
AN ACTION PLAN TO 
PREVENT BRAIN DRAIN: 
Building Equitable Health
Systems in Africa

A Report by 
Physicians for Human Rights

 



© Physicians for Human Rights, Boston, MA
June 2004
Printed in the United States of America. 
All rights reserved
Design: Visual Communications/www.vizcom.org
Cover Photo: Robert Grossman/www.africaphotos.com

 



i i i

ABOUT PHYSICIANS FOR HUMAN RIGHTS

T
he Boston-based Physicians for Human Rights
(PHR) promotes health by protecting human rights.
PHR believes that respect for human rights is essen-

tial for the health and well-being of all people.
Since 1986, PHR members have worked to stop tor-

ture, disappearances, and political killings by govern-
ments and opposition groups and to investigate and
expose violations, including deaths, injuries, and trauma
inflicted on civilians during conflicts; suffering and dep-
rivation, including denial of access to health care, caused
by ethnic and racial discrimination; mental and physical
anguish inflicted on women by abuse; exploitation of
children in labor practices; loss of life or limbs from
landmines and other indiscriminate weapons; harsh
methods of incarceration in prisons and detention cen-
ters; and poor health stemming from vast inequalities in
societies. PHR also works to protect health professionals
who are victims of violations of human rights and to
prevent medical complicity in torture and other abuses.

PHR’s Health Action AIDS Campaign, in coordina-
tion with Partners In Health (PIH), mobilizes the health
professions to support a comprehensive HIV/AIDS strat-
egy and advocates for funds to combat the pandemic,
while developing ways for health professionals in the
United States to support health providers and activists
around the world. The Campaign brings together the
best available medical and scientific understanding of
AIDS, using that understanding to direct policy choices.
Health Action AIDS also researches the connection
between human rights and HIV/AIDS. The PHR/PIH
partnership takes advantage of PHR’s ability to organize
health professionals and combines it with PIH’s extraor-
dinary knowledge and experience, having led the MDR-
Tuberculosis campaign, its leading role in the
development of the Harvard University AIDS statement,
and its work in developing countries.

Visit www.phrusa.org or www.healthactionaids.org
for more information.
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FOREWORD

I
n this first decade of the 21st century, we in the world
community face a “double crisis.” The first is the per-
sistence, indeed worsening, of sickness, impoverish-

ment, and economic backwardness in many of the
world’s poorest communities. Superimposed upon this
mass deprivation is a historically unprecedented
HIV/AIDS epidemic that is now beginning to devastate
these very same communities. Human survival in a
dozen or more countries of sub-Saharan Africa is in free
fall, as life expectancy plunges below 40 years — half the
longevity of privileged populations. The global pan-
demic now threatens to sweep across much of Asia, the
Caribbean, Eastern Europe and other continents.

The second crisis is our paralysis to respond effec-
tively. Our incapacity is not due to the lack of knowl-
edge, inadequate technologies, or even scarce resources.
The world has more than adequate abundance of these
assets to tackle these problems, as demonstrated by suc-
cessful prevention and treatment HIV/AIDS programs in
high-income countries. The hardest hit societies, how-
ever, lack the social and physical infrastructure to be able
to mount an effective response. The human infrastruc-
ture and operating systems in these societies are simply
too feeble to grapple with the challenges. Put simply, we
lack the political imagination, the collective will, and the
global solidarity to act effectively in a highly inequitable
world. 

This paper by Physicians for Human Rights addresses
the dual crises of violation of the human right to survival
worsening in the face of severe shortages of human
resources to meet our ethical obligations. This paper is
exhaustively researched, adopts a comprehensive
approach, and its release is very timely. As the report
underscores, now is the time to act, for further delays
will exact a huge human cost in millions of preventable
deaths. The report’s analysis penetrates to the root
causes of the problem and it offers a set of strategies that
must be embraced to address the crises. Effective solu-
tions are available, not surprisingly. But these depend
upon respect for basic human rights and the mutual
meeting of our obligations — adapted and adjusted to
new contexts.

The health worker in the workforce is an old problem
with new dimensions. People produce their own health,
but their effectiveness depends upon health workers and
support systems. Inadequately recognized is that irrespec-

tive of money and drugs, health achievements depend
upon frontline health workers who connect people and
communities to technologies and services. It is the worker
who glues together all inputs, such as drugs, vaccines,
information, and technologies. Pouring money and drugs
at a problem is wasteful if workers are not available,
motivated, skilled, and supported. Yet, the health worker
— of all categories and at all levels — is in a precarious
condition, for several reasons.

First, the HIV/AIDS epidemic poses a “triple threat”
to the workforce — increasing the work burden, sicken-
ing and killing health workers, and stigmatizing those
who care for patients. Heavily impacted societies are
confronting a “catch-22” situation where the epidemic
imposes enormous additional health care burdens while
demanding more numerous and skilled health workers
to combat the infectious disease. The only way to break
the spiral of death is to capacitate and empower the
workforce so that the epidemic can be brought under
control. 

Second, health care systems have been profoundly
neglected, suffering from more than two decades of
under-investment. Professionally trained health workers
are critical societal assets that require many years to
yield returns from sustained educational investments.
Yet, structural adjustment policies and health sector
reform launched in the 1980s capped salaries of work-
ers, froze hiring of new workers, and paralyzed the sys-
tems’ capacity to offer incentives to motivate workers.
Investments in education dried up, and learning systems
decayed so that the pipeline essentially ran dry. Those
who graduated and entered the workforce became easily
demoralized, as demonstrated by worker protests and
strikes. Many workers shifted out of the public into the
private sector, and many left medical work altogether. A
major re-investment program will be required to make
up for lost time and opportunity.

Third, beginning in the latter half of the 1990s, the
international mobility of doctors, nurses, and other
highly skilled professionals accelerated. A long-standing
and well-recognized problem is intra-national imbal-
ances of workers, especially rural-to-urban movement.
Less visible but also important are regional flows of
workers among neighboring countries. The recent accel-
eration of South-to-North migration of doctors and
nurses from the poorest to the richest countries has gen-
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erated great controversy. Well-documented are “push”
factors like low pay, negative work environment, and
lack of opportunities for career and family in source or
sending countries. “Pull” factors in destination or receiv-
ing countries are fueled by aging population, chronic dis-
ease care, and labor-demanding technologies and
consumer preferences.

This report concludes that the situation is not at all
hopeless. There are solutions, but their attainment will
require political will and political commitment. Action
must be based on the mutual responsibilities in both the

South and North. The report admirably sets out the evi-
dence, organizes the risks and approaches, and com-
mends a human rights approach to human resources that
recognizes both the right of movement of all persons and
the right to health among people and communities
served by migrants.

The stakes are high. History will judge us for how
well we as a global community respond to the “double
crisis” that will undoubtedly shape the contours of
global health in this our 21st century.

Lincoln C. Chen
Global Equity Initiative

Harvard University
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I. EXECUTIVE SUMMARY

T
he nations of the world are setting ambitious health
and development goals, including the World Health
Organization (WHO) target of providing AIDS

treatment to 3 million people by 2005 and health-related
UN Millennium Development Goals. Unless greater
attention by donors and governments is given to devel-
oping human resources, these goals almost certainly will
not be met.

Many of the countries in sub-Saharan Africa, the
region that will be the focus of this report, are experienc-
ing severe shortages of skilled health care workers. There
are multiple causes, the significance of which varies by
country, but one of the most important factors is brain
drain. Brain drain is defined in this report as the exodus
of health care workers from developing nations to the
wealthier countries of the North. Brain drain is largely a
symptom of other health system deficits. Many health
professionals who have the opportunity to leave are
rejecting these substandard, second-class health systems
that their countries and the international community
have been too slow to upgrade.

The causes of brain drain are complex and interre-
lated, involving social, political, and economic factors.
The necessary responses will therefore be varied and
cover an array of areas. Drawing on growing interest
and scholarship,1 Physicians for Human Rights (PHR)
proposes this plan of action for addressing brain drain
and the unequal distribution of health personnel within
countries, recommending actions by high-income coun-
tries, African governments, WHO, international finan-
cial institutions, private businesses, and others. 

PHR seeks to mobilize governments and pertinent
organizations to direct their resources and energies to a
specific series of actions needed to build equitable health
systems. PHR highlights and hopes to gain increased
recognition for broad principles about what this goal
requires. Building equitable health systems requires a
massive infusion of resources, far more than donors or
low-income countries have been thus far willing or able
to spend. Any serious response to brain drain, a response
that is intended to be more than a temporary, partial fix,
will entail significant new investments in the health sec-
tor, directed, in large part, to health systems, not specific
disease programs. Much more than money is needed to
improve health systems – policies must be reformed and
certain priorities newly emphasized. Within the health

sector, systemic changes are needed, including in the pri-
ority given to equity, management, and human
resources. Systemic changes must extend beyond the
health sector to economic policies that provide a frame-
work for government spending that recognizes the
importance of ensuring the health and human rights of
citizens.

If governments and international organizations take
as one of their own guiding principles the integral role
that investments in health systems have in the develop-
ment process, including to economic growth, they
should be willing to make the corresponding invest-
ments. Good health is needed for economic develop-
ment. This reality, while always true, takes on special
significance in light of the AIDS pandemic. Governments
and international development and financial organiza-
tions must factor this understanding into their policies
and priorities.

Brain drain is part of a series of internal and interna-
tional migrations of health personnel to areas deemed
more favorable, including rural to urban areas and less
developed to more developed countries within the devel-
oping world. Brain drain can exacerbate the shortage in
rural areas, as rural health personnel move to urban
areas to fill vacancies created when urban health profes-
sionals emigrate.2

While the health sector human resource crisis would
exist even without HIV/AIDS, the AIDS crisis is central
to the shortages of health professionals. Many health
workers die of AIDS and HIV/AIDS is increasing the
workload at health facilities. Meanwhile, efforts in
countries that have begun to significantly scale-up AIDS
treatment, such as Botswana and South Africa, are being
hampered by the dearth of health professionals.

This report focuses on responses that involve or are
closely related to the health sector. Those dealing with
broad issues such as development and governance are
generally beyond PHR’s scope here, though they must
also be addressed. Some of the responses are narrow
solutions to brain drain, and in many cases can be imple-
mented relatively quickly. Others implicate broad issues
of health system development and could take many years
to fully implement, though the work can and must begin
right away. Significantly reducing brain drain requires
deep and sustained commitment.
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Scope and impact of brain drain and shortage of skilled
health personnel 
Health systems cannot operate without the people who
run them. As WHO states, health personnel are the peo-
ple “who make health care happen.”3 Without adequate
numbers of trained health personnel, both the quality
and quantity of health services that a health system can
deliver are reduced, limiting the number of people who
receive care, and diminishing the quality of care for
those who are able to receive it.

About 38 of the approximately 47 countries in sub-
Saharan Africa do not meet the WHO recommended
minimum 20 physicians per 100,000 population; about
13 sub-Saharan countries have five or fewer physicians
per 100,000 population.4 WHO recommends at least
100 nurses per 100,000 population for the least devel-
oped countries; about 17 sub-Saharan countries have 50
or fewer.5 Shortages in health management posts can
hamper the ability of health ministries to develop and
implement strategies necessary to improve health serv-
ices. Donor preferences for vertical, single-disease pro-
grams can contribute to the shortage of personnel with
the management skills required to run a health system by
focusing training on clinical skills instead. 

Even health professionals that are practicing are often
unable to work full-time, as they must care for family
members with HIV/AIDS, attend funerals, and address
their own health needs. Further, many public sector
health professionals supplement their income with pri-
vate sector work.6

Health professional shortages are the most severe, by
far, in rural and other poor areas. For example, in the
early 1990s in Southern Africa, the richest districts had
about twice the number of nurses, more than six times
the number of doctors, and 11 times the number of
pharmacists as the poorest districts.7 The primary causes
for the rural/urban inequities are the worse health infra-
structure and less favorable living conditions in rural
areas.

Data from the American Medical Association (AMA)
reveal that 5,334 non-federal physicians trained in
African medical schools were licensed to practice medi-
cine in the United States in 2002.8 Other figures suggest
that there are significantly more African physicians in
the United States, though perhaps not licensed to prac-
tice medicine. For example, the Ghana Medical Service
estimates that 1,200 Ghanaian physicians are in the
United States,9 whereas data from the AMA indicates
478 physicians from Ghanaian medical schools are
licensed to practice in the United States.10

Brain drain is not limited to doctors. Nurses have
been migrating to practice in high-income countries like

the United Kingdom and the United States. Figures in
both those countries indicate an increased influx of for-
eign-trained nurses, although the latest data available
from the United States does not indicate that the num-
bers from Africa, in particular, are increasing. The num-
ber of African nurses migrating to the United Kingdom,
however, has accelerated greatly in recent years. Pharma-
cists are also emigrating from African countries in size-
able numbers.

Shortages of health personnel limit the number of
people able to receive care, and diminish the quality of
care for those who are able to receive it. Some health
facilities, especially in rural areas, close because they
have no one to run them. Often, facilities are staffed
with unqualified personnel. Even patients who see quali-
fied health workers face risks generated by the shortage.
Health professionals who have many patients will have
less time to spend with each, limiting their ability to fully
probe a patient’s condition, which may lead to a misdi-
agnosis. Other effects of the shortages include loss of
institutional memory, inadequate supervision, and long
waits at health facilities. 

Health personnel shortages can prevent a country
from scaling up interventions to achieve certain health
goals, including AIDS treatment targets and the Millen-
nium Development Goals. Health personnel shortages
are limiting many countries’ ability to meet tuberculosis
targets11 and immunization coverage targets,12 and are
directly related to high infant and child mortality.13 Ver-
tical AIDS programs may lead to health personnel being
diverted from performing other health services, thus
undermining existing health systems.

Shortages of health personnel result in more short-
ages. Increased workload may contribute to health pro-
fessionals’ decisions to leave, and faculty shortages at
health training institutions limit their capacity to train
new health professionals.

Brain drain takes a huge financial toll on African
nations. They lose their investments in the expensive
education of health professionals, and the lost worker
productivity associated with worsened health con-
tributes to further economic loss. The losses of brain
drain are offset slightly by remittances that migrated
health professionals send to family members back home
and by the skill gains of emigrated health professionals
who return to Africa temporarily or permanently.

GUIDING PRINCIPLES
In order to tackle the problem of brain drain, all actors –
from governments to NGOs and training institutions –
must launch systematic, sustained efforts. These efforts
should be based on a set of ethical and pragmatic direc-
tives, outlined below. 
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• The primary response to brain drain must be to redress
second-class health systems that reflect widespread
violations of the right to health and other rights.

• The response must include significantly increased
funding to the health sector from domestic and inter-
national sources, including debt relief.

• The response to brain drain must incorporate the
broader effort of addressing the unequal distribution
of health professionals within countries, including par-
ticularly severe shortages in rural areas.

• Low-income countries that are the source of health
professionals who migrate to wealthy nations should
be reimbursed by those nations.

• Solutions to brain drain must be locally determined, with
participation from representatives of poor and rural
communities, health care workers, and civil society.

• Foreign assistance must be structured to promote and
enable sound policies on human resources for health. 

• The rights of health professionals and their desire to
seek a better life must be respected given the con-
straints and demands of a global public health crisis. 

• Countries must adhere to ethical recruitment princi-
ples, including not recruiting from developing coun-
tries absent an agreement with them.

• High-income countries must address their own inade-
quate production and retention of health profession-
als.

• Measures to promote macroeconomic policy aims
must be consistent with human rights.

• Along with increasing retention of skilled health work-
ers, more health professionals must be recruited and
trained.

• Capacity-building for health sector human resources
management should be a priority. 

• Members of the African health professional diaspora
can make an important contribution to health care in
Africa.

PLAN OF ACTION: PREVENTING BRAIN DRAIN
Much has been written on the basic parameters of what
needs to be done to curb brain drain. Steps are needed to
address both “push” and “pull” factors. Push factors
encourage health professionals to leave their countries,
and include low salaries and benefits, unsafe working
conditions, inadequate human resources for health man-
agement policies, degraded health care infrastructure,
and insufficient professional development opportunities.

Pull factors draw health professionals to other countries,
and include the shortages of health professionals in and
their recruitment to high-income countries.

Human resource planning and management capacity
must be enhanced. More health workers, both profes-
sionals and other cadres of personnel, must be trained,
and the training institutions that are losing staff to brain
drain must be supported. The needs of the areas that suf-
fer most from the crisis, primarily rural areas, must
receive special attention. And economic policies that
result in limits on the number and payment of health
workers must be addressed.

Ideally, factors beyond the purview of health systems
and the scope of this paper, such as crime and poor gov-
ernance, would also be addressed as part of a compre-
hensive response to brain drain. They, too, help drive
away health professionals.

PHR proposes the following plan of action to help
stop the outflow of health professionals from Africa and
more generally nourish the human resources for health
in Africa.

PUSH FACTORS

Salaries and benefits
Low salaries are often an important factor in many pro-
fessionals’ decision to migrate.

Recommendations

• Donors should help African countries increase salaries
and benefits, within a context of fair salary structures.
Health ministries and health professional associations
should work with civil service commissions and
finance ministries to determine how to increase salary
and benefits for health professionals.

• African countries should consider applying to the
Global Fund to Fight AIDS, Tuberculosis and Malaria
for costs of increased salary and benefits. 

•  The United States should remove legislative and
administrative obstacles on providing payment to for-
eign government employees, including health workers.
Other donors should take comparable steps.

Health worker safety and well-being: fear of occupational
infection
Working in health facilities where half or more of
patients may have HIV/AIDS, and other infectious dis-
eases are rife, many health workers fear contracting dan-
gerous infections while at work. To address their safety,
a variety of measures must be taken on a large scale. 
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Recommendations

• Countries in Africa and elsewhere should develop poli-
cies that ensure health facilities have adequate levels of
essential supplies for infection prevention and control.
Strategies may include placing such items on an essen-
tial medicines and supplies list.

• The United States and other donors should help ensure
that African and other AIDS-burdened countries have
funds to purchase gloves and other supplies needed for
infection prevention and control.

• The United States and other donors should offer logis-
tical support to low-income countries in Africa and
elsewhere – including in the areas of product selection,
forecasting, procurement, inventory management,
transport and distribution, and supervision – to ensure
adequate levels of supplies are always available.

• Low-income countries should conduct infection con-
trol assessments to determine the precise gaps in infec-
tion prevention and control. Infection prevention and
control policies should be developed or revised accord-
ingly. The United States, WHO, and other countries or
organizations should provide technical assistance.

• All countries should incorporate infection prevention
and control into pre-service curricula at health train-
ing institutions and provide in-service training on
infection prevention and control as needed.

• AIDS-burdened countries in Africa and elsewhere
should consider applying to the Global Fund for
AIDS, Tuberculosis and Malaria for grants to assist in
purchasing supplies for and providing training on
infection prevention and control procedures.

• Donors should incorporate universal precautions into
all health programs they or their contractors operate.

• HIV-positive staff should receive hepatitis B vaccina-
tions, and isoniazid preventive therapy and cotrimoxa-
zole preventive therapy to protect against tuberculosis
and other opportunistic infections. Post-exposure pro-
phylaxis should be available to all health workers
exposed to HIV in the occupational setting.

• African countries, as well as both high- and low-
income countries elsewhere, should introduce flexible
working schemes, long-term sick leave, early retire-
ment, and other employment packages to meet the
needs of their health personnel.

•  Countries that establish AIDS treatment programs
should conduct outreach to health workers to ensure
that they are aware of and able to access these programs.

• Establish and progress towards the goal of using
syringes and other medical sharps that have safety fea-
tures to protect health workers.

Health worker safety and well-being: occupational stress
Many African health care workers suffer from occupa-
tional stress. This is an expected reaction to the death and
disease they face, fear of occupational infection, new tasks
such as HIV counseling for which they might not be
trained, and immense workloads. Governments, with the
help of donors if necessary, should offer psychological
support to health workers. Psychological support should
be part of a holistic plan to support health professionals.

Physical health infrastructure and health systems
management
Health professionals are trained to heal people, but often
find that lack of medicines, equipment, support, and
other necessities impedes their ability to effectively care
for patients, a terribly demoralizing situation. Health
professionals need the tools to be able to do their job. 

Recommendations

• The United States and other donors should assist
African countries in rehabilitating health facilities. All
health facilities should be ensured phone service, elec-
tricity, and a constant supply of safe water. Upgrades
should also begin to make Internet service available.
Technologies such as solar panels, electric generators,
and satellite-based phones make it possible to provide
these utilities to even remote health facilities quickly
and at relatively low cost.

•  The United States and other donors should assist
African countries in ensuring that health facilities have
the necessary drugs, supplies, and equipment.

• The United States and other donors should also pro-
vide funds and technical assistance to help African
countries: improve drug distribution systems, through
training and possible implementation of the stock
management system; purchase and maintain ambu-
lances and communications equipment needed to
strengthen referral systems, and; invest in computer
systems, programs, and training to enhance health
information management.

• The United States and other donors should assist
African countries in providing quality and consistent
supervision. This support should include technical
assistance and funds to train supervisors and to pur-
chase and maintain vehicles.
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Pre-service training
Pre-service training that African health professionals
receive often fails to adequately prepare them for the
conditions in which they will actually practice. The
training, particularly for physicians, focuses excessively
on practice in tertiary facilities and on the use of
advanced technology that will rarely be available in the
settings in which they end up practicing. The result is
frustration at not being able to practice the type of med-
icine for which they were trained.

Recommendations

• African health training institutions should adjust their
curricula to prepare graduates for the conditions in
which most will practice in Africa, including an
emphasis on primary health care and common health
problems.

• African and other developing countries should include
AIDS care and treatment, including anti-retroviral
therapy, in the curricula of their health-training insti-
tutions.

• Teaching methods in African health-training institu-
tions should be re-oriented to include critical thinking
and problem-solving. 

Research and graduate training opportunities 
Inadequate research possibilities and lack of opportunity
to keep up-to-date with information in their field can
reduce the morale of African health professionals. Mean-
while, many African physicians attend graduate medical
education programs abroad, where they become
attracted to medical practice conditions not available in
their own countries. All relevant actors should encourage
greater opportunities for African health professionals to
advance their knowledge while in their home countries. 

Recommendations

• African health ministries should enhance the quality of
continuing education they provide health professionals.

•  The United States and other donor governments
should assist African countries in providing Internet
connectivity to all health facilities. Computer and
related corporations should assist in providing equip-
ment and services at no or reduced cost.

•  The United States and other donor governments
should assist African libraries, including medical
libraries, obtain up-to-date materials and maintain up-
to-date collections. Health training institutions in the
United States and other high-income countries should
also assist African health sciences libraries.

• Medical and other health-related journals should be
made available for free or at a nominal cost to health
professionals in Africa and other parts of the develop-
ing world.

• African countries should consider initiating or improv-
ing upon existing medical graduate training programs.
The United States and other donors should provide
financial and technical support, as should graduate
training programs in high-income countries.

• Nationwide or facility-based committees should be
established in African countries to review the quality
of graduate training, including residency programs
and specialty training, particularly to address concerns
of students and resident physicians. Students and resi-
dent physicians should be on these committees.

• The United States and other donors should consider
funding research opportunities in African countries for
African health professionals.

Medical school culture
Some medical schools in Africa have a culture that
encourages graduates to practice abroad. Where a cul-
ture of medical migration exists, African countries
should seek to persuade faculty to encourage students to
remain in country. When hiring new faculty, those who
are likely to encourage students to practice in the coun-
try should be favored. Particularly where such a culture
of medical migration exists, health-training institutions
should develop strategies to promote the attractions of
remaining in country.

PULL FACTORS
In addition to the factors that are pushing African health
professionals out of Africa, conditions in and practices
of high-income countries encourage them and contribute
to their ability to work abroad. 

Shortage of health professionals in developed countries
High-income countries are increasingly looking abroad
to meet their health personnel needs, due to significant
shortages of health professionals in these countries. This
is faster and less expensive than nurturing their own
workforces. 

Recommendations

• The United States and other wealthy nations should
develop strategies to address domestic health profes-
sional shortages that minimize their reliance on for-
eign health professionals. These countries should share
their experiences using these strategies. 
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• Wealthy nations should increase efforts to place
domestically trained health professionals in under-
served areas. In the United States, efforts could include
expanding the National Health Service Corps. Strate-
gies could also include reforms in health training insti-
tutions, such as increased training in and exposure to
rural health and favorable loan repayment programs
for those who work in underserved areas.

• The United States and other wealthy nations should
increase retention of nurses and other health profes-
sionals for whom shortages exist by ensuring decent
wages and safe working conditions, and by imple-
menting flexible working strategies. Wealthy countries
should also increase graduates from nursing training
institutions, as well as other health-training institu-
tions as necessary.

Recruitment of health professionals from Africa
While data is lacking on the exact extent to which
recruitment of African health professionals contributes
to brain drain, the increasing levels of recruitment, par-
ticularly for nurses, is widely acknowledged.14 PHR
appeals to entities involved in recruitment to recognize
their role in brain drain and participate in finding and
implementing solutions. 

Recommendations

• Developing countries and organizations in developing
countries should explore possibilities of limiting
recruitment from abroad.

•  The United States and other recruiting countries
should end active recruitment of health professionals
from developing countries, absent agreement with
those countries. This can be accomplished through leg-
islation or other government mandates, or where that
is not possible, through codes of practice.

• An international strategy on ethical international
recruitment of health professionals, grounded in
human rights principles, must be developed and
adopted at the national level.

• High-income countries should review their immigra-
tion policies to determine whether they contribute to
brain drain.

• The effects of offering high-income country medical or
nursing licensing exams for foreign health profession-
als in or near their home countries should be moni-
tored for its impact on migration.

Reimbursement
Wealthy nations should reimburse developing countries
for the training costs and health impact of health pro-

fessionals who migrate from developing to developed
countries.

HUMAN RESOURCES PLANNING AND MANAGEMENT

Human resources planning
Changes in human resources policies must be built on
sound information, yet in much of Africa, that informa-
tion is lacking. 

Recommendations

• African countries should undertake comprehensive
and detailed surveys of their health infrastructure to
better understand the infrastructure needs and how to
best meet those needs. Donors should provide techni-
cal and financial assistance as required. 

• African countries should develop national maps and
databases of their health workers. The maps and data-
bases should be regularly updated. Donors should pro-
vide technical and financial assistance as required.

• Low-income countries should study what health work-
ers require to keep them in the country and public sec-
tor, and what incentives or policies would encourage
them to work in rural areas.

•  WHO efforts to develop an international human
resources database should receive the full support of
the international community.

• African countries should develop or, if necessary, revise
national plans on human resources for health. The
plans should be designed to produce and retain the
numbers of health personnel, in the appropriate skills-
mix, required to meet the health needs of the popula-
tion, including anti-retroviral therapy and scale-up of
other health interventions. Special care should be
taken to ensure that the plans will meet the health
needs of rural and other underserved populations.

• WHO should develop and disseminate good practices
in health sector human resources planning and man-
agement. Wealthy WHO member states should pro-
vide WHO the necessary financial support to carry out
this and other WHO activities that are part of the
organization’s promotion of human resources and
health systems development.

Human resources management
Good human resources management has the potential to
significantly increase staff morale by establishing well-
defined career paths and job descriptions, supporting
supervisors, and lessening workloads through staff real-
location. Strong human resource management will also
be needed to effectively implement changing health sec-
tor human resource policies.
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Recommendations

• African countries should strengthen their health min-
istries’ capacity for human resources planning and
management. Donors should provide technical and
financial assistance as required, including loaning
health ministries personnel if necessary.

• African health training institutions should incorporate
human resources for health into their pre-service train-
ing curricula. 

• African health ministries should assess and revise their
human resource policies.

• African countries should avoid committing themselves
to liberalizing trade in health services, in particular the
services of doctors, nurses, midwives, and other health
personnel, under the General Agreement on Trade in
Services (GATS). The World Trade Organization
(WTO) Secretariat should educate trade officials from
developing countries on the potentially negative conse-
quences of committing to the GATS regime for these
services. 

• Where possible, health facilities in Africa should employ
managers trained in human resource management.

• African countries should ensure that they have effi-
cient recruitment and placement procedures for posts
in the public health system. 

• Donors should maximize coordination so as to mini-
mize unnecessary work for health system managers.

SOURCES FOR MORE HEALTH CARE WORKERS
African countries, NGOs, donors, and health institu-
tions should collaborate in bringing more people into the
field of health care. This can be accomplished through
increasing support for African health training institu-
tions, increasing responsibilities of nurses, increasing the
use of mid-level cadres and community health workers,
and facilitating the use of foreign health professionals.

Supporting health training institutions

Recommendations

• The United States and other donors should provide
funding for salary support and other incentives to
educators at medical, nursing, public health, phar-
macy, and other health training institutions to pro-
mote recruitment and retention of trainers at these
institutions.

• Health training institutions in the United States and
other high-income countries should develop partner-
ships with health training institutions in Africa and

other regions of the developing world that are facing
faculty shortages and offer trainers (professors) on a
per semester or annual basis. Governments of high-
income countries should, as needed, facilitate these
partnerships or separately support trainers through
their own programs.

• The United States and other donors, in collaboration
with American and other high-income country health
training institutions, should support distance learning,
which typically involves telecommunications technol-
ogy, in health training institutions in African countries
and other parts of the developing world.

• The United States and other donors should assist
African countries in increasing investment in their
health training institutions to enable them to increase
the numbers of health professionals they graduate
annually. 

• Countries in Africa and elsewhere that have few or no
medical schools should evaluate whether they can
meet their human resources for health needs with their
current health training institutions and through for-
eign institutions at which their nationals train. Where
they cannot, the United States and other donors
should assist in funding new training institutions.

• African countries, with the support of the United
States and other donors, should enhance investment in
secondary education, especially science and math pro-
grams, to increase the pool of students prepared to
enter health training institutions.

• A portion of donor funding for in-service training
should be shifted to pre-service training, which is more
sustainable, inclusive, and cost-effective than in-serv-
ice training, and less disruptive as well.

• African countries should consider reducing the length
of professional training programs to speed the produc-
tion of health personnel. This should be done only if it
can be accomplished in a manner that will ensure that
graduates still have the skills and experiences they
require to be competent, well-trained health profes-
sionals.

• African countries should reach out to retired and inac-
tive health professionals.

Increasing roles of nurses, mid-level cadres, and
community health workers

Recommendations

• African countries should increase the responsibilities
and numbers of mid-level health cadres consistent
with these workers’ training and ability, the country’s
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public health needs, and the number of physicians and
registered nurses in the country.

• African countries should promote advanced practice
roles for nurses, including the ability to prescribe and
dispense medication. The increased responsibility
should occur in concert with increased salary and ben-
efits, training, and supervision to enable nurses to
meet these new responsibilities.

• Low-income countries facing health worker shortages
should explore the possibility of training community
health workers to carry out specific tasks, including
but not limited to supporting anti-retroviral therapy. 

Foreign health professionals 

Recommendations

• Through programs sponsored by high-income country
governments, partnership programs with health insti-
tutions in high-income countries, and independent vol-
unteer programs, high-income countries should
develop strategies to send their health professionals to
low-income countries, in Africa and if needed else-
where. These programs should be designed to build
local capacity and, where appropriate, meet critical
clinical service needs in low-income countries.

• African countries that could benefit from the services
of foreign health workers should minimize immigra-
tion restrictions that hinder their ability to enter and
work in those countries.

INCREASING NUMBER OF RURAL HEALTH WORKERS
Given the severity of the shortage of trained health per-
sonnel in rural areas, increasing their numbers must be a
priority. Along with encouraging rural students to enter
professional health training and providing extra incen-
tives to professionals working in rural areas, foreign
health professionals will sometimes be necessary to help
fill the gap. 

Recommendations

• African countries, with assistance if necessary from the
United States and other donors, should provide extra
pay to health workers who take posts in rural or other
underserved areas. Health professionals working in
especially remote or otherwise unpopular facilities
should be eligible for extra incentives.

• African countries should consider policies, such as a
community service requirement, that will encourage
health professionals to practice in rural and other
underserved areas.

• Health training institutions in Africa should initiate
programs, which may include courses, speakers, field
trips, and rural health tracks, to encourage students to
practice in rural and other underserved areas.

•  Health training institutions in African countries
should make special efforts to recruit students from
rural and other underserved areas.

• The United States and other donors should consider
funding scholarship programs for students from rural
and other underserved areas and less privileged back-
grounds.

• African countries and donors should focus resources
on physical infrastructure and other forms of health
system development in rural and other underserved
areas.

•  African countries should consider hiring staff
expressly for rural and other underserved areas.

AFRICAN HEALTH PROFESSIONAL DIASPORA
Brain drain has resulted in tens of thousands of doctors,
nurses, and other health professionals practicing abroad.
Many have an interest in using their professional skills to
assist their countries of origin. They must have the infor-
mation and support to enable them to do so. 

Recommendations

• Immigration reforms should be enacted to promote the
temporary or permanent return of members of the
African health professional diaspora. African coun-
tries experiencing the loss of health professionals
should permit dual citizenship. The United States
should enact special provisions in its immigration law
to permit health professionals from countries suffering
from brain drain to return to the health sector in their
native countries without having the time spent away
from the United States prejudice them in the natural-
ization process. Other high-income countries should
take similar measures.

• African countries should reach out to health profes-
sionals who have migrated. 

• Working through the International Organization of
Migration (IOM) and others, African and other coun-
tries suffering from the emigration of health profes-
sionals should maintain a database of job openings
that could be filled by members of the health profes-
sional diaspora, as well as a database of diaspora
health professionals interested in working in Africa.
The IOM and networks of health professionals from
African countries living abroad should help publicize
these job openings.
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• The United States and other high-income countries, as
well as professional associations in these countries,
should support the IOM and other organizations and
initiatives that facilitate visits to Africa by members of
the African health professional diaspora and that pro-
mote knowledge transfer through alternate means, such
as the Internet and other technologies.

• African countries, with assistance from the United States
and other donors as needed, should establish top-quality
“centers of excellence” in African countries, particularly
in rural or other underserved areas, to encourage dias-
pora health professionals to return.

• Health training institutions in countries experiencing
brain drain should maintain a database of alumni, and
encourage alumni to contribute their time or financial or
material resources to the training institution or other
health services in the country.

MACROECONOMIC POLICIES
Policies driven by macroeconomic concerns are interfering
with the ability of many African and other countries to
increase their health sector spending, including urgently
needed funds for HIV/AIDS and human resources. The poli-
cies include ceilings on countries’ overall spending, resulting
in caps on health sector spending, and restrictions on the
civil service budget, which may lead to freezes in health
worker hiring and salaries. The ceilings may limit the ability
of countries to accept large amounts of financial assistance,
especially unexpected assistance. The overall budget ceilings
are aimed at ensuring macroeconomic stability, including
through low budget deficits, low inflation, and stable
exchange rates. 

Recommendations

• The International Monetary Fund (IMF), World Bank,
and other donors must not withhold loans or grants,
suspend or cancel programs, or otherwise penalize
countries that break overall spending ceilings because of
increased spending in health, education, and other sec-
tors and activities needed to promote human develop-
ment, including to enhance salary and benefits to health
staff or to hire new health personnel. The IMF and
World Bank should immediately issue joint or separate
statements announcing this policy. These statements
should reiterate their support for additional spending in
these sectors, including on human resources. To that
end, they should encourage flexibility in budget ceilings
in these sectors, as well as a moratorium on any restric-
tions on hiring, salary and benefits in these sectors. Staff
of international financial institutions should actively
share the statements and policy with key government
officials, including in finance ministries.

• The IMF, ministries of finance, and their partners
should ensure that macroeconomic constraints do not
limit the effective and productive spending of develop-
ing countries on health, education, and related sectors.
The changed policies should be publicized among all
stakeholders, including finance, health, education, and
other national ministries.

• WHO and the World Bank should collaborate to edu-
cate finance ministries on the economic benefits of
investing in health. Health ministries should also
receive this information.

• African countries and any other developing countries
with formal or informal freezes on hiring or salaries
and benefits of health personnel should end those
freezes. 

• The IMF, World Bank, and finance ministries should
publicize the precise nature of existing economic
restraints that may limit substantially higher country
spending on health and other social sectors, and create
mechanisms for on-going transparency of macroeco-
nomic policies and how they impact the health and
education sectors. Such mechanisms should welcome
NGO input. The Poverty Reduction Strategy Paper
process, a form of coordination between low-income
country governments and development partners that
includes NGO participation, is one possible forum.

• The US Congress should hold hearings and/or request
a report from the General Accounting Office to
explore the nature and extent of economic policies or
practices that discourage countries from increasing
spending on health and other social sectors, as well as
the role of the IMF and other international financial
institutions in promoting these policies.

• The US Congress should require that the Treasury Sec-
retary direct the US Executive Director at each interna-
tional financial institution, including the IMF, to
advocate for changes in the policies of international
financial institutions so that macroeconomic concerns
no longer limit spending on health and other social
sectors, whether domestic spending or international
assistance. Other G8 countries should take similar
actions.

• Donors should provide long-term commitments of for-
eign assistance for health systems to ensure a sustained
and predictable aid flow.
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CONCLUSION 
There are still important details to learn about brain
drain and the health sector human resource crisis in
Africa. What are the most important causes of brain
drain in Namibia or Swaziland? How high does remu-
neration need to be to help recruit and retain health pro-
fessionals, and what is the best form of that
remuneration? Will South Africa’s certificate of need
promote more equal access to health services, or will it
speed brain drain of angry doctors out of South Africa?
How significant a role will community health workers
be able to play? 

But much is clear. Brain drain is happening, and for
nurses, the backbone of health care in Africa, it is accel-
erating. Distribution of health personnel within African
countries – and to a lesser extent, high-income countries
as well – is highly inequitable, with rural areas in partic-
ular suffering from a huge deficit in services. The effects
of this crisis are already being felt throughout Africa,
whether for the patient who travels to a rural clinic only
to find no skilled health workers to attend to her, or for
the hospital in Eastern Cape, South Africa, that is unable

to provide more than minimal AIDS treatment services
because it has too few doctors. As more countries seek to
scale up AIDS treatment or other health services, they
will find, as they are already finding, that human
resources are the major constraint.

Further, even if some important details need to be
subjected to further examination, the basic elements of
building human resources for health are now well-
known. They include increased salaries and investment
in physical health infrastructure and infection control,
an end to ceilings on health sector spending and freezes
on hiring and payment for health professionals, and
efforts by high-income countries to meet their health
needs through domestically trained health workers.

If all are guided by principles of human rights and
equity, and commit to policies and investments that will
end inequitable health systems, with rich people and rich
countries on the one hand, and poor people and poor
countries on the other, then Africa and the world will
overcome this deepening disaster. Enough is known
about the problems to demand a solution. Enough is
known about solutions to demand action.
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II. INTRODUCTION

G
lobal organizations and individual countries are set-
ting ambitious health and development goals. The
World Health Organization (WHO) has set the tar-

get of getting 3 million people living with HIV/AIDS in
developing countries on anti-retroviral medication by
the end of 2005, an initiative dubbed “3 by 5.” This
would represent an almost ten-fold increase over the
number of people in the developing world receiving
AIDS treatment in late 2003.15 The United States has
itself committed to treating 2 million people with
HIV/AIDS.16 The United Nations (UN) has established
Millennium Development Goals that include reversing
the spread of AIDS, tuberculosis, and malaria by 2015;
reducing the child mortality rate in 2015 by two-thirds
compared to 1990, and; reducing the maternal mortality
in 2015 by three-quarters compared to 1990.17     

Much will be required to meet these goals, including
significant financial resources, community involvement,
and strong government commitment. They will also
require human resources – the doctors, nurses, and other
health care workers to provide the health services needed
to meet these goals. Unless greater attention is given to
developing human resources, these goals almost cer-
tainly will not be met. 

Many low-income countries are facing serious short-
ages of health care workers.18 Many of the countries in
sub-Saharan Africa, the region that is the focus of this
paper,19 are experiencing the most severe shortages. The
shortages of health care workers have multiple causes,
the significance of which varies by country. In Malawi,
for example, the most significant cause for loss of health
care workers is death, primarily from HIV/AIDS.20 The
Malawi Human Resource Plan (1999-2004) assumes
that 2.8% of health care workers will die annually,
though even this may be an underestimate.21 A govern-
ment hospital in Malawi with 1,000 patients has only
one doctor and one nurse because the rest of the staff has
died.22 Death is a major cause of attrition elsewhere as
well. By November 2002, at least 22 of approximately
1,000 working doctors in Ghana had died since the
beginning of the year.23

Fear of occupational infections, especially from
HIV/AIDS, discourages some from joining the health
professions, and motivates others to leave them.24 A
number of countries have inadequate training institu-
tions that have limited the number of health profession-
als whom they can train. Nearly a dozen African

countries have no medical schools at all.25 In Kenya and
elsewhere on the continent, policies driven by macroeco-
nomic concerns limit the number of health care workers
employed.26 One of the most significant causes of the
dearth of health care workers, and in some countries the
largest factor in this shortage, is the so-called brain
drain. Brain drain, as used in this report, refers to the
exodus of health care workers from low-income nations
in Africa and elsewhere to the wealthier countries of the
North.27

Brain drain is one of the most important factors for
the shortage of health professionals in numerous coun-
tries. Brain drain implicates many of the other factors
contributing to the shortage, such as macroeconomic
policies and fear of infection, that will have to be
addressed as part of a comprehensive response to brain
drain. It is also an uncompensated transfer of resources
from poor to rich countries that is part of a series of
interactions between rich and poor nations, including
third world debt and agricultural subsidies that interfere
with the enjoyment of human rights in poorer nations.

Brain drain is a symptom of other health system
deficits including health facilities without adequate sup-
plies of medications, functioning equipment, and con-
stant supplies of clean water and electricity; health care
workers without gear to protect them from HIV and
other communicable diseases; spending that is far below
what is required to provide a minimal essential package
of health care, and; inadequate human resources for
health management policies. Many health professionals
who have the opportunity to leave are rejecting these
substandard, second-class health systems that their
countries and the international community have been
too slow to upgrade.

HIV/AIDS Crisis and Brain Drain 
The global HIV/AIDS crisis is bringing new attention to
the desperate shortages of health professionals in sub-
Saharan Africa. Worldwide, approximately 40 million
people are living with HIV/AIDS. In 2003, about 3 mil-
lion people, about 77% of whom were in sub-Saharan
Africa, died of AIDS, while another 5 million people
became infected with HIV/AIDS, of whom about 64%
were in sub-Saharan Africa.28

Perhaps the most salient connection between AIDS
and these shortages comes from recent efforts in Africa
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to scale up AIDS treatment initiatives. Botswana, the
first African country to start a universal AIDS treatment
initiative, is experiencing more difficult than anticipated
scaling up its treatment efforts. One of the major reasons
cited by Botswana’s President Festus G. Mogae is the
country’s lack of doctors, nurses, pharmacists and other
health workers.29 Yet Botswana has more doctors and
nurses per capita than most countries in sub-Saharan
Africa,30 a fact that highlights the urgency of addressing
deficits in human resources for health.31

The AIDS pandemic also increases the workload on
already overburdened health care workers. Hospitals in
many AIDS-burdened countries are literally overflowing
with HIV/AIDS patients, who occupy 50% or more of
hospital beds.32 A study in South Africa found that
patients with HIV/AIDS spend nearly twice as long in
hospitals as patients without HIV/AIDS.33 Health pro-
fessionals’ increased workload contributes to stress and
burn-out, which can lead them to drop out of the health
sector. The death and illness of health care workers
themselves, along with lost work time due to caring for
people living with HIV/AIDS and attending funerals,
further exacerbates the shortage of health care workers. 

AIDS also hampers the recruitment and retention of
health care workers. Fear of becoming infected with HIV
on the job discourages people from entering the health
profession, and this fear and the accompanying stress
may lead health workers to leave the profession or the
country.34 The loss of teachers and other staff to
HIV/AIDS reduces the capacity of health training institu-
tions to train new health workers, as well as the ability
of schools to produce students qualified to enter the
health profession.35

Growing International Recognition of Need to Respond
International and regional organizations are increasingly
recognizing the urgency of addressing brain drain of
health professionals.36 In 2002, the World Health
Assembly, the annual organizational meeting of WHO,
passed a resolution addressing brain drain. The resolu-
tion requests that the WHO Director-General “acceler-
ate development of an action plan to address the ethical
recruitment and distribution of skilled health-care per-
sonnel, and the need for sound national policies and
strategies for the training and management of human
resources for health.”37 Two years later, the 57th World
Health Assembly passed a resolution devoted to the
international migration of health personnel. The resolu-
tion solidified human resources for health development
as a top priority for WHO, even encouraging a year or
decade be declared that of “Human Resources for
Health Development,” and committing WHO to devel-
oping human resources capacity in all of its relevant pro-
gram areas. The resolution also urges states to mitigate

the impact of migration of health personnel, to develop
strategies to help retain health personnel, and for recipi-
ent countries, to help strengthen health systems in coun-
tries of origin.38

On a regional level, the African Union has designated
this year, 2004, as the “Year for Development of Human
Resources with Special Focus on Health Workers.”39 The
New Partnership for Africa’s Development (NEPAD)
recognizes the need to create the political, economic, and
social conditions that will curb brain drain, and to use
the knowledge and skills of the African diaspora for the
development of Africa.40 Heads of a broader collection
of states, the African, Caribbean and Pacific Group of
States (ACP), recognized the significant impact of brain
drain in the context of the capacity of the health system
at a 2002 summit. They noted the mobility of ACP citi-
zens, “including the associated problem of brain drain . .
. . has a strong impact on the development of the effected
states.”41 In 1997, the World Organization of Family
Doctors (WONCA) called for governments and medical
councils of developed countries to examine their policies
on recruiting doctors from developing countries.42

Plan of Action and Guiding Principles
The causes of brain drain are complex and interrelated,
involving social, political, and economic factors. The
necessary responses will therefore be varied and cover an
array of areas. Drawing on growing interest and scholar-
ship,43 PHR proposes this plan of action for addressing
brain drain and the unequal distribution of health per-
sonnel within countries, recommending actions by high-
income countries, African governments, the World
Health Organization, international financial institutions,
private businesses, and others. 

