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Foreword
THE INITIATIVE ‘HEALTH WORKERS FOR ALL AND ALL FOR HEALTH
WORKERS’: TOWARDS A SUSTAINABLE HEALTH WORKFORCE
‘Health workers for all and all for health workers’ (HW4All) is a civil society-led advocacy initiative involving organizations in Belgium, the UK, Italy, Germany, Poland, Romania, Spain and
the Netherlands. Through advocacy and campaigning, it contributes from within Europe to
the development of a sustainable health workforce worldwide. With the support of health
workers and citizens, it calls upon politicians and policymakers in Europe to implement the
WHO Code of Practice on the International Recruitment of Health Personnel (WHO Code).1
As the WHO states, “the Code aims to establish and promote voluntary principles and practices
for the ethical international recruitment of health personnel and to facilitate the strengthening of
health systems.” In this sense, it:
• establishes principles and represents a point of reference for a legal framework for the
ethical international recruitment of health personnel;
• provides guidance on bilateral and international legal instruments; and
• promotes international discussion and cooperation regarding ethical international recruitment with a focus on strengthening health systems in developing countries against the
threat of a ‘brain drain’ from those countries.
From the perspective of WHO Code implementation from within Europe – and as a complement to work carried out at national level by HW4All partners – this report presents a review
of three cross-cutting issues relevant to WHO Code implementation at regional level:
• HRH planning capacity across the EU: Article 5.4 of the WHO Code recommends that all
states should forecast and plan their own health personnel needs and strive to meet them
without resorting to international recruitment. Chapter 1 of this report provides an overview of how the European Union is working to achieve this aim and of the tools currently
available for this purpose.
• Fiscal space for health workforces in the context of the economic crisis: Chapter 2 questions the
possibility for EU member states to “take effective measures to educate, retain and sustain
a health workforce that is appropriate for the specific conditions of each country” (Art 5.4
of the WHO Code) in the context of the austerity measures currently being imposed on
many national governments. Fiscal tightening brings with it the risk of restrictions on the
capacity to train and retain personnel for future HRH needs, creating a potential for largescale future problems and an increase in the global shortfall.
• HRH mobility and trade in services: by adopting the perspective of “health in all policies”,
Chapter 3 forges the link between the provisions of the WHO Code and the EU’s approach
to trade in services, which constitute two different approaches to the international mobility
of health workers.

1

For the full text of the Code, see http://www.who.int/hrh/migration/code/code_en.pdf
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The analysis presented in the following chapters recognizes the fact that the European
Union’s mandate on health is limited to supporting, coordinating or supplementing national
health policies, while member states remain responsible for the definition of their health
policy and the organization and delivery of health services.2 Equally, however, the EU and its
member states have a legal obligation to make their policies coherent with development
objectives.3
The recommendations at the end of each chapter therefore set out strategies for future
action leading to a sustainable health workforce. This action is to be taken by HW4All
partners and other stakeholders.

2

 ee The Treaty of Lisbon, Article 6 of the Treaty on the Functioning of the European Union, http://europa.eu/lisbon_treaty/full_text/
S
index_en.htm.

3

 ee The Treaty of Lisbon. The official term is ‘Policy Coherence for Development’. See more at: http://www.concordeurope.org/4-coheS
rent-policies#sthash.YEexvA8X.dpuf
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Introduction
THE PRESENT SITUATION IN THE REGION by Giulia De Ponte,
AMREF Italy
The demand for health care will increase dramatically as a result of Europe’s ageing population. The number of people aged 65 and over is projected to almost double over the next
fifty years, and this will happen together with an expected reduction in the availability of
informal carers, as a result of changing family structures.4 The increasing number of elderly
people with multiple chronic conditions will require not only new care delivery models but
also changes in skill mixes and new ways of working for health professionals.
Most EU member states are currently facing critical workforce shortages, affecting certain
health professions and medical specializations or geographic areas. These could be exacerbated in the future if no action is taken. The retirement of a large cohort of health professionals
is drastically shrinking the EU’s health care workforce and, by 2020, the annual percentage of
European doctors entering retirement is expected to reach 3.2%.5 A similar situation applies
to the nursing workforce as, based on data collected by some member states, the average
age of nurses employed today is between 41-45.6
Young health professionals coming through the training system are still not sufficient in numbers to replace those who are leaving the profession. In Italy, 13,400 nurses were due to retire
in 2010, while only 8500 nurses graduated in 2008-2009. Germany is facing serious difficulties in training a sufficient number of graduates, Slovakia has insufficient nurses, midwives,
physiotherapists, radiology assistants and paramedics, and Hungary faces serious bottlenecks
in supply caused by cutbacks in the training of nurses. Unfilled specialist training positions
are reported in Romania, France, Hungary and Austria.7 The health labour market is not
sufficiently attractive to members of the younger generations choosing their professions.
Evidence from some countries shows an increasing turnover in the health professions, due
partly to low rates of pay, but also to non-financial factors such as unsatisfactory working
conditions.8 The nursing workforce study Nurse Forecasting in Europe9, confirms that all twelve European countries studied face problems of nurse burnout and dissatisfaction. The issue
of work-life balance, in particular, is all the more relevant in the health care sector, where the
participation of women in the workforce has historically been significant and is increasing.10
4

European Commission, Commission Staff Working Document on an Action Plan for the EU Health Workforce, 2012,
http://ec.europa.eu/dgs/health_consumer/docs/swd_ap_eu_healthcare_workforce_en.pdf

5

ibidem.

6

 ased on data collected from 6 MS: DE, DK, IE, FR, SE, UK. (http://www.euro.who.int/en/what-we-do/health-topics/Health- systems/
B
health-workforce/facts-and-figures, http://www.icn.ch/images/stories/documents/pillars/sew/DATASHEET_SUMMARY_NURSING_
PROFILE_2011.pdf

7

 . Wismar, C. B. Maier, I. A. Glinos, G. Dussault and J. Figueras (eds., 2011), Health professional mobility and health systems.
M
Evidence from 17 European countries, Observatory Study Series No. 23, European Observatory on Health Systems and Policies, WHO
Regional Office for Europe, Copenhagen. (http://www.euro.who.int/__data/assets/pdf_file/0017/152324/e95812.pdf)

8

For a more detailed analysis, see the Second Biennial Report on social services of general interest, 2011,
http://ec.europa.eu/social/main.jsp?catId=794&langId=en&pubId=5940&type=2&furtherPubs=yes.

9

Nurse forecasting: Human resources planning in nursing, http://www.rn4cast.eu/

10

European Commission, 2012.
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Moreover, although skill levels are relatively high and working conditions are often demanding, overall wage levels in the health and social services sectors tend to be lower than in
other sectors of the economy across the continent,11 a factor which is of course related to the
gender pay gap.
The European Commission, in its Staff Working Document on an Action Plan
for the EU Health Workforce, estimates that without further measures to meet
these challenges, a potential shortfall of around 1 million health care workers
will take place by 2020, rising up to 2 million if long-term care and ancillary
professions are taken into account. This means that around 15% of total care
will not be covered12 compared to 2010.

