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Abstract 

Alleviating the global shortage of health workers, particularly nurses, is critical for health 

systems and health worker performance. Several factors have been identified as key players 

in the shortage crisis. Migration of nurses is one key area that needs to be understood in 

order to close the shortage gaps. Migration literature has dominantly focused on macro push-

pull, brain drain and ethics theories of migration with limited exploration of relationships, 

interaction, norms, beliefs and values shaping migration trajectories and decisions.  

Professional migration has become and the nursing profession is female-dominated. 

However, gender as a phenomenon that may underpin interactions between macro theories 

and local/individual variables in nurse migration is largely unexamined. 

The dissertation is organized into 3 parts. 

Part A is a systematic review protocol that describes the background, justification and 

methodology of the review. A qualitative systematic approach is utilised and the literature in 

eight databases is searched using key words and terms derived from an initial scoping 

exercise and the review questions. Suitable articles are defined and selected using a set 

inclusion and exclusion criteria. The suitable articles are then appraised and a thematic 

analysis using a gender focal lens is applied to them.  

Part B is a critical literature review of existing primary and theoretical research on health 

worker shortages; migration and gender analysis in health worker migration and shortages. It 

provides a background for the systematic review by defining migration, gender and gender 

analysis as well as presenting the scope on health worker and nurse shortages. The literature 

review encompasses the scoping exercise and concludes on the relevance of a gender-

focused research on nurse migration. 

Part C. is the full systematic review presented as an article for Human Resources for Health 

Journal. Articles published on Sub-Saharan African (SSA) nurses’ migration experiences 

between 2005 and 2016 are presented, subjected to a gender analysis to illuminate the 

results. The discussion and conclusion then follow. 

The results indicate that there is a paucity of empirical work on nurse migration experiences 

that is explicitly gender-focused. Gender analysis that is situated in social contexts and 

identifiers revealed that SSA nurses continuously renegotiate and reconfigure gender roles in 

child care as they move from one social context to another. Moreover migrating SSA nurse 

face challenges and limitations at macro, meso and micro levels of the system- that are 

linked to their identities as either professionals, African migrants and/or women. Therefore, 
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the review underscores the importance of the relationships between gender and 

local/individual nuances and global/national determinants of migration. However, these 

studies are limited in their explicit gender and social focus and how it contextually affects 

health worker performance and quality care provision. More empirical studies are needed to 

investigate gender influences for migrating male nurses; nurses who remain; and by different 

geographical & cultural region – to allow comparison across different groups of nurses and 

determine conceptual generalizations for doing gender research. 

This dissertation will likely increase understanding of the role of gender in migration 

decision-making and experiences for SSA nurses across different professional, migrant and 

woman identities. This understanding has impacts on nurse motivation, capacity and 

capability as well quality care provision. Additionally, the dissertation provides a better 

understanding for incorporating gender analysis in health systems research, and also 

identifies avenues for future research.    
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Definition of Terms 

Migration: is a process of movement of persons across geographical and/or political 

boundaries- usually meaning moving from one country to another1. In this review, migration 

is the movement of Sub-Saharan African (SSA) nurses from their country of origin to 

another country or vice-versa. 

Gender: “the socially constructed roles, behaviours, activities and attributes that a given 

society considers appropriate for males, females and other genders—affects how people live, 

work and relate to each other at all levels, including in relation to the health system.” 

(Morgan et.al, 2016) 

Nurse: . ICN defines a nurse as “a person who has completed a program pf basic, 

generalized nursing education and is authorized by the appropriate regulatory authority to 

practice nursing in his/her country. The nurse is prepared and authorized (1) to engage in 

the general scope of nursing practice, including the promotion of health, prevention of 

illness, and care of the physically ill, mentally ill and disabled people of all ages and in all 

health care and other community settings; (2) to carry out health care teaching; (3) to 

participate fully as a member of the health care team; (4) to supervise and train nursing and 

health care auxillaries; and (5) to be involved in research (ICN, 1987)2 

In this review nurse refers to any health worker who trained  and was registered to be a nurse 

in a SSA country, not including clinical assistants or medical assistants without nurse 

training. 

Experiences: In the Webster dictionary, experience broadly referes to an ‘event, encounter 

or occurrence’3. In this review experinces refer to SSA nurses migration occurrences 

including decision-making and initiation of migration as well as post-migration occurrences 

in the destination countries and continued linkages to country of origin- which included 

return migration.  

Power: the ability to influence or the control of resources 4  

Identity: is a social and historical construct that manifests self-perception in relation to how 

we see and experience the world and it also refers to how the world sees and experiences us5. 

In this review identity was adapted from the feminist interpretative framework of 

intersectionality6 were 3 identities of the migrant nurse (professional; African migrant; 

African woman) are used as the lens exploring intersectionality.  

Macro-level (the state), Meso-level (society), Micro-level (individual/family) is a framework 

for organizing health systems to understand various players and their roles within the health 

health sytem7. In this review, 

                                                           
1 FREEMAN, M., BAUMANN, A., BLYTHE, J., FISHER, A. & AKHTAR-DANESH, N. 2012b. Migration: a concept analysis from a nursing 

perspective. J Adv Nurs, 68, 1176-86. 
2 http://www.icn.ch/who-we-are/icn-definition-of-nursing/. 
3 WEBSTER, N. 1977. The Merriam-Webster Dictionary. The Merriam-Webster Dictionary. New York: Pocket. 
4 BUSE K., MAYS, N. & WALT, G. 2005. Power and the Policy Process. In: RAINE, N. B. R. (ed.) Making Health Policy. 1 ed. England: Open 

Press University. 
5 BASTIA, T. 2014. Intersectionality, migration and development. Progress in Development Studies, 14, 237-248. 
6
YUVAL-DAVIS, N. 2006. Intersectionality and Feminist Politics. European Journal of Women's Studies, 13, 193-209. 

7 ALLIANCE FOR HEALTH POLICY AND SYSTEMS RESEARCH 2012. Health Policy and systems research: A Methodology Reader, 

Geneva, Switzerland, World Health Organization. 

http://www.icn.ch/who-we-are/icn-definition-of-nursing/
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Macro-level (the state),: refers to the role that the state systems, policies and guidelines 

plays in SSA nurses’ migration experiences for example the policies and guidelines involved 

in migration. 

Meso-level (society): refers to societal and professional environments in which migration is 

occurring.  

Micro-level (individual/family): refers to autonomy factors at the individual/agentic level 

participating in migration8 

                                                           
8 Ibid. 
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Introduction 

According to current health systems frameworks, people, including health workers and users, 

form an integral part of the health system. Nurses, of whom the majority are women, form a 

significant part of the health workforce. Hence, when large-scale migration of nurses occurs, 

this has significant impacts on the destination and the countries of origin, but even more so 

on the nurses themselves. This protocol establishes a basis for using a gender framework as 

an analytical axis to critically understand the relationships that arise when health workers- 

specifically nurses, as a critical element of the health system, migrate across national 

borders. 

Nurses in the health system 

There are several frameworks for analysing complex health systems. Amongst these, two 

commonly utilized ones are the six building blocks framework (World Health Organization, 

2007), and the hardware-software perspective (Sheikh et al., 2011). The six building blocks 

are service delivery; health workforce; information; medical products, vaccines and 

technologies; financing; and leadership and governance (World Health Organization, 2007, 

Alliance for Health Policy and Systems Research, 2012). The hardware refers to structural, 

organizational, technological and financing inputs that support service delivery needs 

(Alliance for Health Policy and Systems Research, 2012). Software is embedded in the 

system as norms, values, traditions, and relationships (Alliance for Health Policy and 

Systems Research, 2012) of the health system actors. Software can be both tangible and 

intangible – for example, trust, as a motivator for health worker performance (Gilson et al., 

2005) is a software element. Drawing from these two frameworks is the understanding that 

health systems are made up of the interdependencies and interconnections amongst the 

building blocks, as well as the ties between the hardware and software (Adam and de 

Savigny, 2012). Therefore a change in one building block or system component has effects 

on other blocks or components. For example, a poorly financed health system reflects 

political-economic prioritisation of  health by a society at a macro-level, resulting in a 

shortage of medical products, vaccines and technologies at the meso-level, which strains the 

professional spaces of the health workforce as key agents expected to deliver health services 

at the micro-level.  

Within these frameworks, the health workforce- including both the clinical and non-clinical 

staff- developing, implementing and delivering health services-are a critical input in the 
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health system (Zurn et al., 2004, World Health Organization, 2000). The health workforce as 

a hardware element and building block, is an adhesive that holds the health system together 

(Joint Learning Initiative, 2004, Aluttis et al., 2014). The perceptions, behaviours and 

attitudes of these health workers are part of the software. The interactions of health 

workforce hardware and software contributes to the strength and exigency of the health 

workforce in the system. Therefore, it is important to understand what and how these 

interactions play out. 

The exigency of the health workforce infers that imbalances or shortages of this resource has 

punctuated impact on health systems’ ability to provide, protect and promote health 

improvement and public health (Alliance for Health Policy and Systems Research, 2012, 

World Health Organization, 2007). Currently a workforce imbalance exists which manifests 

as global and persistent shortage of health workers (Kingma, 2007).  Health systems’ 

strengthening is dependent on a balanced demand-supply of the health workforce (Labonte et 

al., 2006, Kirk, 2007).  Zurn et al. (2004) modified by Marchal et al. (2003), developed a 

framework to capture both the health system and non-health system factors that influence the 

availability of an adequate health workforce (Zurn et al., 2004, Marchal and Kegels, 2003) 

(Figure 1). This workforce balance framework (WBF) has been further modified for the 

purposes of this review, to capture the broader picture of the health workforce elements 

under exploration (Figure 1).  

The gender analytical axis being utilized in the review is introduced in Figure 1 but expanded 

in Figure 2. The WBF shows health system factors like types of policies in place and 

population health needs, as well as non-health system functions like overall GDP drive the 

demand for skilled health workforce. On the other hand, the supply of health workers is more 

nuanced and driven by many interacting factors. Figure 1 shows that to increase or maintain 

an adequate supply of health workers- which in this review represents nurses- sufficient 

training, distribution, performance, and retention mechanisms (Roome et al., 2014, Runnels 

et al., 2014) have to be put in place to balance the influx and efflux in workforce supply of 

the health system. When demand for nurses meets supply of nurses, then there is a workforce 

balance that is crucial for health systems’ viability (Figure 1).  
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Figure 1: Nurse migration and its impact on health workforce imbalances (adapted from Zurn et al. 20049, 

Diallo 200410, Jones et al., 200911, Morgan et al., 201612). The conceptual framework presents two interacting 

models of gender analysis: a model of gender identities adopted from a feminist framework of intersectionality 

that categorizes migrating nurses into professionals, migrants and women; and a model for power relations 

which inquires who (migrant nurse vs local nurse) has influence over the other, based on access/control of 

resources, decision making abilities and labour practises.  

The shortage is global (Kingma, 2007) but Sub-Saharan Africa (SSA) specifically suffers the 

worst repercussions of this imbalance, as the region with the greatest burden of disease 

(Globalization and Health Knowledge Network, 2007) and the greatest deficiency in HRH 

per population. It is important to understand the shortage of nurses as they make up the 

majority of the health workforce (Dovlo, 2007) and are critical to delivering primary health 

care and strengthening health systems in SSA (Buchan, 2006, Bradby, 2014). In Nigeria for 

                                                           
9 ZURN, P., DAL POZ, M. R., STILWELL, B. & ADAMS, O. 2004. Imbalance in the health workforce. Human Resources for Health, 2, 1-12. 
10 DIALLO, K. 2004. Data on the migration of health-care workers: sources, uses, and challenges. Bull World Health Organ, 82, 601-7. 
11 JONES, A. D., BIFULCO, A. & GABE, J. 2009. Caribbean nurses migrating to the UK: a gender-focused literature review. Int Nurs Rev, 56, 

285-90. 
12 MORGAN, R., GEORGE, A., SSALI, S., HAWKINS, K., MOLYNEUX, S. & THEOBALD, S. 2016. How to do (or not to do)… gender 

analysis in health systems research. Health Policy and Planning. 
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example, nurse shortages have been associated with elevated maternal and child morbidity 

and mortality (Salami et al., 2016) suggesting that their shortage is detrimental to a country’s 

health performance. Therefore understanding drivers of the shortage could provide new ways 

of alleviating this crisis. 