Responses that involve or are closely related to the
health sector are the focus of this report; those dealing
with broad issues such as development and governance
are generally beyond its scope. Yet they must also be
addressed. Some of the responses are narrow solutions
to brain drain, and in many cases can be implemented
relatively quickly. Others implicate broad issues of
health system development and could take many years to
fully implement, though the implementation can and
must begin right away. Significantly reducing brain drain
requires deep and sustained commitment.

PHR will mobilize governments and pertinent organi-
zations to direct their resources and energies to a specific
series of actions needed to build equitable health sys-
tems, hoping to gain increased recognition for broad
principles required to achieve this goal. Building equi-
table health systems requires a massive infusion of
resources, far more than donors or low-income countries
have been thus far willing or able to spend. Greater
recognition of the importance of investments in people’s
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health to economic development might lead donors and
governments to more readily give the health sector the
resources it requires. Low-income country and donor
responses to brain drain can be measured, in part, by
whether this infusion of resources is forthcoming. 

Any serious response to brain drain that is intended to
be more than a temporary, partial fix, will entail signifi-
cant new funding largely for health systems, not specific
disease programs. Much more than money is needed to
improve health systems – policies must be reformed and
certain priorities newly emphasized. Within the health
sector, systemic changes are needed, including in the pri-
ority given to equity, management, and human
resources. Systemic changes must extend beyond the
health sector to economic policies that provide a frame-
work for government spending.

If governments and international organizations take
as one of their own guiding principles the integral role

that investments in health systems have in the develop-
ment process, including economic growth, they should
be willing to make the corresponding investments. Good
health is needed for economic development. This reality,
while always true, takes on special significance in light of
the AIDS pandemic. Governments and international
development and financial organizations must factors
this understanding into their policies and priorities.

These points are among fourteen guiding principles
that PHR provides in this report to help create a frame-
work for the policy responses needed and options avail-
able to address the crisis of health sector human
resources in sub-Saharan Africa. Before reaching these
principles and plan of action, it is necessary to first
understand the severity of brain drain and the shortage
of health professionals to which it contributes, as well as
the impact of this shortage.

15 Of the 3 million people who are to be on treatment by the end of
2005 according to the 3 by 5 initiative, an estimated 400,000 were on
anti-retroviral therapy at the end of 2003. World Health Organization,
Treating 3 Million by 2005: Making it happen: The WHO Strategy
(Dec. 2003), at 5. Available at: http://www.who.int/3by5/ publica-
tions/documents/isbn9241591129/en/.
16 See White House, President Delivers “State of the Union,” Jan. 28,
2003. Available at: http://www.whitehouse.gov/news/releases/
2003/01/20030128-19.html. Congress passed authorizing legislation
on US efforts to combat HIV/AIDS, tuberculosis, and malaria in May
2003. The legislation included a “sense of Congress” that at least 2
million people should be on AIDS treatment by the end of fiscal year
2006. United States Leadership Against HIV/AIDS, Tuberculosis, and
Malaria Act of 2003, Public Law No. 108-25 (2003), 117 Stat. 711, at
sec. 402.
17 World Bank Group, Millennium Development Goals ,
http://www.developmentgoals.org. Last updated Sept. 2003.
18 For purposes of this paper, “low-income” countries include all sub-
Saharan nations, even those not typically classified as low-income,
including South Africa.
19 Although most examples in this paper are drawn from Anglophone
sub-Saharan Africa, it is assumed that because of the similarities
among these and other sub-Saharan countries along pertinent dimen-
sions, such as severity of shortages of trained health personnel and
underinvestment in health systems, recommendations in this paper are
relevant to sub-Saharan Africa generally, and in some cases, to devel-
oping countries as a whole. This is not to deny or understate the
uniqueness of each country. As one of the guiding principles discussed
in the body of the paper states, the precise strategies to address brain
drain will be specific to each country.
20 See Regional Network for Equity in Health in Southern Africa
(EQUINET) and Oxfam (Great Britain) (Jean-Marion Aitken & Julia
Kemp), HIV/AIDS, Equity and Health Sector Personnel in Southern
Africa (Sept. 2003), at 22. Available at: http://www.equinetafrica.org/
bibl/docs/hivpersonnel.pdf. HIV prevalence among health sector staff

reached 40% in Zambia in the early-mid-1990s, and in 1999,
Botswana’s HIV prevalence among health care workers was 17-32%
in 1999, potentially increasing to 28-41% in 2005. Desmond Cohen,
Human Capital and the HIV Epidemic in Sub-Saharan Africa, June
2002, at 19. Available at: www.ilo.org/public/english/protection/
trav/aids/download/pdf/wp2_humancapital.pdf.
21 See Javier Martínez & Tim Martineau, DFID Health Systems
Resource Centre Issue Paper: Human Resources in the Health Sector:
An International Perspective (May 2002), at 11. Available at:
http://www.healthsystemsrc.org/Text%20docs/Human_resources.doc.
22 See Stephanie Nolen, “Continent’s educated can no longer run
things: They’re dead or can’t cope.” Globe & Mail, June 19, 2002.
Available at: http://www.geocities.com/ericsquire/articles/
afr061902b.htm.
23 See David Allen Paintsil, “Ghanaian Doctors Are Dying.” Ghanaian
Chronicle, Nov. 8, 2002. Available at: http://allafrica.com/sto-
ries/200211080838.html.
24 See Regional Network for Equity in Health in Southern Africa
(EQUINET) and Oxfam (Great Britain) (Jean-Marion Aitken & Julia
Kemp), HIV/AIDS, Equity and Health Sector Personnel in Southern
Africa (Sept. 2003), at 11, 25 (“many staff are leaving because of their
perception of risk”; “The perception that nursing is a high-risk and
unrewarding profession [due to high workload, inadequate protection
measures and lack of essential materials] is a deterrent to potential
applicants.”) (emphasis in original). Available at: http://www.
equinetafrica.org/bibl/docs/hivpersonnel.pdf.
25 Amy Hagopian et al., The Migration of Physicians from Sub-Saha-
ran Africa to the United States: Measures of the Brain Drain (Nov.
2003) (unpublished), at 7.
26 For example, 4,000 nurses are unemployed in Kenya because of lim-
itations on how much Kenya can spend on health sector wages. Jong-
wook Lee, Meeting of Interested Parties: Opening Session, Geneva,
Switzerland, Nov. 3, 2003. Available at: http://www.who.int/dg/lee/
speeches/2003/MIP_Openingsession/en/. 



1 6 A N  A C T I O N  P L A N  T O  P R E V E N T  B R A I N  D R A I N

27 The movement of health professionals is more complicated than
migration from wealthy to poor countries. Health professionals also
migrate from wealthy to poor countries and from poorer to less poor
developing countries. They also move within countries, especially from
rural to urban areas, as well as the public to private sector. This paper
focuses on migration from poor to rich countries, and will also exam-
ine inequities in health worker distribution between rural and urban
areas. The use of the term “brain drain” is not meant to imply that
there are not very many talented, dedicated health professionals who
remain in their country of origin. Certainly there are. Nor is the term
intended to imply that many of those who do leave are not deeply com-
mitted to their country of origin and the well-being of its people. 
28 UNAIDS, AIDS Epidemic Update: December 2003 (Dec. 2003), at
5. Available at: http://www.unaids.org/wad/2003/Epiupdate2003
_en/EpiUpdate2003_en.pdf.
29 See Celia W. Dugger, “Botswana’s Brain Drain Cripples War on
AIDS.” New York Times, Nov. 13, 2003, at A10. Other factors in the
slower than expected increase in people with HIV/AIDS on anti-retro-
viral medication in Botswana are the relatively slow pace of building
clinics, laboratories, and drug warehouses and VCT. See id. 
30 See World Health Organization, WHO Estimates of Health Person-
nel: Physicians, Nurses, Midwives, Dentists and Pharmacists (around
1998), http://www3.who.int/whosis/health_personnel/health_person-
nel.cfm?path=whosis,health_personnel&language=english. Accessed
Jan. 30, 2004.
31 One response to the shortage of doctors, nurses, and other health
workers that require considerable training has been to elevate the
importance of community health workers. WHO’s 3 by 5 strategy
includes training tens of thousands of community treatment support-
ers. See World Health Organization, Treating 3 Million by 2005: Mak-
ing it happen: The WHO Strategy (Dec. 2003), at 55. Available at:
http://www.who.int/3by5/publications/documents/isbn92415
91129/en/ (stating that 100,000 health providers and community treat-
ment supporters will be trained by the end of 2005).
32 For example, 50% of hospital beds in the Democratic Republic of
Congo are occupied by people with HIV/AIDS. “Half of hospital beds
in DR Congo taken by AIDS sufferers: UN.” Agence France-Presse,
Dec. 1, 2003. Available at: http://wwww.reliefweb.int/w/rwb.nsf/0/
6aa4d4636b9e696349256df00011ee94?OpenDocument. About 80%
of hospital beds in Uganda are occupied by people with HIV/AIDS.
Dorothy Nakaweesi, “AIDS Patients Take Up to 80% Hospital Beds.”
Monitor (Uganda), June 8, 2003. 
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who were HIV-negative. Kaisernetwork.org, “Nearly Half of Patients
in South African Public Hospitals HIV-Positive, ‘Secret’ Report Says.”
Kaiser Daily HIV/AIDS Report, Feb. 2, 2004.
34 See Regional Network for Equity in Health in Southern Africa
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Kemp), HIV/AIDS, Equity and Health Sector Personnel in Southern
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2002), Res. WHA 55.11, Health and Sustainable Development. Avail-
able through: http://policy.who.int/cgi-bin/om_isapi.dll?infobase=
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ment in Africa (MIDA) Program, 3rd Summit of the ACP Heads of
State and Government, Nadi (Fidji), 18.-19.08.2002 (2002). Avail-
able at:  http:/ /www.iom.int/en/Presentations/MIDAHealth/
pages/Slide22_JPG.htm.
42 See Peter E. Bundred & Cheryl Levitt, “Medical Migration - who are
the real losers?” Lancet (2000) 356: 245-46. Available at:
http://pdf.thelancet.com/pdfdownload?uid=llan.356.9225.editorial_an
d_review.1181.1&x=x.pdf.
43 See, e.g., Regional Network for Equity in Health in Southern Africa
(EQUINET) and Oxfam (Great Britain) (Jean-Marion Aitken & Julia
Kemp), HIV/AIDS, Equity and Health Sector Personnel in Southern
Africa (Sept. 2003), at 22. Available at: http://www.equinetafrica.org/
bibl/docs/hivpersonnel.pdf; Regional Network for Equity in Health in
Southern Africa (EQUINET), Health Systems Trust (South Africa) &
MEDACT (UK), Health Personnel in Southern Africa: Confronting
maldistribution and brain drain (2003), at 29. Available at:
http://www.equinetafrica.org/bibl/docs/healthpersonnel.pdf; USAID,
Bureau for Africa, HIV/AIDS and the Workforce Crisis in Health in
Africa: Issues for Discussion (July 21, 2003); USAID, Bureau for
Africa, The Health Sector Human Resource Crisis in Africa: An Issues
Paper (Feb. 2003), at 5. Available at: http://www.aed.org/publica-
tions/HealthSector.pdf; Peter E. Bundred & Cheryl Levitt, “Medical
Migration - who are the real losers?” Lancet (2000) 356: 245-46.
Available at: http://pdf.thelancet.com/pdfdownload?uid=llan.356.
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III. THE SCOPE AND IMPACT OF BRAIN DRAIN ON HEALTH
PROFESSIONALS FROM AFRICA

SHORTAGE OF HEALTH PERSONNEL IN SUB-SAHARAN
AFRICA

Overview of shortage

S
ub-Saharan Africa is facing a severe shortage of
health personnel. About 38 of approximately 47
countries in sub-Saharan Africa do not meet the

WHO recommended minimum 20 physicians per
100,000 population.44 WHO recommends at least 100
nurses per 100,000 population for the least developed
countries; about 17 sub-Saharan countries have 50 or
fewer.45 According to the latest available data, which
ranges from the 1990s through 2002, 13 sub-Saharan
countries have five or fewer physicians per 100,000
population.46

Even these dire statistics may understate the extent of
the shortage of doctors and nurses. As the AIDS crisis
has deepened, the need for health professionals and the
burden on already strained health systems continues to
grow as patients with AIDS-related complications fill
hospital wards. The need for health personnel grows too
as new funds create the possibility of expanding cover-
age of HIV/AIDS interventions, including anti-retroviral
therapy. A case in point is Botswana, which in 1994 had
about 23.8 physicians and 219.1 nurses per 100,000
population,47 yet is now finding staff shortages to be a
significant obstacle to scaling up AIDS treatment.
Although South Africa had about 27 public sector physi-
cians per 100,000 population in 1998,48 in 2001 South
Africa’s high commissioner to Canada reported that
South Africa needs an additional 3,000 physicians.49

The following are health personnel statistics for many
of the countries in Africa most heavily affected by
HIV/AIDS. Except where otherwise noted, the figures
for physicians are the latest available statistics (1990-
2002) from the UN Development Programme (UNDP),50

and the figures for nurses are the latest available from
WHO.51 As WHO states when providing its estimates,
accurate figures are extremely difficult to obtain, so they
should be taken as approximate. Also, the figures for
health professionals do not necessarily reflect the emi-
gration of health professionals or the fact that some peo-
ple are certified health professionals but not practicing,
so some figures might overstate the number of health
professionals actually practicing in the country. The fig-
ures may also be misleading in that illness, family care-

taking responsibilities, additional jobs to supplement
income, and other factors prevent many health profes-
sionals from working full time.

By comparison, the numbers of nurses in European
countries (and the United States) typically range from
several hundred to well over 1,000 per 100,000 popula-
tion.57 The Organization for Economic Cooperation and
Development (OECD) countries average about 222
physicians per 100,000 population.58 Even most low-
income countries have significantly more health profes-
sionals, especially physicians, than African countries. In
contrast to the 13 African countries with five or fewer
physicians per 100,000, only one country outside Africa
(Nepal) shares this unhealthy distinction. In the late
1980s, all developing countries had about 71 doctors per
100,000, compared to about nine per 100,000 in sub-
Saharan Africa.59

Another measure of the severity of the shortage of
health personnel in sub-Saharan Africa is the vacancy
rates of established posts in the public health sector. Since

Country
Doctors per 100,000
population

Nurses per 100,000
population

Midwives per 100,000
population

Botswana 26 219.1 (1994) N/A

Democratic 
Republic of Congo

7 44.2 (1996) N/A

Ethiopia 3 N/A N/A

Ghana 6 72.0 (1996) 53.2 (1996)

Kenya 14 90.1 (1995) N/A

Lesotho 7 60.1 (1995) 47.0 (1995)

Malawi52 2.2 (c. 2000) 17.2 (c. 2001) N/A

Namibia 29 168.0 (1997) 116.5 (1997)

Nigeria 19 66.1 (1992) 52.4 (1992)

South Africa 
(public sector)53 27 (1998) 300 (1998)54 N/A

South Africa55

(total)
71.5 (2001) 401.1 (2001) N/A

Tanzania 4 85.2 (1995) 44.8 (1995)

Uganda56 5.6 (c. 2001) 21.1 (c. 1996) 58.8 (c. 1996)

Zambia 7 113.1 (1995) N/A

Zimbabwe 14 128.7 (1995) 28.1 (1995)
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established posts may not reflect real need, these may be
underestimates, and may be based on faculty norms. In
Malawi, only 1,842 of 6,620 (28%) established posts for
nurses are filled, according to a 2003 government sur-
vey.60 The situation has deteriorated since 1998, when
about 47% of nursing posts were filled.61 The 2003
Malawi survey found that in central hospitals, only 9.3%
of specialist posts were filled, including only one of 24
surgeon posts.62 A 1998 survey found that the vacancy
level for specialists in Ghana was 72.9%.63 The public
health sector of South Africa serves 80% of the country’s
population though has only about 38% of the country’s
active physicians and 50% of active nurses.64 In a study
published in 2003, South Africa’s Department of Health
estimated that more than 4,000 physician posts were
unfilled, as were more than 32,000 nursing posts.65 These
unfilled posts represent a significant portion of the
approximately 11,500 physicians and 86,000 nurses
working in the public sector in South Africa.66

Shortages in health management posts can hamper
the ability of health ministries to develop and implement
strategies necessary to improve health services. In
Malawi, the Ministry of Health and Population’s Plan-
ning and Administration units had only three of 11 posts
filled in 2003.67 South Africa’s Eastern Cape Province
has been experiencing a particularly severe shortage in
health management posts, such as medical superintend-
ents, district nursing managers, and professional admin-
istrators. Across the province’s five regions, only 14% to
44% of health professional management posts were
filled in 2002, as were only 17% to 45% of administra-
tive management posts.68

Donor programs can contribute to shortages in cer-
tain skill areas. In Malawi, donor preference for vertical,
single-disease programs, which focus training on clinical
skills, has contributed to the shortage of personnel with
the management skills required to run health systems.
One result is that the “shortfall in managers and admin-
istrative bottlenecks [in Malawi] are a major reason for
the low absorption of donor resources, including that in
aid administration, procurement and financial manage-
ment.”69 Also in Malawi, “It is estimated that there are
less than six people in the civil service who are trained
and specialized in human resource planning.”70 The fact
that there are shortages of civil servants with the skills
needed for aid administration and for human resource
planning points to the urgent need to train more civil
servants in these management skills to ensure that
donors’ funds are effectively used and that sound human
resource policies are developed and implemented.

Those health professionals who are in sub-Saharan
Africa are often unable to conduct full work-weeks prac-
tices. HIV/AIDS not only means that many health work-
ers are dying, but also that they need to care for family

members with HIV/AIDS, to attend funerals, and to tend
to their own health needs. An assessment of laboratory
staff in Malawi found that because of these factors, the
average laboratory technician worked 23.8 hours per
week, not the expected 44 hours per week.71 Further,
many public sector health professionals supplement their
income with private sector work.72 To the extent that
some of this private work is conducted during public sec-
tor working hours, the size of the public health work-
force is effectively diminished.

Shortage in rural areas and other poor districts 
Health professional shortages are the most severe, by far,
in rural and other poor areas. In 1981, WHO observed,
“In many countries, there are ten times as many people
for every doctor in rural areas as there are in metropoli-
tan areas.”73 The manifold inequities between urban and
rural health care have persisted.

A 1989 census in Kenya revealed that while Nairobi
had 688 health care workers per 100,000 population,
the sparsely populated, primarily rural North-Eastern
Province had only 138 health care workers per 100,000
population.74 In the early 1990s in Southern Africa, the
richest districts had about twice the number of nurses,
more than six times the number of doctors, and 11 times
the number of pharmacists as the poorest districts.75 In
Malawi, 96.6% of clinical officers are in urban health
facilities, and about 25% of nurses and half of physi-
cians are in Malawi’s four central hospitals. Yet
Malawi’s population is 87% rural.76 About 95% of the
fewer than 100 surgeons in Uganda work in urban
areas.77 In South Africa, a country where 46% of the
population lives in rural areas, only 12% of physicians
and 19% of nurses practice in those rural areas.78 South
Africa’s mostly urban Western Cape and Gauteng
provinces have some 180 physicians per 100,000 popu-
lation, whereas the more rural Northern Province and
Eastern Cape have 21 and 34 physicians per 100,000
population, respectively.79

The primary causes for the rural/urban inequities are
the degraded health infrastructure and less favorable liv-
ing conditions in rural areas. Equipment and buildings
are likely to be in worse state in rural areas,80 and rural
health facilities are less likely to have uninterrupted sup-
plies of clean water and electricity, and are frequently
less well supplied with medicine and equipment than
their urban counterparts.81 Living conditions are also
less favorable, including limited access to clean water
and fewer educational opportunities for the children of
health professionals. In some rural areas, language is a
barrier to practicing. English is widely spoken in urban
areas in Anglophone Africa, but even in Anglophone
countries including Nigeria and Ghana, it is sometimes
not spoken in rural areas.82
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The Scope of Brain Drain
The Southern African NGO Equinet has described the
flow of health personnel that “follow[s] a hierarchy of
‘wealth’ resulting in a global conveyor belt of health per-
sonnel moving from the bottom to the top, and resulting
in a vicious cycle of increasing inequity.”83 The “con-
veyor belt” takes health professionals in rural areas to
urban areas; from primary health facilities to secondary
and tertiary facilities; from public practice to private
practice; from public sector to vertical programs; from
poorer developing countries to wealthier developing
countries, and; from developing countries to developed
countries. This last segment is “brain drain” as the term
is used in this report, though the other health personnel
flows could aptly be described as brain drain as well.

Brain drain can contribute to internal flows of health
professionals and exacerbate the shortages in rural
areas. If recruitment creates vacancies in urban areas,
health professionals from rural areas will have increased
opportunities to practice in more desirable urban posts.
Such interplay between internal and international migra-
tion has occurred in South Africa.84

The degree to which brain drain is responsible for
the shortage of health professionals varies by country
and profession.85 For countries that have lost large por-
tions of their physicians to brain drain — in some
cases, half or more — emigration clearly bears great
responsibility for their doctor shortages. It could be
that the country would still be suffering a shortage of
physicians had those doctors never left. Perhaps it does
not train enough doctors, or quite possibly funds
needed to pay all the physicians would be unavailable.
Urban need might be met absent brain drain, but seri-
ous rural shortages could persist for reasons including
inadequate human resource management and planning
and the same poor living and working conditions that
are central to today’s shortages in rural areas. Similarly,
low salaries and poor conditions at public health facili-
ties might leave the public sector short of health profes-
sionals, even if the health sector as a whole were to
have adequate numbers of them.

The contribution of brain drain to the overall short-
age also varies over time. It has become a much greater
factor in the shortage of nurses over the past decade,
even as AIDS has become an important aspect of the
shortage. Even where the contribution of brain drain to
the overall health professional shortage is small, the con-
tributions of responding in ways this report proposes
could be great. Through responses like strengthening
human resource management, infusing the health system
with funds, and supporting pre-service training, which
are all key measures for countries suffering significant
brain drain, even countries whose shortages are not pri-

marily due to brain drain will gain tools and resources to
address those shortages.

Data from the American Medical Association (AMA)
Physicians Masterfile reveals that 5,334 non-federal
physicians trained in African medical schools were
licensed to practice medicine in the United States in
2002. Most are from Nigeria – 2,158 physicians – and
South Africa – 1,943 physicians. Another 478 physicians
are from Ghanaian medical schools. Other contributing
countries include Ethiopia (257 physicians), Uganda
(153 physicians), and Kenya (93 physicians).86 The
5,334 physicians represent more than 6% of the total
number of African physicians.87

Other statistics that have been reported suggest that
the actual numbers of African physicians who have
migrated to the United States is significantly higher
than the number licensed to practice in the United
States. While these statistics might not be perfectly
accurate, they are suggestive. For example, according
to the 1993 Human Development Report, 21,000
Nigerian physicians were practicing in the United
States.88 The discrepancy between this figure and that
from the AMA can be attributed at least in part to
some health professionals either choosing an aspect of
the profession that does not require a license, such as
public health and research, or an allied profession, or
leaving the health profession altogether. Some may
have returned to Nigeria, though for most physicians,
migration is permanent.89 As another example, the
Ghana Medical Service estimates that 1,200 Ghanaian
physicians are in the United States.90

Other data and estimates further reveal the extent of
brain drain. By one measure, about 50% of medical
school graduates from Ghana emigrate within 4.5 years,
and 75% within 9.5 years.91 During the 1990s, 1,200
physicians were trained in Zimbabwe; only 360 were
still practicing in the country in 2001.92

The South African Medical Association estimates
that at least 5,000 South African doctors have moved
abroad, mostly to the United States, Canada, the
United Kingdom, and Australia.93 The Organisation for
Economic Co-operation and Development (OECD)
places the number of doctors, dentists, veterinarians,
pharmacists and other diagnostic practitioners in these
four countries plus New Zealand at 8,921 in 2001. 94

Along with the nearly 2,000 graduates of South
African medical schools who practice in the United
States, another 1,845 practice in Canada.95 A public
health specialist with Ethiopia’s Ministry of Health has
estimated that about one-third of Ethiopian physicians
trained from 1988 to 2001 have left the country.96

Zambia’s public sector has retained only 50 of the 600
physicians that have been trained in the country’s med-
ical school from approximately 1978 to 1999.97 More
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Malawian doctors are said to be in Manchester, Eng-
land, than in all of Malawi.98

After the United States, the United Kingdom and
Canada are the most common destinations in high-
income countries for African-trained physicians, with
3,451, and 2,151 African-trained physicians reported to
be practicing in United Kingdom and Canada, respec-
tively. The United Kingdom figure includes only physi-
cians who arrived after 1992, so the actual number is
probably significantly higher.99 Other destinations out-
side Africa include Australia, New Zealand, and the
Gulf States.100

Nurses are leaving too. Britain is the major destina-
tion for African nurses. In 2000/2001, 2,093 nurses
from South Africa, Zimbabwe, Nigeria, Ghana, Zambia,
and Kenya registered in the United Kingdom. About half
(1,086) were from South Africa.101 The number nearly
doubled the following year, with 3,552 nurses from these
six countries registering in the United Kingdom,102 then
fell to 3,039 in 2002/2003.103 These nurses represent
part of a larger trend in the United Kingdom of recruit-
ing nurses from abroad, especially from countries out-
side the European Union. The number of nurses
registering in the United Kingdom from outside the
European Union grew from fewer than 2,000 in
1994/1995 to more than 15,000 in 2001/2002.104

By contrast, in 2000, about 437 nurses from sub-Saha-
ran Africa applied for a nursing license in the United
States,105 a slight decrease from the 505 who applied in
1999.106 These figures likely underestimate how many
migrated from sub-Saharan Africa annually, as the nurses
might not take the nurse licensing exam immediately
upon arriving, if at all. Overall, there has been a sharp
swing upward in the number of foreign-trained nurses in
the United States. In 1998, 6% of nurses entering the US
nursing workforce were trained abroad. By 2002, that
proportion had increased to 14%.107

A study of brain drain in Ghana revealed a possible
partial explanation for the different levels of migration
of African nurses to the United States and the United
Kingdom. The nurses preferred the United Kingdom to
the United States because it is easier to register as a nurse
in Britain than in the United States. Ghanaian nurses
cited the need to pass examinations in the United States
(but not the United Kingdom), as well as the higher costs
associated with migrating to the United States, including
airfare and examination costs. 108

The Democratic Nursing Organisation of South
Africa has reported that more than 300 specialist nurses
leave South Africa every month, many never to return.109

Several years ago it was reported that about 300 nurses
leave Zimbabwe yearly, many to the United Kingdom,
but also to neighboring Botswana and South Africa.110

That number is rising. In 2001/2002, 473 Zimbabwean

nurses went to the United Kingdom alone.111 In 2001,
Zimbabwe had nearly 2,000 vacant public sector nurs-
ing posts.112 Ghana currently has only about half the
number of nurses as it had in the mid-1980s.113 In 1999
alone, 328 nurses emigrated from Ghana, at the time
approximately equivalent to the number of nurses
Ghana produced annually.114 (Ghana has since doubled
its annual nurse output.)115 Forty-five nurses from
Malawi registered in the United Kingdom in 2001, up
from a single nurse in 1999.116 While 45 may appear
small, it is a significant loss for a country with only
about 17 nurses per 100,000 population. During the
three year period 1999-2001, 114 of 190 nurses left a
single hospital in Malawi, and “it can be safely assumed
that a significant proportion will have migrated.”117

Swaziland reported losing 29 nurses to the United King-
dom in the single month of April 2004. That is nearly
one-third of all nurses trained in Swaziland each year.118

Nurses are thought to be more likely than physicians
to return to their country of origin after spending sev-
eral years abroad, though views vary. On the one hand,
UK statistics from 1995 reveal that more than half of
foreign nurses left the United Kingdom within three
years, while most foreign nurses who stayed at least
four years were likely to be permanent immigrants.119

On the other hand, a more recent study of foreign
nurses in the United Kingdom found that managers of
health care organizations believed that most nurses
were in the country to stay, noting that many had
brought their families with them and were purchasing
homes.120 One possible explanation for the difference
may lie in the changing composition and number of for-
eign nurses from the mid-1990s to today. For example,
in 1994/5, about one-third of foreign nurses who regis-
tered in the United Kingdom were from European
Union (EU) countries, and the total number who regis-
tered was below 3,000. By contrast, in 2001/2, only
some 1,000 of about 16,000 foreign nurses registering
in the United Kingdom were from EU countries.121

Pharmacists are another set of health professionals
who are emigrating from African countries. This loss is
of particular concern as AIDS treatment scale-up gets
underway, for pharmacists have a key role to play in
treatment. According to South Africa’s national AIDS
treatment strategy, the country will need to increase the
number of pharmacists by 25.4% by 2008, of whom
most will be needed by March 2005.122 Yet the South
African Pharmacy Council reported that 600 pharma-
cists registered in South Africa emigrated in 2001.123

According to one pharmacist in Zimbabwe, that country
“has had a massive brain drain of pharmacists,” many
recruited to Britain. By that pharmacist’s estimation,
only about 20% of pharmacists who have been trained
in Zimbabwe remain in the country.124 In 2002, along
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with 70 physicians and 214 nurses, Ghana lost 77 phar-
macists to other countries.125 The retail giant Wal-Mart
is reported to be recruiting pharmacists from sub-Saha-
ran Africa and India to work in their Canadian stores.126

The impact of the shortage of health personnel 

Health impact
Health systems cannot operate without the people who
run them. As the World Health Organization states,
health personnel are the people “who make health care
happen.”127  Without adequate numbers of health per-
sonnel, both the quality and quantity of health services
that a health system can deliver are reduced, limiting
the number of people able to receive care, and dimin-
ishing the quality of care for those fortunate enough to
receive it.

The most immediately observable effect of having far
too few health personnel is that some health facilities
simply do not have staff, forcing facilities to close and
robbing some people from any meaningful access to
health care.128 This concern is greatest in rural areas,
given the severity of the shortage there and the difficulty
of replacing health personnel who leave their rural posts.
In Mali, the government sought to increase people’s
access to health services by expanding the number of
community health posts, but in January 2001 it was
found that 57% of these posts had closed for lack of per-
sonnel.129 In Zambia, Malawi, and elsewhere, “the con-
struction and refurbishment of health facilities has
outpaced the health system’s ability to staff and maintain
them on a sustainable basis.”130 A report on the emigra-
tion of nurses from South Africa found that 60% of
institutions surveyed had difficultly replacing the nurses
they lost.131

Along with health facilities, pharmacies may close
because of the loss of pharmacists. This can be a particu-
lar burden on the poor because pharmacies may offer
free consultations and may be more accessible than
health facilities. Many pharmacies are reported to have
closed in Zimbabwe.132 The loss of specialists can leave
populations without access to certain forms of care,133 as
when a spinal injuries center in South Africa had to close
because the center’s two anesthetists left for Canada.134

In a continent where psychiatrists are precious few,
Kenya lost more than one-quarter of its psychiatrists to
brain drain, along with almost all of its occupational
therapists.135

The loss of health personnel often will leave a health
facility understaffed, possibly with unqualified person-
nel. Professionals may have to work in fields for which
they have received little or no training because of the
dearth of personnel educated in these disciplines. The

severe shortage of doctors and nurses in rural areas often
leads to health facilities staffed by health personnel who
are trained to treat only uncomplicated conditions.
Patients with more complicated conditions are unlikely
to receive proper care.136 In Malawi, for example, under-
trained staff have been called on to deliver babies, and
ward attendants have had to perform the work of
nurses.137 In Ghana, physician shortages have led to “the
inadvertent employment of non-credentialed individuals
in desperate communities.”138 Inexperienced health per-
sonnel may be promoted to more senior positions to fill
voids created by the shortage of experienced person-
nel.139 A new hospital in Ghana, Volta Regional Hospi-
tal, has to rely primarily on retired physicians and
surgeons,140 who may not be up-to-date in their medical
training. Understaffing increases the workload on those
who remain, reduces quality of care, and contributes to
further health worker attrition. 

Even patients who see physicians face risks generated
by the shortage. Physicians are likely to be overworked,
contributing to fatigue and possibly mistakes.141 Further-
more, health professionals who have many patients will
have less time to spend with each, limiting their ability to
fully probe a patient’s condition, which may lead to a
misdiagnosis and hence inappropriate treatment. A sur-
vey of nurses at a South African hospital found most
believed they were overworked, reducing the quality of
care they could provide. Of those nurses who responded
that they were overworked, “94.8% felt this affected
their own safety and 86.5% felt it affected their sensitiv-
ity towards patients.”142

Frequent departures lead to a high staff turnover rate,
resulting in the loss of institutional memory. Strategies to
combat diseases must be “reinvented time and time
again due to the loss of key health personnel and the
resulting gap in institutional continuity.” As a result,
health personnel spend their precious time developing
strategies that have already been developed.143 The loss
of institutional memory also limits the ability of health
systems to build and refine strategies based on experi-
ence. The quality of supervision may deteriorate, as
supervisors may have to provide clinical services in
understaffed facilities rather than attending to their
supervision duties.144

Health facilities that are understaffed are unlikely to
be able to deliver timely health services, leading to long
waiting times.145 More than a mere inconvenience, long
waits might deter people from seeking medical care at
all. Such waits might also deter people from seeking care
until their condition has progressed to a serious state, at
which point treatment may be less effective than it
would have been earlier. People might also delay seeking
care because of doubts about the quality of care they will

 



receive, the distance to an appropriately staffed health
facility, or rude staff, all of which may be due partially to
the shortage of health professionals.

At a more macro level, health personnel shortages can
prevent a country from scaling up interventions to
achieve certain health goals, including the Millennium
Development Goals.146 According to one World Bank
estimate, “Tanzania and Chad would need to increase
their worker stock three-to-four fold by 2015 to provide
the essential services aligned with the health” Millen-
nium Development Goals.147 The Bulletin of the World
Health Organization reports, “Many decision-makers
readily point to human resource problems as the chief
bottleneck they face in attempting to scale up health sys-
tems.”148 The lack of health workers is a limiting factor
in Botswana’s ability to scale up its AIDS treatment.
Botswana is trying “desperately” to get doctors from
Cuba and China,149 as well as from India.150 The head of
South Africa’s HIV/AIDS program has cited the shortage
of doctors and nurses as a serious obstacle to implement-
ing its national AIDS treatment and care strategy after
the first year.151 In Uganda, Ethiopia, and Nigeria, senior
officials have cited a lack of health personnel as a major
constraint to responding to health challenges.152

AIDS is far from the only disease for which health
worker shortages are having a serious, adverse impact.
For example, 17 of the 22 countries with the most severe
tuberculosis burdens have “reported that their efforts to
reach the 2005 targets are being hampered by staffing
problems.”153 The Global Alliance for Vaccines and
Immunization (GAVI) reports, “Measles immunization
coverage tends to be high when staffing ratios are good,
and low when staffing ratios are poor.” A large majority
of countries without at least 150 qualified health work-
ers per 100,000 population fail to achieve 80% coverage
for measles immunizations, whereas the vast majority of
countries with at least 200 qualified health workers per
100,000 population do achieve this coverage.154 Ghana
health ministry representatives have observed that physi-
cian shortages have led to reduced immunization cover-
age.155 GAVI has acknowledged that the shortage of
health workers must be addressed to meet immunization
coverage targets in a sustainable health system.156 Simi-
larly, a direct relationship exists between high density of
health care workers and low child and infant mortal-
ity.157 An official in Cameroon’s finance ministry has
observed a direct relationship between the country’s
worst health outcomes and regions where the staff short-
ages are greatest.158

If countries prioritize scaling up AIDS treatment and
other AIDS interventions, but do not address their
absolute shortage of health professionals sufficiently,
there may be serious negative consequences. They may
be able to find within their health systems the health

professionals whom they require for scale-up, but only
at great cost to the overall functioning of the health sys-
tem. To meet AIDS treatment targets, health profession-
als might be diverted from other health services,
including critical primary health care interventions, so
that “ambitious targets and plans . . . would be reached
at the expense of other health services.”159 In Malawi, a
major reason that the 970-bed Lilongwe Central Hospi-
tal has a severe shortage of nurses and laboratory techni-
cians is that staff members have left to work on
HIV/AIDS programs sponsored by NGOs and overseas
universities.160

Shortages of health personnel beget further shortages.
The increased workload and decreased morale for those
who remain may lead to burnout, or otherwise reduce
the quality of life for remaining health personnel. Either
result provides them an incentive to either leave the pro-
fession, the public health sector, or the country.161 Lack
of trainers – who, like other health personnel, are
affected by brain drain, AIDS, and other factors con-
tributing to the dearth of health care workers – may limit
the ability of countries to train more health workers.162

This may also harm the quality of that training. Zim-
babwe’s Ministry of Health ordered the University of
Zimbabwe’s medical school to triple the number of
physicians it trains annually, even though the school has
been losing faculty members. Professors fear that the
quality of training will deteriorate as a result.163 The loss
of experienced personnel also reduces the quality of
supervision that new graduates receive.164

Financial loss
While the health effects of this shortage of skilled health
professionals is paramount, the financial losses are also
severe for national health and education systems, which
in many cases are among the world’s most poorly
funded. The vast majority of students in Africa attending
health training institutions attend public schools, where
tuition is paid for primarily or exclusively by the govern-
ment.165 When physicians, nurses, and pharmacists
trained in these institutions leave the country, a signifi-
cant public investment leaves with them.

It has been estimated that developing countries spend
about $500 million annually on training health profes-
sionals who migrate to developed countries.166 In South
Africa, where training a physician costs about $61,000-
97,000 and training a nurse costs about $42,000, the
overall loss to that country for all health professionals
practicing abroad may top $1 billion.167 Training a
physician costs the Nigerian government approximately
$30,000 (in or about 2001), and the Ghanaian govern-
ment some $20,000 (in or about 2000).168

Medical education tends to be more expensive in recip-
ient countries than African countries, so the savings to the
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United States and other high-income nations is even
greater than the loss to African governments. The UN
Conference on Trade and Development (UNCTAD) has
estimated that for every foreign professional acquired,
developed countries save $184,000 in training costs.169

In addition, African countries experience indirect
financial losses from the worsened health outcomes that
result from the shortage of health professionals. Inade-
quate health care, in part attributable to this shortage,
makes a country’s workforce less efficient, and people
are absent from work or less productive while at work
because of health problems. When reduced access to
quality care, insensitive staff, and long waiting times
lead people to delay seeking treatment until their condi-
tions becomes acute, their care typically becomes more
expensive. While these costs are unknown and may be
extraordinarily difficult to calculate, they are likely to be
substantial,170 and add to the financial burden of brain
drain to African countries.

Financial and skill gains
The financial costs of brain drain to African countries
are offset slightly by remittances that health profession-
als who have migrated to high-income countries send
to their family members back home. Remittances
across all immigrant groups to low-income countries
can be quite significant. For example, annual remit-

tances from the Ghanaian diaspora total about $400
million, and are Ghana’s fourth largest source of for-
eign exchange.171 Remittances from health profession-
als are some fraction of the total remittances. The
remittances are doubtless very important at the family
level, but little of this money is likely to return to the
health system or public coffers.

Some health professionals will return to their country
of origin with additional skills and knowledge gained
during their time abroad. Even those who permanently
migrate may return temporarily to contribute their skills,
or may be active in professional networks in the dias-
pora that contribute skills and resources to health sys-
tems in their countries of origin.172

The health professionals themselves also frequently
benefit. They will likely be able to practice in much safer
working conditions, use modern equipment, and no
longer worry about running out of medicines or sup-
plies. They will have more research opportunities and be
better able to keep up-to-date with their profession. The
civil and political rights of the health professionals and
their families may receive greater respect, and their chil-
dren may receive a better education. There are excep-
tions to these benefits. For example, in some cases,
“recruitment agencies are reported to have charged
exorbitant fees, misrepresented employment opportuni-
ties and failed to find employment for their clients.”173
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IV. GUIDING PRINCIPLES FOR ACTION

T
he plan of action offered below is guided by the fol-
lowing 13 principles, which reflect human rights law
and pragmatic concerns. 

1. The primary response to brain drain must be to
redress second-class health systems that reflect
widespread violations of the right to health and
other rights. 
The primary response to brain drain must focus on the
push factors that are driving many African health profes-
sionals from their home countries. They leave because
they refuse to practice in a second-class health system,
where they practice in unsafe conditions, where they
cannot begin to meet the needs of their patients and
where their salaries may not enable them to meet their
own needs. In other words, they want a good job, which
entails living and practicing in an environment where
their rights and their patients’ rights will be respected.
An attempt to redress brain drain without focusing on
the second-class nature of health systems would not only
be responding with a blind eye to widespread and sys-
tematic human rights violations, but would also require
a level of coercion that seems bound to fail. Health pro-
fessionals should decide to stay because they can func-
tion effectively and safely. 

2. The response must include significantly
increased funding to the health sector from domes-
tic and international sources, including debt relief.
As a matter of human rights law, equity, and pragmatics,
health systems in Africa must receive far greater
resources, which should come from more significant
national health spending, increased assistance from
international donors, and greater debt relief. Those set-
ting funding priorities must not wait for economies to
grow before making these health system investments.
Investments in health will promote that economic
growth.

Domestic resources 
Certain relatively low-cost steps, such as improved
human resources management policies, are both possible
and imperative. The more efficient use of funds currently
available would also help improve health systems. How-
ever, other improvements to health systems will require
significant increases in health spending.

At present, sub-Saharan Africa’s health systems are
dramatically under-funded. The US State Department
reports that “overall public health spending is less than
US$10 per capita for most African countries.”174 The
Commission on Macroeconomics and Health, in its
report to WHO, stated that the unweighted average of
public health spending in 1997 for least developed
countries (LDCs) was $6 per person. Including private
spending and $2.29 per person in donor spending, these
48 LDCs, most of which are in sub-Saharan Africa,
spent only about $11 per person on health. Total health
spending in other low income countries was $23 per
person in 1997. 

By contrast, the Commission found that a minimum
health care package costs $34, excluding the cost of
such categories of health spending as tertiary care,
emergency care, and family planning beyond the first
year after birth. Other recent estimates of minimum
health spending requirements are $45 (excluding initial
capital costs for physical infrastructure) and $36 (for
least developed countries).175 Significant increases in
both domestic health spending and international assis-
tance are required. The Commission on Macroeconom-
ics and Health urges low-income countries to increase
their health spending by $35 billion by 2007 and $63
billion by 2015 in order to meet minimum health
needs.176

State obligations under the International Covenant on
Economic, Social and Cultural Rights (ICESCR) require
increased health spending. The right to health is guaran-
teed by article 12 of the ICESCR, which recognizes “the
right of everyone to the enjoyment of the highest attain-
able standard of physical and mental health.”177 The
treaty requires states that have ratified it to “take steps .
. . to the maximum of its available resources, with a view
to achieving progressively the full realization of the
rights recognized in the” ICESCR.178 As explained by the
Committee on Economic, Social and Cultural Rights,
which monitors compliance with the ICESCR, the ques-
tion of whether a state is spending the “maximum of its
available resources” is, essentially, whether the state uses
“every effort . . . to use all available resources . . . in
order to satisfy, as a matter of priority,” its obligations.
This explanation of the maximum resource requirement
indicates the high level of scrutiny required of a state’s
resource allocation.179
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In April 2001 at a summit in Abuja, Nigeria, the
heads of state and government of the members of the
Organization of African Unity (now the African Union)
pledged to devote 15% of their annual budgets to
improving the health sector.180 African countries should
rapidly increase their health sector spending to at least
15% of their government budgets, in line with the Abuja
Declaration. This may require hard choices; budgets
have other priority areas as well, such as education. The
budgets must be formed, however, with the recognition
that health is a top priority.

