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ABSTRACT
Physician Emigration and Globalization: A Market Logic and Political Economy 
Perspective
This paper discusses the integration of the health-care sector into the globalized 
economy through the liberalization of trade in medical services. Governments and 
companies are increasingly hiring physicians from global labor markets, leading to 
the widespread mobility of physicians from many low- and middle-income countries 
to high-income countries. This mass movement of physicians, prompted by the 
global political economy, has hindered low- and middle-income countries’ ability to 
attract and retain domestically trained medical professionals, raising concerns about 
the effects of this emigration on public health in countries of origin.
KEYWORDS: labor markets, health care, globalization, physician emigration, 
political economy

IZVLEČEK
Izseljevanje zdravnikov in globalizacija: perspektiva tržne logike in politične 
ekonomije
Avtorja v prispevku obravnavata integracijo zdravstvenega sektorja v globalizirano 
gospodarstvo z liberalizacijo trgovine z zdravstvenimi storitvami. Vlade in podjetja 
na svetovnih trgih dela vse bolj povprašujejo po zdravnikih, kar povzroča vse 
pogostejše selitve zdravnikov iz številnih držav z nizkimi in srednjimi dohodki v 
države z visokimi dohodki. To množično odhajanje zdravnikov kot posledica svetovne 
politične ekonomije državam v razvoju preprečuje, da bi privabile in zadržale svoje 
zdravniške kadre, kar vzbuja skrbi glede učinkov te emigracije na javno zdravje v 
državah izvora.
KLJUČNE BESEDE: trgi dela, zdravstveno varstvo, globalizacija, izseljevanje 
zdravnikov, politična ekonomija
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INTRODUCTION

Conventional discourse on the migration of physicians is a recurring theme within 
the broader context of international migration, encompassing the movement of 
physicians from low- and middle-income countries (LMICs) to high-income coun-
tries (HICs). LMICs are those countries with a GNI per capita, calculated using the 
World Bank Atlas method, of $1,135 or less in 2024; lower middle-income economies 
are those with a GNI per capita between $1,136 and $4,495; high-income economies 
are those with a GNI per capita of more than $13,935 (World Bank, 2025).

Since physician emigration is a known contributor to poor health systems in 
low-income countries, it poses a significant danger to achieving the health-related 
Millennium Development Goals (IOM, 2005). Physician emigration has been iden-
tified as a social phenomenon, with its occurrence being linked to the historical, 
political, and economic context in which it transpires. In this regard, globalization 
poses a significant challenge to health policies in the twenty-first century. This trend 
is due to transnational epidemiological effects and migratory impacts on health, as 
well as the emergence of unhealthy lifestyles (Cabello et al., 2017; Frenk et al., 2011; 
Pang & Guindon, 2004). These have led to the development of numerous chronic 
and deadly diseases, which have become important aspects of globalization. The 
primary challenge in this regard concerns the globalization of the health sector 
itself, characterized by direct trade in health goods and services, the movement 
of individuals (patients and professionals), and the emergence of a distinct market 
within the health field (Smith et al., 2009).

Globalization has facilitated the dissemination of physicians from the develop-
ing to the developed world, and even between developed countries, in pursuit of 
what is often termed “greener pastures” and a satisfactory standard of living (Opoku 
& Apenteng, 2014; Packer et al., 2007b). The repercussions of the health services 
trade on the liberalization of general trade, international law, and international 
institutions raise several questions about the outcomes of the continued physician 
employment, which reflects a state of competition for this human resource (Benfifi, 
2025; Byrne et al., 2021). This challenge represents one of the most significant 
dangers posed by the globalization of the health market.

In the same context, many health systems have become vulnerable due to the 
emigration of their health staff, who are a critical human resource for the health 
sector (Clark et al., 2006). Despite the rising number of medical graduates, many 
HICs are struggling to meet their health staff requirements. In an effort to address 
this imbalance, HICs have been compelled to recruit medical professionals from 
LMICs (Eaton et al., 2023). The services that physicians provide have become prod-
ucts bought and sold in global markets by countries and governments, as well as by 
private and multinational companies. This has led to the emergence of international 
organizations such as the World Health Organization (WHO), which seeks to ensure 
the fundamental right of access to essential health care (WHO, 2010).
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This study contends that comprehending physician emigration is intrinsically 
linked to the functioning of health-care markets and the political economy. More-
over, it underscores that globalization, through its causes and impacts on countries 
and international collaboration, has emerged as the quintessential feature of inter-
national relations, especially between HICs and LMICs.

The present study addresses the following questions: What effects have the 
global health market and political economy had on the migratory patterns of physi-
cians from LMICs to HICs, and what are the implications for the countries of origin? 
How has globalization made patterns of physician mobility more complex?

METHOD

The study draws on statistics from the OECD, the WHO, and the World Bank, which 
provide up-to-date data about the health labor market. These data sources were 
chosen due to their reliability and consistency. We reviewed the published literature 
in the Scopus, Web of Science, PubMed, and JSTOR databases using the following 
keywords: “Health labor market,” “physician emigration,” “globalization,” and “political 
economy of health”.

The inclusion criteria are studies that focus on physician emigration and have 
a direct link with LMICs and HICs, and studies that highlight the nexus between 
globalization, political economy of health, and demand and supply, and physician 
emigration. The exclusion criteria were studies and technical reports about medical 
training and technical studies unrelated to health policies.

CONCEPTUAL AND THEORETICAL FRAMEWORK

The concept of globalization

The concept of globalization emerged in sociological literature in the late 1980s 
(Dollar, 2005). It refers to “the compression of the world and the intensification of 
consciousness of the world as a whole” (Robertson, 1992, p. 8). According to Giddens 
(1990), globalization is “the intensification of social relations across the globe that 
connect distant regions so that local events are shaped by events occurring many 
miles away and vice versa” (p. 64), thereby changing all aspects of our daily lives. 
Tomlinson (1999) defines globalization as a “complex communication” process 
because it “refers to the rapidly evolving and intense web of interconnectedness and 
interdependence that characterizes modern social life” (p. 2).

