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Abstract Medical migration appears to be an increasing
global phenomenon, with complex contributing factors.
Although it is acknowledged that such movements are
inevitable, given the current globalized economy, the
movement of health professionals from their country of
training raises questions about equity of access and qual-
ity of care. Concerns arise if migration occurs from low-
and middle-income countries (LMICs) to high-income
countries (HICs). The actions of HICs receiving medical
practitioners from LMICs are examined through the
global justice theories of John Rawls and Immanuel
Kant. These theories were initially proposed by Pogge
(1988) and Tan (1997) and, in this work, are extended to
the issue of medical migration. Global justice theories
propose that instead of looking at health needs and work-
force issues within their national boundaries, HICs
should be guided by principles of justice relevant to the
needs of health systems on a global scale. Issues of
individual justice are also considered within the frame-
work of rights and social responsibilities of individual
medical practitioners. Local and international policy

changes are suggested based on both global justice the-
ories and the ideals of individual justice.

Keywords Migration . Ethics . International medical
graduates . Health workforce . Health systems . Global
justice

Introduction

Globalization has led to an apparent increase in medical
migration. The need to viewmedical workforce adequa-
cy at a global rather than a country level is also becom-
ing clear (Anyangwe and Mtonga 2007; Kaiser et al.
2009). This is partly due to global epidemics such as
H1N1 influenza (Wilson et al. 2005) and, most recently,
the Ebola epidemic in Western Africa (Briand et al.
2014). The reasons for medical migration are complex
and may include the pursuit of postgraduate training,
economic opportunity, and religious or political freedom
(Bezuidenhout et al. 2009; Jakubowski and Hess 2004;
Parsi 2008). To promote effective medical migration,
there are calls for both undergraduate and postgraduate
medical education to integrate international learning
experiences. These include electives and overseas work
placements to encourage graduates to think globally
about health issues (Law 2013; Macfarlane, Jacobs,
and Kaaya 2008).

There are concerns that by happily receiving immi-
grant medical practitioners to solve their workforce is-
sues, high income countries (HICs) are effectively
exploiting low- and middle-income countries (LMICs)
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as producers of a relatively inexpensive medical work-
force (Dwyer 2007). LMICs tend to have a higher bur-
den of disease thanHICs. Consequently, the departure of
medical practitioners from LMICs in order to contribute
to improving the health of HICs with lesser health bur-
dens has a large negative impact. A Bbrain drain^ is the
term used in this regard and encompasses both push and
pull factors (Aluttis, Bishaw, and Frank 2014; Hooper
2008; Okeke 2013). This view tends to portray medical
practitioners, either intentionally or unintentionally, as
merely responding to issues of dissatisfaction with ca-
reer and life opportunities in LMICs (Huijkkens et al.
2010; Morton, Hider, and Schaab 2008). Such actions
have given rise to a number of recommendations, in-
cluding reviews of medical education in originating
countries and monetary compensation and visa process-
es in destination countries (Lumely 2011; Nair and
Webster 2013). These recommendations do not effec-
tively target the health systems that are players in this
global economy, nor do they target individual medical
practitioners on the grounds of obligations they have to
their countries of training. This paper, therefore, seeks to
examine the actions of HICs and those of individual
medical practitioners in this medical migration scenario.

This work adds to the scholarship of Pogge (1988) and
Tan (1997) who discuss the usefulness of the global
justice theories of John Rawls and Immanuel Kant when
examining issues of social and economic differences
between LMICs and HICs. Here, the work is extended
in two ways: firstly by applying the theories of both Kant
and Rawls to the issue of medical workforces; and sec-
ondly, by using a two-pronged approach to examine
global justice issues together with individual justice is-
sues in the context of health workforces and medical
practitioners. In this way, this work expands and focuses
the work of other scholars concerned with health workers
in general (e.g. Dwyer 2007; Taché and Schillinger 2009)
and specifically the nursing workforce (Kaelin 2011).

We begin by giving examples of medical practitioner
migration trends from LMICs to HICs. Although med-
ical practitioners have traditionally migrated to HICs
such as France, Switzerland, Norway, and Japan, other
countries now include the United States, the United
Kingdom, Canada, Australia, and New Zealand (Pond
and McPake 2006)—which have, in the past two de-
cades, consistently employed the highest number of
international medical graduates. For example, in 2006
the in-country proportions were: New Zealand, 35 per
cent, United Kingdom 28 per cent, Australia, 27 per

cent, United States 25 per cent and Canada 23 per cent
(Dwyer 2007). These proportions are continuing to
grow with New Zealand’s international medical gradu-
ates currently at approximately 41 per cent of the total
medical graduate pool (Cullen 2013). Some of the rea-
sons for the high demand in international medical grad-
uates include ageing populations, growing incomes, and
feminization and misdistribution of the workforce, es-
pecially in rural and remote areas of HICs (Canadian
Institute for Health Information 2010; Latham 2010).