International resources 
African countries will require significant external fund-
ing in order to create health systems that enable health
professionals to do their jobs and meet their people’s
right to the highest attainable standard of health. The
Commission on Macroeconomics and Health urges
donors to contribute an additional $22 billion by 2007
and $31 billion by 2015 to the health sectors of low-
income countries in order to deliver a minimum package
of essential health care interventions.181 In October
1970, the UN General Assembly set an official develop-
ment assistance target of 0.7% of donor GNP.182 This
target has since been frequently reaffirmed, including in
the Declaration of Commitment on HIV/AIDS, adopted
at the UN General Assembly Special Session on
HIV/AIDS.183 In 2003, official development assistance
was $68.5 billion, or 0.25% of gross national income,
little more than one-third the standard. Official develop-
ment assistance in 2003 from the United States was
$15.8 billion, or 0.14% of gross national income, only
one-fifth of the standard.184

Debt relief 
Many sub-Saharan African countries have had their
health and other public sector spending constrained by
large external debts, primarily to Western nations and
international financial institutions. Funds to service
these debts have consumed large portions of government
budgets in many African nations, reducing the money
available for health and other social spending.185 The sit-
uation has improved moderately since the Heavily
Indebted Poor Country (HIPC) debt relief initiative in
1996, and more recently, the Enhanced HIPC initiative
in 1999. Much more extensive debt relief is required,
however, and more countries must be included in a new
debt relief initiative. 

Even after the Enhanced HIPC Initiative, many sub-
Saharan nations are still paying large sums to wealthy
creditors. All told, sub-Saharan nations paid $15.2 bil-
lion in debt service to wealthy nations in 1998.186 After
falling to $12.3 billion in 2000, in 2001 $14.5 billion in

debt service flowed from sub-Saharan Africa to wealthy
multilateral, bilateral, and private creditors.187 Malawi
paid $95 million in debt service in 2001,188 and in 2000,
Zambia paid $329 million in debt service.189 Many sub-
Saharan nations continue to spend more on debt service
than on health. For example, in 1999/2000, Tanzania
spent more than two-and-a-half times as much money
financing its debt as it spent financing health care.190

Zambia’s debt service in 1999 was nearly four times its
health spending the previous year,191 and in 2000, Nige-
ria paid $1.8 billion in debt service, but spent less than
$200 million on health.192 In 2001, Nigeria paid about
$2.1 billion in debt service.193 The fourteen countries
that have been designated focus countries as part of the
$15 billion, 5-year US bilateral AIDS initiative collec-
tively paid $9.1 billion in debt service in 2001, or triple
their expected average annual receipts in AIDS funding
from the United States.194

Much deeper debt relief, which may be connected to a
commitment to spend the savings on health, education,
and other social sectors, is therefore a critical way of
increasing health sector funding for African and other
developing countries.

Investments in health promote economic 
development 
The WHO Commission on Macroeconomics and Health
has demonstrated the tremendous positive impact that
substantially increased investments in health would have
on economic development. Using the uncontroversial
points that only people who are alive can contribute to
economic growth, and that people who are healthy con-
tribute to the economy more than people who are ill, the
Commission calculated that if the donors and low-
income countries make the investments in health that it
recommended, the economic benefits to low-income
countries would be quite substantial: “The direct eco-
nomic benefit . . . would be $186 billion per year, and
plausibly several times that. Economic growth would
also accelerate, [which] would help to break the poverty
trap that has blocked economic growth in high-mortality
low-income countries. This would add tens or hundreds
of billions of dollars more per year through increased per
capita incomes.”195 Indeed, the Commission stated,
“Combining the valuation of lives saved plus faster eco-
nomic growth suggests economic benefits of at least
$360 billion per year during 2015–2020, and possibly
much larger.”196 Governments must view investments in
health as central to their economic development strate-
gies, and international financial institutions must ensure
that promoting health figures prominently in their
strategies.
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3. Low-income countries that are the source of
health professionals who migrate to wealthy
nations should be reimbursed by those nations.197

The flow of health professionals from low- to high-
income countries has been referred to as “reverse foreign
aid.”198 Rather than high-income countries transferring
resources to help improve health systems in low-income
countries, the poorer countries are transferring resources
– health professionals trained with public dollars – to
richer countries. Because of the expense of training
health professionals, this represents a significant eco-
nomic loss to the health and education sectors of poor
countries.199 People’s health in low-income countries suf-
fers as a result. Meanwhile, migration significantly bene-
fits wealthy countries by saving them training costs and
helping them meet their health needs, especially those of
underserved rural and inner-city populations. Based on
the demands of equity, wealthy nations should not
accept this benefit without reimbursing the countries of
origin for their loss.

One critic of reimbursement points out that Ethiopi-
ans, the subject of his discussion, mostly come to the
United States of their own initiative, and have not been
recruited.200 The distinction has merit. As will be
explained below, recruitment of health professionals
from countries experiencing severe shortages violates
international law. Reimbursement could be considered a
form of redress. 

However, the justification for reimbursement goes
beyond remedying the wrong of recruitment. Whether or
not the health professional is recruited, the high-income
country benefits, the low-income country is harmed, and
the equity demands remain. Moreover, even absent
recruitment, the failure of many high-income countries
to meet their own needs for health professionals, their
promotion of economic policies that have limited the
ability of low-income countries to invest in their health
systems, and insufficient foreign assistance combine to
place partial responsibility on wealthy nations for the
migration even of health professionals who leave
through their own initiative.

Some observers dismiss the notion of reimbursement,
pointing out that governments are at fault for brain
drain. Critics say that health professionals are leaving
because of human rights violations and corruption, and
the governments should not be rewarded for their own
poor behavior.201 Reimbursement, however, is not aimed
at rewarding governments. Its purpose is to benefit the
people by improving their health. Reimbursement strate-
gies must reflect this goal.

4. Solutions to brain drain must be locally deter-
mined, with participation from representatives of

poor and rural communities, health care workers,
and civil society.
While there are many ways to address brain drain, the
precise mix of priorities and details of the strategies will
vary by country, within country, and even by health
facility. Countries and districts should have the flexibil-
ity through foreign assistance to effectively recruit and
retain health professionals, as well as to meet their other
health needs. Placing significant authority in local hands
will also help assure local buy-in to the policies and cre-
ate a local stake in their success. It may even be appro-
priate to devolve some decision-making authority to the
level of individual health facilities. 

The decision-making should be participatory. Health
professionals must participate in this decision-making to
ensure that it appropriately reflects their needs. Repre-
sentatives of underserved communities and NGOs must
also participate in these decisions so that the priorities
and policies will not only help keep health professionals
in low-income countries, but also will help meet the
needs of these communities. NGO participation is also
important as NGOs may have an important role over-
seeing the implementation of the strategies decided
upon.

5. Foreign assistance must be structured to pro-
mote and enable sound policies on human
resources for health.
Foreign assistance provided to support human resources
for health should be guided by the principle of locally-
determined solutions. This might involve a “menu”
approach to a foreign assistance program, making funds
available for the numerous uses that could help reduce
the emigration of health professionals and could support
health workers who practice in rural and other under-
served areas. It would then be for local processes, as
described in the preceding principle, to determine priori-
ties for the funding and its nature, such as how much
salaries for health care workers should increase. There
may be exceptions to this rule, perhaps because a
national process is not representative and some voices
are not heard. And it may be appropriate to designate a
certain proportion to meeting the needs of rural health
workers, whose needs tend to be particularly great and
yet unmet by the political process.

For foreign assistance to address human resources for
health, at least three common donor practices must
change. First, assistance must be provided for building
health systems, including human resources and basic pri-
mary health care, not only for disease-specific programs,
as donors tend to prefer. When donors do provide assis-
tance to disease-specific programs, they must do so with
recognition of the impact that assistance will have on the
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health system as a whole. Assistance for health systems
should include support not only for clinical skills, but
also such areas as health system planning and manage-
ment, logistical support, and information systems.

Second, donors must be more willing to fund recur-
rent costs, including salaries and benefits. Donors tradi-
tionally view these as costs to be borne by the
low-income country government, and may even have
regulations or laws that prohibit the use of assistance to
increase salaries of government sector employees.202 Yet
in many countries, a key intervention to reducing brain
drain will be increasing salaries for health professionals.
Other forms of recurrent spending, such as operating
budgets for health training institutions or health facili-
ties, might also prove important. And third, donors must
shift some of the funds they provide for in-service train-
ing to pre-service training and direct salary support. 

The flow of aid from foreign donors should be pre-
dictable so that recipients can effectively incorporate
the money into their planning processes. Also, donors
must ensure that their assistance supplements, rather
than displaces, the domestic budget for the health min-
istry (or for funds for pre-service training, possibly the
education ministry).

6. Brain drain response must address the unequal
distribution of health professionals within coun-
tries, including particularly severe shortages in
rural areas.
The response to brain drain cannot be separated from
broader efforts to address inequities within source coun-
tries, especially with respect to the dearth of health pro-
fessionals in many rural areas. In part, this is simply
common sense. The main problem with brain drain is
that it causes a shortage of health professionals in many
African countries. It would be anomalous to respond to
the shortages caused by brain drain at a nationwide level
– where there might be, for example, 10 physicians per
100,000 population – while ignoring the tremendous
shortages of health professionals in certain areas of the
country, where there might be only one physician per
100,000 population. Further, because vacancies in urban
areas tend to be filled by health personnel from rural
areas, the people who live in the most rural areas will be
most affected by brain drain, even when the health per-
sonnel who emigrate are from urban areas.203

The need to address internal inequities is also required
by practical considerations and human rights law. Poli-
cies that a country implements in response to brain drain
will often affect the internal distribution of health person-
nel, for better or worse. Human rights law – along with
basic principles of equity – requires that the policies be
implemented in ways that will help equalize the internal
distribution of health personnel. Human rights law

strongly favors measures that protect the poor and other
vulnerable populations. Thus, a rights-based response to
brain drain will take special care to achieve minimum
standards for all. This requires addressing the most severe
shortage of health professionals within a country to
ensure that vulnerable and socially disadvantaged popu-
lations have access to trained health personnel.

One example of the connection between the response
to brain drain and the internal distribution of health per-
sonnel is the determination of which health facilities
receive priority in investments in medicines, protective
gear, equipment, facility rehabilitation, and other forms
of health infrastructure. These investments, an impor-
tant part of the response to brain drain, could exacerbate
internal inequities if urban centers are prioritized or help
ease the inequities if rural clinics and hospitals are prior-
itized. If a country institutes a policy to increase salaries
for health workers, or if donors fund such a policy, poli-
cymakers will have to decide whether or not to include
in that system special incentives for health workers who
choose to work in rural or other underserved areas. If
curricula in health training institutions are revised to be
more consistent with the actual conditions that gradu-
ates will face when they begin their practice, how much
will conditions in rural areas be taken into account in
the revised curricula? For these and other reasons, the
internal distribution of health professionals must be fac-
tored into the response to brain drain.

7. The rights of health professionals and their
desire to seek a better life must be respected within
the constraints and demands of the global public
health crisis.
Health professionals in Africa, like everyone, have a
right to seek a better life for themselves and their fami-
lies.204 This principle is widely recognized. For example,
the Commonwealth Code of Practice for International
Recruitment of Health Workers states, “The Code is sen-
sitive to . . . the migratory rights of individual health
professionals. The Code does not propose that govern-
ments should limit or hinder the freedom of individuals
to choose where they wish to live and work.”205 Litera-
ture on brain drain sounds a similar theme, well repre-
sented by the following quotation from an independent
report funded by WHO, the International Council of
Nurses, and the Royal College of Nursing in the United
Kingdom: “Any policy response should be based on the
recognition that every individual should have the right
and freedom to move to improve their life and the con-
tribution they can make to other lives.”206

The human rights of health professionals and their
families are at stake. Along with the right “to the contin-
uous improvement of living conditions,”207 migration
may be necessary for health professionals to work in a
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safe environment, and to live in a democratic country
that respects their civil, political, and other rights.
Health professionals whose wages so meager that they
are unable to feed their families or send their children to
school may view migration as a way to secure a decent
standard of living or education for all their children.208

Migration may well enable these health professionals
and their families to enjoy their human rights more fully
than they would back home. 

Yet the health consequences of brain drain are enor-
mous. The rights of health professionals come into con-
flict with the right to the highest attainable standard of
health of people in their home countries. The right to
health is served by health professionals staying put, even
if their own rights may be best served through emigra-
tion. This tension requires a response that recognizes
everyone’s rights, and where the conflict arises, that
strikes a just balance. This balance will be best achieved
when policies that make it more difficult for health pro-
fessionals to emigrate, such as restrictions on recruit-
ment, are implemented in the context of improving
working conditions, fairer salaries, and other advances
in health professionals’ ability to enjoy their rights.
Health professionals who remain in their home countries
should be able to enjoy their human rights.

8. Countries must adhere to ethical recruitment
principles, including not recruiting from develop-
ing countries without an agreement.
An emerging consensus is forming that developed coun-
tries should not recruit health professionals from devel-
oping countries absent an agreement.209 A voluntary
code of practice from 2001 that is meant to govern the
behavior of the United Kingdom’s National Health Ser-
vice (NHS) bans recruitment from 154 developing coun-
tries, unless the developing country’s government has
specifically consented to recruitment.210 The Common-
wealth Code of Practice “discourage[s] the targeted
recruitment of health workers from countries which are
themselves experiencing shortages.”211 The World Rural
Health Conference adopted the Melbourne Manifesto in
2002. The Manifesto urges that any country planning to
recruit health professionals from abroad should develop
a Memorandum of Understanding (MOU) with the
country from which it intends to recruit, and only recruit
when and how the MOU permits. The Manifesto “aims
to . . . discourage activities which could harm any coun-
try’s health care system.”212 The American Nurses Asso-
ciation “condemns the practice of recruiting nurses from
countries with their own nursing shortage.”213

Equity and human rights concerns militate against
wealthy countries recruiting health professionals from
poorer nations, absent agreement. While many wealthy
nations have shortages of health professionals, these

shortages pale in comparison to those of many sub-Saha-
ran nations. Wealthy nations’ recruitment of health pro-
fessionals from poor countries with health professional
shortages themselves, shortages that are more harmful
than those in high-income countries, is inequitable. Fur-
ther, wealthy nations frequently have better infrastruc-
ture to address these shortages, such as more health
training institutions, schools that are better-equipped
and staffed than those in resource-poor countries.
Recruitment from countries struggling to meet their own
health needs also wrongfully interferes with the right to
health of the people of those low-income countries. 

Since there may be cases when recruitment could be
mutually beneficial, such as short-term transfer of health
personnel from low- to high-income countries where
they can gain useful skills for their practice back home,
recruitment founded on agreement between the source
and receiving countries should be permitted.

9. High-income countries must address their own
inadequate production and retention of health
professionals.
The United States and other wealthy countries are facing
serious and deepening shortages of trained health work-
ers, especially in rural areas. Inadequate production and
poor working conditions are among the reasons for
these shortages. The relative dearth of health profession-
als in wealthy countries is driving the recruitment of for-
eign health professionals to help fill the gap. It also
ensures availability of positions for health professionals
from abroad who seek positions in the health system of
wealthy nations. High-income countries must address
these shortages. Brain drain is likely to persist so long as
significant shortages of health professionals in high-
income countries remain. Even if ethical recruitment and
investments in African health systems were to signifi-
cantly reduce brain drain, failure to address these short-
ages would have the unjust result of rural dwellers and
inner-city residents in high-income countries, for whom
foreign health professionals are most important, bearing
the brunt of the shortages.

10. Measures to promote macroeconomic policy
aims must be consistent with human rights.
A central goal of finance ministries and international
financial institutions such as the International Monetary
Fund (IMF) is to encourage growth, an important reason
being that, the IMF reports, “economic growth is the
most significant single factor that contributes to poverty
reduction.”214 A significant component of efforts to pro-
mote growth is achieving a stable macroeconomic envi-
ronment, including low fiscal deficits, low inflation, and
a stable currency exchange rate. A stable macroeco-
nomic environment and the growth it is meant to
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encourage are important aims. However, these policies
can have damaging effects. The policies tend to include
explicit limits on overall government expenditure, which
in turn lead to national government-determined ceilings
on spending for different sectors, including the health
sector. The policies may also result in limitations on the
public sector health personnel wage bill, which may
restrict pay available to public sector health profession-
als or result in a hiring freeze. 
These ceilings potentially limit funds available to the
health sector (countries might not have chosen or been
able to spend more than the ceiling level even in the
absence of any ceiling). This can harm efforts to recruit
and retain health professionals, thus contributing to
their shortage, with the attendant negative impact on
health. The macroeconomic policies can therefore inter-
fere with states’ efforts to meet their right to health obli-
gations. The policies also artificially place certain
resources out of reach of the states, preventing them
from spending “the maximum of its available resources,
with a view to achieving progressively the full realization
of the” right to the highest attainable standard of health.

It is possible that macroeconomic effects of a country
spending substantially more than an overall budget ceil-
ing permits to allow increased health spending would be
of such a nature that the spending would end up harm-
ing people’s human rights more than it would promote
them. The same applies to other social sectors, such as
education. These limitations should be permitted only if
it can be clearly demonstrated that the macroeconomic
effects of the social spending beyond the ceilings would
damage human rights more than the increased spending
would advance them. Given the clear harm that health
sector ceilings cause to the right to health, there must be
a strong presumption against the justifiability of policies
that limit overall spending, including social sectors, or
directly limiting social sector spending. Such limitations
could only be justified if every effort is made to find if
alternative methods are exhausted.215

11. Along with increasing retention of skilled
health workers, more health professionals must be
recruited and trained.
Addressing brain drain requires retaining health care
workers, but given the severity of the shortage, it is not

enough that low-income countries retain current health
care workers. It is critical that large numbers of new
health professionals be trained. Therefore, the response
to brain drain must include measures to increase training
capacity of medical, nursing, and other health training
institutions. Low-income countries must also provide
training to sufficient numbers of support staff, such as
security guards and administrative workers.

12. Capacity-building for health sector human
resources management should be a priority.
High priority should be given to enhancing national
capacity for human resources management in the health
sector. Ensuring that those involved in management have
the skills, tools, motivation, time, and other resources
they require to perform their work is necessary (though
not sufficient) to create an environment in which health
professionals can be satisfied with their work. Good
management is necessary to develop, implement, and
enforce a rational salary structure, policies to promote
more equal distribution of health staff, clear and appro-
priate job descriptions, the ability to respond to health
worker feedback, timely payment to health workers, and
more. Solid human resources for health management
will help ensure that foreign assistance is being invested
in a sound policy environment, making that assistance
more effective. 

13. Members of the African health professional
diaspora can make an important contribution to
health care in Africa.
For countries that have suffered significantly from brain
drain, the numbers of health professionals abroad can
equal – or even exceed – those in the country. They
therefore have the potential to substantially affect the
health services in their home countries. Networks of
health professionals, such as the Ethiopian North Amer-
ican Health Professionals and the Association of Niger-
ian Physicians in America, and organizations in wealthy
nations, such as Africa’s Brain Gain, Inc., have the
important goal to support health care in Africa.216 Their
activities to do so should be encouraged and supported.
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V. PLAN OF ACTION: RESPONDING TO BRAIN DRAIN

S
teps are needed to address both “push” and “pull”
factors related to brain drain. Push factors encourage
health professionals to leave their countries and

include need for increased salaries, safer working condi-
tions, better human resources for health management
policies, improved health care infrastructure, and
enhanced professional development opportunities. Pull
factors draw health professionals to other countries, and
include the shortages of health professionals in and their
recruitment to high-income countries.

To fully address the push and pull factors the response
to brain drain and the resulting human resource crisis
requires additional steps. Human resource planning and
management capacity must be enhanced. More health
workers, both health professionals and other cadres of
personnel, must be trained, and the training institutions
losing staff to brain drain must be supported. The needs
of the areas that suffer most from the crisis, primarily
rural areas, require special support. And economic poli-
cies that result in limits on the numbers and salaries of
health workers must be addressed.

Ideally, factors beyond the purview of health systems
and the scope of this report would also be addressed as
part of a comprehensive response to brain drain. They,
too, help drive away health professionals. These include
crime and insecurity,217 the desire to provide good educa-
tion for their children,218 poor governance, conflicts,
political instability, lack of democracy, lack of develop-
ment, corruption, poor human rights practices, arbitrary
arrests, intolerance of political dissent, lack of academic
freedom, and favoritism based on ethnicity.219

PHR proposes the following plan of action to help
step the outflow of health professionals from Africa and
more generally to nourish the human resources for
health in Africa.

A. PUSH FACTORS
Although discussed below largely in the context of brain
drain, many of these push factors are also driving health
professionals from rural to urban areas, from the public
to the private sector, and at times out of the profession
altogether. They may also discourage people from enter-
ing the health sector in the first place. 

Salaries and benefits
Low salaries is widely recognized as one of the most sig-
nificant push factors driving health professionals from
low-income countries,220 though its significance varies
by country and by health profession. The director of pol-
icy and planning for Ghana’s health service, Dr. Frank
Nyonator, mentioned poor pay as one of the two main
reasons that health workers want to leave low-income
countries.221 A survey of 20 nurses who left Malawi cited
low pay more frequently than any other reason as the
cause for leaving.222 It is possible, though, that if other
factors are strong enough, such as unsafe working condi-
tions or a dysfunctional health system, significant
increases in salaries might have little effect on emigra-
tion. This appears to be the case in Botswana, as “very
significant raises in allowances for nurses in Botswana
seem to have been to little effect.”223

Differences in salaries between the public and private
sectors are likely the most important reason that health
professionals leave the public health sector for the pri-
vate sector. In Zimbabwe, nurses who make this transi-
tion will receive an immediate 40% pay increase upon
joining the private sector.224 A private sector physician in
Kenya tells of how he left the public sector when he
found his salary too low to pay for the education of all
his children.225

Salaries vary significantly within sub-Saharan Africa,
as well as across health professions. For example, an
EQUINET survey of salaries for junior doctors in several
sub-Saharan countries found a range of $50 per month
in Sierra Leone to $1242 in South Africa.226 General
practitioner doctors in Ghana receive about triple the
pay of nurses, about $575 compared to $172.227 A
Kenyan nurse reports that nurse salaries are only $70 per
month in her country,228 whereas physician salaries in
Kenya presently begin at about $500 per month.229

Salaries might be so low that they deny health profes-
sionals even a basic living wage. The World Bank’s land-
mark report in 1994, Better Health in Africa: Experience
and Lessons Learned, reported that salaries for health
workers, particularly the lowest grades, had fallen in the
1970s and 1980s to levels that were “too little to sup-
port even a small family.”230 In Zimbabwe, recent hyper-
inflation has overtaken wages to the point where health
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professionals have reportedly been robbed of the ability
to afford even a basic living.231 As a new doctor working
at a hospital in Zimbabwe stated, “‘We are paid so little
that all of us in the medical profession think about going
overseas . . . . I don’t want to go, but I want to work in
modern conditions. I want to be paid enough to support
my family. That means I must go to Britain, or maybe
Australia.’”232 An NGO network on structural adjust-
ment reports that in Uganda, “Salaries continue to fall
short of a living wage, leading to low morale and poor
quality of services as employees engage in other activities
to supplement their low income.”233

Indeed, inadequate wages lead many public sector
health care workers to supplement their income in ways
that may damage the public health sector.234 Health care
workers might charge patients informal fees which, like
official user fees, are barriers to health care for the poor.
The degree and prevalence of such fees vary tremen-
dously by country and within countries. Many public
sector health workers also have private sector employ-
ment. Public health care workers may spend consider-
able amounts of time when they are supposed to be
staffing public health facilities engaged in other income-
generating activities like providing treatment from home
or working in (or even owning) private clinics or drug
shops. As a result, public health clinics may be staffed
only several hours per day.235

Even health workers able to meet their current finan-
cial needs may be worried about their future, particu-
larly their financial security and their children’s
education. According to the President of the Ghana
Medical Association, Dr. Jacob Plange-Rhule, “The cur-
rent situation does not allow them to make adequate
savings and really it does not assure any future security.
So people are leaving to earn adequate monies to put
some away into proper pension schemes . . . .”236 A Zim-
babwean physician has also cited the importance of a
viable pension scheme,237 and a study in Ghana found
that “saving money for housing and sustenance for
retirement” was an important motivating factor for
health professionals to emigrate.238 Health professionals
may want enough money to be able to send their chil-
dren to private education if the public education system
is of low quality,239 and to be able to purchase a house
and a car.240

Recommendations

1. Donors should assist African countries to
increase salary and benefits for health professionals
While health professionals in high-income countries
often receive salaries many times greater than their coun-
terparts in low-income countries, increased salaries can
have a significant impact without eliminating the differ-

ences between high- and low-income countries entirely.
This is important, as the differences are large. For exam-
ple, Dr. Marko Vujicic, an economist at WHO, reports
that nurses in Australia and Canada receive 25 times the
wages of nurses in Zambia, 14 times the wages of nurses
in Ghana, and about twice the wages of nurses in South
Africa. Differences are similar for physicians.241

Yet the cost of living is significantly higher in devel-
oped countries, so health professionals in low-income
countries can achieve a comparable standard of living
on a lower salary. Health professionals may also be
able to meet their primary financial concerns, such as
being able to afford a good education for their chil-
dren, with a far lower infusion of resources than would
be required to equalize salaries with their counterparts
in high-income countries. Therefore, while the appro-
priate salary and benefits package will vary by and
even within a country, it is appropriate to state that as
a general rule, “For a large number of health workers
who currently earn moderate or inadequate salaries,
improved remuneration within conceivable limits could
make a big difference.”242 Along with keeping health
professionals in the country, improved salary and bene-
fits for public sector health workers should encourage
them to remain in the public sector. 

African countries have begun to recognize that they
must increase salary and benefits for their health profes-
sionals in order to recruit and retain them in the public
health sector. Kenya’s health minister, Charity Ngilu,
stated in May 2003, “Only when we offered to pay
[public sector physicians] a little more . . . were [we] able
to raise that number [of public sector physicians from
600] to 1,200.”243 Kenya doubled its salaries for starting
physicians from approximately $250 to $500 in July
2002. The higher salaries have even drawn some physi-
cians back to the public sector from the private sector,
though in many cases, these are physicians whose private
practices were failing. Salaries remain several times
higher in the private sector. It is unlikely that the dou-
bling of public sector physicians is due entirely to the
wage increase, as the change was quite recent. Kenya’s
medical schools had doubled their intake several years
earlier, and had begun to graduate more physicians, a
probable source of part of the increase.244

Ghana has created a system, Additional Duty Hours
Allowance (ADHA), to provide extra pay to health pro-
fessionals beyond normal working hours (160 hours per
month). Significantly, this is slowing the emigration of
physicians, though possibly less than it had been when
first implemented in December 1999.245 The medical
director of the teaching hospital in Ghana’s capital,
Accra, attributed an increase of his physician staff from
380 to 430 over a four year period to the ADHA.246

Also, Nigeria has recently created a Medical Special
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Scale to enable physicians to receive higher pay than
other civil servants.247

Although these examples demonstrate some ability of
countries to increase salary and benefits through their
own resources, they will frequently require assistance to
be effective in recruiting and retaining sufficient num-
bers of health professionals. For example, Malawi
sought $110 million “for salary restructuring to enhance
retention of health personnel” as part of its seven year
comprehensive HIV/AIDS management strategy.248

However, donors rejected significant salary increases for
health workers because of the overall pressure this
would place on Malawi’s budget.249

African countries must examine whether increased
pay is necessary to help recruit and retain health profes-
sionals, as Malawi, Ghana, and other countries have
done. Donors should provide funds to enable low-
income countries to increase salary and benefits for
health professionals.

Increased remuneration might be provided through
increased salaries, as done in countries such as Ghana
and Kenya. Other countries have taken different, or sup-
plemental, approaches. Zambia introduced a housing
allowance for its civil servants.250 Ghana, in addition to
the ADHA, has provided 368 cars to health profession-
als over the past five years, and established a revolving
fund to support health professionals. The fund had $3
million as of October 2003, but had yet to start operat-
ing.251 Ghana’s government also plans on spending $10
million to build affordable housing for medical
staff.252Uganda has begun to provide a lunch allowance
to health workers.253 Other benefits could include health
insurance and paid sick days.

Another alternative is to make the increased pay at
least partially performance-based. The NGO Médecins
Sans Frontières bases monthly payment of an incentive
to health workers in Thyolo District in Malawi on a
joint performance review conducted by district and MSF
health managers using a common checklist. The amount
of the incentive payments can vary, typically adding
about 10% of the health workers’ government salary.254

2. Additional remuneration should be increased
within the context of fair salary structures
In a context where most or all health professionals are
under-paid, countries must be attuned to the need to
treat all cadres of health professionals fairly when
strengthening salary and benefits packages. Ghana failed
to do this when designing the ADHA. While the ADHA
reportedly has positively affected the retention of physi-
cians, it has had the opposite impact on nurses. The pay
increase that nurses received was far enough below that
of physicians that the ADHA has actually de-motivated
Ghanaian nurses and significantly increased the number

of nurses seeking to leave the country.255

Ghana’s experience is not the only one warning coun-
tries of the importance of ensuring that all health cadres
feel – and in fact are – respected. In 2002 in Zimbabwe,
laboratory technicians, pharmacists, physiotherapists,
and paramedics went on strike to demand a fair salary
structure and standardized grading system. Earlier that
year, junior doctors at government hospitals went on
strike with similar grievances.256 The previous year, Zim-
babwean doctors had gone on strike because the govern-
ment gave only junior doctors on-call allowances (the
government responded by providing all doctors the
allowance).257 Nurses at Groote Schuur Hospital in
South Africa went on strike because a government initia-
tive to provide a 10% salary increase to nurses with
“scarce skills” (compared to 15% for doctors with
“scarce skills”) covered only nurses with skills in three
areas – intensive care, operating theater, and oncology –
even though there is a shortage of all nursing skills.258

Along with increasing brain drain and contributing to
strikes, unfair salary structures can also lead to poor
workplace relations.259

Countries must also be attuned to another risk of a
pay strategy that is poorly designed. If specialists receive
particularly high salaries in an effort to retain them, the
attraction of high pay could deplete the stock of general
practitioners, as they decide to become specialists, or as
medical students decide to become specialists rather than
general practitioners. This could adversely affect health
services overall, even as it benefits the specialty. Because
rural areas most need generalists, not specialists, this
effect could hit rural areas hardest.

3. Health ministries and health professional associ-
ations should work with civil service commissions
and finance ministries to determine how to increase
salary and benefits for health professionals.
Efforts to increase health professionals’ salary and bene-
fits can be complicated by the fact that public sector
health workers are typically part of the civil service,
which can make it difficult for a government to raise
salaries of its health workers without also increasing
salaries of other civil servants. As the above examples of
increased salary and benefits demonstrate, this is not an
insurmountable difficulty. So long as the relevant stake-
holders discuss how to work through this issue, includ-
ing the civil service ministry or commission, solutions
can be found. Zambia provided a new benefit to all civil
servants. Nigeria and Ghana found ways to provide
extra pay just to health professionals working within the
civil service structure. Ghana provided non-financial
benefits (cars) and overtime payment, while Nigeria cre-
ated a Medical Special Scale for physicians. Malawi is
also exploring the possibility of creating special rules for
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health workers within the civil service structure. Zam-
bia, by contrast, has created autonomous health boards.
These boards are separate from the civil service, and are
able to hire health workers on contract.260

Increasing salaries directly through the civil service,
rather than instituting special allowances, may be the
preferable approach, when circumstances are such that it
is not feasible or desirable to increase salaries for all civil
servants. Avoiding the civil service or creating special
allowances might prevent the additional pay from being
taxable or counting towards pensions, and could create
unnecessary complications.261

4. African countries should consider applying to
the Global Fund to Fight AIDS, Tuberculosis and
Malaria for costs of increased salaries and benefits.
The Global Fund to Fight AIDS, Tuberculosis and
Malaria has recognized the importance of human
resources to scaling up interventions for AIDS, tubercu-
losis, and malaria. Its guidelines for Round 4 proposals
list as an example for human resources budget items,
“salaries, wages and related costs (pensions, incentives
and other employee benefits, etc.) relating to all staff
(including field personnel). . . .”262 The Global Fund has
confirmed that the Fund will indeed finance incentives to
retain staff, as well as wages for new staff.263 Approved
proposals from earlier rounds may be revised during the
course of implementing the grants to include salaries,
benefits, or special incentives.264

The Global Fund is a potential source of funding,
therefore, for increasing salary and benefits for health
workers. Particularly where countries are having diffi-
cultly finding other sources for funding, they should con-
sider applying to the Global Fund for these additional
resources. Countries will be most likely to succeed in
receiving these funds if they have a strategy for sustain-
ing the funding after the Global Fund money is
exhausted. The Global Fund’s Round 4 application form
asks applicants who include human resources as a sub-
stantial portion of their grant request to state how
salaries will be sustained after the proposal period has
concluded.265

5. The United States should remove legislative and
administrative obstacles to providing salary and
benefits to foreign government employees, includ-
ing health workers.
Despite the importance of increasing salary and benefits
of health workers, the United States (and other donors)
has created unnecessary legislative and regulatory hur-
dles to providing that remuneration. At least two obsta-
cles exist in the United States. First, at least a portion of
USAID’s money is legislatively restricted from being used
for “nonproject assistance.” This provision prevents

these funds from being used for budget support, and
therefore for a general program of salary and benefits for
government employees not connected to a specific
USAID project. This restriction applies to USAID’s Child
Survival and Health Programs Fund, worth $1.835 bil-
lion in FY 2004. The appropriations bill is a one year
bill, with its writ set to expire on September 30, 2005.266

Second, USAID also has regulations that relate to the
Agency’s contracts, though the Agency has adopted the
same policy for its grants and cooperative agreements.
The regulations permit salary supplements to host gov-
ernment employees only when conditions in a State
Department cable are met, or the supplements are
authorized in a particular case.267 The State Department
cable “discourages salary supplements except in very
special circumstances.” The cable then delineates the cri-
teria that define when those circumstances have been
met. Exceptions to the policy must be approved by an
assistant administrator.268

Both the restriction on non-project funds in the
appropriations bill and the restriction on salary supple-
ments unnecessarily restrict USAID’s flexibility, and dis-
courage USAID from the recurrent funding and salary
and benefits funding that may be critical for health sys-
tems development in general, and human resources for
health in particular. The FY 2005 appropriations bill
should therefore exclude the clause that was included in
the FY 2004 appropriations bill to prohibit non-project
spending. And USAID regulations should be amended to
permit salary supplements under a far greater range of
circumstances. As restrictions on providing salary and
benefits are removed, the United States (and other
donors that begin to fund salary and benefits for health
workers) should develop mechanisms to ensure that
funds are used effectively and promote desired out-
comes.

Health worker safety and well-being

Fear of occupational infection
HIV/AIDS has brought with it a new risk to health care
workers, the danger of becoming infected with HIV on
the job with a needle-stick injury or other occupational
exposure. Fear of occupational infection is another sig-
nificant reason that health care workers are emigrat-
ing,269 leaving the profession altogether, or avoiding the
field in the first place.270 The same survey of Malawian
nurses who had left the country due to low salaries
found that lack of protective gear was the third most
cited reason.271 Lack of personal safety and fear of con-
tracting HIV have also been specifically cited as a push
factor in Zambia and Zimbabwe,272 though no doubt
contributes to emigration from other countries as well.
At a workshop of Ugandan health professionals organ-
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ized by Physicians for Human Rights, the lack of protec-
tive gear was one of the chief concerns voiced by those
health professionals.

Despite the risk to health workers, and the fact that
the failure to address them is forcing some health work-
ers to decide to leave their jobs, conditions that expose
health workers to risk remain common in Africa.273 For
example, birth attendants in Tanzania reportedly have
had to “cover their hands with plastic bags to protect
themselves from exposure to HIV during deliveries
because there are no gloves available.”274 Health work-
ers interviewed at two hospitals in Kampala, Uganda, all
cited or implied that lack of gloves was a problem, and
many also mentioned a lack of other protective equip-
ment.275 Maternity wards in Swaziland also lack ade-
quate supplies of gloves.276 Margaret Nwizugbe, a nurse
in Nigeria, has to buy her own gloves (though at her
salary, she “can barely afford” them) because the hospi-
tal in which she works does not provide enough
gloves.277

Recommendations

1. Countries in Africa and elsewhere should
develop policies that will ensure that health facili-
ties have adequate levels of essential supplies for
infection prevention and control. Strategies may
include placing such items on an essential medi-
cines and supplies list.
Health ministries, health workers, and others involved in
providing health care must consider it essential that
health facilities have adequate supplies of gloves and
other protective gear. Such adequate supplies must
become routine. Different countries will have different
strategies to make this happen, but all should develop a
strategy. 

One promising strategy is to include protective gear
on national essential medicines lists, which are adapted
from the WHO list of essential medicines. Essential med-
icine lists guide national procurement and distribution of
medicines, and are medicines that “are intended to be
available within the context of functioning health sys-
tems at all times in adequate amounts, in the appropriate
dosage forms, with assured quality and adequate infor-
mation, and at a price the individual and the community
can afford.”278 Burkina Faso saw its proportion of
unsafe injections plummet from 50% in 1995 to 4% in
2000 after having added single-use syringes to its essen-
tial medicines list, with that drop attributed largely to
the inclusion of syringes on that list.279 A similar inclu-
sion of gloves, facemasks, eye protection, sharps dis-
posal boxes, and other protective gear and infection
control supplies could greatly increase availability of
these items.

2. The United States and other donors should help
ensure that African and other AIDS-burdened coun-
tries have funds to purchase gloves and other sup-
plies needed for infection prevention and control.

A full complement of protective gear can be expen-
sive. UNAIDS has estimated that the cost of implement-
ing universal precautions in all countries with an adult
HIV prevalence of more than 1% will reach about $1.1-
1.2 billion by 2007.280 Many African countries may have
difficultly affording all gear through their own
resources, so may require financial assistance in purchas-
ing these supplies. The United States and other donors
should provide that assistance, and governments of
African and other AIDS-burdened countries should
increase their own resources devoted to infection preven-
tion and control. Along with supplies required to protect
health workers and their patients from HIV/AIDS, addi-
tional controls will be required to prevent the spread of
other infections in health care settings, such as the air-
borne tuberculosis.

3. The United States and other donors should offer
logistical support to low-income countries in
Africa and elsewhere – including in the areas of
product selection, forecasting, procurement, inven-
tory management, transport and distribution, and
supervision – to ensure that adequate levels of sup-
plies are always available.
Along with cost, logistical difficulties may prevent
health facilities from having adequate levels of infection
prevention and control supplies. A facility might experi-
ence delays in refills of its glove supply, for example,
that leave its health personnel without any gloves for a
period of time. Donors must offer low-income countries
technical and material assistance to overcome any
breaks in the supply chain, from procurement to final
distribution of the protective gear to supervision on the
gear’s proper use.

4. Low-income countries should conduct infection
control assessments to determine the precise gaps
in infection prevention and control. Infection con-
trol policies should be developed or revised
accordingly. The United States, the WHO, and
other countries or organizations should provide
technical assistance as required.
To ensure that health workers’ safety needs are being
met, countries should assess these needs and compare
them with current policy. Tools for these assessments
have been developed by, among others, the US Naval
Medical Research Unit in Egypt, and the government of
Malawi. Findings from the assessment will likely inform
ways to strengthen the existing infection control policy
(or to develop one if it does not yet exist) and reveal gaps
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in implementation. Countries should then make the nec-
essary changes, determine the causes for gaps in imple-
mentation, and act to address these causes. WHO, the
US Centers for Disease Control, and other organizations
with the necessary capacity should offer their assistance. 

5. All countries should incorporate infection pre-
vention and control into pre-service curricula at
health training institutions, and provide in-service
training on infection prevention and control as
needed.
Although all health workers should know and should
practice universal precautions, they frequently remain
untaught or underemphasized at health training institu-
tions.281 Training institutions for doctors, nurses, and
allied professions should revise their curricula to ensure
that infection prevention and control is adequately
emphasized. Non-professional health workers should
receive training on universal precautions in their initial
training. In-service training on infection prevention
and control should also be provided to ensure that all
staff who do not yet practice infection control proce-
dures are skilled in safe health care practice. Supervisor
activities should include observing health workers’
adherence to infection prevention and control proce-
dures, correcting any mistakes, and recommending fur-
ther training if needed. 

6. AIDS-burdened countries in Africa and else-
where should consider applying to the Global
Fund for grants to assist in purchasing supplies for
and providing training on infection prevention and
control procedures.
A growing number of countries are using the Global
Fund to assist in preventing HIV transmission through
health settings, including by implementing safe blood
programs and infection prevention and control proce-
dures, including the safe and appropriate use of injec-
tions. For example, Ethiopia received funding for
supplies and training for universal precautions in the
Fund’s second round, as did Eritrea in the third round.282

For most countries, though, the Global Fund remains an
untapped potential funding source to ensure that health
workers have the supplies and training required to
observe infection prevention and control practices.

7. Donors should incorporate universal precau-
tions into all health programs they or their con-
tractors operate.
No donor should be responsible for operating a health
program whose health workers cannot follow universal
precautions, whether they lack appropriate supplies or
training. Therefore, all donors should incorporate into
budgets for health programs that they or their contrac-

tors operate funding to ensure that these programs oper-
ate safely, with health workers able to implement univer-
sal precautions.

8. HIV-positive staff should receive hepatitis B
vaccinations, and isoniazid preventive therapy and
cotrimoxazole preventive therapy to protect
against tuberculosis and other opportunistic infec-
tions. Post-exposure prophylaxis should be avail-
able to all health workers exposed to HIV in the
occupational setting.
Although health workers are exposed to much disease at
work, certain precautions can keep them healthy even in
face of that exposure. Universal precautions are a series
of such measures. Health workers can also receive pre-
ventative therapies. They should, for example, be vacci-
nated for hepatitis B, as occupational exposure to blood
is a major source of hepatitis B for health care work-
ers.283 HIV-positive health workers should also be pro-
vided isoniazid preventive therapy (IPT) and
cotrimoxazole preventive therapy (CPT) to protect
against tuberculosis and other opportunistic infections.
Along with the health benefits, this might encourage
HIV-positive health workers to keep working by making
them feel valued, and will help keep them healthy.
Health workers exposed to HIV through a needlestick
injury or other occupational exposure should be pro-
vided post-exposure prophylaxis (PEP), a short course of
anti-retroviral medication that significantly reduces the
possibility that they will become infected with HIV.
Health workers must also be trained on PEP and know
that it is available. Providing health workers PEP, IPT,
and CPT would also “counter the impression of many
healthcare workers that their health is not cared for and
is at risk.”284

9. To enable HIV-positive health personnel to con-
tinue working as long as possible, African coun-
tries, as well as both high- and low-income
countries elsewhere, should introduce flexible
working schemes, long-term sick leave, early
retirement, and other employment packages to
meet their employees’ needs.
HIV-positive employees may have special needs. HIV
may prevent them from working full-time, or may
force them to take extended periods of absence. Flexi-
ble employment schemes will enable HIV-positive
health workers to continue their valuable service.
Employers should make available such benefits as
long-term sick leave, flexible working hours, and early
retirement. Employers should also publicize and
enforce a policy of non-discrimination against HIV-
positive workers. 285
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Along with enabling HIV-positive workers to con-
tinue to work, an HIV-positive friendly policy would
also encourage health workers to learn their status.
This will enable them to access support services and,
where available, anti-retroviral treatment. Besides the
obvious benefits to the health workers themselves, this
will enable health workers to continue serving in the
health system. 

Efforts are beginning to be made to support HIV-pos-
itive health workers. As an early step in an International
Council of Nurses initiative to increase nurses’ access to
AIDS treatment, the Zambian Nurses Association and
Zambian Ministry of Health will collaborate to provide
free HIV-tests for pregnant health workers and, where
appropriate, to provide Viramune, an anti-retroviral
drug, to prevent mother-to-child transmission of HIV.
Viramune is being donated by its manufacturer,
Boehringer Ingelheim. The program is expected to
expand into other countries in sub-Saharan Africa.286

10. Countries that establish AIDS treatment pro-
grams should conduct outreach to health workers
to ensure that they are aware of and able to access
these programs.
Governments should conduct outreach programs to
their health workers to ensure that they are aware of
AIDS treatment programs, as well as counseling and
testing opportunities, and are treatment literate. Gov-
ernments’ outreach responsibility is not unique to
health workers; they owe this outreach to everyone in
the country as part of an effort to make AIDS treat-
ment succeed. This outreach responsibility may be
heightened for certain citizens or other residents. For
example, in order to ensure equity in treatment scale-
up and to protect the rights of vulnerable and margin-
alized populations, government also owes special
outreach efforts to those who are least likely to access
treatment absent any special effort.

Outreach to health workers may be especially impor-
tant. This outreach is necessary to help health workers
stay alive and in the health system, critical not only to
their health, but to the health of the entire population.
Indeed, since wealthy people are likely to be able to
access health services whatever the state of the overall
health system, the well-being of public sector health
workers may be particularly important to the health of
the poorer members of the population, and has been
cited as serving the cause of equity.287 Also, health work-
ers may have special confidentiality needs. If health

workers are tested for HIV or receive anti-retroviral
therapy at the same facility at which they work, they
may have little practical choice but to reveal their status
to their colleagues. Special programs may have to be
designed to help overcome this challenge.

