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The large-scale immigration of healthcare workers from resource-
poor countries to developed nations is a growing phenomenon due
to the availability of medical training positions, increasing
opportunities for medical employment and a growing shortage in
nursing care in developed countries.1 As a consequence, there is
a growing trend towards the emigration of physicians from India,
although accurate estimates are not available in the literature. In
this context, Mullan’s study, which shows that physicians trained
in India comprise 10% of the total workforce of physicians in 4
developed countries (the USA, the UK, Canada and Australia),2 is
of considerable importance. Due to the methodological limitations
of this study, it is likely that the number of immigrant Indian
physicians in these countries has been underestimated. Nonetheless,
the study raises several questions that are germane to the Indian
healthcare system and health policy. Presently, do we have either
a shortage of physicians or a geographically inequitable distribution
of physicians or a little of both? If the answer to either of these
questions is yes, is the investment of public funds in medical
education justified when a substantial portion of the trained
physicians emigrate, contributing to the shortage of physicians?
We do not have readily available answers to these questions.
However, I shall endeavour to examine the issues raised by these
questions.

The flow of doctors from relatively poor countries to relatively
rich countries has been termed a ‘fatal flow’.3 While this
terminology is true in the case of sub-Saharan Africa, the extent
to which this flow affects India is somewhat less clear. The major
challenges in attempting to address the phenomenon of the
migration of physicians with reference to India are the complete
absence of data on the outward flow of physicians and the
distribution of physicians within India.4 Such a profound lack of
information is somewhat detrimental to the national health policy
and needs to be addressed at the earliest. Clearly, there is a need
to establish a national database of existing and newly trained
physicians, which lists the location of their practice and is updated
on an annual basis. While such information may be available from
the state medical councils, its accuracy is somewhat dubious.
Such a database would allow one to make an assessment of the
geographical inequity in the distribution of physicians in India. In
addition, it would be worthwhile to collate information on
alternative healthcare providers as these professionals also bear a
substantial burden of healthcare, especially in rural India.

The immigration of physicians from source countries to host
countries appears to be influenced by both ‘push’ and ‘pull’
factors.4 Push factors such as less attractive pay and working
conditions, high unemployment rates, political instability and
insecurity in the home country, play a role in encouraging the

emigration of physicians. While it may be argued that India cannot
compete with, for example, the higher pay and more attractive
training and working conditions offered in developed countries,
policy-makers in India can develop strategies that attract and
retain physicians. Pull factors include opportunities for professional
training, higher wages and better employment opportunities in the
host country. Joint initiatives between the source and recipient
countries to address the impact of migration of physicians could
modulate the negative impact of such trends on the source country.5

Questionnaire-based data from Indian physicians and medical
students suggest that the primary factors inducing emigration are
financial stability and the abundance of educational opportunities
available outside India.6 However, historical data suggest that the
majority of immigrant physicians undergoing advanced training
in the USA ultimately take jobs far removed from their area of
specialization.7 For reasons that are incompletely understood,
immigrant Indian physicians obtain postgraduate training but
paradoxically end up providing generalist/primary care in
medically underserved areas of the developed world.7 Thus, while
it makes sense that Indians should succumb to pull factors such as
training needs, it is somewhat less clear why these professionals
subsequently choose financial security over returning to India to
practise in their particular specialized area. More information on
this seemingly paradoxical behaviour may help develop a better
health care policy that is sensitive to the needs of migrating
physicians.

