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1 Introduction
Significant numbers of African-trained health workers migrate every year to 
developed countries including Canada. They leave severely crippled health 
systems in a region where life expectancy is only 50 years of age, 16 per cent 
of children die before their fifth birthday and the HIV/AIDS crisis continues to 
burgeon.1 The population of Sub-Saharan Africa (SSA) totals over 660 million, 
with a ratio of fewer than 13 physicians per 100,000.2 

SSA has seen a resurgence of various diseases that were thought to be 
receding, while public health systems remain inadequately staffed. According 
to one report, the region needs approximately 700,000 physicians to meet 
the Millennium Development Goals.3 Understaffing results in stress and 
increased workloads.4 Many of the remaining health professionals are ill-
motivated, not only because of their workload, but also because they are 
poorly paid, poorly equipped and have limited career opportunities. These, 
in turn, lead to a downward spiral where workers migrate, crippling the sys-
tem, placing greater strain on the remaining workers who themselves seek 
to migrate out of the poor working conditions.5 The ultimate result is an 
incontestable crisis in health human resources throughout SSA, the region 
suffering most from the brain drain of health care professionals.6 The situ-
ation in SSA has become severe enough that the final report of the Joint 
Learning Initiative on Human Resources for Health – a two-year global ini-
tiative sponsored by a number of donors studying various aspects of human 
resources for health performance – has concluded that the future of global 
health and development in the 21st century lies in the management of the 
crisis in human resources for health.7

There is a considerable body of literature attesting to the fact that the 
migration of skilled professionals from developing to developed countries is 
large and increasing dramatically.8 While different experts espouse different 
reasons for the increase, all agree that it is happening.9 Developing countries 
are hit hardest by the brain drain as they lose sometimes staggering portions of 
their college-educated workers to wealthy countries which can better weather 
their relatively smaller losses of skilled workers.10 Highly skilled professionals 
account for 65 per cent of migrants moving to industrialized countries. The 
International Organization for Migration (IOM) estimates that about 20,000 
Africans leave Africa every year to take up employment in industrialized 
countries. We do not know how many of these are health care professionals 
(largely because of inadequate systems for gathering such statistics in African 
countries).11 The World Health Organization (WHO), however, found that a 
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quarter to two-thirds of health workers interviewed in a recent study expressed 
an intention to migrate.12

Historically, and specific to the SSA context, the brain drain has meant not 
only the exodus of human capital but financial resources as well, as African 
health care professionals left countries with their savings and reinvested very 
little of their foreign earnings back into the region. There is only recent evi-
dence suggesting that, while the numbers of professionals leaving continue to 
increase, émigrés are slowly reinvesting some of their earnings back into their 
countries.13 Other research raises doubts about the value of such reinvest-
ments, however, particularly when they are in the form of remittances that are 
generally private welfare transfers back to family members and are often used 
for consumption rather than for savings.14

In recognition of the enormous challenge posed by the international migra-
tion of health personnel to health systems in developing countries, the World 
Health Organization has proclaimed 2005-2015 the decade on human 
resources for health (HRH).15 

2 Selected SSA Countries Affected by  
 Brain Drain

The Joint Learning Initiative has estimated that an additional one million 
health workers will be needed over the next decade to deliver basic health 
interventions in SSA.16 The 2005 UK Commission for Africa has called for 
the world’s richest nations to provide $7 billion to develop Africa’s health 
infrastructure.17 The WHO reports that “even countries such as India and the 
Philippines, which have long encouraged the export of health and other skilled 
workers because of their return remittances, are increasingly complaining of 
domestic shortages, especially in the public sector in rural areas.”18

The overall impact of international recruitment and retention difficulties in 
SSA source countries is difficult to assess because of the absence of reliable 
data. However, the summary country profiles below allow us to form a general 
picture. The figures provided in Table 1 also demonstrate the extent of short-
ages of physicians and nurses in SSA countries.
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Table 1: Practicing Nurses and Physicians and Expenditure on Health in 
Selected Countries

Total of all  
nurses, density 
per 100,000

Total expenditure 
on health as % of 
GDP (2002)

Total of all physi-
cians, density per 
100,000

Developing countries

Botswana 241 (1991) 6.0% 28 (1999)

Ghana 64 (2002) 5.6% 9 (2002)

Kenya 90 (1995) 4.9% 13 (1995)

Nigeria 66 (1991) 4.7% 26 (2000)

Philippines 442 (2002) 2.9% 116 (2002)

Senegal 22 (1995) 5.1% 7.5 (1995)

South Africa 388 (2001) 8.7% 69 (2001)

Zambia 113 (1995) 5.8% 6.9 (1995)

Developed countries

Australia 774 (2001) 9.5% 249 (2001)

Canada 1,010 (2000) 9.6% 210 (2000)

France 667 (2001) 9.7% 329 (2001)

Ireland 1,661 (2005) 7.3% 237 (2001)

Netherlands 1,331 (2001) 8.8% 329 (2001)

United Kingdom 497 (1993) – 166 (1993)

USA 772 (2002) 14.6% 548 (2000)

Source: Derived from WHO country data. Visit: http://www.who.int/countries.

2.1 Ghana
Vacancy levels in the Ghana Health Service demonstrate a health care system 
in crisis. In 2002, there was a nearly 50 per cent shortfall in doctors and 57 
per cent shortfall in professional nurses.19 A 2002 Memo by the Director-
General of the Ghana Health Service indicated that more Ghanaian doctors 
worked outside of Ghana than within. The predominant countries of destina-
tion of Ghanaian doctors, ranked in order, are the USA, UK, South Africa and 
Canada. The predominant ranked countries of destination for nurses are UK, 
USA, Canada and South Africa. One article reported that in the past decade 
the country has lost 50 per cent of its professional nurses to Canada, the 
United Kingdom and the USA.20 Country preference was reported to depend on 
factors which include ease of registration with a country’s professional bodies, 
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as well as additional costs such as exam fees and airline tickets.

Surprisingly, the total number of applications for nursing has risen sig-
nificantly in Ghana. In one training school alone, for example, the number of 
qualified applicants rose from 400 in 2003 to 2000 in 2004. Lack of capacity 
meant that less than 200 qualified applicants obtained admission. Even this 
modest figure was made possible by the Government of Ghana’s efforts to 
double admissions into nursing school. It is suggested in this report that the 
rapid rise is due to individuals being increasingly informed about the opportuni-
ties and scope for migration. Indeed, “[b]etter qualified women are going into 
nursing than before, as an investment in leaving the country.”21

There is no accurate or detailed assessment available of remittances from 
health workers, though there are signs of nurses returning from abroad to 
invest in building homes, starting small businesses and providing support for 
their families in Ghana. 

The Nurses and Midwives Council in Ghana has instituted a policy that 
restrains nurses from obtaining verification of their certificates until they 
have worked for at least two years in Ghana post-registration. In addition, all 
health staff trained at government expense are expected to be bonded for an 
unspecified period (three to five years) or to refund training costs. Bonding has 
generally been a failure in Ghana as a result of poor compliance and ease of 
“buying out” the bond.

2.2 South Africa
South Africa is also reportedly in a new and unenviable position. It has tradi-
tionally been a country that both sends and receives migrants, but its rate of 
export of human capital is now far higher than its rate of import.22

The South African Medical Association estimated that at least 5,000 South 
African doctors moved abroad in 2002.23 According to DENOSA, the largest 
nursing union in the country, 300 nurses leave South Africa each month.24 
Eileen Brannigan, head of National Nursing Services for Netcare – one of the 
largest private hospital companies in the country – says that over 25 per cent 
of the 90,000 registered nurses in South Africa left the country in 2002 alone. 
According to Brannigan, the South African Nursing Council gets about 300 
queries a month from nurses who have registered or who are querying about 
registration overseas.25 In May of 2005, the BBC reported the extent to which 
South Africa’s health service has been hit by an exodus of nurses seeking 
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better pay in countries such as the UK and Saudi Arabia. Through DENOSA, 
nurses went on strike on 2 May 2005 demanding better pay, including a basic 
uniform allowance of R1,500 (US$ 241).26

South Africa’s Health Attaché to the IOM has encouraged the use of bilateral 
arrangements to manage migration of health care workers, using the example 
of the Memo of Understanding between South Africa and the UK.27

As recently as 4 August 2005, South Africa announced it was to take steps 
to bring home some of the thousands of its health professionals currently work-
ing in Western countries, adding that developed countries could no longer rely 
on poaching health staff from developing countries, accusing the UK, Australia 
and the USA as the biggest poachers. The plan is to train more health profes-
sionals as well as improve working conditions and salaries in South Africa. 
In this announcement, South Africa indicated that it was looking at signing 
various bilateral agreements, like the one signed with the United Kingdom, to 
manage the brain drain at a government-to-government level.28

2.3 Zambia29

International migration of skilled and highly skilled Zambians increased rapidly 
over the last 10 years. The health sector is the most affected by the brain 
drain. A series of recent reports issued by the Ministry of Health shows that the 
loss of health workers in the public sector is reaching staggering proportions. 
In 2003, only slightly over half of the medical, nursing and paramedical posts 
were filled in public health establishments.30 Another 2003 study conducted 
by USAID suggests that, out of the more than 600 doctors trained after inde-
pendence in 1964, only 50 remain in the country.31

Initially the main destinations of Zambian health workers were more 
advanced countries in the region, such as South Africa, Botswana and 
Namibia. These countries continue to attract, but growing numbers of health 
workers are moving directly overseas to Europe, North America, Australia and 
New Zealand. Hardly any return migration is reported.

Zambia presents an important case for another reason. Its experience in 
complying with structural adjustment reforms imposed by the World Bank and 
the International Monetary Fund (IMF) as conditions to receive loans, grants 
or debt relief has exacerbated its health problems, undoubtedly contributing 
to its health professional exodus. 32 Its attempts to curb this outflow are also 
hampered by ongoing conditionalities. For example, the IMF, under its require-
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ments for a medium-term expenditure framework requires Zambia to restrict 
its government payroll bill to 8 per cent of GDP. To prevent professionals from 
leaving the country, and to retain desperately needed teachers and health 
workers, wage packets and supports caused Zambia’s payroll to climb to 8.4 
per cent of GDP in 2003. As a result, it was suspended from debt-relief in 
2003, requiring it to pay US$377 million in debt servicing costs, US$247 
million of which actually went back to the IMF. Zambia was reinstated into the 
debt-relief program in 2004 when a combination of fiscal austerity and export 
earnings dropped the wage ratio to 7.8 per cent of GDP – but not before the 
Dutch government donated US$10 million to pay for more teachers in order to 
keep the wage ratio within IMF-prescribed guidelines.33

3 Methodology
Prompted by, and in partnership with a series of African-based studies on the 
problem, a study of the impact of international recruitment and migration of 
health care professionals to Canada from SSA countries was undertaken. 

Two research methodologies were used for this study. The empirical research 
consisted of:

(a)  Focus groups conducted at the International Society for Equity in Health 
conference in Durban, South Africa (June 2004) in which both health 
professionals who had left SSA and those who had stayed were asked to 
share the reasons for their choices.

(b)  Interviews with a sample of physicians who had immigrated to the 
Canadian province of Saskatchewan from SSA.

(c)  Semi-structured interviews conducted with a purposive sample of key 
Canadian organizations addressing questions related to existing recruit-
ment policies and practices; determinants of migration decisions; and 
feasibility and desirability of policy options. The key informants from 
these organizations included federal officials, leaders of national asso-
ciations of health professionals, leaders of associations and colleges of 
provincial health professionals as well as officials of provincial health 
ministries or regional health authorities. In the case of the latter two, a 
purposive sample of provinces with relatively high percentages of health 
care professionals from developing countries was selected. Participants 
were asked open-ended interview questions and prompted to elaborate 
on responses which could provide further useful information. Fifty-two 
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stakeholder organizations were asked for an interview, of which 25 
accepted.

(d)  The entire set of findings from the interviews, together with policy rec-
ommendations from African-based researchers reflecting the choices 
favoured by source countries, were presented in a day-long colloquium 
held in Ottawa on 14 October 2005. All respondents in the study, as 
well as other individuals and organizations in stakeholder or decision-
making roles, were invited to participate in the colloquium. The goal of 
this participatory policy workshop was to refine the options that could be 
advanced to the Canadian government and other policy forums for adop-
tion and implementation, and development of a knowledge translation 
strategy for this purpose. The results are included in this study report.

Second, a literature review supplemented the empirical research for this 
study, using published and unpublished sources. Three topics were the foci of 
this review:

1.  The known and potential impact on health professional migration of the 
liberalization of health services under Mode 4 (movement of persons) of 
the World Trade Organization’s General Agreement on Trade in Services.

2.  The availability, validity, reliability and policy relevance of existing 
Canadian and international data sources pertinent to all aspects of our 
study.

3.  Existing studies assessing the push/pull factors for health professional 
migration, and policy options for managing the flow so that it does not 
create any net loss for “sending” countries.

4 Foreign Health Professionals in  
 Canada

4.1 Background
The dynamics of international mobility, migration and recruitment of health 
care professionals are complex. These dynamics include individual choice, 
motivations and attitudes to career development and the relative status of 
health workers in different systems. The approach of Canadian federal and 
provincial governments and medical bodies in managing domestic human 
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health resources and facilitating or attempting to limit the outflow and inflow 
is also critical, as is the role of recruitment agencies as intermediaries in the 
process. The tension and overlap in responsibilities between the federal and 
provincial governments regarding health and immigration further complicate 
the policy landscape. Against this complex backdrop, the main objectives of 
this study were to:

• identify the numbers and trends in the inflow of health care workers from 
developing countries, specifically SSA countries, to Canada;

• summarize the push and pull factors leading to this migration;

• examine the costs and benefits of this migration to Canada and the devel-
oping countries affected;

• examine what Canada has done, is in the process of doing, or could do 
(in comparison to other countries) to reverse or reduce the brain drain 
from SSA;

• summarize the views of Canadian stakeholder organizations on the grav-
ity of the brain drain of health care professionals from SSA and the policy 
options to reduce the drain; and

• determine which options would be likely supported or rejected, along 
with the reasons why, based on interviews with Canadian stakeholder 
organizations.

It should be noted that the term “health” or “health care” professionals 
in this study refers only to doctors and nurses. Interview respondents and 
research did not address other categories of health professionals. This appro-
priately reflects the reality of health profession migrant profiles with physicians 
and nurses far outnumbering other professional groups. For instance, nearly 
60 per cent of health care professionals entering Canada on a temporary or 
permanent status in 2003 were specialist physicians and general practitioners, 
and approximately 23 per cent were registered nurses. Pharmacists, dieticians, 
optometrists and various forms of therapists made up the small remainder of 
migrants.34 Respondents also typically spoke of foreign-trained health profes-
sionals in general rather than those specifically from Sub-Saharan Africa. 
Acquiring data on SSA health care practitioners in Canada was difficult, as 
existing data is insufficiently detailed to provide a regional- or country-specific 
picture.
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Canada’s Health Care System

The Canadian health care system is complex, and its complexity con-
founds any simple understanding of the causes of its reliance upon 
foreign-trained health professionals. The federal government regulates 
immigration policies. It also provides partial financial support for the provi-
sion of public health insurance by the country’s ten provinces and three 
territories, under terms that make identifying the relative size of the fed-
eral and provincial contributions very difficult and contentious. Taxes and 
premiums collected by provincial governments comprise by far the larg-
est source of revenue for individual provincial insurance plans. The fed-
eral government’s only role in providing health services involves services 
for the military, indigenous populations, and federal prisoners. With this 
exception, constitutional authority over the delivery of health care, and 
of education, resides with provincial and territorial governments. Under 
the Canada Health Act, the federal government imposes a number of 
requirements on provincial governments, including universality; compre-
hensiveness (i.e., coverage for all “medically necessary” services), “port-
ability” among provinces, accessibility and public financing. Provinces 
that fail to meet these requirements are sometimes, although not always, 
temporarily penalized by a withdrawal of part of the federal portion of 
cost-sharing. Nevertheless, there is not a single Canadian health care 
system, but 10 provincial and 3 territorial health care systems. Moreover, 
all provinces except Ontario have regionalized their health systems, giving 
considerable authority over health care decision-making, service deliv-
ery and recruitment of health professionals to regional health authorities 
(RHAs). Provincial governments and self-regulating professional bodies, 
such as provincial colleges of physicians and nurses, are actively involved 
in policies and resource decisions that affect domestic health human 
resource planning, but RHAs (and, in Ontario, individual hospital boards) 
make decisions about how to fill vacant health professional positions. 
Further complicating the picture, most physicians practice on a fee-for-
service basis, even though their fees are fixed under provincial health 
insurance plans. The universities that train physicians and nurses are an 
exclusive (and jealously guarded) provincial jurisdiction. Thus, the division 
of powers between the Canadian federal and provincial governments, 
and the regionalization of health services within provinces, make it difficult 
to assign ultimate responsibility for the Canadian health care system’s 
reliance upon foreign-trained professionals, or to determine whether con-
sensus on policy options to reduce this reliance (with particular attention 
to its costs to source countries) can be developed.
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4.2  Physicians

4.2.1 Foreign-trained Physicians from All Source Countries

According to the Canadian Institute of Health Information (CIHI), nearly one-
quarter (22.3 per cent) of physicians in Canada today are foreign-trained.35 
The percentage of foreign-trained physicians practicing in Canada has 
remained generally level over the period 1999-2003, the period for which 
the most up-to-date statistics are available (see Table 2 below). However, the 
countries from which they are migrating are changing somewhat and numbers 
from SSA are increasing (see Table 3).