Table 2: ESTIMATED SHORTAGE IN HEALTH CARE SECTOR BY 2020
Health Professionals or
other health workers

Estimated shortage
by 2020

Estimated percentage of
care not covered

Physicians

230.000

13,5%

Dentists, pharmacists
and physiotherapists

150.000

13,5%

Nurse

590.000

14,0%

Total

970.000

13,8%

Source: European Commission

Many member states also face the challenge of an unequal distribution of health professionals: the research project PROMeTHEUS13 provides evidence from 17 European countries,
confirming that there is an undersupply of health professionals in rural areas, for example in
Denmark, Finland, France, Germany, Romania, and an oversupply of doctors in some urban
areas, particularly in Germany, and an oversupply of nurses in Belgium.
In terms of the international mobility of health professionals within the EU, the PROMeTHEUS
study concludes that all 27 member states are experiencing migration of health professionals,
with outflows rarely exceeding 3% of the domestic workforce. There are, however, significant
differences in cross-border movements with a clear east-west asymmetry for doctors, nurses
and dentists. In particular, although the overall EU enlargement in 2004 did not lead to massive outflows of health professionals from the newer member states to the EU15, the accession of Bulgaria and Romania to the EU in 2007 led to critical shortages in these countries due
to out-migration, particularly among medical doctors.

11

ibidem

12

An Agenda for new skills and jobs: A European contribution towards full employment, COM (2010) 682 final.

13

 . Wismar, C. B. Maier, I. A. Glinos, G. Dussault and J. Figueras (eds., 2011), Health professional mobility and health systems.
M
Evidence from 17 European countries, Observatory Study Series No. 23, European Observatory on Health Systems and Policies, WHO
Regional Office for Europe, Copenhagen. (http://www.euro.who.int/__data/assets/pdf_file/0017/152324/e95812.pdf)
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Health workforce shortages in some member states have also increased the reliance on the
recruitment of health care professionals from outside the EU. National patterns of migration
flows of doctors coming from outside the EU vary widely, with mobility especially prevalent
from the major former colonial countries that are linguistically and historically connected to
source countries. A survey of ten member states found that nearly 30% of all migrant doctors
come from outside the EU in Austria, Belgium, Denmark, Germany, the Netherlands and
Poland. This figure rises to 60% in France and Italy and to 80% in Ireland and the UK.14
Currently, recruitment of non-EU health professionals appears to be decreasing, however, due
to both stricter implementation of EU legislation and the changing economic context: the EU
may, in fact, be by-passed by third country nationals who not only face problems in entering
the EU, but who also prefer the US or Canada. In particular, there may be an upsurge in
active recruitment by the US in EU member states, which could in turn exacerbate existing
shortages in the EU.15

14

 illes Dussault, Inês Fronteire and Jorge Cabral (2009) Instituto de Higiene e Medicina Tropical, Lisbon, Migration of health personnel
G
in the WHO European Region.

15

 . Wismar, C. B. Maier, I. A. Glinos, G. Dussault and J. Figueras (eds., 2011), Health professional mobility and health systems.
M
Evidence from 17 European countries, Observatory Study Series No. 23, European Observatory on Health Systems and Policies, WHO
Regional Office for Europe, Copenhagen. (http://www.euro.who.int/__data/assets/pdf_file/0017/152324/e95812.pdf)
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CHAPTER 1
HEALTH WORKFORCE PLANNING CAPACITY ACROSS THE EUROPEAN
UNION by Linda Mans, Wemos Foundation

“Member States should take effective measures to educate, retain and sustain a health
workforce that is appropriate for the specific conditions of each country, including areas
of greatest need, and is built upon an evidence-based health workforce plan. All Member
States should strive to meet their health personnel needs with their own human resources
for health, as far as possible.”
Art. 5.4, WHO Code of Practice on International Recruitment of Health Personnel

One of the main purposes of health workforce planning is to respond to challenges in terms
of balancing the demand for and the supply of human resources for health.16 Given the
rigorous nature of current budget constraints, health systems are under strong pressure to
pull off this balancing act in a cost-effective way, while also making fundamental reforms to
the way in which they deliver health care. Innovative solutions are, however, always dependent on a high quality motivated health workforce of sufficient capacity and with the right
skills to meet growing health care demands.17
European countries are facing similar challenges when it comes to the sustainability and affordability of their health systems. Many European countries still lack the tools to enable them
to estimate present and future health workforce supply and demand. The limited availability
of relevant indicators, the poor comparability of data at the national and international level
and the scarce use of planning tools prevent many countries from developing adequate health
workforce planning strategies and systems. While definite estimates of possible shortages of
health professionals have been developed in only a handful of countries, it would nevertheless appear that, across Europe, the current supply and skills mix of human resources for
health might not be adequate to meet future health needs. In addition, intensifying mobility
flows (within countries and across countries) affect the structure and skills mix of the health
workforce across Europe and need to be taken into consideration when ensuring the sustainability of the system. European enlargements, for example, have resulted in a substantial
expansion of the pool of health professionals within the EU labour market and have increased
economic diversity. Larger salary differentials and increased differences in infrastructures and
in the use and availability of modern medical technology have further intensified health professional mobility.
16

In 2012 Matrix Insight and the Centre for Workforce Intelligence conducted a feasibility study on EU-level collaboration on forecasting
health workforce needs, workforce planning and health workforce trends. The study is available at http://ec.europa.eu/health/workforce/docs/health_workforce_study_2012_report_en.pdf
This chapter is based on this study.

17

Commission Staff Working Document on an Action Plan for the EU Health Workforce. Strasbourg 18.04.2012
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These challenges and trends have a clear European dimension, as they are widespread and
shared across countries. European collaboration can help in addressing some of these common challenges, tackling interdependencies across countries. Recognizing the international
dimension of the health workforce crisis and recognizing the key role of health workforce
planning, the European Commission, together with other international institutions (e.g.
WHO, OECD), has proposed policies and tools that aim to support national governments.18
While there are important interdependencies across countries, which should be addressed
through broad and comprehensive action, it is also important to recognize the complexity of
health workforce planning. Not only does it involve multiple areas at the national level (such
as labour market, education, health), but it also encompasses multiple levels of governance
(international, European, national, regional and local). Each of the separate dimensions of
health workforce planning is present at different governance levels and can draw on multiple
aspects, such as the education system, for instance. Moreover, the governance mechanisms
can differ across professional occupations and entities. For this reason, cooperation should
take place at multiple levels and encompass multiple areas.19 As a consequence, action needs
to be cross-cutting, taking into account the development of human resources, education and
training strategies, EU employment, social affairs, the internal market and cohesion policies.
Policy initiatives should be aligned at the European and the national level (e.g. Social Agenda,
Qualifications Directive, Working Time Directive, Roadmap for equality between women and
men).
While it may be difficult to identify the perceived purpose of health workforce planning and
evaluate the availability of technical and financial resources, it is possible to assess whether
sufficient data are available in a country in order to carry out model-based health workforce
planning. From a data availability perspective, it is possible to conclude that there is significant scope for more countries to engage in model-based health workforce planning than is
currently the case, and for countries already engaging in such planning to extend the reach
of their current models.
The extent to which the workforce planning process is institutionalized and integrated varies
substantially across countries. With the exception of the Centre for Workforce Intelligence in
the UK, there are few institutions in Europe dealing exclusively with health workforce planning. In most countries, the national Ministry of Health (or specific agencies therein) is responsible for health workforce planning. However, a range of institutions are usually involved
in the planning process, including other public institutions such as Education and Finance
Ministries, National Health Services, professional associations, health and social security insurers, and independent planning institutions.

