health workers from “critical shortage” countries. Many high-income
countries even codified this interpretation. For example, Germany’s 2013 Employment
Ordinance prohibited all recruitment of health workers from these 57 countries.!6

Promoting recruitment through government-to-government agreements

Bans of this sort, however, do not implement the recommendations of the WHO Code. The
‘Article 3’ referred to the passage quoted above is the WHO Code’s “guiding principle.” Tt
notes that “International migration of health personnel can niake a sonnd contribution to the developmient
and strengthening of health systems, if recruitment is properly managed.” That is also true, the WHO

Code notes, in countries with a “critical shortage” of health workers.

To implement the WHO Code, therefore, countries of destination should not ban all active
recruitment from those 57 countries, but instead|manage mobility through government-to-

government agreements in which active recruitment occurs on mutually agreed terms. What
Article 5.1 “disconrages” is unregulated and unilateral recruitment of workers in “critical

shortage” countries without an offsetting obligation for the country of destination to
“collaborate ... to sustain and promote health human resonrce development and training.” Article 3.3 goes
even further, advising countries of destination to “provide techuical and financial assistance to
develgping countries and conntries with econoniies in transition aimed at strengthening health systews,
including health personnel development.”’

In other words, the WHO Code does not ban, and was never intended to ban, countries
with a “critical shortage” of health workers from developing government-to-government
agreements that would benefit them. Categorical bans on such cooperative agreements do
not implement the WHO Code but run counter to it. Tk D€ s

clearly not a call for unilateral bans, but for careful and respectful intergovemmental
cooperation that contributes to the strengthening of health systems and improved health
outcomes.

What the authors intended

Both the authors of the “critical shortage” definition used in relation to the WHO Code, and
the WHO itself, stated explicitly that no numeric cutoff by itself should suffice to ban
recruitment. The designers of the “critical shortage” threshold warned, “Becasse of the
confonnding effects of other social factors, such as education and econonics, and of the way conntries mobilize

and deploy workers not classified under existing international systems,”’ the threshold they calculated
must be 17 The WHO agreed: “These estimates . ..

are not a substitute for specific conntry assessments of sufficiency.” '¢

16 OECD (2016) OECD Health Policy Studies Health Workforce Policies in OECI Countries: Right Jobs. Right Skills, Right
Plages, OECD: Paris, page 120.

17 Lincoln C. Chen and Tim Evans (2004) “Human resources for health: overcoming the crisis,” Lancet,
364:1984-1990. hup: awho.int/hrh/documents/JLi_hrh report.pdf

18 WHO (2006) gp. cit. pages 12-13.
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Did You Know That... 4

The WHO Code is sometimes interpreted mainly as a
document intended to stop countries from recruiting health
workers from countries with shortages. The authors point out,
however, that the 12-page Code refers to cooperation,
collaboration and bilateral agreements 16 times.

The idea is that recruitment can be organized so that both
countries receive benefits. The destination country gains
doctors, nurses or other health workers it needs. In return, it
can help the source country strengthen its own health
workforce—for example, by helping finance the training of
additional health workers, expanding training capacity,
providing technical or financial assistance, or supporting
health-worker development and retention. Under one model
discussed in the paper, a destination country helps finance
the training of more workers than it plans to recruit, so that
some can migrate while others remain and increase the
number of trained workers available in the source country.
This changes the goal from simply taking an existing health
worker from one country and moving that worker to another to
using international recruitment as part of an agreement that
also helps expand or strengthen the source country's health
workforce.

Something to Think About 5

A numerical threshold can help identify countries with serious
health-workforce problems, but the authors of the threshold
themselves warned against treating one number as sufficient
evidence that recruitment should be prohibited.

Countries can face very different situations. One may
genuinely have too few trained nurses. Another may have
trained nurses who cannot find jobs because the government
cannot afford to employ them. A third may have enough
workers nationally but severe shortages in rural areas.

That is why country-specific analysis matters: the same
recruitment policy may not be appropriate for every country
below a numerical threshold.
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They made these warnings because they understood the inherent limitations of the numeric
calculation that underlies the definition, for several reasons:

* 'The true value of any threshold in health worker density is uncertain. The
underlying analysis only finds that the health worker density allowing 80 percent
skilled birth attendance lies somewhere between 2.02 and 2.54. In the data of the
same original WHO analysis, 14 countries lay within this uncertainty interval.??

