
www.ssoar.info

Nurse migration: a challenge for the profession and
health-care systems
Habermann, Monika; Stagge, Maya

Postprint / Postprint
Zeitschriftenartikel / journal article

Zur Verfügung gestellt in Kooperation mit / provided in cooperation with:
www.peerproject.eu

Empfohlene Zitierung / Suggested Citation:
Habermann, M., & Stagge, M. (2009). Nurse migration: a challenge for the profession and health-care systems.
Journal of Public Health, 18(1), 43-51. https://doi.org/10.1007/s10389-009-0279-0

Nutzungsbedingungen:
Dieser Text wird unter dem "PEER Licence Agreement zur
Verfügung" gestellt. Nähere Auskünfte zum PEER-Projekt finden
Sie hier: http://www.peerproject.eu Gewährt wird ein nicht
exklusives, nicht übertragbares, persönliches und beschränktes
Recht auf Nutzung dieses Dokuments. Dieses Dokument
ist ausschließlich für den persönlichen, nicht-kommerziellen
Gebrauch bestimmt. Auf sämtlichen Kopien dieses Dokuments
müssen alle Urheberrechtshinweise und sonstigen Hinweise
auf gesetzlichen Schutz beibehalten werden. Sie dürfen dieses
Dokument nicht in irgendeiner Weise abändern, noch dürfen
Sie dieses Dokument für öffentliche oder kommerzielle Zwecke
vervielfältigen, öffentlich ausstellen, aufführen, vertreiben oder
anderweitig nutzen.
Mit der Verwendung dieses Dokuments erkennen Sie die
Nutzungsbedingungen an.

Terms of use:
This document is made available under the "PEER Licence
Agreement ". For more Information regarding the PEER-project
see: http://www.peerproject.eu This document is solely intended
for your personal, non-commercial use.All of the copies of
this documents must retain all copyright information and other
information regarding legal protection. You are not allowed to alter
this document in any way, to copy it for public or commercial
purposes, to exhibit the document in public, to perform, distribute
or otherwise use the document in public.
By using this particular document, you accept the above-stated
conditions of use.

Diese Version ist zitierbar unter / This version is citable under:
https://nbn-resolving.org/urn:nbn:de:0168-ssoar-203521

http://www.ssoar.info
https://doi.org/10.1007/s10389-009-0279-0
http://www.peerproject.eu
http://www.peerproject.eu
https://nbn-resolving.org/urn:nbn:de:0168-ssoar-203521


ORIGINAL ARTICLE

Nurse migration: a challenge for the profession
and health-care systems

Monika Habermann & Maya Stagge

Received: 18 December 2008 /Accepted: 7 July 2009 /Published online: 13 August 2009
# Springer-Verlag 2009

Abstract
Introduction and questions of exploration In a first step this
paper outlines the global context of and international
influences on nurse migration. Liberalization of health
markets is identified as a trigger point steering movements
of nurses globally. Facts and figures concerning nurse
migration are highlighted in a second section focusing on
developments in the USA and UK, which are recruiting
nurses from Europe and overseas on a large scale, and
adding the latest European approaches and policies
concerning this issue. Projections are presented that
highlight growing demands for the next 2 decades. The
third part explores the impact of nurse migration on nursing
care and professional standards.
Methods The article is based on an extensive literature
review and the analysis of quality issues in the nursing field.
Results The number of nurse migrations in the last decades
show that the issue of nurse migration is already of high
importance for many countries. This will be enhanced by
future accelerated development of nursing shortages in
many countries. Boosted global recruitment of nurses will
be the consequence.The paper concludes that the recruit-
ment of international nurses has not yet taken quality issues
and indicators in health-care settings profoundly into
consideration. Economical gains by not training nurses
and recruiting them from abroad might have a severe
impact on already existing problems concerning patient
safety issues and nurse-sensitive outcomes in health-care
settings.

Keywords Nurse migration . International health
workforce . Professional standards . Patient safety

Introduction

Nurse migration is a phenomenon that has a long tradition.
Florence Nightingale, known as one of the founding
mothers of vocational nursing, spent time in Germany to
train at the then famous nursing institution in Kaiserswerth.
With the expansion of modern medical services, migration
of medical staff became a more permanent phenomenon.
Nurses and doctors working, for instance, in the colonies,
were attracted by the developing industrial centers and
followed job opportunities created in regions where the
capacity for educating medical staff was not yet developed,
such as the Arab countries.