 

Nurse Migration  

One of the key drivers of nurse workforce imbalances or shortages is migration (Dovlo, 

2007) which is a dual contributor to health worker supply (Aboderin, 2007, Adelakun, 2013) 

in the WBF (Figure 1). In the WBF, when nurses emigrate to another country, the receiving 

country’s health system benefits from an influx of worker supply, which could reduce the 

workforce shortage. At the same time, the health workers’ original health system experiences 

human resource drain which may exacerbate inequitable workforce distribution and 

inabilities of the workforce to meet population health demands. Therefore, imbalances in the 

migration of health workers participates in undermining health systems’ fundamental goal of 

providing, protecting and promoting health improvement and public health (Alliance for 

Health Policy and Systems Research, 2012, World Health Organization, 2007). There is 

incredible value in trying to understand the conditions in which health worker migration 

occurs, and the consequences thereof.  

Migration fundamentally represents a process of movement. This movement can occur 

across geographical boarders, within geographical boarders, within the profession- from 

clinical work to management/ research for example and/or across professions where nurses 

could move to a non-health sector job (Figure 1) (Prescott and Nichter, 2014, Jones and 

Sherwood, 2014). In the literature, nurse migration has been shown to be conceptually vague 

in part due to the diverse descriptions and meanings of the term ‘migration’ (Freeman et al., 

2012a). For the purposes of this review, nurse migration is focused on the movement of 

nurses from SSA across international borders and vice-versa. 

Nurse migration has been identified as a global health priority that especially negatively 

affects poor developing countries (Dovlo, 2007, Dumont et al., 2007). The factors driving 

this nurse migration include, seeking better economic status and autonomy (Awases et al., 

2004), career advancement opportunities, and better functioning health systems and work 

conditions (Jones and Sherwood, 2014). In SSA, lopsided out-migration has nurses moving 

from the region to more developed countries, and SSA countries are unable to replace the 
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nurses that leave (Globalization and Health Knowledge Network, 2007). The effects of this 

nurse migration includes dilapidated health service delivery and crippled health systems in 

SSA health systems (Dovlo, 2007, Globalization and Health Knowledge Network, 2007).  

Nurse migration across national boundaries, has historically focused on macro-economic 

logic theories of push-pull factors (Prescott and Nichter, 2014, Jones and Sherwood, 2014, 

Marchal and Kegels, 2003), to better understand why nurses migrate. Dominant analyses and 

studies on nurse migration focus on shortages and brain drain, constraining the realities of 

these migrants to skilled labour (Raghuram, 2009). This submerges factors like gender of 

nurses who are usually women (Newman, 2014), and how this may participate in migration 

experiences. Broad-scale macro-economic logic potentially dilutes or erases historical, 

cultural and, socio-political complexities - which include gender, that may shape and 

influence nurse migration (Prescott and Nichter, 2014). For SSA, a gender analysis on the 

migration experiences of nurses may help to illuminate other channels and nodes driving 

migration processes. 

Conceptualizing Gender and Nurse Migration 

There is an awareness of the importance of gender-inclusive health sciences research. 

However, there is still conceptual confusion on the meaning and use of gender theoretical 

concepts (Hammarstrom et al., 2014, Freeman et al., 2012a). Gender analyses in health 

research remain sparse due to a lack of clarity on both the definitions of gender 

(Hammarstrom et al., 2014) and its role in health systems research (Morgan et al., 2016). 

The lack of conceptual clarity has contributed to the scarcity of work and focus on gendered 

nurse migration. Therefore, a conceptual framework that adopts a gender optic to nurse 

migration is necessary for the rigorous execution of this systematic review. This section 

seeks to establish this concise framework for visualizing, operationalizing and understanding 

nurse migration, gender and the links between the two.  

In the last decade, migration theory has opened up to embrace questions of ‘who’ is moving 

instead of just ‘why’ there is movement (Boyd and Greico, 2003). In health worker 

migration, women as mostly nurses are a significant proportion of who is moving (Penaloza 

et al., 2011, George, 2007). Women and nurses are a gender specific group but migration 

theories like push and pull theory have largely remained gender neutral when exploring 

migration (Boyd and Greico, 2003). This neutrality has largely not addressed the social and 

gender conditions that could be occurring within the migration phenomenon especially in the 
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context of nurses’ other identities (Figure 2). For example, at the micro-level, the decision to 

migrate may differ for a nurse who is also the primary family provider and has to leave her 

children behind to be cared for by other females (Wojczewski et al., 2015); compared to a 

nurse who migrates alone to a developed country and escapes traditional gender 

expectations; whose autonomy will differ also, from another nurse migrating as the spouse of 

an emigrating husband (Wojczewski et al., 2015, Jones and Sherwood, 2014). In alignment 

with these different circumstances for migration, Pedraza et al. (1991) in her paper on 

women and migration argues that the household, particularly husbands and fathers, as a 

social unit has significant contributions to making decisions about when, where, who or how 

migration is going to occur and the consequences of such a move, including expectations of 

remittances or returning of the migrant (Pedraza, 1991). Further showing how gender 

expectations within a household unit could influence migration experiences.  

Gender goes beyond the social behaviours and characteristics that are learned and associated 

with being a male or a female in a society (George, 2007, Newman, 2014, Morgan et al., 

2016). Gender is a process (Glenn, 1999, Ferree, 1999, Ortner, 1996, Lorber, 1994) and in 

trying to understand systems relations, gender has been defined as: 

“the socially constructed roles, behaviours, activities and attributes that a given society 

considers appropriate for males, females and other genders—affects how people live, work 

and relate to each other at all levels, including in relation to the health system.” (Morgan et 

al., 2016, World Health Organization Department of Gender Women and Health, 2010)  

Conceptualizing gender as a process illuminates social power relationality (Iyer et al., 2008, 

Buse K. et al., 2005) issues that occur at all levels- macro, meso and micro. Gender has 

continuously participated in recreating disadvantage amongst women in health professions, 

which includes nurses, who are thought to be underpaid for the amount and type of work 

they do, regardless of their positions or specialties (George, 2007). So far, research has 

acknowledged and shown that nurse migration is occurring exponentially (George, 2007) 

and contributing to health workforce shortages and imbalances (Penaloza et al., 2011) . This 

research largely situates nurses as currency in the labour-market and mostly ignores that they 

are woman-currency in the labour-market. Attached to their woman-ness are specific norms, 

values, expectations, and roles that make up gender and influence their migration experience, 

events and responses. Therefore, this systematic review sought to add gender analysis as a 

component to be considered when understanding nurse migration. Gender analyses propel 

understanding (Morgan et al., 2016, True, 2003) and understanding in this review’s context, 
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is based on the totality of the experiences, events, and responses described in nurse 

migration. 

Gender Analysis framework 

Gender analysis can be applied to describe, explain and/or understand the nature, mission 

and goals of nurse migration based on the premise that nurses are mostly women, and 

relationally, women usually had lesser power in societies than men- were power is the ability 

to influence or control resources (Morgan et al., 2016, Buse K. et al., 2005). There are 

several frameworks for conducting gender analysis (Morgan et al., 2016) in health-related 

research. Gender analysis is integral to fulfilling the aim of Health Systems Reseacrh (HSR) 

to participate in strategic, context-driven and equitable health systems policies and activities 

(Morgan et al., 2016). A gender analysis framework that explores the power relations, to 

better understand nurses’ migratory journey is an ideal way to contribute to strategic and 

adept policies and interventions to mitigate nurse migration’s impacts on health workforce 

imbalances. This systematic review’s gender analysis aimed to situate SSA nurses’ migration 

experiences within gender influenced realities that are potentially affecting worker 

motivation, imbalances, and performance. 

This systematic review address international nurse migration only, utilizing a gender optic to 

explore the interactions between gender and international nurse migration experiences as 

shown concretely in Figure 2. Gender analysis of SSA nurse migration experiences in this 

review used the gender lens as an encompassing latticework of different nurse relations and 

identities. Identities are socially and historically constructed and shape how we view 

ourselves and experience the world, as well as how the world views and experiences us. To 

operationalize this gender analysis framework, the first step was to organize migration 

experiences into deductive macro, meso and micro domains established from the scoping 

exercise (Figure 2). Macro domains related to the role that the state systems, policies and 

guidelines plays in SSA nurses’ migration experiences; meso domains related to to societal 

and professional environments in which migration is occurring and micro domains related to 

autonomy and individual decision-making factors (Alliance for Health Policy and Systems 

Research, 2012) (Figure 2).  Feminist interpretative framework of intersectionality (Jones et 

al., 2009, Yuval-Davis, 2006) was adopted to disaggregate SSA migrant nurses by their 

identities as professionals, as African migrants and as African women (Figure 2). This 

identity lens was the exploration of intersectionality within the gender lens, were 

intersectionality is ‘addressing the interconnectedness” of nurses’ identities. This is one step 
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in the gender analysis in this systematic review (Figure 2). This type of identity 

disaggregation also recognizes that gender is a social construct and should be analysed 

within social contexts and stratifiers. 

Another gender framework by Morgan et al., 2016,  illustrated the power relational notions 

of gender (Morgan et al., 2016). Power was an exploration of who has access to resources; 

who makes decisions and the division of labour and daily practises (Morgan et al., 2016). 

This exploration is the other step in the gender analysis (Figure 2). This gender latticework 

may reveal how migrant nurses faces structural encumbrances to professional, personal 

and/or familial development during migration. This gender power relational inquiry is the 

exploratory focus for emergent inductive themes in this framework. Therefore, 

intersectionality was adopted as exploring the different identities of SSA nurses as migrants, 

professionals and as women, enabling this review to describe the implicit and explicit gender 

identities, ideologies and relations in the nurse migration literature. This node of 

intersectionality was selected because the dominant literature intersects gender and class, 

ethnicity or race, and do not usually consider multi-complex identities and social relations 

that could be interacting as well (Bastia, 2014) These descriptions may reveal how nurses 

face hierarchies and manoeuvre international migration trajectories. Understanding the 

experiences of nurses as migrant women working in professional spaces that may also be 

gendered, could contribute to policy solutions that address effects of migration in both 

source and receiving countries. Therefore, a gender analysis on SSA nurses’ migration 

experiences like the one established for this systematic review, is a core unit for establishing 

these understandings.  
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Figure 2: Gender analysis framework in the context of SSA nurses’ international migration experiences. The 

framework is a focused elaboration of Figure 1 presenting the migration experiences of SSA nurses in macro, 

meso and micro domains. A model of gender identities which categorizes migrating nurses into professionals, 

migrants and women; and a model for power relations which inquires who (migrant nurse vs local nurse) has 

influence over the other, based on access/control of resources, decision making abilities and labour practises, is 

used to explore these experiences 

Research Questions 

What is the influence of gender on the international migration experiences of nurses from 

Sub-Saharan Africa (SSA)? 

a) Does the literature present gender analyses in nurse migration experiences’ research, 

and if so how? 

b) Based on the available literature, how do gender influences manifest in the migration 

experiences of SSA nurses? 

c) What are the gaps in the nature and focus of gendered nurse migration research for 

future endeavours? 
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Objectives of this Review 

This systematic review seeks  

• To identify and synthesise the existing literature reporting on the migration 

experiences of nurses originally from Sub-Saharan Africa.  

• To evaluate the identified literature and use a gender analytical framework that 

addresses identity and power relations (Figure 2) to examine the range and scope of 

influence that gender has on nurses’ migration experiences.  

The expectation is that this review will contribute to informing gender-sensitive guidelines 

for alleviating the consequences of nurse maldistribution due migration of nurses. 

Additionally, this review could be a potential example of gender analyses’ incorporation into 

systematic reviews methodology and a step towards encouraging more gender-focused 

research within the health systems discipline. 

 

Justification for the Review 

There has been sparse attention placed on interlinks between gender and theories of 

migration and brain drain. In the health profession, women make up the majority of the 

labour force, especially as nurses (Newman, 2014) critically participating in health system 

sustainability. These nurses also make up most of the people in the professional migration 

pool (Penaloza et al., 2011, George, 2007). Gender plays a role in determining who moves, 

when those moves take place and the features of what the migratory process and results will 

be (Oishi, 2002, Boyd and Greico, 2003). The broader migration literature encompasses 

gender through investigating and elaborating on largely two types of status change. One 

change being the woman’s position within her family and the other being the movement 

from one gender stratified patriarchal system to another (Boyd and Greico, 2003, Oishi, 

2002) without necessarily alluding to the woman’s migration status as highly-skilled labour 

(Jones et al., 2009). Nurses are migrating with various identities (Figure 2): as a migrant, a 

skilled labourer and importantly, as women (Jones et al., 2009). Understanding the role of 

gender in the interaction of these identities during the migration experience, has possible 
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positive implications for addressing health workforce shortages, performance, and 

motivations.  