18
19

Matrix Insight, p. 139
ibidem
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Many countries lack a comprehensive health strategy and corresponding health workforce
strategy, aimed at achieving predetermined health targets. Several factors explain the limited
success of planning and implementation of health workforce strategies.
1. Lack of comprehensive national health strategies to clarify the long-term development of
the health system. These include research allocation, system characteristics and workforce
policies, which in turn can be influenced or informed by health workforce planning.
2. Low levels of stakeholder involvement. In many countries, workforce planning is not yet
structured in an integrated manner, i.e. without the involvement of multiple stakeholders
and multiple institutions, such as professional associations and education and training institutions.
3. Lack of strategic engagement of workforce planning institutions. In many countries, workforce planning is detached from decision making in the health system and in the education system.
4. No evaluation of workforce planning outcomes. In most settings, the outcomes of workforce planning and its impact on decision making at the national, regional or local level are
not clear.

EU Joint Action on Health Workforce Planning and Forecasting
The European Union recognizes that collaboration can help countries face both the common
challenges and the shortcomings of health workforce planning systems. European collaboration could help address what is sometimes referred to as the EU-wide health workforce crisis
by providing support for national authorities, and by creating tools, methodologies, common
definitions and indicators to carry out monitoring and analysis at the European level. The
Action Plan for the EU Health Workforce, in particular, sets out actions to foster European
cooperation and share good practices to improve health workforce planning and forecasting,
to anticipate future skills needs, and to improve the recruitment and retention of health
professionals, while mitigating the negative effects of migration on health systems.
In April 2013 the EU Joint Action on Health Workforce Planning and Forecasting (Joint Action)
was launched within the framework of the Action Plan. It has established “a platform for
cooperation between member states on forecasting health workforce needs and health workforce planning in close cooperation with Eurostat, OECD and WHO”. The Joint Action addresses a range of different topics, such as data for improved health workforce planning and the
exchange of good practices in health workforce planning methodologies. The high outflow
of health professionals has provoked policy debates on the impact on health care systems in
some member states, reinforcing the need for accurate and comparable data on mobility and
migration flows in the EU to develop policy responses based on evidence. The Joint Action
has therefore included a discussion on the applicability of the WHO Global Code of Practice
in the International Recruitment of Health Personnel in the EU context.20
In January 2014 the Joint Action organized a conference where policymakers active in the
field of health workforce planning could meet and participate in the development of a
European platform for networking initiatives and sharing expertise. In this context, HW4All

20

Partners of the ‘Health Workers for All and All for Health Workers’ are actively engaged in this discussion.
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was invited to organize a workshop on the global mobility of health workers. One of the
workshop’s objectives was to link the debate on health workforce mobility and WHO Code
implementation with the debate on austerity measures in Europe: the WHO Code of Practice,
in fact, promotes the creation of self-sustainable production of health professionals in order
to avoid a heavy reliance on foreign health workers, thereby avoiding a brain drain. Drastic
health budget cuts in European countries, however, are currently pulling in the opposite
direction, jeopardizing the long-term sustainability of the health workforce in these countries,
where the ageing of the population poses long-term challenges. HW4All introduced this
topic by mirroring the experiences of African countries that have had austerity measures
imposed on them by the World Bank and the International Monetary Fund (IMF) for decades
and by reflecting on the link between budget cuts, an increase in health workforce mobility
and the prospect of brain drain.

Recommendations
Data collection to monitor stock and flows of human resources for health is urgently needed.
This needs to be done under EU leadership, as health workforce issues are interconnected and
extend beyond national borders. The Joint Action discusses possibilities and responsibilities
regarding data collection and information sharing. EU-wide information and data collection
mechanisms should focus on:
• Developing common key indicators and comparable definitions;
• Collecting, analysing and reporting clear data on stock, flows, internal flows and different
types of mobility;
• Collecting, analysing and reporting information on education and training capacity;
• Facilitating data and information exchanges with countries outside the EU;
• Publishing and disseminating good practices on health workforce planning methodologies;
and
• Analysing the effectiveness of specific workforce management strategies.
To rise above short-term policies on health workforce planning, longer-term strategic planning is needed:
• European member states as well as third countries should be encouraged to articulate
policy targets for the self-sustainability of their health workforce. In this sense, countries
that still rely on foreign-trained health workers should strictly implement principles of
ethical recruitment as identified in the WHO Global Code of Practice.
• Member states should also apply appropriate strategies to integrate foreign-trained health
workers. Such strategies could include (further) collaboration with organizations such as
labour unions and representatives from migrant health workers to ensure that the rights
of migrant health workers are equal to those of locally trained health workers. They could
also include the development of an EU-wide portal, fed by national data collection institutions, to compare non-EU qualifications and to enable registrars to verify foreign qualifications.
• Member states should be encouraged to adapt education and training to the current and
forthcoming needs of the health care labour market. For this reason, a strategic rethinking
of the health systems and of education and training for human resources for health might
be needed.
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CHAPTER 2
FISCAL SPACE FOR HEALTH WORKFORCES IN THE CONTEXT OF THE
ECONOMIC CRISIS by Giulia De Ponte, AMREF Italy
The current financial and economic crisis is having – and will continue to have – an impact
on the way in which EU member states implement the WHO Code of Practice.
Since 2008, public debt in many European countries has reached levels perceived as unsustainable, fiscal deficit has become excessive and there has been a snowballing of debt, with
a consequent rise in the risk premium on borrowing, principally in southern European
countries.21 Although countries in Europe have responded to this situation in various ways,
most of them have adopted austerity policies, including large-scale cuts and public sector
reforms. These policies were imposed on countries in need of financial rescue packages
(i.e. Greece, Ireland and Portugal22) as a pre-condition by the so-called ‘troika’ (the European
Commission, the International Monetary Fund, and the European Central Bank), but they
have also been taken as a point of reference by other EU countries.
In the context of the austerity packages implemented in 2009–2011, public spending on
health fell both in absolute terms and as a share of total government spending in many countries, in spite of efforts to protect the health budget.23 At the same time, sweeping government spending cuts have also been made in the areas of community services, education and
social protection,24 while Official Development Assistance budgets decreased in 2011 by
approximately 3% in OECD countries.25
These developments are impacting directly on the relationship between health workforce
mobility and investments in health workforce development, which are at the heart of the
Code of Practice. Employee wages, salaries and allowances account for 42.3% of public
42.3% of public spending on health in the 18 countries of the WHO European Region for
which data are available26 and policy in many countries has therefore focused on cutting
salaries.27

21

 HO Regional Office for Europe, Report of the Oslo conference Health systems in times of global economic crisis: an update of the
W
situation in the WHO European Region, 17-18 April, 2013, http://www.euro.who.int/__data/assets/pdf_file/0007/190456/Healthsystems-in-times-of-global-economic-crisis,-an-update-of-the-situation-in-the-WHO-European-Region.pdf

22

Marina Karanikolos et al., “Financial crisis, austerity, and health in Europe”, The Lancet, 27 March 2013.