Moreover, it was observed that in the early 2000s,
LMICs contributed between 40 and 75 per cent of the
international medical graduates in HICs (Mullan 2005).
Nine of the twenty countries with the highest emigration
factors were reported to be in sub-Saharan Africa (Mullan
2005) including South Africa, Zimbabwe, Botswana,
Zambia, Ghana, and Nigeria (Mackey and Liang 2012).
The reasons for such high immigration factors are mani-
fold. In addition to the push and pull factors, these coun-
tries could be losingmedical practitioners because of what
scholars have termed a Bpost-colonial legacy,^ where
previous colonial relations act as facilitators to migration
(Hagopian et al. 2005). Postcolonial relations are also
linked to conformity of medical curricula and the English
language medium of instruction with those of former
English-speaking colonial powers (Astor et al. 2005).

Main Concerns

The main concerns with these migration scenarios relate
to the disproportionate distribution of the medical work-
force when compared against the global burden of dis-
ease. In this instance, it has been noted that while India,
the Philippines, and Pakistan are said to be the leading
sources of international medical graduates, the most
worrying incidences of medical migration to HICs are
from sub-Saharan Africa (Parsi 2008). This is where the
World Health Organization has noted severe manpower
shortages to cope with the high incidence of disease,
especially HIV/AIDS. Infant mortality is also high in
these LMICs. For example while infant mortality is four
per thousand in the United Kingdom, in Zimbabwe it is
fifty-six per thousand (World Health Organization
2009). It has also been reported that the 11 per cent of
the world’s population in sub-Saharan Africa bears 24
per cent of the global disease burden but only has 3 per
cent of the world’s healthcare personnel (World Health
Organization 2006). On the other hand, the 14 per cent
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of the world’s population in the Americas has 10 per
cent of the disease burdenmanaged by 37 per cent of the
world’s health workers (Taché and Schillinger 2009;
World Health Organization 2006).

Another concern relates to the costs associated with
the use of LMICs’ human resource investment by HICs.
On this note, several examples of net losses have been
documented (Hagopian et al. 2005). The financial cost of
the six hundred South African medical practitioners who
were at one point said to be in New Zealand, was once
estimated to be at US$37 million (Eastwood et al. 2005).
These costs included losses in investment and the cost of
education of medical practitioners. A recent study (Mills
et al. 2011) utilized econometric methods of human
capital cost analysis of publicly available data to estimate
lost investment of medical practitioners migrating from
sub-Saharan African countries to Australia, Canada, the
United Kingdom, and the United States of America.
Costs for each country ranged from US$2.16 million
for Malawi to US$1.41 billion for South Africa (Mills
et al. 2011). This study found that when taking the lost
investment and the gross domestic product into account,
Zimbabwe and South Africa had the largest net losses in
Sub-Saharan Africa. In terms of financial savings, this
study noted the savings in costs of educating medical
practitioners for four countries—Australia, Canada, Unit-
ed Kingdom and United States—were US$621 million,
US$384 million, US$2.7 billion, and US$846 million
respectively (Mills et al. 2011). The calculation of the
financial savings included such factors as cost of educa-
tion from primary school to university level and interests
generated from investing immigrants. In view of the
above concerns, ethical frameworks are proposed for
the analysis of these issues as they concern the global
world including individual medical practitioners.

A Framework of Analysis

The exacerbation of the disproportionate global distribu-
tion of the medical workforce by HICs reliance on such
resources, reveals a potential injustice. It is, therefore,
important to frame such a scenario in global justice the-
ories in order to provide an explanation of the injustice as
seen at both a global and an individual level. As men-
tioned earlier, both John Rawls and Immanuel Kant allow
us to see the issue as calling for both global and individual
action (Pogge 1988; Tan 1997). A global outlook views
medical practitioners as participating in a global socio-

economic order and brain drain issues as ingrained in
global institutions. From this perspective, the systems of
which the individuals are a part, are the ones perpetuating
such global imbalances and hence the focus on social
institutions. We, therefore, specify social institutions as
health systems within each country and individuals as; a)
recruitment agencies in receiving countries, and b) indi-
vidual medical practitioners in sending countries.

Insights From John Rawls’ Theory of Justice

The tenets of John Rawls’ theory that are relevant to the
topic of global medical practitioner migration include
justice and injustice. In general, scholars have defined
justice as fair, equitable, and appropriate treatment of
persons and a consideration of what is due or owed to
them (Pogge 1988). On the other hand, an injustice
involves a wrongful act or omission where persons are
denied benefits to which they have rights or situations
where burdens are not distributed fairly (Denier 2007).
Rawls, therefore, proposes the concept of just institutions
and a just world. He states that in a society there can be
issues of justice and injustice and these can be at a
personal level, as well as the social and institutional level.