¢ There is no medical basis for a sharp cutoff at 80 percent coverage. The WIHO
bases its health worker density threshold on a “minimum desired level” of 80
percent skilled birth attendance. That figure originates in a paper in The Lancet that
chooses the level of 80 percent as an arbitrary round number to summarize the data
in one of its figures.20 There is no sharp change at, or near, 80 percent that would
justify the choice of that particular number, as figures 2 and 3 here illustrate.2!

¢ The true number of health workers is uncertain. The method used to count
health workers differs from country to country. In its original calculation, the WHO
used four different types of data sources to estimate of the number of health
workers in a country. Many of these sources define health workers differenty and all
have different margins of error.2? For example, at the same time that the WHO
determined Kenya to have a “critical shortage” of nurses, Kenya had a surplus of at
least five thousand nurses that could not find employment as nurses and thus were
not included in active health worker density estimates.2

¢ There is no mechanical relationship between health worker density and
skilled birth attendance. In the oniginal 2006 classification, ten countries fell
below the health worker density threshold and nevertheless fell abore the skilled birth
attendance threshold.2* Conversely, eight countries fell above the health worker
density threshold but beow the skilled birth attendance threshold. For example, Laos
and Chile had almost the same health worker density (1.61 and 1.72 respectively) but
vastly different skilled birth attendance (Laos at 19 percent and Chile at 100
percent). Moreover, skilled birth attendance is a narrow measure of the impact of
health workers.

19 Belize, China, Costa Rica, Egypt, El Salvador, Fiji, Jamaica, Malaysia, Sio Tomé and Principe, Sri Lanka,
Surinam, Timor Leste, Vanuatu, and Zambia.

20 Chen and Evans. gp. cif.

21 This is the difference between the number of countries below 3.9 per 1,000 (the level at which average skilled
birth attendance is 90 percent) and below 90 percent skilled birth attendance, and the number of countries below
1.4 health workers per 1,000 population (the level at which average skilled birth attendance is 70 percent) and
below 70 percent skilled birth attendance—in Figure 1.4, page 11 of WHO (2006) ap. cit.

22 These sources include, in different countries: administrative records such as registers of professional
associations (which are available in very few countries), health facility surveys (which “may sufter from omission
of some establishments and types of health workers, particularly those working outside of health facilities and the
unemployed”), labor force surveys (which can “suffer from sampling error”), and national population censuses
(which are conducted infrequently). See Mario R. Dal Poz, Yohannes Kinfu, Sigrid Drager, and Teena Kunjumen
(2006) “Counting health workers: definitions, data, methods and global results,” Background paper for the World
Health Report 2006. WHO: Geneva http:/ /www.geopsy.com/memoires _theses/counting_health workers.pdf

2 Ummuro Adano (2008) “The health worker recruitment and deployment process in Kenya: an emergency
hiring program,” Human Resources for Health, 6:19. https://doi:10.1186/1478-4491-6-19

2 Ten countries in the data of the World Health Report 2006 have health worker densities below 2.28 but skilled
birth attendance abore 80 percent: Cape Verde, Chile, China, Colombia, Costa Rica, Iran, Solomon Islands, Sudan,
Suriname, and Vietnam.
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Interesting Facts 4

A country can have a shortage of employed health workers
while also having trained health workers who cannot find jobs.
The paper gives the example of Kenya, which was classified as
having a critical shortage of nurses even though at least 5,000
trained nurses could not find nursing jobs. This shows why
simply counting the number of health workers currently
employed does not always reveal the real problem. A country
may need more health workers but lack the funding to employ
the workers it has already trained.