There is a tangible paucity of systematic reviews in health systems and policy research 

(HSPR) that adopt or explicitly include gender analyses in their work (Runnels et al., 2014). 

Part of this scarcity is driven by challenges which include defining and distinguishing 

between sex and gender; collecting, measuring and analysing sex and gender as well as 

appraising quality of the not always available data (Runnels et al., 2014). Despite the 

challenges of in cooperating gender analyses in research, there is a need for a gender 

perspective to understanding nurse migration experiences, as an avenue for possible 

solutions to alleviating health worker shortage. A gender perspective acknowledges and 

recognizes that historically, men and women have operated in configured relationships of 

domination and subordination that have ripple effects in all aspects of their lives (Prescott 

and Nichter, 2014, Ong, 1991, Morgan et al., 2016). Gender perspectives that have been used 

to examine migration include Global Care Chain (GCC) theory (Dumont et al., 2007, 

Wojczewski et al., 2015) that addresses the power dimensions that manifest during the 

movement of female health workers from developing countries to developed countries 

(Dumont et al., 2007). GCC describes the cascade of care work when women migrate as lead 

migrants (LM) or primary financial providers and leave their families behind to be cared for 

by other women. In nurse migration literature, GCC and has increasingly been termed Global 

Nurse Care Chain (GNCC) (Prescott and Nichter, 2014, George, 2007). Some work 

including gender perspectives into nurse migration primary research has been done, but there 

is still a dearth of gender-axial systematic reviews to gather and synthesize these already 

existing empirical works. This systematic review confronted this gap by addressing the 

extent to which gender relations are directly or indirectly identified as influences in nurse 

migration experiences and how this is presented in the literature. The aim is to reconfigure 

the current modes of analysis adopted in understanding nurse migration, to recognize the 

gendered subjectivities that are part of migratory processes.  

Exploring and understanding the influence of gender in nurse migration experiences, 

contributes to innovating gender-specific solutions to the global health worker shortage 

crisis. These innovations may include gender-sensitive incentives to increase nurses’ 

capabilities and capacities that may enhance the sustainability of health systems. A 

systematic review that consolidates nurse migration empirical work in the context of SSA 

and adopts a gender analysis can contribute to the debates around global health worker 

shortage and migration. It can also identify knowledge gaps and opportunity spaces for 
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further inquiry and inform decision makers about how to manage nurse migration from 

developing countries.  

In conclusion, the broad push-pull and brain drain theories that have dominantly been used to 

explain nurse migration potentially undermine socio-political and cultural processes of 

migration. This obscures and eliminates social processes like gender, from being examined 

and considered as contributors to migration. Therefore, this review sought to add gender 

perspectives as a component to be investigated in understanding nurse migration 

experiences. The review focuses on SSA as the region that suffers the worst consequences of 

nurse migration and would benefit greatly from innovative structures, policies and guidelines 

to mitigate and reduce effects of this migration. At the health systems and policy research 

content level (Morgan et al., 2016), this review will contribute to developing HSPR work 

that in-cooperates gender theoretical and conceptual frameworks as a way of doing 

systematic reviews in HSPR. 

Methodology 

Approach to the review 

This study had an explorative purpose as it aimed to engage with nurse international 

migration experiences at macro, meso and micro levels. This all-encompassing investigation 

of migration inspired a two-staged approach that comprised of: 

(1) An initial scoping exercise (not a scoping review) of the academic literature to identify 

the key terms and language that have been used in addressing the concept of nurse 

migration within health systems and health research work. These terms informed search 

strategies of the systematic review and the exercise also guided the literature review 

section of this thesis. 

(2) A systematic review that was guided by findings from the literature review and 

grounded in the key search terms and findings from the scoping exercise. This 

systematic synthesis consisted of iterative, systematic steps that included a) formulating 

a search strategy and conducting the searches (Appendix I, page 28) b) screening articles 

for relevance (Appendix II and II, page 31 & 35) c) critically appraising relevant articles 

(Appendix V, page 35) and d) thematically synthesizing (Appendix IV, page 35) the 

critically appraised articles. 
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Scoping exercise 

The aim of scoping is to coalesce and analyse a broad range of both research and non-

research information to provide conceptual clarity and understanding of a particular topic or 

evidence base (Davis et al., 2009). Nurse migration is conceptually complex (Freeman et al., 

2012a). Therefore, initial scoping was necessary for this study in order to identify the terms 

that were operationalized in the systematic review so as to adequately represent nurse 

migration. Scoping was iteratively conducted by searching the literature and a variety of  

“gender”  types was included using terms the terms “sexism”, “discrimination’, “bias”, 

“prejudice”, “stereotype”, and “inequality”. The variety of gender-typing was explored as a 

strategy to localize nurse migration studies that explicitly explored gender- in the case of 

such studies gender was a subject or focal point. Scoping occurred until key terms were 

identified and operationalized and the author had a general grasp of what the nurse migration 

literature entailed. The scoped literature included academic work, grey literature, conference 

abstracts and literature from other disciplines, to enable the integration of evidence on nurse 

migration and provide the framework of this concept that was used in the systematic review 

processes. 

Systematic Review 

Systematic review methodology provides a framework and the tools and methods requisite 

for analysing and synthesizing the most relevant empirical work evidence (Roome et al., 

2014, Lavis et al., 2005). It is a rigorous approach to collecting and selecting the best 

available empirical evidence so that it can be used to inform policy, program or clinical 

decisions whilst also providing guidance for the trajectory of future and/or new research 

(Lavis et al., 2005, Runnels et al., 2014). The Cochrane reviews are the most established and 

are constantly updated and regulated (Runnels et al., 2014, Higgins and Green, 2011) 

catering for the rigorous synthesis of primary research from Randomized Control Trials 

(RCTs) (Higgins and Green, 2011, Jones, 2004). 

In the Cochrane guidelines, planning for, conducting, reporting and disseminating the 

review, encompasses the main stages of carrying out systematic reviews (Higgins and Green, 

2011). In the planning stage, justification for the review has to be presented, that is then 

followed by a proposal and protocol that discusses the aims and objectives of the review 

thoroughly. The conduction of the review involves developing clear criteria of keywords and 

search terms that will enable all relevant literature to be extensively identified (Higgins and 
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Green, 2011, Jones, 2004). In the conduction phase of Cochrane Reviews, relevant appraisal 

tools should be identified to drive the quality assessment of the relevant studies as well as 

identifying the relevant extraction, monitoring and data synthesis tools that complement the 

review question being approached. The reporting and dissemination stage should take into 

consideration the audience of the review and still continue to reflect the overall aims and 

objectives under inquiry presented in an accessible and understandable way (Higgins and 

Green, 2011). 

Like empirical strategies, systematic reviews may also have quantitative or qualitative or 

mixed methodologies (Harden and Thomas, 2005). When the aim of the review is to bring 

together studies from different settings and contexts to uncover consistencies, then a 

quantitative review is most appropriate (Harden and Thomas, 2005, Glenton et al., 2013) to 

bolster transferability and generalizability of the conclusions from different studies (Glenton 

et al., 2013). Qualitative systematic reviews on the other hand are essential when the aims of 

the review are to explore and understand a phenomenon within and across contexts (Glenton 

et al., 2013). Therefore, for the aims and objectives of this study, a qualitative systematic 

review was the most relevant approach for bringing together existing primary evidence on 

SSA nurses’ migration experiences, and to explore how gender is possibly organizing and 

theoretical concept within this migration. The intensive, rigorous and step-by-step systematic 

approach was adopted to maintain objectivity and integrity of the research process by 

diminishing researcher or findings bias since if enabled the methodology from data 

collection, analysis, reporting and dissemination to be explicit and transparent. 

There are unresolved debates on the best approaches to reviewing and synthesising 

qualitative data (Harden and Thomas, 2005) unlike RCTs that use quantitative data and have 

standardized and established methods for synthesizing it (Higgins and Green, 2011). 

Quantitative data on nurse migration in SSA is vulnerable to bias and unreliability (Dovlo, 

2007). This is partly because many SSA nations do not have rigorous health worker 

information databases and sometimes health workers migrate as spouses and do not 

necessarily end up working as health workers (Diallo, 2004). They are not captured by the 

migration data that is available. The primary evidence relevant to this systematic review was 

however mostly qualitative due to the gender analytical axis. The qualitative synthesis 

methods that were relevant to include in this review were possibly either narrative review or 

synthesis and/or thematic synthesis (Pope et al., 2000). 
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Narrative synthesis articulates the use of text, language or voice in empirical works, where 

the narrative can either be the analysis tool or the subject (Hennink et al., 2010b). Narrative 

analyses is instructive for policy information and interventions and this type of analysis 

developed particularly from research on feminism and gender identities (Hennink et al., 

2010b, Pope et al., 2000) which would make it ideal for a systematic review that is focusing 

on gender perspectives. However, due to the paucity of both systematic reviews that utilize 

gender analysis as a methodological tool, and empirical works in nurse migration, as well as 

the underdeveloped use of narrative synthesis applications, conducting a narrative analysis at 

this stage would be pre-mature. 

A thematic synthesis approach is essential when there is a paucity of knowledge on the 

research subject (Hennink et al., 2010b, Green and Thorogood, 2004b). This synthesis allows 

key concepts to be generated from the relevant literature and these can be categorized under 

themes established from either the data itself (inductive) or from theory in existing literature 

(deductive) (Green and Thorogood, 2004b, Pope et al., 2000). A thematic synthesis approach 

(Pope et al., 2000, Glenton et al., 2013) was ideal in this methodological context where the 

empirical work was sparse and largely descriptive in contrast to being richly theorized or 

conceptual (Glenton et al., 2013, Noyes and Lewin, 2011). This approach was broad enough 

to allow for the exploration of gender in nurse migration experiences whilst the systematic 

tools of conducting this synthesis were also structured enough to enable ‘thick’ and ‘rich’ 

descriptions (Glenton et al., 2013, Hennink et al., 2010b) of the gender perspectives. In this 

case ‘thick’ and ‘rich’ descriptions were the analytical outputs of the systematic review 

(Hennink et al., 2010b). 

 

Literature Search Strategy 

The literature search for this systematic review was comprehensive to enable capturing of as 

many relevant articles as possible, but the setting was limited to SSA in line with the 

research question and also because SSA suffers the greatest health sector and outcomes loss 

from the migration of nurses (Dovlo, 2007). The literature search was initially part of the 

scoping exercise and became more refined as scoping approached saturation. A two-step 

search strategy was utilized. Firstly, eight databases – PubMed, Academic Premier Search, 

Cumulative Index of Nursing and Allied Health (CINHAL), Africa-Wide Information, 

Academic Search Premier, PsycINFO, WHO Global Health Library and Google Scholar - 



 

 Protocol  18 

were searched with no limitations to publication year. The scoping exercise participated in 

deciding the limitations of the publication year and the search terms of the review. 

Key compound terms “nurse” were be combined using Boolean operators “OR” (Noyes and 

Popay, 2007), with truncated or non-truncated terms derived from MeSH terms and the 

thesaurus, to include words like “nursing”, “health worker”, “health personnel”. These terms 

were paired, using Boolean operator “AND” (Noyes and Popay, 2007), with compound key 

word “migration” and its associated appropriate terms which included, “immigration”, 

“emigration”, “mobility”, and “movement”. The SSA countries were listed individually to 

avoid any studies from the region being erroneously excluded. The primary focus of this 

systematic review was using gender as the analytical tool and therefore the primary search 

strategies centred on ‘nurse’ ‘sub-Saharan Africa’ and ‘migration’ search terms. A 

combination of these terms was reiteratively applied to search the literature until a 

comprehensive strategy was established for the systematic review (Hennink et al., 2010a) 

and there were no changes in the literature search being deemed as relevant. The selected 

articles were then stored in the reference manager Endnote. Endnote enabled duplicate 

articles from the search databases to be easily removed and for a careful record of potentially 

relevant articles to be maintained. The remainder of the articles were screened using the 

inclusion/exclusion criteria established below. The screening stage involved careful 

processing of titles and abstracts to tease out the articles that were included in the review. 

The second search strategy then commenced at this point. After full reading of the screened 

and selected articles, hand searching of the reference lists on these articles was done to 

potentially identify more relevant articles. Careful records of the dates on which all search 

strategies were conducted was maintained to better inform and provide directions for future 

researchers who may want to expand this systematic review. A final search strategy and the 

processes involved were included in Appendix II (page 31) and provided to the supervisors 

of this review. 

Article Inclusion Criteria 

Articulating an inclusion criterion for a systematic review is important for giving structure 

and manageability to the research and article selection process. Therefore, it is important to 

have inclusion criteria that are embedded in the research aims and objectives with enough 

specificity to contain a manageable dataset. 