Cycles of shortage and surplus of registered nurses have
been experienced in many countries in the past decades,
and in times of demand nurses have been recruited from
abroad. The trends and effects of nurse migration that we
observe today, however, have changed tremendously. The
situation is much more serious and cannot be compared
with the past: “Driven by growing and ageing populations,
demand for health care and for nurses continues to grow,
whilst projections point to actual reductions in the supply of
available nurses in some developed and developing
countries” (Buchan and Calman 2005, p 4). Moreover,
today, nurse migration follows the logic and rules associ-
ated with the liberalization of markets and the global
circulation of goods and services. Within this framework,
some countries rely heavily on foreign nurses instead of
building up a sufficient training capacity at home (Aiken
and Cheung 2008). In many cases the source countries lose
a high percentage of the nurses they trained to other
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countries. The supply of health and nursing care in these
countries is often inadequate to meet even the basic needs
of their population (Aiken et al. 2004). As projections
show, in future, the global shortage of nurses will have a
deep impact on professional nursing, on nurse migration,
on the provision of health care, and on sociocultural
developments (Buchan and Calman 2005; Aiken et al.
2004; Institute of Medicine 2008; Commission of the
European Communities 2008).

In a first step this paper outlines the global context and
international influences of nurse migration. Facts and
figures concerning nurse migration are highlighted in the
second section. The third part explores the impact on
nursing care and professional standards. The paper con-
cludes with a summary and some statements addressing
possible interests objectives and national and supranational
policies are presented for discussion.

In order to deliver an in-depth exploration, this paper does
not include the migration of physicians and other health
professionals, even though there might be similar issues at
stake. The paper concentrates instead on the nursing profes-
sion. However, it will leave out debates about “profession”
and “professionalism” based on sociological categories and
considerations. The terms “profession” and “professionalism”
in nursing in this paper signify the claim of nurses worldwide
to develop, control and legitimate their work in health care
according to ethical standards (International Council of
Nurses 2006) and defined quality standards, such as the
global dissemination of the nursing process, as a baseline for
nursing work (Habermann and Uys 2006) or the concept of
evidence-based nursing as a new challenge in nursing
(Rosswurm and Larabee 1999; ICN 1999).

Global context and international influences on nurse
migration

The term globalization refers to the international circulation
of financial and industrial products, goods and services
(Razum et al. 2006). Many examples document the process:
the power of multinational companies, risks and profits of
global financial markets, communication channels like the
worldwide web and the internationalization of policies and
standardization of procedures. Health-care institutions,
formerly controlled by communities or welfare organiza-
tions, are now part of the “health-care industry” and based
on market rationality. The liberalization of markets has had
an impact on all former nationally regulated health services.
The General Agreement on Trade in Services (GATS) of
the World Trade Organization will enhance this further,
once it is agreed upon and put into action. Within the
framework of globalization, companies operating world-
wide that own hospitals and geriatric care homes are

conquering local markets (Kingma 2006). One third of the
nearly 3,500 German hospitals and rehabilitation centers
are now owned by private companies. Some of these
companies are listed on the stock market. Thirty-five
percent of the old people’s homes and 41% of the home
care companies are privately owned in Germany (Friebe
2005). Searching the Internet, Friebe (2005) also found
companies located in Germany and operating across Europe
and around the globe, such as the Hospital Corporation
of America (Great Britain, London, Switzerland, USA,
Canada), Capio AB, a Swedish company that manages
hospitals and nursing homes in Scandinavia, Great Britain,
France and Spain, Asklepios, which owns hospitals in
Germany and California, or the German Wittgensteiner
Clinics (has purchased hospitals in the Czech Republic), to
name just a few.

Further examples of the internationalization of national
services are health insurance companies in Germany and
the UK buying services from other countries. They also
send patients to other countries when services do not meet
the needs in some areas. Especially the National Health
Service of Great Britain optimized care for the population
by buying services abroad. Surgeries like hip replacement
have been performed on British patients in large numbers in
German hospitals (Carvel 2002). Outside Europe, for
example, Indian hospitals are ready to offer heart surgery
to European patients at an extraordinarily low price
compared to the respective services at home (Medical
Tourism India 2008), and Hungarian dentists treat German
patients when German dentists are on strike or not willing
to contract with health insurance companies because of low
compensation. As a last example we would like to point to
the growing market for care services rendered by lay
women from Eastern Europe to private households in
Western Europe. These care persons are often illegally
working in their host countries. However, interventions are
rare since it is generally accepted that without this hidden,
illegal market, home care services for the elderly in many
regions of Europe would break down. There is just not
sufficient money available to pay for professionals in all
fields of nursing, and many countries simply do not have
enough professionals (Becker 2008).

Liberalization of service markets is one aspect that gives
the migration of nurses a new dimension. Others are
demographic and social developments that influence the
worldwide demand for nurses. In many high-income
countries we are experiencing a rapidly aging population
and socio-cultural changes resulting in a growing number
of single households and the loosening of formerly strong
family networks (Habermann and Biedermann 2006;
Institute of Medicine 2008). The women in the family,
providing by far the largest amount of care worldwide, may
have different preferences in the future and follow
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professional careers where they are also needed, due to
demographic changes. In many so-called developing
countries the demography also predicts aging populations.
China with its one-child policy and countries in Latin
America and Asia will experience a population decrease in
the near future (Habermann and Biedermann 2006). Since
women are still the main provider of care worldwide,
participants in a symposium initiated by the World Health
Organization suggested that the responsibility for caring
should be placed on the shoulders of men and women alike
to meet future demands. (World Health Organization 2002).
This would help to fill shortcomings in nursing within
families as well as making professional nursing more
attractive. However, so far there are no prospects for such
a development.

