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WHO Member States adopted the Global Code of Practice on the International Recruitment of Health Personnel
10 years ago. This study assesses adherence with the Code’s principles and its continuing relevance in the WHO
Europe region with regards to international recruitment of health workers. Data from the joint OECD/EUROSTAT/
WHO-Europe questionnaire from 2010 to 2018 are analyzed to determine trends in intra- and inter-regional
mobility of foreign-trained doctors and nurses working in case study destination countries in Europe. In 2018,
foreign-trained doctors and nurses comprised over a quarter of the physician workforce and 5% of the nursing
workforce in five of eight and four of five case study countries, respectively. Since 2010, the proportion of foreign-
trained nurses and doctors has risen faster than domestically trained professionals, with increased mobility driven
by rising East-West and South-North intra-European migration, especially within the European Union. The num-
ber of nurses trained in developing countries but practising in case study countries declined by 26%. Although the
number of doctors increased by 27%, this was driven by arrivals from countries experiencing conflict and volatility,
suggesting countries generally are increasingly adhering to the Code’s principles on ethical recruitment. To sup-
port ethical recruitment practices and sustainable workforce development in the region, data collection and
monitoring on health worker mobility should be improved.
. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .

Introduction

I
t is now more than 10 years since World Health Organization
(WHO) Member States adopted the landmark ‘WHO Global

Code of Practice on the International Recruitment of Health
Personnel’.1 The Code represents a significant global effort to tackle
the challenge of international health worker mobility, a critical fac-
tor driving chronic workforce shortages in developing countries and
undermining sustainable health workforce development in both
source and destination countries alike.2,3 Through the Code, ‘vol-
untary principles and practices’ were established to ensure that
international migration of health workers was ethical and of benefit
to health systems in all WHO Member States.1,2 Significantly, the
Code aimed to discourage the active recruitment of health workers
from low- and middle-income countries (LMIC) deemed to be fac-
ing a critical shortage of health workers. To further support source
countries and ‘sustain and promote health human resource devel-
opment and training’, the Code encourages collaboration and skills
exchange between source and destination countries, for example
through bilateral agreements and by incentivizing return migration.1

The need to reduce recruitment of migrant health workers was
placed within the wider context of creating a sustainable health
workforce in all countries, underpinned by ‘effective health work-
force planning, education and training and retention strategies’.1

An important aspect of the Code is its emphasis on improving
data gathering and research on health worker migration and its
impact on health systems. This data collection and research help
to support achievement of the Code’s objectives and helps more
widely to improve health workforce planning and the implementa-
tion of evidence-based workforce policies.1,2 Although results from
the first and second round of monitoring on the Code’s implemen-
tation in 2013 and 2016 suggested that data collection and research
capacity on international health workforce migration globally
remained limited, greater progress and engagement with the Code
was seen in Europe.3,4 A notable landmark in the region has been the
extension of joint data collection on health worker mobility to all
countries through the Joint OECD/EUROSTAT/WHO-Europe
questionnaire on non-monetary healthcare statistics (JQNMHC),
with the aim of improving the completeness and comparability of
data on intra- and inter-European mobility of doctors and nurses.5

A limited number of studies have since used JQNMHC data to
analyze trends in health worker mobility in Europe. Two of these
studies, using data up until 2016, determined that health worker
mobility in in the region had increased since 2010, although no
data were provided on country or region of training of migrant
health professionals.6,7 EU enlargement from 2004 to 2007 and the
economic crisis in 2008–09 were shown to be significant events
affecting the size and patterns of mobility trends.6,7 Away from
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the JQNMHC, studies mostly using non-nationally representative
sample data have indicated that Finland, Germany, Ireland,
Sweden, Switzerland and the UK have a high share of foreign-
trained health professionals from LMIC, although trends over
time were generally not explored.8,9

In this study, we aim to build on these prior studies by estimating
how the share of foreign-trained doctors and nurses in major receiv-
ing countries in Europe have changed in the decade following the
Code’s implementation, using the latest available data from the
JQNMHC. Our analysis disaggregates data by country of training
origin, allowing us to explore inter- and intra-European mobility of
health workers from key individual source countries and according
to World Bank income group. Our results inform an assessment of:
(i) whether health worker migration from LMIC into major receiv-
ing European countries has declined since 2010; and (ii) whether the
Code remains of value in the region, including within the European
Union (EU) free-movement area.