For Rawls, the principles of justice that form the basic
structure of society are the object of a social contract.
Everyone in society will have a different conception of
what is good, but they should agree on a concept of
justice. This agreement is brought about by means of a
constructivist procedure that Rawls calls the Boriginal
position^ (Rawls 1971), which is hypothetical and non-
historical, as is the contract for Kant. The purpose of this
device is to provide a fair viewpoint from which princi-
ples of justice are to be chosen by representatives of the
people in society. It is a fair viewpoint in the sense that it
removes the effect of morally arbitrary factors from the
choice situation. The conception of justice chosen will,
therefore, be fair; hence he calls the conception Bjustice
as fairness^ (Rawls 1971).

The choice situation is made fair because the repre-
sentatives choose principles behind a Bveil of
ignorance^ (Rawls 1971). This hides from the represen-
tatives’ morally arbitrary contingencies, which, if
known, would unfairly bias their choice of principles.
It hides from them the knowledge of their place in
society, social class, wealth, and the talents and intelli-
gence with which they are endowed. They do not know
the relative development of their society, although they
do know general facts about human society—principles
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of economics, principles of psychology etc., in order to
make a choice about the principles of justice possible.

With all this information hidden, Rawls claims that
the principles chosen will be fair. He thinks that once a
representative has reached a state of Breflective
equilibrium,^ which occurs Bafter a person has weighed
various proposed conceptions and he has either revised
his judgements to accord with one of them or held fast to
his initial convictions^ (Rawls 1971, 48), the following
principles will be chosen:

First Principle
Each person is to have an equal right to the most
extensive total system of equal basic liberties com-
patible with a similar system of liberty for all.
Second Principle
Social and economic inequalities are to be arranged
so that they are both:

a) to the greatest benefit of the least advantaged…
and

b) attached to offices and positions open to all
under conditions of fair equality of opportunity
(Rawls 1971, 302).

The first principle is about entitlement to basic free-
dom as one route to a just society. It ascribes rights and
liberties to all citizens equally. The second principle is
meant to show there can be inequalities in a society and
that this is just, as long as theymake the least advantaged
person better off. On the basis of the second principle—
the difference principle—Rawls contends that justice is
the first virtue of social institutions and these institutions,
at times, have attributes that perpetuate social inequal-
ities and deprivation. In the case of inequalities, instead
of simply redistributing to the poor, justice is actually
about reforming these institutions through a process
Rawls calls moral reflection (Rawls 1971). According
to this perspective, individuals who participate and gain
from an unjust institutional arrangement are collaborat-
ing in perpetuating injustice (Pogge 1988; Rawls 1971)
and Rawls therefore calls for individual reflection from
those who comprise such institutions.

Implications of Rawls’ Global Justice Theory
for Medical Practitioner Migration

Arguably, a just system of healthcare is a prerequisite for
citizens to be considered as Bfree and equal^ according

to a Rawlsian conception. The status of being free and
equal, facilitated by the Bveil of ignorance,^ will sup-
posedly guarantee that individuals will make impartial
choices and agree on what basic rights and principles of
justice (Pogge 1988). It is important to note that under
the veil of ignorance, rational decisions are made based
on known scientific facts and in the case of the migra-
tion of health professionals these facts relate to statistics
about global inequalities. Statistics about the global
distribution of the medical workforce can also be taken
into consideration in this imaginary situation. Indeed, if
such statistics are taken into consideration in making
decisions under the veil of ignorance, a just society with
a fair distribution of the medical workforce may indeed
be possible. Although this conception is imaginary,
Rawls’ theory gives us an idea of how deliberations
can be made on global workforce issues.

According to Rawls, a lack of healthcare deprives
people of their ability to make use of their liberties and
hence to contribute to society. In this application of
Rawls’ theory to health, he emphasizes the need to
restore Bour capabilities when by illness and accident
we fall below the minimum and are unable to play our
part in society^ (Kaelin 2011, 38). For example, from a
Rawlsian perspective, healthcare recruitment policies
that involve recruitment of personnel from other coun-
tries could be seen as insensitive and undermine the
basic rights of people in LMICs. For Rawls, examining
issues of justice is a key attribute of social organization
because justice is the first virtue of social institutions
and structures. Rawls theory helps us to see the current
distribution of medical practitioners as part of the basic
structure of global society—a structure that is unjust and
needs to be reformed. In terms of institutional reform,
Rawls’ theory is bottom-up as it proposes that instead of
mitigating the effects of unjust institutions, the best
solution is to reform those institutions. Accordingly,
the focus of this paper is to argue for reform of the health
institutions of both the HICs and LMICs.

