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district, in order to build human resources in this
field. Patients and carers who participated in the
REMEDY project were trained to support peers
and to facilitate self-help groups. This experience
resulted in an observable improvement in patients’
overall quality of life. Although on a small scale,
it shows the potential Egypt has to enhance its
mental health services, to reach out to patients in
small villages, and to compensate for the shortage
of professionals.

In 2009, Egypt’s civil society set up the
Egyptian Society for the Protection of the Rights of
Mental Patients. Currently, through collaboration
between different Egyptian non-governmental
organisations that work in the fields of psycho-
social rehabilitation and mental disability under
the umbrella of mental health users’ rights and
dignity, a plan is proposed, and has been agreed
by involved specialists, experts, users and stake-
holders, to set up the first social enterprise in
Egypt operated by users, with the aim of promot-
ing social inclusion.

These collaborative efforts in upgrading
services and involving informal services, health
and psychosocial workers as well as users and
families have had a positive impact on reducing
the mental health gap, reducing the pressure
on mental health hospitals and on retaining

psychiatrists, while respecting their basic right to
mobility and ensuring exchange of expertise.
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The brain drain of medical professionals from
lower-income to higher-income countries
contributes to the current inequity that
characterises access to mental healthcare by
those in need across the world and hinders
efforts to scale up mental health services in
resource-constrained settings, especially in
Nigeria and other West African countries.

The migration of skilled workers is driven by a
combination of the globalisation of the labour
market and the ability of highly resourced
countries to attract and retain specialists

from poorer countries. If we are to ameliorate
the worldwide shortage of mental health
professionals, we need to find innovative ways
of attracting young doctors into psychiatric
training in all countries. We must also introduce
measures to improve health worker retention in
low- and middle-income countries.

Background

The challenge to global public health posed by the
migration (‘brain drain’) of health workers from
low- and middle-income countries (LMICs) to high-
income countries has been recognised for decades.
Despite measures taken by some countries to
stem the flow, and attempts to reach international
agreements, the migration of health workers has
accelerated significantly in recent years, fuelled
by a combination of global shortages in the health
workforce, population changes in higher-income
countries and the globalisation of the labour
market for healthcare professionals, allowing them
to seek better conditions of service away from their
home countries (World Health Organization,
2006; Aluttis et al, 2014). This has greatly exacer-
bated the global disparities in health workforce
distribution. For example, North America bears
10% of the global burden of disease, but possesses
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42% of the world’s health workforce. Africa, which
bears 25% of the global burden of disease, has only
3% of the world’s health workforce (World Health
Organization, 2006). Global disparities in the
distribution of the health workforce have a major
impact on mental healthcare delivery because
clinical demands require personal expertise and
training, rather than advanced technology or
equipment.

The magnitude of the problem

The number of healthcare professionals migrating
into the four major destination countries (the UK,
the USA, Canada and Australia) has increased over
the past decade (Siyam & Poz, 2014). International
medical graduates make up between 27% and 33%
of physicians in Australia, Canada, the USA and
the UK. More than half of these are from LMICs,
which are already facing severe shortages of health
workers (World Health Organization, 2006; Siyam
& Poz, 2014). Some destination countries, including
the UK, engage proactively in the recruitment of
health workers from LMICs (Blacklock et al, 2012).
The UK has made efforts to recruit from India,
South Africa and Pakistan and has also launched
an International Fellowship Scheme targeted at
particular shortage specialties, including psychia-
trists and radiologists (Siyam & Poz, 2014). Within
the six medical specialties targeted by the Fellow-
ship Scheme, 124 of the 202 appointments were
made to psychiatric posts (Goldberg, 2004).

In a study based on the American Medical
Association’s master file for 2011, there were 17 376
physicians identified as originating from Africa,
of whom 68% had trained in medical schools in
Africa. More than two-thirds of those physicians
were trained in schools located in Nigeria or South

Table 1
Median number of psychiatrists per 100 000 population
2001 2005 2011 2014

Low-income countries 0.06 0.05 0.05 0.1
Lower middle-income countries 0.9 1.05 0.54 0.4
Higher middle-income countries 24 2.70 203 1.2
High-income countries 9.0 10.5 8.59 6.6
World 1.0 1.20 1.27¢ 0.9¢

9The slight drop may reflect underreporting in the 2014 survey of psychiatrists working in private practice, which
was given emphasis in the 2011 survey.

Source: Data taken from the respective editions of the World Health Organization’s Mental Health Atlas.

Table 2
Median number of all professionals working in mental health® per 100 000 population
2011 2014
Low-income countries 1.3 0.9
Lower middle-income countries 10.1 3.2
Higher middle-income countries 29.1 15.9
High-income countries 50.8 523
World 10.7 9.0

“Mental health workers include: psychiatrists, other doctors, psychologists, nurses, social workers, occupational
therapists and other professions allied to mental health.

Source: Data taken from the respective editions of the World Health Organization’s Mental Health Atlas.

Africa (Tankwanchi et al, 2013). The number of
sub-Saharan African physicians registered in the
USAincreased by over 38% between 2002 and 2011.
Over 50% of this increase was accounted for by Ni-
gerian-trained medical graduates. Proportionate
to the size of the physician workforce practising in
the source countries, the greatest migrations were
from Liberia, Ghana and Ethiopia; they lost 52.3%,
26.2% and 22.7% of their physicians respectively
(Tankwanchi et al, 2013).