Interesting Facts 5

Having similar numbers of health workers does not necessarily
produce similar health outcomes. The paper notes that Laos
and Chile had almost the same number of doctors, nurses
and midwives per 1,000 people, yet skilled health personnel
attended only 19% of births in Laos compared with 100% in
Chile. This illustrates why governments need to look beyond
the total number of health workers and consider how workers
are distributed, supported and used within the health system.
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¢ There is currently no published evidence showing that limits on recruitment
have affected staffi 1evels or health outcomes in mi; ant countries of
n. For example, tl

orld.2 Nelther that pohcy nor relared pohctes in
other countries have ever been shown to have caused a measurable increase in
health worker staffing, quality of care, or health outcomes.2¢

Therefore, while the “critical shortage” classification contains useful information, it can only
be one of many useful inputs to a policymaker’s overall assessment of whether any given act
of recruitment oceurs in a context that tends to ameliorate or exacerbate a “critical
shortage.” There have been valuable recent efforts to build better quantitative indicators of
health worker shortage, but similar concerns will hold about any such quantitative
indicator.??

The 2021 WHO Health Workforce Support and
Safeguards List (the “WHO Safeguards List”)

Following the recommendations of the 68" World Health Assembly in May 2015, the
Director-General of the WHO convened an Expert Advisory Group (EAG) to conduct a
second review of the WHO Code (the first review was conducted in 2015). Following
extensive consultations, the Report of the WHO Excpert Advisory Group on the Relevance and
Effectivencss of the WHO Global Code of Practice on the International Recruitment of Health Personne!
(“the Report”) was presented to the 73« World Health Assembly in November 2020.28

Fifteen years after the establishment of the original WHO Code, the Report found that it has
become the “universal ethical framework linking the international recruitment of health
workers and the strengthening of health systems.” Both the knowledge of and relevance of
the WHO Code had increased in recent years, as had the availability of information to assess
its effectiveness. The EAG affirms that the WHO Code can help advance universal health
coverage (UHC); safe, regular, and orderly migration; human capital development; and
international trade.

Yet the authors note that the 2006 list of countries referenced above was developed for
research, policy dialogue, and advocacy purposes relating to the Millennium Development
Goals (MDGs). It is therefore “not currently suitable for fulfilling the purpose of identifying
countries which should be prioritized for health personnel development support and for
which safeguards related to active recruitment are required.”

25 See Department of Health (2004) Code amez:fmﬁ)r the Iniemahona!& i cj’I-’ Itheare Professionals. London:
Department of Health. htp: .k, :

Buchan (2007) “International Recrmtmem of Nurses: Pol.u:y and Practice in the United K.mgdom " Health Services
Research, 43:3, 1321-1335. htps://dx.doi.org/10.1111%2F].1475-6773.2007.00710.x

% SeeJeun.ifer S. Edge and Steven J. Hottman (2013) “Empirical impact evaluation of the WHO Global Code of
Practice on the International Recruitment of Health Personnel in Australia, Canada, UK and USA,” Globalization
and Health, 9:60. http:/ /dx.doi.org/10.1186/1744-8603-9-60

27 For example, a criterion of 4.45 physicians, nurses, and midwives per 1,000 population was proposed by: WHO
(2016) Global strategy on buman resources for health: Workforce 2030. WHO: Geneva.

hutps:/ /apps who.int/iris /bitstream /handle/10665 /250368 /9789241511131 -eng,|

28 WHO (2020) Report of the WHO Exgpert Advisory Group on the Relevance and Effectiveness of the WHO Global Code of
Practice on the International Recruitment of Health Personnel, WHO: Geneva.

htrps:/ /apps who.int/gb/ebwha/pdf files/WHAT73/A73 9-en.pdf’
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Did You Know That... 1

The United Kingdom, acting as a destination country seeking
health workers from abroad, once prohibited active
recruitment from 152 source countries—almost the entire
developing world. The purpose was to avoid worsening
health-worker shortages in these source countries that the UK
feared could happen if it actively recruited their doctors,
nurses and other health personnel.

However, the research cited in this paper had not found
evidence that these restrictions produced measurable
improvements in health-worker staffing, quality of care or
health outcomes in the source countries. One reason may be
that international recruitment is not always the main cause of
their shortages. A country may have trained health workers
but lack the money to employ them, or workers may leave
because of low pay, poor working conditions or limited
opportunities.

For example, Kenya was classified as having a critical
shortage of nurses even though at least 5,000 trained nurses
reportedly could not find nursing jobs. Preventing the UK from
recruiting those nurses would not by itself create nursing jobs
for them in Kenya.