This review considered: 
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I. Qualitative or mixed-methods studies about nurse migration from Sub-Saharan 

Africa. To include both studies done in SSA but also studies done in non-SSA 

countries where the subject was nurses originating from SSA. Migration 

included only transnational migration. 

II. The titles or abstracts of the relevant articles that contained some of the 

keywords or sections of the research question. 

III. Studies focused explicitly on nurses’ migration experiences, but also those 

focusing on health workers where nurses’ inclusion was a sufficient component 

of the research and featured as a variable and was discussed and analysed, were 

also considered. 

IV. Articles accessible under the UCT library subscriptions databases and journals 

only. If an article was deemed essential and relevant but not accessible under 

these terms, attempts were made to contact the lead author for access. 

V. Interest in the interaction between gender and migration increased at the 

beginning of the 21st century (Boyd and Greico, 2003). Therefore this review 

was limited to those that were published since 1995, as a strategy for capturing 

the most relevant articles , 

Articles were excluded based on the following criteria: 

I. Non-empirical data (secondary data, policy briefs) 

II. Quantitative data only 

III. Mixed methods were the qualitative component was insufficient. This is where 

qualitative work was not analysed in the article. 

IV. Articles with no abstracts 

V. Articles not in English  

VI. Articles published before 1995 
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Article Selection 

Studies that met the combination of search terms that represent SSA nurses’ migration 

experiences as well as the inclusion criteria above were selected for screening. For articles 

that had uncertain abstracts or were potentially eligible, a full text read was applied to 

determine selection for screening. For the purposes of this review, nurse refers to any health 

worker who trained to be a nurse, not including clinical assistants or medical assistants 

without nurse training. 

Assessment Criteria/Quality Appraisal 

The inclusion criteria states that the relevant studies should use qualitative or mixed 

methodologies in investigating nurse migration in the SSA setting. In addition to this 

criterion, the appraisal of selected articles used a customized Critical Appraisal Skills 

Program (CASP) tool (Public Health Resource Unit, 2006) (Appendix V, page 35) for 

qualitative assessment of the relevant articles. Rich and thickly descriptive qualitative 

research in nurse migration is time consuming to intensively conduct within health research 

(Mijovic et al., 2016), and would be more suitably studied within ethnographic and or 

anthropological contexts (Mijovic et al., 2016). Therefore, studies that met the inclusion 

criteria from these disciplines were also examined using the CASP tool to gauge impact of 

each study on the developing explanations and relationships in this review (Glenton et al., 

2013). 

 

Data Extraction, Synthesis and Analysis 

The thematic synthesis approach (Thomas and Harden, 2008) was the basis for data 

extraction, analysis and synthesis in this systematic review. The main aim of this thematic 

analysis was to identify key concepts. Identification included a standardized data extraction 

form (Higgins and Green, 2011) (Appendix III, page 35) which was be used to collate 

information from articles with annotated summaries of the evidence also provided for 

reference. This excel format form identified authors, year of publication, which country or 

region, type of study and the summarized results and interpretations of the authors were also 

recorded. The form made accessible in a quick and efficient way, the concepts and potential 
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themes emerging from the data as the review process developed, and formed the basis for the 

analysis and synthesis that shaped the systematic review. 

All relevant texts were manually coded to establish developing themes, concepts and 

relationships. To guide data extraction, an initial deductive (Green and Thorogood, 2004a) 

matrix of macro-codes split ‘intent to migrate’  and ‘migration’ experiences against micro 

(family), meso (organizational), and macro (national, global, policy) codes ( Figure 2). These 

were used to organize and interact with the articles that met the inclusion criteria. This 

matrix provided a basis and starting point for exploring the literature on nurse migration 

before enabling a gender analysis of migration experiences. However, careful attention was 

be paid to inductive themes (Green and Thorogood, 2004a, Cohen and Crabtree, 2006) that 

rose from the data and these were organized and categorized iteratively.  

Textual data analysis is iterative and involves developing themes and concepts and revisiting 

them as more data is in cooperated into the research (Hennink et al., 2010b) to establish, 

patterns, complements and differences as the project moves along. Nursing profession and 

professional migration are female-dominated phenomena (Jones et al., 2009), therefore the 

analysis and synthesis in this review begun with the broad interpretative understanding of 

‘gender analysis as exploring the dynamics of power’ (Morgan et al., 2016, World Health 

Organization Department of Gender Women and Health, 2010) and gender as relational 

(Jones et al., 2009). 

The framework thematic synthesis approach for analysis and synthesis was used to make 

sense of the themes and relationships established from the relevant nurse migration articles 

that met the inclusion criteria. This framework approach has five stages (Glenton et al., 

2013, Noyes and Lewin, 2011): 

● Familiarization involved immersing selected articles into the aims and objectives of 

the review. 

● Identifying a thematic framework. In this review, an initial deductive coding matrix 

(Table 1) guided theme development. The matrix arose from early stages of 

descriptive analyses of initial texts identified in the literature. This matrix enabled an 

ordering of the literature that was arising from search strategies. This first step in the 

framework was organizing migration experiences into macro, meso and micro 

domains. 
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Table 1: Initial Deductive Coding Framework 

 Definitions Migration Experiences 

Micro 
(individual/family)  

-refers to autonomy factors at the 
individual/agentic level participating 
in migration 
 

Family roles:  
-Handling children whether long distance or as an 
immigrant 
-Who has control over remittances 

Meso 
(organizational/society) 

-refers to societal and professional 

environments in which migration is 

occurring.  

 

Professional roles: 
-Not being taken as seriously 
-Facing discrimination 
-Vulnerability to violence 
-Social networks that can support migrants 

Macro 
(policy/global/national) 

-the role that the state systems, 

policies and guidelines plays in SSA 

nurses’ migration experiences for 

example the policies and guidelines 

involved in migration. 

 

Policies: 
-Regulations that may favor migration of certain 
predominantly female cadres that are recognised 
abroad 
-Ageing populations leading for increased demand for 
nursing/ social care 

 

• Indexing or Coding. At this stage authors independently read selected articles and 

attach themes as appropriate before discussing attached themes and reaching a 

consensus of relevance as a means of transparency and rigor in qualitative work 

(Hennink et al., 2010a). In this review one author indexed all the selected articles 

with a foundational input from randomly selected articles that had been indexed by 

the two supervisors for this thesis. Codes we also established during identification of 

the thematic framework. 

● Charting. This stage moves beyond descriptive thematic to categorize and establish 

relationships amongst the identified themes and indices. The initial gender analysis 

step disaggregated themes about SSA nurses’ migration experiences by identity of 

nurse as professional, as African migrant and as women. Analysis then involved 

identifying relationships within and between identities. 

● Mapping and interpretation. At this stage, the categories of themes established in the 

charting phase were then analysed as a way of building explanations for the findings 

from the reviews (Noyes and Lewin, 2011, Higgins and Green, 2011). Investigating 

power dynamics (Morgan et al., 2016) and complex identities guided extraction of 

emergent themes in selected articles (Figure 2) to careful attention was given to new 

themes and relationships that rose from the article-data. 
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Rigor 

The research study had a considerable amount of iterative processes, therefore to ensure 

transparency in the research process, the researcher maintained strict and explicit record 

keeping detailing all the stages of the research and explaining any decisions made about the 

process. Bias was limited by systematically searching the literature until saturation and 

exhaustion as well as using the data extraction form.  Samples of the articles as well as the 

search strategies applied to the literature were also reviewed by two supervisors, to contain 

possible researcher prejudice and bias. The research supervisors participated in finalizing 

data extraction forms, analysing and discussing the final analytical themes in a bid to 

promote internal and interpretational validity of the study. 

Ethical Considerations 

This review will use publicly available and already published data. Therefore, there is no 

explicit confidentiality or ethical procedures to be considered for this review. 

Study Limitations 

There is potential for study selection bias based on the reviewer’s own background, 

perception and understanding. This limit could however be alleviated by the rigorous use of 

the CASP tool to maintain objectivity during article selection. The review may include 

analysis of cross-disciplinary studies using different methodologies which may not 

necessarily have a policy focus. Therefore, deriving health policy implications will be more 

implied and suggestible than explicit. Also, nurse migration might not be labelled as such in 

literature when we have nurses who migrate as spouses (not nurses) but may eventually end 

picking up their careers in the destination country. Such subjects may be in the migration 

literature but not in the nurse migration literature and could potentially be missed. Studies 

whose subjects were ‘health workers’ migrating without identification of whether these were 

doctors or nurses or both, could be missed in the literature search strategy for this systematic 

review. Lastly, the review focuses on studies published in English only. This filter could be 

eliminating potentially relevant empirical from French or Portuguese speaking SSA, that 

could inform gender dimensions of nurse migration.  

Dissemination 

This systematic review will be condensed into a summarized format to allow decision-

makers within the health sector and potentially the migration sector to easily access the 

synthesis on the empirical works on nurse migration and the relevance of gender to this 
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phenomenon. The review seeks to enhance the understanding of the gendered ways in which 

nurse migration could be happening as a way of inspiring both gender-sensitive human 

resources for health policies and gender-inclusive future research on health worker migration 

and its impacts.  

Budget 

This study was supported by a MasterCard Foundation Scholarship Award.  

Timelines 

Subject Activity Time span 

Scoping Exercise Formulating Topics; Identifying research 

questions; directing protocol & literature 

review development  

February-July 2016 

 

Part A: Protocol   May-November 2016 

Part B: Literature 

Review  

Critical Literature Review May-July 2016 

Drafts July- October 2016 

Part C: Journal 

Article 

Systematic Review November – January 2017 

Thematic Analysis January- February 2017 

Drafts January- February 2017 

Submission March 2017 
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1 

Introduction 

The overall goal of any health system is to provide, protect and promote health improvement and 

public health (Alliance for Health Policy and Systems Research, 2012, World Health 

Organization, 2007). To understand this goal, health systems are depicted by two main 

frameworks that comprise either the elements making up the health system, or the intentions 

they seek to achieve (Alliance for Health Policy and Systems Research, 2012). In 2007, the 

World Health Organization (WHO) suggested a six building blocks structural framework for 

understanding health systems (World Health Organization, 2007) that embodies health system 

goals (Adam and de Savigny, 2012). These six blocks are service delivery; health workforce; 

information; medical products, vaccines and technologies; financing; and leadership and 

governance (World Health Organization, 2007, Alliance for Health Policy and Systems 

Research, 2012). The interactions and interrelationships amongst these building blocks constitute 

a health system and changes in one block, usually has effects in the other elements (Adam, 

2014). One building block, the health workforce is the focus of this review. The interactions of 

these actors help shape a health system. Moreover, health systems are part of social fabric of any 

nation (Alliance for Health Policy and Systems Research, 2012), therefore, notions to strengthen 

health systems have to include analyses of social relations interplaying within the health system. 

Gender is one social relation that overarches health system and participates in health systems’ 

development and/or strengthening (Morgan et al., 2016, Newman, 2014). 

The second framework depicts the health system as being shaped by hardware and software 

(Alliance for Health Policy and Systems Research, 2012, Sheikh et al., 2014). The hardware 

encompasses organizational, policy, financing and legal frameworks together with health 

delivery requirements that assemble the health system (Sheikh et al., 2014). The software 

includes the norms, traditions, values, roles and processes ingrained in the health system 

(Alliance for Health Policy and Systems Research, 2012). Software can be tangible and in some 

instances intangible – for example, gender as a socio-cultural relation in health system 

performance (Gilson et al., 2005) is a software element.  For health workers, the behaviours, 

attitudes, perceptions and feelings of these actors; and the relationships, communications and 

team atmospheres that result, are all considered part of the software and influence health system 
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dynamics. For example, one study showed that 40% of women in the study listed gender 

discrimination as first amongst 11 factors hindering their career (Carr et al., 2003). This could be 

indicative of how software components like social attitudes, perceptions and feelings around 

gender can influence hardware components like the health worker and work place dynamics in 

the health system. Therefore, analysing the interactions between hardware and software elements 

is a step towards understanding relationships and corresponding synergisms within the health 

system (Adam and de Savigny, 2012).  Strengthening health systems includes inspired 

approaches by researchers to investigate actionable ways that not only alter structures for 

improved performance but also impress upon actors in the health system to shift norms, values, 

traditions, roles and procedures (Alliance for Health Policy and Systems Research, 2012).  