23

 HO Regional Office for Europe, Health, health systems and economic crisis in Europe. Impact and policy implications. Summary,
W
World Health Organization, 2013.

24

 HO Regional Office for Europe, Report of the Oslo conference Health systems in times of global economic crisis: an update of the
W
situation in the WHO European Region, 17-18 April, 2013, http://www.euro.who.int/__data/assets/pdf_file/0007/190456/Healthsystems-in-times-of-global-economic-crisis,-an-update-of-the-situation-in-the-WHO-European-Region.pdf

25

OECD (Organization for Economic Cooperation and Development) National Accounts online Database, 2012.

26


Patricia
Hernandez et al., Measuring expenditure for the health workforce: evidence and challenges, World Health Organization, 2006,
http://www.who.int/hrh/documents/measuring_expenditure.pdf

27


Mladovsky
P, Srivastava D, Cylus J, et al., Policy summary 5. Health policy responses to the financial crisis in Europe, World Health
Organization (on behalf of the European Observatory on Health Systems and Policies), 2012. http://www.euro.who.int/__data/assets/
pdf_file/0009/170865/e96643.pdf
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There are indications that some European countries did indeed reduce (e.g. Cyprus, Ireland,
Lithuania, Portugal, Romania) or freeze (e.g. United Kingdom, Slovenia) the salaries of health
professionals, or reduce the rate of salary increase (e.g. Denmark).28 Greece faced particularly
significant reductions in its health workforce.29 Other approaches to lowering salaries included substantial increases in public sector pension contributions and reductions in benefits,
leading to a de facto pay cut (United Kingdom); cutting overtime and night shifts, and
lengthening shifts that involve fewer staff and costs (Iceland); and making workers accept
lower wages in order to keep their contracts (privately contracted housekeeping and IT support staff in Serbia). In the Czech Republic, physicians managed to resist cuts to their salaries
through negotiation or protest. Meanwhile, Albania, which was largely insulated from the
crisis, and Belarus and Ukraine continued to increase health worker salaries.30
To achieve short-term savings by lowering overhead costs, some countries also reported closing, merging, centralizing or cutting staff in non-provider organizations such as the health
ministry, public health agencies and, less frequently, health insurance funds (Bulgaria, Croatia,
Czech Republic, Denmark, Greece, Iceland, Kyrgyzstan, Latvia, Lithuania, Moldova, Portugal,
Romania, Scotland, Serbia, Slovakia, Spain, Tajikistan, Ukraine, United Kingdom). In a few
countries, quite radical changes were implemented.31
Wage imbalances between countries (depending on changes in wages in immigration countries compared to emigration countries) or within countries (if the private and public sector
have different rates of pay) are therefore likely to change considerably and have the potential
to increase health-worker brain drain.32 Initial indications are already flowing in, from Italy
for example, which has gone from being a country of arrival for foreign trained nurses in
the early 2000s, to a country of departure for both Italian nurses and doctors seeking jobs
abroad.33 Similarly, almost 1000 doctors, most of them specialists, leave Hungary every year
to live and work in another European country.34
A range of non-financial tools can be put in place by Ministries of Health to provide a limited
degree of assistance in retaining health workers who are facing salary reductions and wage
freezes. These tools include clear job descriptions, professional standards and codes of conduct, the proper matching of skills to the tasks in hand, supervision, information and communication, infrastructure including equipment and supplies, life-long learning, team
management and team working, and responsibility with accountability.35

28

Marina Karanikolos et al., “Financial crisis, austerity, and health in Europe”, The Lancet, 27 March 2013.

29

 hese included a 25% reduction in doctors contracted by the central social security fund, and a 25% reduction in physicians’ wages
T
and fees by the end of 2012.

30

 ladovsky P, Srivastava D, Cylus J, et al., Policy summary 5. Health policy responses to the financial crisis in Europe, World Health
M
Organization (on behalf of the European Observatory on Health Systems and Policies), 2012. http://www.euro.who.int/__data/assets/
pdf_file/0009/170865/e96643.pdf

31

 HO Regional Office for Europe, Health, health systems and economic crisis in Europe. Impact and policy implications. Summary,
W
World Health Organization, 2013.

32

Marina Karanikolos et al., “Financial crisis, austerity, and health in Europe”, The Lancet, 27 March 2013.
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 anuela Perrone, “Medici con la valigia: fuga dall’Italia. Raccontateci la vostra storia”, Il sole 24 ore, 17 July 2013, http://www.sanita.
M
ilsole24ore.com/art/lavoro-e-professione/2013-07-17/medici-italiani-valigia-fuga-180449_PRN.php

34

http://www.presseurop.eu/it/content/news-brief/4004541-nel-paese-restano-sempre-meno-medici

35

 ladovsky P, Srivastava D, Cylus J, et al., Policy summary 5. Health policy responses to the financial crisis in Europe, World Health
M
Organization (on behalf of the European Observatory on Health Systems and Policies), 2012. http://www.euro.who.int/__data/assets/
pdf_file/0009/170865/e96643.pdf
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A broader range of strategies – in particular changing the skills mix and task shifting arrangements36 to reduce the unit cost of labour – are also under consideration in many crisis-hit
countries as an alternative or as a complement to salary cuts.37
Due to the lack of evidence and analysis, however, it is difficult to assess the full range and
effects of cost reduction strategies on health systems and health workforces imposed to date
in response to the economic crisis.
Nevertheless, research carried out by the European Observatory on Health Systems and
Policies has found that the pressure to achieve short-term savings was apparently greater
than the desire to attain long-term equity and efficiency. “Despite the fact that the crisis
offers the opportunity to address waste in the health system, to cut wisely, to invest carefully,
and to engage in structural reform in countries where this is needed, the survey indicates
that cuts had been made in many cases ‘across the board’: clearly, it was often easier to
increase user charges than to streamline the benefits package, and to cut health workers’
salaries rather than service prices.”38
This approach can be seen in cuts to health worker salaries: in countries such as Greece and
Romania, where health worker salaries were already low, there is a genuine risk of further
reductions impacting severely on the workers concerned, who may consider migration
abroad, and on patients, who may end up paying informally to supplement low wages.39
However, access to a sufficient and competent health workforce, and through it to vital services, is determined not only by the response to the crisis within the health system, but also by
a country’s broader fiscal policy response, i.e. the extent to which it follows a path of austerity as opposed to a path of counter-cyclical spending.
Greece, Spain and Portugal – and Italy to a certain extent – adopted strict fiscal austerity;
their economies continue to recede and the strain on their health care systems is growing,
with cuts restricting access to health care. By contrast, Iceland rejected austerity through
a popular vote, and the financial crisis seems to have had few or no discernible effects on
health.40