11. Establish and progress towards the goal of
using syringes and other medical sharps that have
safety features to protect health workers.
Another way to both protect health workers and demon-
strate respect for them is for low-income countries to use
needles and syringes with safety features, such as a
sheath that automatically covers the needle after use.
Such syringes will help prevent needle-stick injuries, and
so reduce health workers’ fear of the job. Donor coun-
tries could assist in funding these syringes.

Occupational stress
Occupational risk is also part of a cluster of factors that
contribute to health workers leaving the country, public
sector, or profession. Along with fearing for their own
safety, health workers face the daily experience, much
exacerbated by the AIDS crisis, of seeing their patients
die in large numbers. This occurs even as they must also
cope with the deaths and illnesses of relatives, friends,
and colleagues. Having to deal with so much death is
made all the more stressful by the fact that health profes-
sionals are trained as healers, yet they often lack the
tools to enable them to heal their patients, leading to a
feeling of professional inadequacy. Health workers may
also face the pressures of facing new, possibly traumatic
tasks, such as HIV counseling, without proper train-
ing.288 Severe staff shortages and the high demands
HIV/AIDS places on health systems means that work-
loads are quite high, which also contributes to the stress
of the job.289

As the main service providers, nurses often bear the
brunt of the workload. “Burnout syndrome is wide-
spread with nurses overwhelmed with the stress of nurs-
ing a full ward of very ill patients with so little support,”
reports Stella Zengwa, President of the Zimbabwe Nurs-
ing Association.290 Yet few nurses or other health work-
ers have access to organized support to cope with their
stress. A study of three regions of South Africa’s wealth-
iest province, Gauteng, found that only 36% of
providers “participated in formal group meetings for
clinical or counseling debriefing,” with “considerably
lower” figures expected in other provinces, especially
rural areas.291



4 4 A N  A C T I O N  P L A N  T O  P R E V E N T  B R A I N  D R A I N

Recommendation

1. African countries, with donor assistance as nec-
essary, should offer psychosocial support to heath
workers, where possible within a larger context of
support for health workers that includes
HIV/AIDS prevention and treatment services.
Health workers must have access to psychosocial sup-
port. The support could take various forms. It could
involve peer support groups,292 organized by the health
ministry or possibly by professional associations, with
the role of the national nurses association being most
significant. The support groups should be accessible to
all nurses, so would have to be in a number of locations,
possibly based in hospitals or nursing training institu-
tions. Transportation should be made available to health
workers to enable them to attend these support groups.
Attendance should be confidential, and the availability
of these support groups well-publicized.

Countries should consider organizing more ambitious
support for nurses and other health workers. For exam-
ple, programs could be established that in addition to
providing health workers with psychosocial support,
also provide HIV/AIDS prevention and treatment serv-
ices, including confidential HIV counseling and testing
and anti-retroviral therapy. Like others, health workers
are reluctant to get tested for HIV because of concern
about their colleagues knowing their HIV status. This
may present a special impediment to health workers,
however, because the very people who would be
involved in the testing and counseling process, and who
might see that they are receiving testing and counseling,
are their colleagues. 

Special HIV/AIDS programs housed away from their
facility could enable health workers to receive HIV/AIDS
services confidentially. If housed at nursing schools,
these programs could meet the needs of both current
nurses of all grades as well as nursing students, who are
typically at an age of high vulnerability to HIV. Such
programs should be open to other health workers
besides nurses. Giving special attention to the needs of
nurses by placing these programs in nursing schools,
though, and simply having such programs, should help
boost nurses’ morale and their sense of being respected.
This is quite important for a profession that does not
receive the respect it deserves and is the backbone of
health care in Africa.

Physical health infrastructure and health systems
management
A survey in Zimbabwe in 1998 found that physicians’
number one reason for leaving the public sector was that
they did not have the equipment, supplies, and drugs to

offer effective care for their patients.293 They were health
professionals who felt they had lost the capacity to heal.
A Zimbabwean physician expresses his frustration: “I
see patients suffering and dying needlessly because we
are working in an unprofessional environment. The
medical school should have trained us to work in med-
ical conditions from 200 years ago.”294 The principal of
a nursing school in Nigeria suggests that without a mas-
sive investment to reverse the “decay in the Nigerian
health sector,” the flight of Nigerian nurses will con-
tinue.295 A pamphlet on human resource development
published by the African Region of WHO highlights two
actions needed to motivate staff, which will have among
its affects helping stem brain drain. These actions are
improving salaries and benefits and ensuring “availabil-
ity of physical infrastructure, tools, and medical equip-
ment, drugs, and medical supplies that promote a
conducive work environment for both health and health-
related professionals.”296

Health professionals need the tools to be able to do
their job. An environment where health professionals
have the skills to help their patients, but lack the medi-
cines, equipment, and supplies, to apply these skills is
tremendously demoralizing. Part of the response to brain
drain, therefore, intersects with the broader agenda of
ensuring that the physical infrastructure and logistical,
information, and other systems are in place to enable
health systems to function.

Recommendations

1. The United States and other donors should assist
African countries297 to rehabilitate health facilities in
need of repair and upgrade. All health facilities should
be ensured phone service, electricity, and a constant sup-
ply of safe water. Upgrades should also begin to make
Internet service available. Technologies such as solar
panels, electric generators, and satellite-based phones
make it possible to provide these utilities to even remote
health facilities quickly and at relatively low cost.
Many health facilities may require physical repair and
upgrades. For example, a study published in the early
1990s found that only 660 of 1,800 rural government
dispensaries in Tanzania were in good condition, and a
1990-1991 survey of 15 publicly operated hospitals in
Kenya found that 40% of the buildings were in poor or
unsatisfactory condition.298 When funding is available, it
is possible to rehabilitate health facilities relatively
quickly. Less than a decade after 1994, South Africa had
“seriously upgraded” 205 primary health facilities,
while another 2,298 had been upgraded and given new
equipment. 299 Malawi’s National Health Plan calls for a
large program to upgrade, rehabilitate, or construct a
total of 52 health facilities at a cost of $178.75 million.
These improvements would include constructing two
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new hospitals and two new health centers, replacing five
district hospitals, rehabilitating nine district hospitals,
three central hospitals, and five rural hospitals, and
upgrading nine dispensaries to full health centers and 17
health centers to community hospitals.300 Construction
and rehabilitation of health facilities must be part of an
overall strategy to strengthen the health system, to avoid
the situation where building are constructed but not
equipped, or rehabilitated but not staffed. 

A small sampling by Physicians for Human Rights of
hospitals and clinics in Eastern Cape, South Africa, found
that the physical expansion of the facilities to allow for
proper maternity wards, nursing residences, and more pri-
vate space for voluntary testing and counseling was a top
priority of nurses and doctors at these facilities.301 Indeed,
most health facilities in Africa were constructed before a
high demand for HIV counseling, so it is likely that more
facilities will have to be sensitive to privacy needs. 

All health facilities must have phone service, electricity,
and a constant supply of safe water, though particularly at
some rural health facilities, lack of these basic utilities
remains a problem. Sometimes, the solution will be sim-
ple, such as tapping into existing electricity or phone grids
or water pipe systems. For more isolated health facilities,
other solutions may be necessary. Health clinics not
attached to an electricity grid can install solar panels to
produce electricity, or can purchase their own genera-
tor.302 Solar power reportedly has been very successful in
Eastern Cape, except some solar systems have broken
down.303 It is therefore necessary for health personnel to
be trained in simple repairs, and for a maintenance sup-
port system for more complicated repairs to be available
and funded. Clinics not receiving piped water can have
their own pumps and rain tanks (which can be filled by
rain or water trucks), and clinics should have enough
funds to keep their water delivery systems in good
repair.304 In some cases, they might also be able to drill
wells to supply them with clean water. 

Where a telephone grid is not available, health facili-
ties have several options. Health workers can use cell
phones if there is a cell phone tower in the area, other-
wise satellite-based technology, can be used to provide
phone and fax service, and even e-mail and Internet serv-
ice. One South African company provides satellite-based
phones that require very little power, enabling them to
operate using their own solar panel, if need be.305 Health
clinics can also use two-way radios.306 Health facilities
should also be made Internet accessible, both to enhance
communications among health care workers and to
enable health workers to receive up-to-date information
on AIDS and other health issues over the Internet.307 Com-
puter services will create additional recurrent costs,
including the costs of Internet access, proper computer
maintenance, and anti-virus software.308

An infrastructure program in Malawi provides a sense
of the relatively low cost of providing health clinics with
water, electricity, and communications equipment.
Malawi’s National Health Plan has prioritized improv-
ing health centers by drilling 164 boreholes for water,
installing 206 solar paneling units, hooking 12 health
centers to the Electricity Supply Commission of Malawi
(Malawi’s power grid), and installing 185 radio commu-
nications units. The total cost for these upgrades is $5.45
million.309

2. The United States and other donors should
assist African countries to ensure that health facili-
ties have the necessary drugs, supplies, and equip-
ment.
Under-funded health systems continue to find themselves
running out of drugs and basic supplies.310 For instance,
rural facilities in Zimbabwe are often short of drugs and
needles, and even Harare Central Hospital in the capital
spent two weeks without a general anesthetic for opera-
tions, and recently ran out of standard suture mate-
rial.311 Uganda health facilities often find themselves out
of drugs needed to treat opportunistic infections.312 Part
of the reason health facilities have too few drugs and
other supplies is that they are not allocated sufficient
funds to purchase them. These funds must be made
available in a timely manner.

Health facilities often cannot afford what should be
standard equipment, or lack the funds or access to
skilled personnel to repair equipment that has broken. In
the two poorest regions (of five regions) of Eastern Cape
Province in South Africa, glucometers, which are a criti-
cal piece of equipment for managing diabetes, were
available in only 6% and 13%, respectively, of clinics in
1999 (compared to 74%, 94%, and 100%, respectively,
in the other three regions).313 There is reportedly no MRI
machine in all of Ghana.314

Along with simply lacking necessary equipment, often
the equipment that health facilities do have is not working
properly. According to the WHO, “Over 50% of medical
equipment in developing countries is not functioning, not
used correctly, and invariably not maintained.”315 In
Kenya, a study reported in the early 1990s found that
40% of equipment was out of order. With investment,
however, equipment can be repaired and, where the equip-
ment is in short supply or beyond repair, new equipment
can be purchased. In Nigeria, a survey of hospitals in
1992 estimated that broken equipment could be repaired
for $47 million, with another $35 million needed to invest
in essential items.316

A major reason that so much equipment is in disre-
pair is that “underfinancing of maintenance and repairs
[is] virtually universal among African health facilities
[and] is particularly apparent in public sector facili-
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ties.”317 By and large, countries have too few medical
maintenance personnel, and their training is under-
funded.318 There is a clear need, then, for hiring and
properly training medical maintenance workers.

Health facilities should also be supplied with refer-
ence material to assist health care workers address dif-
ferent health conditions.319 The material can reinforce
the training of health care workers and assist them in
addressing conditions for which they have little knowl-
edge or experience.

3. The United States and other donors should also
provide funds and technical assistance to help
African countries: improve drug distribution sys-
tems, including through training and possible
implementation of the stock management system;
purchase and maintain ambulances and communi-
cations equipment needed to strengthen referral
systems, and; invest in computer systems, pro-
grams, and training to enhance health information
management.
Along with inadequate funding, health facilities may run
out of drugs and supplies because of poor drug distribution
systems, one of a number of health systems management
issues that must be addressed. Sometimes, systematic or
policy changes can significantly improve drug distribution
systems. For example, in 1993 Burkina Faso initiated a
highly successful drug distribution program that combined
new village pharmacies, an essential drug list and treat-
ment guidelines, refresher courses on essential drugs for
nurses, and training for drug vendors at the village phar-
macies.320 Eastern Cape introduced a computer inventory
system in 1995 and a system of stock control cards in early
1998. These cards allow health care workers to keep track
of quantities of drugs used and to ensure timely re-supply
of an adequate amount of drugs. At least seven of ten key
drugs or items were available in only 59% of clinics in the
province in 1998, but in 92% of clinics by 2000, a measure
expected to continue to improve as clinic workers become
used to making the calculations necessary to determine the
proper replenishing levels.321 If a drug runs out, clinic staff
can place a special order by telephone, and will receive the
drug within one or two days.322

Sometimes, simple inputs can improve drug distribu-
tion. Ethiopia’s second round proposal to the Global
Fund, which was approved, noted the need for more
“trucks to facilitate timely delivery of items by the central
agencies to regions and by regions to district level imple-
menters.”323 Since the stock management system in Zim-
babwe requires some mathematical ability, calculators,
which are not available in all health facilities, would aid
health care workers in making these calculations.324

The drug distribution system involves a flow of drugs
from central areas to more remote facilities. By contrast,
the referral system involves the flow of patients from
more remote to more central facilities. Transportation is
again an obstacle, one that can be easily removed. Lack
of communication equipment can also interfere with a
successful system of referring patients from clinics to
higher-level facilities. Malawi’s original first round pro-
posal to the Global Fund states, “Although communica-
tion between different levels of health facilities is crucial
to ensure proper triage, treatment and transport, many
facilities do not have radios to communicate with ambu-
lances and other facilities. In addition, due to a shortage
of ambulances, especially in outlying areas, transport
can be delayed for days or longer.”325 Lack of trans-
portation is also a major obstacle to an improved refer-
ral system in rural Ethiopia.326

Along with having enough vehicles, health facilities
and ministries must have the skills and finances to repair
those that have broken, or access to people who have
these skills. In Ghana in 1987, only 167 of the Ministry
of Health’s 660 vehicles were roadworthy. In 1990, only
58% of the vehicles belonging to Guinea-Bissau’s Min-
istry of Health were operable.327

Besides being unable to deliver quality care because
they lack such tangible goods as medicines, health pro-
fessionals may find the lack of information to be a hin-
drance. Information management – keeping track of, for
example, services offered by different health facilities,
patients’ diseases, and treatment outcomes – is impor-
tant to plan health services and medicine procurement
and to assess whether the health system is functioning
properly. Breakdowns in the systems can be located,
investigated, and fixed. Because of the importance of
monitoring the access to, quality, and outcomes of anti-
retroviral therapy programs, and the need to keep track
of patients on anti-retroviral therapy, information man-
agement is an important component of WHO’s 3 by 5
initiative to get 3 million people in developing and tran-
sitional countries on treatment by the end of 2005.328

Providing health workers feedback on the value of the
information they collect and how it will be used is key to
a successful information management system.329 It
should also help morale by preventing health workers,
already overburdened, from viewing the data collection
as a waste of time. To ensure that data collection is not
adding unnecessarily to health workers’ workload, data
collection and input systems should be designed as sim-
ply as possible, and include only essential information.

4. The United States and other donors should
assist African countries in providing quality and
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consistent supervision. This support should include
technical assistance and funds to train supervisors
and to purchase and maintain vehicles.
A large scale study of STD management in rural Tanza-
nia concluded that “the importance of good quality
supervision cannot be overstated.”330 In the study’s ini-
tial phase, the support of supervisors was critical in help-
ing health care workers put their training into practice.
Supervisory visits and in-service training succeeded in
correcting tendencies of about 20% of health care work-
ers to deviate from treatment guidelines.331

The importance of quality supervision extends
beyond ensuring that health workers follow treatment
guidelines and adhere to good practices more generally.
Good supervision can be an integral element of support
for health workers, making it important to health
worker morale. Two researchers from the University of
Cape Town in South Africa observe that “good support
and able management (including planning and supervi-
sion) will vastly improve work satisfaction and ability to
function productively, while lack of management and
support contribute substantially to low productivity and
demotivation,”332 which health systems facing an exodus
of health workers can ill afford.

The researchers continue, “Without supervision, staff
easily feels unappreciated and insecure, particularly in
the implementation of new policies and treatment
regimes.”333 The introduction of AIDS interventions,
especially treatment, makes quality supervision particu-
larly important. Also, supervision can help prevent staff
burn-out334 and positive feedback from supervisors can
boost morale.335

One obstacle to supervision is the health worker
shortage itself. Supervisor slots may be vacant, or super-
visors might attend to clinical rather than supervisory
duties. In other cases, however, relatively simple inter-
ventions can greatly improve the quality of supervision.
In Eastern Cape, shortages of vehicles were a “particu-
larly serious” obstacle to supervisory clinic visits,336

though the situation has improved.337 Also in Eastern
Cape, supervisors were trained on a two-page supervi-
sory checklist to provide guidance, an intervention
deemed “highly successful.”338 A study published in
1991 revealed that a lack of transportation and tele-
phone or two-way radio communication between urban
and rural areas often prevented supervisors in Niger,
Senegal, and Zaire from making supervisory visits.339

Cars, simple logistical and technical supports (such as
checklists), telephones, and training can all significantly
improve supervision. Other important elements of a
clinic supervision system include having a supervision
policy that is enforced; adequate numbers of properly

trained supervisory personnel; ongoing skills develop-
ment in such areas as communications, information
technology, time- and conflict-management, financial
and human resource management, and human interac-
tion, and340 clear job descriptions.341

Pre-service training
Many recently graduated African health professionals,
especially physicians, find themselves equipped with
skills that would sooner serve them in developed coun-
tries than the primary health facilities in their own coun-
tries where they are most needed. Their medical training
focuses on practice in tertiary facilities and prepares
them to use advanced technology that will rarely be
available in the settings in which they actually practice,
at least if they practice in their country’s public sector.342

The curricula and standards have “been described as
being of little relevance to health needs in Africa.”343 In
the words of a Turkish physician, “What we have been
taught and encouraged to emulate, is the health care sys-
tem in the West. To become respectful professionals – the
system reminds us – we have to further ourselves by pur-
suing a higher degree in a ‘Western country’. . . . Every
step of the way, this health professional is encouraged to
become Westernized.”344 Though there has been some
progress, including increasing attention to community-
based training rotations, which provide exposure to on-
the-ground realities, curricula still have a long way to
evolve.345

The result of the disconnect between the curricula of
many health training institutions in Africa and actual
practice conditions is that health professionals become
dissatisfied with their local employment opportunities,
which do not enable them to practice the kind of medi-
cine for which they were trained. They are also likely to
be frustrated with having to practice in conditions for
which their training does not adequately prepare them.
This frustration can lead health professionals to seek out
employment conditions that match their training, which
may mean employment abroad,346 or possibly in tertiary
health institutions or the for-profit sector that caters to
wealthy patients.

Such changes could meet resistance from those who
argue that changes would downgrade the medical pro-
fession and its standards, and would not “wish to con-
template abandoning high-quality medical practices
which, though certainly expensive, nonetheless also meet
patients’ needs.”347 This resistance, while understand-
able in its desire to maintain high professional standards,
is misguided in its interpretation of those standards. The
job of health professionals is indeed to meet the needs of
their patients, but those needs will vary by country.

 



4 8 A N  A C T I O N  P L A N  T O  P R E V E N T  B R A I N  D R A I N

Health professionals’ ability to meet those needs will be
determined in part by their ability to work in the envi-
ronment in which they find themselves, even if that envi-
ronment is less than ideal. 

Recommendations

1. African country health training institutions
should adjust their curricula to prepare graduates
for the conditions in which most will practice in
Africa, including an emphasis on primary health
care and common health problems.

Curricula of medical, nursing, and other health train-
ing institutions should be re-oriented to prepare health
professionals for the conditions under which they are
likely to practice in their countries. Diseases and other
health conditions common to the country, such as
malaria, tuberculosis, AIDS, malnutrition, STDs, and
children’s diseases, should be emphasized, and health
professionals should be prepared to work at the primary
and district levels, not only in urban, tertiary centers.348

The WHO Regional Office for Africa has proposed a
“relevance test,” whereby health science and medical
curricula are tested to ensure that “at least 80% of the
curriculum content . . . cover[s] all of the conditions that
are major determinants of health and well being in the
respective country.”349

One proposal that might help make the curriculum
changes more politically feasible would be to realign the
curriculum “around two blocks, corresponding respec-
tively to: i) basic training defined according to interna-
tional standards, and ii) medical practices specific to the
typical conditions of exercise in each country.”350

WHO could assist this process by collecting and dis-
seminating examples of curricula that do focus on local
conditions and needs, including primary health care.
While working conditions and the most pressing condi-
tions vary by country, there is sufficient overlap that
these examples should aid other health training institu-
tions that are considering revising their curricula. Med-
ical and other health training institutions in
high-income countries, particularly those that have pro-
grams to train their own health professionals to work in
underserved areas within their own countries or to
practice in low-income countries, could provide valu-
able technical assistance.351

In collecting and promoting good practices in curricu-
lum development, WHO might be assisted by the World
Federation for Medical Education and the African Med-
ical Schools Association, which could have a productive
role in promoting successful curricular strategies. Hav-
ing the involvement and endorsement of these organiza-
tions could also help allay concerns among those who

fear that curriculum changes would denigrate the quality
of medical education.

2. African countries, as well as other developing
countries, should include AIDS care and treat-
ment, including anti-retroviral therapy, in the cur-
ricula of their health training institutions.
One condition that all African health professionals must
be trained to deal with is HIV/AIDS, including providing
anti-retroviral therapy. The most efficient and effective
way to create local capacity to treat AIDS is by incorpo-
rating it into pre-service training curricula for physi-
cians, nurses, pharmacists, and other health
professionals. To meet the immediate need, anti-retrovi-
ral therapy should immediately be taught to students
graduating from health training institutions. In parallel,
anti-retroviral therapy should be incorporated as part of
a new or revised comprehensive HIV/AIDS curriculum.
The curricula should meet WHO standards, including
for anti-retroviral therapy, and may use training pack-
ages that WHO develops. Along with revising the cur-
riculum, teachers and clinical staff will have to be
trained in the material itself, as well as on teaching it and
assessing students’ mastery of the material.352

3. Teaching methods in African health training
institutions should be re-oriented to include critical
thinking and problem-solving.
Many health training institutions in Africa are said to
use “outdated learning and teaching methods such as
learning by rote and authoritative teaching methods . . .
[which] have been cited as reasons for poor graduate
quality,”353 though the teaching methods are evolving,
and include more problem-solving than in the past.354

The difficulties caused by learning by rote are com-
pounded by the current lack of emphasis in curricula on
diseases and other conditions that are common in
African countries. Health professionals are therefore
likely to confront conditions around which they have
received little direct training. They will need critical
thinking and problem-solving skills to adequately
address these conditions. Therefore, teaching methods in
African health training institutions should focus more on
these skills.

Research and graduate training opportunities
Many health professionals, especially medical students,
get their first taste of what it is like to practice overseas
through graduate medical education. The President of the
Ghana Medical Association explained that “after they get
the new qualifications they realise that life out there is so
rosy that they do not want to come back.”355 Or if they do
come back, having spent several years in a resource-rich,
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technology-rich health care setting, many returning doc-
tors “find the hospitals and clinics so under-resourced and
the work so unstimulating that they seek early opportuni-
ties to return to the environment in which they have
trained and are most comfortable.”356 Many foreign
health professionals in the United States first work in the
country in residency training programs.357

Health professionals interested in research may be
particularly affected. “Researchers cite lack of funding,
poor facilities, limited career structures, and poor intel-
lectual stimulation as important reasons for dissatisfac-
tion.”358 Health professionals generally, not just
researchers, will be interested in keeping up-to-date on
developments in their field. Access to the Internet, with
its great potential for helping health professionals
remain up-to-date, is often limited, especially in rural
areas, and libraries are often under-funded.359 Not only
is this demoralizing, but it also reduces the quality of
service that health professionals are able to provide.

Recommendations

1. Africa health ministries should enhance the
quality of continuing education they provide
health professionals.
Continuing education for health professionals must be
introduced or strengthened.360 For health professionals
who have access to the Internet, some of this continuing
education can be provided including through on-line
training modules361 or websites dedicated to continuing
health professional education. Even where there is little
or no Internet connectivity, health professionals can be
provided with updated information through the mail
and through in-service training. In-service training that
is conducted outside the clinical setting should be kept to
a minimum.

2. The United States and other donors should
assist African countries in providing Internet con-
nectivity to all health facilities. Computer and
related corporations should assist in providing
equipment and services at no or reduced cost.
Access to the Internet will not only assist in formal con-
tinuing medical education, but also provide health pro-
fessionals access to the vast amount of information on
the Internet, and the stimulation that this can provide.
Health professionals should be trained in basic computer
and Internet maintenance, and more advanced mainte-
nance and technical assistance should be made available.

3. The United States and other donor governments
should assist African libraries, including medical
libraries, obtain up-to-date materials and maintain
up-to-date collections. Health training institutions
in the United States and other high-income coun-
tries should also assist African health sciences
libraries.
Ensuring up-to-date collections health sciences libraries
will enhance the quality of medical, nursing, and other
health pre-service training available in Africa. It will also
benefit and help boost the morale of health professionals
who practice at or near academic training institutions
that house these libraries, and may help retrain teachers
and other trainers at health training institutions. Cars or
trucks might be used to transport material to health pro-
fessionals who are not near these institutions. Donor
governments should support the libraries. Also, health
training institution in the United States and other high-
income countries, as well as health sciences libraries not
affiliated with these institutions, should provide finan-
cial or in-kind support to African health sciences
libraries.

4. Medical and other health-related journals
should be made available for free or at a nominal
cost to health professionals in Africa and other
parts of the developing world.
If medical and other health-related journals are sold at
no or low cost to libraries in developing countries, the
quality of these libraries’ collections will be greatly
enhanced. This might be paid for through a tiered pric-
ing system, under which journal purchasers in high-
income countries would in effect subsidize purchasers in
low-income countries. These journals should also be
made available at no or nominal cost over the Internet to
health professionals practicing in developing countries,
such as by permitting them to subscribe online for free.
This will enable all health workers who have Internet
access, not only those who can go to a health sciences
library, to read these journals. Some health journals are
already available for free on-line, including established
journals such as the Bulletin of the World Health Orga-
nization and BMJ, and new journals such as Internet
Health and Human Resources for Health. Others jour-
nals are archived online, with many articles available for
free, such as the Lancet. There is an Open Access move-
ment afoot to increase the available of scholarly publica-
tions on the Internet available free of charge.362 The
NGO SATELLIFE has reached agreement with more
than 60 medical journals to provide their publications to
developing country health workers for free.363
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5. African countries should consider initiating or
improving upon existing medical graduate training
programs. The United States and other donors
should provide financial and technical support, as
should graduate training programs in high-income
countries.
African physicians will not have to go abroad to attend
medical graduate programs if African countries have
their own programs of good quality. If Africans attend
these programs locally, they will not become accustomed
to practicing in a high-income country. To the contrary,
they will have the opportunity to become accustomed to
practicing in their own country. This will at least remove
one factor that draws some African health professionals
away from Africa – acclimation to practicing in a high-
income country. The residency programs in African coun-
tries will also, at least to the extent African physicians
attend them, keep African physicians in their home coun-
try for at least the several year duration of the program.

Ghana has recognized the potential value of a gradu-
ate training program to preventing brain drain. Ghana
was to initiate its national postgraduate training college
in December 2003364, and the college is indeed now
operational and set to receive its first intake.365 Ghana
re-organized its residency training to include a national
network of twenty-two hospitals, including some in
rural areas. Training will take at least 1.5 to 2 years,
after which trainees will receive diplomas, and can con-
tinue training to become “members” or “fellows.”366

6. Nationwide or facility-based committees should
be established in African countries to review the
quality of graduate training, including residency
programs and specialty training, particularly to
address concerns of students and resident physi-
cians. Students and resident physicians should be
on these committees.
A study of post-graduate training in Ghana, before its
new programs, and Nigeria found that the training “was
described by students and faculty alike as being fraught
with frustration.” Among the problems described were
verbal abuse, large class sizes, professors who had pri-
vate practices in addition to teaching duties, dissatisfac-
tion over grading, and very hierarchical relationships
between students and professors.367 Along with reducing
the quality of post-graduate training, and thus the qual-
ity of the graduates, poor post-graduate training will
likely lead to students seeking residencies abroad.

Some of these problems are structural. Higher
salaries, for example, might reduce the number of pro-
fessors who resort to private practice, and higher pay
and more investment in graduate training programs gen-
erally might increase their quality, attract more profes-
sors, and reduce class size. Other issues, such as the

hierarchical relationship and grading, could be changed
without significant financial investment, requiring
instead a commitment on the part of those who run
graduate training programs and faculty of these pro-
grams to listen to and address these student concerns.
Committees at a national or facility level could highlight
student concerns and potential solutions.

7. The United States and other donors should con-
sider funding research opportunities in African
countries for African health professionals.
To encourage health professionals interested in research
to remain in their home countries, the United States and
other donors can fund research projects in African coun-
tries conducted by African health professionals. So that
these researchers help alleviate the severe shortage of
health professionals, it might be stipulated that they
must spend a certain portion of their time providing clin-
ical services (if they are also practitioners), possibly in
underserved communities. Alternatively or additionally,
the research supported should be aimed at meeting the
health needs of people in Africa. Also, donors should
evaluate the effect that these research programs will have
on the internal distribution of health personnel before
funding the programs. Donors should ensure that such
programs will not exacerbate inequalities by drawing
health professionals away from clinical services, particu-
larly in rural or other underserved areas, to instead
engage in research in urban facilities.

Medical school culture
At least some medical schools in Africa have a culture
that encourages graduates to practice abroad. Interviews
of students and faculty in medical schools in Nigeria and
Ghana found what could be described as a culture of
medical migration. “The culture among the remaining
physicians in both Nigeria and Ghana is the product of a
long history of medical migration. Students learn from
their professors, family members, and others about the
benefits, both tangible and intangible, of the migration
experience.”368

Students’ role models are often physicians on medical
school faculties who have spent considerable time
abroad. As the interviewers explained, “The message is
strong: training and practicing abroad is a marker of
prestige and success.” The message is encouraged by fac-
ulty members, who often “measure their own success as
teachers by whether their students are competent enough
to practice in the competitive medical environments of
the United Kingdom and the U.S. They do not discour-
age migration.”369 Indeed, one medical school dean
noted, “I feel proud that our students are succeeding in
other places. In fact, we boast about it.” A medical
school dean in Nigeria explained this attitude in terms of
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the best interests of their students: “We don’t have the
resources here (to offer the best possible medical school
education or practice opportunities)—this is a terrible
environment. . . . I don’t mind that (our graduates)
remain in the U.S. What are they going to do here?
America has the greatest . . . technology.”370

Although these interviews were limited to Ghana and
Nigeria, they raise a serious issue rarely highlighted in
literature on brain drain – the ways in which the culture
at medical schools might encourage students to practice
abroad. Even as further research is required on this topic
to determine how widespread this type of culture is in
African medical schools, efforts must begin now to
change this culture where it is found to exist. As experi-
ence with these efforts at changing medical school cul-
ture accumulates, the lessons can be applied elsewhere,
and efforts at changing the culture adjusted accordingly.

Recommendations

1. Where a culture of medical migration exists,
African countries should conduct programs for
faculty at medical schools that seek to persuade
faculty to encourage students to remain in country.
When hiring new faculty, those who are likely to
encourage students to practice in the country
should be favored.
It may be difficult to change the views of professors who
have been teaching for many years, and who are set in
the notion that success means sending students abroad.
Indeed, these measures of success – training a student
who gets accepted at a good job overseas – are signifi-
cant accomplishments, and it is quite understandable
that they would make a teacher proud. But in light of the
human resource shortage in the students’ home coun-
tries, medical schools, NGOs, and African governments
should collaborate in efforts to try to change these views
of success, so that students’ mentors encourage them to
remain in their home country rather than practice
abroad. For example, rather than instilling in students
the notion that, in the words of one student, “If you’re
ambitious, you’ll migrate,”371 the culture of medical
schools should be, “If you’re ambitious, you’ll stay.” It
is, after all, more challenging to practice medicine in
resource-poor settings where disease burdens are very
high – but these are also settings where highly motivated
physicians may be able to make the greatest difference.

When new faculty members are to be hired, candi-
dates’ views on migration should be considered in deter-
mining their qualifications. If it is possible to determine
which candidates are likely to encourage their students
to remain in the country – possibly a subject for research
– they should be favored.

2. Particularly where a culture of medical migra-
tion exists, health training institutions in African
countries should develop strategies to promote the
attractions of remaining in country.
Changing faculty opinion of what constitutes success
will be difficult, so strategies to change a culture of med-
ical migration will have to go beyond this. For example,
students could be introduced to physicians who have
had rewarding careers primarily or entirely within their
own country so that these physicians can become role
models. They can emphasize the importance of public
service in the role of the physician. A formal affiliation
between these physicians and the school might be cre-
ated. Even if some faculty members continue to promote
migration, students will have alternative views to con-
sider and people to learn from.

Another possible element of the strategy would be to
teach aspiring physicians (and indeed, students of other
health professions as well) advocacy skills to enable
them to challenge the shortcomings in the health facili-
ties and systems in which they will practice if they
remain in the country. Perhaps students and new health
professionals will be less likely to migrate if they feel that
they will have the capacity to change their environment,
and even view this challenge, an opportunity to have a
significant impact on their people’s health, as an incen-
tive to stay. 

If the country is in the process of significant health
system reforms and investments, medical students
should be informed of these changes. If they see that the
health system in their country is and will continue to
improve, and if they see a government committed to
improving it, medical students might be more likely to
remain in the country upon graduation.

B. PULL FACTORS

Shortage of health professionals in developed countries
Shortages of health professionals in high-income coun-
tries are driving the growing trend of these countries
looking abroad to meet their health personnel needs,
which is faster and less expensive than nurturing their
own workforces. The shortages are largely a result of
changing demographics – aging populations that will
require more health care and aging health workers
soon to retire372 – as well as growing health care expec-
tations.373 Other factors contribute as well. The Ameri-
can Nurses Association cites obstacles to the
recruitment and retention of American nurses: inade-
quate planning, working conditions, pay, and career
opportunities.374 The United States faces its most severe
shortage in the field of nursing. According to a Depart-
ment of Health and Human Services study in 2002, the
United States was already facing a shortage of 111,000
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registered nurses in 2000. That number could rise to
275,000 by 2010 and 808,000 by 2020.375 By contrast,
the United States is actually producing more physicians
per year than it needs, though their professional distri-
bution is less than ideal. According to the Council of
Graduate Medical Education, by the late 1990s, the
United States was training annually 662 too few gener-
alist physicians, but 4,000-plus more specialist physi-
cians than required.376

The United States has much company in its nursing
shortage. In 2002, the United Kingdom’s Department of
Health set and met a target of adding 20,000 new nurses
by 2004, and a further 35,000 by 2008.377 In 2002, the
Canadian Nurses Association warned of a possible
shortfall of 78,000 nurses by 2010.378 The United King-
dom and Canada both also face physician shortages.379

Some European Union countries suffer severe shortages
of doctors and nurses.380

In high-income countries, just as in low-income coun-
tries, the burden of shortages of health professionals is
concentrated among certain populations, particularly
rural populations. For example, 20% of Americans live
in rural areas, but less than 9% of physicians practice in
them.381 Foreign-trained health professionals partially
compensate for this need. They are more likely than
American health professionals to practice in rural areas
and inner-cities.382 Physicians from Africa appear to be
especially likely to serve in the inner-city poor. Some
93% of physicians from sub-Saharan Africa practice in
urban areas, compared to 87% of US-born physicians.383

This pattern of international medical graduates in the
United States serving in relatively largely numbers in
underserved areas is part of a global trend. For example,
in the United Kingdom, “Foreign graduates have fre-
quently obtained employment in areas of the country in
which British doctors would not live.”384 According to
Dr. Carol Rowntree of the town of Sundre, Alberta,
Canada, “Traditionally, we have solved our rural physi-
cian shortages in Canada by recruiting doctors from
other nations.”385 More than half of physicians in the
rural Canadian province of Saskatchewan are foreign-
trained, including many from South Africa.386 Canada’s
medical association reports that Canada’s rural areas are
short 1,600 physicians.

Recommendations

1. The United States and other wealthy nations
should develop strategies to address domestic
health professional shortages that minimize
reliance on foreign health professionals.
All relevant stakeholders in wealthy nations should par-
ticipate in forming a strategy to enable these nations to
address their own health professional shortages in ways

that minimize reliance on foreign health professionals.387

In the United States, these stakeholders include the asso-
ciations of health professional training institutions (e.g.,
the Association of American Medical College and the
American Association of Colleges of Nursing), health
professional associations (e.g., the American Medical
Association, the American Nursing Association, and the
American Pharmacists Association); state and federal
government representatives (e.g., the Department of
Health and Human Services and the National Advisory
Council on Nurse Education and Practice), health care
industry representatives, NGOs (e.g., the National Rural
Health Association, patient groups, and representatives
from rural and inner-city communities. 

Some elements of such a strategy are readily apparent.
In the United States, they include increasing training
slots for nurses or otherwise increasing the number of
graduates of nursing and other health training institu-
tions of health professions suffering shortages. The
United States should also enhance efforts to place US-
educated nurses and doctors in rural and other under-
served areas, ensure that nurses and other health care
workers have decent wages and working conditions, and
facilitate provide flexible working arrangements.388 A
special task force might be created to address shortages
in rural and other under-served areas.389

2. The United States and other wealthy nations
should share their experiences with strategies to
address health professional shortages that mini-
mize their reliance on foreign health professionals.
Nursing education programs have begun to respond to
the US nursing shortage with strategies to attract more
students, and hospitals are beginning to make efforts to
recruit and retain nurses. Nearly half of the US states
had created nurse workforce commissions by the end of
2002, and the same number (24) established education
loan repayment programs. States have also “considered
legislation on nurse staffing plans and ratios.” Congress
has developed loan repayment and scholarship programs
for nurses and used legislation to help “develop career
ladders, nurse internships, and residencies and to . . .
encourage hospitals to implement best practices.”390

This multitude of responses suggests the complexity
of the problem as well as the solutions. It also reflects the
need to develop responses that are tailored to local cir-
cumstances. Inevitably, some of the responses will prove
more effective than others in increasing the recruitment
and retention of nurses. Organizations in a position to
do so, possibly the Department of Health and Human
Services in the United States and WHO internationally,
should collect and share lessons both within the country
and with similarly situated countries.
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3. The United States and other wealthy nations
should increase efforts to place domestically
trained health professionals in underserved areas.
In the United States, efforts could include expand-
ing the National Health Service Corps. Strategies
could also include reforms in health training insti-
tutions, such as increased training in and exposure
to rural health and favorable loan repayment pro-
grams for those who work in underserved areas. 
Unless wealthy nations make concerted efforts to
increase the number of home-grown health professionals
who practice in underserved areas, these regions will
continue to require a steady stream of foreign health
professionals to meet their needs. The United States and
other high-income countries should enhance efforts to
increase the number of health professionals who provide
care to underserved communities.

In the United States, a central mechanism for support-
ing health professionals in underserved areas is the
National Health Service Corps (NHSC).391 The pro-
gram’s scholarship and loan repayment program sup-
ports primary care physicians, nurses, dentists, mental
health professionals, and other practitioners who choose
to work at an NHSC site in an area that the US Depart-
ment of Health and Human Services has designated a
Health Professional Shortage Area. Currently, some
2,700 NHSC health professionals are helping provide
primary health care to 4 million Americans, but some 50
million Americans live in these shortage areas. In 2003,
the NHSC had the funds to fill about 1,500 new posi-
tions, but it lacked the funds to fill another 2,000 posi-
tions in member clinics that could have reached 3 million
Americans.392 NHSC should have the fiscal and other
resources it needs to fill all positions as well as to expand
into other Health Professional Shortage Areas in which
it does not presently operate.

The fiscal year 2005 budget the Bush Administration
has proposed is a step in the right direction. After fund-
ing for NHSC in 2004 fell from 2003 levels by $1 mil-
lion, the Administration is seeking to increase
recruitment and scholarship funds from $124 million to
$159 million, along with continued funding of $46 mil-
lion for NHSC’s field activities.393 If Congress ratifies
this increase, the $205 million will represent nearly a
60% increase over fiscal year 2001 levels of about $129
million.394 The National Rural Health Association had
advocated for $250 million for NHSC in fiscal year
2002, and has continued to advocate for $250 million
for fiscal year 2005.395

The NHSC is a critical program for enabling health
professionals to practice in underserved areas. Congress
should approve and build upon the Administration’s
proposed expansion. Yet absent an expansion far more
extensive than presently planned, the NHSC will con-

tinue to meet only a fraction of the need, some 27,000
primary care health professionals in approximately
3,000 Health Professional Shortage Areas.396 Further,
strategies are needed to provide for specialty care in
underserved areas, so that the very few specialist physi-
cians in African countries are not recruited to serve in
underserved areas in the United States. Both government
and those outside government must do more.397

Health training institutions have a key role in chan-
neling graduates into rural and other underserved areas.
Proven strategies include recruiting students from these
areas, training residents in rural areas, and promoting
family medicine, the most important discipline for rural
practice. Health training institutions can also have spe-
cific rural training tracks. For example, there are more
than 30 approved programs where medical residents
spend one year in urban areas followed by two in rural
areas, though these programs only graduate one or two
physicians per year. The National Rural Health Associa-
tion reports that problems with funding and accredita-
tion are limiting rural residency programs.398

4. The United States and other wealthy nations
should increase retention of nurses and other
health professionals for whom shortages exist by
ensuring decent wages and safe working condi-
tions, and by implementing flexible working
strategies.
Making the nursing profession more attractive will
increase new entrants into the field, help retain nurses,
enable veteran nurses to continue to practice, and help
bring some retired nurses back for at least part-time
work. The market is beginning to respond to the short-
age. Hospitals have begun to improve working environ-
ments, develop relationships with local nursing
programs, and offer nurses hiring bonuses.399 After
wages (adjusted for inflation) for registered nurses
decreased slightly from the mid-1990s through 2001,
real pay increased in 2002 by 4.9% in hospital and
2.4% in non-hospital settings.400 According to the article
that reported this trend, “The increase in wages in 2002
[undoubtedly] offered an economic incentive for some
[registered nurses] to rejoin the labor market and for
others to switch from part- to full-time hours or work
overtime.”401

More employee-friendly working conditions should
help retain nurses. For example, a survey of 6,000 nurses
in the National Health Service in the United Kingdom
initiated in 2000 and reported in 2002 “found that 50
per cent of staff had no access to arrangements such as
childcare, self-rostering, flexible working or dependants’
leave.”402 Ensuring that nurses have access to these
arrangements is critical to reducing reliance on foreign-
trained nurses in the United Kingdom, the United States,
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and elsewhere. Nurses must also be treated with respect,
have meaningful opportunities to provide input about
their needs, and have their stresses and psychosocial
needs addressed.

5. The United States and other wealthy nations
should increase graduates from nursing training
institutions, as well as other health training institu-
tions as necessary.
The National Center for Health Workforce Analysis,
part of the US Department of Health and Human Ser-
vices, recently estimated that from 2000 to 2020, the
demand for registered nurses in the United States would
grow by 40%, while the supply would increase by only
6%.403 This is not to say that the United States must
increase by 40% the number of nurses it trains.
Improved working conditions, more flexible hours, and
higher salaries will help increase supply. It is not neces-
sary for the United States to stop employing foreign-
trained health nurses altogether, nor is it realistically
conceivable that the United States would do so. How-
ever, unless this gap is narrowed, in part through increas-
ing the number of nurses that the United States
graduates, it is all but certain that health institutions will
try to fill this gap with health professionals from coun-
tries that can ill afford to lose them.

Some efforts are already underway. “Nursing educa-
tion programs have developed accelerated degree pro-
grams, raised funds for student grants and
scholarships, focused on attracting more men and
minorities . . . and attempted to fill faculty vacan-
cies.”404 The federal government provides substantial
funding for nursing education programs, including
assistance with loan repayment. As of 1998, the Nurses
Education Act was funding graduate programs that
enroll 30,000 annually.405

In 2002, Congress furthered its support for nurses by
passing the Nurse Reinvestment Act. This act authorizes
funds for nurse retention efforts, career advancement
programs for nurses, and public service announcements
to help encourage people to enter the nursing profes-
sion.406 Programs under the act received about $142 mil-
lion in funding in fiscal year 2004; the National Rural
Health Association is calling for $250 million in fiscal
year 2005.407 Funding for nursing education and loan
repayment programs, particularly for nurses who agree
to work in facilities facing critical shortages of nurses,
has been increasing.408 In all probability, even greater
efforts and funding will be necessary from the govern-
ment, in collaboration with nurse training institutions
and other partners. 