This literature review seeks to explore gender, as a social, intersectional power relation that 

manifests in the health workforce (nurses). To enable this exploration, the literature review will 

focus on nurse migration experiences and its role in the health workforce imbalances and the 

potential health system consequences. The literature review starts by grounding the health 

workforce as a hardware element, in a global shortage crisis (Marchal and Kegels, 2003) and 

exploring the role of nurses in the workforce. It will also unpack the health worker migration and 

its impact on health systems and then will focus on nurses as health worker professional 

migrants. Lastly, the review will embrace gender as a social power relation software element of 

health systems that is cognizable in nurse migration. The overall goal of this literature review is 

to set the stage for developing a systematic review that harnesses the empirical work conducted 

on nurse migration experiences. This goal is to better understand, what, from a gender 

perspective, is driving, motivating, participating or halting nursing migration; and needs to be 

done to strengthen the health workforce in terms of their work-life balance, providing health 

gains and wider societal values. This understanding would overall impact on health system 

performance. 

The Health Workforce 

In health systems frameworks, an underlying understanding, appreciation and acknowledgement 

is that a thriving health system is people-centred (Abimbola et al., 2014) and crucial to this 

people-centeredness is the health worker (World Health Organization Department of Gender 
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Women and Health, 2010). However, there is an unrelenting global crisis of a shortage of skilled 

health workers (Stilwell et al., 2004, Hongoro and McPake, 2004, Salami et al., 2016, Aluttis et 

al., 2014a, Labonte et al., 2015). This section of the review outlines the health worker crisis and 

repercussions associated with this issue. 

Human resources for health (HRH) (The European Observatory on Health Systems and Policies, 

2011, George, 2007), covers the range of health occupations and personnel whose main focus is 

to deliver, maintain and progress public health (George, 2007, Morgan et al., 2016). The diverse 

and broad meanings of the HRH to encompass all clinical and non-clinical activities related to 

the improvement of health (George, 2007) suggests that outside of formally skilled nurses, 

physicians and dentists, human resources for health, takes into consideration the role that 

caregivers, part time workers and even health volunteers play in the amelioration of health 

(George, 2007). In this literature review, “health workers”13 is reserved to mean the formally 

skilled labor whose training, distribution and performance has tangible macro14-impacts on 

health system performance. On health policy agendas, the health workforce has traditionally 

been low-ranked (Globalization and Health Knowledge Network, 2007). However, the 

development of sustainable health systems should encompass an interest in the space that health 

workers (Stilwell et al., 2004, Salami et al., 2016) occupy within health systems. Health workers 

glue the health system together (Joint Learning Initiative, 2004, Newman, 2014, Aluttis et al., 

2014a). The increased recognition of the adhesive nature of health workers and in particular 

nurses (Buchan, 2006) has inspired enhanced and focused scrutiny on the workforce’s training, 

distribution, performance and retention (Roome et al., 2014, Runnels et al., 2014) at both 

national and international levels, revealing chronic shortage problems that impact health system 

strengthening and resilience (Joint Learning Initiative, 2004, Globalization and Health 

Knowledge Network, 2007) . 

Health Workforce Crisis 

There is an urgent need for innovative and equitable solutions to supply and retain a global 

health workforce that meets the demand for health care (Labonte et al., 2015, Stilwell et al., 

                                                           
13 The literature on health worker migration is typically limited to the professions of physicians and nurses. This is mostly because 

data on their movement as formal, skilled and usually registered labour is easier to monitor. Health workers in this review therefore 

refers to this professional cadre and when the reference is nurses, it will be explicitly stated. 
14 Macro refers to national/state and global aggregate levels of impact. 
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2004, Salami et al., 2016). Health systems’ strengthening is dependent on a balanced demand-

supply of the health workforce (Labonte et al., 2006, Kirk, 2007)  (Figure 1) and a shortage in 

health workers is indicative of an imbalance (Kingma, 2007). In 2006, the WHO revealed that 

there was a global shortage of about 2.4 million nurses, doctors and midwives (WHO, 2006) and 

the low-and-middle income (LMIC) countries incur the worst consequences of this shortage 

(Stilwell et al., 2004, Salami et al., 2016, Connell et al., 2007). In over fifty-seven countries the 

ratio of health worker to population is less than 2.5 per 1000 population– which is the ‘minimum 

required to deliver basic health services (Aluttis et al., 2014a, Salami et al., 2016, Dovlo, 2007, 

WHO, 2006). When “health worker” is disaggregated to doctors and nurses, the doctor to 

population and nurse to population ratios further articulate this crisis. Projections of available but 

limited data showed that Sub-Saharan Africa (SSA) has a shortage of about 700 000 doctors and 

600,000 nurses (Hongoro and McPake, 2004, Kurowski C et al., 2004). Nigeria for example, 

faces health and regional disparities due to the extreme shortage of nurses in the rural and 

northern parts of the country (Salami et al., 2016). Much of this shortage is impelled by health 

workers migrating from their home countries in SSA to more developed countries (Connell et 

al., 2007). Zimbabwe alone has over 18 000 nurses working abroad (Sanders and Chopra, 2006, 

Pang et al., 2002) and a third of South Africa’s medical graduates move to Europe and the USA 

(Hongoro and McPake, 2004). South Africa alternatively takes in health professionals from other 

African countries (Labonte et al., 2015, Stilwell et al., 2004, Bidwell et al., 2014) to alleviate the 

shortage of health providers in the country. Therefore, it is substantially important to understand 

mechanisms like migration, that are driving health worker imbalances, to be better able to levy 

solutions for this crisis.  



 

 

 

 

 

5 

 

Figure 3: Health Worker Balances and Migration Pathways (Diallo, 2004, Jones et al., 2009, Zurn et al., 2004, 

Morgan et al., 2016). Nurse migration and its impact on health workforce imbalances (adapted from Zurn et al. 

200415, Diallo 200416, Jones et al., 200917, Morgan et al., 201618). The conceptual framework presents two interacting 

models of gender analysis: a model of gender identities adopted from a feminist framework of intersectionality that 

categorizes migrating nurses into professionals, migrants and women; and a model for power relations which 

inquires who (migrant nurse vs local nurse) has influence over the other, based on access/control of resources, 

decision making abilities and labour practises. 

                                                           
15 ZURN, P., DAL POZ, M. R., STILWELL, B. & ADAMS, O. 2004. Imbalance in the health workforce. Human Resources for 

Health, 2, 1-12. 
16 DIALLO, K. 2004. Data on the migration of health-care workers: sources, uses, and challenges. Bull World Health Organ, 82, 

601-7. 
17 JONES, A. D., BIFULCO, A. & GABE, J. 2009. Caribbean nurses migrating to the UK: a gender-focused literature review. Int 
Nurs Rev, 56, 285-90. 
18 MORGAN, R., GEORGE, A., SSALI, S., HAWKINS, K., MOLYNEUX, S. & THEOBALD, S. 2016. How to do (or not to do)… 

gender analysis in health systems research. Health Policy and Planning. 
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Nurses in the Health Workforce 

At the primary level, formal and non-formal composition of the health workforce is female-

dominated (Newman, 2014).  Women work as nurses, community health workers and home-

carers sustaining health systems at the primary level (George, 2007). In developing countries, 

particularly Sub-Saharan Africa (SSA), nurses continue to play a vital role in primary health care 

provision (Salami et al., 2016, Buchan, 2006, Bradby, 2014) and make up 45-60% of the entire 

health workforce (Dovlo, 2007). In Nigeria for example, nurses with additional training, become 

midwives who are the most important birth attendants needed at primary care facilities (Salami 

et al., 2016). In regions were the shortage of nurses is extreme, there are complimentary high 

maternal mortality and morbidity rates (Salami et al., 2016)- evidence that nurses have an impact 

on health outcomes and their shortage is detrimental to a country’s health performance. As 

shown in Figure 3, many factors participate in workforce imbalances or shortages. The supply 

and demand of health workers is influenced by factors including maldistribution, which impacts 

motivation, performance and/or burn out (Zurn et al., 2004, Zurn et al., 2010). Sufficient 

training, distribution, performance, and retention mechanisms (Roome et al., 2014, Runnels et 

al., 2014) are needed to alleviate this crisis. Part of this imbalanced distribution is due to 

migration when nurses move prefessionally from one setting to another resulting in loss/gain of 

nurses in each setting. The next section explores health worker migration as one of the dominant 

processes that is both a cause and a result of the health worker crisis (The European Observatory 

on Health Systems and Policies, 2011, Marchal and Kegels, 2003, Bidwell et al., 2014, Joint 

Learning Initiative, 2004). 

Health Worker Migration 

Background 

Professional migration trended in the 1960’s (Marchal and Kegels, 2003, Aluttis et al., 2014a) 

and was centred on the ‘brain drain’ phenomenon of scholars moving from Britain to the USA 

(Marchal and Kegels, 2003). During this period, between 1960 and 1975, about 27 000 

professionals left the African continent and by the 1990s, at least 20 000 Africans per year were 

leaving the continent (Marchal and Kegels, 2003). Even then, the main concern was the loss of 
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highly needed workforce in the low-income countries, as they moved to more developed 

countries. It is thought that a large portion of professional migration is by health workers 

(Martineau and Decker, 2002). Highly skilled health workers (doctors, nurses and pharmacists) 

(Salami et al., 2016, Stilwell et al., 2004) are better able to migrate from one country to another 

or from rural to urban and/or public to private sector, in search of greener and better pastures. 

The aim is usually to further develop their professional and personal lives (Marchal and Kegels, 

2003), since their skilled labor is needed across the globe (Bradby, 2014). In essence, the global 

shortage of health workers is considered a main pulling factor for migration of health workers as 

countries compete for them as a scarce resource (Freeman et al., 2012b). 

Since the early-2000’s, health worker migration has garnered persistent traction due to its 

contribution in the global shortage (Freeman et al., 2012b) and the increasingly open and free 

trade markets spurred by, among other things, globalization (Jones and Sherwood, 2014). 

Globalization enables free and easier movement of people, goods, markets and services (Aluttis 

et al., 2014a), which if nations cannot come up with ways of motivating health workers to stay 

and be productive, health workers can move on to other health systems with better motivators 

(Marchal and Kegels, 2003). These health systems gain from additional health workers, whilst 

the health workers may experience better working conditions (Marchal and Kegels, 2003). In the 

1960’s and 1970s’, before globalization, the factors that drove health worker migration to the 

USA and less so to the UK, included recruitment programs that were available in the USA, as 

well as the familiarity of language and/or cultural ties (Martineau and Decker, 2002, Marchal 

and Kegels, 2003). Now, globalization is inevitable and unstoppable, which consequently also 

implies that migration is inevitable and unstoppable. In cases where it enables brain drain from 

developing countries, there is definite decrease in the quality and availability of health services 

(Marchal and Kegels, 2003). Health worker migration is occurring in a context of under-

resourced health systems pushing health workers to seek opportunities in better resourced 

circumstances that pull these workers and potentially exacerbating imbalances in health 

workforce (Dovlo, 2007, Buchan, 2006). Most of SSA is developing countries that do not have 

attractive incentives to draw in new health workers to replace the ones that leave for developed 

countries (Globalization and Health Knowledge Network, 2007) which inevitably produces 

weak under-serviced health systems for the developing countries. The mechanisms driving the 

global shortage are complex, non-linear and interlinked to other structural, organizational and 
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even global phenomena. Structurally, some countries and incapable of training sufficient 

numbers of health workers to meet demand for health care (Dimaya et al., 2012) and 

organizationally high workload, inadequate reward systems and or professional stagnancy 

(Marchal and Kegels, 2003) can participate in driving asymmetrical health worker migration.  

Nurse Migration 

In the midst of the global shortage of health workers, the need for nurses has spiked in both 

developed countries and developing countries (Stilwell et al., 2004). This increased need has 

ensured that the migratory flow of nurses (Penaloza et al., 2011, George, 2007) has surpassed 

that of physicians (Stilwell et al., 2004, Marchal and Kegels, 2003). Nurse migration occurs both 

externally and internally and has always been diverse and non-linear. In SSA, nurse migration to 

developed regions is the highest, and yet SSA has the biggest nurse shortage (Dovlo, 2007, 

Salami et al., 2016).  