Another tenet of John Rawls’ global justice theory is
that all people are of equal moral worth, and therefore this
evokes binding moral reasons for everyone to respect the
principle of equality. It follows from this that the unequal
distribution of medical practitioners between LMICs and
HICs is a moral problem (Kaelin 2011) that HICs have an
obligation to redress. Following Rawls, global society
should take an interventionist approach to this situation
by, for example, sending representatives of relevant
countries to discuss issues of justice and basic rights

398 Bioethical Inquiry (2016) 13:395–406



behind the Bveil of ignorance^ (Kaelin 2011). We would
argue that LMICs cannot compete with HICs in such
discussions as there is not a level playing field in this
scenario. We suggest that HICs need to acknowledge
their dominant position and seek to remedy this imbal-
ance in ways we discuss in more detail later. The impli-
cation of Rawlsian global justice theory is that those
HICs that currently receive medical personnel from
LMICs should examine their actions in light of the effect
this may have on the citizens of developing countries—
what Rawls calls Bmoral reflection.^

Insights From Kantian Ethics

In addition to deliberating on what is just and how
to remedy what is not just, the actions of HICs in
recruiting, or failing to adopt policies that discour-
age recruitment, from LMICs should be examined.
In this instance, the actions of HICs can be analysed
from a global justice perspective within Kantian
ethics. The aspects of Kantian ethics that can guide
us in our deliberations about global justice include
both the first and second formula of the Categorical
Imperative as well as Kant’s notions of duties of
virtue and duties of justice.

For Kant, in order for an action to be morally accept-
able, it must accord with the fundamental principle of
morality, or the moral law, which he calls the Categor-
ical Imperative (Kant 1964). Kant gives four different
formulations of this moral law, all of which are sup-
posed to be equivalent. For our purposes, we shall
concentrate on the second formulation.

The second formulation states: BAct in such a way
that you always treat humanity, whether in your person
or in the person of any other, never simply as a means,
but always at the same time as an end^ (Kant 1964, 96).
By this, Kant means that when we act we should always
respect the rationality and autonomy of everyone affect-
ed by our actions, because people have value in them-
selves; we should not treat them as if they only have
instrumental value. The formula also shows that it is
motives, rather than consequences, that are the key to
evaluating an act and thus one needs to look at what the
actor actually aims to do. It is obvious from this second
formulation of the Categorical Imperative why Kant’s
moral theory is of extreme importance for issues of
international justice—it is a cosmopolitan morality, i.e.
one that applies to humanity as a whole and not only to a
particular sub-group such as the citizens of an individual

nation-state. The international domain might be charac-
terized by the division of humanity into nation-states,
but this does not, in itself, have any bearing on the truth
or falsity of Kant’s Categorical Imperative. Rather, any
acceptance of Kantian morality must affect the way
nation-states are perceived and the principles which
ought to govern their behaviour and the behaviour of
individual citizens.

In order to fully understand Kant’s global ethics, it is
important to acknowledge the difference between duties
of virtue and duties of justice (Kant 1964). For Kant,
duties of virtue are matters of moral assessment and
cannot be enforceable or externally demanded by an
agent; whereas duties of justice are enforceable by pub-
lic legislation (Tan 1997). So, for example, duties of
virtue might include duties to intervene in countries
faced with epidemics that they cannot handle alone
and duties to promote the empowerment of women in
patriarchal states. Kant considers duties of virtue to be
imperfect, which means they do not specify what ac-
tions should be taken for them to be fulfilled. For
example, in the case of a military coup in one country,
those countries that chose not to sendmilitary aid cannot
be held accountable unless they belong to a community
that makes it a duty of justice that members should do
so.

On the other hand, duties of justice are perfect as they
can be externally enforced. For Kant, duties of justice
arise because the need to assist others results from either
institutional injustices of which individuals are part, or
previous injustices done by others with whom they are
associated. He notes,

… [t]he most frequent and fertile source of human
misery is not misfortune, but the injustice of man
[and] if man were scrupulously just there would be
no poor to whomwe could give alms and think that
we have realised the merit of benevolence. (Kant
1931, 236)

There are two important factors when considering
duties of justice in terms of issues of global con-
cern. Firstly, Kant calls for the perpetrator to cease
violating such duties and, secondly, if they are
already violated, compensation should be given.
This second point is particularly important for the
following discussion as it suggests that we have a
perfect duty to return that which is gained in an
unjust manner.
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Implications of Kant’s Moral Theory on Medical
Practitioner Migration