A global service market also means that hiring nurses
from other countries is seen as a rational choice by the
recruiting institutions. Managers are paid for producing the
best possible financial outcome, usually in a defined period
of time. Financial calculations, profits or losses, are the
main driving forces lying behind the decision-making
process. Not training nurses domestically and, instead,
hiring them from abroad increases profits. Clearly, a poor
training quality of international staff and legal questions are
important issues for health-care organizations in a compet-
itive environment and might create barriers to hiring nurses.
However, information about a connection between staff
from abroad and the quality of care is not available. A
literature review showed that recent studies dealing with a
connection between the quality of nursing and staff did not
include any aspect of employing international nurses
(Habermann 2007).

Nurse migrations: some facts and figures

The International Organization for Migration (2003 p. 8)
defines migration "as movement of a person or a group of
persons from one geographical unit to another across an
administrative or political border, wishing to settle definite-
ly or temporarily in a place other than their place of origin."
Adaptation and, finally, integration into the new society
follow migration. The time needed for the transformation
from being an immigrant to being a truly integrated person
depends on the framework in which migration takes place.
The education level of the migrant and the ‘success’ of
migration in terms of realizing one's objectives that initiated
migration in the first place play an important role regarding
the duration of the integration process (International
Organization of Migration 2003). Sometimes integration
will take several generations. The above-cited definition of
the International Organization of Migration leaves this
question open.

Migration is constitutive for modern societies. It supports
nation-building processes as well as the accumulation of
national wealth. The large number of refugees among the
migrants makes it clear that migration is also a global
indicator of unsolved tensions and conflicts, of racial and
cultural suppression, and of natural disasters. Today, 1 out of
35 persons can be regarded as a migrant, that is, 175 million
people or 2.9% of the world population. Between 1960 and
2000 the number of migrants doubled, and it is expected that
this development will accelerate in the next decades
(International Organization of Migration 2003). Migration
today has a female face. Women are on the move, seeking
opportunities for themselves and their families. A part of
this female migration is nurses. Kingma (2006), a member
of the International Council of Nurses, published some
figures in her compilation “Nurses on the move”:

& in the Philippines, more than 250,000 nurses have left
in the last decade. There, as well as in India, a surplus
of nurses is trained for the international market.

& in 2001 more Zimbabwean nurses were registered in the
UK than were trained in Zimbabwe in the same year.

& over 30% of all nurses working in Switzerland were
trained abroad.

& in 2003 two thirds of the new entrants to the Irish
register came from countries inside and outside the
European Union (EU).

According to Kingma (2006), in some parts of the USA and
the UK, 60–70% of the employed nurses are migrants. Aiken
et al. (2004) report a total increase of the international
workforce from 6% in 1998 to 14% in 2002 in the USA.
Regarding the total employment of nurses in the USA, it is
estimated in the publication of Aiken et al. (2004) that one
third of the new job opportunities available were taken by
nurses who had been trained abroad (Table 1).

Aiken et al. (2004) also published detailed figures from
the main recruiting countries in Europe, mainly the UK,
Ireland and Norway:

& in 2002 more nurses joined the UK register from
overseas (16,155) than from training facilities within
Britain (Table 2).

& between 1999 and 2002 the number of foreign-trained
nurses based in and eligible for work in the UK more
than doubled to 42,000 (Table 2).

& home sectors in the UK are highly dependent on
foreign-trained nurses: One out of four nurses in
London are from overseas, and some private health-
care organizations employ as many as 60% nurses
trained overseas. Nurses are recruited primarily from
non-European countries in which the English language
is spoken in academics, such as India, the Philippines,
South Africa and Zimbabwe.
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According to Kingma (2006), more and more countries
are coming into the focus of the recruiting countries. In
1990 the UK hired nurses from 71 countries and in 2001
from 95 countries. The USA recruits from a variety of
countries and has established contracts with countries such
as Jamaica in order to ease the migration of nurses from the
region. In Jamaica between 1978 and 1985, 95 percent of
the graduates in nursing chose to go abroad.