36

This typically involved nurses and GPs taking on some of the work of specialists or nurses taking on some of the work of GPs.
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 ladovsky P, Srivastava D, Cylus J, et al., Policy summary 5. Health policy responses to the financial crisis in Europe, World Health
M
Organization (on behalf of the European Observatory on Health Systems and Policies), 2012.
http://www.euro.who.int/__data/assets/pdf_file/0009/170865/e96643.pdf

38

 HO Regional Office for Europe, Report of the Oslo conference Health systems in times of global economic crisis: an update of the
W
situation in the WHO European Region, 17-18 April, 2013, http://www.euro.who.int/__data/assets/pdf_file/0007/190456/Healthsystems-in-times-of-global-economic-crisis,-an-update-of-the-situation-in-the-WHO-European-Region.pdf

39

 HO Regional Office for Europe, Health, health systems and economic crisis in Europe. Impact and policy implications. Summary,
W
World Health Organization, 2013.

40

Marina Karanikolos et al., “Financial crisis, austerity, and health in Europe”, The Lancet, 27 March 2013.

15

The WHO affirms that countries, which implemented counter-cyclical fiscal policy tend to be
in a stronger position to deal with the impact of the financial crisis.41 Research even indicates
that investments in health can accelerate economic recovery.42 If fiscal balance has to be restored in the medium term, this does not necessarily require cuts in health and social spending during the crisis, when the need for these services rises and when the need for solidarity
and equity may grow.43
On the contrary, any fiscal policy should explicitly take account of the impact on health: for
this reason it would be wise to make health ministers an accountable part of the negotiations
on macroeconomic policies and even on austerity measures at the national as well as the
continental level.
This is even more advisable if we consider that the likely scenario is one of increasing international scrutiny of health budgets and a risk of restriction of fiscal space for health: countries
bailed out by the ‘troika’ in 2010 and 2011 are facing “the kind of detailed international
involvement in their health systems that has more normally been seen only in developing
countries”.44 In addition, the EU is moving towards a new treaty that will further reinforce
European monitoring of national budgets,45 together with a new package of legal rules that
provides for financial sanctions on countries that do not keep their budget deficits below 3%
of GDP and government debt below 60% of GDP.46 This will affect not just countries seeking
bailouts; nearly the whole European Union will be compelled to further reduce public expenditure, as only four countries currently meet those overall criteria.47
Health and the health workforce will therefore inevitably become central to discussions about
public expenditure, since health systems and workforces account for so much spending that
they cannot be ignored. Across the EU, health is typically the largest area of government
expenditure after social protection.48
In addition, health is under particular pressure because it is the area of public expenditure
that is seen as having the greatest potential for improved productivity: the wide variations
that exist within and between European countries in terms of cost and outcomes of health
systems suggest a scope for substantial efficiency gains. This is less the case with social
protection issues such as pensions, for which entitlements are defined.49
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Overall, therefore, the capacity for Europe and its individual member states to provide a
sustainable health workforce in times of crisis is closely linked to the much more political
issue of their capacity to claim fiscal space for health both in national and in regional negotiations, as a condition of advancement along the path of Universal Health Coverage.
Resources are, of course, limited and tough political choices on priorities therefore need to be
made. The tools available to enlarge this fiscal space must also be sharpened: more progressive national taxation and the means to combat capital flight50 and tax evasion (in Italy, for
example, the problem of tax evasion is thought to equate to 17.4 % of the country’s GDP),
together with reduced defence budgets, can all free up considerable resources to fund health
services across the continent and provide the resources to train and pay for sustainable health
workforces. These same imbalances undermined the development of health systems and
social services in low income countries: between 1970 and 2004 capital worth 600 billion US
dollars was withdrawn from forty Sub-Saharan African countries, almost three times the level
of public debt of the same countries.51 The discussion about fiscal space and social justice
must therefore be integrated in the public discourse on the right to health, to a sustainable
workforce, and the brain drain from the European continent and at a global level.

Recommendations
• C
 ountries that have implemented counter-cyclical fiscal policy tend to be in a stronger
position to deal with the impact of the financial crisis both from an economic and from a
public health perspective. Austerity policies implying cuts in health and social spending
during the crisis may therefore be counterproductive at a point when the need for these
services rises and the need for solidarity and equity may grow.52
• Any fiscal policy should explicitly take account of health impact. Health ministers should
be made an accountable part of negotiations on macroeconomic policies and austerity
measures. As such, they should acquire the authority to claim fiscal space for health both
in national and in regional level negotiations.
• The crisis may offer the opportunity to engage in structural health system reform in countries where this is needed. However, cost-effective public health and primary health care
services need always to be protected in the event of budget cuts.
• The discussion about fiscal space and social justice must be integrated in the public discourse on the right to health, to a sustainable workforce and on the brain drain from the
European continent and at a global level.
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CHAPTER 3
IS THE HEALTH WORKFORCE A TRADABLE COMMODITY?
by Monica Di Sisto, AMREF Italy and Remco van de Pas,
Wemos Foundation
There is a direct link between the international trading regime and the enjoyment of human
rights. As the United Nations High Commission for Human Rights states, economic growth
does not automatically lead to greater promotion and protection of human rights.53 Speaking
at the 2010 WTO Public Policy Forum, Ms Navanethem Pillay, the UN High Commissioner for
Human Rights, stressed that “it is true that human rights are predicated on the equality of all
human beings, while the imperative of comparative advantage in trade inevitably creates
winners and losers. And it is true that human rights’ priorities lie in the protection and empowerment of the vulnerable and the marginalized, while success in trade rewards those
who possess a competitive edge in navigating the global markets. Further, human rights law
insists on State obligations, while the liberalization of trade may make the role of States
progressively shrink.” Trade rules established within and outside the framework of the World
Trade Organization (WTO) Agreement and the macroeconomic policies of international financial institutions do in fact have a particularly strong influence on shaping global society.
Health care deserves special attention in trade policies, not only because it is a basic human
right and has an important role in development but also because it is prone to market
failure.54 In theory, markets produce the goods and services we want in the right quantities
and at the lowest possible cost. This is why markets are so powerful. But in the real world
markets do not always work in the way theory predicts. This requires a stringent set of conditions – perfect information, an abundance of buyers and sellers, a uniform product and
freedom of entry and exit – all of which ensure that firms are price takers, producing for
the lowest possible cost in the long run and only earning normal profits. If producers do not
operate in this way and, in particular, if they have a significant power to influence price or
the total quantity being produced, then the market will fail. Suppliers of health care often
have this power. If reliable evidence confirms that a particular trade policy has a negative
impact on the enjoyment of the right to health of those living in poverty or of other disadvantaged groups, then the State has an obligation under international human rights law to
revise the relevant policy. It is thus imperative that, at the very least, trade and economic
policies should do no harm to health.
When negotiating trade agreements, special attention must therefore be paid to their potential impact on health, particularly on population health, on the risks to health, on the resources
available for health and on universal access to health services. All trade agreements should
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be subject to an assessment of health impacts, and should be publicly debated before signing.
In this chapter, we intend to discuss some of the more contentious aspects of the debate on
trade in services as it relates to the movements of health personnel.