Table 2: Numbers of Canadian- and Foreign-Trained Physicians 
Practicing in Canada, 1999-2003

1999 2000 2001 2002 2003

Total 
Physicians

56,914 57,803 58,546 59,412 59,454

Place of M.D. Graduation

Canada 43,570 44,372 45,018 45,706 45,832

Foreign 13,274 
(23%)

13,333 
(23%)

13,370 
(22.8%)

13,407 
(22.5%)

13,286 
(22.3%)

Unaccounted 
Origin

70 98 158 299 336

Source: CIHI, Supply, Distribution and Migration of Physicians 2003, CIHI, Ottawa 2004, p. 
42. Available at: http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=AR_14_E.
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Table 3: Number of Physicians from Principal SSA Source Countries 
Practicing in Canada, 1993-2003

Sudan Zambia Zimbabwe Ghana Uganda Nigeria South 
Africa

1993 7 8 13 27 59 39 1,060

1994 7 10 15 28 54 38 1,136

1995 7 9 15 28 57 46 1,139

1996 7 9 15 31 58 49 1,163

1997 7 10 16 30 57 56 1,197

1998 7 10 16 31 57 61 1,318

1999 8 10 16 31 56 69 1,433

2000 11 12 16 33 57 78 1,473

2001 13 14 16 35 58 93 1,628

2002 14 14 17 36 61 117 1,750

2003 15 14 19 36 63 135 1,679

Source: Canadian Institute for Health Information, Southam Medical Database. Statistics 
gathered at special request of authors and issued by CIHI on 12 August 2005.

       

Some provinces are more reliant than others on foreign-trained physi-
cians. Quebec has the lowest percentage of foreign-trained physicians at 
10.8 per cent. The low percentage is likely due to the fact that Quebec, as a 
Francophone province, seeks to recruit primarily French-speaking profession-
als. Saskatchewan has the highest number of foreign-trained professionals at 
52.1 per cent, with the next highest being Newfoundland at 41.4 per cent.36 
The provincial breakdown provided in Figure 1 offers a visual attestation of 
the variations in the number of foreign-trained physicians working in Canadian 
provinces and territories in 2004.

Even the radical target Canada reportedly set in 1989 – a zero entrance rate 
for foreign-trained physicians – did not succeed in curbing migration.37 The 
Canadian Medical Association recently reported that the proportion of foreign-
trained physicians has only declined by 2 per cent since the 1960s in Canada, 
the decade when the country experienced its peak physician immigration. 
The Association estimates that nearly 400 foreign-trained physicians arrive 
in Canada each year with pre-arranged employment and already licensed to 
practice.38 Many others seek licensing and employment after arrival.

The majority of foreign-trained graduates practice family medicine, largely 
outnumbering foreign-trained clinical, laboratory and surgical specialists com-
bined in all but one province.39 This does not necessarily mean that all are 
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trained in family medicine, as the greater majority come to Canada with spe-
cialized training and experience but are only, or more easily, able to find work 
in family medicine.40 Foreign-trained physicians also are more likely to work in 
rural areas of Canada; in 2004, 26.3 per cent of all physicians in rural Canada 
were foreign-educated, compared to 21.9 per cent in urban areas.41

Figure 1: Percentage of Canadian-Educated and Foreign-Educated Physicians 
by Province/Territory, Canada, 2004

Source: CIHI, Geographic Distribution of Physicians in Canada: Beyond How Many and 
Where, CIHI, Ottawa 2005. Available at: http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_
page=download_form_e&cw_sku=GDPCPDF&cw_ctt=1&cw_dform=N, p. 27.

Canada is more highly dependent on foreign-trained health care professionals 
than most European OECD countries. In Norway, for instance, 13.3 per cent 
are foreign-trained while in Belgium the figure is 7.8 per cent and in France 
only 3 per cent.42 A few reasons have been advanced for the comparatively low 
number of health professional migrants in European countries. These include 
greater admission of foreign students into domestic training programs who 
graduate, and are counted, as nationals; socialist traditions resulting in greater 
investment in training health care professionals; financial support for studies 
such that individuals are not barred from studying nursing and medicine on the 
basis of cost; and difficulty in language adaptation in European countries as 
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opposed to Anglophone countries resulting in fewer migrants going to Europe 
to work. In contrast, Canada places lower among English-speaking OECD 
countries; the UK, USA, Australia and New Zealand all have higher propor-
tions of foreign-trained health professionals in their health systems.43 However, 
Canada has a comparatively higher proportion of foreign-trained physicians 
from Sub-Saharan Africa.44 Of all twelve OECD countries surveyed, Canada 
had the highest proportion of South African-trained physicians, accounting for 
nearly 10 per cent of Canada’s total population of foreign-trained physicians. 
The United Kingdom was next with 7 per cent.45 According to CIHI, between 
1986 and 2000 the number of physicians from South Africa alone outnum-
bered those coming from the UK/Ireland, India and the entire regions of Europe 
and Asia.46 On the flipside, six of the twenty countries with the highest emigra-
tion factors (arrived at by measuring the loss of physicians from a country as 
a proportion of the physicians remaining to do the work of health care) are in 
Sub-Saharan Africa. In declining order these are Ghana, South Africa, Ethiopia, 
Uganda, Nigeria and Sudan.47

4.2.2 Foreign-Trained Physicians from Sub-Saharan African  
  Source Countries

While the number of total foreign-trained physicians practicing in Canada has 
levelled off in recent years, the number of SSA-trained physicians working in 
Canada in the last decade has notably increased. In other words, Canada is 
receiving more and more physicians from the region which can least afford 
to lose them. While numbers from five of the top SSA source countries have 
only increased gradually over the last decade, they are increasing nonetheless. 
Most worrying are the figures from Nigeria and South Africa. Specifically, the 
number of South African-trained physicians practicing in Canada has risen 
over 60 per cent in the last 10 years. This is particularly striking because of 
the sheer numbers at hand: according to the most recent survey, 1,679 South 
African-trained physicians were practicing in Canada. The number of physi-
cians trained in Nigeria now working in Canada has more than tripled in one 
decade. Table 3 provides the actual numbers and the year-by-year trends are 
graphed in Figures 2 and 3.
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Figure 2: Number of Physicians from Principal SSA Source Countries 
Practicing in Canada, 1993-2003

Source: Canadian Institute for Health Information, Southam Medical Database. Statistics gath-
ered at special request of authors and issued by CIHI on 12 August 2005.

Figure 3: Number of South African Physicians Practicing in Canada, 1993-
2003

Source: Canadian Institute for Health Information, Southam Medical Database. Statistics  
gathered at special request of authors and issued by CIHI on 12 August 2005.
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An increasing majority of foreign physicians enter Canada on temporary 
visas.48 Many enter the country as visa trainees to undertake post-MD training 
with the expectation that they will return home. Roughly 20 per cent of visa 
trainees, however, remain in Canada. With this category of visa entry rising 
(from 779 in 1990 to 1,996 in 2004), the number staying in Canada each 
year is expected to increase.49 More research is required into the reasons for 
this trend and its impact. It would also be wise for Canada to consider the 
outcome of Australia’s decade-old immigration policy to issue more temporary 
visas to skilled professionals. The policy, described in greater length below, 
has led to increased numbers of skilled professionals migrating and working 
in Australia, with a significant proportion eventually changing their temporary 
status to a permanent one.

Table 4 demonstrates an apparent tendency of foreign-trained physicians in 
Canada to locate (or be located) as cohorts with members of their own com-
munity, ethnic background or country. Numerous respondents suggested the 
tendency for cohort formation can be attributed to classmates, friends and 
colleagues following those already established in Canada. It is also likely, how-
ever, that recruiters contribute to this formation, hiring graduates from certain 
SSA universities or hospitals which they believe produce highly qualified physi-
cians. This has been reported in the United States which reportedly recruits 
the overwhelming majority of SSA-trained physicians.50

Another group of physicians typically ignored but worthy of some considera-
tion are those who obtain all or a portion of their training in Canada. There has 
been a steady increase in the number of foreign-trained physicians completing 
Canadian residencies funded by Health Canada (the Canadian federal health 
ministry). From 2003-2004 to 2004-2005 alone, this figure jumped from 
591 to 775.51 There are also a number of foreign-trained physicians complet-
ing Canadian residencies who are supported by funds from outside Health 
Canada, mainly from foreign government contracts. That number jumped from 
474 in 1994-1995 to 924 in 2004-2005.52 What happens to most of these 
foreign graduates completing residencies in Canada is relatively unknown. Are 
they obtaining and accepting positions in Canada? Are they obtaining tempo-
rary or permanent visas? Does Canada distinguish between those funded by 
Health Canada and those who are not?
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Table 4: Provincial Breakdown of Canadian Physicians Having Graduated 
from Specified Sub-Saharan African Countries, 2003

Alberta BC Manitoba NB NFLD NWT

Cameroon 0 0 0 0 1 0

Congo 
(Brazzaville)

0 0 0 0 1 0

Ethiopia 
(Abyssinia)

2 0 0 0 0 0

Ghana 1 1 3 0 3 0

Nigeria 17 7 6 4 21 0

South Africa 373 592 134 8 50 2

Somalia 0 1 0 0 0 0

Sudan 1 1 0 0 0 0

Tanzania 3 0 0 0 0 0

Uganda 7 12 2 0 5 0

Zambia 5 4 0 0 0 0

Zimbabwe 2 8 0 1 1 0

TOTAL 411 626 145 13 82 2

NS Nunavut Ontario PEI Quebec SK Yukon

Cameroon 0 0 0 0 3 0 0

Congo 
(Brazzaville)

0 0 0 0 0 2 0

Ethiopia 
(Abyssinia)

1 0 5 0 0 0 0

Ghana 1 0 21 0 0 6 0

Nigeria 6 0 47 0 1 23 0

South Africa 22 1 336 2 13 266 0

Somalia 0 0 0 0 0 0 0

Sudan 1 0 9 0 0 1 2

Tanzania 0 0 4 0 0 0 0

Uganda 1 0 30 0 0 6 0

Zambia 0 0 2 0 1 1 0

Zimbabwe 0 0 5 0 0 2 0

TOTAL 32 1 459 2 18 307 4

Source: Canadian Institute for Health Information (CIHI), Southam Medical Database. Statistics 
gathered at special request of authors and issued by CIHI on 12 August 2005.
BC = British Columbia; NB = New Brunswick; NFLD = Newfoundland; NWT = North West 
Territory; NS = Nova Scotia; PEI = Prince Edward Island; SK = Saskatchewan.
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4.3  Nurses

4.3.1. Foreign-Trained Nurses from All Source Countries

The proportion of foreign-trained nurses in Canada is considerably less than 
that of foreign-trained physicians, representing 7.4 per cent of the total regis-
tered nurses in Canada.53 The province of British Columbia (BC) has the high-
est proportion of all foreign-trained nurses, whereas the province of Ontario has 
the greatest proportion of African-trained nurses. Just over a quarter of foreign-
trained nurses working in Canada are educated in the United Kingdom. Nearly 
another quarter was educated in the Philippines, followed by 9 per cent in the 
United States and 7 per cent in Hong Kong. In general, the number of foreign-
trained nurses in Canada has remained constant over the last five years.54

4.3.2  Foreign-Trained Nurses from Sub-Saharan Africa

A survey of employed registered nurses in Canada who had graduated in a 
SSA country found that such nurses come from only 9 of a total of 53 SSA 
countries. In 2003, 524 nurses in Canada were trained in SSA, over 25 per 
cent of these in South Africa. Table 5 and Figure 4 demonstrate the upward 
trend in the number of SSA-trained registered nurses in the Canadian nursing 
workforce over the last decade. Only countries with 20 or more nationals are 
represented in the figure. Ethiopia joined these ranks only in 2003, when 20 of 
its nurses worked in Canada that year. Like their physician counterparts, South 
African nurses represent the overwhelming majority of SSA-trained nurses now 
practicing in Canada, with nearly three times more nurses than the next most 
represented group from Nigeria. As with their physicians counterparts, the 
large increase in Nigerian-trained nurses practicing in Canada (from 0 to 67 
over one decade) is also noteworthy.
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Table 5: Number of RNs from Principal SSA Source Countries Practicing 
in Canada, 1993-2003

Ghana Kenya Nigeria Senegal South 
Africa

1993 23 40 0 44 109

1994 21 40 10 46 108

1995 22 24 13 30 82

1996 29 39 18 18 129

1997 22 24 19 36 93

1998 24 48 24 37 127

1999 32 45 30 40 127

2000 33 41 31 37 128

2001 34 38 41 36 151

2002 42 36 49 37 169

2003 53 47 67 39 195

Source: Canadian Institute for Health Information (CIHI), Southam Medical Database. 
Statistics gathered at special request of authors and issued by CIHI on 12 August 2005.

Figure 4: Number of RNs from Principal SSA Source Countries Practicing 
in Canada, 1993-2003

Source: Canadian Institute for Health Information (CIHI), Southam Medical Database. 
Statistics gathered at special request of authors and issued by CIHI on 12 August 2005.
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Table 6 shows the distribution of SSA-trained nurses in Canada in 2003. 
Only provinces with five or more SSA-trained nurses are listed. The table 
suggests that nurses from specific countries tend to congregate in the same 
provinces. With the exception of Senegalese-trained nurses congregating in 
Quebec for obvious linguistic reasons, it is not possible to establish whether 
this phenomenon is the result of targeted recruitment by provinces or of sim-
ple word-of-mouth from nationals based in Canada. No nursing colleges and 
associations interviewed claimed knowledge of active or targeted recruitment, 
lending plausibility, though not certainty, to the latter hypothesis of nurses 
self-locating.

Table 6: Number of Employed Registered Nurses by African Graduation 
and Province, 2003*

QUE ONT MAN SASK ALTA BC

Dem. Rep. 
of Congo

9 5

Zimbabwe 7

Ethiopia 22

Ghana 47 6

Kenya 24 11 12

Nigeria 42 7

Senegal 39

Somalia 11

South 
Africa

76 8 11 21 79

Total* 67 256 18 18 42 112

* Including nurses from SSA countries with fewer than 5 nurses in any province or territory
Source: Canadian Institute for Health Information, Registered Nurses Database. Statistics 
gathered at special request of authors and issued by CIHI on 12 August 2005.

4.4 Reasons for Migration
Even if active and passive recruitment were completely done away with (thus 
abolishing a pull factor), health professionals from all countries would prob-
ably still migrate to Canada. Health professionals from developing countries, 
in particular, would still be driven to migrate because of strong push factors. 
Most respondents in this study felt that, in order to diminish the large numbers 
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of migrant health professionals, source countries had to deal with their push 
factors. There was general consensus that there would always be “natural 
mobility” – people moving to new countries without being either “pushed” or 
“pulled.” Others added that health care professionals are typically mobile by 
nature and are more likely to move from place to place following jobs. Nearly 
all respondents commented that significant numbers of foreign physicians and 
nurses come to Canada because they are encouraged by family members, old 
friends, colleagues and schoolmates who have already moved and are working 
in Canada. All respondents felt that no organizations or employers in Canada 
were actively recruiting foreign-trained health care professionals at this time. 
Such recruitment certainly has taken place in the past. Whether or not “active 
recruitment” is still occurring remains a moot point. Importantly, however, 
respondents noted that new modes of recruitment fell within a grey zone of 
“passive recruitment.”

Finally, numerous respondents stressed that Canada was not the clear win-
ner in the migration cycle; the freedom to seek migration also means that for-
eign- and Canadian-trained health professionals subsidized by Canadian funds 
are free to emigrate. Data on the numbers of physicians who have left and 
returned to Canada from 1992-2003 reveals that Canada does experience a 
net loss of physicians. However, this loss is not as great as some might believe, 
totalling 3,838 physicians over a period of 11 years.