One of the few studies to have examined the
international migration of psychiatrists (Jenkins
et al, 2010) found that a large proportion of psy-
chiatrists registered to practise in high-income
countries were from LMICs. For some of these
LMICs (e.g. the Philippines, Bangladesh, India,
Liberia, Ghana and Nigeria) the impact has been
severe; the number of psychiatrists working in the
USA alone outnumbers the number currently prac-
tising in their home countries (Jenkins et al, 2010).
If they all returned to their original countries to
continue their psychiatric careers, there would be
between two and eight times more psychiatrists
per 100000 population (Jenkins et al, 2010).

While the ratio of professionals in the mental
health workforce to the size of the general popula-
tion continues to improve in high-income countries,
the same cannot be said for LMICs (see Tables 1
and 2). In the UK, the ratio of psychiatrists to the
population served increased from 5.9/100000 in
2003 to 7.6/100000 in 2013. On the other hand,
in Africa the equivalent ratio remained extremely
low, just 0.1/100000 in 2014. Based on data from
the World Health Organization’s 2011 Mental
Health Atlas, Kakuma et al (2011) estimated that an
additional 1.18 million mental health workers are
needed in LMICs to deliver basic mental health
interventions.

In the West African sub-region, only Ghana and
Nigeria have accredited training programmes for
resident doctors in psychiatry who are registered
with the West African College of Physicians and
equivalent colleges. Most of the other countries
in West Africa lack the staff to train psychiatrists.
Nigeria’s postgraduate training programme in
psychiatry dates back over 30 years, yet there
are few accredited training institutions with the
capacity to train psychiatrists and currently only
about 250 psychiatrists are practising in Nigeria, a
country with a population of over 175 million. It is
instructive to contrast this situation with the USA,
which has a population of 324 million and 50000
psychiatrists. In most of Nigeria, psychiatrists work
in tertiary healthcare centres (university teaching
hospitals and stand-alone neuropsychiatric hos-
pitals) that are located in major urban centres.
Despite the fact that only a few specialists are being
trained within the country, many still have diffi-
culties finding jobs after training, a situation that
encourages emigration to other countries, mostly
to Western Europe and North America.

Migration of healthcare workers puts more
strain on the already overstretched health systems
of the source countries, and results in a loss of

BJPSYCH INTERNATIONAL VOLUME 13 NUMBER 3 AUGUST 2016

https://doi.org/10.1192/52056474000001240 Published online by Cambridge University Press


https://doi.org/10.1192/S2056474000001240

the source country’s investment in professional
training. Mills et al (2011) estimated that nine
source countries in sub-Saharan Africa had lost
more than US$2 billion from training doctors who
then migrated to one of the four major destination
countries (again, the USA, the UK, Australia and
Canada). The cost to the LMIC of a higher-income
country recruiting a locally trained psychiatrist
includes at least 11 years of investment in profes-
sional training, the value of specialist provision
of clinical services, the loss to the host country of
that individual’s potential role in service develop-
ment and teaching, as well as the cost of finding
a replacement specialist (Ndetei et al, 2004). It is
arguable that this cost should be reimbursed by the
country hosting the migrant professional, through
investment in the source country’s training
schemes and by other means (Mills et al, 2011).

Recent developments

The migration of health workers from poorly
resourced to rich countries has sparked ethical
debates. These centre on the rights of the indi-
vidual health workers to seek better working and
living conditions, the right of the citizens of source
countries (who financed the training of the health
workers) to equitable access to healthcare, and the
undue advantage possessed by wealthy nations
in attracting and retaining highly skilled health
professionals in a globalised economy. There have
been calls for the development of national policies
and international guidelines to regulate the inter-
national recruitment of health workers, resulting
in the World Health Organization’s Global Code
of Practice on the International Recruitment of
Health Personnel, which was adopted by the 63rd
World Health Assembly in May 2010 (see also
Siyam & Poz, 2014). The Code aims to

‘encourage the development of human resources for
health through all aspects of education, improved
retention and fair recruitment practices while encouraging
technical collaboration and financial support.’

It proposes that the conditions for international
recruitment of health personnel be set out in bi-
lateral agreements between source and destination
countries, but this proposal has not been widely
followed because its implementation is volun-
tary. Some destination countries are apparently
unaware of the Code’s requirements, and health
workforce flows are not reported by most source
countries.

Some source countries have now put in place
policies to reduce the emigration of doctors. There
was a reduction in the registration of doctors in
the UK who had trained in South Africa, from
3206 in 2003 to just 4 in 2004, following a memo-
randum of understanding signed between the two
countries in 2003 (Blacklock et al, 2012). On the
other hand, by 2010 South Africa had become the
biggest source country for doctors registering with

the Medical Council of Ireland (Bidwell et al, 2013)
where no such memorandum of understanding
existed. Meanwhile, South Africa has banned the
recruitment of doctors from other sub-Saharan
African countries.

The way forward

A worldwide approach is needed to tackle the
global disparities in the health workforce. Innova-
tive measures are needed to attract more trainees
and to improve health worker retention in source
countries. We need to tackle professional isolation,
and to improve training and career prospects
within source countries; these are some of the
key factors currently driving the emigration of
mental health professionals (Gureje et al, 2009).
Such strategies should include providing financial
and other incentives to stay. Institutional capacity-
building that promotes career development should
be fostered, with commensurate opportunities to
receive and provide mentorship, and improve-
ments in workplace conditions.
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