Therefore, globalization refers to three fundamental elements: First, internation-
alization, which characterizes the increase in cross-border economic transactions, 
affecting trade flows, capital mobility, and human movement. Second: technological 
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power, Globalization would not have gained such momentum without the ease of 
movement between countries, thanks to rapid technological advancements and 
new communication technologies. Third: liberalism, which is based on free markets 
and the integration of weaker countries into the global economic system.

These three elements work together to greatly facilitate the movement of physi-
cians from LMICs to HICs. Bilateral and multilateral agreements between countries 
on interdependence, which have grown significantly in recent decades, have facili-
tated this mobility. The availability of transportation, information, shorter distances, 
and the internet have also been crucial factors in the ease with which physicians 
emigrate from developing to developed countries. Furthermore, the liberalization 
of the international economy has facilitated the development of new patterns of 
economic activity that extend beyond the movement of goods to include the move-
ment of services provided by migrating physicians.

Physician migration: market-based perspective

The notion of the international labor market signifies a substantial shift in the dimen-
sions and confines of labor markets, transcending geographical boundaries and 
the traditional nation-state framework. Mooney & Evans (2007) have argued, “The 
global labor market is predicated on the assumption and promotion of the mobility 
of workers on a global scale” (p. 109). The labor market is a multifaceted system of 
social and economic interactions that is ever evolving. Therefore, it is essential to 
analyze and regulate this system to account for the specificities of the context in 
which it operates and to ascertain the future of work (Ključnikov et al., 2023). The 
term “market” is generally understood to denote a scenario in which buyers (i.e., 
consumers) and sellers (i.e., producers) engage in direct or indirect interactions 
to facilitate the exchange of goods and services. In such a scenario, the forces of 
supply and demand interact to determine the prices of the goods and services being 
exchanged (Mwachofi & Al-Assaf, 2011).

The labor market is defined as “the aggregate supply and demand for labor” 
(Kotlia, 1998, p. 53). The concept under discussion encompasses two fundamental 
dimensions: supply and demand. The supply and demand model elucidates the 
determination of the price of a good or service (over a given period) in a perfectly 
competitive market. The market comprises a group of buyers and sellers interested 
in trading identical units of a particular good (Sepulveda, 2020) at a price that 
determines its value, which can increase or decrease. In this paper, the commod-
ity is physicians and the services they provide in the destination country, namely 
health care, and the price is the fee, bonus, and allowance the physicians receive 
for their services.

The labor market in the health sector is a dynamic system comprising two 
distinct yet closely interconnected economic forces: the supply of health-care work-
ers and the demand for them, whose employment is shaped by state institutions and 

https://www.taylorfrancis.com/search?contributorName=Annabelle%20Mooney&contributorRole=editor&redirectFromPDP=true&context=ubx
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regulatory frameworks (McPake et al., 2013). Governments and the private sector 
determine the demand for health-care workers in a given country, while interna-
tional actors—such as donors and multinational corporations—decide how much 
they are willing to pay for their employment. The “willingness to pay” depends on 
the level of health-care funding, just as the “desire to employ” health-care workers 
depends on the financial resources available to do so. Willingness to pay distin-
guishes demand from “need.” There is often a mismatch between the financial 
resources available—and thus the willingness to pay—to employ health-care work-
ers and the number of workers needed to meet the population’s health-care needs 
(McPake et al., 2013).

Wage levels, as well as other economic, social, technological, legal, demo-
graphic, and political factors, influence the supply of health-care workers. Two 
critical considerations regarding wages arise in health labor markets: market fail-
ures and wage-setting processes in the public sector imply that wages cannot be 
assumed to reflect productivity measures or to be value-based on demand or need 
for health-care professionals. Furthermore, wage rigidity tends to be greater in the 
public sector than in the private sector (McPake et al., 2013). It is suggested that 
these two considerations may be responsible for a series of phenomena within the 
health labor market, including the international migration of physicians and the 
shortage of health workers.

As with any other labor market, the health labor market consists of buyers and 
sellers of health workers. The behavioral characteristics of these buyers and sellers 
shape their responses to changes in economic incentives and the institutional envi-
ronment, thus determining the demand and supply of labor (Araujo & Dussault, 
2017). The key variables of interest are demand and supply rates and wages (prices), 
which regulate both supply and demand. Demand is defined as the number of 
hours that health workers (government, private sector, and international actors, 
including donors and multinational corporations) are willing to hire and that physi-
cians are willing to work. The demand for health workers is derived from the demand 
for health services; ultimately, the funding available for health care determines the 
demand for health workers. Supply is defined not only as the total number of hours 
that health workers are willing to provide (Araujo & Dussault, 2017) but also the 
competence and experience of physicians in medical care.

In a well-functioning market, the interaction between the forces of demand and 
supply—for example, between buyers and sellers of labor—determines labor market 
outcomes, such as employment rates and the geographical and sectoral distribution 
of labor. The fundamental premise of this theory is that the wage rate aligns with 
the interests of both buyers and sellers, thereby facilitating the attainment of equi-
librium in the labor market. Due to significantly lower physician salaries in many 
countries than in the United States, even compensation considered moderate by 
US standards in rural or underserved regions may appear appealing to International 
Medical Graduates (IMGs) (Braga et al., 2024).
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In essence, this theoretical framework posits that the market reaches a state of 
“market clearing,” signifying that the quantity of labor supplied corresponds with 
the quantity of labor demanded at a specific wage rate. An increase in demand for 
health services raises the willingness to pay for health workers. It also increases 
labor market demand, which in turn affects future labor allocation, as more people 
become health professionals. If the market fails to clear, there is a shortage or surplus 
(unemployment) of labor (McPake et al., 2015).