4.4.1 Push and Pull Factors of Migration

The brain drain is triggered in part by pull (demands for skilled labour in more 
advanced and industrialized countries) as well as push factors (difficulties 
encountered in source developing countries including negative effects of struc-
tural adjustment programs on health systems).55 A number of respondents felt 
quite strongly that it is not so much pull as push factors that are influencing 
health professionals to leave their countries: more must be done in SSA and 
other source countries to eliminate the push factors. Few of the organizations 
felt it was their duty or within their mandate to address push factors. Most 
felt these matters should be addressed at a different level (e.g. by the World 
Bank or by the Canadian International Development Agency); brain drain was 
therefore largely out of their control and, in many instances, not a priority for 
their organization.

Respondents spoke of the difficult situations faced by many health care 
professionals in source countries. They are in a giving and caring profession 
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and, for the most part, are committed individuals. In the end, however, they 
also need money to survive and often simply do not earn enough in the coun-
tries they leave. Sometimes migration is intended to be a short-term affair to 
pay off medical debts in the source country. As one foreign-trained physician 
working in Canada commented: “We came to Canada with a view of paying 
off debt and to getting a chance to travel, so it was really, basically to earn 
enough money to pay off medical school fees that accrued during training.” 
Respondents also emphasized the frustration permeating the profession. 
Despite their training, they are unable in their developing countries to provide 
even the most basic health care. In short, they are unable to practice what 
they have been trained to do.

One respondent noted that, specific to South Africa, there is an overarching 
concern with personal security that is also racialized. Health care providers 
coming to Canada sense an opportunity to live and work in a country that does 
not have the same degree of social instability and racial tension. 

A number of female respondents made mention of gender-specific push 
factors. These ranged from poorer pay and working conditions in the health 
care professions, nursing in particular, to safety concerns on and off the job, 
including decisions not to work late into nightfall because of risk of aggression 
while returning home, particularly in rural areas.

Respondents frequently cited the threat of HIV infection as another push 
factor for health care practitioners from SSA, particularly from South Africa. A 
recent article on health human resource (HHR) strategy in the region reports 
that the crisis in SSA is partially a result of the significant burden of HIV/AIDS. 
HIV/AIDS, it reports, “represents a special cause of wastage in Africa. Deaths 
of health workers, fear of infection, burnout, absenteeism, heavy workloads and 
stress affect productivity.”56 In its ambitious Action Plan to Prevent Brain Drain, 
Physicians for Human Rights summarizes findings that the fear of occupational 
infection is a significant reason why health care workers are emigrating. Fear 
of contracting HIV was specifically cited as a push factor in Malawi, Zambia 
and Zimbabwe.57 The Regional Network for Equity in Health in Southern 
Africa (EQUINET) further reports that the perception that nursing is a high-
risk profession is proving a deterrent to potential applicants. According to the 
EQUINET report, the HIV seroconversion risk among surgeons in tropical Africa 
may be 15 times higher than in developed countries. A study in one South 
African hospital found that 63.1 per cent of nurses had experienced accidental 
blood exposure and 49.5 per cent had experienced a needlestick injury.58 The 
annual occupational risk of HIV transmission was estimated at 0.27 per cent 
for health workers. Among surgeons, the risk was 0.7 per cent (i.e. more than 
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twice as high) if no special protective measures were taken. As a result, staff 
become infected, fall ill, and die. If the disease progresses rapidly, this results 
in sudden vacancies with little time to plan recruitment; if slowly, staff may 
be on long-term indefinite sick leave with no indication of when or whether 
they may return. Both scenarios present difficulties for health human resources 
planning and management.59

Country-specific surveys on the migration of health professionals similarly 
demonstrate common and multiple factors for the decision to emigrate. For 
instance, a WHO study of five SSA countries found all respondents cited four 
general factors, but the primary reason was “better/more realistic remunera-
tion.”60 A SAMP survey of the South African brain drain found that factors for 
emigration also varied according to the age group of health professionals.61

On the pull side, respondents described how passive, rather than active, 
recruitment plays a role in getting health professionals to come to Canada. 
Sources of passive recruitment are much more difficult to control and largely 
considered an inevitable outcome of the global and electronic age. Aside from 
passive recruitment, Canada’s positive characteristics (wealth, safety, educa-
tion) were thought to attract foreign health care professionals to the country. 

A recent study on the reasons physicians migrate to developed countries 
echoes the reasons listed by our stakeholders. Although responses varied 
somewhat according to the country surveyed, a desire for increased income, 
greater access to enhanced technology, an atmosphere of general security and 
stability, and improved prospects for one’s children were the primary motivat-
ing factors for physician migration.62 Specific to South Africa, SAMP’s study of 
motivations for migration of South African health care professionals and train-
ees reemphasizes these reasons, although peculiarities of the historical and 
political context of the country led respondents to stress safety and personal 
security.63

In 2004, South Africa’s Health Attaché, speaking at the IOM, recognized 
numerous push factors for South African health care professionals, notably: 
economic (perceived level of salaries and exchange rates); political (perceived 
crime rate, perceived economic security and a general uncertainty about the 
future); and job related (conditions of service; overworking, understaffing, 
lack of opportunities for professional growth and development and an envi-
ronment not conducive for productivity). She also referred to numerous pull 
factors, notably economic (desire to improve financial status and build a nest 
egg, aggressive recruitment, tax exemptions and ability to settle debts); social 
(including personal security and stability and better educational opportunities 
for children); and career opportunities.64
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According to the Democratic Nursing Organisation of South Africa (DENOSA), 
South African nurses cited working conditions as the principal push factor. One 
nurse explains: “I never thought I would be one of the nurses leaving. I criti-
cized many of my colleagues when they left. Then I found that, as nurses were 
leaving, those of us who were left had to carry the load. In my hospital… there 
were about 500 outpatients a day and only 14 to 15 nurses allocated to this 
section. How can we give good care in these conditions?” The Deputy Director 
of DENOSA agrees that South African nurses are generally frustrated with their 
pay, long shifts, conditions of work and treatment.

4.5 Active and Passive Recruitment
All respondents from Canadian stakeholder organizations acknowledged the 
important contribution of foreign-trained health professionals to the Canadian 
health care system. Most stressed that, despite the absence of explicit state-
ments on international recruitment by most of their organizations, the general 
understanding and modus operandi of their organizations is that active recruit-
ment of health professionals from developing countries, in particular SSA, is 
unethical and not to be condoned. A number of organizations made reference 
to the Commonwealth Code of Practice on the International Recruitment of 
Health Professionals and its guiding principles. Another organization, the World 
Organization of National Colleges, Academies and Academic Associations 
of General Practitioners/Family Physicians (WONCA), drafted and signed 
on to a collaborative instrument – the Code of Practice for the International 
Recruitment of Health Care Professionals, referred to as “The Melbourne 
Manifesto” – which discourages recruitment from developing countries. Only 
one respondent referred to the Manifesto. Aside from endorsing or claiming 
support for these codes, no stakeholder organization interviewed had adopted 
its own explicit policies against the active recruitment of foreign-trained health 
care workers.

Most respondents stressed that, barring a few exceptions in the recent past, 
Canada has not engaged in active recruitment. The few incidents of active 
recruitment that had occurred (e.g. when the government of the province 
of Alberta went on a recruitment mission to South Africa to hire physicians 
because of a severe provincial shortage) were cited as real exceptions. These 
were largely frowned upon as unethical while being excused as desperate 
actions to resolve desperate situations, although without consideration given 
to the health impact on source countries. 



AFRICAN MIGRATION AND DEVELOPMENT SERIES

|24|

Whereas the occurrence of active recruitment was fervently dismissed, 
respondents noted the delicate line between active and passive recruitment. As 
one respondent explained: “We’ve created a situation where we no longer have 
to actively recruit because of digital communications, the [reach of] medical 
or health journals… and the kind of secondary market of private recruiters.” 
The resulting effect is that “we’re slowly removing barriers to people” who may 
wish to migrate.

One respondent also remarked that the failure of countries like Canada 
to properly plan its health human resources “creates a situation where even 
so-called passive recruitment or even the seeking of migration becomes a de 
facto form of active recruitment.” The basic logic advanced was that if there 
were considerably fewer positions for health professionals in Canada there 
would likely be fewer foreign-trained health professionals seeking to migrate 
to Canada.

4.6 Government Measures Bolstering Passive 
Recruitment

Measures taken by the federal and provincial governments are further bolster-
ing passive recruitment. They include:

4.6.1 Evaluating Exams in Foreign Countries

The Medical Council of Canada (MCC), responsible for licensing physicians 
to practice in Canada, has developed off-shore Evaluating Exams (MCCEE). 
In 2005, exams could be taken in eight countries, although none are operat-
ing in SSA. A new evaluation centre in New Delhi, India, was confirmed in 
2005. Applications for the New Delhi centre are accepted on a first-come, 
first-served, space availability basis.65 Such measures were largely welcomed 
by respondents since individuals thinking of immigrating would know whether 
they would be licensed in Canada and could make a better informed decision. 
Respondents considered these measures as a means to reduce “brain waste” 
(the image of foreign-trained physicians working as taxi drivers in Canada) as 
well as decrease “brain drain” (at least insofar as health professionals facing 
licensure difficulties may be less inclined to consider seeking migration to 
Canada). At the same time, respondents recognized that, while this did not 
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constitute active recruitment it actively removed barriers resulting in a de facto 
recruitment system. That being said, the current fee for the MCCEE ($1000) 
as well as additional costs incurred in preparing for the exams is prohibitive 
for many candidates.66 Further, the time required to prepare for this exam is 
significant and impacts on an individual’s earning capacity during this period. 
Consequently, many candidates abandon the process because of financial 
limitations.

In 2005 the Medical Council of Canada took another step which ultimately 
facilitates the employment of foreign-trained physicians in Canada. All United 
States medical graduates and physicians who have obtained their specialty 
training in a US postgraduate program are now exempt from the requirement 
of the Evaluating Examination. As a result, the BC College of Physicians and 
Surgeons’ Registration Committee alone reports that it has seen a “substan-
tial increase in the number of applications from American graduates and 
International Medical Graduates (IMGs) from the United States.”67

4.6.2 A New Points System for Immigrants

Until recently, individuals seeking to immigrate to Canada were considered 
against an “occupation list” defined by Citizenship and Immigration Canada 
(CIC) which prioritized the types of professionals needed by Canada. If their 
profession appeared on this list their immigration would be prioritized. Neither 
physicians nor nurses appeared on this priority list. On 28 June 2002, CIC 
replaced the “occupation list” system with a new points system for immigrants 
where individuals with advanced years of academic training gain more points 
and thereby gain entry more easily. The new system, which reflects Canada’s 
immigration policy, has an inherent bias towards skilled and experienced 
professionals. By virtue of years of training for physicians (degrees and years 
of training are the criteria for the education category), this grading system 
automatically places health professionals near the top of the immigration list. 
Table 7 illustrates the points system. It is not difficult to see how a 41-year-
old physician, speaking English or French, with 15 years of practice and a job 
offer from a Canadian health authority or hospital would reach the 67 points 
needed to be accepted.
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Table 7: Canadian Immigration and Customs Points System
1. Education Maximum 25 Points

2. Official languages Maximum 24 Points

3. Experience Maximum 21 Points

4. Arranged Employment Maximum 10 Points

5. Age (21 – 49) Maximum 10 Points

6. Adaptability Maximum 10 Points

TOTAL POINTS Maximum 100 Points

Source: Citizenship and Immigration Canada. Available at: http://www.cic.gc.ca/english/
skilled/qual-5.html.

The category of “Skilled Worker” (into which health care professionals fall) 
is the one most commonly used by applicants from all over the world, and 
accounts for over 60 per cent of all Canadian immigrants. The Canadian 
Medical Association (CMA) estimates that an average of 400 foreign-trained 
health care professionals arrive in Canada each year with pre-arranged employ-
ment, and licensed to practice.68 Information on how many of these are from 
SSA is not readily available.

4.6.3 Provincial Nominee Programs

The Provincial Nominee Program (PNP) is a program that has been negotiated 
between nine of Canada’s provinces and the federal government to help the 
provinces address strategic skill shortages. Manitoba was the first province 
to enter into this agreement, in 1996.69 The program varies slightly between 
provinces but in essence it is an agreement that allows individual provinces to 
nominate individuals to the federal government for landed immigrant status.70 
It is important to note that, in most provinces, foreign-trained health profes-
sionals and other skilled professionals falling within the program can only be 
nominated when it has been shown that a position cannot otherwise be filled 
by a Canadian. Thus, in approving a nomination, the Canadian Government 
is accepting the argument that there is an absence of an equally-skilled 
Canadian-trained health professional.

Shortages in health care professionals exist within each province, but some 
provinces (notably British Columbia and Saskatchewan) have implemented a 
special stream of the PNP specifically for medical professionals. Table 8 shows 
that significant numbers of skilled professionals have entered through this  
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program, particularly in provinces which receive large numbers of foreign-
trained health care professionals.

All nominees must already have a valid job offer within the province. The 
PNP therefore encounters physicians or nurses after they have been recruited 
but before they have received landed immigrant status. Before applying to 
immigrate to Canada, potential Provincial Nominees must complete the provin-
cial nomination process. After they have been nominated by a province, they 
have to make a separate application to Citizenship and Immigration Canada 
(CIC) for permanent residence. A CIC officer will then assess their applica-
tion based on Canadian immigration regulations. Provincial Nominees are not 
assessed on the six selection factors of the Federal points system. Rather, they 
are in a special stream of their own. 

In a pilot project within Saskatchewan conducted with the Regina-Qu’Appelle 
Health Authority, “[nominated applicants] generally attain their landed immi-
grant status in a much shorter length of time than through the usual immi-
gration processes.”71 Since the PNP significantly speeds up this process it is 
not unreasonable to assume that individual hospital boards or regional health 
authorities will make (or have already made) use of this mechanism to facili-
tate the immigration of health workers considered in short domestic supply.

As the program is new there is relatively little data on the employment cat-
egories of individuals who come through it, and none at all currently available 
on their country of origin. However, at least one province has stated it specifi-
cally entered into the PNP agreement to address its shortage of health work-
ers. British Columbia’s program was implemented in March 2001. The initial 
focus was to mitigate the shortage of Registered Nurses in B.C.72 Importantly, 
the PNP provides an expedited pathway to permanent status for foreign health 
care professionals. According to the BC College of Physicians and Surgeons, 
once an application has been received, permanent residency should be pro-
vided within six to nine months. Previously, many physicians encountered 
delays of up to three years in obtaining landed status.73 Health Match BC, an 
organization funded by the British Columbia department of health, ensures 
provincial nominees within the health stream are qualified to practice within 
the province. Table 7 shows that British Columbia has grown to be the second 
most active province in employing the provincial nominee program. 
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Table 8: Intake of Nominees for All Provinces with Provincial Nominee 
Programs

2000 2001 2002 2003 2004 Total

Newfoundland 0 35 38 37 171 281

Prince Edward 
Island

0 0 10 44 141 195

Nova Scotia 0 11 0 0 64 75

New 
Brunswick

22 71 105 146 161 505

Manitoba 1095 973 1530 3116 4048 10762

Saskatchewan 37 41 73 173 323 647

Alberta 19 19 24 178 426 666

British 
Columbia

13 24 206 441 598 1282

Total 1186 1174 1986 4135 5932 14413

Source: Citizenship and Immigration Canada. 
Available at: http://www.cic.gc.ca/english/monitor/issue09/05-overview.html (Table 3).

Raw statistics on the composition of British Columbia’s inflow of work-
ers were unavailable, but a bar chart acquired from the province’s Statistics 
Department indicates that 25-30 per cent of British Columbian provincial 
nominees are health care workers. 74 Of the 598 provincial nominees who 
entered into British Columbia in 2004, 150-170 were health care workers, 
of which 28 were nurses.75 The number of the remaining health care workers 
who were physicians is unknown.

Saskatchewan, a Canadian province with a low population and significant 
physician retention problems, has been increasing its use of the PNP each year. 
Although no statistics are available, press releases from the Saskatchewan 
government indicate that “since expanding the program to include a Health 
Professions category, the province has nominated 17 nurses and 107 doc-
tors from South Africa, Pakistan, India, the Philippines, and elsewhere.” The 
province began nominating physicians in June 2002 and included nurses in 
September 2003.76 Based upon available gross statistics, this indicates that 
22 per cent of all nominees since 2002 have been physicians or nurses. 
Recruitment of South African physicians in Saskatchewan does not seem to be 
decreasing.77 Information from CIHI and job advertisements in South African 
journals corroborated this observation.78 It appears that the recruitment of 
South African medical professionals is ongoing across Canada and may have 



THE BRAIN DRAIN OF HEALTH PROFESSIONALS FROM SUB-SAHARAN AFRICA

|29|

even intensified since the late 1990s, although there is also an obvious need 
for more detailed and accurate data on these trends, and the role played by 
the PNP.