Are services tradable?‘
‘Trade in services’ was included as an issue for multilateral trade negotiations in the Punta Del
Este Ministerial Declaration, which launched the Uruguay Round Negotiations under the WTO
umbrella in September 1986. These negotiations were preceded by a long and controversial
debate on the tradability of services and hence on its relevance as a subject for multilateral
trade negotiations. The General Agreement on Trade in Services (GATS), which came into
force in 1995 between the members of the World Trade Organization, is the first agreement
on principles and rules for trade in services. The GATS negotiations are therefore ongoing as
a part of the Doha Development Round. In 2008, negotiations had once again been suspended and it was unclear if and when the outcome in this round would be reached. Following
the release of results in the recent WTO ministerial conference in Bali in 2013, it is expected
that negotiations will resume as soon as possible in Geneva. It is this prospect that has motivated us to take the trade in services at the centre of our analysis.
The international trade in services
International trade in services is defined by the Four Modes of Supply of the General
Agreement on Trade in Services (GATS) negotiated within the framework of the WTO.
If we follow the WHO’s55 suggestions in declining the commercial aspects of health services, we will find that:
(Mode 1)	Cross-border trade - is defined as health services provided from the territory
of one member state in the territory of another member state. This usually
takes place via interactive audio, visual and data communication. Typical
examples include Internet consultation, diagnosis, treatment and medical
education.
(Mode 2)	Consumption abroad - this mode covers supply of a service from one country
to the service consumer of any other country. It usually covers incidents when
patients seek treatment abroad or when people abroad find themselves in
need of treatment. It can generate foreign exchange, but it can equally crowd
out local patients and act as a drain on resources when their treatment is subsidized by the sending government.
(Mode 3) 	Commercial presence – which covers health services supplied in one member
state, through a commercial presence in the territory of another member
state. This covers the opening up of the health sector to foreign companies,
allowing them to invest in health operations, health management and health
insurance.
(Mode 4) 	Presence of natural persons – this is the temporary movement of a commercial provider of services (for example, a doctor or a nurse) from their own
country to another country to provide his or her services under contract or
as a member of staff transferred to a different country. This is one of the
most contentious areas for health, as there is concern that it will increase the
brain drain of health personnel from poor to rich countries. However, GATS
is concerned only with health professionals working in other countries on a
temporary basis.
55
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The EU25 is by far the world’s largest exporter and importer of services.56 The share of services in cross-border trade has been increasing faster than the trade in goods. This trend has
been driven by a number of factors, including technological change, commercialization and
liberalization, and accelerated by the increased reliance on China and other low-wage countries to supply the need for manufactured goods. Tertiarization (development of the service
sector) has given rise to a wide range of controversial issues, from job quality to the appropriateness of existing structures of social regulation, social insurance and also collective interest
representation.
GATS guarantees foreign service providers access to markets under stable conditions; in
theory, the countries will gain in terms of output and employment, growth in services and
cheaper and better quality services, thereby generating positive welfare effects on the economy as a whole. On the other hand, critics – consisting of parts of the labour movement, civil
society organizations, some academics and some national governments – emphasize the
threats to national sovereignty and negative consequences for equity and social development. Critics also fear that the new rounds of services negotiations will force WTO members
to open all services sectors to foreign competition, including public services. The threats from
GATS are seen as particularly serious since GATS commitments are irreversible. GATS threatens
to seriously undermine any public health care service that has not been privatized, based on
the claim that the government should not offer subsidized services that the market also
offers.57 An opt-out alternative exists in theory, but developing countries, lacking market
power and the resources to hire highly skilled negotiators and experts to defend their national interests in multilateral negotiations, are unlikely to be in a strong enough bargaining
position to hold firm to such an alternative through successive rounds of negotiation.