Methods

Data source

Data were taken from the 2019 joint OECD/EUROSTAT/WHO-
Europe questionnaire on non-monetary healthcare statistics.5 The
JQNMHC was first administered to focal points in all European and
OECD countries in 2010, with data now collected annually to pro-
vide internationally comparable statistics on non-monetary features
of healthcare systems, including the health workforce.10 In 2015, a
new part was added to the questionnaire to improve monitoring of
health worker migration by capturing data on the total stock and
annual inflow of foreign-trained doctors and nurses.5 The collection
of this data aims to be relevant to both source and destination
countries. In each round of data collection, respondents are asked
to report data from the year 2000 to the latest full year, ending 31
December.

In the context of the questionnaire, ‘foreign-trained’ focuses on
the place of training (rather than nationality) for the first medical
(degree) or recognized nursing qualification. Respondents are asked
to provide data from available national sources (with professional
registries preferred) on practising physicians and nurses where pos-
sible, or otherwise professionally active physicians or nurses and/or
those licenced to practise. An overview of key definitions and inclu-
sion and exclusion criteria for data is provided in Supplementary
table S1.

Data analysis

We analyze trends in international health worker migration and
mobility in selected case study countries that are traditional receiv-
ing countries for foreign-trained doctors and nurses in Europe. Our
analysis explores trends by source country of training and country of
destination to determine how intra-European mobility has changed
over time both within the EU and from outside, and how migration
patterns have changed for health professionals trained in LMIC. To
meet these aims, countries were only included as a case study coun-
try if the following criteria were met:

i. Data on foreign-trained doctors and/or foreign-trained nurses
were available from 2010/11 or before, to 2017/18.

ii. Data on the specific country of training for the first qualification
are available for all years, with no >20% of countries of training
classified as ‘other’.

iii. The share of foreign-trained doctors in the physician workforce
was 5% or above; or the share of foreign-trained nurses in the
nurse workforce was 2% or above.

Eight countries met the criteria above and are included as case
studies for our analysis of the foreign-trained physician workforce:

Austria, Belgium, France, Germany, Ireland, Norway, Switzerland
and the UK. Data were less comprehensive for the foreign-trained
nurse workforce, leaving only five case study countries: Belgium,
France, Norway, Switzerland and the UK. It should be noted that
for Germany, the definition of foreign-trained physicians and nurses
are based on nationality and not place of training; this reduces com-
parability with other countries, in particular when assessing trends
for non-EU mobility as third-country nationals may be more likely
to acquire German nationality. Additionally, data on the nursing
workforce in Switzerland only capture nurses working in hospitals
(�51% of all nurses in 2016)11 and is therefore not representative of
the entire nursing workforce. Data on doctors for the UK cover
England and Scotland only and not Wales and Northern Ireland,
although data for nurses are from all four nations.

To explore intra-European mobility both within the EU and out-
side, all European countries of training origin were organized into
three groups (Supplementary table S2): (i) EU-15 Member States
that joined prior to May 2004 (including the UK) plus four EFTA
countries (Iceland, Liechtenstein, Norway and Switzerland); (ii) EU-
13 Member States that joined after 1 May 2004; and (iii) 21 non-EU
countries of the WHO European Region. Remaining countries of
training origin were classified according to World Bank income
groups: high-, upper middle- and low and lower middle-income
economies. All analyses were undertaken in Excel.

Results

Large variations in the reliance on foreign-trained
doctors and nurses exist across Europe

Figure 1 shows the proportion of foreign-trained doctors and nurses
in WHO Europe Member States reporting at least 1 year of recent
data to the JQNMHC. Although data were reported by 53% of
countries, 22 reported no data (predominantly non-EU Member
States in the East of the region), while Finland, Spain and
Slovakia reported no data past 2012. Data completeness was higher
for foreign-trained doctors (28 reporting countries) than nurses (23
reporting countries; figure 1).