External Migration of Nurses 

External migration is the movement to relocate from one country to another. In Figure 3 this is 

illustrated as international migration of the nurse from the health sector of a source country to 

either the health sector or other sectors of a destination country. The UK is currently the highest 

net-gainer of external nurse migration (Marchal and Kegels, 2003, Martineau and Decker, 2002) 

where about twenty one percent of UK’s foreign nurses are from SSA (Martineau and Decker, 

2002, Marchal and Kegels, 2003, Dovlo, 2007). For SSA, international migration can be to 

another region of the world, usually English-speaking Europe (Dovlo, 2007) or it can be to 

countries within the region, like South Africa or Botswana (Salami and Nelson, 2014) perceived 

to have attractive pull factors. Both inter-regional and intra-regional migration from SSA to 

other countries has exacerbated already strained health worker shortages in the source countries 

(Salami and Nelson, 2014, Dovlo, 2007, Adelakun, 2013) whilst enhancing health delivery in the 

recipient countries. South Africa for example, loses some of her doctors and nurses to the 

developed world and then replaces them with doctors and nurses from other countries (Marchal 

and Kegels, 2003, Pang et al., 2002) that are usually worse off in health worker shortages 

(Stilwell et al., 2004, Labonte et al., 2015). Zambia lost over 90% of its graduating physicians in 

a 10 year period, to greener pastures including South Africa (Adelakun, 2013, Salami et al., 
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2016) and in 2007, its nurse to population ratio was 0.22 to 1000 (Buchan and Sochalski, 2004)- 

a figure that is forty times less than the USA figures (World Health Organization Department of 

Gender Women and Health, 2010). Whilst Malawi, plagued by a dysfunctional health system 

where nurses could go for months without receiving a salary as a push factor, drove health 

workers to emigrate until the Malawian health system was near collapse (Squires and Amico, 

2015). Most of SSA is currently unable to retain the already few nurses being trained and 

educated in the region. The glaring manifestation of the ‘brain drain’ from SSA countries to 

other regions covers up some beneficial blind-spot of international migration. 

External migration has benefits at both the micro and macro levels. At a micro level, individuals 

emigrating benefit through improved economic and socio-cultural opportunities (Pang et al., 

2002), and macro-level recipient health sectors benefit via influx of migrating health workers to 

alleviate health worker shortage. Economically, donor countries and nurse migrants’ families 

also benefit from remittances. Philippines being one example in national nurse and migration 

policies have been developed to harness the value of remittances to benefit the greater economy 

(Dimaya et al., 2012). However remittances do not have the same beneficial value across all 

source countries. For many African states, ethical and economic arguments have been made that 

the remittances do not match the investments made in the education and training of health 

workers (The European Observatory on Health Systems and Policies, 2011), such that source 

countries are still left distressed after health workers leave these countries (Squires and Amico, 

2015). Furthermore questions around who sends the most remittances and to whom remittances 

are being sent have barely been explored.  

There has been limited establishment of interlinking conceptual understandings and models of 

both the positive and negative drivers and consequences of external migration (Squires and 

Amico, 2015). This is in part facilitated by the lack of information on health worker migratory 

flow, as it is not readily available or easily collected. Donor countries like the UK have some 

functional variables and ways of collecting migrant health worker data (Squires and Amico, 

2015, Dovlo, 2005) but source countries may not have the resources to collect such data, nor the 

knowledge of when this movement is actually occurring (Diallo, 2004). Lack of information 

compounds the development and implementation of measures that both harness the benefits of 

external migration for both source and recipient countries and may counteract the negative 
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impacts of migration (Willcox et al., 2015). To add to the limitations of understanding and 

measuring international migratory patterns, nurse external migration is not occurring as the only 

form of nurse mobility - see Figure 3. External migration occurs simultaneously with internal, 

within country migration as well as health workers moving to other sectors. 

Internal Migration of Nurses 

Internal migration refers to in-country migration and is quite common in developing countries 

(Marchal and Kegels, 2003). Internal migratory flow can be from rural to urban areas, primary 

care to hospitals, clinical to management and/or public to private sectors with NGOs 

occasionally attracting the most skilled health workers for their programs (Marchal and Kegels, 

2003). A quantitative case study of Mozambique (Sherr et al., 2012) revealed that the vertical 

financing of health services via NGO agencies that perpetrated the country during and after the 

civil war, many providers, especially physicians, leave the public sector which is poorly funded 

by the government, and go work for these NGOs (Sherr et al., 2012). In Mozambique, internal 

migration is a bigger contributor to loss of physicians from the public sector than external 

migration (Sherr et al., 2012). At the health system level, internal migration is thought to not 

weaken the system as the NGO’s that attract senior-level well trained health workers are mostly 

working to strengthen the public health system (Sherr et al., 2012). However, because the most 

qualified are being immersed into the NGO’s, junior level health workers are left to manage the 

public sector with inadequate training. This leaves the public sector with a distorted health 

system in terms of leadership and governance especially since in Mozambique physicians are the 

most influential stakeholders in health service delivery.  

The structural adjustment policies of the 1980’s demanded shrinkage of public sector services 

for many African countries and participated in the exacerbated migratory flow from rural public 

sector health facilities to urban areas in search of private sector employment opportunities 

(Chikanda, 2005, Bradby, 2014). This flow left rural areas understaffed and resulted in rural staff 

being overworked and frustrated due to poor working conditions (Bradby, 2014). Frustrated and 

overworked health workers diminish the quality and quantity of care in rural areas. In 

Zimbabwe, nurses run most of the health centers in rural facilities and increasingly take on the 

inflated role of doctor, pharmacist, lab technician etc. which negatively increases their 
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workloads (Chikanda, 2005). This workload is thought to become better and better as a nurse 

moves from rural to district to provincial health facilities (Chikanda, 2005), therefore 

perpetuating emigration from rural health facilities to urban ones. In Bangladesh 14.5% of the 

population live in the cities and yet they have access to 35% of the country’s doctors and 30% of 

the nurses (Zurn et al., 2004). The same situation of health personnel urban-rural geographical 

imbalances exists in Nicaragua’s capital city Managua, which has only one third of the country’s 

population but accesses 50% of Nicaragua’s doctors and nurses (Zurn et al., 2004). The factors 

that drive and/or maintain these geographical imbalances are many (poor remuneration, poor 

motivation, dissatisfaction, access to amenities, employment opportunities, education services 

and/or spousal/family related) and rural-urban migration is often a decision resultant from 

consideration of these push-pull factors. 

Push-Pull factors in Health Worker Migration 

The decision to migrate is inherently a personal one but macro-level economic and social 

atmospheres usually influence events leading to it. The push-pull theory (Freeman et al., 2012b, 

Jones and Sherwood, 2014) suggests that people migrate due to different push and pull factors 

that are internalized, interpersonal and/or structural (Jones and Sherwood, 2014, Stilwell et al., 

2004, Salami et al., 2016). Push factors occur in source countries and contribute to one’s 

decision to move (Dovlo, 2007). LMIC countries as source countries for health workers have 

push factors that include unsatisfactory political, economic, social and work conditions (Awases 

et al., 2004, Salami et al., 2016) which participate in driving the movement of health workers out 

of the public sector, the health sector and/or to more developed countries (Hongoro and McPake, 

2004, Stilwell et al., 2004, Marchal and Kegels, 2003, Awases et al., 2004). A study in Rwanda 

(Newman et al., 2011a) showed that work related violence was a threat to health workers and a 

survey of 395 health workers at a hospital in Nigeria found that almost 90% of the nurses 

experienced work-related violence (Salami et al., 2016). These types of violence contribute to 

poor workforce retention and can act as push factors driving health workers to emigrate to safer 

work environments. In many instances, health workers are underpaid and expected to work in 

under resourced and overburdened conditions (Salami et al., 2016, Asante et al., 2012, Joint 

Learning Initiative, 2004) and even more frustratingly there is little room for continued 

education, professional development and career progression (Joint Learning Initiative, 2004, 
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Awases et al., 2004). At the micro-level these frustrations result in limited individual 

professional fulfillment which becomes a push factor (Jones and Sherwood, 2014) to emigrate to 

places that potentially offer not only better professional fulfillment but social, cultural and 

economic benefits (Salami et al., 2016, Adelakun, 2013). The places that offer the professional 

fulfillment, socio-economic and cultural benefits have the pull factors. Pull factors are ones that 

occur in recipient countries and serve to attract and persuade health workers to leave their own 

countries (Dovlo, 2007). They are usually a counter-reflection of push factors and they include 

more formal, better-financed and functioning health systems and better career opportunities 

(Salami et al., 2016, George, 2007, Awases et al., 2004). 

So far, the dominant discourse of the push and pull model has consistently provided aggregate 

explanatory framework for nurse migration but does not accommodate the individual’s decision-

making process (Freeman et al., 2012b). The push pull model pays less attention to and 

potentially undermines familial, social and gender conditions amalgamating in nurse migration 

(Squires and Amico, 2015). There is a possibility that there since nursing and migration are 

female dominated (The European Observatory on Health Systems and Policies, 2011, Pedraza, 

1991, Raghuram, 2009) then there are differential implications not considered by the push-pull 

model. When nurses migrate the causes and consequences of this movement are potentially 

engendered, specifically due to the notion that the sex-disaggregation of this movement is 

skewed in favour of more female health workers-nurses moving. The limited attention on skew, 

may subsume nurse migration as being gender-neutral or gender-blind (World Health 

Organization Department of Gender Women and Health, 2010). The man-woman dyad in 

societies construes gender roles and expectations at all levels, micro to macro, of the health 

system as the health system itself is embedded in social functions (Alliance for Health Policy 

and Systems Research, 2012). Establishing the inter-linkages between these social-cultural 

conditions and already existing conceptual frameworks for migration could provide a foundation 

for better informed and context grounded viewership of nurse migration in the global health 

worker crisis. In the global attempts to understand the nurse migration phenomenon and its 

impacts on workforce shortages, there should be the essential understanding that nursing is and 

has always been a female dominated profession. There are intricate constraints and challenges 

but also opportunities and benefits to the fact that it is mostly female health workers migrating 

from their homes into other professional, economic and social spaces. The nature of this 
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migration is varied, dynamic and potentially driven by gender -as a social construct 

differentiating men and women, in interaction with a variety of other political and/or socio-

economic factors that have remained invisible and may be unexplored. There is a need for better 

understanding into the potentially gendered perceptions, motivations and experiences that 

empower nurse migration.  

Gender and Nurse Migration in Sub-Saharan Africa 

Background 

In the 21st century nurse migration has been increasingly investigated (Freeman et al., 2012b). 

Understanding this phenomenon should include systematically investigating its interaction with 

the nursing shortage crisis as well as the underpinning notion that the nursing workforce is 

female dominated (Dussault and Dubois, 2003, The European Observatory on Health Systems 

and Policies, 2011). Gender is a relational social construct that at it’s foundation, differentiates 

men from women (Morgan et al., 2016, World Health Organization Department of Gender 

Women and Health, 2010). Exploring the relations and power dynamics of gender may enable a 

more nuanced understanding of migration and its contribution and impact in health worker 

shortage. From a power standpoint, gender determines the location, positions and experiences of 

women and men as health workers (World Health Organization Department of Gender Women 

and Health, 2010, George, 2007, Newman, 2014). The following section explores the gender 

phenomenon in firstly, the health sector and system and then more specifically in nurse 

migration. In the process, a gender analytical framework is established as a tool for situating 

migrating nurses’ professional, social and/or cultural experiences. 

Gender in the Health Workforce 

Gender analysis in health workforce research is sparse. This is in part due to a lack of clarity on 

not only the definitions of gender (Hammarstrom et al., 2014), if any, of gender in the health 

workforce crises (Globalization and Health Knowledge Network, 2007). There is a general 

silence on sex-disaggregation in the health workforce literature (Newman, 2014, Runnels et al., 

2014) which could inappropriately assume that health worker migration is gender neutral. Using 

a gender analysis framework to unpack human resources for health inquiries, requires a 
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fundamental understanding of the gender phenomenon itself and also a conceptual understanding 

of gender inequalities within the health workforce (Newman, 2014). Gender is the social 

behaviours and characteristics that are learned and associated with being a male or a female in a 

society (Newman, 2014, George, 2007, Morgan et al., 2016). It differs from sex, which is the 

unchanging biological and physiological make-up of males and females (Sen and Östlin, 2008, 

Phillips, 2005). Unlike sex, gender is a fluid, malleable and non-stagnant notion that changes in 

response and is related to context and circumstances (Newman, 2014, Morgan et al., 2016). The 

fluidity of gender adds a layer of complexity in critically thinking about the ways in which 

gender and the associated inequalities manifests within the day-to-day lives of people, 

institutions and organizations. 

Gender influences susceptibility to ill-health, access to health-seeking resources (Sen and Östlin, 

2008, Phillips, 2005) ability to make decisions about health (Percival et al., 2014) and also the 

how, who and what constitutes the health workforce (Percival et al., 2014, Morgan et al., 2016). 