Reducing the number of Indian physicians that emigrate could
improve the physician-to-population ratio within the country,
which is currently 57.9/100 000 (compared with 256.4, 230,
213.9 and 247.4 in the USA, UK, Canada and Australia,
respectively).8 However, some argue that given the unequal
geographic and socioeconomic distribution of physicians within
India, it is debatable whether a mere reduction in the outflow of
physicians will result in a more equitable distribution of healthcare
workers. They suggest that the brightest and best who are leaving
the country would likely remain in the developed cities than in
rural areas where physicians are actually needed.9

A retrospective cohort study from the All India Institute of
Medical Sciences found that nearly 54% of those who graduated
during 1989–2000 reside outside the country.10 Furthermore,
students admitted in the institute on merit alone were twice as
likely to live abroad as those admitted under the affirmative action
category. Finally, students who were recipients of academic
awards were 35% more likely to emigrate than others. The loss of
the best graduates from India’s leading medical institute would
naturally contribute to a significant national loss in terms of
leadership, capacity-building and mentorship.

The effects of migration on the healthcare system are not
clearly defined, but the loss of human capital is too vast to
continue unchecked. To address this phenomenon systematically,
health policy-makers in India should start by obtaining data that
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provide a clearer picture of the ‘push’ and ‘pull’ factors that
influence Indian physicians to emigrate. Having done this, they
could consider the idea of providing physicians with incentives to
remain in India and fulfil the goals of their training. The incentives
could include those aimed at addressing the physicians’ need for
financial stability and encouraging postgraduate training in areas
of medical need, such as family medicine and epidemiology. Such
an approach may address the concerns of at least some physicians
contemplating emigration. Public money spent in this manner
could arguably be justified since it would be spent on reducing the
number of physicians who choose to emigrate.

An important form of investment in human capital in India is
to offset the cost of physician training through public subsidy. The
returns on such investment are long term and increasingly difficult
to capture in the current setting of globalization, in which
transnational migration is frequent. It may be pertinent to review
the financial and ethical implications of investing public funds in
medical education when a substantial portion of trained physicians
ultimately emigrate. Instead, public money could be invested on
training traditional birth attendants and village healthcare workers,
who form a vital component of the healthcare system and are less
likely to be drawn by the pull factors resulting in migration.

In addition to retaining the physicians it trains, India could
benefit tremendously from ‘brain gain’ by attracting back those
physicians who have emigrated for specialized training. The
economic and intellectual benefits of ‘brain gain’ experienced by
the Indian information and technology sector11 could serve as a
model for the healthcare sector. However, the pull factors that
may induce immigrant physicians to return to India are possibly
more complex than the ones working in the information and
technology sector. One would also require a transparent and well-
defined credentialing policy, with due consideration and credit for
the postgraduate training obtained by physicians trained abroad to
allow them to re-enter the academic system in India.

A recent review has identified some initiatives that have been

taken to address the migration of physicians5 and another study
has provided some insights into the quality of Indian physicians
migrating from a single institution.10 However, we must investigate
the phenomenon more carefully and develop a proactive policy
that addresses both the needs of our society and those of physicians
seeking training abroad. Timely implementation of such a policy
could help avert a critical shortage of healthcare workers, of the
kind which has seriously affected public health delivery in other
parts of the world.
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INTRODUCTION
The founding principles of the National Health Service (NHS),
UK of providing access to care to all on the basis of need and not
ability to pay have remained as important today as when it was
started. The NHS system of primary care has been a source of envy
and has been emulated in many countries. It remains the largest
healthcare employer in the world, with one million staff including
90 000 doctors (1 for about 600 people) and 300 000 nurses
serving a population of 55 million. On a typical day in the NHS,
almost a million people visit their family doctors.

Despite its many achievements, the NHS failed to keep pace
with changes in British society resulting in longer waiting lists and
unacceptable variations in standards across UK. In terms of
expenditure on healthcare, the UK has lagged behind other
developed countries since 1960. The UK has fewer hospital beds
per capita compared with many other countries of the European
Union. The NHS lacks sufficient doctors, nurses and other skilled
staff. There are 1.8 practising doctors per 1000 people compared
with the European Union average of 3.1 per 1000 population. To
overcome these shortcomings, the NHS Plan 2000 envisaged
sustained increases in funding that would result in a service that
had the patient at its core and was appropriate for the twenty-first
century.1
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