These efforts are important, but they must be supple-
mented with increased slots in nursing schools so that
students attracted to nursing have a training institution

to attend. In 2003, more than 11,000 qualified appli-
cants for nursing school in the United States were not
accepted because of capacity limitations.409

Recruitment of health professionals from Africa
Statistics on the extent of the recruitment of health pro-
fessionals from Africa are even harder to come by than
those on the extent of brain drain itself. Authors of an
extensive study from 2003 on international migration of
nurses perhaps most honestly evaluated the situation by
concluding that “it is not possible to assess in detail the
relative importance of active and passive recruit-
ment.”410 Passive recruitment occurs when the health
professionals themselves initiate the migration process.
At the same time, the authors recognize a “growing
trend of active international recruitment of nurses by
some developed countries,” “often on a large scale of
‘batches’ of 20, 50 or 100 nurses at a time.”411 The
growing level of recruitment is recognized elsewhere as
well.412

A dramatic increase of nurses migrating to Britain
from several developing countries over a two-year
period suggests a similar conclusion. From 1998/1999 to
2000/2001, the number of nurses from Zimbabwe who
registered in the United Kingdom grew from 52 to 382.
The number grew from 30 to 289 for nurses from India,
and from 52 to 3,396 for nurses from the Philippines.413

The number of nurses from Malawi registering in the
United Kingdom increased from 1 to 75 over the three-
year period of 1999 to 2002.414 While some of these
nurses likely initiated contact with employers, it is
doubtful that such shifts would have occurred without
some precipitating event, such as increased recruit-
ment.415

Recruitment is also important for other health pro-
fessions, including physicians, though again, exactly
how important is unclear. The head of the Ghana Med-
ical Association, Jacob Plange-Rhule, has stated, “Our
colleagues are just not allowed to make their own deci-
sion to leave. They are actually induced to leave.”416 In
2001 it was reported that South Africa’s high commis-
sioner in Canada, Andre Jaquet, wrote “to provincial
premiers [in Canada], asking them to stop recruiting
South African doctors.” Only Nova Scotia agreed.417

Kenya’s Health Minister, Charity Ngilu, has also indi-
cated the significant extent the recruitment of doctors
and nurses from her country.418 By contrast, a former
US ambassador to Ethiopia has stated, “Very few
Ethiopians now living permanently in the United States
were recruited by anyone in America. They simply
chose to go and then stayed.”419

Different stakeholders may be inclined to place a dif-
ferent emphasis on the importance of recruitment. Gov-
ernment officials might tend to emphasize its importance,
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as significant levels of recruitment both strengthen their
claim for reimbursement and diverts attention away from
the conditions that make health professionals want to
emigrate. Health professionals themselves might be more
inclined to emphasize the poor conditions that lead to
their decisions to emigrate, focusing on systemic condi-
tions that their government needs to address, rather than
on their individual decisions.

Whatever the exact extent of recruitment, it is often a
key element in the migration equation. For example, in
1997, after the Alberta Health Ministry placed adver-
tisements in the South African press, a member of the
Ministry and a professional recruiter traveled to South
Africa to interview respondents to the ads, and even fly
them and their families to rural communities in Alberta.
The Canadian province succeeded in recruiting more
than 40 South African doctors.420 South Africa has also
lost many hundreds of pharmacists to wealthier nations.
Albertson’s, a large U.S. pharmacy group, has held three
recruitment drives in South Africa. Its third, in 2003,
induced 600 South African pharmacists to come to the
United States.421

Recruitment of health professionals often begins with
an advertisement, but frequently involves much more.
Recruitment agencies commonly are based in a high-
income country, but have offices in the targeted coun-
tries. One US-based recruiter, which does not actively
recruit from Africa, delineated the following strategies:
“Print ads, the internet . . . word of mouth, referrals
from existing clients, visiting colleges and universities,
job fairs, holding our own informational seminars and
sometimes visiting hospitals or healthcare facilities,
although this method is very infrequent.”422 Overseas
agencies may pay local agents to act on their behalf.
International health conferences also present a forum for
recruiting.423

Along with their recruitment function, these agencies
will frequently assist their clients with the complexities
of migrating. An “enhanced recruitment strategy” may
include “facilitation and support with the emigration
process, job hunting, school enrollment for children and
accommodation, as well as the provision of destination
country social support systems.”424 As the US-based
recruiter explained, “these offices and having represen-
tation on the ground are there not only to simply find
people interested in our services but to provide a real
service to them and get them through the long and com-
plex process.”425 In the United States, hospitals typically
pay recruiting agencies about $5,000-$10,000 per nurse
recruited.426 Health care employers do not necessarily
use recruitment agencies; they may recruit directly or in
concert with other employers.427

Along with the complexities of migration, health pro-
fessionals must also navigate the professional licensing

process. In the United States, graduates of a foreign med-
ical school must present evidence of their graduation
from a recognized medical school, pass a series of exams,
including an English test, and receive one to three years
of training in a US or Canadian hospital, depending on
the state.428 Nurses coming to the United States must
also present their education credentials and pass a nurse
licensing exam, and generally also pass an exam in Eng-
lish. They must often also pass a qualifying exam in
order to take the licensing exam.429

Recommendations

1. Developing countries and organizations in
developing countries should explore possibilities of
limiting recruitment from abroad.
Given the tardy response of high-income countries to the
harm their recruitment of health professionals causes
developing nations, low-income country governments
should explore options available to them to limit recruit-
ment. For example, they might restrict advertisements of
recruiters or limit the number and activities of overseas
recruitment agencies, perhaps through a licensing sys-
tem. Perceived harm to the internationally codified free-
dom of movement (more specifically, the freedom “to
leave any country, including [one’s] own”430) might deter
low-income countries from taking this approach. It need
not, however. Limiting the ability of health professionals
to learn about overseas jobs – opportunities not even
conceivable for the vast majority of populations in low-
income countries – is quite different from preventing
health professionals from emigrating. 

Perhaps less controversially, independent organiza-
tions in developing countries should exercise their discre-
tion in engaging in activities that facilitate recruitment.
The journal published by the Democratic Nursing
Organisation of South Africa, Nursing Update, “is over-
flowing with adverts for nursing positions in the UK . . .
Canada, the US, Australia and New Zealand.” 431 The
nursing organization could refrain from publishing such
advertisements. The South Africa Medical Journal has an
overseas employment section,432 which the journal’s pub-
lishers could eliminate this section. Overseas advertising
can be important part to journals’ revenue,433 so it may
be necessary for them to find additional revenue sources,
including possibly foundation or government sources.

While these limitations on information flow may be
useful, their impact will be moderated by other sources
of information on job opportunities abroad. Even if
journals did not advertise opportunities abroad, health
professionals could find such opportunities on the
Internet. Health professionals could also learn about
job opportunities from colleagues who have already
emigrated.
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2. The United States and other recruiting countries
should end active recruitment of health profession-
als from developing countries, absent agreement
with those countries.
Most often, the solution to the harm caused by recruit-
ment will be to end recruitment, though there sometimes
may be other ways to proceed. In select cases, recruit-
ment might not be harmful. The Philippines and Cuba
intentionally produce surplus nurses (Philippines) or
doctors (Cuba) in order to send them abroad.434 A coun-
try might conclude that recruitment from certain regions
will not harm the health of its population, or that it can
tolerate or even benefit from the loss of health profes-
sionals through recruitment if it receives adequate reim-
bursement.435 A policy of ending recruitment absent
agreement, therefore, creates a default that protects the
health workforce of developing countries, while being
flexible enough to accommodate developing countries
that believe they can benefit from a different approach.

i. Government mandates
The surest way to establish a recruitment regime where
nations recruit only from countries with which agree-
ments exist is through binding government action that
restricts recruitment. The form of this action can vary,
including legislation, regulation, and binding agreements.
In 1995, South Africa committed itself through not to
recruit physicians from countries in the Southern African
Development Community.436 This commitment, reported
to be effective,437 is implemented through professional
registration controls.438 South Africa extended its ban to
all Group of 77 and Commonwealth countries in 2001,
pledging not to recruit doctors or nurses from these coun-
tries absent agreement with the country of origin.439

Government of wealthy nations should undertake
action that, within the national context, will prevent
recruitment of foreign health professionals from devel-
oping countries absent agreement with those countries.
In the United States, where most health care is privately
delivered, legislation is required, and the United States
should enact legislation to this effect.

Those who support legislation or another appropriate
form of government action will have to acknowledge
political realities. For example, it may be that a frame-
work where recruitment is permitted only when the
source country government agrees is achievable for
countries in sub-Saharan Africa, where recruitment
agencies might have fewer established interests than in
countries like India and the Philippines, where there is
significant recruitment.440 Such legislation would be less
than ideal. For instance, India’s agreement with Britain
prohibits National Health Service recruitment from the
four states that receive aid from Britain’s Department for

International Development (DFID), suggesting that India
cannot afford to have nurses recruited from these
states.441 Furthermore, recruitment would likely be
diverted to other countries not covered by the legisla-
tion. However, such an approach would at least protect
the countries that both face the most severe shortages
and whose health professionals are under the greatest
pressure due to HIV/AIDS.

Legislatures enacting recruitment bans will have to be
cognizant of constitutional law with respect to free
speech, which is implicated through restrictions on
advertising and other communications from recruiters,
but this should not cause a problem. The United States,
with the world’s most liberal free speech regime, could
pass such legislation without constitutional difficulty,
based on the US Supreme Court’s test on restricting com-
mercial speech. Such restrictions are permitted under the
Constitution if the restriction directly advances a sub-
stantial governmental interest and is not more restrictive
than necessary to serve that purpose.442 The United
States government could easily determine that it has a
substantial interest in not contributing to the loss of
health professionals from foreign countries where that
loss will harm populations abroad. For this would make
the United States at least indirectly responsible for the ill-
ness and deaths of people abroad.443 Prohibiting recruit-
ment directly advances that interest, as it precisely
addresses the cause of that ill health – the recruitment by
American corporations of foreign health professionals.
Finally, the prohibition would be no more restrictive
than necessary. Countries that determine that their pop-
ulations will benefit from a recruitment agreement
(which might, for example, provide reimbursement) may
permit recruitment, so US recruiters will be able to
advertise and engage in other recruitment activities in
those countries.444

ii. Codes of practice
There have been several attempts to limit international
recruitment of health professionals through codes of
practice, guidelines, and statements.445 The Melbourne
Manifesto is such a code, though it is effectively aspira-
tional, delineating clear standards but lacking the mech-
anisms or authority to get recruitment agencies to
comply. Ireland has a guide to ethical recruitment of
overseas nurses and midwives that recognizes the short-
ages of nurses and midwives in some developing coun-
tries and “recommend[s] that Irish employers only
actively recruit in countries where the national govern-
ment supports the process.”446 Ireland has failed to take
the further step of turning this “resource for employers”
into unambiguous practices to which employers are held
to account.447 The Commonwealth Code, too, would
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require further delineation, in this case by Common-
wealth national governments, for it to have more than
moral force.448

By contrast, the United Kingdom’s code of practice
targets a specific set of recruiters – agencies that recruit
for National Health Service employers – and publishes a
list of those that are complying with the code.449 Even
the NHS code, however, is less forceful than legislation.
Compliance with the code by NHS employers, according
to the code itself, is “strongly commended”; it is not
mandatory.450 The code applies only to the NHS; private
sector health organizations are outside of its scope.

While rightly criticized as falling short, the experience
thus far with the NHS code cannot be dismissed, and it
contains important lessons. The criticism stems from the
code’s apparent lack of impact. The code was issued in
October 2001, replacing 1999 guidelines that discour-
aged recruitment from South Africa and the West
Indies.451 Yet the number of nurses registering in the
United Kingdom from South Africa increased from 599
in 1998/1999 to 1,460 in 1999/2000, then fell to 1,086
the following year before jumping to 2,114 in
2001/2002, and dropping to 1,480 in 2002/2003. Nurse
registration from other sub-Saharan countries has
shown an upward trend since 1998/1999, though in sev-
eral cases, dropped slightly in 2002/2003.452

However, a recent study of the code suggests that
NHS employers are largely complying with the code.
While the extent of NHS employers’ compliance with
the code cannot be accessed from available data, none of
the NHS employers queried for the study reported
actively recruiting from developing countries other than
India and the Philippines “in recent years.” Some
employers had hired nurses from other developing coun-
tries when the nurses had initiated contact with the
employers. Key informants interviewed for the study did
suggest that newer, smaller agencies might be recruiting
from African countries, 453 though it is unclear whether
the agencies are recruiting for NHS or the private sector. 

Furthermore, even though compliance with the code
is not mandatory, the United Kingdom’s Department of
Health has intervened where breaches of the code have
come to light, as when two NHS employers were found
to be recruiting from South Africa.454 Compliance has
likely also been enhanced with the January 2003 publi-
cation of countries from which recruitment was prohib-
ited absent agreement. Before that publication, some
NHS employers felt that they had inadequate guidance
as to which countries they could recruit from, and may
have considered recruiting from Ghana because of the
code’s lack of clarity.455 The NHS also employs interna-
tional recruitment coordinators to help NHS organiza-
tions comply with the code.456 It may be, then, that

informal monitoring by the Department of Health, the
availability of international recruitment coordinators,
the clarity that came with the published list of develop-
ing countries, and the government’s strong backing of
the code, have been able to help meet the code’s objec-
tives. The exclusion of the private sector, however, signif-
icantly limited these objectives.

A significant reason for continued high inflow of
nurses into the United Kingdom from developing coun-
tries, including South Africa and other African nations,
is that the private health sector in the United Kingdom is
not covered by the code. Quite possibly, large-scale
recruitment into the United Kingdom continues, includ-
ing from some African countries, but the recruiters are
agents for private sector employers. This problem is
compounded by the limitation that the code does not
prevent NHS employers from hiring nationals of other-
wise prohibited countries once they are in the United
Kingdom. Many nurses who have been recruited by pri-
vate sector employers are said to move to NHS employ-
ment shortly after registering with the Nursing and
Midwifery Council.457

No country, therefore, has made a significant effort to
encourage private sector recruiters to adhere to ethical
recruitment policies. If the United Kingdom were to
expand its code to the private sector, or if such a code
were to be drafted for recruiters in the United States, that
effort would be a first in the area of international
recruitment of health professionals. The role of civil
society will be particularly important, as the government
might not take the same role of assisting in compliance
with the code and reporting which agencies are in com-
pliance that Britain’s government does with respect to
the NHS for the UK Code.

Even if the government does not require recruiters to
refrain from operating in developing countries, the gov-
ernment could still support compliance with the code,
whether promulgated by the government or by an inde-
pendent organization or coalition. For example, the gov-
ernment could require recruitment agencies to register
and report data on their recruitment practices. This
would greatly assist NGOs or other organizations that
are monitoring compliance with the code.458 The govern-
ment could also encourage compliance more directly by
enacting a tax surcharge on recruitment agencies or
health care employers who do not comply with the code,
or favoring those who comply with the code when issu-
ing government contracts.

Most likely, the importance of government assistance
with the code would depend on how costly a halt in
recruitment from developing countries would be to the
recruiters and health care employers. If the cost is low, a
sense of responsibility towards the health of people in
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developing countries and the goodwill adherence to the
code could generate might be sufficient to convince
organizations to sign onto the code. One factor that will
determine the cost is the geographic scope of the code.
The relatively small and steady stream of nurses from
Africa registering in the United States suggests that
Africa is presently important to few, if any, recruiters. So
if the code is limited to Africa, the cost to recruiters
should be relatively low. However, if the code covers a
wide region, including such countries as India, from
which recruiters and employers are actively recruiting or
may want to recruit from soon, more than a sense of
responsibility may be required to convince these organi-
zations to adhere to the code. 

To the extent the code focuses on Africa, at least for
nurses, the code would likely be largely future-oriented.
While at present there may be relatively little active
recruitment by US recruiters from Africa, the growing
nursing shortage in the United States may pressure
recruiters to look to Africa in the future. The code could
help deter organizations from doing so.

iii. Recruitment and the Internet
Efforts to end recruitment are made more difficult with
the advent of the Internet. Health professionals who
would like to migrate can find recruitment agencies on
the Internet and make first contact with them, without
having to first to see an advertisement or receive another
form of communication from a recruiter. Even as efforts
to end active recruitment in developing countries need to
be accelerated, new thinking is necessary on the proper
way to address Internet recruitment, which is not tar-
geted at health professionals from any particular country.

3. An international strategy on ethical interna-
tional recruitment of health professionals,
grounded in human rights principles, must be
developed and adopted at the national level.
Absent an international understanding on what ethical
recruitment entails, and national willingness to act upon
that understanding, the effectiveness of national ethical
recruitment policies will be limited. In a global market-
place, barriers to migration to one country (such as
through a recruitment ban) can be expected to increase
migration to other countries, as health professionals who
want to migrate would just look for opportunities else-
where, and recruiters from countries that continue to per-
mit recruitment would fill the void created when those
from other countries leave. Precisely this pattern has been
reported with South African nurses, who migrated in
increased numbers to the United States, Canada, and
New Zealand when the United Kingdom’s code of prac-
tice restricted their recruitment to the United Kingdom.459

The apparent rapid movement of many nurses from

developing countries who enter the United Kingdom
through the private sector to NHS employment also sug-
gests the limitations of a standard that is followed by too
few actors.460 It could just shift the problem.

An international standard will also have an important
moral force. An international standard would likely
have made it more difficult for most Canadian provinces
to ignore South Africa’s plea to cease recruiting South
African health professionals. It would also serve as an
important advocacy tool for civil society or others who
seek to persuade their country to adopt an ethical
recruitment policy.

If an international standard on recruiting leads more
countries to adopt ethical recruitment policies, the stan-
dard will help recruiting countries focus their attention
on the need to develop their own health workforces.
Developed countries will recognize that there are few
low-income countries to which they can turn to help
meet their need for more health professionals, and fur-
ther, that even those few countries that permit recruit-
ment do not have an unlimited supply.461 This will
necessitate that they implement strategies to meet their
own workforce needs and assist developing countries in
strengthening their health workforces to the point where
they might be able to permit at least limited recruitment
without causing harm to their people’s health.

The international standard might come from several
sources. The most likely is a code of practice developed
by WHO. The 57th World Health Assembly requested
the WHO Director-General “to develop . . . a code of
practice on the international recruitment of health per-
sonnel, especially from developing countries.”462 An
international treaty is another possibility. The 57th World
Health Assembly also requested the Director-General to
explore “the feasibility, cost and appropriateness of an
international instrument” that would “assist in develop-
ing fair practices in the international recruitment of
health personnel.”463 Or, if such methods were to fail or
proceed too slowly, the international standard could
come in a more circuitous route, such as through an
international drive to get civil society organizations and
receptive governments to endorse an existing document.
The Melbourne Manifesto is one such document that
could become the predominantly accepted standard. 

4. High-income countries should review their
immigration policies to determine whether they
contribute to brain drain.
Health professionals can enter high-income countries
through many types of visas, including those related to
their skills as health professionals and those independent
of these skills. For example, health professionals seeking
to permanently immigrate to the United States can seek
to enter the country on immigration visas. Three major
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types of immigrant visas are employment-based visas,
related to the applicant’s skills; family-based visas,
related to the applicant’s relationship to a US citizen or
permanent resident, and; visas gained through the diver-
sity lottery, which relates to the applicant’s nationality.

Health professionals seeking to migrate to the United
States may also enter through non-immigration visas.
These are time-limited visas. While not paths to citizen-
ship or permanent resident status themselves, health pro-
fessionals may apply for permanent residency while in
the United States before their temporary visa expires.
Common non-immigration visas for health professionals
to enter the United States include the J-1 visa, which is
for non-immigrants who come to the United States to
study, teach, research, or for several other purposes. The
H-1B visa is a 3-year visa for people employed in “spe-
cialty occupations,” which is ordinarily renewable for
one 3-year period. The J-1 visa is commonly used by
graduates of foreign medical schools who wish to pursue
their residency in the United States.464

Some immigration policies may contribute to brain
drain of health professionals from developing countries.
For example, the J-1 Waiver Program allows some inter-
national medical students who complete their studies in
the United States to waive the requirement that they
return to and remain in their country of nationality or
last residence for at least two years before being eligible
for an immigrant or temporary worker visa.465 The
waiver is not an automatic path to permanent residency.
Most recipients of the waiver adjust their status to the
H-1B visa. Depending on why they received the waiver,
they might be able to apply for permanent residency
immediately, or they might have to wait three years.466

International medical students can receive the waiver
if they are sponsored by an interested federal or state
government agency and practice for three years in a fed-
erally designated health professional shortage area or
medically underserved area. About 2,600 doctors are
reportedly in the United States under this waiver,467

though the number might be higher.468

A partial analysis of the countries of origin of J-1 visa
waiver recipients suggests that only a relatively few are
from sub-Saharan Africa. Of 33 respondents who man-
age state J-1 visa waiver programs, only two reported
Africans as among the top five nationalities of J-1 visa
waiver recipients employed in FY2000-2001. One
respondent reported employing only South African
physicians (the total number is unknown), while another
respondent listed Ghana as representing the fourth most
important source of waiver recipients. The most popular
countries included Pakistan, India, and the Philip-
pines.469 In 2000, the average state received 18 applica-
tions for J-1 visa waiver physicians out of a maximum
20 allowed,470 a maximum since increased to 30.471

In addition to examining such programs as the J-1
visa waiver, Congress should consider whether a special
class of temporary visas might be created for foreign
health professionals. The special visa could be designed
to provide the foreign health professional skills that will
benefit their country of origin and might be made attrac-
tive enough that health professionals who might other-
wise be determined to permanently immigrate to the
United States instead apply for the visa. Rather than per-
manently migrating, which would harm their country of
origin, these professionals who receive the special visa
would instead gain skills and bring them home, help
their country.472 The special visa might even be linked in
some fashion to other types of visas. For example, appli-
cants for certain immigration visas might be given the
option of spending a long time on a waiting list for that
visa, or receiving the special visa quickly, with some stip-
ulation against permanent migration to the United States
for some period of time after the special visa expires.

There is some reason to believe that facilitating brief
visits by foreign health professionals could be beneficial
and discourage permanent migration. Giving nurses the
opportunity to periodically spend several weeks abroad
might be a strong incentive to people to enter nursing as
a career, as it will let them travel and see the world. A
South African health care corporation, Network Health-
care Holdings, has projects in the United Kingdom that
nurses can work on for four to six weeks, an incentive
the company is offering in an effort to keep nurses in
South Africa.473 Or a short time abroad might provide
enough of an income supplement to enable health pro-
fessionals to continue to work primarily in their home
country.474 A slightly longer period abroad might enable
nurses to earn enough money to pay a mortgage back
home, or perhaps purchase a car, and so make life at
home, in Africa, more comfortable and attractive. A
danger that must be considered when deciding whether
to initiate programs of this type are whether these pro-
grams may end up encouraging migration by exposing
health professionals to well-equipped, high-technology
health care environments that they will not want to
leave, or that they will be tempted to return to as soon as
they can find the opportunity to do so.

Another linkage that might be considered is that
between the J-1 visa waiver program and the diversity
visa lottery, in which 50,000 permanent residency visas
are made available annually to people from countries
with low levels of immigration to the United States.475

Perhaps if international medical graduates were made
ineligible for the J-1 visa waiver program, that country’s
representation in the diversity visa lottery could be
increased, so as to prevent an overall drop in immigra-
tion from that country.
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Altering the immigration regime is largely a taboo
subject in discussions of brain drain, and will immedi-
ately face protestations of restricting freedom of move-
ment. It may be that any form of visa restrictions
targeted at foreign health professionals from certain
regions would be unwise. However, without open dis-
cussion of the topic, it will remain a mystery whether the
immigration regime could be adjusted in a way that
reduces brain drain of health professionals while respect-
ing human rights principles, and even benefits the appli-
cant health professionals themselves or
immigration-seekers from developing countries more
generally. 

5. High-income countries that host health profes-
sional migrants from low-income countries should
develop strategies to help ensure that their experi-
ences contribute to their ability to provide high-
quality care when and if they return to their
countries of origin.
Organizations in high-income countries that employ
health professionals from developing countries, along
with government bodies, NGOs, and other groups,
should seek to minimize the harm caused to health in the
health professionals’ countries of origin, or even turn a
temporary loss into a benefit for those countries. They
should develop strategies to help those health profes-
sionals gain experience, skills, and knowledge that will
increase the quality or range of health services that they
can provide when and if they return to their country of
origin. For example, in the United States, qualified
organizations should develop programs to provide these
skills as part of physicians’ continuing medical education
requirements. These programs should be offered at low
or no cost to encourage participation. State medical
boards could also encourage health professionals to par-
ticipate in these programs. They might, for example,
highlight these programs in informational material
about continuing medical education, or the boards could
double count hours spent in these programs, making
them a very efficient and so attractive way to meet the
continuing medical education requirement.

6. The effects of offering high-income country
medical or nursing licensing exams for foreign
health professionals in or near their home coun-
tries should be monitored for their impact on
migration.
Several organizations central to licensing foreign-trained
doctors and nurses to practice in the United States offer
exams in several African countries. To receive a medical
license to practice in the United States, foreign health
professionals must pass the US Medical Licensing Exam-
ination. For international medical graduates (other than

Canada), the exam is offered through the Educational
Commission for Foreign Medical Graduates. The Com-
mission offers the exam at test centers in Ghana, Kenya,
Mauritius, South Africa, Uganda, and Zimbabwe, as
well as sites in Asia, Latin America, and the Middle
East.476 The Commission on Graduates of Foreign Nurs-
ing Schools offers qualifying exams to foreign-trained
nurses to access nursing and English language profi-
ciency. This is in effect a screening exam, and less than
one-third of those who take the exam qualify for the cer-
tificate. Those who fail to get the certificate are less
likely to try to take the nurse licensing exam and will
have a more difficult time receiving a visa to the United
States.477 The Commission on Graduates of Foreign
Nursing Schools offers the exam overseas, including in
Ghana, Kenya, and South Africa.478 The nursing licens-
ing exam, administered by the National Council of State
Boards of Nursing, is presently offered only in the
United States. However, as early as January 1, 2005, it
will be offered in up to three still-to-be-determined over-
seas sites, a number that could increase with time.479

Enabling nurses and physicians to take their exams in
or near their home countries could well accelerate migra-
tion by making it easier for them to take them exam. At
least in the case of nurses, however, it is possible that
offering the screening exam Meanwhile, there is anec-
dotal evidence that many foreign-trained nurses who
migrated to the United States with their families and fail
the nursing exam the first time remain in the United
States and take the exam until they pass, often working
as nurses’ aides in the meantime.480 Perhaps if they had
not made the investment of traveling to the United
States, if they could have taken licensing exam nearer
home, the nurses would not have been so persistent. The
effects on migration of offering these exams overseas
should be studied.

Even if the result of the studies are that offering the
nursing and physician exam overseas encourages migra-
tion, challenging policy choices will still have to be made.
It may well be appropriate to stop offering the test over-
seas (or possibly, in the case of the nursing licensing
exam, not offering it in African countries or certain other
countries in the first place) to discourage this migration,
but several other factors must be taken into account. One
is the hardship that that offering the exams only in the
United States could cause nurses and physicians. This
hardship would be particularly troubling if the health
professionals must return to Africa significantly poorer
than before because of the travel and associated costs of
taking the exam. Nonetheless, if the effect on migration is
significant, that might well outweigh the hardship factor.
Another variable is that physicians need to take the med-
ical licensing exam to pursue residency programs in the
United States,481 which could be important for bringing
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advanced medical skills to developing countries – though
it also is a significant channel for brain drain. If testing
centers are located overseas, attention should be paid to
the effect lead the facility could have on nurse emigration,
not only that particular country.

Reimbursement
A resolution that the 57th World Health Assembly passed
in May 2004 moved to a new stage the debate over the
appropriateness of wealthy nations compensating poorer
countries for their loss of health professionals to those
high-income countries. By requesting that the WHO
Director-General support the “examination of modali-
ties for receiving countries to offset the loss of health
workers, such as by investing in training of health pro-
fessionals,” the world’s most inclusive inter-governmen-
tal body changed the terms of the debate over
reimbursement from whether it is appropriate to how it
should be accomplished.482 Also at the 57th World Health
Assembly, wealthy nations agreed to compensate mem-
bers of the African Union for health professionals lost to
those nations.483

Recommendation

A. Wealthy nations should reimburse developing
countries for the training costs and health impact
of health professionals who migrate from develop-
ing to developed countries.
A central yet challenging question on reimbursement is
how much it should be. A typical view is that reimburse-
ment should cover for the cost of the medical training of
the health professional,484 but in fact, it should be more.
Dr. Kgosi Letlape, chair of the South African Medical
Association, has proposed that reimbursement should be
twice training costs, to both compensate for the health
professional who migrated and to pay the training costs
for a replacement.485 While the reimbursement for the
emigrated health professional could pay the training
costs of a new health professional, this formula has the
merit of incorporating both reimbursement for the direct
transfer of value from low- to high-income countries and
a forward-looking element that recognizes the point of
reimbursement is not simply to compensate a govern-
ment, but to improve people’s health. It is an easy-to-
apply reimbursement formula that correctly exceeds the
cost of the medical education and perhaps could be uti-
lized until a more exact formula is developed.

The perfect reimbursement mechanism would take
into account full effects of brain drain. The medical edu-
cation costs alone would not fully compensate the source
country in terms of the most important measure, which
is not the financial loss, but the health impact. Training a

new health professional to take the place of the one who
emigrated will take years, and in the meantime the
health of the population will suffer. The health impact
will also create a financial loss.486 Even then, developing
countries may be left with fewer health professionals
than they would have had absent brain drain. The ideal
reimbursement mechanisms would include investments
to redress these effects. A less exact but perhaps more
practical measure of reimbursement would translate the
health impact into economic terms through the measure-
ment of lost productivity due to death and disability. In
addition to training and health costs, reimbursement
might cover other losses to low-income countries, such
as lost tax revenue.487

The mechanism will have to factor in the migration
within Africa.488 A health professional might be trained
in Kenya, move to South Africa, and later proceed to the
United States. Does the United States reimburse Kenya,
the country of training, or South Africa, the country of
last residence? It would probably be most reasonable to
focus on the country of training. Otherwise reimburse-
ment money would be distributed disproportionately to
wealthier developing countries, such as South Africa,
while poorer developing countries suffering from brain
drain would receive very little in reimbursement funds
(unless, in this example, South Africa were to compen-
sate Kenya, and the United States compensate South
Africa). This proposition might have to be nuanced to be
the health professional’s country of citizenship at time of
training, otherwise countries that lack medical or other
health training institutions would never receive reim-
bursement, although they are harmed by brain drain.

The reimbursement mechanism should put the full
amount of the reimbursement funds back into the health
system (and, as appropriate, the education sector).
Reimbursement would not encompass the full obliga-
tions of wealthy countries with respect to their monetary
response to brain drain.489 They would continue to be
obligated to provide the financial, technical, and other
assistance required to help address root causes of brain
drain, such as lack of supplies and medicine, inadequate
salary and benefits, and unsafe working conditions.

Reimbursement might take one of a number of forms,
or a combination of them. It could be a pool of foreign
aid targeted largely to health training institutions so that
they can graduate more health professionals, making up
for those who left. Or, reimbursement funds could be
added to other foreign assistance to meet the needs of
health care workers and the communities they serve in
low-income countries, with the reimbursement funds
allocated to countries based on reimbursement owed
them. So long as this approach does not lead high-
income countries to skirt additional foreign assistance
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obligations under human rights law, it may be prefer-
able. It has the advantage of enabling countries to use
the additional funds to meet their health priorities.

Some observers fear that if reimbursement is provided
as part of a larger foreign assistance package, the money
would be lost to corrupt governments. To prevent that,
all foreign assistance should be provided in a transparent
manner with sufficient accountability mechanisms built
into the delivery of the assistance. For recipient countries
with poor governance, directly funding health-related
institutions, particularly training institutions, might be
appropriate. This funding could come directly from the
high-income country government or could take the form
of twinning, partnerships between health institutions in
the high- and low-income countries. 

High-income countries might raise funds for reim-
bursement differently from other funds for foreign
assistance. They might, for example, levy a tax on the
health sector organizations that benefit from or con-
tribute to the conditions that result in a shortage of
domestically trained health professionals, and on those
whose policies must change in order to reduce the
domestic shortage. The former include health care cor-
porations that would have to pay higher wages and
enhance working conditions to attract more domestic
workers; the latter include health training institutions
that need to train more students. Policymakers should
take care to avoid a tax that would fall most heavily on
health care employers that serve the urban and rural
poor Because of their difficulty attracting domestically
trained health professionals, rural and inner-city health
care facilities are most likely to employ foreign-trained
health professionals. It would be wrong, though, to
place the weight of paying for brain drain on the under-
served populations of wealthy nations.490

C. HUMAN RESOURCES PLANNING AND MANAGEMENT

Human resources planning
The building block of good planning is good informa-
tion, but in most of Africa, information is sorely lacking.
To develop plans to increase health system access, it is
necessary to know the current status of all health facili-
ties, including their conditions, capacities, and needs. It
will be little use to focus excessively on constructing new
facilities to expand access to health care when existing
health facilities cannot provide people in their catch-
ments area adequate health services. It is also necessary
to know staffing capacities, so that new facilities are not
constructed without any way to staff them. 

Few areas are more in need of better data than human
resources for health.491 Data on the very number of doc-
tors, nurses, and other health personnel a country has is
often years out of date, or based on rolls that include

health professionals who have left the country or even
the profession.492 Countries may lack information on the
loss of health professionals, whether to another country,
the private sector, another profession, or death. A study
on human resources for health in Malawi concludes,
“Improving the [human resource] information systems
to improve data quality and coverage in order to allow
more accurate monitoring and strategic planning for
[human resources] for health is clearly a priority.”493

Recommendations

1. African countries should undertake comprehen-
sive and detailed surveys of their health infrastruc-
ture to better understand what needs exist and
how to best meet them. Donors should provide
technical and financial assistance as required.
Health planning at both the national and local level will
be facilitated if countries have accurate information
about the current state of their health systems.494 Coun-
tries that have not undertaken such surveys should do
so. The surveys should include both physical and human
infrastructure. Planning for the two types of infrastruc-
ture must go hand-in-hand. Comprehensive health infra-
structure surveys and maps must incorporate both types
of infrastructure. The surveys should also include NGO,
faith-based, and private health facilities, as their loca-
tion, quality, and accessibility are an important part of
the overall health system and will impact utilization pat-
terns and needs of public health facilities.

Surveys will identify gaps in health infrastructure, and
enable resources to be directed to those gaps. A compre-
hensive picture of the health system will enable effective
priority planning and resource distribution. Solutions to
problems at the district and even facility level should
emerge from the survey. Health workers interviewed can
state their needs, which may reveal or lead to solutions
to health system problems. For example, the cure rate
for tuberculosis is unexpectedly low in Eastern Cape
Province in South Africa. The head nurse at a hospital in
the province stated that health workers might be able to
learn what the problems are if they were able to visit
their patients and see their home environment. However,
they lack the cars to do so.495

This exercise could also be useful as a means of
empowering health workers. Health workers may
rarely have the opportunity to express their needs,
much less have them addressed. If the maps of a health
system’s present capacities and needs are accompanied
by a genuine national commitment to develop the
strategies and devote the resources to meet these needs,
and as a result of the survey health workers have at
least some of their expressed needs met, health workers
will see the benefit of articulating their needs. This
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might spur health workers to be more forceful advo-
cates for their needs in the future.

2. African countries should develop national maps
and databases of their health workers. The maps
and databases should be regularly updated.
Donors should provide technical and financial
assistance as required.
In conjunction with a comprehensive mapping of health
infrastructure, African countries should pay particular
attention to their human resource capacities and needs.
An understanding of a nation’s human resources for
health, including types of health workers and where they
are deployed, is critical for rational human resources
health planning, as well as for evaluating interventions
to help recruit and retain health workers.

Understanding the current human resources situation
will enable health planners to make better use of person-
nel by redeploying them to help equalize their distribu-
tion, ensuring more optimal skills mixes at health
facilities, and providing training to meet identified skill
gaps. Up-to-date information on health personnel will
allow vacancies to be filled more quickly. An under-
standing of the present skills mix and attrition patterns
will enable re-orientation of pre-service training to meet
the most pressing skills gaps.496 If managers are given
greater flexibility to promote, fire, and otherwise reward
and punish workers based on their performance, and
have the training to appropriately use this flexibility,
information on human resources for health will enable
policy designers to see how managers are using this flex-
ibility, and whether it is strengthening or weakening the
health workforce. The database and related information
can also be used to evaluate interventions that help
retain and recruit health workers. For example, what
effect are new salary and benefits packages or new
human resource management policies having?497

Possibly through exit interviews, information should
also be collected and retained on why health workers
leave their jobs, whether they left because of death, emi-
gration, retirement, or another reason. Understanding
health worker attrition is critical to designing and prior-
itizing interventions to prevent it. How important is
international recruitment of health workers, for exam-
ple? Why are health workers retiring? Perhaps flexible
hours or part-time opportunities could help retain retir-
ing health workers. Information on why health workers
are leaving could be enhanced if, upon their departure,
they fill out a survey about why they are leaving, and
this information is recorded in a database. 

If the database can include contact information,
including those health professionals who have emi-
grated, it could have additional uses. For example,
African countries could encourage émigrés to contribute

their skills or resources to the health needs of these coun-
tries. This information will also open up other possibili-
ties to African countries, such as taxing expatriates, a
common practice of high-income countries.498

3. Low-income countries should study what health
workers require to keep them in the country and
public sector, and what incentives or policies
would encourage them to work in rural areas.
Unless surveys or other studies have been conducted to
determine just what these local needs are, it may be nec-
essary for countries to conduct interviews, focus group
discussions, and other forms of investigation to deter-
mine the needs of health workers and what is required to
keep them both in the country and in the public sector.
The results should inform health system investments and
reforms, as well as targeted incentives to encourage
health professionals to work in rural areas and to remain
in the country and in the public sector.

4. WHO efforts to develop an international
human resources database should receive the full
support of the international community.
WHO has embarked on four projects that should result in
a new international database of human resources for
health. The projects are developing a global directory of
health training institutions, a world health survey, detailed
health staffing assessments in six countries, and a meta-
database on sources of health care staff. This last project
should facilitate meaningful international comparisons.
Presently, differences in how information on health per-
sonnel are categorized and shortcomings with the infor-
mation itself, such as the failure to disaggregate
information on nurses by type of nurse, along with a
dearth of information, make such comparisons diffi-
cult.499

A better understanding of the international human
resources for health situation will enhance the ability of
countries to learn from their counterparts, and adapt suc-
cessful practices to their own circumstances. These prac-
tices might focus on recruiting and retaining health
professionals, on changing the roles of existing cadres, or
on creating new ones.

5. African countries should develop or, if necessary,
revise national plans on human resources for health.
The plans should be designed to produce and retain
the numbers of health personnel, in the appropriate
skills-mix, required to meet the health needs of the
population, including anti-retroviral therapy and
scale-up of other health interventions. Special care
should be taken to ensure that the plans will meet
the health needs of rural and other underserved
populations.
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In or about 1999, the WHO Regional Office for Africa
established the goal that by 2004, all 46 countries in the
Region would “have developed a policy for human
resources development for health.”500 These plans must
indeed be developed. The planning process should be
widely participatory, including health workers from the
public, NGO, faith-based, and for-profit sectors, and
leaders in urban, rural and other underserved areas. The
planning process should also draw on international
expertise, including from WHO. 

The planning process should be certain to include
three areas often missed during planning processes about
health workers in Africa: 1) a realistic assessment of the
types of health workers most needed based on an analy-
sis of the country’s disease burden; 2) an evaluation of
the size of a sustainable health workforce and the appro-
priate skills mix, along with the relationship with the
network of health facilities, and; 3) the role of the pri-
vate sector and its interaction with the public health sec-
tor.501 It may be necessary for existing strategies to be
revised based on these considerations.

6. WHO should develop and disseminate good
practices in health sector human resources plan-
ning and management. Wealthy WHO member
states should provide WHO the necessary financial
support to carry out this and other activities that
are part of the organization’s promotion of human
resources and health systems development.
Countries will have much to learn from one another in
developing and implementing successful human
resources for health strategies. WHO can facilitate this
learning process by collecting and disseminating good
practices in human resources for health planning and
management. As part of its 3 by 5 treatment initiative,
WHO does plan to “develop guiding material based on
the comparative analysis between countries identifying
similarities, differences and good practices” for human
resource practices in scaling up anti-retroviral therapy.502

WHO can also create networks of health systems human
resource managers to directly share with one another
their successes and failures. 

WHO will likely require additional resource to collect
and disseminate these good practices, and to provide
other technical assistance that will support human
resources for health in Africa and other areas of the
developing world. WHO members in a position to pro-
vide these resources must do so.

Human resources management
Good human resources management has the potential
to significantly increase staff morale, and so encourage
health professionals to remain in the country and in the
public health sector. One factor that can contribute to

brain drain is a lack of options for career development,
as mentioned, for example, in focus group interviews
with South African nurses, as well as by WHO.503 A
well-capacitated human resource management system
can help address this need by establishing well-defined
career paths.

Active human resource management can help mitigate
the inadequate supervision and high workloads that con-
tribute to health professionals’ decisions to emigrate or
leave the public sector. Strong human resource manage-
ment can ensure that supervisors are in place, trained,
and have the tools to do their jobs. It can also establish
and revise job descriptions, reallocate staff, ensure the
availability of psychosocial support, and otherwise ease
workloads. Human resource managers can also help
develop increased salary and benefits packages while
ensuring that they are perceived as fair across cadres.

Strong human resource management will also be
needed to plan and implement new human resource poli-
cies. For example, responses to the severe shortages of
health personnel may include creating new cadres of
heath professionals, revamping pre-service training poli-
cies, and new strategies for retaining health workers, all
of which will require good planning and management to
succeed.

Recommendations

1. African countries should strengthen their health
ministries’ capacity for human resources planning
and management. Donors should provide technical
and financial assistance as required, including
loaning health ministries personnel if necessary.
It has been recently estimated that in Malawi “there are
less than six people in the civil service who are trained
and specialised in human resource planning.”504 An offi-
cial with the WHO Regional Office for Africa, Dr. A.
Gbary, reports that “Ministry of Health [human
resources for health] departments were inadequately
structured, skilled and equipped.”505 These human
resources for health departments or divisions might not
have the authority or mandate to carry out more than
routine personnel administrative functions.506

Given this lack of capacity, it is little wonder that
health ministries have been unable to collect good data
on their workforce, or that they may have ineffective
human resource policies. A priority of donors should be
to strengthen the capacity of health ministries to plan
and implement effective human resources for health
policies. This will entail training current and new health
ministry staff, ensuring that they have the tools, author-
ity, finances, supporting staff, and information to do
their job, including strategic planning, and possibly
restructuring health ministries or departments within

 



P L A N  O F  A C T I O N :  R E S P O N D I N G  T O  B R A I N  D R A I N 6 5

them. Strong human resource departments within health
ministries is especially important now because creating
strategies to significantly increase retention and recruit-
ment of health workers will require policy changes and
new policies. Even well-designed policies could fail with-
out adequate capacity to implement them.507

2. African health training institutions should incor-
porate human resources for health into their pre-
service training curricula. 
To ensure that in the coming years African health min-
istries and facilities have adequate numbers of people
trained in human resources for health, issues in human
resources should be incorporated into pre-service train-
ing curricula for health professionals. WHO’s Depart-
ment of Health Service Provision recently undertook an
educational strategy review with the aim being “to learn
from proven good practices, and to brainstorm new
standards, current needs, appropriate quality assess-
ment and curriculum improvement, and then to propose
new strategies in the field of education of” human
resources for health.508 The review was to have been
completed by 2003. This review should inform African
health training institutions as they review their own cur-
ricula and evaluate ways to incorporate human
resources for heath issues. 

3. African health ministries should assess and
revise their human resource policies.
Improved human resource policies could increase health
worker morale and enhance service delivery. Many poli-
cies, such as better salary and benefits packages, are dis-
cussed elsewhere. Other policies include ensuring that
health workers have clear job descriptions, receive
annual performance reviews, and are regularly
informed of changes in health policy.509 Governments
must reform human resource policies to focus on the
necessary skills-mix and health services required, and
not place “undue emphasis on the numbers of workers
in the civil service.”510 Policies will also frequently need
to be revised in light of the demands HIV/AIDS places
on the health system, including for delivery of anti-
retroviral therapy. For example, the numbers and type
of health personnel required may change, and new cate-
gories of health workers and modalities of care may
need to be developed.511

Countries should also consider moving towards per-
formance-based policies, where health workers receive
feedback on their performance and are rewarded for
good performance, and can be sanctioned for poor per-
formance. Such performance-based policies have been
found to increase worker morale.512

4. African countries should avoid committing them-
selves to liberalizing trade in health services, in par-

ticular the services of doctors, nurses, midwives, and
other health personnel, under the General Agree-
ment on Trade in Services (GATS). The World
Trade Organization (WTO) Secretariat should edu-
cate trade officials from developing countries on the
potentially negative consequences of committing to
the GATS regime for these services. 
Health sector human resource managers and policymak-
ers should be afforded the flexibility they require to
develop the strategies needed to recruit and retain health
personnel. External constraints on their ability to
develop such policies should be minimized. One poten-
tial impediment to policymakers’ ability to design and
implement such policies is the General Agreement on
Trade in Services (GATS). If a state commits to liberaliz-
ing trade in health services, and in particular in health
personnel, its ability to formulate policies necessary to
retain these personnel could be impeded.513 This is not a
risk that African countries can afford to take.

Fortunately, “the section of the agreement dealing
with movement of professionals . . . has been little used,
especially by developing countries,” with the exception
of India.514

WHO is aware of this possible constraint. In 2004, the
57th World Health Assembly requested that the WHO
Director-General, in cooperation with organizations
including the WTO, “conduct research on international
migration of health personnel, including in relation to
trade agreements . . . in order to determine any adverse
effects, and possible options to address them.”515

Trade officials in Africa might be unaware of the
potential consequences of subjecting services of health
professionals to the GATS regime. It is important that
they understand the consequences, and do not lightly
commit their countries to GATS obligations for trade in
the services of health professionals, or of health-related
services more generally. Therefore, the WTO, possibly in
concert with WHO, should educate trade officials from
developing countries on the consequences (including
possible adverse effects) of committing to the GATS
regime for these services.