The “Green Paper” of the Commission of the European
Communities, published in 2008, documents the growing
awareness of severe problems in recruiting sufficient staff
for an aging population within Europe. Taking the lack of
substantial data concerning the statistics of migrating health
professionals, especially of nurses in some of the EU
countries, into consideration, it has been suggested to
establish a “mechanism” such as an “…observatory on the

Table 1 Percentage of newly licensed registered nurses (RNs) in the US who were foreign educated, 1995–2003 Source: Aiken et al. 2004 p 72

Table 2 Percentage of new UK-trained and foreign nurses added to the OKCC/NMC register, 1989–90 to 2001–02 Source: Buchan et al. in
Aiken et al. 2004, p 74
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health work force which would assist Member States in
planning future workforce capacity (...)” (2008 p. 8). This
makes sense, since the monitoring of nurse migration flows
in European countries is only possible by exploring the
entry register of those countries that are operating the nurse
workforce by a respective nursing register board. Germany,
for instance, the largest of the potential “reciever” countries
in the EU, does not monitor the migration background in
official health personal statistics (Habermann et al. 2009),
and the same is true for many other countries in the EU
(Commission of the European Communities 2008). Reli-
able data are thus only available through single research or
data-collecting projects as done at the moment by the
OECD.

With regard to the mobility of health staff, the provision
of language training courses is seen as another field of
possible action. Clearly, the dangers of global recruitment
for the EU population are seen. The paper refers to “an
increased demand and competition for medical and nursing
staff across the developed world” (2008 p.10) that attracts
doctors and nurses to migrate to non-European countries
like the USA.

Nurse migration push and pull factors

The reasons to migrate, the so-called push factors, lie in the
living and working conditions of the home country. In
contrast to these, pull factors are the attractions that
recruiting countries offer. Studies have explored the
importance of these factors for migrants in general
(International Organization of Migration 2003) and for
nurses in particular (International Council of Nurses 2002;
Van Eyeck 2005). Some nurses migrate for adventure
reasons, for career options or professional development.
“Your profession is your passport”—being a nurse makes it
easy to overcome immigration barriers. It opens possibili-
ties for mobile persons.

Many nurses consider migration, however, because they
seek personal safety, a higher income for themselves and
their families, or personal freedom, and better working
conditions. In many cases they leave their children and
aging family members behind to give their children a good
education by working abroad. Fewer nurses come from
very poor countries (Kingma 2006). It seems that the
intention to leave is more often articulated in countries like
South Africa in which nurses have already experienced
some professional development. Poor salaries for nurses in
comparison with professions of a similar education level are
observed worldwide. Differences in the purchasing power
parities regarding the incomes of nurses in low-income,
middle-income and wealthy nations like the USA, the UK
or Germany are enormous.

The pull factor of supporting a family back home is one
reason to migrate that is well documented by the remittan-
ces sent home every year. Statistically, the amounts sent
back include all remittances, not only those of the nurses.
But nurses contribute to the estimated 75–200 billion
dollars remitted through formal bank accounts every year.
In addition, according to Kingma (2006), private remittan-
ces double or triple these transfers. In some countries
remittances represent a substantial percentage of the gross
domestic product (Benin 4.5%, Nicaragua 16.2%, Lesotho
26.5%) (Kingma 2006 p. 6). However, there are indications
that the push factors are more decisive because the decision
to leave the family and personal networks behind is not an
easy one to make and often means abandoning social and
cultural obligations like caring for the elderly.

Rare and mainly qualitative studies have been undertak-
en to explore the situation of nurses who had migrated. The
Royal College of Nursing (2002, 2005) found that those
who fit easily into the dominant culture have fewer
problems than those nurses who are easily recognized as
foreigners due to, for instance, skin color or accent. The
study resulted in the identification of an institutional racism
hidden in structures and processes. Black nurses faced
direct racism as well. Another study carried out in the UK
found that nurses from abroad often felt unwelcome, not
valued, discriminated against and urged to prove their
knowledge (Alexis/Vydelingum 2005a cited in Adams and
Kennedy 2006). With the focus on employment contracts
and working conditions, Buchan (2003) found that nurses
from abroad are often confronted with poor working
conditions and disparaging treatment. He concluded that
ethics-based regulations are needed to safeguard interna-
tional workers in the nursing field.

American researchers found that nurses needed about
10 years to adjust completely to their new working
environment (Adams and Kennedy 2006). In order to
explore the experiences of international nurses further, the
Commission on Graduates of Foreign Nursing Schools
(CGFNS) conducted focus group interviews in several
states. The research identified typical barriers preventing
the integration of the recruited nurses. The CGFNS
complemented their findings with positively evaluated
strategies and instruments introduced by some organiza-
tions that recruit nurses. Support in the form of programs,
networks and coaching for individual nurses was estab-
lished to minimize turnover rates (Table 3). An in-depth
evaluation, however, of such strategies and programs or a
comparison between organizations has so far not been
undertaken.

Since adaptation to a new work environment can take up to
10 years, employers who want to attract and retain nurses are
asked to accompany the process over the years and to provide
programs that are not only covering the first encounters of
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foreign nurses with their new work environment, but also
support the adaptation process in the long run.