Movement of natural persons
Under GATS, the fourth mode of service supply or ‘presence of natural persons’ does not
apply to persons seeking access to the employment market in the host country, nor does it
affect measures regarding citizenship, residence or employment on a permanent basis. The
Agreement does not prevent a member from taking measures to regulate the entry of natural
persons into, or their temporary stay in, its territory, including those measures necessary to
protect the integrity of, and to ensure the orderly movement of natural persons across its
borders. Mode 4 of GATS, in relation to the trade in health services, focuses particularly on
the provision of health services by individuals from another country on a temporary basis.
The possible impact of GATS on health care is controversial. In terms of migration, some
countries may benefit from the fact that agreeing to send their health workers abroad will
reduce unemployment at home, but GATS, like all WTO agreements, requires reciprocity. All
countries have the opportunity to negotiate agreements, so this measure does not automatically translate into a unique advantage for the proposer. For example, other WTO members
are entitled to ask the same country for equal access to health services for their own professionals, in effect cancelling out the impact of the original measure.
Early indications suggest that countries are more likely to enter into agreements for the modes
that govern the supply of services and commercial presence (Modes 1–3), such as private
hospitals and clinics and a range of other commercial health-related facilities, than they are to
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make commitments under Mode 4.58 One other anticipated difficulty with GATS is that it
does not define what is meant by ‘temporary movement’. This might serve as an advantage
to source countries by restricting the amount of time for which health workers can obtain a
visa, thus favouring return and circular migration. However, GATS will reinforce the move
towards the international harmonization of qualifications, which has already gained some
momentum in nursing.59 In recent years there has been a proliferation of educational courses
that target international clients. This has led to concerns about quality and consistency, and
has highlighted the need for international standards of education.60
As the WTO admits, quantifying the impact of Mode 4 flows poses formidable challenges.
No clear statistical framework is currently in place to assess the size of Mode 4 trade.61 We
lack any comparable data on the number of workers crossing international borders to work
under GATS as temporary service providers in EU countries and outside.
Another problem is posed by the asymmetry in bargaining powers between the various WTO
members in the ongoing negotiations, and their capacity to impose their interests on others.
For example, the EU has a ‘defensive’ interest in the inclusion of unskilled workers in Mode 4,
and an ‘offensive’ interest in third countries opening up their markets for Mode 3 trade.
Developing countries, on the other hand, see scope for generating revenue by ‘exporting’
some of their lower-skilled workers under Mode 4 and, although keen to attract foreign
investment, they are concerned about abandoning their own regulatory capacity with regard
to opening up market access under Mode 3. The link between Mode 4 commitments and
temporary permits is especially apparent in health and business services, and in transport services. For instance, estimates in the UK based on work permits granted to non-EU workers
show that services imports in the form of non-EU temporary workforce movements amounted to nearly USD 2.5 billion, equivalent to 0.2 % of the UK’s GDP.62 However, the reliability
of this data as a measure of Mode 4 trade is undermined by the fact that it also includes temporary movements of workers under bilateral schemes, while self-employed temporary workers are not included in this category of work permits.63
While the available statistics are not sufficient to draw firm conclusions, the existing data suggest that temporary labour migration is increasing. Labour mobility for skilled workers, often
facilitated by special programmes, is also increasing and seems to be concentrated in the services sectors. A key point to be emphasized is that, to date, the GATS negotiations have not
led to large-scale commitments by WTO member countries, including the EU member states,
in terms of opening up their labour markets to workers under GATS Mode 4. None of the
high-recipient countries for foreign-trained health workers (Canada, the US, the UK – as part
of the EU – and Australia) have made commitments that would directly facilitate the movement of physicians, nurses or other health professionals.
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Going bilateral
The long-running lack of progress that has dogged the WTO negotiations has generated the
diffuse perception that the multilateral system is not functioning effectively. Bilateral and/or
regional cooperation is increasingly being seen by actors as a good substitute for the WTO.
An increasing number of countries are pursuing or have signed bilateral or regional trade
agreements that include service-sector supply commitments for all modes of services. These
are structured as WTO+ agreements. Actual levels of liberalization that run deeper than GATS
commitments are occurring through bilateral and regional agreements. To date, however,
there are no trade agreements in place between the major players in the WTO – the EU, the
US, Brazil, China, and India – but negotiations are ongoing for the creation of the two largest
free trade areas ever established. On the one hand, negotiations have been taking place to
form a Trans-Pacific Partnership (TPP) involving Australia, Brunei, Chile, Canada, Japan,
Malaysia, Mexico, New Zealand, Peru, Singapore, the United States and Vietnam. On the
other side of the world, the US and the EU are negotiating the Transatlantic Trade and
Investment Partnership (TTIP), which will create a free trade area between the two biggest
commercial players (and internal markets) on the planet. At present, most of the regional
agreements in force are between industrialized countries – especially the US and EU countries
– and developing economies. The most controversial mode of service supply – Mode 4 – has
also been the subject of a number of bilateral agreements, for example agreements between
the UK and South Africa and Ghana. Regarding the health workforce, a voluntary Code of
Practice for international recruitment for NHS employers was launched in 2001 to mitigate
the impacts of this liberalized service supply and the increased number of health workers
migrating to the UK. The Code had only a limited effect, a major drawback being the fact
that it excludes the private sector. Over half of Ghana’s health workers have migrated. Using
salary estimates, in 2004 the annual value of Ghanaian health workers to UK health service
users was estimated at £39 million.64 Many Ghanaian health workers are now remigrating
due to improved working conditions in their homeland.
In general, countries seem to prefer to address Mode 4 movement of service suppliers on a
country-by-country basis, rather than through the multilateral approach in GATS. To a great
extent, this reflects a need to keep regulatory autonomy under control, to manage the movement of service providers and to withdraw commitments if and when necessary.
The EU, for instance, is liberalizing the movement of natural persons and trade in health services at a slower pace within the GATS regime than in its internal regulations or other nonWTO bilateral or regional trading agreements. It is worth noting that although the EU has
undertaken ambitious commitments on opening hospital services up to the market in its
1993/94 GATS schedule, it has reduced the coverage of these commitments under its
Economic Partnership Agreement with the CARIFORUM65 to ‘privately funded services’,
reflecting the sensitivity surrounding the commitment of publicly funded services in a trade
agreement. Statements by the European Services Forum (ESF), which represents the interests
of private sector services entities in the EU, similarly reflect the recognition of health and education services as special sectors where government plays an important role and acknowledge
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that public health services must not be challenged by trade negotiations. According to the
ESF, countries should be free to determine whether they wish to open up their health sector
to foreign providers.66
It is a fact that the newest generation of bilateral and plurilateral free trade agreements
(FTAs) have little to do with tariffs. The core objective of those agreements is not to lower
customs and tariffs, but to break down barriers to trade consisting of quality standards for
services, national legislation and specific requirements that in fact hinder the free movement
of commercial offers made by service providers capable of operating on a global or at least
regional scale. With regard to the newly proposed plurilateral Trade In Services Agreement
(TISA), negotiated in secret between a small group of WTO members, Public Services
International (PSI)67 is asking that it “should not expand the deregulatory requirements that
already exist in GATS, but instead roll them back”.68 The trend towards creating corporate
rights that supersede the rights of citizens and nations, particularly those enforceable in private courts, is being called into question. The new generation of trade agreements effectively
stops democratically elected governments from safeguarding environmental, labour and
social standards that may inhibit the actions of corporations. These deals seek fewer protections for migrant workers, treating them like other commodities to be bought and sold
through free markets.69
Alarmingly, the negotiators involved in these agreements have not heeded the warnings of
the financial crisis and are seeking to prohibit precisely the type of financial regulation that is
required to ensure that capital markets never again cripple the economy. But, as PSI reminds
us, workers are not commodities and should not have their movements regulated by trade
agreements. Unlike goods and services, people require institutions to protect their human
rights. Only the normative standard-setting process of the tripartite International Labour
Organization is competent to regulate labour migration.