5. Where possible, health facilities in Africa
should employ managers trained in human
resource management. 
Health workers need an advocate. Health facilities
should employ a human resources manager who not
only manages the logistics of human resources, such as
ensuring that health workers are paid on time (itself a
very important task that can affect morale), but also to
advocate for health workers’ needs both within the facil-
ity and to higher authorities. This may entail training
current staff who handle human resource issues, such as
payroll, to assume these other responsibilities.
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6. African countries should ensure that they have
efficient recruitment and placement procedures for
posts in the public health system.
Civil service procedures may needlessly hinder the
efforts of new health professionals who do desire to join
the public health system. These procedures may force
graduates to wait many months before they are recruited
into public service. These procedures should be stream-
lined.516 Otherwise, posts in the public health system are
left vacant for an unnecessarily long time, and new
health professionals may be deterred from serving in the
public sector if their introduction to it is one of bureau-
cratic delays. 

7. Donors should maximize coordination so as to
minimize unnecessary work for health system
managers.
A long-standing need for more effective and efficient for-
eign assistance programs is increased donor coordina-
tion. This need applies to assistance and other policies
that pertain to health sector human resources. This coor-
dination, including in monitoring and evaluations517 and
in the process of selecting health system priorities for
which donor assistance will be used, will help ensure
that all needs are addressed and will enhance recipients’
ability to manage the assistance. This coordination
should also minimize duplication, which represents a
waste of human resources that the countries receiving
the aid cannot afford.

D. SOURCES FOR MORE HEALTH CARE WORKERS
One principle guiding this plan to action is that for many
or most African countries, the shortage of health work-
ers cannot be solved only by retaining more health pro-
fessionals. The severity of the shortages requires stronger
health training institutions that are able to produce more
graduates, as well as innovative strategies to meet the
needs for trained health workers even before brain drain
has been reduced and health training institutions are
able to produce a steady stream of new health profes-
sionals. This need is particularly great in light of a grow-
ing demand for trained health workers as countries gear
up to introduce AIDS treatment and meet the health-
related Millennium Development Goals. Health workers
are also needed to replace those who have died of causes
related to HIV/AIDS.

The need to increase health professional training
capacity is well-recognized,518 as is the need to look to
new types of health workers and new roles for health
workers. Zimbabwe’s Minister of Health has placed sig-
nificant pressure on the University of Zimbabwe’s med-
ical school to significantly increase its production of
doctors,519 and Botswana is set to open its first medical

school in 2008.520 Malawi has re-introduced the mid-
level nursing cadre of enrolled nurses and South Africa is
training community health workers to provided home-
based care to HIV-positive people. Zambia has amended
a law that had prohibited nurses from prescribing med-
ication and performing invasive procedures.521 Countries
will have to draw upon a variety of strategies to increase
their number of health workers, as well as to maximize
the productivity of existing health workers.

Supporting health training institutions
Support for health training institutions, such as nursing
and medical schools, is essential to increasing the num-
ber of health professionals in African countries. Support
is needed both to increase the capacity of the schools so
that they can train more health professionals and to
improve the quality and relevance of the training stu-
dents receive.

Recommendations

1. The United States and other donors should pro-
vide funding for salary support and other incen-
tives to educators at medical, nursing, public
health, pharmacy, and other health training institu-
tions to promote recruitment and retention of
trainers.
One factor limiting the ability of health training institu-
tions in some African countries to increase the number
of graduates is a shortage of teachers.522 In Ghana, brain
drain of academic health professionals is harming that
country’s ability to train new health professionals. In
Malawi, a shortage of teachers in nursing colleges was
one reason for these colleges’ low student uptake in the
early 2000s.523 The University of Zimbabwe reportedly
stopped admitting new pharmacy students because of a
lack of lecturers, many of whom had left the country.524

Meanwhile, the University of Zimbabwe appears set
to increase its medical school enrollment, but at the
cost of the quality of education it provides. The med-
ical school faculty sought to reduce its enrollment from
120 to 70 students because of a shortage of lecturers;
the University of Zimbabwe was operating with fewer
than 50% of its lecturers.525 Yet Zimbabwe’s health
ministry directed the medical school to triple the num-
ber of students it graduates. Professors expect that the
result of increasing enrollment will be to decrease the
quality of education students receive, at least in part
because only the most assertive students will receive
attention.526 It appears likely that under strong political
pressure to increase enrollment, the medical school will
enroll about 160-180 students in the semester begin-
ning August 2004.527
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To help retain trainers and aid in the recruitment of
new teachers, incentives should be devised to help retain
and recruit trainers, lecturers, teachers, and other faculty
at health training institutions. As for health profession-
als generally, these incentives could take many forms,
both monetary and non-monetary. The United States
and other donors should help fund these incentives. 

2. Health training institutions in the United States
and other high-income countries should develop
partnerships with health training institutions in
Africa and other regions of the developing world
that are facing faculty shortages and offer trainers
(professors) on a per semester or annual basis.
Governments of high-income countries should, as
needed, facilitate these partnerships or separately
support trainers through its own programs.
It may take several years before improved salary and
benefits succeed in raising the number of faculty at
health training institutions to sufficient levels. In the
meantime, health training institutions in the United
States and other high-income countries can help alleviate
this shortage by loaning educators to counterpart insti-
tutions in low-income countries that face shortages of
trainers.528 The trainers could be loaned for one or sev-
eral semesters, with the high-income country institution
paying all associated costs. It will often be appropriate
and desirable for the health training institutions in high-
income countries to provide other assistance beyond
trainers themselves. A high-income institution should
transfer or enhance technology available in the low-
income country training institution, contribute to its
library, help fund the rehabilitation of its facilities, or
otherwise help increase the number of students the facil-
ity is able to train and the quality of education it is able
to provide.

High-income country governments could, if needed,
facilitate this twinning process. For example, if the edu-
cators’ own institutions are unwilling to pay their cost,
the high-income country government could pay travel
expenses and a stipend. Or governments could help
match high- and low-income country institutions. Where
possible, to help ensure continuity, trainers should be
selected who commit to reside permanently in the coun-
try where the training institutions are located (possibly
members of the African diaspora), or those who are able
to make a multi-semester time commitment. The univer-
sities to which the trainers belong should ensure that this
time abroad will not affect the professors’ chances to
receive tenure.

As part of its bilateral AIDS program, the United
States plans to use volunteer American health profes-
sionals as one strategy to meet training and other needs.
The US Office of the Global AIDS Coordinator should

hold open the possibility of using the volunteer health
professionals to assume training roles in African health
education institutions. Depending on the institution’s
needs, they might provide courses on anti-retroviral
therapy or other AIDS-related subjects, or they might
teach other subjects.

American and other non-African health professionals
will likely be better prepared to teach some courses than
others. At present, with curricula in African countries
generally based on European models, there will be signif-
icant overlap between the expertise of educators from
high-income countries and the training needs of African
health training institutions. If health professional train-
ing curricula in African countries are revised to be more
relevant to population needs and to actual practice con-
ditions, as they should be, some of the overlap between
training needs and expertise of foreign educators will be
lost. However, there should still be numerous areas
where health professionals from abroad will be able to
lend their services, including general sciences courses
and AIDS. Health professionals and other educators
from high-income countries with significant experience
working in developing countries or with diseases or con-
ditions common in those countries could potentially
teach a wide-range of courses. Where possible, though,
local educators should lead in teaching courses that rely
on local knowledge. 

3. The United States and other donors, in collabo-
ration with American and other high-income
country health training institutions, should sup-
port distance learning in health training institu-
tions in African countries and other parts of the
developing world.
Particularly where efforts to increase the number of edu-
cators are inadequate or will not come to fruition
quickly enough to meet immediate training needs,
African health training institutions should explore the
possible role of distance learning.529 This would allow,
for example, a professor in another country to teach a
class in the country experiencing a shortage of educa-
tors, and to communicate with students via e-mail and
the Internet. Distance learning is an area ripe for South-
South collaboration, where a better-resourced African
institution could assist an African institution that has
too few faculty members. While donors might assist with
the technological costs, and while in some cases – such
as in courses on anti-retroviral therapy – it might be
expected that the professors participating in the distance
learning might be from the United States or other high-
income countries, in general the professors involved
could be located in other African countries, or even
other institutions within the same country. Potentially,
regional networks of distance learning can be estab-
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lished. Distance learning has the potential of enabling
quality education with fewer in-person trainers.

4. The United States and other donors should
assist African countries in increasing investment in
their health training institutions to enable them to
raise the numbers of health professionals they
graduate annually.
Along with assistance meeting needs for more faculty,
the United States and other donors will have other
means of supporting African health training institutions.
For example, they could pay to improve library collec-
tions, ensure full Internet connectivity, and ensure that
laboratories have functioning equipment;530 shore up the
physical infrastructure of the training institutions and
ensure teachers have adequate and up-to-date material;
531 expand health training institutions to enable them to
teach and house more students, and fund operating
costs.

Where necessary, African health training institutions
should consider temporary measures to expand capacity,
even as more permanent steps are underway. Along with
using foreign health professionals as trainers or utilizing
distance-learning, other possibilities include: “contract-
ing an institution from another country to deliver
courses in [the country]; . . . hiring additional rooms to
reduce the need to wait for more lecture rooms to be
built; taking day students to reduce costs and the need
for student accommodation; [and] doubling up courses
so that teaching resources are maximally used.”532

5. Countries in Africa and elsewhere that have few
or no medical schools should evaluate whether
they can meet their human resources for health
needs with their current health training institutions
and through foreign institutions at which their
nationals train. Where they cannot, the United
States and other donors should assist in funding
new training institutions.
The nearly four dozen countries of sub-Saharan Africa
have a total of only approximately 87 medical schools.
Eleven sub-Saharan countries have no medical schools at
all, and fully two dozen have only one medical school.533

Students from countries without medical schools train
students abroad. South Africa is an important regional
center for southern African countries without their own
medical schools. Namibia, for example, has no medical
schools, so all doctors and specialists receive their train-
ing in foreign countries, including two-thirds in South
Africa.534

Countries that are unable to meet their training needs
through their own or foreign training institutions should
consider constructing and opening new schools of medi-
cine, nursing, and allied health professions. When deter-

mining whether to open new schools, they should do so
with as clear an understanding as possible of their long-
term health personnel needs.535 When planning these
schools, countries should also develop strategies to
ensure that they will have the staff and equipment neces-
sary to operate effectively.

Regional medical training institutions can also be cre-
ated and expanded. For example, the Medical University
of Southern Africa, located near Pretoria, South Africa,
is a major training center for students in the countries of
the Southern African Development Community,536

responsible for training more than half of the doctors in
Southern Africa, along with many specialists. The Uni-
versity houses about 3,000 students.537 Similar institu-
tions spread throughout Africa could contribute
significantly to increasing the number of African health
professionals.

If a health training institution’s location can affect the
proportion of graduates who practice in rural and other
underserved areas, then locations that increase this pro-
portion should be favored. For example, one might
assume that locating a medical school in a rural area, by
exposing students to rural medicine, will lead to more
doctors practicing in rural areas. Research should be
conducted to determine whether this is the case.

6. African countries, with the support of the
United States and other donors, should increase
investment in secondary education, especially sci-
ence and math programs, to increase the pool of
students prepared to enter health training institu-
tions.
Inadequate production of health professionals in some
countries is at least partially attributable to failings in
general education, which do not produce enough candi-
dates qualified for admittance to health training institu-
tions.538 It may be particularly important for countries
lacking sufficient numbers of qualified candidates to
increase investment in secondary education, and espe-
cially secondary school math and science education, and
even math and science education at the primary school
level.539 Recognizing its own need in this area, Malawi
has increased investment in math and science courses in
secondary education.540

7. A portion of donor funding for in-service train-
ing should be shifted to pre-service training.
Most foreign assistance for health worker training is cur-
rently channeled to in-service training. Funding for in-
service training can be relatively high. The funds that
donors spent on health-related in-service training in
Malawi in fiscal year 1997, $4.5 million, could have
been used to provide a 50% salary increase that year to
each of Malawi’s 9,500 health sector civil servants.541 In-
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service training can function as a form of salary support
for those who attend the training, as trainees typically
receive stipends for participating. 

Pre-service training, however, is more sustainable,
inclusive, and cost-effective than in-service training, and
less disruptive as well. In-service training may end once a
donor ceases to sponsor the training, whereas the skills
to be taught can be made a permanent part of a pre-serv-
ice curriculum. Pre-service training covers all health pro-
fessionals of a given type; in-service training covers only
a portion. In-service training, unlike pre-service training,
typically includes high costs for hotels and travel. And
much in-service training is provided off-site, drawing
health care workers away from their patients. The focus
on in-service training also draws attention away from
pre-service education, which has none of these draw-
backs.542

8. African countries shortages should consider
reducing the length of professional training pro-
grams to speed the production of health personnel.
This should be done only if it can be accomplished
in a manner that will ensure that graduates still
have the required competency, skills, and experi-
ences.
Training a physician or registered nurse is a lengthy
process. Even if health training institutions are able to
increase their capacity, it will be years before larger
classes graduate. In some cases, it may be possible for
health training institutions to speed this process by
reducing the length of training. It is critical any reduc-
tion in the length of training is accomplished in such a
way that continues to ensure that graduates have the
required competency, skills, and experiences. For exam-
ple, one option that has been proposed in South Africa is
to reduce the number of specializations that nursing stu-
dents choose from four to one, which could enable nurs-
ing training to be reduced from four to three years.543

One way to help develop the skills and experiences of
new health professionals, which will be especially impor-
tant if formal pre-service training is reduced, is “through
team work where junior members of the team benefit
from senior members of the team.”544

9. African countries should reach out to retired
and inactive health professionals.
Several pools of health professionals exist to whom
countries can reach out to re-engage into the profession,
helping ease their shortages. These include retired health
professionals, who might be induced back into service,
and trained health personnel in the country who, for any
number of reasons, are not currently employed in the
health professions.545 This category includes health
workers who, incredibly, are unemployed because of

spending limits on health workers, which will be dis-
cussed further below. Others might be unemployed
because, for reasons discussed below, the country has
been unable to afford to hire them. This category
includes, for example, thousands of Kenyan health pro-
fessionals, including 4,000 nurses, 1,000 clinical offi-
cers, 2,000 laboratory staff, and 160 pharmacists or
pharmacy technicians.546

Increasing roles of nurses, mid-level cadres, and
community health workers
The shortage of health professionals in many African
countries is greatest at the highest level of training.
Physicians are in the shortest supply, leaving nurses to
run much of the health system, though the dearth of reg-
istered nurses is often itself considerable. To address this
situation, a key strategy recognized by WHO is to push
down the types of care provided at each level, such that
doctors provide care that they are uniquely equipped to
provide, with some of the services they now provide
shifted to the level of nurses, while some of the tasks that
nurses now provide are assumed by mid-level cadres
(those with less training than physicians or registered
nurses).547 Community health workers could also be an
important part of the service delivery picture.

In the process of increasing the responsibility of
health workers, including nurses, mid-level cadres, and
community health workers, it is absolutely critical that
health ministries ensure that changes in responsibilities
are accompanied by re-evaluation of salary and benefits,
training, and supervision for those health workers who
receive increased responsibilities. Health workers who
receive greater responsibilities are likely to expect higher
pay, and could lose motivation if they do not receive it.
Health workers will have to be adequately trained in
their new responsibilities. And they will have to be
supervised both to ensure that they are performing the
new tasks appropriately and to provide support in their
new responsibilities. To the extent more supervision is
necessary, more supervisors may need to be trained to
avoid burdening existing supervisors. 

Recommendations

1. African countries should increase the responsi-
bilities and numbers of mid-level health cadres
consistent with these workers’ training and ability,
the country’s public health needs, and the number
of physicians and registered nurses in the country.
Many services now performed by nurses and physicians
could potentially be performed by mid-level cadres of
health workers. Developing these mid-level health work-
ers has a number of advantages. First, these health work-
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ers will free the most trained health workers, who are
generally in the greatest shortage and take the longest to
produce, to perform tasks where their skills are most
required. Second, mid-level health workers can be
trained much more quickly and at lower cost to the gov-
ernment per worker, enabling countries to produce sig-
nificant numbers of skilled health workers faster. Third,
mid-level health workers are unlikely to be attractive to
high-income countries, so these health workers are much
less likely to migrate.

Ministries of health should consider whether their
current classifications of health workers include these
mid-level cadres, whether they are being trained in ade-
quate numbers, and whether there are more tasks that
they could be performing. Ministries will have to con-
sider increases in pay, training, and supervision that may
be necessary with the new responsibilities.

Ministries may find it necessary or useful to create
new classes of mid-level cadres. For example, Malawi
had abolished two mid-level cadres, enrolled nurses and
medical assistants, in a move to focus on highly trained
personnel. But in light of its dearth of health workers,
the government reversed this decision and re-introduced
these types of health workers.548 Malawi also makes
extensive use of health surveillance assistants, who
require just six weeks of training. In Tanzania, medical
licentiates, trained in basic health sciences, obstetrics,
and surgery, are an important cadre to district hospi-
tals.549 Zimbabwe has introduced state enrolled nurses,
who require two years of training, rather than the three
required for state registered nurses.550 Another cadre
that could be trained is the paramedic, for “paramedics .
. . can fulfill many of the roles of doctors but [their]
qualifications are not recognised outside the country.”551

Pharmacy technicians and pharmacy assistants, who
are less likely to migrate than pharmacists and who can
do many of the basic tasks pharmacists perform, can
have an important role if adequately supervised.552 Phle-
botomists, who require much less training than doctors
or nurses, could draw blood. Orderlies and clerical
workers could also assume greater roles. For example,
nurses in Botswana spend much of their time making
beds and emptying bedpans, tasks that orderlies could
perform, while pharmacists may spend much time taking
inventories, which clerical workers could do instead.553

Health ministries should consider the career paths of
new cadres of health workers.554 Well-defined clear paths
could enhance their morale and help attract people to
these jobs. 

Health ministries should be prepared for the possibil-
ity of resistance from established medical communities if
they propose creating new cadres of health profession-
als. In the words of a faculty member at a Ghanaian
medical school, “I don’t want any 60 percent doctors

taking care of me when I get ill.”555 However, mid-level
health workers are quite capable of providing quality
care if due regard is given to their pay, the quality of
training, and the level of supervision. Despite the possi-
bility of resistance, heath ministries must seriously con-
sider developing or expanding mid-level cadres of health
workers, recognizing the reality that this will increase
the quality of care their health services are able to offer. 

2. African countries should promote advanced
practice roles for nurses, including the ability to
prescribe and dispense medication. The increased
responsibility should occur in concert with
increased salary and benefits, training, and
supervision to enable nurses to meet these new
responsibilities.
Nurses, who are far more numerous than doctors in
Africa, could assume advanced practice roles, possibly
including prescribing ARVs. That particular possibility
has become a serious option now that WHO has devel-
oped guidelines and training modules to help standard-
ize treatment, and as pill regimens become simpler with
the availability of fixed dose combinations. Indeed,
nurses are already beginning to prescribe ARVs. At the
Lighthouse Clinic in Malawi, for example, physicians
prescribe ARVs for the first six months, after which
nurses can prescribe ARVs three times before a physician
must again review the patient’s progress.556

Models for nurses assuming advanced practice roles
exist in Africa, where in some countries, for instance,
nurse midwives have the authority to prescribe and dis-
pense medication. Nurses in Zambia, have the right to
prescribe and perform some invasive procedures. Nurses
in Botswana may prescribe medications when no doctor
is present.557 In South Africa, nurses with the appropri-
ate permit are authorized to prescribe medicines.558

Models of advanced practice roles for nurses, includ-
ing the ability to prescribe, can and should be seized by
countries seeking to alleviate the effects of health profes-
sional shortages. Changes in the role of nurses should
occur after a situation analysis that takes into account
the possibility that nurses will need more training in
other areas before receiving additional responsibilities,
or that because of nurse shortages, nurses might not
have the time they need to satisfactorily fulfill even their
present responsibilities. A full consultation with nurses
must be undertaken to ensure that the changes are
appropriate to the local conditions and address concerns
that nurses may have. Enhancing nurses’ opportunities
and responsibilities, increasing their salary and benefits,
and improving their working conditions will likely lead
to increased respect for nurses and may encourage more
nurses to remain in their native countries. 
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These advanced practice roles must be accompanied
by adequate supervision, increased remuneration com-
mensurate with increased responsibilities, as well as
quality training in the nurses’ new roles. Soraya Elloker,
a nurse with the South African Municipal Workers’
Union, reports that South Africa has increased the level
of responsibility for its nurses, but has failed to accom-
pany the new responsibilities with better pay or supervi-
sion, and without appropriate training. As a result, the
policy is not working.559

3. African countries and other low-income coun-
tries facing health worker shortages should explore
the possibility of training community health work-
ers to carry out specific tasks, including but not
limited to supporting anti-retroviral therapy. 
Community health workers have the potential of playing
a critical role in providing health services in countries
where formal health providers are too few. The impor-
tance of community health workers has been highlighted
recently by WHO’s 3 by 5 treatment strategy, which
includes training 100,000 health providers and commu-
nity health workers. WHO expects that while the pro-
portion of those trained who are health providers and
who are community health workers will vary by country,
typically about half of those trained (40-60%), or about
50,000 people, will have to be trained as community
health workers (or community treatment supporters).560

Community health workers’ ability to reach into the
community may make them particularly important to
providing health services to those who are underserved.
For example, infant mortality had decreased by 15% in
Egypt when oral rehydration solution was available only
in pharmacies. But when community health workers
were able to bring the solution to people’s homes, infant
mortality decreased 40%.561 In another example of com-
munity health workers’ success, community health
workers in Nepal, most of whom were illiterate or semi-
literate women, diagnosed acute respiratory infections
(in particular, pneumonia) and provided standard first-
line antibiotic treatment. In light of the program’s suc-
cess, it was expanded from four pilot districts (at least
one of which found a significant decrease in child mor-
tality) to fourteen districts and then twenty-one districts,
and expanded to include diarrhea interventions and
community-based integrated management of childhood
illness. The program includes strong supervision, and
“[a]ll quality-of-care indicators are strong.”562 In Haiti,
Partners in Health has worked with community health
workers to implement a very successful AIDS treatment
program in a remote region of the Western Hemisphere’s
poorest country. The community health workers observe
patients take their medication, respond to patient and
family concerns, and provide moral support.563

When organizing community health worker pro-
grams, health ministries or NGOs must bear in mind the
importance of pay, training, and supervision. While the
level and type of pay (if any) will vary, as will training
and supervision needs, a successful program will give
due regard to all three elements. As in the Nepal pro-
gram, strong supervision is critical, as is good training,
possibly with refresher courses. One comprehensive
study of community health workers has suggested that
in-kind payment, such as food, could be a useful incen-
tive. Cash payments tend to help retain community
health workers, though they may lead to various difficul-
ties as well.564

A South African NGO that trains community health
workers to provide counseling, home-based care, and
other services for people with HIV/AIDS is a model wor-
thy of examination and quite possibly emulation. The
NGO, Community AIDS Response (CARE), has four lev-
els of volunteers. Pure volunteers, often in the process of
being screened to receive counselor training, receive no
pay and offer informal help to clients. Volunteers who
have received training on counseling receive 120 rand
(about $15-20) per month, enough to cover transporta-
tion costs. Those volunteers who receive further training
on home-based care and spend four days a week counsel-
ing and providing home-based care receive a stipend of
about 500 rand (about $70-80) per month. Team leaders,
who are full-time CARE employees, head volunteer
teams and receive 1800 rand (about $255-290) per
month. CARE volunteers are well-supported, including
through weekly group supervision.565 This organizational
structure encourages community members to volunteer
for CARE so that they can help their community, learn
skills that will help them gain employment, and possibly
earn a small stipend. The potential to earn a stipend and
gain skills that increase employability can be quite entic-
ing in places like Soweto, outside Johannesburg, where
unemployment rates are astronomical.

Along with community health workers, the roles of
traditional healers must be re-examined, with an eye
towards integrating them into health systems. Tradi-
tional healers can play an important role in preventing
and managing HIV.566 For example, they can provide
counseling on prevention, encourage testing, refer clients
to the formal health system, and assist in treatment sup-
port and adherence.

Foreign health professionals
In some African countries, foreign health professionals
make up a significant portion of physicians, with their
services particularly important to rural areas. Some 90%
of doctors in Botswana are said to be foreigners.567 The
World Bank has estimated that about one-quarter of the
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doctors in Kenya are from abroad, mostly from India
and Pakistan.568 In 2003, about 450 Cuban doctors were
practicing in South Africa pursuant to a 1996 agreement
between the two countries. Many are assigned to rural
and other disadvantaged areas.569 In 2000, Zimbabwe
recruited 120 Cuban doctors, mostly for rural hospitals,
and a contingent of 74 Cuban doctors arrived in Zim-
babwe in February 2003.570 Ghana, which also has its
share of Cuban doctors, had seen some 200 physicians
from Eastern Europe and the former Soviet Union arrive
by the mid-1990s.571

Using foreign doctors has drawbacks. They may have
difficultly communicating with patients. Many of the
foreign doctors in Botswana do not speak the local lan-
guage, Setswana. Language barriers for foreign physi-
cians have also been cited in South Africa and Ghana.572

And the foreign physicians may need time to become
familiar with the local social and medical cultures. For-
eign doctors and other health professionals also can dis-
rupt the operations of the health system, particularly if
they do not stay long. This is the case in Botswana,
where many counselors from abroad have a high
turnover rate, requiring heavy investments in training
and supervision.573 Their high turnover rate and signifi-
cantly higher salaries than native health professionals,
for instance, “can be at odds with creating sustainable
human resources in health.”574 Also, foreign doctors
might not necessarily match the community’s needs. For
example, Cuban doctors in South Africa have been
trained as specialists, even though rural facilities are
most in need of generalists.575

Nonetheless, foreign health professionals have an
important role to serve. They can provide critical train-
ing in such areas as HIV/AIDS treatment, and can share
other expertise on HIV/AIDS and related conditions. In
so doing, foreign health professionals would be helping
to enhance local capacity. Local medical staff may also
teach the foreign health professionals about primary
health care and tropical diseases,576 thus providing them
professional benefits (along with the personal satisfac-
tion they are likely to experience). And in places where
the shortage of health professionals is particularly acute,
foreigners may also have a critical role in service deliv-
ery. Since foreign health professionals often serve in the
most underserved areas within countries, as in South
Africa and Zimbabwe, the clinical services they provide
are likely to be especially important to the health of rural
and poor populations. 

For example, rural South Africa needs foreign health
professionals, who are already important service
providers there. In 1999, 78% of rural physicians in
South Africa came from abroad,577 though the compul-

sory public service requirement introduced that year578

may have reduced the proportion since that time. The
Rural Doctors Association of Southern Africa, while
believing “that the long term solution for rural health
care in South Africa is adequate and appropriate training
of South Africans” recognizes that “it is obvious that we
in South Africa will remain reliant on the services of for-
eign qualified doctors to staff our rural health services
for many years to come.” In bold lettering on its website,
the Association “invite[s] our suitably qualified col-
leagues from overseas to explore the possibility of com-
ing to assist us in rural South Africa, where the
challenges are as great as the rewards.”579

The need is especially great with the roll-out of anti-
retroviral therapy. The Treatment Action Campaign is
interested in starting a campaign to encourage health
workers from wealthy countries to work in South Africa
to assist in the roll-out. The need for outside help is
exemplified by Rietvlei District Hospital in Eastern
Cape, South Africa’s most rural province. The South
African government has designated the hospital as the
AIDS treatment site for its district, which has about
180,000 people. According to Dr. Nigel Hoffman, the
hospital superintendent (himself originally from the
United Kingdom, though he has spent the past fifteen
years at the Rietvlei hospital), to provide ARV therapy at
the hospital, except possibly on the very small scale of
about five new patients per week, would mean drawing
resources away from other health services. Even then,
training doctors would be difficult, as two of the five
doctors at the hospital on their one-year of mandatory
community service, and are likely to leave at the end of
the year. It would be too costly to health services at the
hospital to draw the doctors away from the hospital to
be trained in ARV therapy when the doctors would
likely leave the hospital soon after the training. The hos-
pital can only start people on ARV therapy at a more
rapid rate, while continuing to provide the current level
of other health services, if it has more doctors, including
foreign health professionals.580

The need will be acute over the next several years
while many HIV-positive people are beginning AIDS
treatment at the same time the hospital must cope with
many patients suffering from AIDS-related complica-
tions. Once treatment has been underway for several
years, the burden of treating people with HIV/AIDS
should decrease considerably because many people will
already be on anti-retroviral therapy, at which time it
should be possible for local health professionals to both
provide anti-retroviral therapy and continue with their
ordinary duties.581
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Recommendations

1. Through programs sponsored by high-income
country governments, partnership programs with
health institutions in high-income countries, and
independent volunteer programs, high-income
countries should develop strategies to send their
health professionals to low-income countries, in
Africa and elsewhere as needed. These programs
should be designed to build local capacity and,
where appropriate, meet critical clinical service
needs in low-income countries.
In a number of African countries, foreign nationals
could provide important training and clinical services.
They might be sponsored by programs designed and
implemented by governments of high-income countries.
For example, in the United States, the US Leadership
Against HIV/AIDS, Tuberculosis, and Malaria Act of
2003, authorizes the creation of a pilot program to place
American health professionals in sub-Saharan Africa
and other areas severely affected by HIV/AIDS, tubercu-
losis, and malaria.582 The US Five-Year Global
HIV/AIDS Strategy states that the “US Global AIDS
Coordinator is exploring various mechanisms and
options for facilitating US professionals” to provide on-
the-job training, mentoring of host country counter-
parts, and technical assistance.583 This program, which
should be supplemented by additional funding beyond
the money appropriated for AIDS, could be expanded to
support health professionals who can provide both
training and clinical services.

Health professionals might also be provided as part of
twinning programs between health institutions in high-
income countries and either their institutional counter-
parts in African countries or districts or other areas of
low-income countries. In this latter case, high-income
country institutions could work directly with district
health services to determine how foreign health profes-
sionals can best support the district. This possibility has
precedent in such programs as the Community Health
Partnership Program (CHAPS) in Malawi. In CHAPS,
NGOs and private volunteer organizations were paired
directly with district health offices in Malawi, to whom
they provided technical and management support.584

District health offices could help determine the needs for
and place health professionals from health institutions in
high-income countries.

A third possibility is for health professionals to vol-
unteer for organizations whose mission is to place
them abroad, particularly to provide training. For
example, the International Center for Equal Health-
care Access works with American and European vol-
unteer health care providers to train local health

professionals in developing countries in AIDS care,
treatment, and prevention.585

To ensure that health professionals will succeed in
environments quite different from those in which they
may be used to working, whether by providing training
that is consistent with local constraints or by being able
to provide clinical services despite obstacles that they do
not face back home, foreign health professionals must be
trained for the conditions in which they will work. In
particular, they must be prepared to practice even when
the support and equipment that they are used to having
are unavailable. As a Kenyan pharmacist notes,
“Depending also on their training, [foreign health pro-
fessionals] may not always have the skills required in the
developing countries. For example, we struggle with
issues around managing drug supply. Those trained on
the drug therapy outcome, i.e. one-to-one interaction,
would have excellent performance in the wards but then
the drugs may not be in the pharmacy!”586

Foreign health professionals may have two basic
roles. One is to train local health care workers and, in so
doing to build local capacity, including in HIV/AIDS
care and treatment. To ensure that the capacity they help
develop is sustainable, and to avoid the disruptions of
constant turnover, health professionals or the programs
of which they are a part should make long-term commit-
ments to the areas in which they serve. There may be
cases, however, where even short periods of service could
be very valuable, such as to train a group of health pro-
fessionals on AIDS treatment. Since the central purpose
of foreign health professionals would be to create sus-
tainable improvements in local capacity, programs
involving foreign health professionals must complement,
not replace, programs to train and mobilize local health
professionals. And because of shortages in equipment
and supplies, programs that enable foreign health pro-
fessionals to support their counterparts in Africa and
other regions of the developing world should also be
used to provide necessary supplies and equipment, and
try to ensure the continued availability of the supplies
and equipment when they leave. 

The other role for foreign health professionals is
direct service provision. In countries where the shortage
of health professionals is particularly acute, whether in
absolute terms or in light of efforts to scale up health
interventions, especially AIDS treatment, foreign nation-
als may also have a significant role in providing clinical
care. This is the case in Botswana, for example, and in
rural South Africa, where the presence of health profes-
sionals from abroad will significantly affect the pace of
ARV scale-up. Ideally, when providing clinical services,
these health professionals will also be able to mentor and
impart skills to their local counterparts, and so build
local capacity along with providing direct services. 
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2. African countries that could benefit from the
services of foreign health workers should minimize
immigration restrictions on these workers.
Governments whose countries would benefit from for-
eign health workers must ensure that these workers have
as few obstacles as possible to service. Governments
should ensure that such processes as obtaining work
visas and ensuring that health workers are adequately
qualified are as easy and efficient as possible. The Rural
Doctors Association of Southern Africa has asserted that
“barriers to Medical Board registration and lack of co-
operation from the authorities with regard to issuing
work permits to doctors already working here” had pre-
vented willing foreign health professionals from coming
to South Africa, and encouraged those that had been
working in the country to leave. Fortunately, although
there are “still many issues to be resolved,” the Health
Professions Council has ceased to necessarily require an
examination for foreign health professionals, and the
Department of Home Affairs began to issue three-year
work visas.587

E. INCREASE NUMBER OF RURAL HEALTH WORKERS
The extreme dearth of rural health care workers in much
of Africa requires special measures, beyond the efforts to
increase the numbers of health workers in African coun-
tries more generally. 

Recommendations

1. African countries, with assistance if necessary
from the United States and other donors, should
provide extra salaries and benefits to health work-
ers who take posts in rural or other underserved
areas. Health professionals working in especially
remote or otherwise unpopular facilities should be
eligible for extra incentives.
Just as increased remuneration generally is a key strategy
to recruiting and retaining health professionals in Africa
and other low-income countries, additional increases in
salary and benefits are likely to help attract health pro-
fessionals to rural areas, or encourage those already
posted in rural and other underserved areas to remain.
These incentives may take many forms, and need not be
monetary, or exclusively monetary. For example, they
might include extra vacation or study time, employment
assistance for health workers’ spouses, and assistance
with accommodations and the education of health work-
ers’ children.588

Several African countries, recognizing the potential
benefits of these incentives, have introduced increased
pay for rural health workers. Mauritania, as part of a
program to supplement salaries of health and education

civil servants, is providing higher bonuses for workers in
remote rural areas.589 In early 2004, the Director-Gen-
eral of the Ghana Health Service announced that Ghana
would soon introduce a package of benefits, a Deprived
Area Allowance Scheme package, to health workers who
accept posts in any of 55 designated deprived areas. Dis-
trict assemblies are to manage the incentives.590

South Africa also provides special allowances to rural
health professionals. South Africa’s health budget allo-
cates a total of 500 million rand (about $70-85 million)
for two types of allowances, rural health allowances and
scarce skill allowances, for health workers in
2003/2004. The funding is set to increase to 750 million
rand in 2004/2005 and 1 billion rand in 2005/2006.591

Depending on how the rural area in which the health
professionals work has been designated, professional
nurses will receive an additional 8-12% of salary; psy-
chologists, pharmacists, and several other classes of
health professionals will receive an additional 12-17%
of salary, and; doctors and dentists will receive an addi-
tional 18-22% of salary.592

When designing incentives for health workers in rural
areas, as for other salary and benefits packages, it is crit-
ical that governments make the incentives fair across dif-
ferent categories of health workers. That nurses receive
only about half the percentage of their salaries as a rural
allowances as physicians raises some concern given the
importance of fair salary structures and Ghana’s experi-
ences with the ADHA.

Governments should also consider the possibility of
special incentives for particular rural health facilities that
have extra difficultly attracting health professionals. The
facility might be particularly remote or have a reputation
as a difficult place to work. For example, the head nurse
at the Mount Ayliff Hospital, in Eastern Cape reported in
April that the very high workload at the facility discour-
ages people from applying, so no one responds to job
postings for the hospital. She thought that greater incen-
tives for health facilities that are especially short-staffed
or otherwise in need of additional incentives to attract
staff could help hospitals such as hers.593

2. African countries should consider policies, such
as a community service requirement, that will
encourage health professionals to practice in rural
and other underserved areas.
South Africa and Nigeria have public service require-
ments, where new physicians must complete one year of
community service after they graduate medical school.
At least in the case of South Africa, physicians must
complete the requirement in order to register.594 In South
Africa, the requirement began in 1999 for physicians,
pharmacists and dentists, was expanded in 2003 to
encompass clinical psychologists and several other spe-
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cialties, and as early as 2005 will include professional
nurses.595 The program has helped, though it is far from
enough to meet the entire need for health professionals
in rural South Africa.596 While data through 2001 indi-
cates that about three-quarters of South African doctors
spend their year of community service in urban areas,597

many health professionals do serve their year of commu-
nity service in a rural facility.598 For example, of the five
physicians at the Rietvlei District Hospital in Eastern
Cape, two are community service doctors, and another
first came to the hospital as a community service doctor
and remained at the hospital after her community service
requirement ended last year.599 Young doctors may
receive inadequate supervision because of a lack of sen-
ior doctors, however, and their high turn-over rate is an
issue of concern.600

Some doctors, perhaps reflecting their own views of
the compulsory community service requirement, “have
pointed out in letters to the press that compulsory com-
munity service regulations have led a significant number
of newly qualified medical practitioners to leave that
country in recent years.”601 And the number of doctors
saying that they planned to work overseas ticked upward
from 1999, when the requirement was introduced, to
2001, from 34% to 43%,602 though this change was not
necessarily attributable to the community service require-
ment. Indeed, the drop-out rate of physicians who either
refuse to register, emigrate, or delay their community
service requirement is only 8%, and the program has
been called “relatively uncontroversial.” Nonetheless,
although rural South Africans would likely benefit from a
larger and slightly more experienced pool of health pro-
fessionals, it is considered unlikely that the one-year
requirement will be extended to two years, as this could
“not only provoke the ire of health professionals but also
significantly increase the drop-out rate.”603

A faculty member in a medical school in Ghana has
proposed three years of rural service obligation before
students can complete their final six months of medical
school, with the students remaining in close contact with
their medical school during those three years. For exam-
ple, they would return for occasional conferences and
short courses. The faculty member did not expect that
such a program could receive the political support that
would be required for it to be implemented.604

A restriction in South Africa aimed at increasing the
number of health professionals in underserved areas that
has drawn significant ire from physicians is the certifi-
cate of need. This policy, introduced in legislation in late
2003, only permits private physicians to establish or join
a practice in areas certified by the government as areas in
need.605 Although not written into law, the health min-
istry has said that the policy will apply primarily or
exclusively to doctors seeking new licenses; those

already practicing, even in areas that would not be certi-
fied under the policy as in need, will not be required to
relocate.606 The government has defended the policy,
which would shunt private physicians into areas of
greater need, as part of the government’s constitutional
duty to extend access to health care, as well as a way to
reduce duplication and gross inefficiencies.607 Physicians
have responded that the policy violates their rights to
property, employment, family life, and dignity,608 and
that the government might require them to practice in
areas that are not economically viable.609 In February
2004, some 2,000 physicians marched to protest the pol-
icy.610 Some physicians have also warned that the certifi-
cate of need requirement would accelerate brain drain
and discourage those already abroad from returning.611

This angry response points to the need for govern-
ments to weigh carefully the expected benefits of meas-
ures to increase the number of health professionals
practicing in rural areas with the risks of harm, such as
increased migration and decreased morale within the
health professions, that may come from dissenting
health professionals. It also indicates the importance of
including health professionals in designing these pro-
grams, even if in the end, the government concludes that
equality or other concerns justify the policy, despite
opposition from the medical profession and other health
professions. This appears to be the case in South Africa,
where the government did hold consultations on the cer-
tificate of need.612 In light of the government’s responsi-
bility to promote equal health care, and to ensure health
services for vulnerable and marginalized community
members, it is certainly possible that measures taken to
help bring health services to underserved members of the
community, even if opposed by health professionals, will
be legitimate and in keeping with the government’s
responsibilities.613

A less controversial way that governments could inter-
act with the private sector to help distribute health serv-
ices more equally would be to contract with private
sector health personnel to fill vacant posts, especially
those in rural areas. South Africa has recognized this as a
possible strategy in scaling up AIDS treatment and
care.614

3. Health training institutions in Africa should ini-
tiate programs, which may include courses, speak-
ers, field trips, and rural health tracks, to
encourage students to practice in rural and other
underserved areas.
One strategy to encourage health professionals to practice
in rural areas is to make rural health activities a part of
student training. For example, Malawi’s College of Medi-
cine has developed a course that “is specifically aimed at
training doctors to work in rural districts,” and includes
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“a substantial community medicine component.”615

Along with course work aimed at preparing health profes-
sionals for rural practice and specific rural health tracks,
rural field work could also help encourage students to
practice in rural areas. It has even been suggested that
rural field work might be made a compulsory part of med-
ical training.616 Besides field work and course work,
speakers who practice in rural or other underserved areas,
and encourage students to do the same, could increase
graduates’ willingness to work in rural areas.617

4. Health training institutions in African countries
should make special efforts to recruit students
from rural and other underserved areas.
Studies in the United States, Norway, and Australia
have found that medical students from rural areas are
more likely than students from urban areas to practice
in rural areas. Indeed, the rural origin of a medical stu-
dent is one of the two most significant predictors of
whether the student will return to practice in rural areas
(the other is specializing in family medicine). A recent
study in South Africa, covering students in five South
African medical schools, found that students from rural
areas were far more likely to practice in rural areas
compared to students originally from urban areas. In
one sample, rural origin students were more than three
times more likely to practice in rural areas than their
urban origin counterparts (38.4% compared to 12.4%),
while a second sample found an even more significant
difference (41.6% of rural origin students returned to
practice in rural areas, whereas only 5.08% of urban
origin students practiced in rural areas).618

Therefore, health training institutions should target
recruitment efforts at students from rural and other
underserved areas. This should increase the number of
graduates who later practice in rural areas. Schools should
consider setting recruitment quotas for rural and other
underserved areas.619 To facilitate this recruitment process,
it is important that students in rural areas have the skills
and desire to enter a health training institute. This
requires strengthening secondary education in rural areas
and encouraging students to enter the health professions
by holding career days or through other activities.620

5. The United States and other donors should con-
sider funding scholarship programs for students
from rural and other underserved areas and less
privileged backgrounds.
Although African governments tend to pay most of the
cost of training for health professionals, the students
sometimes have to pay a portion of the cost. Even if this
portion is small, it can still deter potential candidates
from less privileged background from seeking admission
to medical, nursing, and other health training institu-

tions. Even if they do not have to pay any tuition, stu-
dents will often have to shoulder the cost of books,
food, and housing.621 Therefore, “students from poorer
sections of the community are less able to enter medical
school, resulting in an urban and middle class bias
amongst medical graduates.”622

To help redress this imbalance, and encourage candi-
dates from less privileged backgrounds, including from
rural areas, to enter the health professionals, the United
States and other donors should consider funding schol-
arships to enable these students to enter health training
programs. The scholarships might specifically require
recipients to serve in rural areas for several years.623

Along with funding scholarships, the United States and
other donors should consider fully covering the costs of
tuition at health training institutions, which would
enable the training to be offered free to all students.
This could reduce the urban and middle class bias of
medical graduates on an even greater scale than individ-
ual scholarships would likely accomplish.

6. African countries and donors should focus
resources on physical infrastructure and other
forms of health system development in rural and
other underserved areas.
Rural and other disadvantaged areas in African coun-
tries tend to receive lower levels of health funding than
urban areas. As a result, rural health facilities tend to be
in worse condition than their urban counterparts, which
may add to the difficulty of attracting and retaining
health professionals. To help redress this imbalance and
equalize the level of health services available in different
parts of a given country, investments in rehabilitating
health facilities, improving medicine supplies, and other
health systems investments should be targeted especially
(though not exclusively) to rural and other underserved
areas. Improving the state of health facilities and health
systems in rural areas will likely also help attract health
professionals to and retain them in rural areas.624

7. African countries should consider hiring staff
expressly for rural and other underserved areas.
Countries might find ways to hire and train health work-
ers specifically to work in rural and other underserved
areas. To help redress its own staffing imbalance
between rural and urban areas, Mauritania initiated a
program several years ago to train auxiliary midwives
and hire them on contract specifically to work in rural
communities.625 Other countries should consider adapt-
ing this model to their circumstances.