In 2018, foreign-trained doctors comprised over a quarter of the
physician workforce in Israel, Ireland, Norway, Sweden, Switzerland
and the UK. In many countries in the East and South of the region
(Croatia, Italy, Latvia, Moldova, Poland, Romania, Serbia and
Turkey) this proportion was <2% (figure 1). It should be noted
that 40.6% and 54.0% of foreign-trained doctors in Israel and
Norway, respectively were native-born individuals who studied
abroad before returning. While Israel has the highest share of
foreign-trained doctors (57.9%), the UK and Germany are the
main countries of destination in terms of absolute numbers.
Foreign-trained nurses make up a smaller proportion of the work-
force (but a higher number of professionals overall), with only
Germany, Israel, Norway, Switzerland and the UK reporting that
more than 5% of the nursing stock were foreign-trained.
Switzerland has the highest share of foreign-trained nurses
(25.9%), with the UK the main country of destination for foreign-
trained nurses in absolute terms.

In the subsequent analysis, we narrow our focus to explore health
worker mobility in case study countries.

Doctors trained in LMIC are a small share of the
foreign-trained workforce in case study countries,
with some exceptions

Table 1 provides an overview of the country of training of doctors in
eight case study countries in 2018. Although the share of foreign-
trained doctors trained in a LMIC was generally small (below 3%), it
was over 50% in Ireland and the UK and over 15% in Germany and
France (table 1). In Austria, Belgium and Switzerland, the majority
of foreign-trained doctors were trained in an EU-15/EFTA country,
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with a smaller but sizeable share trained in an EU-13 Member State.
Doctors trained in EU-13 Member States comprised the largest share
of foreign-trained doctors in Germany and Norway. In France,
source countries for foreign-trained doctors were more evenly split
between LMIC, upper middle-income countries and EU-15/EFTA
and EU-13 Member States. It should be noted that Belgium
and France have a relatively high proportion of training country
of origin classified as ‘other’ (10.6% and 17.5%, respectively),
making it likely that the totals for some groups of origin are
underestimated.

The foreign-trained doctor workforce has grown
faster than the domestic workforce

The number of foreign-trained doctors increased by over 46% be-
tween 2010 and 2018 in the eight case study countries, more than
three times the growth rate of 13% in the overall number of doctors
(Supplementary table S3). Although the number of foreign-trained
doctors more than doubled in Germany, it increased by only 10% in
the UK.

Figure 2 shows that the stock of doctors trained in other EU-15/
EFTA countries, EU-13 countries and elsewhere in Europe but prac-
tising in the eight sample countries increased between 2010 and
2018. The largest proportionate increase of 107% was seen for doc-
tors trained in an EU-13 Member State, with the number of doctors
trained in Europe but outside of the EU rising by 97%. The number
of doctors trained in (non-European) high-income, upper-middle
income and LMIC increased over the same period by approximately
30% for each group, more than double the increase in the total stock
of doctors.

The rate of growth in the number of foreign-trained doctors
practising in case study countries from Europe (including EU
Member States) and other high and upper middle-income countries
was fastest between 2010 and 2014, but has subsequently slowed.

However, the increase in the stock of doctors trained in LMIC be-
tween 2014 and 2018 (average annual growth rate of 3.1%) was
almost two times higher compared with 2010–14 (average annual
growth rate of 1.7%). The increase in the stock of foreign-trained
doctors from LMIC was higher between 2014 and 18 compared with
2010–14 in Belgium, France, Germany, Ireland, Norway and the UK.
Overall, the largest increase between 2010 and 2018 in both percent-
age and absolute terms in the number of foreign-trained doctors
from LMIC was seen in Germany.

From 2014 to 2018 a 2-fold increase in the annual inflow of
doctors trained in LMIC was seen (figure 2 and Supplementary
figure S4). At the same time, the annual inflow of doctors trained
in EU Member states and elsewhere in Europe has fallen, leading to a
rise in the share of foreign-trained doctors from LMIC.