The example illustrates an important distinction: preventing
international recruitment may reduce one possible cause of
health-worker loss, but it does not necessarily address the
underlying reasons why a country's health system cannot
employ or retain enough health workers.
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As a result, the authors recommended a new definition. Countries that both score in the first
quartile of the UHC service coverage index (UHC SCI) and have less than the median
density of doctors, nurses, and midwives should be prioritized for health workforce support
and active recruitment safeguards. The new WHO Health Workforce Support and Safeguards List
was published on February 25, 2021.2% The list references the methodology included in the
Report (with an increased global health worker density of 48.6 per 10,000 population but
maintaining a previous standard UHC service coverage index of 50). This yields 47 countries
classified as requiring support and safeguards (figure 4). It has now replaced the “critical
shortage” list included in the 2006 World Health Report, and the WHO intends to review the
new list in a dynamic manner at least every three years.

Figure 4. Support and Safeguards countries: 47 countries have both low UHC service
coverage index scores and low health worker density
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Sonree: WHO (2020) National Health Workforce Accounts (NWHA) [data file]. WHO: Geneva.
. The underlying data come from multiple years but represent the most current
data available in 2020.

Comparing the new list to the old lists is informative (table 1). The new definition is simpler,
clearer, and better linked to ongoing policy discussions. For example, both UHC SCI and

health worker density are included as Sustainable Development Goal (SDG) indicators. As a
result, the new definition is more sustainable, comparable, regularly monitored, and better in

» \WHO (2021) Hea!tb Wanéﬁm Support and Safegnards List, 2020, WHO: Geneva.

hstS an.pdfPstvrsn=1al 6bc6t
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line with the role of health workers within the health system. It has had the effect of both
reducing the overall number of countries on the list, and slightly shifting the countries that
are included. In the new list, gone are countries including India, Indonesia, Kenya, Zambia,
and Zimbabwe, and all Western Hemisphere countries except Haiti. Much of the Pacific, in
turn, has been added to the new list. The list is not static—it will be revisited regularly based
on new data acquired through the National Health Workforce Accounts (INHWA) and

external shifts.

Table 1. Countries with a “critical shortage”: under the 2006 definition, the 2006
definition applied to today, and the new 2021 definition

2006 definition
(57 countries)
Africa

Angola

Benin

Burkina Faso
Burundi
Cameroon
Central African Republic
Chad

Comoros
Congo, Dem. Rep.
Congo, Rep.
Cote d'Tvoire
Equatorial Guinea
Eritrea
Ethiopia
Gambia

Ghana

Guinea
Guinea-Bissau
Kenya

Lesotho

Liberia
Madagascar
Malawi

Mali

Mauritania
Mozambique
Niger

Nigeria

Rwanda

Senegal

Sierra Leone

Tanzania

2006 definition applied to today
(43 countries)

Angola
Benin
Burkina Faso

Cameroon
Central African Republic
Chad

Congo, Dem. Rep.
Congo, Rep.

Céte d'Ivoire
Equatorial Guinea
Eritrea

Ethiopia

Gambia

Ghana

Guinea
Guinea-Bissau
Kenya

Lesotho

Liberia
Madagascar

Mali

Mauritania
Mozambique
Niger

Nigeria

Senegal
Sierra Leone

Tanzania

10

2021 definition
(47 countries)

Angola

Benin

Burkina Faso

Burundi

Cameroon

Central African Republic
Chad

Congo, Dem. Rep.
Congo, Rep.

Cote d'Tvoire
Equatorial Guinea
Eritrea

Ethiopia

Gambia

Ghana

Guinea
Guinea-Bissau

Lesotho
Liberia
Madagascar
Malawi

Mali
Mauritania
Mozambique
Niger
Nigeria

Senegal
Sierra Leone
South Sudan
Tanzania

©GlobalModelWHO2026
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2006 definition 2006 definition applied to today 2021 definition
(57 countries) (43 countries) (47 countries)

Africa (continued)

Togo Togo Togo
Uganda Uganda Uganda
Zambia Zambia
Zimbabwe Zimbabwe

Bolivia
El Salvador El Salvador

Guatemala
Haiti Haiti Haiti
Honduras Honduras
Nicaragua
Peru Peru
Afghanistan Afghanistan Afghanistan
Djibouti Djibouti
Iraq
Morocco
Pakistan Pakistan Pakistan
Somalia Somalia Somalia