F. AFRICAN HEALTH PROFESSIONAL DIASPORA
Brain drain has resulted in tens of thousands of doc-
tors, nurses, and other health professionals practicing
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abroad. They often retain family, emotional, or other
ties to their country of origin, and would be willing to
– or even strongly desire to – use their professional
skills to assist their home countries. For many years,
the International Organization of Migration (IOM)
worked to get African professionals who had resettled
elsewhere to return to their country of origin, and ulti-
mately assisted the return of 2,000 professionals over
about a twenty-year period (1983-1999). The IOM
has since shifted its focus to sequenced visits back to
Africa rather than permanent relocation.626 In a simi-
lar vein, the diaspora organization Africa’s Brain Gain,
Inc., aims to facilitate the “return of talents” to Africa
in whatever form is possible, even if not permanent
relocation is not an option (though that is encouraged
too).627 When working with the African diaspora to
contribute to the health sectors of African countries,
organizations should bear in mind that not only health
professionals, but professionals with other skills
including management, information technology, med-
ical technology, and finance can contribute to the
health sector.628

1. African countries experiencing the loss of health
professionals should permit dual citizenship.
Health professionals who migrate to another country may
come to consider their new country a second home. They
may be willing to return to their country of origin but be
unwilling to give up the option of returning to their
adopted country, unwilling to cut ties to their new home.
In such cases, they might only be willing to migrate back
to their country of origin if they can maintain citizenship
in their adopted country. That some African countries do
not permit dual citizenship could prevent them from
returning to their country of origin.629

African countries, and other countries suffering from
brain drain, should therefore permit dual citizenship. At
least one country, Nigeria, has recently legalized dual citi-
zenship in an explicit attempt to encourage members of
the Nigeria diaspora to return to Nigeria.630

2. The United States should enact special provi-
sions in its immigration law to permit health pro-
fessionals from countries suffering from brain
drain to return to the health sector in their native
countries without losing their residency status or
otherwise having the time spent away from the
United States prejudice them in the naturalization
process. Other high-income countries should do
the same.
One obstacle faced by the IOM’s efforts to reintegrate
African professionals who had moved to industrialized
nations back into African societies was immigration reg-
ulations. The IOM found that some professionals were

reluctant to leave their adopted country because of for
fear that they would be unable to return because of
immigration regulations requiring them to remain in
their adopted country for a fixed period of time or risk
losing their residency status.631 In the United States, for
example, the continuous residency requirement man-
dates that an immigrant seeking permanent residency
status must typically be in the United States for five con-
secutive years.632 Returning to Africa during this time
period would be very difficult at best. A special immi-
grant visa should be created to permit Africans and oth-
ers nationals of developing countries, particularly those
suffering a public health crisis, to return to their country
of origin (or indeed, to any qualifying country) in order
to contribute to that country’s public health needs.

A perfect vehicle for creating this special immigrant visa
exists in the Return of Talents Act, a bill introduced in the
Senate in late 2003. The bill would create a special immi-
grant visa for immigrants who “demonstrate an ability and
willingness to make a material contribution to the post-
conflict reconstruction in the alien’s country of citizen-
ship.”633 It is an excellent vehicle for also creating a special
immigrant visa for health professionals. The bill treats the
immigrants who are contributing to post-reconstruction
abroad as being in the United States during that time for
purposes of the continuous residency requirement.634 The
bill should be amended to similarly create a special immi-
grant visa for those who are able and willing to contribute
to the public health of developing countries. The bill
should then be passed and signed into law.

3. African countries should reach out to health pro-
fessionals who have migrated.
Health professionals who have emigrated will most well
return, temporarily or permanently, to their original
home if their country of origin engages them and encour-
ages them to “put their capacities to the service of the
nation.”635 Nigeria’s President Olusegun Obasanjo tried
the personal touch, traveling extensively to meet with
the Nigerian professional diaspora in America, Europe,
and Asia. Côte d’Ivoire established a department within
the Ministry of Foreign Affairs dedicated to nationals
living abroad. Governments could assist members of the
diaspora with the administrative challenges they would
face when returning, such as transferring funds from
their new country back to their country of origin, finding
housing, enrolling their children in school, and possibly
re-registering with a professional organization.636 Coun-
tries might even consider providing incentives for
nationals who are willing to return, such as paying relo-
cation expenses or subsidized housing, though this
approach could be expensive and breed resentment
among those who never left and therefore do not receive
these incentives.637
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4. Working through the IOM and others, African
and other countries suffering from the emigration
of health professionals should maintain a database
of job openings that could be filled by members of
the health professional diaspora. The IOM and
networks of health professionals from source
countries living abroad should help publicize these
job openings.
The IOM has found that a significant obstacle to African
professionals returning from high-income countries to
work in Africa is a lack of knowledge of job opportuni-
ties in Africa.638 A frequently updated database of such
opportunities maintained by governments of African
countries, independent organizations within those coun-
tries, or an international organization such as the IOM
or WHO, could remove, or at least lessen, the degree to
which lack of information is a barrier to African health
professionals returning to work in Africa. Indeed, as part
of its Migration for Development in Africa (MIDA)
health program, the IOM has established a database of
priority human resource and training needs of the Rwan-
dan health sector.639 In a MIDA Ghana Health project
that is soon to begin, a cooperative project between the
Netherlands and Ghana, the IOM has begun to establish
a database with job offers and assignments from Ghana-
ian hospitals and other health institutions, as well as
profiles of Ghanaian health professionals living in the
Netherlands.640 The jobs listed in the database might be
temporary, such as a semester teaching a class at a med-
ical school, or permanent positions, and could include
both managerial opportunities (such as assisting with
planning in the health ministry) and clinical possibilities. 

For information on job opportunities to be valuable,
members of the African diaspora must know that the
information is available and how to access it. Therefore,
the database should be publicized by the IOM and oth-
ers well-positioned organizations to reach out to mem-
bers of the diaspora, including networks of health
professionals who are part of the diaspora, such as the
Association of Nigerian Physicians in America. Organi-
zations that are already involved in developing a job
database on a smaller scale, such as Africa’s Brain Gain,
should be encouraged to participate in this project.

5. The United States and other high-income coun-
tries, as well as professional associations in these
countries, should support the IOM and other
organizations and initiatives that facilitate visits to
Africa by members of the African health profes-
sional diaspora and that promote knowledge
transfer through alternate means, such as the
Internet and other technologies.
Along with increasing opportunities for African health
professional expatriates to physically relocate to their

country of origin, efforts are necessary to enhance the
ability of these health professionals to contribute their
skills without relocating. For example, the IOM reports
that with more funds, it could expand its successful Great
Lakes MIDA project to other high-income and African
countries. That project sought to enable professionals
from Burundi, the Democratic Republic of Congo, and
Rwanda who were residing in Belgium to return to their
home countries to provide short-term technical assistance
and expertise. Most participants in the program filled
teaching positions; there do not appear to have been any
direct health care service providers. Along with funds to
run the program, assistance is needed to pay for travel
and other expenses.641 The IOM’s MIDA website offers
the opportunity to members of the African diaspora to
register in a database of professionals and students in the
health sector. Those who register might be contacted with
a request to participate in a development project in their
country of origin.642

Private initiatives, such as Africa’s Brain Gain, are
being formed to encourage members of the diaspora to
either return to Africa or contribute their talents through
other means, such as the use of information technology.
Africa’s Brain Gain sponsors and operates an online data-
base for skilled Africans living overseas who are inter-
ested in contributing their talents to the development of
Africa, as well as databases for potential employers –
African governments, multinational corporations, and
development agencies.643 Professional associations, such
as the American Medical Association and the American
Nurses Association, could contribute to efforts of organi-
zations such as Africa’s Brain Gain by informing mem-
bers about the organization and encouraging them to
register. Diaspora organizations, such as South African
Network of Skills Abroad, could do the same.

6. African countries, with assistance from the
United States and other donors as needed, should
establish top-quality “centers of excellence,” par-
ticularly in rural or other underserved areas, to
encourage diaspora health professionals to return. 
Countries should consider building top-quality “centers
of excellence,” health facilities of such quality that they
can attract health professionals who have left the coun-
try to come back home to work in the facility. A pedi-
atric physician who helps oversee the Botswana-Baylor
Children’s Clinical Center of Excellence has noted that
he has received calls from nurses who have left
Botswana, but now want to return to the country to
work in the facility.644

Such centers would likely raise interest from local
health professionals. Several measures might be taken to
prevent the centers from drawing professionals away
from health facilities already desperately understaffed.
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The centers of excellence could be located in rural and
other underserved areas. Strategies more narrowly tai-
lored to prevent this internal brain drain could be devel-
oped. For example, countries could gain the
commitment of enough emigrated health professionals
to staff most or all of the positions of the center of excel-
lence before beginning construction, or endeavor to gain
such commitments while constructing the facility. Or
facility managers might simply not hire, or place at the
bottom of the pile of applications, any health profes-
sional from a facility in an underserved area that would
be harmed by the health worker’s loss.

7. Health training institutions in countries experi-
encing a brain drain of health professionals should
maintain a database of alumni, and encourage
alumni to contribute their time or financial or
material resources to the training institution or
other health services in the country.
A key to engaging the diaspora of African health profes-
sionals in Africa’s health needs is being able to reach
them. It is no coincidence that IOM’s home page on its
Migration for Development in Africa (MIDA) health
project solicits interested African health professionals to
register in MIDA’s health database.645 The institutions
that train African health professionals are one potential
important source of information on contact information
of African health professionals. Yet researchers who vis-
ited several medical schools in Ghana and Nigeria found
that none could provide a complete list of alumni with
contact information. 646

Therefore, these health training institutions should
develop a database of all alumni, retrospectively if possi-
ble, otherwise prospectively. The schools could provide
the contact information to the IOM or other organiza-
tions interested in reaching out to these health profes-
sionals to contribute to the health needs of their country
of origin. Or these organizations would know that the
schools are a source of this information, and could con-
tact them as necessary. The United States and other
donors should be prepared to provide developing coun-
try health institutions technical and financial assistance
in developing these databases.

Along with assisting the IOM and other organizations
working to facilitate the ability of health professionals
who have migrated out of Africa or other developing
regions to contribute to their countries of origin, the
database can be a source of often sorely needed fund-
raising for the schools. The institutions can also encour-
age these alumni to contribute their time or material
resources to the health and development of their coun-
tries more broadly, not just the training institutions
themselves.647

G. MACROECONOMIC POLICIES

Nature of restrictive policies
Policies driven by macroeconomic concerns are interfer-
ing with the ability of many African and other countries
to increase their health sector spending, including
urgently needed funds for HIV/AIDS and human
resources. The policies include caps on countries’ overall
spending, resulting in ceilings on health sector spending,
and restrictions on the civil service budget, which may
lead to freezes in health worker salary and benefits and
in their recruitment. The ceilings may limit the ability of
countries to accept large amounts of financial assistance,
especially unexpected assistance. The overall budget ceil-
ings are aimed at ensuring macroeconomic stability,
including through low budget deficits, low inflation, and
stable exchange rates. A stable exchange rate is aimed at
promoting economic growth through exports. 

The exact extent to which these policies are driven by
international forces, in particular the IMF, as compared
to national forces, in particular finance ministries, does
not appear to be fully understood. The policies appear to
be a mixture of mandates driven largely by the IMF and
policies decided upon by finance ministries, with the nec-
essary domestic political support. 

What exactly are the policies? In general, the interna-
tional influence, especially that of the IMF, is greatest at
the level of setting broad budgetary constraints – such as
overall level of spending permitted, which relates to such
macroeconomic targets as the fiscal deficit (or surplus)
and level of inflation. Once the overall budget is deter-
mined, different government ministries divide the budget
among themselves. This is not the IMF’s responsibility.
As one scholar of the issue explained with respect to
Uganda, “The Bretton Woods Institutions dictate the fis-
cal decisions at the higher levels of decision-making and
the social service ministries are involved only at the
lower levels. In other words, the Ministry of Health is
forced to compete with other social service ministries for
resources within a given ceiling set by the World Bank
and IMF, and has to allocate expenditure within a
restrictive budget.”648

The heads of both UNAIDS and the World Bank have
acknowledged the harm these ceilings may have on
accepting funds for AIDS, in particular from the Global
Fund, as well as domestic spending on AIDS. Speaking at
the World Bank in November 2003, UNAIDS Executive
Director Peter Piot stated, “When I hear that countries
are choosing to comply with medium-term expenditure
ceilings at the expense of adequately funding AIDS pro-
grams, it strikes me that someone isn’t looking hard
enough for sound alternatives.”649 On the same occa-
sion, World Bank President James Wolfensohn acknowl-
edged Peter Piot’s concern. He said that the Bank was
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“working with the Fund on this issue of limits on
medium-term expenditure framework for things that
cannot be put aside and for which grant funding very
often is available. . . . it is a very real issue.”650

Medium term expenditure frameworks are spending
frameworks, often covering a period of about three
years, that exist in many low-income countries. They are
typically associated with Poverty Reduction Strategy
Papers (PRSPs). The IMF and World Bank initiated the
PRSP process in 1999 “to help low-income countries
and their development partners strengthen the impact of
their common efforts on poverty reduction.”651 PRSPs
are national poverty reduction strategies that are inter-
twined with economic policies to achieve growth and
reduce poverty, required for countries to receive debt
relief under the Heavily Indebted Poor Country initiative
and to receive concessional loans from the World Bank
and IMF.652 While spending ceilings are often associated
with medium term expenditure frameworks, they may
be part of economic strategies that go by another name. 

Peter Piot is not the only UNAIDS official to speak
out on the economic constraints and their impact on cru-
cial spending. Several months later, a senior economist at
UNAIDS, Robert Greener, expressed his concern. Refer-
ring to medium term expenditure frameworks and over-
all budget ceilings that cannot be exceeded, he said,
“The issue will have to be confronted if there’re going to
be significant scaling up with HIV/AIDS intervention, or
indeed, of any other development interventions and as
we try to meet the Millennium Development Goals. In
some way, shape or form, these rules will need to
change.” He later stated, “The rules, as literally inter-
preted, are completely unworkable and . . . new money
cannot be spent under the rules. And clearly it’s not
always applied that way. But it is a major problem that
one of the largest organizations, influential organiza-
tions, in heavily indebted countries is, in fact, acting as a
barrier to social expenditure.”653

The macroeconomic frameworks may contain ceilings
or other limitations specific to government spending on
salary and benefits for civil servants, which may limit
how much countries can spend on salary and benefits for
public sector health workers. This in turn may affect
their pay and the number of health workers that the gov-
ernment may hire. At least in part, these restrictions are
part of an effort to limit recurring costs to government.
For example, Rwanda’s PRSP states, “The expenditures
proposed in the enhanced [PRSP spending] scenarios . . .
have been carefully designed to reduce rather than
increase permanent recurrent commitments. . . . Corre-
spondingly . . . the recruitment of new staff [has] been
restricted.”654 The overall public expenditure ceilings
may prevent health ministries from hiring necessary staff
or paying them appropriately. Civil service or other pub-

lic employment policies and procedures may limit the
ability of health ministries to recruit and deploy health
personnel, including through ceilings on positions that
they may fill.655 WHO’s World Health Report 2004
notes the need for “relaxing fiscal constraints related to
public sector hiring.”656

The reasons for specific restrictions on the civil serv-
ice include concerns about mismanagement of the civil
service (such as paying non-existent “ghost workers”),
fear that excessive spending on civil servants will crowd
out spending on social sectors and poverty reduction, the
significant size of the civil servant budget, the possibility
that many civil servants are not very productive and may
be unnecessary, and the possibility that civil servants
wages are excessive relative to the private sector.657

Notably, these concerns are either absent for the health
sector or should be dealt with through improved human
resource management, not restrictions. Ghost workers
may exist, and health sectors may employ relatively large
numbers of unskilled or low-trained workers.658 Effec-
tive human resource management can address these
issues. Meanwhile, spending on health workers is spend-
ing on a social sector, public sector health workers wages
are less than private sector wages for comparable jobs,
and while wages are a significant proportion of the
health budget, this is necessary to retain these key
employees.

The Clinton Foundation, headed by former US Presi-
dent Bill Clinton, ran into such constraints when provid-
ing assistance to Mozambique in its response to
HIV/AIDS. The Clinton Foundation succeeded, however,
in at least partially removing these constraints. Accord-
ing to a presentation on the Clinton Foundation’s initia-
tive in Mozambique, the “IMF has agreed to reduce
restrictions on employment in [the] health sector.”659

Uganda, too, has had restrictions on health sector
employment, though they may have been driven largely
by Uganda’s finance ministry. A WHO and International
Labor Organization consultant reported in 2000 that
“stringent controls on levels of staffing in all sectors,
instituted as part of the PSRP, has made it difficult to
employ newly qualified health personnel, despite serious
shortfalls in the staffing levels for most of the cadres, par-
ticularly in the rural health facilities.”660 PHR has been
informed that these controls appear to have been recently
lifted or reduced. A WHO team working on the 3 by 5
treatment initiative found thousands of unemployed
health workers in Kenya. According to WHO Director-
General Dr. Jong-wook Lee, the WHO team “was
informed that 4,000 nurses were currently unemployed
owing to economic policies that have restricted the
recruitment of health workers into the public sector.”661

An example of a specific restriction on government
spending on civil servants can be found in Zambia. Zam-
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bia had agreed with the IMF that in its budget its ratio of
civil service wages to GDP would not exceed 8.0%,
which itself represented a significant increase from the
5.3% of GDP that wages represented in 2000.662 How-
ever, in an effort to retain its civil servants, Zambia
introduced a housing sector allowance, which increased
the ratio of wages to GDP to 8.6% in 2003. The housing
allowance was one of a number of measures contribut-
ing to the significant increase in civil service wage
increases. Others were large wage increases to security
and defense forces, as well as hiring additional teachers
and wage increases for teachers. As a result of breaking
the 8.0% limit, Zambia was placed on a special IMF
staff monitored program from July 2003 to June 2004,
and instituted a series of measures to reduce its wage
bill. The hiring of all new civil servants (other than to
replace those who departed) was frozen, though the
freeze did not apply to doctors, nurses, or teachers. Also,
the housing allowances were cancelled.663

Curiously, as the IMF staff monitoring program drew to
a close in June 2004, Stephen Lewis, the UN Special Envoy
on HIV/AIDS in Africa issued a statement on the difficulty
of the IMF program in Zambia, and cited the Ministry of
Health’s inability to hire new workers.664 This statement
may indicate of the need for better understanding and
awareness of information on macroeconomic policies and
their relationship to social sectors. Or it may indicate a pol-
icy change implemented after the letter of intent was writ-
ten in November 2002, possibly because the wage budget
overrun appears to have exceeded projects from that time.
A year later, a joint statement issued by the Zambian gov-
ernment and IMF staff reported, “The Government has
explained to the IMF staff team that the wage bill, includ-
ing housing allowances, is projected to be about . . . 2.5
percent of GDP above the 2003 budgeted amount.”665

Ghana was reportedly punished for providing addi-
tional allowances to health workers and other civil ser-
vants. In late 2003, Professor Jeffrey Sachs stated that the
IMF was insisting that Ghana remove these allowances.
Finance Ministry officials in Ghana are said to have
reported these unbudgeted wage increases to government
workers were key factors in preventing Ghana from meet-
ing IMF-set budget targets in 2002. It has been reported
that as a result, the IMF and other donors “failed to dis-
burse loans worth $147 million in the last quarter of
2002.”666

Feared macroeconomic impacts of substantial
amounts of foreign assistance can put that assistance in
jeopardy. Uganda’s strict ceiling on its health expendi-
tures recently came to the fore because of a grant from
the Global Fund. The $52 million grant awarded to
Uganda in 2002 did not have fit within its health budget,
nearly preventing Uganda from accepting the grant.

Negotiations among the Global Fund, health ministry,
and finance ministry officials led to an agreement in
2003 that would enable Uganda to accept the Global
Fund money without reducing Uganda’s own health
spending.667 The finance ministry agreed to receive the
funds outside of the normal health budget, thus avoiding
the ceiling. Beginning in July 2004, however, the Global
Fund money (and other grants) will have to fit within the
health sector ceiling in order for Uganda to accept the
funds. The ceilings will be raised to accommodate
Global Fund grants; the Fund had approved $135 mil-
lion in grants to Uganda through 2003. As of January
2004, though, health officials were still negotiating with
the finance ministry to ensure that the health sector ceil-
ing will have the room necessary for these as well as any
other grants that may come in.668 More recently, how-
ever, health ministry officials have indicated that in fact
the health budget remains the same, suggesting that the
Global Fund money will continue to be received through
a separate channel.669

In response to criticism it was receiving about
Uganda’s temporary refusal to accept Global Fund
money without reducing its own health spending, the
IMF issued a letter denying their involvement in
Uganda’s actions: “It is not true that Uganda may have
to refuse aid for health or any other poverty-eradication
programs in order to adhere to IMF-imposed guide-
lines.” The letter did state that “managing large aid
flows and their impact on the economy at large is a legit-
imate concern for governments.” However, it continued,
“In the specific case of Uganda, given that the aid flows
in question are to be used for top priority spending such
as imports of life-saving drugs and other essential med-
ical supplies, we do not see any adverse effects on the
macro economy.”670 Aid spent on imports has lesser
macroeconomic effects than aid spent on domestic goods
and services.671

In South Africa, domestic health spending was long
constrained because of the country’s economic strategy.
In 1996, South Africa’s democratic government initiated
a macroeconomic strategy called the Growth, Employ-
ment and Redistribution strategy (GEAR), which
included such objectives as reducing the deficit, keeping
inflation low, and promoting export-led growth. Under
the policy, the tax to GDP ratio was to decrease from
26% to 25%, and government spending was to increase
at a rate slower than overall growth, thus requiring strict
control of public spending.672 The restrictive fiscal poli-
cies meant that increases in spending would have to
come from re-allocations from the urban middle class,
not new resources. Per capita health spending did not
increase from the end of apartheid until very recently
with the ARV rollout plan.673
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Effect on access to health care: User fees
One result of health sector spending ceilings – along with
a lack of resources and other factors that might limit
government spending regardless of ceilings – is that gov-
ernments often must resort to user fees to help fund their
health systems. User fees, also called cost recovery, have
been shown to limit the access of the poor to health serv-
ices. This conflicts with government right to health obli-
gations, as “health facilities, goods and services must be
affordable for all.”674

Indeed, user fees appear to almost uniformly reduce
access to health services by poor populations.675 Studies
of some of the first countries in which user fees were
introduced showed a decrease in health service utiliza-
tion in Ghana, Zaire, Swaziland, and Lesotho after those
fees were introduced.676 In Ghana, the negative impact
was strongest in rural areas.677 Attendance at a clinic for
sexually transmitted diseases in Nairobi, Kenya, fell
65% for women and 40% for men in the nine months
after fees were introduced.678 In Swaziland, a fee increase
reduced use of such vital services as management of diar-
rheal diseases, STDs, acute respiratory infections, and
infant immunizations.679 Médecins Sans Frontières has
estimated that user fees in Burundi prevent about
850,000 people (in a country of about 6 million people)
from accessing health care. For most of the population,
the user fees cover the full cost of treatment (the cost of
medicine, tests, and medical acts) plus 15% of the cost of
the price of medicine, added to cover costs for those
unable to pay.680

Exempting the poor from these fees rarely works in
practice.681 When people are unable to access health
services, they commonly resort to harmful practices such
as self-diagnosis and self-medication.682 Even though
informal charges may exist even where user fees do not,
eliminating user fees can significantly increase poor peo-
ple’s access to health care. For instance, in South Africa,
almost as soon as health services became free for all chil-
dren under six, the number of child patients nearly dou-
bled in some health facilities in Gauteng province. The
South African Health Review of 1996 stated that this
increased attendance demonstrated that user fees had
been a barrier to healthcare.683

Need for end to restrictions
These policies limit the ability of African and low-
income countries to spend their own resources on the
health sector, including but not limited to spending on
health personnel. They also prevent or risk preventing
countries from accepting foreign assistance, particularly
foreign assistance that has not been anticipated. As
explained earlier, such limitations would only be justi-
fied on the basis of human rights if the macroeconomic
impact of the additional spending, or of accepting addi-

tional foreign aid, would harm human rights more than
the additional funding would promote them. Because
increased health spending so clearly and significantly
promotes human rights, whereas the potential negative
impact macroeconomic effects is less direct, and meas-
ures could be taken to reduce that negative impact (such
as social welfare programs),684 the presumption must be
that increased foreign assistance and increased domestic
spending on health promotes human rights.

Increased health spending does not automatically pro-
mote human rights. The funds must be well-managed
and spent effectively. Funds meant to purchase supplies
that never reach the health provider or patient, or that
build a health clinic that cannot be staffed, will not con-
tribute to people’s health. These are genuine concerns
requiring strategies to ensure that the money is used pro-
ductively. Limiting the funds, through health sector ceil-
ings will not advance this goal, however.

A growing body of evidence indicates that not only
does additional spending on health, including through
foreign assistance, directly promote the right to health,
but it actually promotes the very growth that the con-
straints are meant to protect. Three of the central macro-
economic concerns that lead to restrictive policies such
as overall budget spending ceilings are the currency
exchange rate and its impact on export-led growth;
inflation, and; fiscal deficits.

It should be clearly stated that the macroeconomic
stability that these policies seek to promote is desirable.
As a top IMF official had stated: “Macroeconomic sta-
bility is critical, both for fostering rapid growth as well
as sustained poverty reduction. Periods of macroeco-
nomic instability can result in greater inequality (as the
rich are more capable of protecting their assets in such
situations), prove more harmful to the poor, and may
result in the creation of more poor, as non-poor fall
below the poverty line in periods of crisis. Moreover, in
periods of macroeconomic instability, the pressures for
budgetary retrenchment often affect the poor most.”
And the growth that macroeconomic stability can facili-
tate (though does not alone create) is a “forceful engine”
of poverty reduction.685 The specific issue is that ceilings
on government spending on health and other social sec-
tors, as well as restrictions on salary and benefits for or
hiring of health workers, cannot be justified as means to
promote macroeconomic stability because of the nega-
tive human rights impact of these measures.

Growth and poverty reduction
The IMF’s overall objective in its policy advice and assis-
tance is to “facilitate the transition to the point where
low-income members can rely predominantly on private
sources of financing.”686 That is, while supporting
increased domestic spending and foreign assistance on
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poverty reduction,687 the IMF works to ultimately enable
countries to graduate from dependency on aid. This
requires economic growth. 

The IMF considers the growth of exports to be “criti-
cally important.”688 Changes in the currency exchange
rate can affect export levels. It is possible that large
inflows of aid, if they were spent on the domestic econ-
omy (as opposed to imports), will cause prices of domes-
tic goods to rise (because of increased demand) relative
to the prices of exports (which are unaffected by aid, as
these are determined by world prices). The result can be
an appreciated real exchange rate, which means that
exports will become less competitive on the world mar-
ket, so the export sector will become less profitable. This
is known in the economic literature as Dutch Disease.689

Both the Bank and the IMF have acknowledged that to
the extent that aid does lead to an appreciation of the
real exchange rate, and a resulting decrease in export-
sector productivity, monetary and exchange rate policies
can be adjusted to minimize these effects.690

Besides affecting growth generally, harm to the export
sector can lead to unemployment, and if many people
who are poor are employed in export-producing indus-
tries, harm to these companies will harm the poor. If aid
were to harm people employed in the export sector,
social safety nets must be available to limit the harm. It
is therefore quite reasonable to be concerned with a sta-
ble exchange rate and to disfavor policies that appreciate
this rate. However, limiting foreign assistance is not an
appropriate way to do so. 

First, empirical evidence on the existence of Dutch
Disease is mixed.691 Professor Jeffrey Sachs has gone so
far as to observe: “The risks of currency overvaluation
from donor-financed health spending are way
overblown. . . . I don’t know of a single country case
where increased donor-financed health spending to
respond to epidemics such as HIV/AIDS has been a trig-
ger for macroeconomic instability. On the contrary, there
is real and shocking macroeconomic instability caused
by the failure to respond to such epidemics, since these
epidemics result in a cascading destruction of families,
communities, and businesses.”692 A response to these
epidemics requires addressing the health sector human
resource crisis.

Second and perhaps even more significantly, invest-
ments in health, education, and other social sectors
themselves promote growth. Healthier, better educated
citizens are more productive citizens. From this perspec-
tive, aid promotes growth by reducing poverty. In other
words, the very aid that might be viewed as harming
productivity can, in fact, increase productivity.693 The
IMF itself recognizes that countries in sub-Saharan
Africa “showing signs of economic progress . . . have
given greater priority to public spending on health care,

education, and other basic social services.” The IMF also
urges that African “Governments should increase the
quantity and quality of basic health care, education, and
other high-priority services,” especially through “a vig-
orous campaign against the HIV/AIDS epidemic.”694

A literature review from 2000 reviewed the impact of
aid on economic growth in 71 cases. In the majority of
the cases (41), the aid resulted in significant economic
growth. By contrast, only a single case resulted in a sig-
nificant negative impact on aid. More recent studies
have confirmed the link between international assistance
and economic growth.695 The United Kingdom’s Depart-
ment for International Development (DFID) has recog-
nized that “the amount of aid given to a country should
be determined in a medium-term perspective. . . . This
assessment should not be distorted by excessive concern
about short-run management issues.”696 The World
Bank has affirmed that aid can contribute to export-
related productivity that can offset and outweigh possi-
ble short-term reductions in productivity of the export
sector.697

Aid must be spent productively and managed well to
promote growth. As a significant minority of cases in the
literature review also demonstrates, aid does not
inevitably promote economic growth. Yet when aid is
well-managed and wisely spent, as DFID and the World
Bank recognize, it can be quite beneficial to the econ-
omy. This echoes the powerful findings of the WHO
Commission on Macroeconomics and Health described
earlier, that investments in health have huge economic
benefits. 

Inflation
Another concern that drives these economic policies is
maintaining a low and predictable level of inflation.
High inflation can discourage savings and investment,
thus impeding economic growth.698 High inflation can be
particularly harmful to the poor, as their few assets
quickly lose their value as prices rise and the value of
real wages falls.699 The inflation rate is a key area of IMF
concern. Extremely high inflation (hyperinflation) can
spell economic disaster. Indeed, it will be difficult for
Zimbabwe to make headway in reducing brain drain so
long as hyperinflation and the accompanying political
and economic crisis persists.

By increasing the monetary supply, foreign assistance
could contribute to inflation, though whether and the
extent to which it does so will vary by the nature of the
aid and how it is spent. As a DFID policy paper
observes, “aid flows are not necessarily inflationary,”
and an “appropriate monetary and exchange rate pol-
icy” can mitigate any damage that may occur. While an
increase in aid, and so an increase in the money supply,
might in itself cause inflation, economic policies can be
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implemented to offset this effect. For example, a floating
exchange rate should “leave the overall growth in the
money supply consistent with the inflation target.”700

Even to the extent there is inflation, any possible
damage is also mitigated by the low inflation targets.
Oxfam reviewed IMF programs for twenty countries,
and found that for sixteen, the inflation target was less
than 5%. The target was still below 10% for an addi-
tional three countries.701 In other words, even if there is
additional inflation from aid, overall inflation should
remain low, quite probably too low to have any negative
impact on growth. Nobel Laureate Amartya Sen has
found no clear evidence that inflation less than 15-20%
negatively impacts growth.702

Deficits
The IMF and the neo-liberal economic framework upon
which its policies are based also stress low budget
deficits. Deficits cause concern for several interrelated
reasons. By putting into the economy money that they
do not have (by spending it), governments would be arti-
ficially increasing demand, which could contribute to
inflation. The extra government spending could also
affect the currency exchange rate, reducing the competi-
tiveness of the country’s exports and so reducing export-
led growth.703 Also, interest payments on the deficit can
reduce spending available on other budget items, includ-
ing social sectors.

Assistance, at least in the form of grants, does not
affect budget deficits. Traditionally, the IMF has
excluded grants from measures of revenue, primarily
because grant aid was considered too volatile and unpre-
dictable. Grants therefore contributed to fiscal deficits in
IMF calculations because spending would increase with-
out a corresponding increase in revenue. According to a
2003 World Bank guidance note, however, the IMF has
now accepted that for countries that can rely on aid for
the medium-term – in other words, the aid will be pre-
dictable and sustained – the aid can be included as rev-
enue, and therefore would not contribute to the fiscal
deficit. The World Bank also accepts that sustainable
grants flows should be counted as revenue.704 Therefore,
fiscal deficits should not be a reason that the IMF uses to
pressure countries not to accept grant aid.705

However, the risk of running up a fiscal deficit might
still be used to justify budget ceilings or other macroeco-
nomic policies that restrict domestic spending on health
and other social sectors. Overall budget ceilings could
result from the requirement that governments not exceed
a deficit of a certain size, and public spending will have
to be limited to achieve that target. While some budget
reallocation within an overall budget ceiling is possible –
and often desirable, perhaps even required by countries’

human rights obligations – the resulting sector ceilings
may well limit health spending. If a country is permitted
to go into greater deficit, greater domestic health spend-
ing could be possible. 

In some cases, deficit spending on the health sector
could be accomplished while maintaining a relatively
low deficit. In Senegal, a three-year IMF program sought
to reduce the deficit from 4.0% of GDP to 3.5% of
GDP.706 If the extra 0.5% GDP was used for the health
sector rather than for deficit reduction, the health budget
could have been doubled for each year of the program.
In one extreme example, a 3-year IMF program has
required Cameroon to have a budget surplus by 2005.
Cameroon would more than double its health spending
if it could shift to the health sector the funds that it is
required to save in order to move from a 0.7% of GDP
budget deficit to a 0.7% budget surplus.707

By contrast, in 2003 the average member of the Euro-
pean Union had a budget deficit of 2.6% of GDP in
2003. France, Germany, and the United Kingdom had
among the hirer deficits relative to GDP at 4.1%, 3.9%,
and 3.2%, respectively.708 Under the Maastricht Treaty,
which created the Economic and Monetary Union
among European Union states, deficits may not exceed
3.0% of GDP.709 Several countries that joined the Euro-
pean Union in 2004 had even higher deficits relative to
GDP in 2003. The deficit in Poland was 4.1% of GDP, in
Hungry 5.9%, and in the Czech Republic 12.9%.710

Even where African countries do have relatively high
deficits, the benefits of increased health spending, which
could be enormous, will likely outweigh the benefits of
deficit reduction from a human rights perspective. For
example, a three-year IMF program in Rwanda sought
to reduce the deficit from 9.9% of GDP to 8.0% of GDP.
The 1.9% of GDP that the IMF determined should be
used on deficit reduction could have been used instead to
double Rwanda’s health and education budget in each
year of the program.711 But would the health and educa-
tion consequences of Rwanda keeping the higher deficit
have been so severe that they would outweigh the bene-
fits of enormous increases in health and education
spending? This seems most improbable.

The scale of deficit reduction – or increased health
and education spending – of Cameroon, Senegal, and
Rwanda are approximately in line with the level of
increased health spending by low- and middle-income
countries envisioned by the Commission of Macroeco-
nomics and Health. The Commission estimated that
these countries could increase health spending by 1.0%
of GNP by 2007, and 2.0% of GNP by 2015. These
spending increases would enable all sub-Saharan African
countries, plus all other countries with a 1999 GNP per
capita below $1,200, to collectively increase their health
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spending by $35 billion by 2007, and $63 billion by
2015.712 In some countries, such increases may be possi-
ble through budget allocation and revenue increases. If
not – or if countries want to increase health spending
beyond the level envisioned by the Commission – deficit
spending should be an option that they weigh seriously. 

Given the strong negative impact that failing to signif-
icantly increase health spending will have on human
rights, the burden of demonstrating that health spending
increases that add to the fiscal deficit will, on balance,
harm human rights must rest with the IMF and finance
ministries. Absent such a demonstration, common sense
should prevail. It must be assumed that increased invest-
ments in health and other social sectors will promote
human rights, even if they do increase fiscal deficits.

The question of whether budget ceilings on domestic
spending can be justified as a means of reducing debt
must also be considered in light of several other fac-
tors, beyond the urgent need for increased health
spending, and the enormously positive impact on
human rights this may have. As discussed above,
spending in health, education, and other social sectors
will increase productivity, which will lead to increased
economic growth, and increased tax revenue for the
government, reducing the deficit. By contrast, without
the investments needed to significantly reduce the bur-
den of AIDS and other diseases and unhealthy condi-
tions, workers and others who contribute to the
economy will perish or be less productive, leading to
reduced tax revenue, increasing the deficit. 

Need for a new approach
Moreover, current policies are not working, at least
where health and human rights are the indicators. The
explosion of AIDS and the continued heavy disease bur-
den, particularly in Africa, of numerous other diseases
and conditions such as malnutrition, has occurred
despite improvements in economic indicators. On the
macroeconomic front, the news is generally good: “Since
the mid-1990s, there has been a marked improvement in
inflation performance as well as fiscal and external posi-
tions of low-income countries, with these gains being
even stronger in countries that have had, or now have,
PRGF [Poverty Reduction and Growth Facility] arrange-
ments. Inflation rates in low-income countries are at
their lowest levels in two decades, reflecting receding
macroeconomic imbalances. Fiscal deficits have also nar-
rowed. And while current account deficits have
remained broadly unchanged, external reserve positions
have strengthened considerably.”713 GDP growth of low-
income countries after the mid-1990s reached close to
4%, and 4.5% for countries that had PRGF arrange-
ments since 1998. The PRGF arrangements are IMF con-
cessional lending programs that are framed around

Poverty Reduction Strategy Papers, and so are intended
to be more pro-poor than early IMF loan programs.714

The medium inflation rate in low-income countries
dropped to below 5% in 1998, and inflation in PRGF
countries “compares favorably with . . . the industrial-
ized countries.” Fiscal deficits had decreased from a
median of 6.5% of GDP in the 1980s to about 4% in
recent years.715

Yet the health and human rights situation is poor, and
could get worse. Certainly it will not improve signifi-
cantly without substantial increases in health sector
spending. Continuing to squeeze health spending in
order to reduce fiscal deficits further is the wrong
approach. Therefore, these restrictions (whether from
foreign or domestic sources) cannot be justified on
human rights grounds, and so must end. 

Recommendations

1. The IMF, World Bank, and other donors must
not penalize, or indicate that they might penalize,
countries that break overall spending ceilings
because of increased spending in health, education,
and other sectors and activities needed to promote
human development, including to enhance salary
and benefits to health staff or to hire new health
personnel. The IMF and World Bank should
immediately issue joint or separate statements
announcing this policy. These statements should
reiterate their support for additional spending in
these sectors, including on human resources. To
that end, they should encourage flexibility in
budget ceilings in these sectors, as well as a mora-
torium on any restrictions on hiring, salary and
benefits in these sectors. Staff of international
financial institutions should actively share the
statements and policy with key government offi-
cials, including in finance ministries.
The IMF, World Bank, and other donors have tremen-
dous economic leverage in many low-income countries.
If they dislike the policies of these countries, they can
take such steps as denying, delaying, or reducing debt
relief, loans, or grants. Or they might refuse to approve a
Poverty Reduction Strategy Paper716 or compel countries
to implement new restrictions. The IMF also has a pow-
erful “signaling effect” that affects whether countries
receive aid from other creditors and donors. An IMF
program that is on-track indicates the presumed sound-
ness of a country’s economic policies, giving a green light
to other creditors and donors to provide grants and
loans. By contrast, if a country deviates from IMF-
backed policies and the country’s IMF program is sus-
pended or canceled, this signals to other creditors and
donors that the country’s economic policies are flawed.
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This could make it very difficult for the country to
receive credit or aid.717

Restrictions on health and other social sector spend-
ing are harmful and misguided. It would therefore be
inappropriate for the IMF or any other organization or
donor to penalize, or indicate that it might penalize, a
country that breaks the overall spending ceilings because
of increases in health or other social sector spending.

The sector ceilings are set by national governments,
but since they are the means by which governments
ensure that their budgets will be consistent with overall
ceilings, they are intimately related to these higher-level
ceilings. Indeed, this process of divvying up a pre-deter-
mined budget may place extra pressure on those sectors
of government that are of special importance to the poor,
such as health and education. The poor often lack polit-
ical power, and so in a zero-sum process of dividing up
the budget, their interests are likely to be slighted. 

In addition to not penalizing low-income countries in
this situation, the IMF and other donors and creditors
should make it clear to them that they will not penalize
them in the future. Otherwise, the threat of punitive
action will continue to hang over national ministries,
and influence them in ways that will promote adherence
to spending limits, even when that adherence is detri-
mental to human rights. 

As the most influential voices on economic policy, the
IMF and World Bank should immediately issue joint or
separate statements announcing this policy. This state-
ment should be a prelude to a future policy, which may
take a little time to formulate, that will enable countries
to continue to receive the benefits of targets – their assis-
tance in the planning process – without the constraints
of ceilings. Several possibilities are discussed in the next
recommendation. 

It should be recognized that it will not always be easy
to determine precisely what causes a government to
exceed an overall target, as there will likely be several
contributing factors. Perhaps a country will exceed the
overall target because both health and military spending
exceed government-set sector limits. In Zambia, the
housing allowance, increased wages for security forces,
and hiring new teachers all contributed to that country
exceeding the 8.0% of GDP limit on civil servant spend-
ing. In such cases, it is important that any effort to
return the country to the target (such as rolling back of
wage or employment increases) does not affect social
sectors. Also, creditors or donors should not deny grants
or loans to the country, or otherwise penalize them, as
this could discourage necessary increases in social sector
wages or hiring. For example, if increases in security-
force wages bring civil service spending close to the ceil-
ing, the possibility of penalization if the country exceeds
the ceiling would likely prevent the health ministry from

increasing salary and benefits for health workers, how-
ever much those increases might be needed. These com-
plexities indicate the importance of the type of policy
changes discussed in the next recommendation.

The IMF and World Bank statement should also rec-
ognize that the human resource crises in the health and
education sectors, worsened by the AIDS pandemic, will
often require employing additional skilled health work-
ers and educators, as well as increasing salary and bene-
fits to enhance recruitment and retention efforts. To that
end, the statement should remind governments of these
institutions’ support for more spending in these sectors.
The statement should promote flexibility in sector ceil-
ings in the health and other social sectors. There may be
ways to remove these ceilings altogether (such as by
excluding certain sectors from macroeconomic meas-
ures), but for the time being, encouraging far greater
flexibility for social sector ceilings will be an important
advance. The statement should also encourage a morato-
rium on restrictions on hiring and remuneration in social
sectors. Given the fact that inadequate spending in these
sectors and shortage of health personnel are costing lives
today, every effort to enable increased spending and
recruitment of health personnel must be taken immedi-
ately, even before new policies are formulated. 

2. The IMF, ministries of finance, and their part-
ners should ensure that macroeconomic con-
straints do not limit the effective and productive
spending of developing countries on health, educa-
tion, and related sectors. The changed policies
should be publicized among all stakeholders,
including finance, health, education, and other
national ministries.
In line with the need discussed above to justify any
restrictions on human rights grounds, and the lack of
any justification so far – and much evidence pointing to
the probability that such justifications could rarely, if
ever, exist – restrictions on health and other social sector
spending must cease to exist, at least in their current
form. Therefore, the nature of the limits must change so
that any limits, if they continue to exist, do not force or
induce countries to limit spending in health, education,
or other social sectors. The exception would be if, in a
particular case, it is shown that the harm that comes
from the increased spending will outweigh the good the
spending brings about, with the proper measure being
the impact on human rights.

One possibility is to revise policies to increase flexibil-
ity around spending limits. Budget ceilings could be
made flexible so that they can be easily revised to accom-
modate increases in health and social sector spending
that had not been anticipated when setting budget ceil-
ings, or for any other reason were not factored into the
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ceilings. The flexibility would enable whatever limits or
targets exist to expand to accommodate unexpected
external assistance and higher domestic spending in
these sectors than originally planned.

Another possibility would be for the IMF to revise
any economic targets they promote – such as overall
government spending or overall civil servant spending –
to exclude health and other social sectors. For example,
rather than a target of $3 billion for overall government
spending, the target would be $1.4 billion excluding
social sector spending. Insulating social sectors in this
way would prevent economic targets from conflicting
with the imperative to increase health and other social
sector spending. Targets for social sectors would remain
to assist in planning.

Medium-term expenditure frameworks and compa-
rable documents should be revised, or their use
changed, to reflect the changed nature of spending tar-
gets. The new frameworks and documents must be
drafted in ways that ensure there is no risk that they
will be used in any way to obstruct either foreign assis-
tance or national decisions to increase spending in
health, education, and related sectors.

3. WHO and the World Bank should collaborate
to educate finance ministries on the economic ben-
efits of investing in health. Health ministries
should also receive this information.
Finance ministers and other government officials can be
expected to be more receptive to increased spending in
health, education, and other social sectors if they recog-
nize that such spending contributes to productivity and
economic growth, which the finance ministers likely see
as important to their missions. WHO and the World
Bank should therefore educate finance ministers on the
economic benefits of investing in health, including those
described in the final report of the Commission of
Macroeconomic and Health. These organizations should
also educate ministers of health, education, and other
social sectors on the economic value of investing in these
sectors. Should conflicts arise between these ministries
and the finance ministry, this information should
empower social sector ministers, possibly helping them
obtain higher spending for their sectors.