Nurse migration can also have a strong impact on the
sending country, such as the uneven nurse-to-population
ratio worldwide. Due to a lack of health workers, some
low-income countries cannot implement their health poli-
cies; the World Health Report 2003 mentions this situation
for instance in Botswana. The free antiretroviral therapy
then made available by the government to all eligible
citizens lacks consistent distribution because of a shortage
of health workers. Lack of health workers has also been
seen as one of the main obstacles to reaching the
millennium goals of the UNO intended to reduce poverty
and increase health (World Health Organization 2003). A
special focus of attention must therefore be the source
countries with a low- or medium-income background
(Commission of the European Communities 2008). Some
countries, such as India and the Philippines, cannot create
enough jobs for nurses despite their domestic health-care
needs. For decades they have trained nurses for markets
overseas, establishing an additional market for private
schools with an international orientation (Khadria 2007;
Lorenzo et al. 2007).

Without the work of nurse migrants, health systems in
many countries would not function. Projections suggest a
demand of 3.5 million additional nurses in the US for the
care of the babyboomer generation in 2030 (Aiken et al.
2004; Institute of Medicine 2008). In Australia, there are
severe limitations to providing adequately for acute care
needs (Kingma 2006). In both countries there are more
nurses registered than are actually working. This ‘hidden
reservoir’ of nurses seems to be the result of poor job
conditions. Nurses’ dissatisfaction in the USA seems to be
associated with inadequate resources, insufficient time for
patients, weak staff support and lack of a voice in the

decision-making process. Nursing burnout “is driven less
by the stresses inherent in caring for very ill people and
more by organizational impediments to the delivery of an
acceptable standard of nursing care, especially inadequate
resources and poor administrative support” (Aiken et al.
2001, p 10).

Nurse migration—impact on nursing care
and professional standards

Regarding the development of professional nursing, the
demand for nurses worldwide can work in both directions.
First scenario: Nurses' work could become even more
unattractive than it is today, because international nurses are
associated with problems of quality that would further
downgrade the profession. Some developments indicate
this: in Germany, as well as in the UK, international nurses
and nurse assistants from abroad work especially in those
areas that are less attractive to nurses: old age homes and
home services (Friebe 2005; Kingma 2006; Royal College
of Nursing 2005). A job hierarchy also exists. Migrants are
rarely seen in senior or managerial positions. They work
predominantly in direct care. Migrants are also not
represented to the same extent in the training or academic
education of nurses as they are in practical care. There are
obvious impediments and barriers to their advancement,
such as language abilities, lack of migrant-sensitive staff
development and perceived traditional roles of migrants.
Migrants are expected to do basic work and work nobody
else wants to do. Nurses trained in the host country
withdraw from areas with many migrants and look for jobs
within or outside nursing that have more prestige. Difficul-
ties in multicultural team settings are another indicator for
the downgrading scenario. Productivity and creativity are

Table 3 Barriers and strategies to support individual nurses. Source: Own compilation based on the article of Adams and Kennedy 2006

Barriers to the integration of nurses into the host country Strategies to support individual nurses

Language and communication difficulties Language courses focusing on medical language and local specifics

Training in intercultural communication

Gaining insights in multicultural contexts of the host country

Lack of access to appropriate information In-depth and repeated information about all aspects of workplace and
regional lifestyles

Lack of value and issues with de-skilling Integration plan covering several years

Lack of cultural and religious services Building up information about cultural and religious networks

Institutional racism Diversity strategies as integrated management

Repeated feedback talks with nurses addressing racial and cultural issues

Negative attitudes of health staff and patients Diversity management—open and forward policies towards recruiting
nurses from abroad

Lack of community and family support Building up information about cultural and religious networks

Support of family and cultural contacts
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seen as important advantages of such teams. However, to
date, research could not convincingly clarify under which
conditions multicultural teams work effectively (Habermann
2003). Especially in health-care settings it has to be asked
what constitutes a negative outcome with regard to
multicultural teams and how it does come about. Is it a
sign of a too extreme diversity when for instance most team
members have a different mother tongue? Are language and
cultural barriers hindering the little chats among good
colleagues? Do poor working conditions and/or an insuffi-
cient intercultural management cause team members to lash
out against each other? It seems that multicultural diversity
has its limits where the productivity of nursing teams is
concerned and that some of the team members should be
representatives of the local population and be able to
support newcomers to adapt to and integrate into the new
culture (Ertl 2002).

Sceptical voices point also to the fact that the motives to
become a nurse are no longer those that used to form
professional attitudes. If becoming a nurse means escaping
the living conditions in the home country, then the attitude
and ethical commitment to the profession might become
more and more unimportant. Nurses are then seen as clever
business women selling their skills at the best price on the
global market.