Sudan

Yemen Yemen Yemen

Western Pacific

Cambodia
Kiribati
Laos Laos
Micronesia, FSM
Papua New Guinea Papua New Guinea Papua New Guinea
Solomon Tslands
Timor-Leste
Vanuatu
Bangladesh Bangladesh Bangladesh
Bhutan
India
Indonesia
Nepal Nepal
Myanmar Myanmar

Sonrce: 2006 definition: WHO (2006) List of 57 conntries facing Human Resonrces for Health Crisis, WHO: Geneva.
-/ fwww.who.int/workforcealliance /countries/ 57 crisiscountries pdf?ua=1; 2021 definition: WHO (2021)

https: who. 4
Health Warkforce Support and Safeguards List, 2020, WHO: Geneva. https://cdn.who.int/media/docs/default-

source/health-workforce /hwt-support-and-sateguards-list8jan.pd?stvrsn=1a16bc6t 5

Nore: Regions defined by WHO. See WHO, “Working with the regions,” bitps:/ [ wwmw.who.int/ chp/ about | regions/ en/
11
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Consistent Wlth the guiding nnales of the WHO Code outlined above, the WHO

involve ministries of health and other health sector stakeholders, and be notified to
the WHO Secretariat through the NHWA and WHO Code reporting processes.>

Such an approach requires all countries (particularly countries of destination) to analyze how
they will apply the WHO Code. As an example, on February 25, 2021, the UK released their
new Code of practice for the international recruitment of health and social care personnel (the “UK
Code”).?! The UK Code aims to promote high standards of practice in ethical international
recruitment along with health and social care system sustainability through international
cooperation. To manage this, the UK has implemented a traffic light system. For red
countries, no active recruitment is permitted. For amber countries, managed recruitment is
permitted under the terms of a government-to-government agreement (if one is in place).
For green countries, active recruitment is permitted, some of which may be done through a
government-to-government agreement (if one is in place). All 47 countries on the WHO
Safeguards List are classified as red countries and others are currently being prioritized for
the development of new government-to-government agreements.

Promoting ethical international health worker recrvitment

Under the WHO Code, recruitment in countries with a “critical shortage” of health workers
is therefore only ethical if it is part of a government- to-government agreement with certain

conditions. It

i relof ening” | (5.1) and ° pmvirz’e tefbniml and financial assistance to
developing countries ... aimed at strengthening health systems, including bealth personnel developnens” (3.3).
And it must be done in collaboration with the ministry of health and other relevant
institutions in countries of origin.

The new WHO Safeguards List and its supporting documents go some way to clarify this
interpretation, and at a time when it is needed most. Demand for health workers in countries
of destination is at a high. Both demographic shifts and COVID-19 have exposed the
necessity of migrant health workers within countries of destination, and this trend is likely to
persist. Traditional countries of origin for health workers, such as the Philippines, are rapidly
developing, thereby retaining talent and reducing a pipeline of emigration which countries of
destination had long relied upon. And new countries of origin, such as Ghana, Nigeria, and
St Lanka are therefore demanding more equitable agreements that channel meaningful
assistance towards their health workforce development goals.

30 NWHO (2021) Health Workforce Support and Safeguards List, 2020, WHO: Geneva.
https://cdn.who.int/media/docs /default-source/health-workforce /hwf-support-and-safeguards-
list8jan. pdfPsfvrsn=1a16be6f 5

31 UK Department of Health and Social Care (DHSC) (2021) Corfe of practice for the mrernafmm.’ rmwf;mnf of health
and social care personnel, hips: uk ubli od

recruitment-of-health- m1d-somal-cme-gersmmel
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Something to Think About 1

This describes the 2021 WHO Safeguards List discussed in the
paper. It is important not to treat the number 47 as current:
the paper was published in 2021, and WHO subsequently
updated the list.

More importantly, being on the list did not mean that health
workers from those countries were prohibited from migrating.
The safeguard concerned active international recruitment,
while also identifying countries that should receive greater
support  for health-workforce  and health-system
development.

Did You Know That... 1

This is an important distinction. The objective is not
necessarily to isolate countries with severe shortages from
international health-worker migration. The authors argue that
organized recruitment can take place when the governments
cooperate and the arrangement protects the source country's
health system.