Kant’s moral theory can help us in our deliberations
regarding situations in which HICs justify their use of
medical practitioners from LMICs by claiming they are
doing it to fulfil their moral obligation of providing ade-
quate care to their own citizens. As we have seen, motives
are key to evaluating actions rather than the consequences
for HICs. So, if there are policies in HICs that encourage
the recruitment of medical practitioners from LMICs, we
should look at the intentions and not the consequences of
those policies. It may be claimed the HICs are doing good
because they have an obligation to meet their workforce
needs in order to optimize the health outcomes of their
citizens, irrespective of the requirements of other coun-
tries. However, we shall argue that in fact, any evaluation
of the intentions of HICs in meeting the health needs of
their citizens should be done from a global perspective
that includes consideration for the needs of LMICs. In this
way, distribution of medical practitioners is seen as a
global issue and not only in terms of the needs of HICs.
A consideration of Kant’s second formulation of the Cat-
egorical Imperative can provide some insights. When
HICs and their medical recruiting agencies are judged as
having the primary motive of making money, we can see
they are, inKant’s terms, treating othersmerely as ameans
to an end—simply a means to achieve profits at the
expense of the suffering health systems in low- and
middle-income countries.

Another scenario that warrants an analysis using Kant-
ian global justice theory is that of the deliberate poaching
or recruitment initiatives employed by HICs. This not
only occurs between HICs and LMICs but also happens
between HICs themselves. For example, Australian med-
ical recruitment companies are on record as going on-
shore to New Zealand to advertise medical vacancies in
Australia (Toevai and E. Kiong 2007). This has not been
debated in depth, probably because Australia and New
Zealand are seen as relatively equal players that leave
mediation of competition tomarket conditions. However,
concern should be raised in situations where HICmedical
vacancies appear in LMIC newspapers such as in South
Africa (Ehman and Sullivan 2001; Spurgeon 2001).

With respect to the issue of the deliberate poaching of
medical workers, the obligation of HICs to fulfil the duties
of virtue has resulted in the mushrooming of ethical re-
cruitment codes. These include the United Kingdom’s
Department of Health Guidance on International Nursing

Recruitment in 1999 (Department of Health 2001), the
CommonwealthCode of Practice for International Recruit-
ment of HealthWorkers in 2002 (CommonwealthMedical
Association 2002), and the Melbourne Manifesto Code of
Practice for the International Recruitment of Health Care
Professionals (WONCA 2002). However, the proliferation
of these codes has not resulted in any noticeable decrease
in poaching activities in LMICs. The absence of enforce-
ment of duties of virtue has been a major criticism of
voluntary codes of ethics. The duty to abide by these codes
of ethics is left to the discretion of the profession and as a
result, poaching of health workers continues untamed (Tan
1997). Indeed, most of these codes do not specify what
actions will be taken against those who continue to recruit
internationally. This can be seen in the Melbourne Mani-
festo, which is an ethical Code of Practice for the Interna-
tional Recruitment of Health Care Professionals adopted in
May 2002 at the World Rural Health Conference Mel-
bourne, Australia (WONCA 2002). This code only em-
phasizes virtues such as integrity, transparency, and collab-
oration in the processes of recruitment of health profes-
sionals from LMICs. For example:

… discourage activities that could harm any country’s
health care system … Countries considering and
benefiting from recruitment from other countries
must: a) examine their national circumstances and b)
consider the effect that their existing recruitment pol-
icies and practices are having on lesser developed
countries.

The word Bexamine^ in the above statement points to
the need for self-reflection rather than a deterrent im-
posed in the form of sanctions. Similarly, the phrase
Bconsider the effects^ also points to self-reflection on
the part of the recruiters.

Another important point to raise is that if some, but not
all, HICs follow these ethical codes strictly, then those
that do will be in an unfair competitive environment. For
example, the United States has strengthened international
recruitment by setting up structures and policies that
facilitate international medical graduate recruitment.
These policies are outlined in the Educational Commis-
sion for Foreign Medical Graduates. On the other hand,
the United Kingdom’s National Health Service is putting
more emphasis on ethical recruitment codes. Such mea-
sures may give the U.S. market a competitive advantage
in the global migration of medical practitioners. There-
fore we would argue,that in order to be effective, ethical
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recruitment codes need to be adhered to collectively by
all nations and not by isolated blocks of countries.

The discussion above suggests that relying entirely
on Kant’s doctrine of virtue in terms of global justice in
the distribution and utilization of the medical workforce
may not provide us with adequate rationale for
intervention. Indeed, Kant believes that perfect, rather
than imperfect, duties may yield more tangible results.
Scholars such as Tan (1997) have proposed the need to
rely instead on the strength of Kant’s doctrine of duties
of justice as it acknowledges that assisting the needy is
an issue of justice rather than an issue of virtue. In short,
these require HICs to fulfil their duties by giving to
those countries for whose suffering they are causally
responsible, i.e. LMICs.