High demands for scarce goods result in high prices.
Demand and supply set the price. Some hope this basic rule
in economics might support nurses in gaining significance
and influence in societies that have a growing demand for
them. This, however, gets overruled by global migration
policies in many fields of services and production, and
probably cannot be applied to the nursing field. If nurses
from one country are too expensive, opportunities arise for
the nurses of another country. Thus, China’s workforce
comes into the focus of American companies that act as
employment agencies (Xu 2007). The issue and its strategic
meaning remain unclear not only for regional nursing
associations, but obviously also for the global organizations
monitoring the migration processes like the World Health
Organization, International Council of Nurses and Interna-
tional Labor Organization. It is astonishing that global
nurse migration is rarely addressed by these organizations
as a chance to gain more influence for this profession in
global health policies; even so, there is awareness to
strengthen and support regional and national developments
in nursing and midwifery (WHO et al. 2007).

Second scenario: Positive developments created by the
migration of nurses are associated with learning possibili-
ties, positive impacts on socio-cultural norms and on the
field of intercultural nursing. “If you come back from a
journey you have things to tell to others.” This is an old
German saying that is certainly true for nurses with
migration experience. Self-confidence, broadened knowl-

edge and skills can be gained through a working experience
in another country. Even a mediocre working environment
supports learning by sharpening sensitivities about the
quality of nursing and learned attitudes and beliefs brought
from the home country.

In many countries, nurse migration has constituted an
important push factor for the advancement of the nursing
profession. In India, for instance, nursing had been a totally
unattractive profession for high castes like the Brahmins
since nursing meant getting in touch with egesta. That was
unthinkable for a Brahmin woman. Dealing with egesta was
left for the so-called untouchables. The first nurses educated
by the British colonialists originated from this population
group. Only when Europe and the USA started recruiting
nurses on a large scale from India in the 1950s, nurses
became eligible on the marriage market for high castes and
the stigma faded. A nurse in the family secured access to
more income and to the western world. As a consequence,
nursing started to be an acceptable profession for Brahmins
(Somjee 1991). Taking the strong traditions of the Indian
society into account as well as the cemented barriers among
castes at that time, nurse recruitment from abroad and their
migration had a tremendous effect on society. Today, India is
still one of the countries in which more nurses are educated
than the regional labor market absorbs, and its nurses are
recruited by high-income countries. Well-educated nurses can
expect to be an asset on the marriage market. Nursing is a
profession that opens possibilities in a culture that does not
easily acknowledge the value of women.

An international workforce can support multicultural
patients and persons in need of care. Diverse language
skills and a shared experience of migration open commu-
nication possibilities. However, detailed knowledge about
such settings would be helpful to identify factors and
environments for success.

Challenges of nurse migration: safe patient care
and care according to professional standards

Nursing is seen as a “portable profession.” This means that
knowledge and basic skills in nursing can be applied
worldwide. Global organizations like the World Health
Organization and the International Council of Nurses have
disseminated professional concepts like "the nursing pro-
cess" as a baseline for systematic and not intuitive nursing
work (Habermann and Uys 2006) as well as global ethical
guidelines like the Code of Ethics (ICN 2006) and recently
the concept of evidence, which means research-based
nursing (Rosswurm and Larabee 1999; ICN 1999). Medical
technology does not vary too much in the global context,
allowing specialized nursing staff like nurses for intensive
care units to adapt to a new working environment within a
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reasonable time. As mentioned before, research findings
focusing on nursing errors and failures in nursing in the USA
and the UK showed that foreign nurses are very rarely seen
as an issue. Also, the current high profile research in the USA
focusing on nurse-sensitive outcomes of care (Van den
Heede et al. 2007; Alexander 2007) in relation to (under-)
staffing did not look into the issue of foreign nurses (Lang
et al. 2004; Aiken et al. 2002). This is astonishing, taking
into account the great numbers of foreign nurses working in
hospitals in the USA and UK. It must be assumed that
differences in education levels, language abilities and
maladjustment to the cultural context can constitute a
challenge to the safety of patients and to the quality of
care. Internationally agreed upon, more sophisticated
selection procedures of recruiting countries and an ongoing
evaluation of health outcomes with regard to international-
ization of the workforce should be implemented to
minimize hazards caused by newly immigrated staff.

Some conclusions

Article 13(2) of the Universal Declaration of Human Rights
adopted in 1948 by the United Nations gives everyone the
right to leave their home country. Free migration therefore
must be guaranteed, also for nurses. However, nurse
migration is a phenomenon that needs internationally valid
rules and regulations. With other globally operating
organizations, such as the World Health Organization and
the International Labor Organization, the International
Center on Nurse Migration of the International Council of
Nurses published several reports and fact sheets to identify
deficits and resources in the development of the health-care
field that enhance or respectively limit nurse migration
(International Council of Nurses 2008). Three important
aspects of this ongoing discussion are listed as follows:

& Countries are asked to address their nursing shortages
by focusing on self-sufficiency, described as “a sustain-

able stock of domestic nurses to meet service require-
ments” (International Council of Nurses 2008, p 1).
Adequate measures could be increasing student enroll-
ment and reducing student attrition.

& Compensation might be requested from the recruiting
countries.