This turns the issue from “recruit or don't recruit” into a
question about what conditions should govern recruitment.

Definition 1

A health labour market analysis examines more than the
number of trained health workers. It asks whether workers can
actually find jobs, where shortages occur, what workers are
paid, why vacancies exist, and why workers leave.

This matters because training more workers will not solve a
shortage if the real problem is that the government cannot
employ them or working conditions cause them to leave.
Recruitment agreements should therefore be based on the
actual causes of a country's workforce problem, not simply its
total number of doctors or nurses.

Something to Think About 3

The paper argues that ethical recruitment should produce
benefits for the source country rather than simply remove
workers from it.

The difficult question is what kind of benefit is appropriate. A
destination country might finance additional training, provide
technical assistance, support workforce planning or invest in
other health-system priorities.

Countries may disagree about whether this support should be
required and proportional to recruitment, negotiated case by
case, or largely voluntary. The underlying question is how
responsibility should be shared when one country's health
system benefits from workers trained in another.
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Global Skill Partnerships

One way to do this is through developing Global Skill Partnerships.32

, and ultlmately welcomes rmgrﬂnts with preusely the
skills they need to best integrate and contribute upon arrival. The country of onin iirees to

rovide that training and gets support for the training of non-migrants too
ﬂ with a key role for the WHO to provide information on
the health labor market. One hundred and fifty-two countries have endorsed this type of
agreement, by name, in the Global Compact for Safe, Regular, and Orderly Migration (Objective

18).3* The model can and should be used to build the global stock of health workers.

A well-designed Global Skill Partnership could lead to a variety of positive improvements in
health workforce development and, ultimately, health outcomes. Evidence from the
Philippines shows that even the presence of migration opportunities induced ten times more
nurses to qualify under existing training programs.> In addition to this incentive, the Global
Skill Partnership could directly train more health workers (under the “home” track) who
would contribute to health systems in their countries of origin, thereby reducing “brain
drain.”

Investing in health systems

Yet merely increasing the supply of health workers in migrant countries of origin is too
simplistic. If countries of origin are unable to employ newly qualified workers, especially
within the public system, this will merely create more emigration pressure and dissatisfaction.
Instead, countries of destination should interrogate the reasons why more qualified workers
are not trained and employed, and tackle these. As the WHO has mentioned, “the policy
prescription should therefore focus on treating the underlying causes (in terms of improving
the work environment, support systems and remuneration), rather than attempting to
address in isolation the migratory phenomenon.”>

Investment would include improving and expanding the training infrastructure, such as
providing equipment and facilities and improving the capacity of trainers. Investment could
also be channeled to supporting the ministry of health itself, improving reporting under the
WHO Code to the NHWA, and developing a Health Workforce Migration Strategy and

32 Michael A. Clemens (2015) “Global Skill Partnerships: A proposal for technical training in a mobile world,”

1Z.A Journal of Labor Policy, https:/ /dol.org/10.1186/s40173-014-0028-z

33 The Global Compact for Safe, Orderly, and Regular Migration, Objective 18(¢) reads, “Build global skills
parinerships aniong conntries that strengthen training capacities of national authorities and relevant siakeholders, including the private
sector and trade unions, and foster skills development of workers in countries of origin and migrants in comntries of destination with a
view lo preparing trainees Jor employability in the labour markets of all participating countries” See Global Compact for Safe,
Orderly, and Regular Migration, UN General Assembly A/CONF.231/3.

https:/ ’nmluu org/en/A/CONF.231/3. One hundred and fifty-two countries voted to endorse the Global
Compact on December 19, 2018. See General Assembly Endorses First-Ever Global Compact on Migration, Urging
Coaperation among Member States in Protecting Migrants, GA/12113.

https:/ /www.un.org/press/en/2018/ga12113.dochtm

3 Paolo Abarcar and Caroline Theoh: n1dx s (2020) “Medical Worker Migration and Origin-Country Human
Capital: Evidence from U.S. Visa Pol
https://www.amherst.edu/system/files/Abarcar Theoharides 2020 July FINAL.pdf

35 WHO (2020) State of the World's Nursing Report — 2020, WHO: Geneva. https://www.who.int/publications-
detail-redirect/9789240003279
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Definition 1

A Global skill Partnership is one proposed model for making
migration beneficial to both countries. It is a model advanced
by the authors and the Center for Global Development; it
should not be presented as a requirement of the WHO Code.
Its central idea is that the destination country helps expand
training in the source country rather than simply recruiting
workers who have already been trained there.