4. African countries and any other developing
countries with formal or informal freezes on hiring
or salary and benefits of health personnel should
end those freezes. 
At a time when African countries are in tremendous need
of more health workers, no country should limit the
number of health workers employed because of artificial
constraints on hiring, whether through a cap on the
wage bill (as in Zambia) or a ceiling on health sector

spending. Therefore, any country that has a freeze on
hiring health personnel or the salary and benefits of
health personnel should immediately terminate that
freeze. Issues of finding funds to pay health workers will
remain and will have to be addressed. But ending hiring
and salary freezes are necessary steps forward.

5. The IMF, World Bank, and finance ministries
should publicize the precise nature of existing eco-
nomic restraints that may limit substantially higher
country spending on health and other social sec-
tors, and create mechanisms for on-going trans-
parency of macroeconomic policies and how they
impact the health and education sectors. Such
mechanisms should welcome NGO input. The
PRSP process, which includes NGO participation,
is one possible forum.
In order to change macroeconomic guidelines and
requirements so that they do not interfere with social
sector spending, it is important to have a greater under-
standing of exactly what these guidelines and require-
ments are (including what are merely guidelines and
what is required), and what role different actors (prima-
rily the IMF and finance ministries) have in setting
budget ceilings and other policies that limit social sector
spending and public sector remuneration or staffing lev-
els. As efforts are made to change these policies – or if
despite challenges to the policies, they remain in place –
it is critical that NGOs and other stakeholders remain
abreast of the changes (or lack of changes) so that they
can monitor them, effectively advocate for more
changes, and otherwise plan their actions around the
current policy environment.

The World Bank is working to organize a high-level
policy dialogue and related activities that could go a long
way toward clarifying the nature of the restraints, as
well as creating some mechanisms for continued discus-
sion and elucidation around these issues. The dialogue,
which as of May 2004 was still in the planning stages
and likely to take place in spring 2005, will seek to clar-
ify the nature and impact of macroeconomic constraints
in the health and education sector, particularly as they
affect HIV/AIDS and human resources. The ultimate
objective of the dialogue is to help African countries
overcome macroeconomic constraints, both real and
perceived, that impede an effective response to combat-
ing HIV/AIDS and achieving the health-related Millen-
nium Development Goals. Specific outcomes of the
policy dialogue are expected to include a literature
review on linkages between macroeconomic policies and
human resources for health and education, including
relationships to increased development assistance; sev-
eral case studies of these issues; the policy dialogue itself;
a toolkit on HIV/AIDS and macroeconomic issues that



will be distributed within health and education sectors of
African countries, and; country-specific action plans
based on the toolkit. Post-dialogue conferences in Africa
and follow-up videoconferences are also planned.718

Such a dialogue should help determine the exact
nature of the policies that have limited country spending
on health and education, whether through domestic
resources or through being unable to accept interna-
tional assistance. The IMF has suggested that cases
where “the macroeconomic consequences outweigh the
benefits of higher spending in the immediate period” will
be relatively few.719 If the circumstances are truly rare, it
could be that in most cases the IMF will support
increased aid, in line with its stated support for aid. If
finance ministries better understood current IMF poli-
cies, could potential significant conflicts over interna-
tional assistance be avoided?

The dialogue might also help the IMF and finance
ministries understand the impact and limitations of their
policies. An IMF document indicates that ceilings on
total spending are generally not a problem because
“additional priority spending for poverty reduction
could be accommodated by cutting back spending in
non-priority areas.”720 Yet the amount of spending on
priority areas such as health must increase tremendously.
With the possible exception of countries that spend quite
excessively on their militaries, cutting back in non-prior-
ity areas sufficiently to meet health and other priority
needs could well be impossible.

The IMF, ministries of finance, health and education
ministries, and other stakeholders should fully cooperate
with and support this initiative. The dialogue and related
activities should lead to a new agreed upon understand-
ing of the goal of macroeconomic policies as they relate
to health and other social sectors. The goal of these poli-
cies should be to promote human rights, including the
need for an effective response to HIV/AIDS and to
achieve the Millennium Development Goals. Therefore,
policies should be guided by human rights principles,
including the need to ensure the population’s health and
education. This principle should be embodied in the
tool-kit that will be one product of the dialogue. 

Since the policy dialogue will not take place until
spring 2005, and changes that result from the dialogue
and associated activities will likely take months if not
years to occur, the World Bank and IMF statement
described in the first recommendation of this section
remains critical. The health sector human resource crisis,
especially as exacerbated by HIV/AIDS, is so severe that
policy changes to allow significantly increased health sec-
tor spending cannot wait. Delay will cause irreparable
harm, including delayed scale-up of AIDS treatment and
other measures, with the deaths that will result. Further,
if the dialogue leads to the acceptance of the notion that

human rights principles should guide macroeconomic
policies, and the recognition that policies that limit health
spending or restrict health sector hiring or remuneration
cause severe harm to the right to health, it is probable
that a similar policy will result from the dialogue.

Along with the World Bank-initiated dialogue,
another forum for shedding more light on macroeco-
nomic policies and their impact on the health and other
social sectors is the PRSP process. The importance of the
process to national programming in both macroeco-
nomic and poverty reduction policies and NGO partici-
pation in the process makes it a logical forum for these
discussions.

6. The US Congress should hold hearings and/or
request a report from the General Accounting
Office to explore the nature and extent of eco-
nomic policies or practices that discourage coun-
tries from increasing spending on health and other
social sectors, as well as the role of the IMF and
other international financial institutions in pro-
moting these policies.
A World Bank-led policy dialogue of how macroeco-
nomic policies affect health and education will likely
yield valuable information and an increased understand-
ing of these effects as well as just what the policies are.
However, the review will be unable to focus in-depth on
every country and may focus too narrowly on
HIV/AIDS. There is also no guarantee of how much
information will come from the dialogue.

To complement the World Bank-led policy dialogue,
the US Congress (and other national legislatures) should
instigate its own fact-finding missions on these policies.
Options open to Congress include holding hearings and
requesting a report from the General Accounting Office,
Congress’s investigative arm. Given the scope of United
States foreign assistance, including USAID offices in
dozens of countries and a major US HIV/AIDS initiative
in a dozen African and two Caribbean countries, the
investigations have the potential to shine a bright light
on practices and policies in Africa and around the world.
These investigations should be sure to cover policies that
restrict spending on public sector health workers.

Along with providing, at least in select countries,
more information than is likely to come out from the
World Bank-led process, the investigation will increase
Congress’s involvement in both the issues of human
resources for health issue and of macroeconomic con-
straints. This involvement should increase congressional
interest in these areas. Congressional interest is critical,
for Congress must prod relevant US officials to work on
these issues from within international financial institu-
tions, and Congress will have to allocate significant sums
of money to help meet health systems needs in Africa. 
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217 Crime and insecurity are especially important factors in brain drain
from South Africa. See Regional Network for Equity in Health in
Southern Africa (EQUINET), Health Systems Trust (South Africa) &
MEDACT (UK), Health Personnel in Southern Africa: Confronting
maldistribution and brain drain (2003), at 18. Available at:
http://www.equinetafrica.org/bibl/docs/healthpersonnel.pdf; Phylicia
Oppelt, “Treat the cause, not the symptoms.” Sunday Times (South
Africa), Feb. 18, 2001. Available at: http://www.suntimes.co.za/2001/
02/18/insight/in11.htm.
218 See, e.g., Tikki Pang, Mary Ann Lansang & Andy Haines, “Brain
drain and health professionals.” BMJ (March 2, 2002) 324: 499-500.
Available at: http://bmj.bmjjournals.com/cgi/content/ full/324/
7336/499.
219 See International Organization of Migration, Migration for Devel-
opment in Africa (MIDA) Program, The Non-Development of Africa:
Political instability (Oct. 2002). Available at: http://www.iom.int/en/
Presentations/MIDAHealth/pages/Slide12_JPG.htm; David H. Shinn,
Reversing the Brain Drain in Ethiopia, lecture at the Elliot School of
International Affairs at George Washington University, Nov. 23, 2002.
Available at: http://www.gwu.edu/~elliott/news/transcripts/
ethiopia.html. Dr. Abra Fransch of the World Organization of Family
Doctors (WONCA) has cited the following aspects of the declining
human rights situation in Zimbabwe as contributing to brain drain in
Zimbabwe: “1. lack of access to foreign currency; 2. lack of access to
basic food commodities (even if affordable); 3. lack of access to fuel or
transport; 4. difficulty in acquiring travel documents; 5. increasing dif-
ficulty in being able to have freedom to travel to other countries if
desired; 6. inability to access even local currency; 7. increasing inade-
quacy of previously functional services - telephone, electricity, safe
water; 8. breakdown in law and order and direct physical threat; 9.
financial destitution impoverishment.” E-mail from Dr. Abra Fransch,
World Organization of Family Doctors (WONCA), Dec. 10, 2003.

220 See Regional Network for Equity in Health in Southern Africa
(EQUINET), Health Systems Trust (South Africa) & MEDACT (UK),
Health Personnel in Southern Africa: Confronting maldistribution and
brain drain (2003), at 11. Available at: http://www.equinetafrica.org/
bibl/docs/healthpersonnel.pdf (“Remuneration levels are potentially the
most influential factor in healthcare worker’s decision to migrate . . .
.”); Delanyo Dovlo, The Brain Drain and Retention of Health Profes-
sionals in Africa (Sept. 2003), at 6. Available at: http://www.world-
bank.org/afr/teia/conf_0903/dela_dovlo.pdf (“Salary levels are
probably the most basic factor in retention.”). But see “The interna-
tional mobility of health professionals: An evaluation and analysis
based on the case of South Africa.” In Organisation for Economic Co-
operation and Development, Trends in International Migration (2003),
at 129 (“Despite substantial financial incentives, many commentators,
including some employee representatives . . . emphasise that in many
cases, pay is not the prime motive for leaving the country”).
221 See Global Alliance on Vaccines and Immunizations, The health
service brain drain – what are the options for change? (Oct. 2003).
Available at: http://www.vaccinealliance.org/home/Resources_Docu-
ments/Immunization_Focus/Download/102003_briefing.php.
222 Regional Network for Equity in Health in Southern Africa
(EQUINET) and Oxfam (Great Britain) (Jean-Marion Aitken & Julia
Kemp), HIV/AIDS, Equity and Health Sector Personnel in Southern
Africa (Sept. 2003), at 23. Available at: http://www.equinetafrica.org/
bibl/docs/hivpersonnel.pdf. The draft Malawi Human Resources for
Health Sector Strategic Plan 2003-13 blames low salaries and lack of
career paths for many health care workers leaving the profession or
the country. See id. at 17. See also Michelle Roberts, “‘Why I Came to
the UK to Nurse’” BBC News, May 12, 2004. Available at:
http://news.bbc.co.uk/2/hi/health/3704673.stm (interviewing nurses
from South Africa and Ghana whose prime reason for migrating to the
United Kingdom was low pay back home).

7. The US Congress should require that the Trea-
sury Secretary direct the U.S. Executive Director at
each international financial institution, including
the IMF, to advocate for changes in the policies of
international financial institutions so that macro-
economic concerns no longer limit spending on
health and other social sectors, whether domestic
spending or international assistance. Other G8
countries should take similar actions.
In 2001, the US Congress required the Treasury Depart-
ment to oppose IMF, World Bank, and other interna-
tional financial institution loans that require user fees or
service charges on poor people for primary healthcare
(including prevention and treatment efforts for
HIV/AIDS, malaria, tuberculosis) or for primary educa-
tion.721 This requirement can serve as a model for Con-
gress intervening in damaging IMF policies. Congress
should require the Treasury Department to work to
change these policies, and to ensure that the IMF and its
partners carry out a variety of actions, including those
described in the preceding recommendations. The Trea-
sury Secretary should report back to Congress on the
Treasury Department’s efforts and impact. 

8. Donors should provide long-term commitments
of foreign assistance for health systems to ensure a
sustained and predictable aid flow.
Donors should recognize that many recipients will likely
need foreign assistance for years to come, and commit to
providing aid on a long-term basis. This predictability
will minimize any harmful macroeconomic effects that
the aid may cause.722 Donors should work to establish
aid dispersal mechanisms that will ensure a sustained
and predictable aid flow of a number of years. By
removing (or at least lessening) aid volatility and lack of
predictability, donors can go a long way towards remov-
ing the potentially destructive discomfort that the IMF
and finance ministries can have at large inflows of aid.
Predictability will have another advantage. It will also
enhance the ability of low-income countries to create
and implement health sector human resource policies, as
they will be better able to match their plans to their
resources.

Besides mitigating macroeconomic concerns, long-
term donor commitments to foreign assistance for health
systems are critical for another simple reason: it is
needed. Many of the recommendations described in this
report require significant funds, necessitating consistent
donor support. 
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VI. HUMAN RIGHTS AND THE HEALTH SECTOR’S HUMAN
RESOURCE CRISIS

African health professionals seek to escape widespread
human rights violations 

Right to health
The right to health is guaranteed by article 12 of the
International Covenant on Economic, Social and Cul-
tural Rights (ICESCR), which recognizes “the right of
everyone to the enjoyment of the highest attainable stan-
dard of physical and mental health.”723 Most sub-Saha-
ran African nations are party to the ICESCR.724 In
addition, the African Charter on Human and Peoples’
Rights recognizes the right to health. The African Char-
ter provides that “Every individual shall have the right to
enjoy the best attainable state of physical and mental
health.” States party to this convention must “take the
necessary measures to protect the health of their people
and to ensure that they receive medical attention when
they are sick.”725

The right to health cannot be fulfilled unless health
professionals have the facilities, equipment, supplies,
and other forms of infrastructure required to do their
job.726 Without such infrastructure, for example, explicit
demands of the ICESCR cannot be met. These demands
include preventing, treating, and controlling “epidemic,
endemic, occupational and other diseases,” providing
“for the reduction of the stillbirth-rate and of infant
mortality and for the healthy development of the child,”
and “assur[ing] to all medical service and medical atten-
tion in the event of sickness.”727

In 2000, the Committee on Economic, Social and
Cultural Rights, which is charged with monitoring the
ICESCR, adopted General Comment 14, in which the
Committee elaborated on the meaning of the right to
health.728 General Comment 14 describes four “interre-
lated and essential elements” of the right, at least two of
which precisely represent conditions that are unknown
to many African health facilities. One, availability,
requires that “functioning public health and health-care
facilities, goods and services, as well as programmes . . .
be available in sufficient quantity.” These facilities,
goods, and services include “hospitals, clinics and other
health-related buildings, trained medical and profes-
sional personnel receiving domestically competitive
salaries, and essential drugs, as defined by the WHO
Action Programme on Essential Drugs.”729 Significantly,
the essential drug list now includes anti-retroviral med-

ications,730 making the availability of sufficient quanti-
ties of these drugs an essential element of the right to
health. The widespread lack of essential drugs and nec-
essary equipment is contrary to this aspect of the right
to health. 

Importantly, the Committee recognizes that health
professionals are to receive “domestically competitive
salaries,” a component of the right to health that is likely
aimed at ensuring that sufficient numbers of people are
attracted to (and remain in) the health professions. It
may also be aimed at preventing public sector health
professionals from diverting resources necessary for a
functioning public health system, including drugs, sup-
plies, and their own time, away from that system. Inade-
quate pay, which at times is not competitive with other
professions and is frequently lower than salaries avail-
able at private health facilities is a significant factor in
brain drain and poorly functioning health facilities.

A second element of the right to health is quality:
“Health facilities, goods and services must . . . be scien-
tifically and medically appropriate and of good quality.
This requires, inter alia . . . skilled medical personnel,
scientifically approved and unexpired drugs and hospital
equipment . . . .”731 Along with expired drugs, equip-
ment that is broken and facilities that lack a constant
supply of clean water or electricity are not “of good
quality.”

As with all human rights, states have the obligation to
respect, protect, and fulfill the right to health.732 A state
party must “take steps . . . to the maximum of its avail-
able resources, with a view to achieving progressively the
full realization of the rights recognized in the” ICE-
SCR.733 The progressive realization requirement means
that states “have a specific and continuing obligation to
move as expeditiously and effectively as possible
towards the full realization of article 12.”734 A lack of
resources may justify failing to meet the right to health
obligations only if a state can demonstrate that it has
made “every effort . . . to use all available resources at its
disposal in order to satisfy, as a matter of priority,” its
obligations.735 If a state has not, if it has made “insuffi-
cient expenditure or misallocation of public resources
which results in the non-enjoyment of the right to health
by individuals or groups,” then it will have violated the
right to health.736 While a full analysis of which, if any,
countries in sub-Saharan Africa meet this standard is



1 1 2 A N  A C T I O N  P L A N  T O  P R E V E N T  B R A I N  D R A I N

beyond the scope of this report, the fact that these coun-
tries often spend $10 or less per capita on health care
makes it is doubtful that many meet this standard.737

States also have an absolute obligation to meet certain
minimum core obligations,738 without which the ICE-
SCR “would be largely deprived of its raison d’être.”739

These minimum core obligations include providing
essential medicines,740 and “obligations of comparable
priority” such as ensuring access to reproductive, mater-
nal, and child health care and “tak[ing] measures to pre-
vent, treat and control epidemic and endemic
diseases.”741 These health activities all require that health
professionals have the adequate equipment, supplies,
and facilities. 

It should be noted that in a literally unhealthy cycle,
by helping drive away health professionals, these viola-
tions of the right to health contribute to the violation of
the right to health issue that is the central focus of this
report, the severe shortages of health professionals.
Inadequate numbers of health professionals significantly
interfere with health services, and thus people’s right to
the highest attainable standard of health. This violation
is most severe for those living in rural and other under-
served areas. 

Right to safe working conditions
Among the factors pushing African health profession-
als overseas is that they work in unsafe conditions,
often lacking even such basic protective gear as
gloves.742 Health care environments where workers
cannot adhere to simple infection control measures to
protect themselves and their patients (measures known
as universal precautions) violate their right to safe
working conditions. 

The ICESCR provides that as part of “the right of
everyone to the enjoyment of just and favourable condi-
tions of work,” people have a right to “safe and healthy
working conditions.”743 The Convention concerning
Occupational Safety and Health and Working Environ-
ment (ILO No. 155), though itself ratified by only five
sub-Saharan countries (Cape Verde, Ethiopia, Lesotho,
Nigeria, and South Africa) and a handful of Latin Amer-
ican and Asian countries,744 provides guidance for the
“safe and healthy working conditions” requirement of
the ICESCR. The central article of the Convention con-
cerning Occupational Safety and Health, article 4,
requires national policies on occupational safety, occu-
pational health, and the working environment to aim
“to prevent accidents and injury to health arising out of,
linked with or occurring in the course of work, by min-
imising, so far as is reasonably practicable, the causes of
hazards inherent in the working environment.”745 In the
context of health care workers working in environments
where they may be exposed to HIV, article 4 must

require, at the least, that universal precautions be fol-
lowed to minimize risk of HIV infection. Given the basic
nature of these precautions, requiring training and sim-
ple equipment such as gloves and puncture-proof con-
tainers, they easily fit within the category of “reasonably
practicable.” Indeed, if these simple infection control
measures were not required as part of the right to “safe
and healthy working conditions,” this right would have
very little meaning at all.

Right to adequate standard of living and Right to
education
Violations of rights not directly related to health care also
contribute to the exodus of health professionals from
some African countries. They might live in countries that
do not provide free primary education, as required by the
ICESCR, or that have not made sufficient progress
towards providing accessible secondary and higher edu-
cation.746 Or the health professionals’ salaries might be
such that they cannot achieve “an adequate standard of
living for [themselves and their] famil[ies], including ade-
quate food, clothing and housing, and to the continuous
improvement of living conditions.”747

African countries have a human rights obligation
to increase domestic health spending 
State obligations under the ICESCR require increased
health spending from African countries. As the Com-
mittee on Economic, Social and Cultural Rights has
explained, the question of whether a state is spending
the “maximum of its available resources” is, essen-
tially, whether the state uses “every effort . . . to use all
available resources . . . in order to satisfy, as a matter
of priority,” its obligations. This elucidation of the
maximum resource requirement offers a sense of the
high level of scrutiny of a state’s resource allocation
that is required.748

Definitively determining whether a state is meeting
this “maximum of its available resources” requirement
would involve careful scrutiny of a state’s budget, eco-
nomic circumstances, and so forth.749 The more indica-
tors that are developed to measure states’ compliance
with the maximum resource obligation, the more it will
be possible to measure a state’s compliance. Indicators
might include comparisons of similarly situated states in
their spending towards meeting economic, social, and
cultural rights of similarly situated states, and ratios of
military spending (and other items not related to eco-
nomic, social, and cultural rights) to social spending.750

One way to evaluate whether a state is spending a
maximum of available resources on health is by compar-
ing a state’s actual health expenditure to what the state
has pledged to spend on health. This approach is cer-
tainly not perfect. Politics might cause a leader to make a



H U M A N  R I G H T S  A N D  T H E  H E A LT H  S E C T O R ’ S  H U M A N  R E S O U R C E  C R I S I S 1 1 3

pledge that proves impossible to meet,751 or a govern-
ment might simply consider its pledge to be aspirational,
and again not necessarily feasible. By contrast, the
amount pledged might be less than what is possible.
State declarations do provide some insight, however, on
what levels of spending will demonstrate that states are
making every effort and are prioritizing their human
rights obligations.

In April 2001 at a summit in Abuja, Nigeria, the
heads of state and government of the members of the
Organization of African Unity (now the African Union)
pledged to devote 15% of their annual budgets to
improving the health sector.752 At the time of the pledge,
several sub-Saharan countries had already met this tar-
get. In 2001, 15.2% of Chad’s government expenditures
were on health, as were18.9% of Mozambique’s. Coun-
tries including Zambia, Rwanda, and the Gambia were
near the target at 13.5%, 14.2%, and 13.6%, respec-
tively. Tanzania’s health expenditures were 14.4% of
total government expenditures in 1997, but had fallen to
12.1% by 2001, while Senegal’s fell from 15% in 1998
to 12.9% – still higher than most African countries – in
2001. Zimbabwe spent 15.4% of its government budget
on health in 1997, but only 8% in 2001. The health
spending of some countries remains far below the 15%
target. For example, in 2001, only 6.0% of Côte
d’Ivoire’s total government expenditures were on health,
as were 4.5% of Eritrea’s, 4.9% of Ethiopia’s, 4.6% of
Sudan’s, and only 1.9% of Nigeria’s.753 If some of the
continent’s poorest countries can come close to or even
meet the 15% target, it must be seriously questioned
whether many countries that spend less on their health
sectors are truly unable to spend more, or whether they
are violating their obligations to make “every effort . . .
to use all available resources at [their] disposal in order
to satisfy, as a matter of priority,” their obligations to
use the maximum available resources to promote the
highest attainable standard of health for their people.
African countries should rapidly increase their health
sector spending to at least 15% of their government
budgets, in line with the Abuja Declaration.

Wealthy nations must provide more development
assistance to developing countries
International assistance obligations
Donor countries also have legal obligations to promote
the highest attainable standard of health throughout the
world, including in sub-Saharan Africa. They are legally
obliged to help developing countries realize the right to
health for all their people. This international legal obli-
gation arises from the United Nations Charter and other
treaties, most significantly the ICESCR.754 The UN
Charter obliges members to “take joint and separate
action in co-operation with the Organization [the United

Nations]”755 to promote “universal respect for, and
observance of, human rights and fundamental free-
doms” and to promote “solutions of international . . .
health . . . problems. . . .”756 The ICESCR requires par-
ties to the treaty to take “steps, individually and through
international assistance and co-operation, especially eco-
nomic and technical, to the maximum of its available
resources, with a view to achieving progressively the full
realization of the rights” in the Covenant,757 including
the right to the highest attainable standard of health.758

The Committee on Economic, Social and Cultural
Rights has confirmed that “depending on the availability
of resources, States should facilitate access to essential
health facilities, goods and services in other countries,
wherever possible and provide the necessary aid when
required.”759 States with resources available for interna-
tional assistance will primarily be high-income coun-
tries, often referred to as donors. Since people cannot
receive health services where there are too few health
workers, this obligation requires donors to provide
development assistance in the area of human resources
for health. 

States must provide the aid “when required,” that is,
when the other countries are unable or unwilling to
make the investments necessary to enable its people to
access health care. They must provide the aid “neces-
sary” to facilitate access to health care. That definition
must be read in light of the Committee’s explanation of
access, or accessibility, which is one of the “interrelated
and essential elements” of the right to health. Accessibil-
ity includes ensuring that health facilities, goods, and
services (as well as underlying determinants of health,
such as a safe water supply) are within safe physical
reach “for all sections of the population, especially vul-
nerable or marginalized groups,” and that they are
affordable for all.760 Another of the “interrelated and
essential elements” of the right to health is quality. The
health facilities, goods, and services must be “be scientif-
ically and medically appropriate and of good quality.
This requires, inter alia, skilled medical personnel . . .”761

Facilitating access, therefore, requires donors to provide
the aid necessary to facilitate access of all people to qual-
ity medical care in countries that require such assistance. 

To what degree must states facilitate this access? Since
article 2 of the ICESCR does not distinguish between
domestic and international obligations, it should be
assumed that the progressive realization requirement
(“with a view to achieving progressively the full realiza-
tion of the rights”) and the “maximum of . . . available
resources” requirement both apply to donors. The Com-
mittee on Economic, Social and Cultural Rights has
explained the progressive “move as expeditiously and
effectively as possible towards that goal.”762 Donors
must therefore provide substantial assistance towards
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the goal of facilitating access to health care, for only sub-
stantial aid will enable expeditious and effective move-
ment towards this goal. For wealthy nations, only
substantial aid can meet the “maximum of its available
resources” requirement.

Donors have a special obligation to provide assistance
that will enable underserved populations to receive
health care. This particular obligation stems from the
fact that it is “particularly incumbent” on donors to
assist states in fulfilling the core obligations.763 One of
the core obligations is “to ensure equitable distribution
of all health facilities, goods and services.”764 Meeting
this obligation will require special measures and assis-
tance to underserved populations, such as people living
in rural areas, so that health facilities, goods, and serv-
ices become more equitably distributed.

The obligation under the UN Charter is particularly
relevant to the United States, which has signed but not
ratified the ICESCR.765 The Committee on Economic,
Social and Cultural Rights has recognized that articles
55 and 56 of the UN Charter require states to cooperate
to fulfill economic, social, and cultural rights. As the
Committee observes, “In the absence of an active pro-
gramme of international assistance and cooperation on
the part of all those States that are in a position to under-
take one, the full realization of economic, social and cul-
tural rights will remain an unfulfilled aspiration in many
countries.”766

This truth demonstrates the strength of the interna-
tional assistance obligation under the UN Charter. Eco-
nomic, social, and cultural rights can only be fulfilled
with international assistance. Given the very high prior-
ity that the UN Charter places on fulfilling human rights
– promoting human rights is central to one of the four
purposes of the United Nations itself767 – the coopera-
tion that articles 55 and 56 requires must be of the sort
that will enable meaningful progress towards achieving
these rights. As the Committee on Economic, Social and
Cultural Rights implies, this will require substantial
international assistance. A level of assistance that is
inadequate to enable the full realization of economic,
social, and cultural rights is also inadequate to meet
states’ obligation under the UN Charter.

The strength of this obligation can be seen from
another perspective as well. All people have human
rights, including the right to the highest attainable stan-
dard of health. They hold this right regardless of
whether their own states are willing or able to take the
steps necessary to fulfill this right. The only way for their
rights to be fulfilled in such circumstances is through
international assistance and cooperation. The interna-
tional cooperation requirement, therefore, is an integral
aspect of the human rights framework.

Article 56 prescribes that states’ joint and separate

action to achieve the purposes of article 55, including
promoting universal human rights, shall be taken in
cooperation with the United Nations. This provides
guidance as to how much assistance is required under
the UN Charter. In October 1970, the UN General
Assembly set an official development assistance target
of 0.7% of GNP. This target was established in the
International Development Strategy for the Second
United Nations Development Decade, which the Gen-
eral Assembly adopted unanimously,768 and has since
been frequently reaffirmed, including in Declaration of
Commitment on HIV/AIDS, adopted at the UN General
Assembly Special Session on HIV/AIDS.769 Cooperating
with the United Nations in promoting human rights
therefore entails providing this level of assistance. In
2003, official development assistance was $68.5 billion,
or 0.25% of gross national income, little more than
one-third the standard. Official development assistance
in 2003 from the United States was $15.8 billion, or
0.14% of gross national income, only one-fifth of the
standard.770

The WHO Commission on Macroeconomics and
Health estimated that to ensure everyone in the develop-
ing world essential interventions against infectious dis-
eases and nutritional deficiencies, donor nations will
have to spend an additional $22 billion per year in devel-
opment assistance by 2007, and $31 billion per year by
2015.771 These levels of funding also give a sense of the
levels of international assistance required to meet donor
state obligations. Note that this is assistance for health
only, and would not represent the totality of states’ obli-
gations under the ICESCR to provide international assis-
tance to promote economic, social, and cultural rights.
Since WHO is part of the UN system, and so providing
these funds would be a form of cooperating with the
United Nations, this could provide guidance on the
required level of assistance. Another guide could be the
funding required to meet the UN Millennium Develop-
ment Goals. The World Bank has estimated that an addi-
tional $40 to $60 billion per year in aid is required to
meet these goals.772

Human rights law places special focus on disad-
vantaged populations
Human rights law strongly favors measures that protect
the poor and other vulnerable populations. Under the
ICESCR, the right to health requires states to take steps
to create “conditions which would assure to all medical
service and medical attention in the event of sickness.”773

In elaborating on the right to health in its General Com-
ment 14, the Committee on Economic, Social and Cul-
tural Rights recognized a set of minimum core
obligations, which include “ensur[ing] equitable distri-
bution of all health facilities, goods and services.”774 The
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Committee has also recognized obligations comparable
to the minimum core, including ensuring maternal and
child health care and providing immunizations.775 In
these ways, the right to health is concerned with creating
a baseline standard of health care for all. In practice,
when health care in some parts of a country meets these
standards and health care in other parts of the country
fails to meet these standards, human rights law requires
a focus on those areas that do not meet these standards –
in other words, rural and other underserved areas.

General Comment 14 is quite explicit on the need to
take special care to protect the rights of vulnerable pop-
ulations. One minimum core obligation is “[t]o ensure
the right of access to health facilities, goods and services
on a non-discriminatory basis, especially for vulnerable
or marginalized groups.”776 The “interrelated and essen-
tial elements” of the right to health include accessibility,
according to which “health facilities, goods and services
must be accessible to all, especially the most vulnerable
or marginalized sections of the population, in law and in
fact. . . .”777 Further, health goods and services must be
“affordable for all, including socially disadvantaged
groups,” with “equity demand[ing] that poorer house-
holds should not be disproportionately burdened with
health expenses as compared to richer households.”778

The requirements for physical accessibility give special
attention to rural areas: “health facilities, goods and
services must be within safe physical reach for all sec-
tions of the population, especially vulnerable or margin-
alized groups . . . . Accessibility also implies that medical
services and underlying determinants of health . . . are
within safe physical reach, including in rural areas.”779

A rights-based response to brain drain, therefore,
will take special care to achieve at least minimum stan-
dards for all, which requires addressing the most
severe shortage of health professionals within a coun-
try. This response should ensure that vulnerable and
socially disadvantaged populations have access to
health professionals.

Recruitment from developing countries absent
agreement is highly suspect under human rights
law
Recruitment of health professionals by wealthy nations
from poorer nations also raises serious questions under
international human rights law. Human rights obliga-
tions fall into three categories: respecting human rights,
which means not actively violating rights; protecting
human rights, which means preventing third parties
from violating rights, and; fulfilling human rights, which
means taking affirmative steps to advance rights.780

Under the UN Charter’s command the countries take
joint and separate actions to promote universal respect
for human rights, and the ICESCR’s requirement that

states take steps through international cooperation and
assistance to promote human rights, these requirements
to respect, protect, and fulfill human rights apply to
countries’ international activities. General Comment 14
of the Committee for Economic, Social and Cultural
Rights makes this clear, both with respect to the ICESCR
and as an important guide to the similar obligations
under the UN Charter: “States parties have to respect the
enjoyment of the right to health in other countries, and
to prevent third parties from violating the right in other
countries, if they are able to influence these third parties
by way of legal or political means.”781

Recruitment from countries suffering severe shortages
of health professionals significantly harms people’s right
to health. When a government recruits from such coun-
tries, that government is failing to respect the human
those countries’ residents. When private companies
recruit from developing countries with a dearth of health
professionals, they are interfering with the health care of
people in those countries. Wealthy nations have the
capacity to regulate these companies and prevent or
manage this recruitment; they can “prevent third parties
from violating the right in other countries.” They there-
fore have an obligation to do so.

Health professionals have a right to be free from
racial discrimination
Everyone has the right to be free from racial discrimina-
tion, which is defined by the International Convention
on the Elimination of All Forms of Racial Discrimina-
tion as “any distinction, exclusion, restriction or prefer-
ence based on race, colour, descent, or national or ethnic
origin which has the purpose or effect of nullifying or
impairing the recognition, enjoyment or exercise, on an
equal footing, of human rights and fundamental free-
doms in the political, economic, social, cultural or any
other field of public life.”782 Discrimination on grounds
of race or national origin is of particular note here. If
high-income countries develop policies to limit immigra-
tion of African health professionals, the countries must
be guided by this right of freedom from racial discrimi-
nation.

Obligation to train health workers to address
major health concerns and promote equitable dis-
tribution of health services
Governments are obliged to train health professionals to
meet the needs of the people in their country. General
Comment 14 of the Committee on Economic, Social and
Cultural Rights includes “provid[ing] appropriate train-
ing for health personnel” as an obligation comparable to
governments’ core obligations under the right to the
highest attainable standard of health.783 The imperative
to provide “appropriate training” must be interpreted in
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light of the overall right to the highest attainable
standard of health. The state has a core obligation “[t]o
adopt and implement a national public health strategy
and plan of action . . . addressing the health concerns of
the whole population.”784 Appropriate training, there-
fore, will enable health professionals to help implement
this plan, which will require that they be trained in the
major health concerns of the population. They will also
have to be trained in such areas as reproductive health
and child health care, the state’s provision of which is
comparable to the core obligations.785 These are areas
generally addressed as part of the primary health system,
not in tertiary health centers.
In addition, a state is obligated “to take measures to

reduce the inequitable distribution of health facilities,
goods and services.”786 Appropriate training will tend to
reduce the inequitable distribution of health services.
Training could produce health professionals who are
prepared to work in underserved areas, not just urban
areas where tertiary facilities are located, and to meet the
needs of the whole population, not only a privileged few
who can access top-quality facilities. Staff must also be
“trained to recognize and respond to the specific needs
of vulnerable or marginalized groups,”787 which again
requires training that goes well beyond tools needed to
practice in tertiary facilities.

723 International Covenant on Economic, Social and Cultural Rights,
G.A. res. 2200A (XXI), 21 U.N.GAOR Supp. (No. 16) at 49, U.N.
Doc. A/6316 (1966), 993 U.N.T.S. 3, entered into force Jan. 3, 1976,
at art. 12.
724 States party to the ICESCR include the following sub-Saharan
nations: Angola, Benin, Burkina Faso, Burundi, Cameroon, Cape
Verde, Central African Republic, Chad, Congo, Côte d’Ivoire, the
Democratic Republic of Congo, Djibouti, Equatorial Guinea, Eritrea,
Ethiopia, Gabon, Gambia, Ghana, Guinea, Guinea-Bissau, Kenya,
Lesotho, Madagascar, Malawi, Mali, Mauritius, Namibia, Niger, Nige-
ria, Rwanda, Senegal, Seychelles, Sierra Leone, Somalia, Sudan, Tanza-
nia, Togo, Uganda, Zambia, and Zimbabwe. Liberia, Sao Tome and
Principe, and South Africa have signed but not ratified the ICESCR.
See Office of the United Nations High Commissioner for Human
Rights, Status of Ratifications of the Principal International Human
Rights Treaties (Nov. 2, 2003). Available at: http://www.unhchr.ch/
pdf/report.pdf.
725 African [Banjul] Charter on Human and Peoples’ Rights, adopted
June 27, 1981, OAU Doc. CAB/LEG/67/3 rev. 5, 21 I.L.M. 58 (1982),
entered into force Oct. 21, 1986, at art. 16. Fifty-three African nations
are party to the African Charter. For ratification information, see Uni-
versity of Minnesota, Human Rights Library, List of Countries Who
Have Signed, Ratified/Adhered to the African Charter On Human And
Peoples’ Rights (as of January 1, 2000) (Jan. 2000). Available at:

http://www1.umn.edu/humanrts/instree/ratz1afchr.htm.
726 While these physical forms of infrastructure are critical components
of the right to health, this right is far broader than what one might (or
might not) find in the confines of a health facility. “[T]he reference in
article 12.1 of the [ICESCR] to ‘the highest attainable standard of
physical and mental health’ is not confined to the right to health care.
On the contrary, the drafting history and the express wording of article
12.2 acknowledge that the right to health embraces a wide range of
socio-economic factors that promote conditions in which people can
lead a healthy life, and extends to the underlying determinants of
health, such as food and nutrition, housing, access to safe and potable
water and adequate sanitation, safe and healthy working conditions,
and a healthy environment.” Committee on Economic, Social and Cul-
tural Rights, General Comment 14, The right to the highest attainable
standard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 4.
727 International Covenant on Economic, Social and Cultural Rights,
G.A. res. 2200A (XXI), 21 U.N.GAOR Supp. (No. 16) at 49, U.N.
Doc. A/6316 (1966), 993 U.N.T.S. 3, entered into force Jan. 3, 1976,
at art. 12(2).
728 The ICESCR charges the Economic and Social Council (ECOSOC)
of the United Nations with monitoring compliance with the ICESCR.
See International Covenant on Economic, Social and Cultural Rights,
G.A. res. 2200A (XXI), 21 U.N.GAOR Supp. (No. 16) at 49, U.N.
Doc. A/6316 (1966), 993 U.N.T.S. 3, entered into force Jan. 3, 1976,
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at arts. 16-22. ECOSOC, in turn, created the Committee on Economic,
Social and Cultural Rights to monitor the ICESCR. In 1989, the Com-
mittee began issuing general comments on the rights and provisions in
the ICESCR “to provide greater interpretative clarity as to the intent,
meaning and content of the Covenant,” as well as to promote imple-
mentation of the ICESCR. Office of the High Commissioner for
Human Rights, Fact Sheet No.16 (Rev.1), The Committee on Eco-
nomic, Social and Cultural Rights (July 1991). Available at:
http://193.194.138.190/html/menu6/2/fs16.htm#6.
729 Committee on Economic, Social and Cultural Rights, General
Comment 14, The right to the highest attainable standard of health,
U.N. Doc. E/C.12/2000/4 (2000), at para. 12(b).
730 See World Health Organization, WHO Model List of Essential
Medicines, http://mednet3.who.int/Eml/modellist.asp. Accessed May
24, 2004 (listing 11 anti-retroviral medications).
731 Committee on Economic, Social and Cultural Rights, General
Comment 14, The right to the highest attainable standard of health,
U.N. Doc. E/C.12/2000/4 (2000), at para. 12(b). The fourth element is
acceptability, meaning that “[a]ll health facilities, goods and services
must be respectful of medical ethics and culturally appropriate” and
must be “designed to respect confidentiality and improve the health
status of those concerned.” Id.
732 “The obligation to respect requires States to refrain from interfering
directly or indirectly with the enjoyment of the right to health. The
obligation to protect requires States to take measures that prevent
third parties from interfering with article 12 guarantees. Finally, the
obligation to fulfill requires States to adopt appropriate legislative,
administrative, budgetary, judicial, promotional and other measures
towards the full realization of the right to health.” Committee on Eco-
nomic, Social and Cultural Rights, General Comment 14, The right to
the highest attainable standard of health, U.N. Doc. E/C.12/2000/4
(2000), at para. 33.
733 International Covenant on Economic, Social and Cultural Rights,
G.A. res. 2200A (XXI), 21 U.N.GAOR Supp. (No. 16) at 49, U.N.
Doc. A/6316 (1966), 993 U.N.T.S. 3, entered into force Jan. 3, 1976,
at art. 2(1).
734 Committee on Economic, Social and Cultural Rights, General
Comment 14, The right to the highest attainable standard of health,
U.N. Doc. E/C.12/2000/4 (2000), at para. 31.
735 Id. at para. 47. The very similar wording on the maximum resource
requirement for non-core obligations in General Comment 14 to the
wording of the resource requirement for core obligations in General
Comment 3 also suggests that the law on core obligations has evolved
since the Committee issued General Comment 3.
736 Committee on Economic, Social and Cultural Rights, General
Comment 14, The right to the highest attainable standard of health,
U.N. Doc. E/C.12/2000/4 (2000), at para. 51. A state also violates the
right to health if it fails “to take measures to reduce the inequitable
distribution of health facilities.” Id.
737 The resources to which the ICESCR refers are not only financial
resources. For an excellent analysis of the maximum available
resources obligation, see Robert E. Robertson, “Measuring State Com-
pliance with the Obligation to Devote the ‘Maximum Available
Resources” to Realizing Economic, Social, and Cultural Rights.”
Human Rights Quarterly (1994) 16: 693-714.
738 The law is ambiguous as to whether resource constraints can ever
excuse a state from meeting its minimum core obligations. General
Comment 14 states that “a State party cannot, under any circum-
stances whatsoever, justify its non-compliance with the core obliga-
tions [for the right to the highest attainable standard of health] which
are non-derogable.” Committee on Economic, Social and Cultural

Rights, General Comment 14, The right to the highest attainable stan-
dard of health, U.N. Doc. E/C.12/2000/4 (2000), at para. 47 (empha-
sis added). Several years earlier, in its General Comment 3, the
Committee on Economic, Social and Cultural Rights, on the nature of
state obligations under the ICESCR, explained that resource con-
straints may excuse a state from failing to meet its minimum core obli-
gation, but only if states “demonstrate that every effort has been made
to use all resources that are at its disposition in an effort to satisfy, as a
matter of priority, those minimum obligations.” Committee on Eco-
nomic, Social and Cultural Rights, General Comment 3, The nature of
States parties obligations (Art. 2, para.1 of the Covenant) (Fifth ses-
sion, 1990), Compilation of General Comments and General Recom-
mendations Adopted by Human Rights Treaty Bodies, U.N. Doc.
HRI\GEN\1\Rev.1 at 45 (1994), at para. 10 (emphasis added). Since
General Comment 14 is both more recent and specific to the right to
health, it may be regarded as a better statement of current law. The
1997 interpretation of core obligations contained in the Maastricht
Guidelines on Violations of Economic, Social and Cultural Rights also
takes the position that core obligations are non-derogable: as “con-
firmed by the developing jurisprudence of the Committee on Eco-
nomic, Social and Cultural Rights, minimum core obligations apply
irrespective of the availability of resources of the country concerned or
any other factors and difficulties.” Maastricht Guidelines on Viola-
tions of Economic, Social and Cultural Rights, Jan. 22-26, 1997,
Maastricht, the Netherlands, at para. 9. Available at:
http://shr.aaas.org/thesaurus/instrument.php?insid=95. (These are
non-binding but authoritative Guidelines were unanimously agreed
upon by a group of more than 30 international law experts who met in
Maastricht, the Netherlands.) 

High levels of (for example) military spending and health sector fund-
ing allocation that favors tertiary care suggest that in many if not all
cases, poor countries could meet the minimum core obligations if they
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VII. CONCLUSION

T
here are still important details to learn about brain
drain and the health sector human resource crisis in
Africa. What are the most important causes of brain

drain in Namibia or Swaziland? How high does remu-
neration need to be to help recruit and retain health pro-
fessionals, and what is the best form of that
remuneration? Will South Africa’s certificate of need
promote more equal access to health services, or will it
speed brain drain of angry doctors out of South Africa?
How significant a role will community health workers
be able to play? 

But much is clear. Brain drain is happening, and for
nurses, the backbone of health care in Africa, it is accel-
erating. Distribution of health personnel within African
countries – and to a lesser extent, high-income countries
as well – is highly inequitable, with rural areas in partic-
ular suffering from a huge deficit in services. The effects
of this crisis are already being felt throughout Africa,
whether for the patient who travels to a rural clinic only
to find no skilled health workers to attend to her, or for
the hospital in Eastern Cape, South Africa, that is unable
to provide more than minimal AIDS treatment services

because it has too few doctors. As more countries seek to
scale up AIDS treatment or other health services, they
will find, as they are already finding, that human
resources are the major constraint.

Further, even if some important details need to be
subjected to further examination, the basic elements of
building human resources for health are now well-
known. They include increased salaries and investment
in physical health infrastructure and infection control,
an end to ceilings on health sector spending and freezes
on hiring and payment for health professionals, and
efforts by high-income countries to meet their health
needs through domestically trained health workers.

If all are guided by principles of human rights and
equity, and commit to policies and investments that will
end inequitable health systems, with rich people and rich
countries on the one hand, and poor people and poor
countries on the other, then Africa and the world will
overcome this deepening disaster. Enough is known
about the problems to demand a solution. Enough is
known about solutions to demand action.
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