Manitoba is by far the most active province with regards to the PNP. It was 
the first to implement a PNP and is almost eight times more active in its nomi-
nations than the next most active province. A recent report indicates that 3 per 
cent of provincial nominees in Manitoba in 2004 were health workers.79

Figure 5: The Provincial Nominee Program

Source: Citizenship and Immigration Canada. Available at: http://www.cic.gc.ca/english/mon-

itor/issue09/05-overview.html (Table 3).

Initial research indicates that provincial health ministers were aware of 
recruitment from South Africa when the PNPs were negotiated and that 
various members of the legislative assembly applauded the recruitment, as it 
addressed physician shortages within the communities they represented. At 
the very least, given statements on government websites, it is clear that pro-
vincial governments see the PNP as a means to address physician and nurse 
shortages. As one example, the Government of Nova Scotia reports:
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The Nova Scotia Nominee Program has been developed to assist 
the Department of Health and District Health Authorities in filling 
critical shortages in the workforce (this is a special component of 
the Canadian immigration program). This program should help 
expedite the immigration process for licensable international medi-
cal graduates able to work in Nova Scotia.80

4.6.4 Recently Announced Government Pledges

On 25 April 2005, the Canadian federal government announced that it would 
set aside $75 million to be spent on initiatives to facilitate the migration and 
employment of foreign health care professionals. Among the initiatives was 
creation of a national agency to bring more foreign-trained physicians and 
other medical professionals to Canada. Other initiatives were to establish a 
national agency to verify credentials of foreign-trained physicians, a website to 
help foreign-trained physicians prepare to become licensed, and a database to 
track their progress.81

On 18 October 2005, (then) Human Resources Minister Belinda Stronach 
announced the Government’s intention to hold a summit to tackle the problem 
of recognition of foreign credentials that would allow professionals to work in 
their fields in Canada. The Minister’s intention was to look at ways to speed 
up and to “address better ways to get information to prospective immigrants 
before they reach Canada.”82 Stronach said the summit would look at ways of 
putting people in contact with professional organizations in Canada before they 
immigrate so they can set the wheels in motion to complete the paperwork to 
get recognition of their skills.83

4.7 The Recruiters
Research and interview findings demonstrate that there are a number of dif-
ferent types of recruiters of health care professionals within and outside of 
Canada. All stakeholder organizations believed they were not actively recruiting 
foreign-trained health care professionals. Many believed that foreign-trained 
health care professionals were self-motivated and unassisted when seeking 
jobs in Canada and emigrating.
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4.7.1 Recruitment Agencies

There are a relatively small number of formal “recruitment agencies” in Canada 
that specialize in health care professionals. Agencies may be partially or 
entirely government-funded while others are non-profit based. They may also 
have a focus, such as the placement of physicians in rural areas. The recruit-
ment agencies interviewed stressed that they were not involved in the active 
recruitment of foreign-trained health care professionals, as they did not specifi-
cally target this group. Indeed, none were advertising specifically abroad but 
would accept individuals already in Canada. While their advertising (typically 
on websites) could obviously reach audiences in source countries, this was 
not their intended audience. For these reasons, the agencies qualified their 
recruitment as “passive.”

4.7.2 Regional Health Authorities

Since authority for hiring hospital-based or other salaried health profession-
als has devolved to regional health authorities (RHAs) in most Canadian 
provinces, it is logical to assume that they may be actively recruiting candi-
dates for vacant positions from other parts of Canada, or internationally. It is 
difficult to know precisely what role RHAs may be playing in recruitment of 
foreign-trained health professionals. However, the careers section of the South 
African Medical Journal, the leading medical journal in the SSA region, carries 
dozens of advertisements by Canadian RHAs for physicians to come and work 
in their regions, usually located in rural British Columbia, Saskatchewan and 
Alberta.84 All advertise highly lucrative pay scales and one additionally offers 
an “excellent employee benefit plan” including “a relocation assistance pack-
age, furnished housing, 6 weeks of vacation and 3 weeks of education leave.” 
The advertisements placed in this journal are clearly targeted at physicians 
from South Africa or the SSA region, presenting an arguably active form of 
recruitment. This example also serves as evidence that RHAs are recruiting 
at both ends – in source countries and in Canada through the PNP system in 
their provinces.

4.7.3 Private Practice Clinics in Canada

While no survey respondent made mention of physicians or groups of physi-
cians in Canada recruiting colleagues from abroad, it appears to be more com-
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mon than imagined. The same issues of the South African Medical Journal, for 
instance, have a handful of advertisements placed by small clinics (comprised 
of no more than five physicians) seeking to recruit physicians or special-
ists for their clinics. All are based in rural or small cities in BC, Alberta and 
Saskatchewan.85

4.7.4 Recruiters Based in SSA Countries

Numerous respondents also spoke of aggressive recruiters principally based in 
South Africa, and cited these as a critical factor in encouraging and assisting 
health care workers to move and in directing them towards certain countries 
or to certain employers within countries. Respondents explained how such 
agents – as unofficially appointed head-hunters – regularly contact regional 
health authorities and hospitals with qualified candidates already willing and 
able to migrate. As one example, the September 2005 issue of the South 
African Medical Journal has three recruitment agencies based in South Africa 
advertising possible jobs in Canada and elsewhere, one claiming a high rate 
of success obtaining exceptionally lucrative placements abroad for experienced 
general practitioners, and another offering to conveniently arrange interviews 
for foreign jobs in South Africa itself.86

4.7.5 Individuals as “Recruiters” in Canada

Interview respondents also spoke often and at length of foreign-trained health 
care workers already in Canada telling friends, colleagues and former class-
mates about opportunities known to them and encouraging and facilitating 
migration. For a significant number of respondents this represented the main 
source of new foreign-trained health care professionals seeking to migrate to 
Canada. Some reported that spouses of foreign-trained health workers now 
settled in Canada act as contact and recruiter.
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5 Shortages of Health Professionals in  
 Canada

5.1 Physicians87

There is a growing consensus that Canada is facing a physician shortage 
unprecedented since the inception in the early 1970s of Medicare (the name of 
Canada’s single-payer public health insurance system).88 Growing lists of com-
munities with family physicians not accepting new patients, cancelled surger-
ies, difficulties staffing emergency departments and waiting lists for specialist 
services give force to this consensus.89

The shortage is likely to exacerbate Canada’s need for foreign-trained physi-
cians, should inadequate planning for human resources for health continue. 
Provincial colleges and associations are not hiding the fact that they are, and 
will be increasingly, dependent on foreign-trained physicians to prevent health 
care crises in their provinces. The Ontario Medical Association, for instance, 
reports that the province needs a minimum of 2,100 physicians and that one 
of the measures taken to meet this huge demand is to increase certification of 
those who are trained abroad.90 The BC College of Physicians and Surgeons, in 
its 2005 Annual Report, says it will continue to rely on physician immigration 
in the foreseeable future for the provision of health care to the population of 
BC.91 One way in which this is facilitated is through licensing physicians on a 
temporary register until they obtain the credentials for full licensure.

In the short span of a decade Canada moved from a perceived physician sur-
plus to a perceived physician shortage. In 1991 the landmark Barer-Stoddart 
report on physician human resources conveyed concerns of a physician surplus 
in Canada.92 The report recommended, inter alia, a 10 per cent reduction in 
medical school positions. This particular recommendation was adopted and 
the early period of the 1990s saw the start of a decrease in the number of 
medical student graduates. In 1997-2000 the number of entrants was 9 per 
cent lower than the 1991-1996 level. Aside from declines in medical school 
entrants, the late 1990s saw physicians reporting increased dissatisfaction 
with rising workloads and concern over an exodus of physicians to the United 
States. Canada was losing both medical school entrants and licensed physi-
cians. 

A 2005 report on the state of Canadian health care illustrates how Canada 
fares in comparison to other OECD countries. In 2002, Canada ranked twenty-
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fourth out of 27 selected OECD countries in the number of doctors per 1,000 
population.93

Figure 6: Doctors per 1,000 Population in OECD Countries, 2002

Source: OECD, 2004. Cited and calculated by N. Esmail and M. Walker in How Good is 
Canadian Health Care? 2005 Report: An International Comparison of Health Care Systems, 
The Fraser Institute, Vancouver, 2005. Available at: http://www.fraserinstitute.ca/admin/
books/files/HowGoodIsCanHealthCare2005.pdf.

Between 1990 and 2003, the number of doctors per capita remained stable 
in Canada while it continued to increase at least slightly in most OECD coun-
tries.94 In 2003, Canada had 2.1 practicing physicians per 1,000 population, 
well below the OECD average of 2.9. 

Work published by the Joint Learning Initiative on Human Resources for 
Health (2004) using WHO health worker data shows statistically that an aver-
age of 2.5 trained health workers (nurses, midwives and physicians) per 1,000 
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population is needed to provide the basic level of access needed to sustain 
health service delivery in a country.95 By this account, Canada has a more 
than adequate supply (physician and nurse density of 11.9/1000) for minimal 
needs (in contrast to many of the SSA countries from which it receives health 
professional migrants), although clearly citizen and political expectations are 
for a Canadian health system that meets more than just a basic level of care. 

Canada, like most countries, experiences problems obtaining and retain-
ing physicians in rural areas and the more sparsely populated provinces. The 
northern regions (Yukon, the Northwest Territories and Nunavut) suffer serious 
shortages within their vast regions (Table 9). The province of Saskatchewan, 
despite being proportionately the largest recipient of foreign-trained physi-
cians, has experienced a net decrease in the number of practicing physicians. 
Manitoba has suffered the same fate. While it is true that the populations of 
these provinces and territories have only increased slightly over the 2000-
2004 period, they have grown nonetheless and were already experiencing 
shortages in physicians. According to crude projections, the CMA estimates 
that even if medical school enrolment were increased to 2,500 by the year 
2007, Canada would still need over 300 new foreign-trained physicians a year 
to meet domestic health service delivery demands.96

While the ideal route in all provinces is for all physicians to have full 
licensure for the practice of medicine (meaning they are fully registered for 
independent practice without restrictions), another route is being widely used. 
In eight out of ten provinces, some physicians (primarily foreign-trained) are 
under limited licensure as part of the solution to the health human resource 
shortage. As the BC College of Physicians and Surgeons reports, “as long as we 
are dependent on foreign-trained physicians, it will be necessary to continue 
licensing physicians on the temporary status until they obtain the credentials 
for full licensure.”97 In BC alone, the ratio of newly registered physicians from 
South Africa accorded temporary (limited) licensure compared to full licensure 
in 2005 was more than 2 to 1.98 Limited licensure, therefore, is one measure 
used by Canadian licensing bodies to ease foreign-trained physicians into the 
Canadian job market and thereby meet demand. While it may be true that 
foreign-trained physicians who quickly gain their full licence to practice in 
Canada have a greater likelihood of staying to work in Canada, those on limited 
(“temporary”) licences can remain working in Canada on this status for many 
years before moving on to another country, returning to their countries of origin 
or eventually obtaining the full licence.
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Table 9: Total Number of Physicians in Canada According to Province and 
Territory, 2000-2004

2000 2001 2002 2003 2004

Newfoundland 927 945 929 975 992

PEI 178 190 191 195 210

Nova Scotia 1,898 1,885 1,943 1,958 2,000

New 
Brunswick

1,153 1,179 1,185 1,224 1,262

Quebec 15,770 15,866 15,800 15,518 16,145

Ontario 21,176 21,482 21,735 21,738 22,067

Manitoba 2,082 2,093 2,077 2,063 2,078

Saskatchewan 1,567 1,549 1,564 1,526 1,529

Alberta 5,014 5,154 5,637 5,801 5,953

BC 7,943 8,105 8,243 8,348 8,257

Yukon 41 54 52 55 61

NW Territories 47 37 46 43 51

Nunavut 7 7 10 10 7

Total Canada 57,803 58,546 59,412 59,454 60,612

Source: Southam Medical Database, CIHI. Available at: http://secure.cihi.ca/cihiweb/en/
AR14_2002_tab3_e.html.

5.2 Nurses
There is a strong belief across Canada that there is a nursing crisis and yet 
there is less agreement on exactly what this means and various opinions 
on what to do about it. While a number of reports have been released that 
describe and analyze the issues, they have tended to reflect the perspectives 
of the sponsoring organization rather than being a national attempt to resolve 
workforce problems. The issues associated with the nursing workforce are 
particularly complex and dynamic and involve multiple stakeholders, including 
governments, employers, professional associations, unions, and educators.

The supply of nurses, their quality and competency, and their retention 
in jobs and in the profession are all dependent upon many different factors, 
including educational capacity, clinical training opportunities, entry-to-practice 
standards, support for new graduates, efficient deployment patterns, con-
tinuing education opportunities, and supportive work environments. In 1999 
and 2000 a consultation paper for discussion by stakeholders, was devel-
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oped by the Working Group on Nursing Resources and Unregulated Health 
Care Workers, a sub-committee of the Federal/Provincial/Territorial Advisory 
Committee on Health Human Resources (ACHHR). This initial document 
offered an analysis of various perceptions held by the different stakeholders in 
order to establish a common understanding of the complexity of the issues. In 
the interim, The Nursing Workforce Study was commissioned by the ACHHR.99 
This study included a survey of deployment patterns as well as nursing educa-
tion and supply in 1990 and 1997.

The ACHHR issued its report, titled The Nursing Strategy for Canada, in 
October 2000, with eleven strategies for change. Stakeholders throughout the 
health care system recognized the need to increase and improve nurse work-
force planning. Foreign recruitment was not among the advocated strategies, as 
local production was highly favoured. Yet not much has changed today. Rural/
urban distributions remain problematic. Decreases in the absolute numbers of 
RNs accompanied by the increase in the absolute numbers of Canadians have 
led to decreases in nurse to population ratios in both rural and urban areas of 
Canada. In 2000, the overall nurse to population ratio stood at 75.6 nurses per 
10,000 population – down from 82.0 in 1992. However, nurse to population 
ratios in rural areas were much lower: 62.3 versus 78.0 for urban areas.100

Figure 7: Percentage Growth in the Number of RNs Employed in Nursing, 
Canada, 1980-2003

Source: CIHI, Workforce Trends of Registered Nurses in Canada, 2004, CIHI, Ottawa, 2005, 
p. 13.
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While appreciable increases in nursing education across Canada have been 
implemented in the last decade, there have been concurrent changes in trans-
forming all RN diploma programs to Baccalaureate degree training. This has 
resulted in a decrease, at least in the short term, in the number of graduates 
from RN programs and the number entering the workforce, further compound-
ing the problem of an aging workforce.101

The hospital sector remains the largest nursing employment sector for RNs 
in all regions of Canada, despite many years of restructuring and downsizing of 
acute care institutions. About two thirds of Canadian RNs work in a hospital. 
The remainder work in long-term care, the community sector and other areas, 
such as in schools, physicians’ offices and in government.

While organized recruitment efforts from outside Canada have taken place 
on occasion, these have been limited and usually by individual employers. 
Some respondents noted that most of the international graduates in nursing 
arrived in Canada on “coat-tails,” with spouse/partner as the principal immi-
gration applicant. If employment opportunities are generally favourable in the 
province of landing, the foreign-trained nurse would be likely to seek employ-
ment and thus be registered and counted in that province. If not, we experi-
ence another instance of “brain waste,” although there is no data indicating 
the extent to which this may be occurring, apart from estimates of the large 
number of foreign-trained nurses who fail to complete their qualifications for 
Canadian registration.102 Finally, while statistics indicate a declining percent-
age of foreign-trained RNs employed in Canada (total), absolute numbers rose 
in 2004.

6 Brain Drain from Canada to USA and 
 Other Countries

Each year about one per cent of Canada’s total supply of physicians leaves to 
work abroad. Over the last 33 years, the actual annual number of Canadian 
émigré physicians has fluctuated between 200 and 800. Save a brief period 
from 1991-1997, over half of those who left eventually returned to Canada.103 
Emigration trends show there was actually a noticeable drop in the number of 
physicians who moved abroad over the six-year period of 1998-2003. In the 
period 1998 to 2003 an average of 500 physicians per year left Canada to 
work abroad compared to the higher average of 690 physicians leaving from 
1992-1997. On the other hand, the numbers returning in the same period 
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1992-2003 have been steady throughout the entire 12-year period, averag-
ing 275 physicians a year. In 2003, the last year surveyed by the Canadian 
Medical Association, there was an even greater drop in numbers of physicians 
leaving Canada. In more recent years, specifically from 1998-2003, over half 
of the physicians who left Canada therefore returned.