Health labor markets are characterized by persistent imbalances. As a result, 
virtually every health-care system worldwide is struggling to produce and retain the 
medical human resources it needs with the appropriate numbers and skills. The main 
reason is that wage rates fail to reflect consumers’ valuation of health-care profes-
sionals. Consequently, health worker hiring decisions are rarely linked to changes 
in the need for health care. For example, in low-income countries, the majority of 
households live in poverty and insurance coverage is limited, resulting in a significant 
gap between the need for qualified health workers and the labor market’s ability to 
generate sufficient demand for these workers (Araujo & Maeda, 2013).

While the above perspective provides a relative explanation of physician emigra-
tion, it still has limitations. Health systems are not regulated by a purely competitive 
market or the laws of supply and demand. Instead, they are progressively co-cre-
ated by various players and influenced by local, national, and global causes (Bloom 
& Standing, 2008), such as health-care professionals, finance, unions, the nature of 
health systems, public policies, the wage system, employment, insurance compa-
nies, service chains, and others. Furthermore, the recruitment of physicians, as 
stipulated by the code of practice, is subject to ethical standards (WHO, 2010). 
Besides, there is a nexus between the state, the market, and the international 
actors. Consequently, the health sector transcends mere economic reasoning. It 
also entails the establishment of legal regulations and the governance of national 
and local policies (Koivusalo, 2014). Consequently, physicians cannot be seen only 
as commodities for exchange, nor can their services be simplified to the tenets of 
supply and demand. When recipient nations recruit physicians and encourage their 
relocation, they deprive the originating country of a fundamental component of its 
health-care system—a cornerstone of its society.

Physician migration: A political economy perspective

The concept of “the political economy of health” is associated with Marxism. It 
includes a wide range of concepts that have shaped the Marxist legacy, such as 
class, class struggle, exploitation, profit, relations of production, working conditions, 
global imperialism, and underdevelopment. Political economy is about the relation-
ships among the state, economy, and civil society (Raphael & Bryant, 2006). In this 
context, Salvador Allende analyzed how high-income countries built and enforced 
exploitative international economic relationships with impoverished countries, 
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initially through colonialism and, subsequently, through various forms of corporate, 
political, and economic neocolonialism (Waitzkin, 2007). Raphael (2015) examined 
political economics through the lens of political and economic frameworks that 
distribute resources based on the varying levels of power held by individuals and 
groups within society. This assumption of inequality in the distribution of power, 
income, and health applies even between countries; as Krieger (2001) argued: “At 
issue are priorities of capital accumulation and their enforcement by the state, so 
that the few can stay rich (or become richer) while the many are poor, whether refer-
ring to countries or to classes within a specified country”.

This foundation provides a perspective for understanding the inequalities in the 
distribution of health workers across countries. Internationally, uneven productivity 
growth has led to significant income disparities, a key factor contributing to more 
serious health concerns regarding the international distribution of health workers, 
particularly physicians (Dacuycuy, 2008). Researchers have highlighted how inter-
national organizations impose neoliberal policies on developing countries through 
normative and coercive means (Chorev, 2013). Countries in the global South were 
promised much-needed assistance in paying off their debts if they signed agree-
ments with the World Bank and the International Monetary Fund. However, these 
lending arrangements were contingent on changes to market-liberalizing policies. 
Moreover, under the neoliberal system, structural adjustment policies imposed on 
LMICs have widened the wage gap between LMICs and HICs. Governments have 
advocated privatization, commodification, deregulation, and austerity measures, 
with serious repercussions for access to, equity in, and the quality of care. The reliance 
of LMICs on neoliberalism has led to the emergence of inequality and an unequal 
distribution of wealth between countries and to a shift from traditional colonialism 
to neocolonialism, in which countries of the North exploit countries of the South 
through political, economic, and legal means. While LMICs have little negotiating 
power, HICs set the guidelines for hiring practices, immigration requirements, and 
credential recognition.

These policies in LMICs have weakened their ability to retain physicians. Due 
to low income, limited employment opportunities, and poor working conditions, 
coupled with the recruitment programs pursued by HICs, physicians emigrate in 
search of better employment opportunities and working conditions. These are called 
pull factors in the migration literature. These elements provide a somewhat symmet-
rical image of the comparable salaries, career opportunities, working conditions, and 
environments found in the source and destination countries. Destination countries 
will be appealing where a substantial gap (or perceived gap) exists. However, factors 
such as concerns about one’s own safety in conflict areas and unstable economies 
can also be significant factors in certain countries at certain times. Supplementary 
pull incentives, such as the prospect of travel or participation in relief initiatives, 
could be highly effective (Buchan & Perfilieva, 2006).
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Historically, physicians have frequently emigrated to countries with which they 
share historical connections. For instance, Algerian physicians favor emigrating to 
France (Benfifi & Outaleb, 2024), whereas Indian, Pakistani, and Nigerian physicians 
favor emigrating to the UK (Daniel et al., 2023; Saleem et al., 2021; Trewby, 2017). 
This trend signifies the perpetuation of colonial connections. Physicians emigrate to 
these countries mostly because of linguistic proximity, as they are proficient in the 
colonizers’ language owing to their medical education conducted in that language; 
this factor significantly influences their choice of destination countries.

GLOBAL TRENDS AND IMPACTS OF PHYSICIAN MIGRATION

Recently, the movement of physicians between countries has been greatly facili-
tated by the ever-increasing demand for HICs and the global environment, driven 
by the liberalization of trade in health services and the globalization of the health 
market. Besides, HICs’ reliance on foreign labor was a result of the high costs of 
physician training under neoliberal policies. This trend has led many to hypothesize 
that Mode (4) of the General Agreement on Trade in Services (GATS) (which deals 
with the movement of natural persons) could lead to massive imbalances in human 
resources for health (Nielson & Taglioni, 2003). It has been argued that the archi-
tects of the GATS made highly dangerous assumptions, although these findings may 
not be reflected in the agreement itself. These assumptions pertain to the gradual 
distancing of governments from the provision, management, or intervention of 
services, even for fundamental needs such as water, health, and education (Kinut-
hia, 2002).