While Rawls’ theory of justice encourages the reform
of social systems, Kantian theory sees justice in terms of
performing one’s duties, which may include compensa-
tion, and restraint from actions that lead to the suffering
of others. For example, Kant sees the privileged as
having both duties of justice and duties of virtue to the
less privileged (to be discussed in more detail below).

Issues of Individual Justice

As we argued earlier, medical practitioners are active
players in the migration scenario and it is therefore
important to examine individual justice issues as well
as those at the level of social institutions.Most studies of
migration of medical practitioners (Astor et al. 2005;
Eyal and Hurst 2008; Hussey 2007) have tended to
portray these professionals as only responding to push
and pull factors dictated by the dynamics of the global
market economy. This has led to more scholarship pur-
suing issues of push and pull factors (Okeke 2013) with
little attention given to the actions of medical practi-
tioners as autonomous agents of change.

Here we examine issues of individual freedom and
the social responsibilities of medical practitioners to
their societies. These will be conceptualized within the
framework of individual rights (freedom) and social
responsibility. For the sake of this work, rights will be
defined in accordance with the framework of Kantian
ethics. Social responsibility, whether enacted by an or-
ganization or an individual, is the imperative, without
compulsion from an external sanction or authority, to
make decisions on the basis of that which will do the
most for society at large, even if that means sacrificing

the personal wants and/or needs of the decision-maker
(Brandão et al. 2013; Semplici 2011; Vallaeys 2014).

In terms of rights, we begin by exploring relevant
aspects of Kantian ethics. For Kant, in society Bwe find a
union of many individuals for some common end which
they all share.^ The end that all individuals ought to
share, he argues, is Bthe right of men under coercive
public laws by which each can be given what is due to
him and secured against attack from any others^ (Kant
1991, 73). Kant claims that right is the restriction of
each person’s freedom so that it is in harmony with the
freedom of all, and public right is that distinctive quality
of the external laws which make this harmony possible
(Kant 1991). The end in itself which all individuals
ought to share could not be happiness, he suggests, for
happiness is subjective, and so could not possibly result
in shared political principles for society. Laws are not in
existence to secure the greatest happiness for the greatest
number, but rather to secure the greatest amount of
freedom compatible with a similar amount of freedom
for all. This is made clear with Kant’s universal principle
of right or justice: Bevery action which by itself or by its
maxim enables the freedom of each individual’s will to
co-exist with the freedom of everyone else in accor-
dance with a universal law is right^ (Kant 1991, 133).
Moreover, from this Kant claims that freedom, equality,
and independence are Bthe three rightful attributes
which are inseparable from the nature of a citizen as
such^ (Kant 1991, 139).

In terms of individual freedom in today’s world, it
has been argued (Bader 2005) that free movement is a
principle of great moral weight and therefore, any dis-
cussion of ethical issues surrounding the migration of
medical practitioners should factor in medical practi-
tioners’ basic freedom of movement. Bader (2005) fur-
ther argues that freedom of movement across state bor-
ders implies the legally recognized right to emigration
and voluntary expatriation and this is called justice in
emigration. This term means situations where restric-
tions are placed on outgoing freedom of movement need
to be just. This basic liberty means that states cannot
force medical practitioners to stay in their countries of
training. In this regard, it is also important to note that
international ethical recruitment codes, such as the Mel-
bourne Manifesto, have upheld individual autonomy
rights; for example, principle number three reads:

The principles of social justice and global equity,
the autonomy and freedom of the individual, and
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the rights of nation states, all need to be balanced
(WONCA 2002, 1).

Furthermore, it has been claimed (Dwyer 2007) that
Article 13 of the Universal Declaration of Human Rights
of 1948 indicates that the right to emigrate is itself a
human right of healthcare professionals (United Nations
Human Rights 1948). However, one important point that
is often overlooked is that a right to emigrate does not
imply the right to get a particular job in the country to
which you emigrate. There is nothing inconsistent in
holding that whilst an individual medical practitioner
from an LMIC has a right to emigrate to a high-income
country, they do not have a right to get a job as a medical
practitioner when they arrive. Likewise the HIC does not
have a duty to allow them to apply for such jobs.

Discussions about issues of justice also need to be put
in the context of social responsibility. One basis for this
responsibility is the public investment that society makes
in the education and training of healthcare professionals.
Low- and middle-income countries invest funds into the
education of medical practitioners assuming that, upon
graduating, they will contribute to the economy in terms
of labour input. For example in Kenya, the public funds
subsidizing each medical student for five years of under-
graduate training are estimated to be US$65,000 (Kirigia
et al. 2006). South Africa, a country that loses most of its
medical practitioners to HICs, subsidizes each medical
practitioner’s education by approximately US$40,000
(Mills et al. 2011). Therefore, medical practitioners’
rights to freedom of movement should be weighed
against the population’s rights to access basic liberties
of care.