Something to Think About 1

Imagine a destination country needs 1,000 nurses. Instead of
simply recruiting 1,000 nurses who have already been trained
by another country, it could help finance expanded nursing
education there.

Some newly trained workers could migrate while others
remain in the source country. The goal is:

destination-country investment — greater training capacity —
more total health workers — some migrate while additional
workers remain.

The attraction of this model is that migration could increase
the total supply of trained workers rather than merely
redistribute an existing shortage.

Something to Think About 1

This phrase captures the idea behind the proposal. Instead of
treating health-worker migration as a fixed contest in which
one country gains exactly what another loses, cooperation
might expand the number of people trained.

But governments still have to consider whether training
additional workers is sufficient. If the source country cannot
employ them or provide acceptable working conditions, newly
trained workers may also leave.

©GlobalModelWHO2026




Global Skill Parinerships

One way to do this is through developing Global Skill Partnerships.32iA Global SKill
Partnership is a bilateral agreement between equal partners.f The country of destination
agrees to provide technology and finance to train potential migrants with targeted skills in
the country of origin, prior to migration, and ultimately welcomes migrants with precisely the
skills they need to best integrate and contribute upon arrival. The country of origin agrees to

provide that training and gets support for the training of non-migrants too —increasing
rather than draining human eapital, with a key role for the WHO to provide information on
the health labor marker. One hundred and fifty-two countries have endorsed this type of
agreement, by name, in the Giobal Compact for Safe, Regular, and Orderly Migration (Objecrive
18).33 The model can and should be used to build the global stock of health workers.

A well-designed Global Skill Partnership could lead to a variety of positive improvements in
health workforce developmenr and, ultimartely, health outcomes. Fvidence from the
Philippines shows that even the presence of migration opportunities induced ten times more
nurses to qualify under existing training programs.> In addition to this incentive, the Global
Skill Partnership could directly train more health workers (under the “home” track) who
would contribute to health systems in their countries of origin, thereby reducing “brain
drain.”

Investing in health systems

-If countries of origin are unable to employ newly qualified workers, especially

within the public system, this will merely create more emigration pressure and dissatisfaction.
Instead, countries of destination should interrogate the reasons why more qualified workers
are not trained and employed, and tackle these. As the WIHO has mentioned, °

Investment would include improving and expanding the training infrastructure, such as
providing equipment and facilities and improving the capacity of trainers. Investment could
also be channeled to supporting the ministry of health itself, improving reporting under the
WHO Code to the NHWA, and developing a Health Workforce Migration Strategy and

32 Michael A. Clemens (2015) “Global Skill Partnerships: A proposal for technical training in a mobile world,”
1Z.A Journal of Labor Policy, 4:2. https://doi.org/10.1186/540173-014-0028-z

33 The Global Compact for Safe, Orderly, and Regular Migration, Objective 18(¢) reads, “Build global skills
partnerships among jes that strengthen training capacities of national anthorities and relevant siakebolders, including the private
sector and trade wnions, and foster skills development of workers in jes of avigin and niigrants in countries of destination with a
view fo preparing frainees Jor employability in the labour markets of all participating couniries” See Global Compact for Safe,
Orderly, and Regular Migration, UN General Assembly A/CONF.231/3.
hutps://undocs.org/en/A/CONF.231/3. One hundred and fifty-two countries voted to endorse the Global
Compact on December 19, 2018. See General Assembly Endorses First-Ever Global Compact on Migration, Urging
Coaperation among Menmber States in Protecting Migrants, GA/12113.

hups://wwwun.org/press/en/2018/ga12113 doc.htm

34 Paolo Abarcar and Caroline Theoharides (2020) “Medical Worker Migration and Origin-Country Human
Capital: Evidence from U.S. Visa Policy,”

https://www.amherst.edu/system/files/Abarcar Theoharides 2020 July FINAL.pdf

35 WHO (2020) Stare of the World’s Nursing Report — 2020, WHO: Geneva. https:/ /www.who.int/publications-
detail-redirect/9789240003279
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Something to Think About 3

A country can train more doctors or nurses and still
experience shortages if it cannot employ, distribute or retain
them.