Recommendations
Sixty years ago, the international community agreed, within the framework of the Universal
Declaration of Human Rights, that “everyone is entitled to a social and international order in
which the rights and freedoms set forth in this Declaration can be fully realized”.70 Health is a
basic human right, as is freedom of movement, and trade interests cannot be allowed to
interfere with their promotion and protection. A rights-based approach to trade is a conceptual framework for the processes of trade reform; it must be affirmed and made more evident
to all relevant stakeholders because it is normatively based on international human rights
standards.
The trade in health services, and specifically the movement of health personnel, does not
always operate as ideally as we might hope, yet it is not our intention to suggest that all
trade activities in health should be prohibited. Nor do we think that we could or should restrict doctors and nurses from moving, as it would simply foster a black market, or encourage
these professionals to move to other more lucrative occupations. However:
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1) M
 easures still need to be taken to alleviate the adverse impact of the brain drain, and the
adverse impact of commodification of the right to health driven by trade in services liberalization. Article XX (General Exceptions) of GATT 1994, still in force as the ‘golden rule’ for
trade, recognizes that governments may need to apply and enforce measures for purposes
such as the protection of public morals, the protection of human, animal or plant life and
health, and the protection of national treasures.
	GATT 1994 does not prevent governments from adopting and enforcing such measures.
However, any measure adopted under the general exceptions provisions must not constitute a means of arbitrary or unjustifiable discrimination nor should it be a disguised restriction on international trade. Article XIV of GATS recognizes that members need to maintain
a balance between trade measures and other legitimate policies and interests, such as the
protection of the health of its citizens. This is a legal provision and one that needs to be
emphasized and defended in the near future. In the long term, ‘localization’ is the key: all
efforts should be localized into enhancing health system capacity. No health investment
can be sustainable without concomitant improvements to the underlying health system.
2) H
 uman rights law is neutral with regard to trade liberalization or trade protectionism.
Instead, a human rights approach to trade focuses on processes and outcomes, on how
trade affects the enjoyment of human rights. Such an approach places the promotion and
protection of human rights among the objectives of trade reform. In 2004 Paul Hunt, the
first UN Special Rapporteur on the right to health, wrote in his report on a mission to the
WTO that “trade impacts on the right to health in numerous ways” and that “states have
to ensure that the trade rules and policies they select are consistent with their legal obligations in relation to the right to health.” Hunt explains that “international human rights law
takes a position neither for nor against any particular trade rule or policy, subject to two
conditions: first, the rule or policy in question must, in practice, actually enhance enjoyment of human rights, including for the disadvantaged and marginal; second, the process
by which the rule or policy is formulated, implemented and monitored must be consistent
with all human rights and democratic principles.”71
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CONCLUSIONS
In the context of health personnel shortages and maldistribution, it is interesting to note that
the European Union adopts a perspective on health workforce development which originates
from considerations based on the employment potential of the health sector.
The Action Plan for the EU Health Workforce is in fact an annex to the Commission’s
Communication Towards a job-rich recovery, which sets out a range of measures to encourage employment within the Europe 2020 framework for smart, sustainable and inclusive
growth. Health care is identified in the Action Plan as a highly labour-intensive sector and
one of the largest sectors in the EU.72 As such, health workforce development is rightfully
given a prominent focus in EU policies, both in terms of shortages and of the skills needed.
The perspective on health workforce development for the region, however, appears to be less
well-defined if read from the point of view of policy coherence, as it needs to be viewed within the context of the restriction of public health spending in the region73 due to the austerity measures promoted by the Commission itself. From this angle, the development of selfsustainable health workforces would appear to be less achievable, as public health systems
may not have the resources needed to employ them. Rather, the resulting scenario appears
to be one of the development of workforces for the benefit of a growing private health sector
in many EU member states.
Shifting our focus within health workforce development from shortages to international
mobility, we once again find that policy coherence and public health considerations take
second place to market development approaches. Free mobility of workers and services
within the EU internal market is an economic imperative and a civil right enshrined in the
Lisbon Treaty,74 supported by a wealth of secondary legislation.75 The EU arena can therefore
increasingly be seen as a single market for health workers.76 It should also be seen as a protected market, given that Directive 2005/36/EC on Recognition of Professional Qualifications
gives health workers from the European Economic Area (EEA) easier access to employment
than their non-EEA counterparts.
As formal EU documentation suggests, this approach is based on the assumption that the EU
internal market functions as a mechanism to distribute health workers to where they are most
needed. The evidence points to a different conclusion, however, showing that the free movement of health workers leads them to seek better opportunities abroad, creating a conflict in
which personal and professional ethics sometimes collide.77 As such, it may be counterproductive in terms of improving the distribution of health workers across areas and countries.
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It is important to remember, however, that the risk of international competition to attract
health personnel occurring at the expense of weaker health systems exists not only within
the EEA zone, but also beyond. EU policies, again, indicate an interest in competing to the
full in order to attract health workers at a global level, for example through the Blue Card
Directive.78 This scheme provides preferential access to employment for highly qualified
migrant workers, including doctors, nurses, midwives and other technical health professionals, trained in non-European countries. It is worth noting that, while being implemented in
the national legislation of member states, this tool is in some cases losing its original frame of
reference: the need to avoid a brain drain from countries of origin facing a critical shortage
of health workers.
Lastly, in the name of competition, negotiations for a free trade area between the US and the
EU (TTIP) may expose Europe not only to the lowering of tariffs, but also to the lowering of
non-tariff rules and standards for trade in health services and for health service delivery,
unless the non-tradability of the latter is acknowledged.
Overall, in the context of austerity policies which tend to increase health professional migrations in the region79and widen health inequalities80, the EU is adopting a competitive approach to the international mobility of health workers
which further rewards more attractive health systems and empties resources
from the less attractive, both within Europe and beyond its borders. This
approach is in conflict with the principles of the EU’s own Health Strategy and
with the Health Programme 2014-2020, which assigns an important role to the
reduction of inequalities in the region; it is equally in conflict with the role that
the EU intends to play in global health81 in terms of ensuring that migration
policies do not undermine the availability of health professionals in third countries.
The WHO Code is therefore to be seen as a tool that can serve as a guide in solving this
incoherence, as it brings a public health perspective back into the debate on the mobility
of health workers, by looking at the impact of international mobility and of brain drain on
health systems of origin. By pointing to solutions such as self-sustainability in health workforce planning, migration management, incentives capable of orienting this mobility, and
international cooperation at global level, the Code is a valid tool for tackling brain drain
challenges both within and outside the region.
If Europe does not have the option of restricting the free movement of skilled health professionals, how can it support health systems of origin that are losing mobile health professionals? Which cross-border policy instruments are available to enable Europe to control and to
manage health professional mobility?
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Initial discussions indicate that a range of policy tools is available, including twinning, staff
exchanges, education support, compensation or training for international recruitment.82
Taking a wider perspective, however, the EU must look at its cohesion policy, which shapes
the programming and deployment of structural funds, with a view to increasing support for
the development and the equitable internal distribution of a well-educated and skilled health
workforce.
Given that planning for the self-sustainability of domestic health workforces is a key response
to the challenge of health worker mobility, and given that this requires important investments
in member states’ health systems, the EU should also revisit its austerity-driven approach to
the current economic crisis, by allowing more fiscal space for health system development
especially in member states which are losing trained health workers to other countries. This
should be done not only from the perspective of economic recovery from the crisis, but also
with a view to increasing health equity and achieving greater regional cohesion.
Finally, the EU should review its development aid policy, with particular regard to countries of
origin of health personnel. In this case, aid may take the form of compensation – although
not presented as such – for the sending countries’ loss of investment, in the context of wider
agreements. The EU should therefore reverse the current trend of aid stagnation or reduction
in the majority of EU27 countries.83 At the same time, it should ensure that 50% of new funding for health is directed towards strengthening the health system, with 25% impacting
directly on the training and retention of the health workforce, as recommended by the WHO,
channelling funds through national health plans and related health workforce strategies.
If such a policy coherence approach is adopted, the EU will then have sufficient policy instruments (including regulations, directives, and decisions) to allow it to respond to health professional mobility issues and to implement the WHO Code in a way that goes beyond the
voluntary nature of its provisions.84
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