The international migration of health workers has long been a matter of concern 
for state health policy. However, with the privatization and commodification of 
health services, health worker migration is increasingly regulated through universal 
service mechanisms (Collyer & White, 2011), which can be viewed as commodities 
shaped and exported by state and private capitalist interests. Clark et al. (2006) point 
out two ways in which physician emigration occurs:

The first: through permanent recruitment by employers or agencies. HICs 
increasingly use this approach to recruit staff into their health-care systems. The 
second is more passive. One example is the National Health Service’s use of rela-
tively new communication technologies to provide potential migrants with the 
information they need to decide both to migrate and to actually embark on it. These 
technologies include websites and email, which have increased awareness among 
health-care workers of opportunities available in developed countries. Such strat-
egies are considered negative because they recruit health-care professionals into 
national health service systems without direct personal contact. This scenario is 
exactly where globalization’s role in enabling physician mobility becomes evident.
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During the COVID-19 pandemic, hiring rates increased significantly due to the 
urgent need to address physician and other health-care professional shortages. 
Undoubtedly, the pandemic exacerbated existing inequalities and generated new 
injustices (Pardo, 2020), profoundly affecting the evolving health-care landscape 
(Dew, 2012). Since the onset of the pandemic, countries within the Organization for 
Economic Co-operation and Development (OECD) have expanded the recruitment 
of foreign health-care workers from low- and middle-income countries. In 2020, the 
OECD warned that:

“While international recruitment of foreign health-care workers is a quick fix to 
address workforce shortages in some countries during the COVID-19 crisis, it cannot 
be regarded as an effective or equitable solution. First, it does not address the 
structural imbalances between supply and demand for health-care professionals. 
Moreover, due to the global nature of the pandemic, it deprives sending countries—
often characterized by weak health systems—of health-care workers at a time when 
they face a major health crisis” (OECD, 2020, p. 8)

HICs employ large numbers of physicians despite significant imbalances in the 
availability of this human resource and disease burden. Data on the number of physi-
cians per capita indicate that among HICs, Norway has the highest physician density, 
with 44 physicians per 10,000 population in 2015. Japan employed 24 physicians per 
10,000, while the United States employed 26 physicians per 10,000 in the same year 
(OECD, 2017). Across all OECD countries, the average was 34 physicians per 10,000 
population (OECD, 2017). According to Table 1, the primary health sector attracts 
migrants in the United Kingdom, Australia, Norway, and the United States, as indi-
cated by statistics for 2022 and 2023 published by the Organization for Economic 
Co-operation and Development (OECD, 2024b). International migration indicators 
have reached record highs in OECD countries since the COVID-19 pandemic, exceed-
ing 6.5 million new migrants in 2023 and reaching well over 150 million people born 
outside OECD countries and settled there (OECD, 2024b).
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OECD
Foreign-

born 
population

Labor 
migration 
rates (%)

Health 
sector 

(%)

Net 
migration 
rates (%)

Natural 
growth 

rates 
(%)

Population 
growth 

rates (%)

United 
Kingdom

15.4%

39% 16.50% 7.2% 0.2% 7.4%
10.4 million

Australia

31%

24% 14.80% 20.8% 3.9% 24.7%
8.2 million

Norway
17.5%

13% 13.70% 9.6% 1.5% 11.1%
1 million

United States

14.5%

14% 12.30% 3.4% 1.5% 4.9%
49.1 million

Table 1: The distribution of OECD countries receiving migrants by health sector (greater 
than 10%) between 2022 and 2023 (source: OECD, 2024b).

Emigration plays an active role in fueling the health market, especially in HICs such 
as the United Kingdom, Australia, Norway, and the United States. It also contributes 
to the labor market as a whole, with migrant workers accounting for between 10% 
and more than 30% of the workforce. In addition, migration has become a pillar of 
population growth, if not its source, especially in countries that still record natural 
growth rates of no more than 1.5%, except for Australia, which records a natural 
growth rate of over 3.5% and a net migration rate of over 20%. There are currently 
78,823 physicians registered in the UK Medical Register who were trained in 57 of 
the world’s poorest countries. Table 2 illustrates this (Eaton et al., 2023):

2017 May 2021 December 2021

50,000 (25%) 97,662 112,024

Table 2: Number of physicians employed in the UK who were trained in low- and middle-in-
come countries (source: Eaton et al., 2023).



229

6 4  •  2 0 2 6 Physician Emigration and Globalization: A Market Logic and Political Economy Perspective

In a complex global health system, the asymmetry of power relations between source 
and destination countries is readily apparent. Ineffective health-care environments 
that lack the fundamental requirements for keeping physicians and guaranteeing 
their professional recognition are the result of structural institutional issues, such as 
poor governance, inadequate funding, and dwindling regulatory capacity. Addition-
ally, underinvestment in medical resources due to state weakness under neoliberal 
austerity and restructuring programs has made high-income countries the preferred 
destination for physicians from vulnerable and low-income countries.

In 2022, more than 2.4 million work permits were issued, and in 2023, approx-
imately 2.1 million study permits were issued for students (OECD, 2024b). These 
statistics demonstrate the vitality and activity of labor markets in OECD countries, 
most of which are classified as developed. Some countries suffer from low, even 
negative, natural growth rates, aging populations, population retirements, and a 
general shortage of skilled labor, particularly in the health-care sector.

The demand for skilled and specialized labor, particularly in the health-care 
sector, has become a fundamental requirement for these countries. Although they 
impose restrictions on immigration, their need for health-care professionals forces 
them to consider the market logic of supply and demand, balancing their constraints 
and needs. This is due to their low natural growth rates, which directly affect their 
future labor supply and the care they provide to their elderly, both now and in the 
future. This keeps them competitive in attracting skilled labor and migrant students 
(OECD, 2024b). The health sector continues to attract migrants in OECD countries, 
although in many cases it ranks behind other sectors, such as trade, industry, energy, 
education, administration, and accommodation and food services (OECD, 2024b).