Similarly, while medical practitioners are exercising
an important human right tomigrate and help HICs fulfil
their obligations of social justice, they are, however, also
creating social injustice in the countries they leave.
Solving these problems requires the balancing of social
needs (social responsibility) against individual rights
(Dwyer 2007). In terms of obligations of social justice
in this scenario, we argue that individual medical prac-
titioners are causing harm by leaving their countries and
contributing to shortages. However, global justice advo-
cates (Taché and Schillinger 2009) argue this harm is
caused by asymmetric and unfair incentive structures
between HICs and LMICs. As long as these imbalanced
incentive structures exist, individual medical practi-
tioners will continue to act rationally within these struc-
tures. Efforts to change unfair institutional and govern-
mental incentive structures would require a global

justice approach rather than an individual justice ap-
proach (Taché and Schillinger 2009).

Examination of medical practitioners’ individual ac-
tions can be done by focusing on professionalism and
integrity-virtue ethics. According to Simpson and
McDonald (2011), professionalism and integrity require
health professionals to act in ways consistent with the
values of their respective professions. In this instance,
one needs to ask a question about the intentions of
medical practitioners when they chose their profes-
sion—whether they do so for reasons related to care of
patients or for the sake of associated higher incomes
and/or the possibility of migrating abroad. For example,
it is known that in countries, such as the Philippines, the
nursing and the medical profession are used as vehicles
for migrating to HICs (Connell 2010; Kingma 2006). In
terms of seeking better remuneration, Simpson and
McDonald (2011) remind us that health professionals
have a legitimate interest in appropriate levels of remu-
neration. Therefore, it can be asked to what extent
medical practitioners should balance personal interests
with both professional and national interests when mi-
grating from one country to another for higher salaries.

The intention of migrating medical practitioners can
be examined utilizing Kant’s Categorical Imperative. In
the case described above the intentions of medical prac-
titioners (to fulfil their own and their families’ aspira-
tional desires for higher incomes, education, adventure,
self-fulfilment, and esteem etc.) are over and above
basic needs for survival. In most societies, medical
practitioners are paid well above most members of
society who are classed as being in need of basic living
necessities (Davison 2010; Okeke 2013). According to
the Categorical Imperative, medical practitioners with
these personal intentions are using the citizens of the
LMICs that have paid for their medical training merely
as a means to further their own desires and can therefore
be judged as doing injustice to their profession and their
state.

Migration theorists such as Massey et al. (1993) may
argue that such forms of migration are a national invest-
ment—as family remittances that help the country’s econ-
omy. However, Bader (2005) argues that this is not an
effective remedy for poverty because the proportion of the
world that might be helped in this way would be very
small. Furthermore, the relief provided is imperfectly dis-
tributed as those who can afford to migrate are usually not
among the worst-off. The actions of individual medical
practitioners can also be examined from the perspective of
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distributive justice. This perspective claims that while
medical practitioners have a free will to choose to migrate,
at the same time they are not meeting their social obliga-
tions to meet the workforce needs of their own country
(Taché and Schillinger 2009). In this instance, justice,
according to Seglow (2005) concerns what we can do
for others, or what we ought to do for fellow members
of our common humanity. The guiding principle of this
perspective is that individuals bear special obligations of
distributive justice to other members of their nation
(Caney 2001; Miller 1995; Tamir 1993). Seen at a
nation-state level, this thinking can be useful as it claims
that medical practitioners need to consider their social
obligations to the nation when making decisions to mi-
grate. However, a criticism of this is the assumption that
individuals have special duties to others because they
engage in a joint cooperative national system (Miller
1995; Tamir 1993). The main question that follows from
this criticism is: are nations really co-operative systems
with common goals? The answer is that this is far from
true as some individuals are born into a social strata that
will predispose them to a propensity for individualism and
hence self-sufficiency, while others are born into a strata
that makes them dependent on national resources.

Discussion of Possible Global, Health Systems,
and Individual Medical Practitioner Action

As can be seen from the arguments outlined above, the
justice issues that are specifically relevant to the move-
ment of medical practitioners from LMICs to HICs
concern key themes of moral obligation to corrective
action and moral obligation to mutual respect. However,
such obligations leave individual medical practitioners
and LMICs out of the broader picture. The strategies
below, therefore, include action by both receiving and
sending countries, by medical practitioners themselves,
and action by other global players.