Table 10: Canadian Physicians Moving and Returning from Abroad, 
1992-2005

Physicians who 
moved

Physicians who 
returned

Net loss

1992 689 259 430

1993 635 278 357

1994 777 296 481

1995 660 250 410

1996 726 218 508

1997 658 227 431

1998 568 319 249

1999 584 340 244

2000 420 256 164

2001 609 334 275

2002 500 291 209

2003 320 240 80

2004 262 317 +55

2005 186 247 +61

Totals 7,594 3,872 3,722

Source: Available at: http://www.cma.ca/multimedia/CMA/Content_Images/Inside_cma/ 
Statistics/

Numerous respondents expressed serious concern over the widely reported 
shortages in health care professionals the USA will experience and the effect it 
may have on Canada, since it is expected that the USA will target Canada to fill 
its shortages. The predictions of a doctor shortage represent an abrupt about-
face for the medical profession. For the past quarter-century, the American 
Medical Association and other industry groups predicted a glut of physicians 
and, as Canada did in the 1990s, worked to limit the number of new doctors. 
In 1994, the Journal of the American Medical Association predicted a surplus 
of 165,000 doctors by 2000.104 Forecasts have now changed dramatically, 
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calling for 10,000 additional physicians to be trained each year, in addition 
to the current total of 25,000. If nothing is done, it is predicted there will be 
a shortage of 85,000-200,000 physicians by the year 2020.105 Shortages in 
nurses in the USA will be even more acute. The US Human Resources and 
Services Administration predicts a shortage of 400,000 to 700,000 by the 
year 2020 – 20 per cent below RN workforce requirements.106 Canada (along 
with the UK and Australia) is seen as a prime target for recruitment to fill these 
shortages because Canadian health professionals have no trouble becoming 
licensed there, require no upgrade training, speak the same language and are 
culturally similar to their American counterparts. Given the United States’ post 
9/11 security concerns, Canada is perceived as a country comprised of low-
risk citizens, and therefore a safe country from which to recruit. 

One respondent expressed concern at the American recruitment tactic of 
paying off student loans of new health care graduates in exchange for time-lim-
ited commitments, offering them the chance to be immediately debt-free. New 
medical graduates in Canada typically owe around $100,000 upon gradua-
tion. Federal student loans do not provide sufficient funds to cover the costs 
of medical training which forces medical students to resort to private lenders. 
While there are domestic programs offering incentives (e.g. payment of student 
loans if one commits to four years in a rural community, or programs within the 
military) these may seem less enticing than the American recruitment offers. 
Canada may have to look at revising some aspects of its student loan programs 
to address these American initiatives.

7 Costs and Benefits to Canada and 
 Source Countries

7.1 Benefits to Canada
Respondents spoke of numerous benefits obtained by Canada from the flow 
of health professionals to the country. One respondent explained how “South 
African nurses have a wealth of experience and sometimes greater scope of 
practice because of the South African context. Moreover their competencies are 
roughly equivalent to Canadians as they have been educated under a similar 
system, so the gain is really fairly high in Canada’s perspective. The fact that 
these nurses speak English is also a benefit.” 
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Other respondents referred to Canada benefiting from gains in new knowl-
edge and specialized experience. As one explained, “doctors trained exclusively 
in Canada may not be able to appreciate some of the diseases and psychologi-
cal and psychosomatic issues associated with an East Asian frame of mind 
whereas a doctor trained in that region would.” It is hard to assess the benefits 
brought by such knowledge. 

A small number of respondents further pointed out those newly credentialed 
foreign-trained health care professionals typically take positions in rural or 
difficult-to-fill regions of Canada and are therefore filling an important gap in 
Canada’s health care system.

In financial terms, Canada almost certainly benefits substantially each time 
a foreign-trained physician or nurse immigrates to work in the Canadian health 
care system as each represents one less Canadian-trained health care profes-
sional funded by Canada. Although there is no hard data, the costs of training 
a Canadian nurse or physician through the entirety of their studies is almost 
certainly greater than the costs Canada incurs in examining, evaluating, offer-
ing additional practical and language training to, or licensing foreign-trained 
health care professionals. A small number of respondents felt the costs to 
Canada may well balance out but the overwhelming majority of respondents 
felt that Canada experienced a notable net gain each time a foreign-trained 
health care professional joined the Canadian health force.

7.2 Costs to Canada
Costs to Canada from the flow of health professionals to the country acknowl-
edged by respondents largely involve the processes required to retrain and 
re-credential health care providers from developing countries:

• assessment of existing credentials and identification of training they would 
still need to be on par with Canadian trained health care professionals. 
This matter is of considerable concern to many interviewees (particularly 
credentialing of those who come of own accord, i.e. not recruited);

• retraining individuals (skills enhancement) paid by Canada;

• post-graduate training/residency; and

• language training.

One respondent gave an example of the costs of administering these pro-
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grams in one Canadian province alone. In 2004-2005, this province com-
mitted $26 million towards its international medical graduate program. The 
program ensured that there were no costs borne by the individuals as they 
pursued post-graduate training and, in fact, the individuals earned the same 
salary as residents who were Canadian medical graduates. For those who 
required assessments only, the provincial government also paid a stipend 
during the assessment period. Individuals were therefore required to pay only 
medical council examination fees and for other exams they might have been 
required to take as a normal part of registration in the province. These costs 
were estimated by the respondent as “small in comparison to the cost that the 
province is paying on their behalf in order to assist them to become part of 
the system.”

Foreign-trained physicians may enter practice without any Canadian post-
graduate training or may spend a certain period of time in a post-graduate 
training or residency program. CIHI figures demonstrate that the number of 
foreign-trained physicians requiring residency or post-graduate training in 
Canada peaked in 1982 (with approximately 220 individuals) and decreased 
considerably by 2000 (with approximately 35 individuals).107 This indicates 
that greater numbers of foreign-trained physicians have sufficient training 
when arriving to Canada and can begin work upon licensing. This logically 
means that Canada now has fewer costs associated with training foreign-
trained physicians. 

In connection with this last point, one respondent roughly differentiated the 
costs to Canada according to three different categories of foreign-trained phy-
sicians. The first category can be integrated without any costs at all because 
they are highly trained and receive immediate licensing. These represent a net 
savings to Canada ranging from $950,000 (for a family physician) to $1.5 mil-
lion (for a specialist), based on 1994 estimates of the full infrastructure costs 
associated with medical training (faculty and staff salaries, physical facilities, 
laboratories and so on.)108 The second category requires six to twelve months 
of residency training to come  to par with Canadian standards. A residency 
is estimated to cost approximately $50,000 - $70,000. The third category 
consists of individuals unable to practice without going through extra training, 
exams and residencies. It is estimated that there are 3,000 - 4,000 individu-
als falling within this category in the province of Ontario alone. The absence of 
funding for training and shortages in residencies results in “brain waste.”

Numerous respondents raised the matter of a frustrating brain waste phe-
nomenon where foreign-trained health care professionals are not able, or do 
not seek, to pass exams and gain credentials to practice in Canada. While 
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no study has been undertaken on the profiles of individuals falling into this 
category, respondents spoke anecdotally of capable foreign-trained nurses and 
other health practitioners working in unskilled or unrelated jobs. It was sug-
gested that Canada should at least seek to maximize the potential of these 
foreign-trained health care professionals who clearly decided to leave their 
countries and yet are not working in their area of training in Canada, despite 
shortages in this market.

Numerous respondents also took the opportunity to point out that Canada 
suffers from its own brain drain, with highly-subsidized, Canadian-trained 
health care professionals emigrating to other countries. Included in this exodus 
are foreign-trained health care professionals who have obtained training and 
credentials through brief emigration to Canada. Some respondents remarked 
that such individuals actually cost Canada as investments that are made in 
training, evaluating and/or credentialing are short-lived. Using the snapshot of 
the year 2003, we see that just under a third of physicians moving abroad 
from Canada were foreign-trained, indicating Canada is a temporary stop for a 
considerable number.109

Table 11: Emigration and Re-Entry of Physicians in Canada, 2003
Total number of physicians in Canada who moved abroad 320

Number who graduated from Canadian medical schools 212

Number who graduated from foreign medical schools 95

Total number of physicians who returned from abroad 240

Number who graduated from Canadian medical schools 198

Number who graduated from foreign medical schools 40

Source: Summarized from Tables 14.0, 15.0, 17.0 and 18.0 in CIHI, Supply, Distribution 
and Migration of Canadian Physicians 2003, CIHI, Ottawa 2004.

7.3 Costs to Source Countries
The costs to SSA source countries of brain drain have been acknowledged in 
numerous reports and are the reason why the WHO and World Bank have 
called for urgent action to reduce the phenomenon, and why nations such as 
the UK, Canada and others are adopting measures to the same end. Losses 
can be counted in terms of:

• government investment in training health professionals;
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• health professionals to provide care;

• tutors to teach new students;

• increased burden on remaining health professionals; and

• diminished ability to provide health care.110

Respondents principally listed the direct costs of training health profession-
als and loss of trained individuals to train new recruits (loss of teaching staff) 
as costs to source countries. The cost of training a doctor in South Africa, for 
example, has been estimated at $150,000 which translates into a major loss 
to the country.111 

7.4 Benefits to Source Countries
The benefits to source countries most frequently cited are remittances by for-
eign-trained health care professionals to their families, and investments in their 
home markets. In a recent UK survey, more than half of the foreign-trained 
nurses in that country reported that they regularly send money to their home 
country. In many cases this regular remittance amounts to a significant propor-
tion of their total income: half of the nurses from South Africa participating 
in the survey reported they were sending a quarter or more of their monthly 
income back home.112 

Numerous respondents in this study, including the sample of foreign-trained 
physicians in Canada, referred to significant remittances made to families back 
home. Remittances were largely to support family members and to pay off 
investments in their home countries (principally the family home). Remittances 
therefore typically represent private welfare gains and do very little to offset the 
public health investment losses incurred by source countries upon the emigra-
tion of health care professionals.113 A British report similarly notes with respect 
to health professionals who have migrated internationally that there is little evi-
dence to suggest that the private positive benefit accrued by families through 
remittances by skilled health workers compensates in any way for the loss of 
capacity to the health system.114 While the WHO suggests devising a system 
in which remittances could be channelled directly into the health system as a 
form of compensation,115 this would likely be riddled with difficulties, not the 
least of which would be to account for remittances since large amounts move 
through informal channels.116 Strong incentives schemes would also have to 
be devised to convince individuals to remit to the State rather than directly to 
their families.117
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By contrast, another UK report on Ghanaian health care professionals in the 
UK found that many migrants remit funds with the express plan to return and 
finally settle back in Ghana. The conclusion of the authors of the report is that 
allowing health workers to remit and invest in the country of origin is “likely to 
be effective in reversing the spiral of migration.”118 This may depend, however, 
on the extent to which immigrant health professionals establish themselves in 
the receiving country, which can also depend on their age and family status.

7.5 Estimating Canada’s Financial Obligation  
 for HHR Investment in Africa: A Discussion

Canadian respondents almost universally rejected the concept of repara-
tion for the costs to source countries, of foreign-trained health professionals. 
Nonetheless, the issue of reparation remains a policy option of considerable 
interest to African countries. It is also a policy option proposed and encour-
aged by the WHO.119 There is thus a need for a brief discussion of differing 
arguments for how such reparations might be considered or calculated, in the 
context of reducing “push factors” from SSA countries by strengthening health 
systems.

There are two perspectives regarding Canada’s involvement in strengthen-
ing African health systems: first, strong health systems are an integral part 
of achieving the Millennium Development Goals (MDGs) and Canada’s own 
targets for official development assistance (ODA); facilitating the human right 
to health; and successfully addressing the growing burden of disease in Africa. 
In other words, Canada’s obligation is rooted in its pre-existing initiatives and 
agreements, regardless of the additional problem of health human resource 
migration from Africa to Canada. Two general comments are necessary: first, 
any additional finances disbursed to African source countries to compensate 
for their loss of health human resources would likely flow through the ODA 
envelope; second, Canada, despite repeated pledges to provide at least 0.7 
per cent of its gross domestic product to foreign aid, has consistently failed to 
do so and is one of the few remaining donor countries that has not committed 
itself to meeting this target by a certain date.120

The second perspective is that Canada is obligated to intervene due to 
the significant number of health workers who have migrated from Africa to 
Canada. While not all of these individuals migrated due to active recruitment, 
the line between active and passive recruitment is very thin. Regardless of the 
reason for the out-migration of these personnel, the result has been of signifi-
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cant benefit to Canada and a significant detriment to the health systems and 
people left behind. There are two possibilities for a reasonable determination 
of Canada’s contribution on this basis: a calculation based upon the amount 
of out-migration, and a calculation based upon the health impact of that out-
migration. Both would have to be assessed on a national basis, but linked to 
a broader regional perspective.

The first proposal is relatively straightforward. Let us say that South Africa 
calculates that it requires two billion dollars to replace the health workers who 
have left the country. If Canada has received twenty percent of these emigrat-
ing health workers then its share of the burden is twenty percent. Extending 
this discussion to the regional level, let us say that Canada has received thirty 
percent of Sub-Saharan Africa’s health workers. Canada would be responsible 
for thirty percent of the cost of regional HHR initiatives, such as regional migra-
tion monitoring facilities, regional HHR planning initiatives, or the creation of 
regional institutions to address these issues. This appropriately links compen-
sation on a nation-by-nation basis to that of the overall needs of the region. 

The second proposal is more complicated and more controversial. It retains 
the focus upon a nation-by-nation assessment of Canada’s obligation, but also 
weights the relative importance of the resource lost. Some nations need their 
health workers more than others and some health workers are worth more than 
others. For example, the loss of a physician who is involved with the training 
of other physicians arguably may be greater than the loss of one who is not, 
as the long-term impact of losing individuals who build capacity will be very 
significant. In Africa, as in Canada, rural physicians are harder to retain, and 
therefore may be worth more to that nation than urban physicians. (Although 
the loss of an urban physician may then become an in-country “pull” for urban 
migration by a rural physician.) As well, some nations may have a more dif-
ficult time replacing their lost workforce than other nations, due to the makeup 
of their populations or structure of their education system. Therefore, not only 
are some physicians more valuable than others, but some nations need their 
physicians less than others. This is not to say that physicians are unimportant, 
but rather that the health impact of the loss of a physician from one country 
may be greater than if that physician was recruited from another. This calcu-
lation requires a weighted valuation of the physicians from a specific nation. 
For example, if it costs less for South Africa to train a replacement physician 
and it is better able to deal with the loss of physicians than other countries, 
there is less impact upon the South African medical system and it requires less 
compensation for the loss of its physicians. Nations where the impact is greater 
deserve greater compensation. 
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Determining impact is difficult. It is unlikely that the data exists for this 
proposal to be implemented, but it is the fairest proposal. If a set amount of 
compensation per physician was to be determined it would have to adjust, 
inter alia, for the following factors: involvement in training other medical 
professionals, amount of experience, rural or urban experience, the specific 
discipline and its relative importance within the given nation, the ability of the 
nation to replace the individual and the expected remaining years of service. 

The preceding argument requires the determination of a base compensation 
for each physician. This can be calculated in two ways. It can either be based 
upon the cost of training the replacement physician within that system, or it 
can be linked to the net financial benefit to the recipient country. The cost of 
training would vary from nation to nation and type of practice. Estimates by 
informed individuals suggests a figure in the $60,000 - $150,000 range to 
train a physician in Africa. The costs of training physicians within Canada are 
significantly more expensive, ranging (in 1994 $) between $950,000 and 
$1.5 million.121 The other piece of the puzzle is to calculate exactly how much 
it costs to bring an internationally trained physician up to the standard of the 
Canadian medical system. The net benefit to Canada, for every foreign physi-
cian who migrates to Canada, is the cost of training a comparable Canadian 
minus the cost of upgrading that physician’s skills. For example, if it requires 
$150,000 to train to Canadian licensure standards a South African family 
physician the net benefit to Canada is $950,000 - $150,000 = $800,000. 
A reasonable amount of compensation might lie somewhere between Canada’s 
net benefit and the cost of training a physician within the migrant’s country 
of origin.

In conclusion, any equitable compensation should be linked to the number 
of health workers who have emigrated from the source to the recipient nations. 
A nation-by-nation analysis would further ensure that any compensation 
arrangement agreed upon would recognize the diverse nature and health needs 
of African nations.
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8 Policy Options
There is little disagreement about the nature of the “crises” in global health 
human resources, exacerbated by the flow of HHRs from developing to devel-
oped countries. But there is little agreement on what can be done to remedy it, 
in terms of what is politically feasible and who should assume responsibility. 

8.1 Codes of Practice for Ethical Recruitment
None of the organizations interviewed had adopted a code of practice for 
ethical recruitment, although a small number had issued statements against 
the active recruitment of health care professionals from developing countries 
with acute shortages of health care practitioners. Indeed, very few concerned 
organizations had formally acknowledged the extent to which Canada depends 
on foreign-trained health care professionals to sustain the Canadian health care 
system or that it poses a problem to developing countries. 