There is both internal competition among sectors and national interests within 
each country, as well as external competition between countries to attract health-
care professionals to their sectors. In Denmark, the health-care sector accounts for 
over 20% of immigrants, ranking second only to the trade sector. Denmark exhibited 
a negative natural growth rate of –0.2%, indicative of a substantial decline in fertility 
rates and births, and an increase in mortality due to aging.

Finland reported a similar situation with a natural growth rate of –3.2% in 2023. 
However, the country’s population increase was supported by a net migration rate 
of more than 10%. Concurrently, labor migration constitutes 32% in Finland, with 
the health-care sector ranking third in attracting migrants—after the industrial and 
administrative sectors—at 11%. Sweden shows a low positive natural growth rate 
of 0.5% and a net migration rate not exceeding 2.5%. Labor migration accounts for 
20%, with migration to the health-care sector exceeding 12.5%. Additionally, 20% of 
Sweden’s population is foreign-born. Ireland is the most attractive labor migration 
market among these countries, with over 50% recorded in 2023. The health-care 
sector ranked fourth, attracting 10% of migrants.

The main reason for these rates may be that these countries prioritize other 
sectors, such as industry and administration, or limit funding for recruiting medical 
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professionals, making them less competitive than other countries. Alternatively, 
they might be self-sufficient, with imports of professionals adequately meeting 
health-care sector needs. The latter assumption is unlikely given the very low or 
negative natural growth rates in these countries, which suggest a future workforce 
shortage and significant demographic changes. This situation will open competitive 
labor markets despite immigration restrictions and prompt these countries to reor-
der their priorities regarding the demand for migrating medical professionals.

Table 3 demonstrates that the health sector is not a strong competitor with other 
sectors in the labor market in these countries, as it does not hold a leading position, 
and its worker recruitment rates fluctuate between 7% and 9%.

OECD
Foreign-

born 
population

Labor 
migration 

rates

Health 
sector 

(%)

Net 
migration 
rates (%)

Natural 
growth 

rates 
(%)

Population 
growth 

rates (%)

Netherlands

15.8%

16% 9.10% 7.6% -0.3% 7.3%
2.8 million

France

13.8%

20% 8.30% 2.7% 0.7% 3.4%
8.9 million

Belgium

19%

6% 8% 7.6% 00% 7.6%
2.2 million

Slovakia

3.9%

78% 7.70% 0.3% -1% -0.8%
0.2 million

Germany

18.2%

14% 7% 8% -4% 4%
15.2 million

Switzerland

31.2%

2% 7% 15.4% 0.9% 16.3%
2.7 million

Table 3: Distribution of OECD countries receiving migrants by health sector (from 6% to 
less than 10%) between 2022 and 2023 (source: compiled by the authors based on OECD, 
2024b).
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France alone recruited 30,961 physicians who obtained their medical degrees 
abroad, according to the National Medical Council’s 2024 statistics, with most 
coming from non-European Union countries. The three Maghreb countries—Algeria 
(36.7%), Tunisia (13%), and Morocco (7%)—supplied France with medical profession-
als, accounting for 56.7% of the total number of emigrant physicians (Zehnati, 2024).

An overview of the evolution of the percentage of physicians who obtained 
their degrees outside the receiving countries (see Table 4) reveals that demand for 
physicians has doubled in all OECD countries except Finland, where demand has 
halved over the past twenty years.

As for the remaining European countries mentioned in the table, demand for 
medical expertise has tripled, with physicians who obtained their degrees outside 
the receiving countries accounting for more than a third of the total number of 
physicians in 2020, according to OECD statistics.

OECD receiving countries 2000 2010 2015 2020

Germany 4% 7% 10% 14%

Australia / / 36% 35%

Belgium 4% 8% 11% 13%

Canada 21% 23% 25% 26%

Denmark 4% 9% 9% 10%

United States / 25% 25% /

Finland 34% 23% 19% 16%

France 4% 8% 11% 12%

Ireland / / 39% 40%

Norway / 36% 39% 43%

New Zealand 38% 44% 42% 42%

United Kingdom / 33% 34% 36%

Sweden 14% 24% 34% 33%

Switzerland / 24% 32% 37%

Table 4: The evolution of the proportion of physicians who obtained their degrees outside 
the receiving countries (2000–2020) in receiving OECD Countries (source: compiled by the 
authors based on OECD, 2024a).
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The United Kingdom, the United States, Canada, New Zealand, Norway, and Austra-
lia have maintained similar proportions of medical professionals with qualifications 
from other countries. This may be due to their reliance on carefully selected immi-
gration, which controls the health labor market, and their strategies for regulating 
their health sector (demanding medical professionals according to their needs).

Overall, Asian countries (India, China, and Pakistan) are the largest suppliers 
of migrant physicians and nurses worldwide, but there is also increasing move-
ment between OECD countries, mainly due to growing flows within the European 
Economic Area, particularly from Eastern Europe (OECD, 2024b). However, small 
island countries continue to show the highest migration rates (OECD, 2015).

However, if we compare the aforementioned HICs with LMICs in terms of burden 
of diseases and the availability of health workers, it is estimated that Africa accounts 
for 13.76% of the global population, yet bears 25% of the global disease burden, 
while its health-care workforce represents only 1.3% (Packer et al., 2007a), and its 
share of global health expenditures is less than 1%, leaving more than half of its 
population without access to essential health services (Chattu et al., 2021). This para-
dox threatens the health security of these countries. Despite a considerable period 
of continuing medical education programs, the physician-to-population ratio has 
been declining since the 1980s. While there was once one physician per 10,000 
inhabitants in sub-Saharan Africa, by 2004 this ratio had fallen to 0.2 physicians per 
10,000, compared to 24 physicians per 10,000 in the United States and 28 per 10,000 
in the UK (Saluja et al., 2020).