Global Action

Global players have a moral obligation to ensure equi-
table allocation of resources among groups of countries
with specific reference to medical workforce needs. The
Alma Alta Declaration requires that all governments of
different countries act as key players in addition to
health and development workers and world community
organizations (World Health Organization 1978). These

world community organizations—the World Bank and
International Monetary Fund, as well as bilateral and
multilateral agencies—are key players in ensuring a fair
distribution of wealth and resources including human
resources for health (Kingma 2006). We argue that the
ever increasing phenomena of medical practitioner mi-
gration from LMICs to HICs is a sign that there are
some loopholes in effective global action by these orga-
nizations. These international organizations are well
positioned to champion a counter-brain-drain action.

Action by the Receiving HICs

Workforce planning in HICs should be proactive and
adequate for the populations’ health care needs. Work-
force inadequacy in HICs is seen as a factor in recruiting
or making the conditions necessary for medical practi-
tioners from LMICs to leave their countries (MacDowell
et al. 2010). Within brain-drain scholarship there have
been discussions about moral obligations for corrective
action addressing inequities that have already been cre-
ated by unfair recruitment practices. This includes con-
ferring a duty on the part of wealthier nations to compen-
sate those countries whose needs have been eroded (Eyal
and Hurst 2008). However, these corrective actions raise
other ethical issues as they are linked to pro-colonial
provisions—where former colonial masters may indirect-
ly retain their dominance over former colonies through
financial provision. Even compensatory and other incen-
tives suggested in policy statements, such as the Mel-
bourne Manifesto, have been looked at with hesitation
for these reasons. However, the idea of monetary com-
pensation needs to be considered, including how much
and for how long. It will not be surprising if, in some
countries, as a result of such compensation medical prac-
titioners come to be seen as foreign currency earners, as is
happening in the Philippines.

Action by Both LMICs and HICs

Given the fact that much scholarship (Dwyer 2007;
Kaelin 2011) advocates the need for medical practitioners
to weigh their individual rights to migrate against their
obligations to the countries of training, recommendations
focusing on empowering medical practitioners in their
reasoning are important. Ethical thinking is a complex
intellectual process (Seedhouse 2005). We argue that the
ethics curriculum in medical education in LMICs should
include a strong emphasis on both individual rights and
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obligations to states. Such a balance between knowledge
of rights and knowledge of responsibilities might help in
ensuring that medical practitioners are not coerced to stay
but rather choose to do so. LMICs could also promote
loyalty and acknowledge the travel and lifestyle wishes
of medical practitioners by promoting international edu-
cation for undergraduates or work experiences and re-
search trips for residents. Although an argument can be
made that this situation promotes expatriation, some
workforce experts have adopted this practice and argue
that it has proven useful in medical workforce retention
(Radio New Zealand 2010; Torjesen et al. 1999).

High-income countries can also promote global
health curriculum content which is linked to reflection
about the global distribution of the medical workforce.
Ethical reasoning about obligations to contribute in any
way to global medical workforce disparities could also
be built into the curriculum. This is important because
medical practitioners in HICs can also be advocates for
health systems in LMICs. International experiences in
LMICs can also help in this regard (Leather et al. 2010).
Such programmes are already being promoted by, for
example, the United Kingdom’s National Health Ser-
vice (Leather et al. 2010) but are not widespread in
HICs.

Individual Action by Medical Practitioners

In addition to action by LMICs and HICs, wee challenge
medical practitioners to reflect on their obligation to
ensure that their personal aspirations of migration are
balanced against their obligation to provide care where it
is most needed. Such a process of reflection could be
aided through formal instruction during undergraduate
training. Reflection on the part of medical practitioners
needs to be considered alongside recommendations for
action by states and organizations.

Conclusion

This paper adds new knowledge to the existing scholar-
ship on the ethics of global medical migration by arguing
for a two-pronged policy action targeting both global
economic players and health systems as well as the
individual medical practitioners who migrate. The
argument initially postulated by Tan (1997) and Pogge
(1988) on how Kantian and Rawlsian theories can be
applied to global issues of inequality has being taken a

step further. This was done by applying the tenets of these
theories to the issue of global medical practitioner migra-
tion from low- and middle-income countries to high-
income countries. This discussion is intended to challenge
HICs to consider and act upon their moral obligation to
redress the brain drain from LMICs in two ways. Firstly,
by remedying the losses that have already occurred, and
secondly, by taking proactive measures to minimize fur-
ther brain-drain scenarios. Medical practitioners should
also realize they are stakeholders in efforts to achieve
workforce adequacy and hence should examine their ac-
tions alongside the ideals of both social responsibility and
global justice. Such a process of self-reflection can be
aided by an undergraduate medical curriculum with a
strong emphasis on rights of individuals as well as obli-
gations to the local communities. A curriculumwith glob-
al and international dimensions is recommended. Future
studies might extend this work by investigating the con-
tribution of, or lack of ethical reasoning, in decisions to
migrate among medical practitioners.
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