In a health system, a health worker simultaneously occupies both gender and health worker roles 

where female health workers are usually conflated with femininity and men are conflated with 

masculinity (Eagly and Karau, 2002), illuminating the relationality of gender. Eagly and Karau’s 

role congruency theory (Eagly and Karau, 2002, Kusterer, 2008) explains that deviating from 

these conflations leaves women vulnerable to prejudiced disadvantage whereby on one hand 

they are negatively evaluated if they are too ‘feminine’ in their work or leadership style 

(Kusterer, 2008, Eagly and Karau, 2002) and are considered to be doing their gender vs. doing 

leadership. On the other hand, if they adopt agentic behaviour they are considered too 

‘masculine’ and are branded as ‘trying to be a man’ (Eagly and Karau, 2002, Hill et al., 2015). In 

both circumstances, these evaluations lead to prejudices that can distinctly and inequitably 

impact on the career choices and decisions of men and women and how they are perceived in the 

workplace as well as in their societies. In the context of migration, source and receiving country 

societies have social and cultural behaviours and perceptions that are gender-influenced. This 

can have socio-cultural, professional costs and benefits for the migrating nurse.  

When social and cultural behaviours and perceptions result in unfair and unequal socio-

economic and political or cultural opportunities and impacts between different sexes, it is known 

as gender discrimination. Gender discrimination is a version of sexism and refers to prescribed 
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sanctions and isolations based on gender norms and behaviours, which inhibit the enjoyment of 

full human rights (Newman, 2014). In the health workforce, discrimination can be explicit when 

for instance, policies and guidelines are gender-neutral or gender-blind and do not account for 

the different needs and capacities of male and female workers (World Health Organization 

Department of Gender Women and Health, 2010). Gender discrimination can also be subtle, 

invisible and normative (Newman et al., 2011b, Newman, 2014) due to the socialized nature of 

gender (World Health Organization Department of Gender Women and Health, 2010). Subtlety 

can be in the form of promotions systematically taking longer for one sex over the other. This 

normativity sometimes makes discrimination invisible (Newman, 2014, George, 2007). In these 

instances of subtlety and implicitness, disabling the pervasive and powerful gender 

discrimination becomes challenging as it is precipitated by unconscious bias.  

Gender bias is sometimes used interchangeably with discrimination (Newman, 2014). It refers to 

prejudices for or against a group or individual that sometimes spills into unfair treatments that 

become discrimination (Newman, 2014). In the context of health workforce, bias influences the 

value and recognition esteemed to health work - which has both professional and personal 

consequences (George, 2007). Gender bias adds to unconscious assumptions that may ignore the 

knowledge and experience capital of individuals and results in women for example, occupying 

most of the career spaces that require less education, are lowly paid, and have little to no job 

security or chances for career progression (Newman, 2014, Zhuge et al., 2011). Even in spaces 

were women and men are localized in the same professional space, women are found to be 

earning less than their male counterparts (Zhuge et al., 2011) and this can be attributed to gender 

bias. One of the push factors for nurses’ migration is the lack of professional opportunities for 

continued growth, education and career progression (Awases et al., 2004). Historically, female-

dominated nursing has been considered not only secondary to male-dominated medicine (World 

Health Organization Department of Gender Women and Health, 2010), but also a ‘care’ 

profession, which feeds into women’s stereotyped ‘care-role’ within societies (George, 2007). It 

is possible that gender bias precludes the development of policies and opportunities for nurses’ 

professional growth that understand the issues specific to women as nurses. This because not 

only are nurses ‘doing care’ as stereotypically expected of them as women but an 

underrepresentation of women in managerial and decision-making positions (Okoshi et al., 
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2014) may play a role in the sustenance of gender-blind policies that feed the “care” stereotype 

of nurses as women. 

Stereotype, in gender, is a social consensus that normalizes and generalizes ideas distinguishing 

men from women, including their behaviours, skill-sets, abilities and attitudes (Newman, 2014, 

Johnson et al., 2008). Stereotypes shape the norms and values that are gender enactments (Eagly 

and Karau, 2002, Kusterer, 2008). Gender-typing perceives women as more ‘nurturing’ -

communal, warm, good-natured understanding and caring whilst men are believed to be 

‘agentic’- competent, independent, competitive and confident (Kusterer, 2008, Cuadrado et al., 

2015, Ryan et al., 2015). A study in Sweden (Kusterer, 2008) investigated stereotypes for men 

and female managers and found that the ‘nurturing’ feminine characteristics were considered 

requirements of good management but yet the norm of ‘men as managers’ continued to persist 

(Kusterer, 2008) making it difficult for female managers to thrive in their work environments. 

These gender-typing perceptions can manifest in the health systems and health work force to 

impact not only career trajectories but may act as push-pull factors in migratory flow of either 

female or male health workers. 

Underlying the notions of gender bias, discrimination and stereotypes is power (Morgan et al., 

2016), relationality (Jones et al., 2009) and intersectionality (Sen and Östlin, 2008). Gender is a 

power relational concept (Morgan et al., 2016) were social gender norms ascribed to women 

may constrain, limit and minimize their capacities and capabilities (George, 2007) in the work 

space, to a ‘caring’ role.  Gender as power relational also interacts and intersects with concepts 

of race, ethnicity, age, socio-econo status (Squires and Amico, 2015, Jones et al., 2009). In a 

Canadian study, Veenstra and colleagues illustrated how power dimensions can be better 

visualized and made transparent when more nuanced intersectional dimensions are investigated 

(Veenstra, 2011). The authors unpacked how at the intersection of being male or female there 

also resided race, class and socio-economic status. Another study found that within the British 

National Health Service, Black African nurses faced racism, discrimination and unequal 

opportunities (Likupe, 2015). By incorporating race into her study, Likupe, 2015 reitifyed the 

intersectionality of race and gender and how that can work to disadvantage migrant nurses.  
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Neglecting power relational and intersectional nuances can serve to undermine, dilute and 

sometimes erase the unsupported contributions that women and men differentially make to 

sustain health systems. It may ignore structural violence (Farmer, 1996)’s-both explicit and 

implicit- that women or men could be facing purely based on the gender roles ascribed to them 

by sex within health systems. For example, there may be no hospital support systems for 

migrating nurses who are mothers to take maternal leave based on the notion that they are not 

citizens of a particular country. This type of neglect may not take into account the differential 

reasons and experiences of health workers’ migration. This neglect ignores a potential space of 

harnessing the different power and skill that female and male health workers contribute to 

alleviate health problems in both source countries and receiving countries. In the case of the 

migrating nurse, understanding the gender links between the individual nurse and the wider 

socio-politico institutions that shape the nurse’s motivations and goals, has the potential for 

informing policies and guidelines that maneuver nurse migration in the direction of progressive 

health service delivery. 

Therefore, gender has potential repercussions on career spaces, trajectories and even when/or 

how male and female health workers migrate. Gender power relations and intersectionality can 

be used as lens through which health systems’ research can look at the nature of migrating male 

and female health workers’ lives and experiences. Investigating gender power relations, cultural 

specificity and different forms of agency in the migratory flow of nurses, may influence the 

understanding of the health worker shortage crisis, including where and how men and women 

migrate and end up in their professional, social and cultural trajectories. 

Gender analysis of Nurse Migration 

In migration for work, nurses are migrating as mostly women who are skilled and formal labour 

(Squires and Amico, 2015, George, 2007, Jones et al., 2009). This mobility is influenced by 

expectations of improved socio-economic progress through increased exposure and knowledge 

base and remittances and economic investment for them and their families in their home 

countries (Jones et al., 2009, Boldy et al., 2013, Stilwell et al., 2004). An integrative review on 

remittances (Squires and Amico, 2015) deduced that remittances and financial incentives were 

secondary motivators for female nurses migration and the primary motivators were attuned to 
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familial goals like improving children’s education, whilst male migrators were motivated to 

build homes in their home-country (Squires and Amico, 2015). In societal, political and 

institutional systems were women are, from a socio-economic standpoint, usually structurally 

disadvantaged (George, 2007), migration is changing the shape of these systems, motivating for 

a gender analysis of this type of movement (Jones et al., 2009, Newman, 2014). 

Gender perspectives that have been used to examine migration include Global Care Chain 

(GCC) theory (Dumont et al., 2007, Wojczewski et al., 2015a) that addresses the power 

dimensions that manifest during the movement of female health workers from developing 

countries to developed countries (Dumont et al., 2007). GCC describes the cascade of care work 

when women migrate as lead migrants (LM) or primary financial providers and leave their 

families behind to be cared for by other women. In nurse migration literature, GCC and has 

increasingly been termed Global Nurse Care Chain (GNCC) (Prescott and Nichter, 2014, 

George, 2007). Some work including gender perspectives into nurse migration primary research 

has been done, but there is still a dearth of gender-axial systematic reviews to gather and 

synthesize these already existing empirical works. 

A gender analysis approach could alleviate the dearth of effort being made to investigate the 

female domination and subsequent gendered implications and consequences of nurses’ migration 

(George, 2007, Stilwell et al., 2004). Analytical approaches that have a gender focus are limited 

in health systems research (Morgan et al., 2016) and systematic reviews (Runnels et al., 2014). 

Morgan et al. 2016, modelled a gender analytical approach that may be useful in health systems 

research (Morgan et al., 2016). For Morgan and colleagues (Morgan et al., 2016), a gender 

analysis approach unpacks the interactions of gender with other identities like class, race, age, 

ethnicity etc. to confront the structural, social, economic, cultural and/or political locations that 

such interactions differentially place men and women. Their framework defines power relations 

in gender as differential 1) access to resources 2) decision making abilities and 3) division of 

labor. This type of approach has not been undertaken in both research to nurse migration in the 

SSA setting as well as systematic reviews research (Runnels et al., 2014). Therefore, as shown in 

Figure 3, Morgan and colleagues’ (Morgan et al., 2016) gender power relation structure is the 

basis for exploring gender power relations in the systematic review on nurse migration 

experiences.  
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In 2009, Jones & colleagues conducted a gender-focused literature review of nurse migration 

from the Caribbean to the UK (Jones et al., 2009). This review was non-systematic and the 

Caribbean context differs from SSA. Therefore, it is worth exploring, and necessary to 

understand the role of gender and the power and intersectional relationships that contribute to 

nurse migrations sourced from SSA. Jones and colleagues enabled a gender approach by using a 

feminist interpretative framework of intersectionality as the analytical axis, where the identities 

of nurses as labor, migrants and women  (Figure 3) were the tools for examining nurse migration 

from the Caribbean to the UK (Jones et al., 2009). Intersectionality addresses interconnectedness 

of nurses’ identities and the multi-relationships in systems of oppression (Yuval-Davis, 2006). In 

nurses’ contexts their identity as a woman might cross paths with their identity as an African and 

may result is exacerbated social and professional costs in a new work environment or source 

country. Intersectionality therefore challenges the researcher to address both relationships 

amongst diverse structures and systems in a society (Yuval-Davis, 2006, Kerner, 2016, Jones et 

al., 2009) and the impacts of these nodal connections on the professional, social, familial lives of 

migrating nurses- who are mostly women.  

Methodologically, the lack of attention paid to gender in systematic reviews (Runnels et al., 

2014) undermines the influence that systematic reviews can have in determining interventions 

that reduce inequities within the health workforce and population health overall. It is imperative 

that gender analyses be conducted in the confrontation of nurse migration, if a viable and 

productive human resources for health building block, is going to sustain health systems. The 

reluctance to conduct gender analyses in health research has been in part, due to the challenging 

nature of this type of analyses (Runnels et al., 2014, Morgan et al., 2016). Attempts at gender 

analysis in health workforce research has been mostly limited to sex-disaggregation without 

further explanation for why there are similarities or differences by sex (George, 2007). Okoshi et 

al. 2014 investigated gender inequalities in career advancement of female academic surgeons in 

Japan (Okoshi et al., 2014). Their investigations were limited to descriptive presentations of the 

differential percentages of Japanese male and female surgeons and their career status, without 

further elucidating on why there are fewer female full time professors or on tenure track for 

example (Okoshi et al., 2014). Solutions to such issues become difficult to conjure and achieve 

without understanding why these numbers differ inequitably. In other works, gender analysis is 

taken to mean ‘women’s interests’ in ways that may dilute and/or erase the experiences of men 
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or serve as critique of men’s norms (Hankivsky, 2012, Hammarstrom et al., 2014) when gender 

is a co-production by both men and women (World Health Organization Department of Gender 

Women and Health, 2010) and other gendered self-representations.   