This is closely related to the political economy of health theory, which holds 
that how countries produce and distribute resources significantly impacts popu-
lation health. An unequal distribution of power among countries and a decline in 
public health are demonstrated by the training of physicians and the distribution of 
material and financial resources, which are then exploited by countries that did not 
invest in their training. As a result, social and economic inequalities and privileges 
are maintained.

The swift escalation of LMICs’ sovereign indebtedness has diverted resources 
from public health investment. For example, in the first year of the COVID-19 
pandemic, out-of-pocket spending in LMICs dropped by about 2%, and it is unlikely 
to tick up further given the ongoing cost-of-living crisis (Stubbs et al., 2023). This 
will disproportionately impact the impoverished and most susceptible people, 
likely exacerbating health disparities within countries. The dismantling of inequi-
ties in global health must involve bridging the significant capacity gap between 
professionals in HICs and LMICs, which resulted from their emigration (Olufadewa 
et al., 2021).

Previous studies assessing the cost of physician emigration to LMICs relative 
to the cost of physician education found that educating a physician costs between 
$29,898 and $65,997 (Kirigia et al., 2006; Mills et al., 2011). While Mills et al. (2011) 
estimated the total “lost investment” in sub-Saharan Africa at approximately $2.17 
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billion. Table 5 illustrates the annual cost of physician emigration by WHO region and 
World Bank income group.

Cost per physician 
per year  

(thousand US$)

% of gross national 
income

Total annual cost  
(million US$)

WHO regions

293 (71 to 740)
0.370% (0.091% to 

0.888%)
6,425 (1,572 to 15,414Africa

30 (6 to 78)
0.020% (0.004% to 

0.050%)
1,079 (216 to 2,631Americas

76 (13 to 194)
0.205% (0.036% to 

0.503%)
3,468 (610 to 8,490)

Eastern 
Mediterranean

10 (2 to 26)
0.013% (0.002% to 

0.031%)
434 (75 to 1,070)Europe

49 (10 to 121)
0.102% (0.021% to 

0.243%)
3,804 (780 to 9,042)Southeast Asia

34 (7 to 86)
0.005% (0.001% to 

0.014%)
645 (132 to 1,598)Western Pacific

WB income groups

208 (51 to 530)
0.258% (0.064% to 

0.609%)
936 (233 to 2,213)Low income

82 (18 to 205)
0.181% (0.040% to 

0.434%)
10,582  

(2,352 to 25,350)
Lower middle 

income

41 (7 to 105)
0.020% (0.004% to 

0.050%)
4,337 (798 to 10,682)

Upper middle 
income

66 (14 to 166)
0.057% (0.012% to 

0.138%)
15,855  

(3,384 to 38,245)
Total

Table 5: Characteristics of low and middle-income countries, by WHO region and World Bank 
income group (source: Saluja et al., 2020).

These statistics reflect the cost of medical brain drain to LMICs for each year that the 
existing emigrant workforce remains abroad. This includes the fact that brain drain 
is not a one-time capital loss but continues to impact LMICs each year, as their physi-
cians are out of the country. The emigration of physicians transfers tax revenue from 
the source country to the destination country; it results in the loss of the contribu-
tion of employed physicians’ earnings to future income and economic growth; and it 
creates a cooperative disadvantage—in other words, the loss of the positive effects 
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that a large number of professionals can have on raising the average productivity of 
their colleagues who choose not to emigrate (Robinson, 2007).

Saluja et al.’s study indicates that LMICs incur an annual loss of around US$16 
billion due to excess mortality costs associated with physician emigration to HICs 
(Saluja et al., 2020). The predominant portion of this expense, according to the 
model employed in the study, is attributed to under-five mortality associated with 
reduced physician density. The financial impact of excess deaths attributed to 
brain drain, expressed as a percentage of total national GDP, is most pronounced 
in low-income countries in the African region. Nonetheless, when evaluating the 
overall cost, it is highest in LMICs, particularly in the Southeast Asian and Eastern 
Mediterranean regions.

The shortage of physicians in sub-Saharan Africa is a widespread problem, linked 
to maternal mortality rates 30 to 50 times higher than in wealthy countries. Life 
expectancy at birth in sub-Saharan Africa is 54 years, roughly 26 years lower than 
in HICs today (WHO, 2011), and only three years higher than in the United States 
a century ago (Arias, 2010). Physician emigration constitutes a tremendous shift of 
wealth from impoverished LMICs to prosperous HICs. Indeed, the financial gains for 
HICs and the financial losses for LMICs resulting from this brain drain are enormous 
(Mackintosh et al., 2006; Physicians for Human Rights, 2004).

The shortage of physicians in LMICs has led to the closure of some health facili-
ties, preventing many patients from receiving necessary care (Padarath et al., 2004). 
This dire situation has also made it difficult to find replacements for physicians who 
have emigrated. For example, in Mali, the government built 533 health centers; 
however, by January 2001, only 43% of these remained open. The same is true in 
Zambia, where access to health care has become extremely limited. For instance, of 
the more than 600 physicians trained in the country since independence, only 50 
remain. Furthermore, in Malawi, inexperienced workers have been sent to work as 
midwives (USAID, 2003). The Volta Regional Hospital, a new hospital in Ghana, was 
forced to rely mostly on retired physicians and surgeons, who might not have the 
most recent medical knowledge (Physicians for Human Rights, 2004). The shortage of 
physicians may lead to incorrect diagnoses and inappropriate treatment as patients 
may have to wait a long time before beginning treatment (Awases et al., 2004).