LMIC and EU member states are leading source
countries for foreign-trained doctors

Pooled data from case study countries show that India, Germany,
Romania, Pakistan and Italy were the top five countries of training
for foreign-trained doctors in 2018 (figure 3). Declines in the stock
of foreign-trained doctors from India and South Africa were seen
between 2010 and 2018 (figure 3), driven by a fall in numbers
practising in Ireland and the UK. A rise of over 80% was conversely
seen for doctors trained in a number of countries, including: Egypt,
Hungary, Romania, Syrian Arab Republic, Greece and Italy.

The countries of destination for foreign-trained doctors from the
top 15 most common countries of training origin in 2018 is shown
in Supplementary figure S5. Of those who trained in Algeria and
Belgium and now practise in a case study country, the majority do
so in France. Of those trained in Egypt, India, Nigeria and Pakistan
and now practising in a case study country, most are likely to work
in the UK, whereas doctors trained in Austria, Greece, Russian
Federation and Syrian Arab Republic are most commonly found
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Figure 1 Foreign-trained doctors and nurses as a share of total stock of doctors and nurses, 2018 (or latest available year*). IL, Israel; IE,
Ireland; NO, Norway; SE, Sweden; CH, Switzerland; GB, United Kingdom; SI, Slovenia; MT, Malta; GR, Greece; BE, Belgium; PT, Portugal; DE,
Germany; FR, France; DK, Denmark; HU, Hungary; CZ, Czech Republic; AT, Austria; LV, Latvia; EE, Estonia; NL, Netherlands; PL, Poland; RO,
Romania; RS, Serbia; HR, Croatia; IT, Italy; LT, Lithuania; TR, Turkey; MD, Moldova. Note: *Latest available year for foreign-trained doctors if
no data for 2018: Turkey, 2015; Croatia, Denmark, Netherlands, Sweden, 2016; Germany, Greece, Hungary, Latvia, Lithuania, Malta,
Moldova, Poland, Portugal, Romania, Switzerland, 2017. Latest available year for foreign-trained nurses if no data for 2018: Portugal, 2014;
Greece, Turkey, 2015; Denmark, Netherlands, Sweden, 2016; Croatia, Germany, Hungary, Latvia, Moldova, Poland, Romania, Slovenia,
Switzerland, 2017. Countries reporting data on foreign-trained physicians but not nurses: Austria, Bulgaria, Czech Republic, Ireland, Malta,
Serbia, Slovakia. Source: Data reported to Ref. [5]
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in Germany. Like Belgium, Germany is both a top receiving and
sending country for foreign-trained doctors; the majority of doctors
trained in Germany and now practising in a case study country are
in Switzerland. In the majority of case study countries, the largest
group of foreign-trained doctors in 2018 were most frequently
trained in a neighbouring EU-15/EEA or EU-13 Member States, in
particular where languages spoken are the same (e.g. France/
Belgium or Austria/Germany/Switzerland; Supplementary table
S6). Exceptions include the UK, where the most frequent countries
of training were countries with historical colonial ties including
India, Pakistan and Ireland, where the most common countries of
training origin were Sudan and Pakistan.

Most foreign-trained nurses in case study countries
were trained in another EU-15/EFTA country, with the
UK as an exception

Table 1 shows that in four of the five case study countries (Belgium,
France, Norway and Switzerland), the majority of foreign-trained

nurses were trained in another EU-15/EFTA country. However, in
the UK, just over one-third of foreign-trained nurses (37 155 of
104 125 foreign-trained nurses) were trained in a LMIC. The num-
ber of foreign-trained nurses grew by 29% between 2010 and 2018 in
the five case study countries, above the 17% overall growth in the
overall stock of nurses (Supplementary table S7). Although Belgium
saw a 3-fold rise in the number of foreign-trained nurses, numbers
declined by just over 5% in Norway.