Mention of the Commonwealth Code of Practice for the International 
Recruitment of Health Workers was made by a few respondents. The 
Commonwealth set a precedent for action in 2003 when it agreed on guide-
lines for the international recruitment of health care professionals in a manner 
that takes into account the potential impact of such recruitment on services 
in source countries. Respondents cited the Commonwealth Code as a positive 
measure although they stressed its voluntary (non-binding) character. The 
Code provides guidelines for the international recruitment of health workers 
which, for example:

• discourage targeted recruitment;

• discourage recruitment of health care workers who have an outstanding 
obligation to their country;

• encourage the mutuality of benefits where receiving countries provide 
something in return (e.g. technical assistance, compensation, transfer of 
technology, financial assistance); and

• facilitate the return of recruits who wish to do so.

The Commonwealth Code also addresses the effects of international recruit-
ment. Accordingly, it suggests:

• dialogue between developed and developing countries to balance needs 
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of developed countries to recruit and developing countries to retain staff 
due to shortages; 

• bilateral agreements to regulate the recruiting process; and 

• that all employment agencies should be bound by this Code and that 
governments should set up regulatory systems for recruitment agencies 
and implement mechanisms to detect non-compliance.

In a recent WHO Bulletin, the Commonwealth Code of Practice was criti-
cized for the fact that “it has been signed primarily by developing country 
members rather than importers of health workers such as Australia, Canada 
and the United Kingdom, who are reluctant to make a formal commitment 
to provide compensation or reparations.”122 In response to such criticisms, 
the Government of Canada has argued that its failure to sign is a result of its 
complex federation status effectively requiring approval by all provinces and 
territories; but that Canada and the provinces have expressed support for the 
Code and its principles which constitutes a de facto endorsement. The stake-
holder organization most familiar with the Commonwealth Code nonetheless 
expressed concern over its uncertain impact to date. Other concerns about the 
Code include:

• the objective of protecting developing countries’ health systems is over-
shadowed by its protection of employment rights of migrants;123

• systems for implementing the use of the instruments need to be strength-
ened; and

• no provision is made for a strategy for implementation nor a system for 
monitoring and evaluation.124

One informant made reference to the Melbourne Manifesto, a code of 
practice for the international recruitment of health care professionals adopted 
by delegates to the World Organization of National Colleges, Academies and 
Academic Associations of General Practitioners/Family Physicians (WONCA) 
meeting in Melbourne, Australia on 3 May 2002. The Manifesto acknowledges 
that the response of wealthier countries experiencing shortages in skilled 
health care professionals is too often to recruit from poorer countries rather 
than training sufficient numbers of their own. It recommends, inter alia, time-
limited exchanges, where health professionals from developing countries come 
to practice and enhance skills in Canada and Canadians go to work in those 
countries and government support for medical training programs in developing 
countries. These recommendations align closely with the option of pursuing 
multilateral or bilateral agreements. They were also frequently mentioned by 
the foreign-trained physicians working in Canada, including support for job-
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sharing with someone in their source country, financial support from Canada 
for the first year or two if they returned to their source country to resume their 
practice there, and greater support and opportunity for short- and medium-term 
(two to six months or longer) periods of work back in their source country.

In comparative terms, the Melbourne Manifesto is much more specific in its 
guidelines and therefore more useful as a tool than the Commonwealth Code. 
However, judging by absence of reference, neither the Commonwealth Code 
nor the Melbourne Manifesto seemed to be known or considered seriously by 
most informants in this study. As such, these voluntary, multilateral agree-
ments have failed to make any significant impact.

Yet when participants were asked whether they would support the adop-
tion of a voluntary or mandatory code of practice, responses were generally 
positive. Respondents qualified that the codes should be voluntary, with the 
exception of one informant who indicated either approach would be accept-
able. Some noted that voluntary codes, such as the one adopted in the UK, 
have not worked because of their voluntary nature. At the same time, they 
expressed concern that mandatory codes were unlikely to be ratified. A small 
number of respondents further noted that proper enforcement of such a code 
would require significant funding.

Newer principles, commonly referred to as the “London Declaration,” were 
agreed upon at an international conference on the global health workforce 
organized on 14 April 2005 by the British Medical Association in asso-
ciation with the Commonwealth. Participants included the American Medical 
Association, the American Nurses Association, the Commonwealth Medical 
Association, the Commonwealth Nurses Federation, Health Canada, the 
Medical Council of Canada, the Royal College of Nursing and the South African 
Medical Association. The conference agreed on the following four key points:

• All countries must strive to attain self-sufficiency in their health care 
workforce without generating adverse consequences for other countries;

• Developed countries must assist developing countries to expand their 
capacity to train and retain physicians and nurses, to enable them to 
become self-sufficient;

• All countries must ensure that their health care workers are educated, 
funded and supported to meet the health care needs of their populations; 
and

• Action to combat the skills drain in this area must balance the right to 
health of populations and other individual human rights.
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8.2 Improved Health Human Resources  
 Planning in Canada

All organizations felt strongly that better health human resource planning in 
developed countries is a top priority and many further indicated that they 
were actively pursuing this aim. Respondents felt that better planning human 
resources to ensure an adequate stock of Canadian-trained health care profes-
sionals would be the best manner in which to reduce the inflow of foreign-
trained health care professionals that is so damaging to developing countries.

The general consensus was that Canada should increase the number of 
training spots in schools of medicine and nursing. One respondent cited an 
average of five to nine applicants for every medical spot in Canada, resulting in 
wasted potential for self-sustainability or an ensured steady stock. Respondents 
complained that Canada is not doing a good job predicting and planning its 
resource needs. As one noted, “Every ten years we say we have too many and 
we close down enrolments and then every five years thereafter we say we have 
too few and open up enrolments again and there’s never a proper fit.”

Respondents felt that improved planning of human resources in health care 
would lead to increases in the stock of Canadian-trained physicians and nurs-
es. This would necessarily lead to a decrease in the need for foreign-trained 
professionals. The conclusion to be derived is a fundamental and widespread 
understanding that, despite the absence of active recruitment, foreign health 
care professionals are aware of Canada’s shortages and use the opportunity 
offered by shortages to emigrate. Once the need for foreign-trained profession-
als is reduced, it is believed that fewer will seek to leave their countries and 
jobs to emigrate to Canada. A strongly supported option to help SSA countries 
overcome the problem of brain drain is to improve self-sustainability. This 
option nonetheless requires a reduction in push factors in source countries, 
otherwise health care professionals will continue to leave for other countries 
even if Canada is no longer a strong “pull.”

Most provinces have already reacted to the shortage by making substantial 
increases in medical and nursing school enrolments. However, the increases 
are not enough (especially in light of anticipated recruitment of Canadian 
health professionals by health systems in the USA facing a numerically much 
larger projected deficit), are financially costly and are difficult to sustain. The 
Canadian Medical Association, in collaboration with a number of other medical 
professional groups, is calling on Canadian governments to create a $1 billion 
“health human resources reinvestment fund” to ensure an adequate supply of 
domestically trained health care professionals. The president-elect of the CMA 
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is critical that “we don’t have a policy that Canada should be self-sustaining 
(…) we’re poaching from other jurisdictions.”125

Respondents suggested stepping up efforts to license foreign-trained health 
care professionals. The priority target group mentioned by a number of respond-
ents and in various reports by provincial and national medical associations are 
non-nationals who have obtained their degree abroad, have immigrated to 
Canada but who have difficulty obtaining certification in Canada. Respondents 
encouraged the creation of mechanisms to assist these individuals to meet 
Canadian standards. The point was also made that it is not always medical 
upgrading that is required but language which must be enhanced. 

Another group of similar concern consists of Canadians who have obtained 
their training outside of Canada. The College of Physicians & Surgeons of 
Ontario (CPSO) reports that, in Ontario alone, approximately 200 Ontarians 
graduate each year from medical schools outside of Canada. Roughly 100 
Canadians are enrolled each year in four schools of medicine in Ireland 
alone.126 Fifteen percent of the 1,929 medical doctors entering into their first 
year of residency in the 2004-2005 school year were Canadian citizens or 
permanent residents who obtained their MD training abroad.127 These are 
the lucky ones able to obtain residencies. Calls were made by some respond-
ents for improved mechanisms to evaluate degrees obtained by Canadians 
abroad and, in the event of inadequate equivalencies, to make residency and 
upgrading available so that they can meet Canadian standards. The CPSO has 
similarly issued recommendations urging the government to assess the quali-
fications of all foreign-trained medical graduates, significantly expand training 
opportunities and eliminate existing barriers.128

8.3 Multilateral and Bilateral Agreements
The New Partnership for Africa’s Development (NEPAD) health strategy spe-
cifically refers to the necessity of developing some form of bi- or multilateral 
agreement to manage the brain drain of professionals from African countries. 
Agreements would entail measures for managed migration so that there would 
be no or little net loss to source countries.

Respondents were ambivalent towards this option, foreseeing numerous 
challenges. Most felt it would require a lot of organization and would give 
rise to many practical problems, the most evident being the monitoring of the 
agreements. As such agreements typically provide for the return of health pro-
fessionals to the source country after two to three years abroad, others foresaw 
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problems stemming from health professionals refusing to return once estab-
lished with their families in Canada. This would appear to be valid concern 
given that foreign-trained health professionals tend to be older upon migration, 
and therefore more likely to have children. This was further corroborated by 
respondents who consistently described foreign-trained health care profession-
als coming to Canada as older and with young families.129 This evidence also 
supports study findings that better educational opportunities for children in 
Canada present a significant pull factor for migration.

Others pointed out that less ethical countries could simply “free-ride” on 
any bilateral agreements. The existence of bilateral agreements would result in 
less competition from typical receiving countries which would otherwise take 
a number of health professionals from the pool.

Respondents felt that, if such agreements were to take place, they would 
more likely be in the form of Memoranda of Understanding (MoUs). While 
MoUs would be more difficult to enforce, the other option of drafting and 
adopting a framework convention would be particularly long in the making, 
complicated and with uncertain results.

One respondent stressed that multilateral agreements would be particularly 
complex and near-to-impossible to monitor and oversee, but that bilateral 
agreements could work with the right framework behind them. Some felt such 
agreements are not needed and that they would be a waste of time, effort and 
resources. One respondent flatly observed, “We live in a global market and pro-
fessionals are free to move. It is up to the developing countries to set their own 
policies on how to deal with them.” This sentiment, however, fails to account 
for Canada’s health human resources planning errors creating a “pull,” the role 
of immigration policy in easing entry for skilled professionals, and Canada’s 
obligations under the right to health.

Some respondents made suggestions on the content of such agreements. 
Suggested provisions would: 

• encourage the return of health workers to source countries, providing for 
a set period of service in Canada;

• secure the positions of persons coming for a set period of time to Canada 
so they would be easily re-employed upon their return;

• facilitate two-way staff flows – exchanges of health professionals between 
both countries, so that source countries would not experience a loss of 
staff and at the same time would benefit from new knowledge brought by 
Canadian health practitioners;
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• foresee the payment of a penalty by either country breaking the terms of 
the agreement; and

• prevent poaching by a third party through the provision of a monetary 
penalty.

A small number of respondents remarked that it would be in Canada’s best 
interests to support the regular conclusion of such agreements as a means to 
stem Canada’s own brain drain of health care professionals to the USA and 
other countries, especially in light of the reported phenomenal shortages the 
USA will experience in the near future. Bilateral agreements might well protect 
Canada against losing any gains it is trying to make in balancing health human 
resources planning.

Following the example of the UK, the Canadian Government and a handful 
of health care regulating and monitoring bodies have begun to draft a memo-
randum of understanding between Canada and South Africa regarding the 
international recruitment of health care professionals. A Canadian “scoping 
mission” to South Africa to assess the possibility of such an MoU took place 
in November 2005. 

8.4 Reparation Payments and Restitution to 
 Source Countries

Respondents were asked for their views on the idea of financial reparation 
to source countries for training and health system losses from the migration 
of health professionals. Interview respondents voiced the greatest indication 
of rejection. Most respondents felt financial reparations would be “delicate,” 
“difficult,” and even “impossible” to oversee. Some clarified their opposition, 
explaining that, as there is no explicit public policy to recruit from these coun-
tries, Canadians would not want to reimburse for persons they had not “stolen” 
or “poached” in the first place. In their view, many foreign-trained health care 
workers were coming to Canada of their own initiative, having sought and 
been offered jobs prior to immigrating. They expressed concern that Canadians 
would feel that, since they decided to come to Canada on their own, there 
would be no reason why Canada should pay another country for their personal 
decision to migrate.

Ultimately, respondents believed public opinion matters and that, prior to 
any discussion on reimbursement, greater clarity was needed on how foreign 
health care providers come to Canada (Are they self-motivated? Or are they 
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recruited?) and the real dollar costs involved in admitting foreign-trained health 
care providers, assessing their credentials, and retraining them where neces-
sary.

The majority of respondents completely dismissed financial restitution as 
a viable option. Most made the point that the rotating door or circulation 
phenomenon – where countries, including Canada, lose health care providers 
through emigration and gain others through immigration – meant that foreign-
trained practitioners in Canada could leave the country. Enough foreign-trained 
physicians in Canada emigrate to validate this concern. As foreign-trained 
health care workers were not bonded to Canada, they would be free to migrate 
to a third country, with Canada having paid their tab for reparations and subsi-
dized their credentialing and re-training. Seeking repayment by the third party 
country would be even more difficult and placing foreign-trained practitioners 
on bonds upon arrival to Canada was frowned upon. Many respondents, while 
sensitive to the particular costs to source countries of the loss of skilled health 
care professionals, also argued that it was not reasonable or fair to single out 
the health care workers from the larger problem of the emigration of all types 
of skilled professionals from SSA countries. This logic would extend reparation 
for the loss of all skilled professionals who migrate from one country to another, 
creating a political, economic and accounting problem of such complexity as 
to be unimaginable in practice.

A UK report assessing policy options to reduce health professional migration 
also put forward the option of restitution equivalent to the salaried value of 
health workers employed in receiving countries.130 Interestingly, the option was 
examined at a recent conference on health professional migration hosted by 
the BMA. All Commonwealth countries receiving migrants and the USA report-
edly considered restitution a non-starter.131

8.5 Increased Training of Auxiliary Workers in  
 Source Countries

Respondents were asked their views on another possible option: increas-
ing training of auxiliary (lower-skilled) workers in source countries, thereby 
decreasing their attractiveness to health systems in receiving countries. 
Auxiliary workers would still be of enormous benefit to source countries with 
serious deficits in health care workers but these individuals would not likely 
gain entry into Canada on the merit of their training. 
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Views differed on this option, although the majority indicated strong opposi-
tion. Some believed it would result in a less trained medical force which could 
be more detrimental to the country’s health care system. Others argued in a 
similar vein that the fragmentation of the health work force through the devel-
opment of ad hoc groupings of sub-professional categories would be somewhat 
problematic as it would tend to result in the “de-skilling” of some professionals. 
One foreign-trained respondent found the idea verging on racist, arguing that 
while Western countries would likely continue receiving physicians and nurses 
from SSA countries (since this option would have no effect on reducing their 
migration), SSA source countries would be left with inferior health care workers 
to care for their populations.

Others judged it to be a good idea since there are typically not enough sup-
port health care workers in many source countries and that these could provide 
a great deal of basic treatment. As one respondent noted, “We focus on train-
ing the top end to the detriment of putting some of these lower end supports 
in place and I think it would be highly effective.”

8.6 Restrictions on Health Professional Migration 
 from Underserved Source Countries

Respondents were asked if their organizations would support restricting the 
migration of health professionals from SSA and other developing countries with 
severe deficits in health care workers. Restrictions could ostensibly be applied 
by placing health practitioners seeking to emigrate from underserved source 
countries on a low priority or points list.

All respondents were opposed to this solution. Respondents firmly believed 
in migration as an individual right which should not be discriminated by place 
of origin and profession. They followed up on this view with the argument that, 
as long as strong push factors in source countries existed, migration would 
continue. There would also always be a degree of “natural mobility” with 
health care professionals and others seeking to improve their quality of life.

8.7 Bonding of Health Care Professionals
The notion of bonding would require graduate health professionals to remain 
in service in their countries of training upon graduation as a way of repaying 
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for the government-funded portion of their education. The bond would likely 
be for a number of years of service in a specific location, and may include a 
penalty if broken. This option could be applied to health care workers both in 
source countries and Canada. Respondents felt it was up to source countries 
to decide if bonding their health care workers would be a suitable and effective 
way to stem the drain of health care workers from their countries. While some 
said they would support such arrangements, it was made clear that this was 
beyond their mandate and ultimately not their business.