& Since in many countries there are more nurses regis-
tered than actually working, the retention of nurses on
the job is of high importance. This means establishing
satisfying and safe working conditions.

Potentially positive and negative impacts of future
policies focusing on self-sufficiency and sustainability of
the health workforce are summed up in Table 4.

The concept of self-sufficiency and sustainability (out-
lined in Table 4, left side) is clear and could support
countries that have a high percentage of their nurses
recruited. However, it remains unclear how this policy
could be transferred into international practice. The concept
demands planning at the mid-range level and contradicts
the concept of liberalization of health markets. As indicated
before, in the framework of such markets, local and
regional policies are right to reduce the number of nursing
schools and neglect educational standards when this seems
to be an economically sound decision. For the same reason,
compensation funds for low-income countries seem not to
be applicable in global policies in the near future.

Therefore, it seems wise to focus in future research on
health quality outcomes. Potential costs for national health
economies due to an unqualified mix of staffing should be
highlighted. Strategies, based on economical considerations
in a liberated health market must be answered by
profoundly exploring the potential economic costs in-
volved.

Conflict of interest The authors disclose any relevant association
that might pose a conflict of interest.

Table 4 Self-sufficiency and sustainability. Source: Own compilation based on the International Council of Nursing 2008

Positive impacts Negative impacts

• Increased employment opportunities for nurses in the country • Reduced opportunities for foreign employment

• Increased educational opportunities for students interested in nursing • Limited professional and personal growth of nurses

• Creation of better nursing conditions for nurses • Reduced brain gain in terms of nurses bringing ‘best practices’
and innovations

• Strengthening the health-care system • Reduced opportunity for culturally appropriate patient care provided
by a diverse group of foreign nurses

• Monetary and non-monetary gains for nurses

50 J Public Health (2010) 18:43–51



References

Adams E, Kennedy D (2006) Positive practice environments. Key
considerations for the development of a framework to support the
integration of international nurses. International Centre on Nurse
Migration, Geneva

Aiken LH, Cheung R (2008) Nurse workforce challenges in the United
States: implications for policy. OECD Working Paper No 35

Aiken LH, Clark S, Slone D, Sochalski J, Busse R, Clarke H,
Giovannetti P, Hunt H, Rafferty A (2001) Nurses' reports on
hospital care in five countries. Health Aff 20:43–53

Aiken LH, Clarke SP, Sloane DM, Sochalski J, Silber JH (2002)
Hospital nurse staffing and patient mortality, nurse burnout, and
job dissatisfaction. JAMA 288:1987–1993

Aiken LH, Buchan J, Sochalski J, Nicols B, Powell M (2004) Trends
in international nurse migration. Health Aff 23:69–77

Alexander GR (2007) Nursing sensitive databases: their existence,
challenges, and importance. Med Care Res Rev 64:44S–63S

Becker AA (2008) Billigarbeit in der Pflege ist nicht legal Available via
DIALOG. http://www.bpa.de/upload/public/doc/0808_europa-
forum_2008_arbeitnehmerfreizuegigkeit_schwarzarbeit.pdf
Accessed 22 November 2008

Buchan J (2003) Here to stay?. International Nurses in the UK Royal
College of Nursing, London

Buchan J, Calman L (2005) The global shortages of registered nurses:
an overview of issues and action. International Centre on Nurse
Migration, Geneva

Carvel J (2002) NHS to hire German surgeons. The Guardian
(22.2.2002)

Commission of the European Communities (2008) Green Paper on the
European Workforce for Health. Available via DIALOG. http://
ec.europa.eu/health/ph_systems/docs/workforce_gp_en.pdf.
Accessed 15 March 2009

Ertl A (2002) Anerkenntnis von Differenz und Multikulturalität—
Grundsätze und Erfahrungen der Teamentwicklung in multi-
kulturellen Teams. In: Neuland (ed) Qualitätsentwicklung im
multikulturellen Arbeitszusammenhang Altenpflege. Anerken-
nung und Integration—Handlungsmaßstäbe für multikulturelle
Teams in der Altenpflege, Bielefeld pp 119–134

Friebe J (2005) Pflegeperspektiven in einer globalisierten Welt.
Deutsches Institut für Erwachsenenbildung, Bonn

Habermann M (2003) Interkulturelles Management in der Altenpflege.
Lehrbrief für Fort- und Weiterbildung für Pflegemanager in der
Altenpflege. In: Friebe J, Zalucki ME (eds) Interkulturelle
Bildung in der Pflege. Bertelsmann, Bielefeld (CD-Rom)

Habermann M (2007) Editorial. Negatives Wissen in der Pflege. In:
Pflege, 20,6, S. 317–319

Habermann M, Biedermann H (2006) Altern und die Versorgung alter
Menschen. In: Razum O, Zeeb H, Laaser U (eds) Globalisierung–
Gerechtigkeit–Gesundheit. Eine international vergleichende Ein-
führung in Public Health. Huber, Bern, pp 315–345