From 2010 to 2018, the number of foreign-trained nurses from
EU-15/EFTA and EU-13 Member States in case study countries
more than doubled, with the majority of this growth occurring be-
tween 2010 and 2014, The number of nurses trained in non-European
higher, upper and lower middle-income countries conversely declined
from 2010 to 2018 (figure 2). Much of the fall in the number of nurses
trained in upper and lower middle-income countries appears to be
related to a reduction of almost 22 000 in nurses from these areas
residing in the UK. However, interpreting trends in the region overall
is challenging due to a doubling in the number of countries of train-
ing classified as ‘other’ across all case study countries.

SOURCE COUNTRIES OF TRAINING OF FOREIGN-TRAINED DOCTORS ECRUOS)KCOTS( COUNTRIES OF TRAINING OF FOREIGN-TRAINED NURSES (STOCK)

Rank and order 2010* Rank and order 2018*
Number (% of total foreign-
trained doctor stock)

% change 2010-18 Rank and order 2010* Rank and order 2018*
Number (% of total foreign-
trained nurse stock)

% change 2010-18

1. India 1. 558,61aidnI (10.4%) -8.1% 1. .1senippilihP 268,51aidnI (10.1%) 1.7%
2. Germany 2. Germany 12,381 (7.7%) 29.8% 2. .2aidnI 572,51senippilihP (9.7%) -40.0%
3. Pakistan 3. Romania 12,320 (7.6%) 126.4% 3. South .3acirfA 414,11muigleB (7.3%) 62.7%
4. Romania 4. 2118natsikaP (5.0%) 35.0% 4. .4muigleB 0159ainamoR (6.1%) 1509.1%
5. Poland 5. 1506ylatI (3.7%) 98.7% 5. Germany 5. Germany 8517 (5.4%) 46.0%
6. Italy 6. 0165dnaloP (3.5%) 64.3% 6. Australia 6. 5418ecnarF (5.2%) 145.3%
7. Algeria 7. 6684eceerG (3.0%) 87.2% 7. France 7. 9318niapS (5.2%) 291.3%
8. South Africa 8. Syrian Arab Republic 4653 (2.9%) 144.5% 8. Nigeria 8. 2286lagutroP (4.3%) 1877.4%
9. Greece 9. 6014tpygE (2.5%) 91.3% 9. Zimbabwe 9. Italy 6253 (4.0%) 527.2%
10. Nigeria 10. 1604aireglA (2.5%) 45.1% 10. Spain 10. Poland 3579 (2.3%) 111.5%
11. Austria 11. Hungary 3989 (2.5%) 104.0% 11. .11nedewS Ireland 1934 (1.2%) 184.0%
12. Belgium 12. 9813airegiN (2.0%) 26.0% 12. New Zealand 12. 7091airegiN (1.2%) -38.0%
13. Ireland 13. Russian Federa�on 3161 (2.0%) 45.5% 13. Poland 13. 7031sdnalrehteN (0.8%) 59.2%
14. Russian Federa�on 14. 1003airtsuA (1.9%) 8.3% 14. Ghana 14. 0721nedewS (0.8%) -34.0%
15. Egypt 15. 2642muigleB (1.5%) 27.6% 15. .51natsikaP 9621ewbabmiZ (0.8%) -48.4%

17. Hungary 22. South 1312acirfA (1.3%) -21.7% 16. .61ylatI South 0221acirfA (0.8%) -83.6%
18. Syrian Arab Republic 23. Ireland 2099 (1.3%) -7.0% 19. Netherlands 17. 789anahG (0.6%) -34.1%

22. Ireland 21. 458ailartsuA (0.5%) -83.3%
26. Romania 22. 897natsikaP (0.5%) -27.8%
33. .93lagutroP New 981dnalaeZ (0.1%) -89.4%

EU15/EFTA
EU13
Europe (non-EU/EFTA)
Upper middle income (non-Europe)
Low and lower middle income (non-Europe)
High income (non-Europe)