Bonding of new graduates in source countries would not conceivably be use-
ful in stemming migration; health care professionals (at least physicians) are 
older when they migrate to Canada and would already have completed their 
period of bonding (Table 12). In the year 2003 only 5 per cent of newly gradu-
ated physicians practicing in Canada (less than five years since graduation) 
graduated abroad. As we know that somewhere between 20 and 30 percent of 
physicians in 2003 graduated abroad, we can deduce that foreign physicians 
do not typically migrate until later in their medical careers.

Table 12: Physicians by Year Since and Place of M.D. Graduation and 
Percent Distribution, Canada, 2003
Years since MD 
Graduation

Place of graduation

Canada Foreign

1 to 5 95% 5%

6 to 10 93% 7%

11 to 15 87% 13%

16 to 20 82% 18%

21 to 25 76% 24%

26 to 30 75% 25%

31 to 35 64% 36%

36 years and over 57% 43%

Source: Adapted from CIHI, Supply, Distribution and Migration of Canadian Physicians, 
2003, CIHI, Ottawa, 2004.

A UK study on the brain drain of health professionals examined and ulti-
mately rejected bonding as a means of reducing migration. It reports that “[i]n 
circumstances where opportunities to move abroad are widely available, coer-
cive measures taken in countries of origin to prevent departure appear to have 
been largely ineffective, and, unless they are widely accepted as legitimate, 
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may increase pressures to leave.”132 Graduates prefer to pay the fines and 
break community service obligations. High inflation in source countries results 
in significant drops in the real cost of fines. For instance, in Ghana, where 
doctors are bonded to serve for five years or be in default to pay back training 
fees, the bond of 3,300 Ghanaian cedis worth 13 months’ salary five years ago 
is now only worth five months. Moreover, many doctors leave without paying 
their bond since the policing of the bond is poor.133

Numerous respondents noted that bonding arrangements are already in 
effect in Canada. There was general consensus that such arrangements are 
worthwhile but that they should remain optional. Importantly, a buy-out clause 
must be available whereby a penalty could be paid if the bond (contract) ter-
minated early. Others remarked that Canada should consider such bonds to 
minimize its own brain drain to the USA (or to the UK); several respondents 
also indicated they like would to see pan-Canadian policies in place to reduce 
inter-provincial brain drain.

8.8 Health System Strengthening in Source 
 Countries

Health systems strengthening in SSA countries would result in far fewer push 
factors. This option was widely supported by respondents as a preferred 
measure to end brain drain. However, respondents also quickly noted that, for 
the most part, this option was largely out of their control and required policy 
action and involvement of donors and other multilateral institutions. On the 
other hand, some organizations cited examples of how they have already been 
involved through their networks in capacity building, skills training and policy 
instruction in developing countries and that they would continue to do so. Such 
efforts already take place. For instance, through the Association of Universities 
and Colleges of Canada (AUCC), the University of Calgary in Canada has part-
nered with the University of Ghana on a project aimed at increasing Ghana’s 
capacity to educate and train the nurses required to meet priority needs in the 
health sector in a sustainable manner. Similarly, the University of Alberta has 
teamed with Makerere University to improve the quality of health care delivery 
in Uganda through better management and orientation of health care workers 
toward primary health care.

Others emphasized that such efforts should be focused bilaterally and that, 
even under such an arrangement, it would be complex to orchestrate or sup-
port exchanges. As in the case of bonding, numerous respondents expressed 
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that efforts to strengthen health care systems in source countries were the prin-
cipal concern of these countries and had little to do with the mandates of their 
own organizations. They nonetheless indicated this was a policy option that 
could be promoted to, and gain broad political support from, most members 
or constituents of their organizations. Moreover, increased aid from Canada 
to the health systems in SSA countries (including but not restricted to source 
countries) was seen as a more viable means of compensating source countries 
than reparations. Whether Canadian health development assistance to source 
countries exceeds estimates of Canada’s gains or source countries’ losses from 
health professional migration is still under empirical assessment.

8.9 Human Rights Issues Surrounding the Brain 
 Drain and Policy Options

Human rights are commonly mentioned in describing the motivations of health 
care professionals to migrate to seek a better life as their migration is partly 
rooted in human rights abuses. However, the international migration of health 
care professionals also results in the failure of source countries to implement 
human rights, particularly the progressive realization of the full enjoyment of 
the right to health. In source countries critically lacking health human resourc-
es, the migration of such professionals has a catastrophic impact on their 
ability to provide adequate health care delivery, which is one of several core 
obligations under the right to health. SSA countries have considerable respon-
sibility for some of this failure, including voluntary under-financing of public 
health systems, misuse or corrupt appropriation of public finances, “inverse 
care” distribution in which wealthier areas have a higher per capita proportion 
of public health services than do poorer ones, poor economic planning or policy 
choices leading to growing income inequalities and decreased future economic 
security. But some of this failure is also a result of the negative impacts of ear-
lier periods of structural adjustment conditionalities attached to loans from the 
international financial institutions whose decisions are dominated by the very 
developed nations now benefiting from the emigration of health professionals 
from SSA countries.134 In an increasingly integrated global economy, domestic 
policy decisions are not always freely chosen. 

The development and implementation of policy responses to health profes-
sional brain drain may have varied impacts on the human rights of individuals. 
A human rights analysis of these options can assist in the selection of the most 
appropriate measures to address the brain drain. Judith Bueno de Mesquita 
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and Matt Gordon, in their report for Medact, convincingly advance that 
“[a]pplying a human rights approach to addressing international health worker 
migration can help ensure the maximum possible benefit in human rights 
terms.”135 Their analysis, together with that of the UN Special Rapporteur on 
Health, Paul Hunt, significantly informs the next section.

8.10 Inadequately Protected Rights in Source 
 Countries Leading to Migration

It is abundantly evident in the literature on migration in general and brain drain 
specifically, and from our own interviews, that health care professionals are 
leaving their countries in Sub-Saharan Africa because their fundamental rights 
to work, to an adequate standard of living and to security, as well as others, 
are not secured.

Article 23(1) of the Universal Declaration of Human Rights, adopted in 
1948, declares that “[e]veryone has the right to work, to free choice of employ-
ment, to just and favourable conditions of work and to protection against 
unemployment.” In the overwhelming majority of cases, health professionals 
seek to migrate because these basic rights are violated or are clearly at risk of 
being violated.

Article 25(1) of the Universal Declaration further recognizes that

Everyone has the right to a standard of living adequate for the 
health and well-being of himself and of his family, including food, 
clothing, housing and medical care and necessary social services, 
and the right to security in the event of unemployment, sickness, 
disability, widowhood, old age or other lack of livelihood in circum-
stances beyond his control.

Without a doubt, health care professionals in SSA countries, if they are able 
to obtain work and if they are paid on a regular basis, are better able to sup-
port themselves and their families than individuals without skills. However, the 
struggle to sustain an adequate standard of living as defined in Article 25(1) 
is persistent and its outcome uncertain. Moreover, in many cases individuals 
cannot depend on an adequate social security system to support them in the 
event of unemployment, illness or retirement.

The International Covenant on Economic, Social and Cultural Rights, 
adopted in 1966, further specified what the right to work entails. Article 
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6 reiterates the individual’s right to work and gain a living while Article 7  
recognizes that individuals must be ensured just and favourable conditions 
which require:

• Remuneration which provides all workers, as a minimum with:

i.  Fair wages…;

ii.  A decent living for themselves and their families;

• Safe and healthy working conditions;

• Equal opportunity… to be promoted; and

• Rest, leisure and reasonable limitation of working hours and periodic 
holidays with pay….

There are numerous international labour conventions also prescribing 
minimum conditions of work. For instance, the Forty-Hour Week Convention 
(Convention No. 44), adopted in 1936, prescribes that individuals should 
not work more than 40 hours a week such that the standard of living is not 
reduced as a consequence. Convention No. 117 on Social Policy (Basic Aims 
and Standards) of 1962 also states that:

[A]ll possible steps should be taken by appropriate international, 
regional and national measures to promote improvement in such 
fields as public health, housing, nutrition, education… conditions 
of employment, the remuneration of wage earners… social security, 
[and] standards of public services….136

From our research into the push factors leading health professionals to 
migrate or consider migrating, the absence of respect for these conditions 
were repeatedly leading causes for departure. Failure to ensure respect for 
these minimum conditions constitute violations by SSA states of human rights 
norms.

Compounding this struggle to obtain an adequate standard of living and just 
and favourable working conditions is the threat to personal security that indi-
viduals face in many SSA countries. Both the Universal Declaration of Human 
Rights and the International Covenant on Civil and Political Rights stipulate 
that States must ensure that everyone has the right to security of person, 
recognizing the absence of security as an obstacle to the enjoyment of many 
other rights.

There is a clear and strong belief issuing from the stakeholder interviews 
and the abundant literature being produced on the brain drain of health care 
professionals that the cycle of movement from underdeveloped to developed 
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countries will only begin to diminish when the root causes of migration are 
addressed. The Cairo Declaration and Programme of Action, adopted at the 
International Conference on Population and Development held in 1994, 
describes the complexity at hand, stating that “[t]he long-term manageability 
of international migration hinges on making the option to remain in one’s coun-
try a viable one for all people.”137 It also recognizes that, to make this option 
viable, “countries of origin and countries of destination must cooperate.”138

8.11 The Rights of the Professional to Leave  
 and Enter a Country

Article 13(2) of the Universal Declaration on human rights is crystal clear 
with regards to an individual’s entitlement to leave his/her country. The article 
provides that “[e]veryone has the right to leave any country, including his own, 
and to return to his country.” Article 12(2) of the International Covenant on 
Civil and Political Rights of 1966 reiterates this right. However, paragraph 3 
of this Article further provides that the above-mentioned right:

[S]hall not be subject to any restrictions except those which are 
provided by law, are necessary to protect national security, public 
order, public health [emphasis added] or morals or the rights and 
freedoms of other, and are consistent with the other rights recog-
nized in the present Covenant.

States are aware that these restrictions are to be applied only in dire situ-
ations. It is interesting, however, that no SSA or other country suffering from 
severe shortages in health care professionals owing to migration has attempted 
to restrict the right to leave on the grounds of protecting public health. If a 
country was to do so, the burden would be on it to prove the necessity for such 
severe action. An example of legitimate grounds for such a restriction on the 
rights to freedom of movement and to leave would be to contain highly infec-
tious diseases. However, it is unlikely that restricting freedom of movement of 
health workers as a response to the brain drain would qualify as permissible 
grounds for limitation. Other States would likely condemn such limitation if 
other measures which did not restrict the enjoyment of human rights were 
not first adopted. The argument could easily be made, for instance, that the 
State’s own domestic policies and malappropriation of resources contributed to 
the need to migrate and that these should be the first, less intrusive, measures 
to pursue.
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Some SSA countries place bonds on health care and other types of profes-
sionals in attempt to restrict their movements. The bonds are an attempt to 
preserve a country’s human resources and its investment in the education of 
these individuals. No bonding contract refuses health care professionals the 
right to leave their country, which would be contrary to international human 
rights law. Rather, departure necessarily leads to a rupture of the bond contract 
and individuals must pay a penalty for breaking it. The provision and enforce-
ment of such a penalty is not a violation of human rights. In any case, develop-
ing countries typically find it hard to enforce the penalties.

In contradistinction to an individual’s human right to leave any country, 
international human rights law does not provide for a “right to enter any coun-
try.” Who is allowed to enter into a country and for how long is the absolute 
prerogative of the State according to the fundamental principle of international 
law on territorial sovereignty.139 The conditions of entry into a country are 
reflected in its immigration policy which may change with governments and 
over time. 

Canada has adopted a policy which fosters immigration. Canada’s policy is 
highly favourable towards skilled individuals. As a result, it effectively discrimi-
nates (i.e. distinguishes or differentiates) on the basis of education and profes-
sion. However, the policy is not discriminatory on the basis of race, colour, 
sex, religion, political or other opinion, or national or social origin – grounds 
on which a State would be in violation if it discriminated for whatever reason 
with respect to individuals within its territory. Indeed, individuals requesting 
entry into Canada are not within Canada’s jurisdiction and so these standards 
of discrimination do not even apply. However, the comparison demonstrates 
that, even if one argued these standards applied in immigration policies, 
Canada’s policy would not be in violation of international human rights law. In 
conclusion, it cannot be said that Canada’s immigration policy discriminating 
in favour of skilled professionals violates international law.

8.12 The Right to Health in Source and Recipient 
 Countries

The human right to health is embodied in a variety of international declarations, 
covenants and plans of action. Most notably, Article 12 of the International 
Covenant on Economic, Social and Cultural Rights (ICESCR) proclaims “the 
right of everyone to the enjoyment of the highest attainable standard of physi-
cal and mental health,” and specifically obligates States Parties (which is the 
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term referring to countries bound by the Covenant) to ensure:

[P]rovision for the reduction of the stillbirth-rate and of infant mor-
tality and for the healthy development of the child; the improve-
ment of all aspects of environmental and industrial hygiene; the 
prevention, treatment and control of epidemic, endemic, occupa-
tional and other diseases; and the creation of conditions which 
would assure to all medical service and medical attention in the 
event of sickness.

One hundred and fifty countries are States Parties to the Covenant, including 
Canada. Although state obligations are limited to the “progressive realization” 
of this right in view of available resources, all states must show measurable 
progress towards its full realization. In 2000 the Committee on Economic, 
Social and Cultural Rights issued General Comment 14 on Article 12, which 
both clarified the scope of the right and identified State obligations under it.

General Comment 14 sets out in paragraph 12 two frameworks with which 
to evaluate realization of the right to health. The first is constituted by the 
essential elements of the right, namely:

1.  Availability (functioning public health and sufficient health care facilities, 
goods and services),

2.  Accessibility (including non-discrimination and affordability),

3.  Acceptability (respectful of human right to dignity and of confidential-
ity),

4.  Quality (scientific/medical appropriateness, adequate personnel and 
training). 

The state must ensure that an adequate number of health professionals are 
available in the country, are accessible to all, including those living in rural 
areas, and deliver health services of good quality in a culturally acceptable 
manner.

Canada accepts and licences foreign-trained health professionals because 
there is a significant shortage of domestically produced professionals and 
considerable under-served (rural) areas. Foreign-trained health professionals 
fill important gaps and, as a consequence, health care is made more avail-
able and accessible to Canadians. Canada is thereby better able to fulfill its 
obligations under the right to health in accepting foreign-trained health care 
professionals. In the case of developing countries, however, migration has the 
exact opposite impact on the State’s ability to secure the right to health. The 
loss of health professionals through migration means that countries are unable 
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to ensure availability, accessibility and quality. The emigration of health care 
professionals therefore contributes to their abrogation of obligations under the 
right to health. 

8.13 Human Rights Obligations of Recipient  
 Countries

The second framework of General Comment 14 regarding health is provided 
by states’ obligations.140 Internationally, States Parties to the ICESCR must 
respect the right to health in other countries, for instance by refraining from 
using sanctions or embargoes to restrict the flow of adequate medicines and 
medical equipment to countries in need. This obligation also implies that when 
concluding other international agreements, States Parties “should take steps 
to ensure that these instruments do not adversely impact upon the right to 
health.”141

As Paul Hunt, the UN Special Rapporteur on the Right to the Highest 
Attainable Standard of Health, explains in a recent report to the Commission 
on Human Rights, developed countries must respect the right to health in 
developing countries, specifying that at a minimum:

[D]eveloped countries should ensure that their human resource pol-
icies do not jeopardize the right to health in developing countries. 
If a developed country actively recruits health professionals from 
a developing country that is suffering from a shortage of health 
professionals in such a manner that the recruitment reduces the 
developing country’s capacity to fulfill the right to health obligations 
it owes its citizens, the developed country is prima facie in breach 
of its human rights responsibility of international assistance and 
cooperation in the context of the right to health.142

We have already explained that the distinction between active and pas-
sive recruitment is now blurred and that immigration programs and policies 
adopted by the Canadian Government make it easier for foreign-trained health 
professionals to come to work in Canada. Moreover, RHAs and clinics are 
actively recruiting in SSA countries in the traditional sense that they have 
targeted job announcements to health professionals in SSA countries through 
journals consulted by health professionals in the region.

States Parties to the ICESCR are also obliged to protect against infringements 
of this right by third parties such as corporations, by ensuring that third parties 



AFRICAN MIGRATION AND DEVELOPMENT SERIES

|66|

over whom they have legal or political influence respect the enjoyment of this 
right in other countries.143 The obligation to fulfill requires the international 
community to support the progressive realization of this right through inter-
national assistance and cooperation.144 ODA is one indicator of commitment 
to this obligation, although not the only one. With respect to the brain drain 
problem of SSA countries, Canada’s failure to be self-reliant in domestic health 
human resources – creating a de facto “pull” on health care professionals from 
these countries that undermines their ability to progressively realize this right 
– arguably abrogates Canada’s obligations under Article 12. This introduces 
an interesting legal and moral argument in support of reparations or, at a mini-
mum, support to source countries that exceeds both their net losses benefits 
and Canada’s net benefits arising from health care professional migration.