Habermann M, Uys LR (eds) (2006) The nursing process. Global
perspectives. Elsevier, Oxford

Habermann M, Schenk L, Albrecht N-J, Gavranidou M, Lindert J,
Butler J (2009) Planung und Steuerung der Pflegeversorgung
auch für Migranten und Migrantinnen? - Eine Analyse der
Pflege- und Gesundheitsberichterstattung in der ambulanten und
stationären Altenpflege. In: Gesundheitswesen, 71, S. 363–367

International Council of Nurses (1999) ICN position statement on
nursing research. Geneva

International Council of Nurses (2002) Career moves and migration.
International Council of Nurses, Geneva

International Council of Nurses (2006) The ICN code of ethics for
nurses. International Council of Nurses, Geneva

International Council of Nurses (2008) Nursing self sufficiency/
sustainability fact sheet. International Council of Nurses, Geneva

Institute of Medicine (2008) Retooling for an aging America. The
National Academics Press, Washington

International Organisation of Migration (2003) World migration 2003
—managing migration. Challenges and responses for people on
the move, vol 2. IOM, Geneva

Khadria B (2007) International nurse recruitment in India. Health Serv
Res 42:1429–1436

Kingma M (2006) Nurses on the move. Cornell University Press,
London

Lang TA, Hodge M, Olson V, Romano PS, Kravitz RL (2004) Nurse-
patient ratios: a systematic review on the effects of nurse staffing
on patient, nurse employee, and hospital outcomes. JONA
34:326–337

Lorenzo FME, Galvez-Tan J, Icamina K, Javier L (2007) Nurse
migration from a source country perspective: Philippine country
case study. Health Serv Res 42:1406–1418

Medical Tourism India (2008) Medical tourism packages in India for
heart surgery. Available via DIALOG. http://www.medical-
tourism-india.com/heart_surgery_india.htm. Accessed 22 No-
vember 2008

Razum O, Zeeb H, Ulrich L (eds) (2006) Globalisierung–Gerechtig-
keit–Gesundheit. Eine international vergleichende Einführung in
Public Health. Huber, Bern

Rosswurm MA, Larabee JH (1999) A model for change to evidence-
based practice. J Nurs Scholar 31:317–322

Royal College of Nurses (2002) Internationally recruited nurses: good
practice guidance for health care employers and RCN negotia-
tors. Royal College of Nursing, London

Royal College of Nursing (2005) Success with internationally
recruited nurses: RCN good practice guidance for employers in
recruiting and retaining. Royal College of Nursing, London

Somjee G (1991) Social change in the nursing profession in India. In:
Holden P, Littlewood J (eds) Anthropology and nursing.
Routledge, New York, pp 31–55

United Nations (1948) Universal declaration of human rights. Office
of the United Nations High Commissioner for Human Rights,
Geneva

Van den Heede K, Sermeus SPW, Vleugels A, Aiken LH (2007)
International experts’ perspectives on the state of the nurse
staffing and patient outcomes literature. J Nurs Scholar 39:290–
305

Van Eyeck K (2005) Who cares? Women health workers in the global
market. Public Services International and Unison UK, Sadag

World Health Organisation (2002) Ethical choices in long-term
care: what does justice require?. World Health Organisation,
Geneva

World Health Organisation (2003) World health report. World Health
Organisation, Geneva

World Health Organisation, International Confederation of Midwives,
International Council of Nurses (2007) Islamabad declaration on
strengthening nursing and midwifery. Available via DIALOG.
http://www.who.int/hrh/nursing_midwifery/declaration_Islamabad.
pdf. Accessed 15 March 2009

Xu Y (2007) International migration of nurses and human develop-
ment. Home Health Care Manag Pract 20:87–90

J Public Health (2010) 18:43–51 51

http://www.bpa.de/upload/public/doc/0808_europa-forum_2008_arbeitnehmerfreizuegigkeit_schwarzarbeit.pdf
http://www.bpa.de/upload/public/doc/0808_europa-forum_2008_arbeitnehmerfreizuegigkeit_schwarzarbeit.pdf
http://ec.europa.eu/health/ph_systems/docs/workforce_gp_en.pdf
http://ec.europa.eu/health/ph_systems/docs/workforce_gp_en.pdf
http://www.medical-tourism-india.com/heart_surgery_india.htm
http://www.medical-tourism-india.com/heart_surgery_india.htm
http://www.who.int/hrh/nursing_midwifery/declaration_Islamabad.pdf
http://www.who.int/hrh/nursing_midwifery/declaration_Islamabad.pdf

	Nurse migration: a challenge for the profession and health-care systems
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Global context and international influences on nurse migration
	Nurse migrations: some facts and figures
	Nurse migration push and pull factors
	Nurse migration—impact on nursing care and professional standards
	Challenges of nurse migration: safe patient care and care according to professional standards
	Some conclusions
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