Figure 3 Top 15 source countries of training origin by rank: foreign-trained doctors and nurses (stock) 2010 and 2018*. Note: *Or nearest
available year. Data from eight case study countries for foreign-trained doctors (Austria, Belgium, France, Germany, Ireland, Norway,
Switzerland and UK); data from five case study countries for foreign-trained nurses (Belgium, France, Norway, Switzerland and UK). Source:
Data reported to Ref [5]
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Data reported to Ref. [5]
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It should be noted that since 2016 a steady increase in the annual
inflow of nurses from LMIC into case study countries has been seen,
while the number from EU Member States has declined, which may
see the above trends reversed in the future (Supplementary figure
S8). Changes in the annual inflow of nurses have been driven by an
increase in nurses from LMIC (in particular from India and the
Philippines, two countries with which the UK has bilateral agree-
ments in place regarding nurse recruitment) and a fall in nurses
trained in the EU arriving in the UK since 2016.

LMIC and EU member states are leading source
countries for foreign-trained nurses

India, Philippines, Belgium, Germany and Romania were the top
five countries of training for foreign-trained nurses in case study
countries in 2018 (figure 3). Nurses trained in Australia, Ghana,
Nigeria, Philippines, South Africa and Zimbabwe decreased from
2010 to 2018, primarily due to a decline in these individuals residing
in the UK. A substantial rise in the mobility of nurses trained in
France, Ireland, Italy, Portugal, Romania and Spain was, however,
seen in particular from 2010 to 2014, with growth subsequently
slowing considerably from 2014 to 2018, and in some cases
(Ireland and Spain) even declining.

Nurses trained in the most common LMIC of training origin were
most likely to reside in the UK, whereas those trained in Europe
were most likely to reside in a neighbouring country
(Supplementary figure S9). As is the case with foreign-trained doc-
tors, the largest group of foreign-trained nurses in each case study
country was trained in a neighbouring EU-15/EEA or EU-13 coun-
try (Supplementary table S10). The UK again provides an exception,
with the largest groups of foreign-trained nurses trained in India,
Philippines and Romania.

Discussion

This article updates information on the stock and inflow of foreign-
trained doctors and nurses in Europe and provides one of the most
detailed analyses of trends in health worker migration and mobility
in the region. We show that in case study countries in Western
Europe, the number of foreign-trained doctors and nurses has risen
faster than the total stock of these health professionals since 2010,
indicating that many countries remain reliant on a foreign-trained
workforce. Furthermore, some countries (e.g. Belgium, Germany
and Ireland) are both major source and destination countries,
whereas others, predominantly EU Member States in the South
and East of the region, face a substantial outflow of health workers.
It is clear that mobility of health professionals remains an important
issue affecting all countries in Europe in some form, ensuring that
the principles and objectives of the Global Code of Practice remain
highly pertinent in the region.

It is important to emphasize, however, that the countries studied
generally appear to adhere to the Code’s core principle of reducing
unethical international recruitment from LMIC.1 Although the
number of doctors from LMIC has increased by almost 30% since
2010, much of this growth has been driven by arrivals from the
Syrian Arab Republic and Egypt, likely as a result of conflict and
volatility in these regions contributing to an outflow of health pro-
fessionals.12,13 Drawing clear conclusions on migration of nurses is
complicated by a substantial increase in the number of places of
training classified as other, but trends indicate the number of nurses
from LMIC has declined. It is also worth noting that some major
destination countries (e.g. the UK) have bilateral agreements regard-
ing recruitment practices in place with India and the Philippines, the
leading source LMIC for nurses.1,2,14,15

Of course, while these findings overall indicate that European
countries have reduced reliance on unethical international recruit-
ment from LMIC, the extent to which this is attributable to imple-
mentation of the voluntary Code is difficult to assess given that

health worker migration is highly complex and shaped by many
different factors and policies. It should also be noted that a consid-
erable increase in the annual inflow of nurses and doctors since 2016
is concerning and should be closely monitored in the coming years.