For example:

more nurses trained — insufficient public-sector positions or
poor working conditions — workers cannot find satisfactory
employment — more workers seek opportunities abroad.

The underlying cause of migration therefore matters. Training
more workers addresses a training shortage; it does not
necessarily solve inadequate salaries, unsafe workplaces,
excessive workloads, lack of equipment or insufficient
government funding for health-worker positions.

Something to Think About 3

This shifts attention from stopping migration to asking why
workers want or need to migrate.

Remuneration means the pay and other compensation
workers receive. If poor salaries, working conditions, lack of
equipment or limited career opportunities are driving workers
away, policies that address those conditions may help
countries retain workers without restricting their freedom to
leave.

The policy question is therefore whether international
cooperation on recruitment should also help source countries
address the conditions contributing to health-worker
migration.

©GlobalModelWHO2026




All the above could be measured and evaluared to provxde useful lessons for
pmctmoners far beyond the migration sector.

While nothing like a Global Skill Partnership currently exists within the health sector, related
experience shows that such interventions can be developed. Germany has been cooperating
on nursing and eldercare projects with countries of origin for over a decade, many of which
included some language and cultural training in the country of origin.* The UK has
government-to-government health worker agreements with the Philippines and some Indian
states, while also promoting health systems strengthening through Health Education
England (HEE) and the Tropical Health Education Trust (THET). Israel and Canada bring
in care workers, and Japan cooperates with the Philippines to promote health worker
migration. In addition, pilots of the Global Skill Partnership model exist in other sectors,
including in hospitality between Australia and the Pacific Islands,?” and between Belgium
and Morocco in ICT.3 These pioneers have solved many problems of cooperation, skill
recognition, language skill, and several others.

But it is time to ger to work. Both the WHO Code and the Global Conipact for Safe, Orderdy, and
Regular Migration were carefully built, in exhaustive collaboration with countries of origin, to
address real and legitimate concerns they have about the emigration of health professionals
and other skilled workers. Global Skill Partnerships are one way among many to do that.
Agreements of this type fulfill the requirements of the WHO Code: they help individual
health workers move to countries of destination, they increase the number of skilled workers
and improve health systems in countries of origin, and they manage migration in an ethical
and sustainable way. They deserve to be piloted, tested, appropriately modified, and scaled.

36 Michael Clemens, Helen Dempster, and Kate Gough (2019) “Ma}duﬁzing the Shared Benefits of Legal
Migration Pathways: Lessons from Germany’s Skills Partm:rs]ups CGD Pol.lcy Paper 150 Washington, DC:
Center for Global Development (CGD). https:

migration-pathways

37 Australia Pacific Training Coalition (APTC) https://www.aptc.edu.au
38 Enabel, “Pilot Project Addressing Labour shortages through Innovative labour migration Models (PALIM),”
BEL180741T. Brussels: Enabel—Belgian Deve.loprnent Agem:y

labour-mlg;mon -models.hitml
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Something to Think About 1

Retention means creating conditions that encourage health
workers to remain in a country's health system. This can
involve adequate pay, safer and better-equipped workplaces,
opportunities for professional advancement and making
health careers attractive to new workers.

But this raises a financing question. Source countries may
argue that destination countries benefiting from recruitment
should help finance workforce development. Destination
countries may be willing to support training or infrastructure
but reluctant to assume responsibility for another
government's continuing salary costs.

A possible middle ground is for bilateral agreements to
support  training capacity, professional  development,
infrastructure or targeted retention programmes, while source
governments remain responsible for sustainable long-term
employment policies.

Definition 1

Health-worker retention means creating conditions that
encourage trained health personnel to remain working in a
country's health system. Retention can be affected by salaries,
working conditions, workload, safety, equipment, opportunities
for professional development and career advancement. This
is different from simply training more workers. A country can
educate more doctors or nurses but continue to experience
shortages if it cannot employ them or if working conditions
encourage them to leave.

©GlobalModelWHO202
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