The relationships between the “axis” countries (HICs) and the “periphery” 
(LMICs), along with the uneven interaction between them, contribute to the differ-
ential and inequitable development of the world. A recent study found that while 
some attempts were made to integrate LMICs into global trade and economy, inter-
national organizations could not translate their policy rhetoric into reality (Regmi, 
2025). The unified strategy used by multilateral organizations has adversely affected 
least developed countries due to disparities in production, trade, and economic 
conditions across countries. Global neoliberal policies have resulted in consider-
able inequality in the allocation of health-care professionals and have enabled the 
replacement of democratically elected governments with a governance model in 
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which market forces, including multinational corporations, financial institutions, 
and private foundations, significantly diminish state authority in essential policy 
decisions (Piketty, 2020). For instance, a recent study found that hospitals transi-
tioning from public to private ownership generally achieve higher profits than their 
public counterparts that remain public, mostly through selective patient admission 
and workforce reductions. It is also found that overall increases in privatization often 
correlate with deteriorating patient health outcomes (Goodair & Reeves, 2024). 
Another piece of evidence is that the proportion of physicians engaged in private 
health-care delivery, the percentage of health-care expenditures funded publicly, 
and the per capita private health-care financing were all inversely correlated with 
the degree of physician expatriation (Loh et al., 2013).

Kurowski et al. (2004) assessed the availability of health workers relative to the 
needs of the health system in Tanzania and Chad, both LMICs. The study results 
showed that, first, there is a conspicuous absence of health workers in these coun-
tries, with the number of personnel available falling significantly short of the 
numbers required to deliver essential health services. The researchers estimate that 
sub-Saharan Africa as a whole faces a shortage of 720,000 physicians and 670,000 
nurses. Second, the competencies necessary to provide essential services are either 
insufficient or set at unreachable levels of excellence. This situation has posed consid-
erable implementation challenges. Third, the production rates of health workers are 
found to be inadequate compared with the losses sustained by the health system 
due to mortality, attrition, and increased migration.

While the significance of human resources in health policy has always been 
recognized, the prevailing driving forces and focal points of discussion have shifted 
significantly in the past decade. More recently, the issues of brain drain and the 
impact of globalization on health systems have assumed prominence on the agenda 
(Frenk & Gómez-Dantés, 2002). The process of globalization has had a significant 
impact on the capacity of national health-care systems to deliver essential services 
to their populations. The most significant impact is being felt in the least devel-
oped countries, where there has been a considerable increase in migration driven 
by the globalization of the labor market, alongside push and pull factors and other 
structural factors. The underfunding and dysfunction of health-care systems in 
these countries have been identified as a key factor contributing to their inability 
to compete effectively in the global labor market. The emigration of medical profes-
sionals from LMICs has a detrimental effect on the already fragile state of health-care 
systems, thereby making it even more difficult to retain specialists in this field (Clark 
et al., 2006). We can compare this phenomenon to a snowball effect, where each 
successive migration leads to an increasing influx.

Globalization has had a direct impact on national health policy through 
increased interaction and interdependence between states. For example, the short-
age of health workers in low-income countries can be attributed to the active and 
passive employment of health workers by rich countries (Hagopian et al., 2005). 
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This, in turn, has led to inequality between LMICs and HICs. Inequality manifests 
through the social determinants of health, as the conditions in which people 
live and work are increasingly shaped by global business interests that affect the 
chances of living an adequate, healthy life (Labonte, 2007). HICs primarily respond 
to the shortage of health-care professionals by recruiting from LMICs. Health-care 
workers are increasingly being employed in temporary or permanent jobs abroad. 
Although some of this movement occurs between HICs, most occurs from LMICs 
to HICs (Clark et al., 2006).

In response to the consequences of physician emigration, many countries have 
sought to mitigate and regulate its negative effects through various international, 
regional, and national mechanisms. Among these tools are the Codes of Practice, 
which are non-binding. The extent of such statements is analogous to that of a 
Statement of Intent. In summary, the aforementioned codes do not impose penal-
ties on employers who violate their provisions, nor do they provide any incentive 
for compliance. These accords do not preclude the recruitment of health personnel 
from countries identified as experiencing a deficit of such professionals; rather, they 
pertain exclusively to the organization of recruitment initiatives (OECD, 2004).

Despite the significance of these codes in regulating physician mobility, the lack 
of penalties or ongoing enforcement mechanisms has allowed emigration to persist. 
This is particularly evident in the context of provisions offered by host countries 
(such as Mode 4), which have remained limited to ethical discussions rather than 
binding obligations, resulting in inadequate implementation by receiving countries.

Conversely, agreements such as the Bilateral Agreements (Memoranda of Under-
standing), the Agreement of Understanding between the UK and South Africa, and 
the Agreement of Understanding between Namibia and Kenya regarding Techni-
cal Cooperation in Health are treaties established between two countries to govern 
recruitment protocols. Nonetheless, it is significant that these agreements have not 
fundamentally changed migratory patterns, since movement continues to be influ-
enced by a combination of macro-structural forces and micro-level factors. Thus, 
they have failed to tackle the fundamental reasons of migration, instead of alleviat-
ing its consequences. Moreover, like the WHO’s codes of conduct, these agreements 
are non-binding and confine themselves to outlining overarching cooperation and 
ethical concepts. Consequently, they have not participated in reforming, regulating, 
or devising measures to safeguard nations of origin.

Although discussions continue regarding regulating migration through these 
agreements, and debates are growing about taxes on brain drain and ethical recruit-
ment, the absence of compensatory mechanisms undermines the possibility of 
reaching an effective solution that guarantees the rights of countries that have 
trained their physicians. Furthermore, weak data, a lack of coordination between 
countries of origin and destination, and the inability to track migration pathways 
have hindered the implementation of proposed policies. For example, the lack of 
evaluation in the Agreement of Understanding between Namibia and Kenya on 



237

6 4  •  2 0 2 6 Physician Emigration and Globalization: A Market Logic and Political Economy Perspective

Technical Cooperation in Health limited its scope and resulted in short-term assess-
ments. While the Southern African Development Community (SADC) was relatively 
successful, it did not address the structural causes of migration and therefore had 
little impact.

Regional Agreements have also been developed to remove barriers to the free 
movement of persons within the SADC (Southern African Development Community, 
2005). In contrast to the previously stated instruments, this general migration policy 
does not explicitly govern the mobility of health-care professionals; it aims, among 
other things, to examine the legislation and regulations governing their migra-
tion. However, it was not ratified by a sufficient number of countries (Vhumbunu 
et al., 2024).