Although the continuing relevance and importance of the Code to
Europe is clear, its application within the EU remains challenging.
The fundamental rights of free-movement and mutual recognition
of professional qualifications ensure that mobility of health workers
within the area maintains primacy over the principles of the
Code.16–19 This leaves migration flows heavily influenced by indi-
vidual preferences, but also by market-based principles and respon-
sive to external shocks.8,20 This was clearly demonstrated in the past
by a surge in East–West and South–North mobility following EU
enlargement in 2004 and 2007 and the economic crisis in 2008–09,
respectively.8,9 Although we find a slight slowdown in the rate of
increase in East–West and South–North EU mobility since 2016,
potentially linked among other factors to the UK vote to leave the
EU (‘Brexit’) and an economic recovery in many countries following
the economic crisis, these mobility patterns have largely continued.

These persistent disparities between Member States raise important
questions over the equity and efficiency of health systems in the EU as
noted in previous studies,16,17 and challenges Member States to con-
sider the broader requirements of the Code in order for it to function
within the EU regulatory environment. For instance, growing and
strengthening the domestic health workforce, as emphasized by the
Code and the WHO’s recent Global workforce strategy 2030,21 will
help address many of the push and pull factors of health worker
migration. Providing financial and technical support and coordinating
training and education through bilateral agreements and joint action
at the EU-level can also ensure that health worker migration benefits
both source and destination countries, while respecting the right to
individual mobility and professional development.16,17

Strengthening research and data gathering on health worker mo-
bility also remains critical for developing appropriate policy responses.
While significant progress has been made in recent years, 22 primarily
non-EU countries in the East of the region did not report data in the
2019 wave of joint data collection. Where data were reported, it was
often not complete across years or specific indicators (particularly
country of training). Going forward, continuing efforts are needed
to improve the completeness and quality of data reporting within
the Joint Questionnaire cycle by, for instance, capturing data on mo-
bility of professions other than doctors and nurses. Data and research
on health worker mobility should also strive to capture individual
experiences and preferences; understanding the motivations and fu-
ture migration intentions of individual healthcare workers will be
important to determine the drivers of migration and to inform
evidence-based policy actions and workforce planning.22

Limitations

Many of the limitations of this article stem from limitations in data
reported to the Joint Questionnaire. As already noted, the propor-
tion of training country of origin classified as ‘other’ has increased,
in particular for nurses, making it difficult to accurately gauge
trends over time. Additionally, data for Germany is based on na-
tionality and not country of training, while Switzerland only
reported data for hospital-based nurses. Taken together, these lim-
itations are likely to lead to an underestimation of foreign-trained
health workers, in particular for those trained outside of Europe. It
is also important to note that while this article assesses trends over
time in health worker mobility since the adoption of the Code in
2010, it does not determine causality between the Code’s implemen-
tation and subsequent trends in health worker migration from
LMIC. Migration of health workers is a highly complex issue shaped
by domestic and international policies, unexpected shocks (e.g. the
economic crisis, conflict in other regions etc), personal motivations
and other factors beyond the Code.
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Conclusion

The principles of the WHO Code remain relevant within Europe,
with countries either reliant on a foreign-trained workforce or facing
a large outflow of health professionals. Adherence within the EU
regulatory environment is challenging, but can be achieved by
Member States considering the Code’s broader principles to
strengthen the domestic health workforce through evidence-based
policy and planning, underpinned by comprehensive human resour-
ces for health information systems. This will ultimately support de-
velopment of a sustainable workforce that can deliver equitable,
high-quality healthcare and advance progress towards universal
health coverage throughout the region.

Supplementary data

Supplementary data are available at EURPUB online.
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Key points

• The WHO Code of Practice remains pertinent in Europe, with
many countries facing a substantial outflow or relying on for-
eign-trained health professionals.

• Countries generally adhere to the Code’s core principle of
reducing unethical international recruitment from low- and
middle-income countries, but the extent to which a reduction
is directly attributable to the Code’s implementation is diffi-
cult to assess.

• Adherence within the European Union regulatory environ-
ment can be achieved by Member States considering the
Code’s wider principles.

• Data reporting on health worker mobility should be strength-
ened to support evidence-based health workforce policies.
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