Hunt explains that, while the parameters of obligations of international 
assistance and cooperation are not completely clear in international law, it is 
incumbent on developed (and particularly recipient) States to help facilitate the 
enjoyment of the right to health in developing countries. Facilitation may be in 
the form of cooperation, support, aid, debt relief or other forms.

While individuals have the right to seek migration, the flow of health profes-
sionals from developing to developed countries – to the extent it results from 
the “push” and “pull” factors itemized earlier – is “inconsistent with developed 
countries’ human rights responsibility of international assistance and coopera-
tion, as well as other international commitments, including the Millennium 
Declaration and Goal 8.”145

Bueno de Mesquita and Gordon recommend a human rights framework 
applicable to both source and recipient countries:

Governments of countries of origin should improve rights in work 
for employees in their home country by strengthening their public 
systems, including better human resources planning. They should 
allocate a health share of the State budget commensurate with 
generally recognized international benchmarks and international 
agreements that they have signed up to. They should possibly 
adopt a range of other appropriate measures for meeting the right 
to health that are fast to implement in the short term, including 
auxiliary worker training, managed migration and a contract with 
health staff trained in the public system that invokes an obliga-
tion to the public health system for a period of time after training 
is completed. [Recipient] country governments should increase 
the resources available for countries of origin to strengthen health 
systems through positive and explicit acknowledgement of the 
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human rights impacts of hiring of international staff, known as 
restitution.146

Hunt, drawing his recommendations largely from the Plan of Action to 
prevent Brain Drain issued by Physicians for Human Rights, also advocates 
compensation, stating that, “depending on resource availability, States should 
provide aid to developing countries so as to facilitate access to essential health 
facilities, goods and services… Aid policies should include support for human 
resources in the health sector.”147 At the same time, he points out that it is 
fundamentally disingenuous to provide overseas development assistance, debt 
relief and other forms of aid with one hand while simultaneously taking health 
professionals trained at the expense of developing countries with the other.148 
Recipient and other developed countries must therefore address their own 
inadequate production and retention of health professionals, adhere to ethical 
recruitment principles, help strengthen health systems in source countries and 
promote macro-economic policies consistent with human rights.”149 Hunt also 
argues that such compensation would be just and that, with genuine political 
commitment, the difficulties in formulating this compensation and where it 
would go would not be insurmountable.150 

He further suggests that, consistent with their responsibility of international 
assistance and cooperation, developed States should not apply undue pressure 
on developing countries to make GATS mode 4 commitments that are incon-
sistent with developing countries’ obligations arising from the right to health. 
Hunt suggests a revision to mode 4 commitments so as to ensure that it will 
not have a negative impact on the right to health for all.151

In conclusion, the most appropriate response to the problems arising from 
migration of health care professionals is an integrated one, combining preven-
tion (reducing the mitigating factors leading to migration) and ensuring that 
any improvements in the right to health are achieved without any negative 
repercussions to the right to health of others in source countries and without 
express limitation of any other rights, including freedom of movement and 
rights in work.
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9 Measures Adopted by Other 
 Countries

9.1 Australia
A recent report published by the Australian Health Ministers’ Advisory Council 
(AHMAC) emphasized Australia’s continuing dependence on foreign-trained 
doctors. The number of temporary resident foreign-trained doctors arriv-
ing in Australia to work in “areas of need,” such as rural and remote areas, 
has increased over the last decade, from 667 in 1992 to 2,899 in 2001. 
Between four and five thousand foreign-trained nurses enter Australia annually. 
While many of these come from other wealthy countries, such as the United 
Kingdom, New Zealand, Canada, Ireland and Norway, source countries in the 
developing world, such as the Philippines, South Africa and Zimbabwe, are 
also important.152

Australia’s reliance upon foreign-trained doctors is unlikely to diminish in 
the foreseeable future. This situation reflects past decisions of politicians and 
their advisers, health service administrators, those responsible for the provi-
sion of medical education programs and, by no means least, expectations 
and aspirations within the current medical workforce. Announcing Medicare 
Plus on 19 November 2003, the Federal Government promised to increase 
the number of available doctors, in part by recruiting appropriately trained 
overseas doctors.153

The biggest change in Australian immigration in the last decade is that, 
whereas it emphasized settlement migration in the five post-war decades, 
there has been a reversal with a number of new visa categories designed to 
attract temporary residents to work in the country. As a result there has been an 
exponential increase in non-permanent migration. Temporary migration is even 
more selective of skilled individuals than permanent migration. In mid-2004, 
there were nearly 600,000 people in Australia on a temporary status. Over 
half were skilled migrants and had the right to work. The temporary migration 
status is reportedly increasingly seen by both migrants and government as a 
prelude to permanent settlement in Australia. The overwhelming majority of 
migrants accorded permanent status in Australia remain in the country.154

Two hundred and eighty physicians from the SSA region gained permanent 
immigration status in Australia between 1993 and 2004. Of these, only 17 
departed. 1,232 physicians from the SSA region were given temporary status 
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in the same period and over half remain. The figures for nurses are even larger. 
Seven hundred and twenty one nurses from the SSA region were accorded 
permanent immigration status. All but 67 have remained in the country. 1,353 
SSA nurses were accorded temporary status of which 805 have remained.155

9.2 Norway
Norway has an annual restriction on the number of nurses that can be recruited 
by its government agency, and this recruitment is based on government-to-gov-
ernment agreements. This approach of setting a state recruitment target has 
been shown to be effective in limiting the impact on source countries.156

9.3 The Netherlands
The Ghana-Netherlands Health Care Project has been cited as an example of 
a bilateral success story. Its objectives are to transfer knowledge, skills and 
experiences through short-term assignments and projects and practical intern-
ships for Ghanaians and to develop a centre for the maintenance of medical 
equipment in Ghana. It is meant to allow Ghanaian health professionals to 
offer services, conduct research and implement projects within Ghana.157

9.4 The United Kingdom
Reliance on overseas health practitioners is particularly apparent in the UK. 
Compared to other importer countries such as the USA, Norway, Ireland and 
Australia, the UK appears to be relatively more active in recruiting from devel-
oping countries.158

A survey of the Royal College of Nursing found that 13 per cent of nurses 
working in London alone are foreign-trained.159 The majority of these come 
from the Philippines, Australasia, India, Ghana and Nigeria.160 Another study 
adds South Africa, Zambia and Zimbabwe among the list of main source coun-
tries for nurses in the UK. Although noting a reduction in registrants from the 
Philippines and South Africa in recent years, it also acknowledges a continued 
increase from several other SSA countries.161

One in five doctors with full registration in the UK were trained in a devel-
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oping country. Significant numbers come from South Africa, Pakistan, Egypt 
and Sri Lanka.162 A report issued by the UK’s Department for International 
Development (DFID) in 2004 cites a significant upward growth in inflow of 
doctors to the UK from developing countries in recent years.163

The Department of Health has introduced an ethical recruitment policy for 
National Health Service (NHS) employers. According to the UK, it was the first 
nation to produce international recruitment guidelines based on ethical princi-
ples and the first nation to develop a code of practice for international recruit-
ment. The Code of Practice for the International Recruitment of Health Care 
Professionals, commonly referred to its abbreviated form as the NHS Code of 
Practice, stipulates that NHS trusts should not actively recruit from developing 
countries unless there is agreement with the government of the country. The 
Code lists the countries from which health care professionals should not be 
recruited, which comprises all developing countries, including South Africa. At 
the same time, there is also a Memorandum of Understanding between the UK 
and South Africa for the ethical recruitment of health care professionals.

The United Kingdom is widely regarded as setting the standards for bilateral 
agreements on ethical recruitment.164 To date, such agreements exist with 
India, China, Pakistan and the Philippines. The agreements are largely target 
group-specific. For instance, the MOU between the UK and the Philippines 
pertains specifically to nursing. 

9.4.1 NHS Code of Practice

The NHS Code of Practice was adopted by the UK’s Department of Health in 
2001. Its principal provisions are that it:

• applies to all health professionals;

• states that NHS employers are responsible for implementing the Code 
and managing the list of commercial agencies that adhere to the Code. 
Any recruitment agency that wishes to supply the NHS must comply with 
this Code;

• requires that developing countries not be targeted for recruitment;

• stipulates that active recruitment may only occur where bilateral agree-
ments between countries exist; and

• restricts recruitment from over 150 developing countries. These countries 
must not be targeted for recruitment under any circumstances.
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None of the organizations in the DFID case study on international recruit-
ment reported actively recruiting from developing countries. However, the 
inflow of nurses from developing countries on the Department of Health list 
of countries proscribed for NHS active recruitment (e.g. Sub-Saharan Africa) 
continues to be significant.165

There are a number of passive recruitment forms which contribute to 
increasing numbers of international health workers going to the UK but which 
do not violate the NHS Code of Practice. A recent article on nursing in the UK 
found “[m]any nurses reporting that they initially worked in the UK for private 
sector employers (not regulated by the Code of Practice because the employers 
are not NHS) before moving quickly, sometimes immediately on completion of 
adaptation, to work in the NHS.”166 Another loophole occurs in that individu-
als who volunteer themselves by individual application may be considered for 
employment. This creates a grey zone as immigration policies may particularly 
facilitate or make way for immigration by these individuals who then need only 
present themselves to recruitment agencies. The DFID report also acknowl-
edges the increased access to employment opportunities that has been created 
by the internet. Health workers in developing countries have become more 
aware of employment opportunities in developed countries because of access 
to recruitment agency and employer websites.167

The major limitation of the Code is that it does not cover the private sector, 
which continues to recruit from countries on the proscribed list. However, in 
December 2004, the UK Health Minister, John Hutton, announced that the UK 
would toughen the Code. The new Code entered into force at the end of 2005. 
It continues to prevent NHS hospitals from actively recruiting health care pro-
fessionals from developing countries but extends the obligations to the private 
(independent) sector and to the employment of temporary and locum staff for 
the first time, thus closing a major loophole. The revised Code will mean the 
private sector will have to act more ethically. All independent sector companies 
providing NHS care will sign up to the Code of Practice through stipulations in 
their NHS contract. The Code also will be extended to cover 200 more recruit-
ment agencies, to include agencies that supply domestic staff to the NHS.168

9.4.2  UK-South Africa Memo of Understanding

South Africa is among the countries listed in the NHS Code of Practice from 
which the UK cannot actively recruit health care workers. The Memo of 
Understanding, however, facilitates exchanges between the two countries. 
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Specifically, it provides that South African health care personnel can spend 
time-limited education and practice periods in organizations providing NHS 
services. Clinical staff from the UK work alongside health care personnel in 
South Africa, with particular emphasis on the rural areas. The Memo also 
provides for a bilateral twinning scheme between a South African and UK 
hospital. This has allowed 30 South African nurses to be placed in the UK for 
theoretical and practical training while senior nurses from the UK have worked 
in South Africa as mentors. A Canadian scoping mission to South Africa took 
place in November 2005 to determine the bases for, and value of, drafting a 
similar MOU between the two countries. Discussion between the two countries 
on this possibility is continuing.

10 Conclusions
Canada is heavily reliant on foreign-trained health care workers, with at least 
22 per cent of physicians and 7 per cent of nurses in the country being foreign-
trained. Some provinces are much more reliant on foreign-trained health pro-
fessionals than others, with the less densely populated and highly rural prairie 
province of Saskatchewan having the highest percentage of foreign-trained 
physicians (over 50 per cent). Data reveals that Canada is less dependent 
on foreign-trained health professionals than most of its non-European OECD 
counterparts. However, it has a higher proportion of foreign-trained physicians 
from Sub-Saharan African countries, with South African physicians represent-
ing a large majority of these. It is therefore even more pressing and fitting that 
Canada consider its role in the brain drain of health professionals from Sub-
Saharan Africa in particular, according special attention to South Africa.

Most Canadian respondents in this study felt that, in order to diminish the 
exodus of health professionals from the region, source countries have to tackle 
the factors pushing their health workers out. The recent announcement of 
South Africa’s Health Minister that South Africa is committing to doing just 
that (e.g. by increasing pay and improving conditions of work) is a positive 
sign. The best means by which to reduce the drain, however, would be through 
concerted efforts from both sides – both Sub-Saharan African countries and 
Canada. A question this study has attempted to answer, is “how?” Attempts 
at answers were sought by asking key informants of stakeholder organizations 
closely involved in the Canadian health care system what policy options they 
would support as means to reduce the brain drain.

Respondents thought first and foremost of acting on the home front to reduce 
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pull factors through improved health human resources planning. Severe short-
ages of physicians and nurses in Canada would only continue to feed Canada’s 
dependency on foreign-trained professionals, the lack of a clear deficit/inflow 
relationship notwithstanding. Stakeholder organizations would like to see 
increases in residencies and medical and nursing school enrolments as well 
as programs for re-training and licensing individuals having difficulty obtaining 
certification in Canada so that Canadians trained abroad and foreign-trained 
health professionals in Canada who are unable to practice can more readily 
join Canada’s under-serviced health workforce. The Government of Canada, 
however, is taking steps to further facilitate the immigration of foreign-trained 
health care workers through the adoption of measures such as the Provincial 
Nominee Program and a new immigration points system favourable towards 
professionals such as physicians and nurses.

Respondents were supportive of, but less enthusiastic toward, the idea of 
Canada adopting voluntary or mandatory codes for the ethical recruitment 
of foreign-trained health care professionals. This largely stemmed from the 
belief held by most respondents that foreign-trained health professionals are 
not being actively recruited; rather, individuals are self-migrating. Gone are 
the days of Canadian-based recruitment agencies actively pursing foreign 
nationals to come to Canada. New arrivals are largely “recruited” by their own 
networks of colleagues already based in Canada, by individuals based in SSA 
countries with close ties to RHAs and hospitals, or through their own efforts, 
facilitated by the worldwide web and global journals. In this light, codes would 
be futile; and even if they were adopted they would prove difficult to monitor 
and enforce. 

The unique structure of Canada’s health care system makes it particu-
larly difficult to determine where ultimate responsibility for the recruitment 
of health personnel lies and how it would be monitored. It is also the reason 
why it is difficult to obtain consensus on policy options to reduce reliance on 
foreign-trained health care workers. Respondents, however, were generally in 
consensus on the options they opposed. The idea of financial restitution to 
source countries for each of their health care workers Canada would obtain 
was the most widely rejected option. Respondents foresaw a plethora of com-
plications in instituting such a measure. Respondents equally rejected the idea 
of placing restrictions on immigration to Canada for health care workers from 
underserved SSA countries. All believed such a measure would be a violation 
of fundamental human rights and contrary to Canadian values. The proposal 
to create bilateral or multilateral agreements between Canada and underserved 
SSA countries wherein conditions of migration would be strictly provided 
drew only very weak support. Respondents were primarily concerned with  
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difficulties in overseeing the implementation of such agreements and the limi-
tations they would place on the free movement and choice of individuals. The 
option of SSA countries placing bonds on their own health workers also gave 
rise to more concerns than support. Some respondents felt the bonds would 
be easily broken while others simply felt this was not a matter for Canadian 
stakeholders to comment on but for SSA countries to decide for themselves. 

The final option presented to respondents was to strengthen health care 
systems in source countries. This option drew general support. However, 
while very few organizations were contributing to strengthening source country 
health care systems, or could even see how they could help, others simply felt 
this was a job for others and did not concern them.

It is clear that unless Canada and source countries take some action, the 
brain drain of health care professionals from Sub-Saharan Africa to Canada 
will continue. The greater fear is that, as Canada’s shortages in physicians and 
nurses are exacerbated (as predicted), so will the brain drain. Unless meas-
ures are adopted, there is no indication or reason why trends in the sources 
of the drain to Canada will change; Canada will continue to receive significant 
numbers of health care professionals from Sub-Saharan Africa, a region itself 
so desperate for their skills.

So how will change occur? The survey of organizations with a stake in 
Canada’s health care system demonstrated little support for many of the feasi-
ble options presented to them, seeming to find the negatives (impracticalities) 
of the options rather than the positives. They also repeatedly demonstrated 
the sentiment that the solutions were beyond their control and scope of influ-
ence, and lay with – for example – Canada’s foreign or immigration policies. 
In reality any plausible chance for change likely lies in all these stakeholders 
playing their own respective roles in reducing the brain drain, and encouraging 
a broader intersectoral or “whole of government” approach to removing “push” 
and reducing “pull” factors. But our own conclusion is that they will have to 
be prompted and supported in doing so along the way.
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