Furthermore, it appears that HICs possess powerful negotiating tools and mech-
anisms that put developing countries at a disadvantage. This perpetuates inequality 
and ignores structural disparities when the same mechanisms and rules are applied 
to countries with deep development gaps.

CONCLUSION

In response to our questions, migration from LMICs has surged to unprecedented 
levels, driven primarily by labor-market demand and the need for physicians in HICs. 
The emigration of physicians has escalated due to international policies focused on 
free markets and voluntary exchange, which have exacerbated disparities between 
nations of origin and destination. Furthermore, nations of origin have suffered 
significant harm due to neoliberal policies, rendering them unable to sufficiently 
attend to their citizens or fulfill the requirements of their own medical professionals. 
The emergence of globalization has prompted the integration of the health sector 
into the global market economy, resulting in the exchange of labor and a significant 
influx of physicians into high-income countries, thereby driving massive physician 
emigration. Nevertheless, we must acknowledge that emigrants have agency in 
shaping their migration decisions, since emigration is not merely a reflection of 
superstructures or market forces. Therefore, the reasons for emigration differ at the 
micro level, including personal aspirations, family circumstances, and professional 
opportunities that vary from one individual to another.

This article seeks to integrate the viewpoints of “the health labor market” and 
“political economy” to provide a more expansive and thorough understanding of 
physician emigration within the framework of globalization. Physicians relocate due 
to a global paradigm that creates incentives for migration from their current location 
and generates demand in alternative regions, rather than merely seeking increased 
remuneration. Emigration of physicians is influenced by power dynamics between 
nations, disparities in health system financing, austerity and restructuring policies, 
state fragility in LMICs, and the increasing dependence of HICs on foreign talent.
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One of the central issues related to the globalization of the health sector is the 
emigration of physicians and its impacts on source countries, particularly LMICs. 
LMICs suffer from severe health-care shortages due to ongoing physician recruit-
ment by HICs. The globalization of the health sector, like other economic sectors 
governed by market forces, poses a threat to the health security of source countries 
and creates the prospect of increased physician emigration to developed countries. 
This trend is driven by declining and often negative natural population growth rates, 
which affect and will continue to affect the health-care labor supply and demo-
graphic imbalances characterized by an aging population with growing demands 
for specialized health care. Additionally, a balance has emerged between domestic 
competition, between the health sector and other sectors, and international compe-
tition to attract medical talent.

RESEARCH DATA ACCESSIBILITY STATEMENT

All data presented can be traced through the bibliography.
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POVZETEK

IZSELJEVANJE ZDRAVNIKOV IN GLOBALIZACIJA: PERSPEKTIVA 
TRŽNE LOGIKE IN POLITIČNE EKONOMIJE
Taqiyeddine Benfifi, Naima Outaleb

Globalizacija je znatno prispevala h kompleksnim spremembam v sodobnem svetu. 
Omogočanje potovanja med državami je danes trdno vgrajeno v okvir sodobnega 
mednarodnega sistema, posledica česar je bolj dinamičen in prilagodljiv trg dela kot 
kadar koli doslej. Zaradi globalizacije se je po vsem svetu povečalo povpraševanje 
po usposobljenih kadrih, zlasti na medicinskem področju. Na ta način se je vzposta-
vil globalni trg, na katerem se zdravniki v iskanju boljših življenjskih in poklicnih 
pogojev selijo iz svojih matičnih držav v države z visokim dohodkom.

Namen avtorjev prispevka je proučiti vpliv globalizacije, politične ekonomije in 
trga dela v zdravstvenem sektorju na mobilnost zdravnikov. Številne študije kažejo, 
da na migracijo zdravnikov iz držav z nizkimi in srednjimi dohodki v države z viso-
kimi dohodki vplivajo zlasti veliko povpraševanje po zdravstvenih storitvah, večje 
mobilnostne možnosti ter strategije zaposlovanja držav gostiteljic. Posledica teh 
dejavnikov je izčrpavanje zdravstvenih virov in zmogljivosti zdravstvenega sistema v 
državah izvora. Študije kažejo, da obstaja znatna povezava med gostoto zdravnikov 
in razumevanjem razlik v zdravstvenem stanju med posameznimi državami.

Številni strukturni, zgodovinski in kulturni dejavniki prispevajo h krepitvi migra-
cij, ki še dodatno povečujejo razlike v zdravju prebivalstva med državami izvora in 
ciljnimi državami. Na zdravstvene sisteme v državah z nizkimi in srednjimi dohodki 
so znatno vplivale neoliberalne politike, kot so varčevalni ukrepi, privatizacija, 
večja zadolženost in druge, ki dodatno vplivajo k povečani migraciji in poglabljajo 
razvojne neenakosti med državami.

Zaradi globalizacije trga dela v zdravstvu in povečanega povpraševanja po zdrav-
nikih vlade v ciljnih državah posvečajo manj pozornosti širitvi pravice do zdravja v 
državah izvora. Poleg tega je vse težje doseči dogovor o nadomestilu, ki bi ga morale 
dobiti države izvora za izgubo svojih zdravstvenih delavcev. Neustrezno naslavlja-
nje izseljevanja zdravnikov iz držav, ki se soočajo s pomanjkanjem tovrstnih kadrov, 
bo škodovalo zdravstvenim sistemom teh držav in še dodatno otežilo prizadevanja 
za pravičnost.

Številne mednarodne organizacije v prizadevanju za zaščito suverenih pravic 
držav izvora poskušajo urediti vprašanje migracij z dvostranskimi in regionalnimi 
sporazumi. Vendar pa so bile do zdaj tovrstne pobude zaradi različnih dejavnikov 
– prostovoljnega značaja pobud, nezadostnega usklajevanja med državami, pomanj-
kanja podatkov ter premajhnih prizadevanj ciljnih držav za izvajanje sporazumov – v 
veliki meri neuspešne.
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