A robust gender analysis encompasses relational theory by investigating the multi-

dimensionality of the interpersonal, intrapersonal, and institutional and society level spaces that 

gender occupies (Hankivsky, 2012, Hammarstrom et al., 2014). Paying attention to these gender-

sex constructions and interactions forms a stronger foundation for impactful additions to the 

debates around health worker shortage and the role of migration in this crisis. Currently there is 

no overarching review that inserts a gender power relational and intersectional analytical 

framework as a way of consolidating the evidence base on the migration of nurses from Sub-

Saharan Africa. The feminist intersectional approach has historically focused on the inequalities 

amongst different groups of women and the power relational approach encompass the power 

relations and interactions amongst these relations (Yuval-Davis, 2006, Kerner, 2016). The 

systematic review grounded in this literature review uses a gender analytical axis (Figure 3) that 

combines both the feminist interpretative framework of intersectionality and power relation 

approaches to explore explicit and implicit gendered migration experiences of nurses from SSA. 

Conclusion 

There is substantial evidence and reviews on health worker migration at a global level, but also 

solely focused on SSA. Most of this research focuses on the shortage of health workers in SSA, 

and how migration and the brain drain is compounding this shortage while also describing the 

push, pull, stick’ and ‘move’ factors driving migration (Marchal and Kegels, 2003, Jones and 

Sherwood, 2014). However, the implications of amalgamating the notions that the migrant nurse 

health workforce in SSA is female-dominated together with considering that some migratory 

driving factors (workplace violence) are gendered, has not been a research or analytical focus of 

health systems research. Therefore a further review of the nurse migration literature is useful and 

necessary to reveal, tease out and make transparent the gendered nature of nurse migration 

phenomenon as a foundation for future empirical work that is focused on the gendered factors 

driving health worker migration  
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A systematic review that inserts gender frameworks and analysis questions into the nurse, 

migration and human resource for health literature focusing on Sub-Saharan Africa synthesizes 

the evidence on the migrating nurses’ experiences and needs. This kind of review has the 

potential to add to the debate on gender and the health workforce. This review is likely to be an 

informative way of enhancing the policies, interventions and programs to address the current 

health worker crisis, which is possibly gender-influences, by setting a foundation for tangible 

evidence on how best to approach and develop a global health workforce that meets population 

needs. 
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Gender Analysis: Sub-Saharan African Nurses’ migration experiences – a systematic review 

Constancia Mavodza 

Abstract 

Background: Nurses are mostly women and make up the majority of the health workforce. 

Their migration from Sub Saharan Africa (SSA) increases the nurse shortage in the region and 

further constraints the already struggling health systems. Despite the potential role of gender as 

an influential component of migration trajectories, there has been little research done to 

investigate gender in the context of migration of SSA nurses. This review aims to identify, 

describe, and summarize SSA nurses’ migration experiences by assessing the influence of 

gender on these experiences. 

 

Methods: Two search processes were conducted in each of eight electronic databases to extract 

full text, English only articles published between 1995 and 2016. These articles had to meet a set 

of inclusion/exclusion criteria and report on the international migration experiences of nurses 

originating from SSA. Articles were assessed for quality and subjected to thematic analysis. A 

priori scoping exercise revealed deductive themes that were organized into macro, meso and 

micro domains. The literature was then explored using an identity lens of professional; African 

migrant; and African women. Emergent inductive themes were then organized and interpreted 

within these identity strata.  

 

Results: Twenty-nine articles were included in this review. Of these, only seven explicitly 

sought to address gender as a focal point in the research. The scoping exercise and systematic 

review indicated a paucity of explicit gender driven research on nurse migration experiences in 

the SSA context. By recognizing gender as part of social context and using identity stratifiers in 

gender analyses, this study found that SSA nurses’ professional experiences by the level of 

access to career advancement resources. For some nurses, migrant identity resulted in racial 

discrimination, which hindered professional growth. Lastly, SSA nurses are mostly women – 

and their dual roles as nurse and mother resulted in reconfiguration of gender roles from one 

geographical and social context to another. 
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Conclusion: As far as the author knows, this review is the first to systematically and explicitly 

explore the qualitative evidence on SSA nurses’ migration experiences using a gender focal lens. 

The review attempts to examine the implicit and explicit gender interactions amongst nurses’ 

multiple identities -professional, African migrants and African women that challenge or benefit 

their work-life balance, professional positions and career prospects, during their migratory 

trajectories. This review utilized gender analysis to outline the nodes between the socio-cultural 

and the professional. A recommendation from this exercise – using interdisciplinary approaches 

to understanding nurses’ migration experiences is important for alleviating the negative impacts 

and harnessing the positive, on quality of health care provision, nursing shortages, and health 

worker willingness to work overall. 

Keywords 

Nurse (s); International migration; gender; Sub-Saharan Africa; Gender analysis. 

Background  

Health workers are the glue that holds the health system together and nurses especially, play a 

critical role in health systems [1-3].  There is a global shortage of nurses [4] and in SSA, nurses 

make up 45-60% of the health workforce [5]. The majority of SSA countries fall into the low-

income countries category coupled with high disease burden and low staff capacities [5, 6] such 

that the region experiences the worst effects of the shortage crisis. In SSA, the shortage crisis is 

driven by factors that include high workloads, inadequate reward systems, professional 

stagnancy, and incapacity of countries to train sufficient numbers of nurses to meet demand for 

health care. One factor which is both a driver and outcome of the crisis is migration [4] as nurses 

move in search of better functioning health and reward systems, leaving unfilled vacancies in 

SSA health systems, as most nurses never return to their original countries [7].  

 

Migration has become a critical issue in health workforce policy agendas [8]. In this paper, 

migration explicitly refers to the movement of nurses from SSA (Figure 4) across national 

geographical boundaries. Movement from SSA to developed nations particularly impacts the 

viability of health care delivery in SSA [5]. In researching nurse migration, three dominant 

discourses have emerged. The push-pull theory [9, 10] describes and explains primarily 

economic, organizational, structural, and/or social motivations as the primary factor for 

migration. The brain drain theory describes the consequences of labour migration from the 

global south to the global north [11, 12]. Lastly, ethics theory discusses the controversial debates 
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on the morality of mass professional migration from developing countries [12, 13]. These 

theories explore macro-level discussions, debates and explanations, without examining 

processes, norms and conditions possibly associated with migration of nurses from SSA [14]. 

More local and personal experiences could be precipitating this movement [15, 16]. Nurse 

migration research that explores the inter linkages and relationships between the broader global 

contexts and more local and personal experiences is largely absent in the literature and is the 

focus of this review. 

 

This review is presented against a background of the nurse profession being female dominated 

and understanding that care work is mostly done by women [17, 18]. This background 

recognizes gender as a phenomena and process that may influence the nursing profession and 

migration experiences [19]. So far, the literature has sparsely explored gender and its 

consequences on migration trajectories [20, 21]. Conceptualizing gender as a process goes 

beyond the socially constructed roles, norms and behaviours expected of men or women in 

societies [22] to illuminate social context and power relations [23, 24] occurring at all levels of a 

system. There is little gender research that goes beyond the GCC [20, 21, 25] to explore gender 

determinants associated with the migration experience. This type of gender research would 

explore the locus of intersection between nurses’ socio-cultural and professional assimilation to 

better understand their migration experiences.  

Gender Analysis Conceptual Framework 

Gender is relational and contextual [26] and its analysis can be applied to describe, explain 

and/or understand the nature, mission and goals of nurse migration, based on the premise that 

nurses are mostly women. Relationally as well, women have had lesser power in societies than 

men- where power is the ability to influence or control resources [22, 24]. One framework for 

gender analysis of SSA nurses’ migration experiences encompasses gender power relations by 

making inquiries about access to resources; decision-making, division of labour [22] and all 

social norm value definitions which include examining interactions with race, ethnicity, culture 

[27, 28]. For this study, a gender analysis conceptual framework (Figure 4) was utilized to 

interact with the literature to better understand migration experiences. ‘Experiences’ was a broad 

term used to refer to migration occurrences, including decision-making, initiation of migration as 

well events in the destination countries and continued linkages to country of origin. In this 

framework, migration trajectories are initially categorized into macro (global/ state policies), 

meso (social/community factors) and micro (individual/family factors) domains to show how 
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migration is experienced across all these system levels. A gender analysis of these experiences 

then encompasses identity- disaggregation where nurses can be viewed as professionals, as 

African migrants and as mostly women [29]. The confrontation of these identities with gender 

power relations (Figure 4) has constraining or empowering effects on the professional, cultural, 

and social wellbeing of migrating nurses. The conceptual framework is therefore used to 

consolidate the nurse migration literature by inquiring how and what about the migration 

experiences of SSA nurses is gender influenced. Therefore, This review uses gender as an 

analytical axis to critically understand the relationships that arise when health workers- 

specifically nurses, as a critical element of the health system, migrate across national borders. 

This understanding could contribute to gender-inclusive nurse migration policies and guidelines 

that encompass gender contributions. 

Figure 4: Gender Analysis Conceptual Framework for international migration of SSA nurses 
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Methodology 

Methods 

The qualitative systematic review approach was selected because it consolidates knowledge 

about a topic like nurse migration, and then guides the organization of analysis and synthesis of 

empirical findings from this consolidation [30].  

Search Strategies 

The systematic review sourced relevant literature on the topic from eight electronic databases: 

PubMed/Medline, Cumulative Index of Nursing, and Allied Health (CINAHL), Africa-Wide 

Information, Academic Search Premier, PsycInfo, WHO Global Health Library and Google 

Scholar. The key words and MeSH Terms used for nurse included ‘Nurse’, ‘Nursing’. The terms 

for migration included ‘Human Migration’, ‘Immigration’, ‘Emigration’, ‘Migrant’, ‘Brain 

Drain’, ‘Foreign-educated’, and ‘overseas-educated’. Lastly the terms for Sub-Saharan Africa 

(SSA) included ‘Sub-Saharan Africa’, ‘southern Africa’, ‘central Africa’ and all the SSA 

countries were also listed individually. The terms for nurse, migration and SSA were 

appropriately applied to each of the eight databases.  

 

Two-step search processes were conducted in each of the seven databases 

1) Search terms for Nurse AND Migration AND SSA were implemented to extract the 

articles relevant for review per the developed protocol. 

2) Search terms for Nurse AND Migration only were also implemented for a broader scope 

and to also identify articles that may not be specific to SSA but are relevant for example, 

articles that has nurses as partipicants and SSA nurses were a subset of this group.  

The two-step process was done because the first process generated skeletal empirical works. 

This process also enabled as much as possible, identification of all the work on SSA nurse 

migration experiences, even when the research was not limited to SSA only..  

Article Selection 

After combining the searches from the eight databases, and excluding non-relevant articles by 

search terms and topic, more than 1600 articles were screened for relevance and duplicate copies 

were removed. All relevant studies that utilized qualitative and/or mixed method approaches 

were included in the systematic review. Quantitative articles were excluded since the research 

question is focused on understanding nurse experiences of migration, which would not be 
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adequately represented by quantitative methods [31]. Articles were included if the studies were 

journal articles on SSA nurses’ migration experiences, with available full abstracts. Inclusion 

criteria limited studies to those published in English and in the period between 1995 and 2016. 

The focus on migration of health workers and its role in the global health worker shortage was 

established in the early 21st century, therefore this period was considered appropriate to cover all 

the relevant literature.  

Exclusion criteria included 1) non-academic articles or grey literature on nurse migration 2) 

articles not related to nurse migration and/or nurse migration in SSA context 3) any studies not 

published in English or published before 1995 and 4) studies that did not discuss implicitly or 

explicitly nurse migration in the full text 5) For research whose study population included a mix 

of migrant nurses from SSA and non-SSA or doctors and nurses, the study was excluded if it did 

not provide disaggregation by region when describing the study population. In addition, such 

studies were also excluded if in the analysis, the contribution of SSA nurses’ experiences could 

not be identified. 

Study titles were screened against the inclusion/exclusion criteria and 514 articles were retrieved 

for further examination. The abstracts of these articles were read and 124 articles were chosen 

for full text reading and resulted in the selection of 28 articles included in the review. Five 

additional articles were identified from reference lists and only 1 article was eligible for 

inclusion to give a total of 29 final articles that explored the migration experiences of nurses 

from SSA (Figure 2). 
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Total Records (PubMed; CINHAL; PsycInfo; Africa-Wide Information; Academic Search Premier; WHO GHL; Google Scholar) 

(n=141 746) 

Excluded  

1. Magazine/ news/ opinions/ 
commentaries etc.  (n=229) 

2. Articles not about nurse migration 

or are explicitly about migration in 
non-SSA (n=390) 

3. Full text unavailable- potentially 

eligible (n=45) 
 

Excluded (n=390) 

1.a few were opinion 
pieces/commentaries of articles/grey 

literature/news articles 

2.not about nurse migration 
explicitly or implicitly 

3. not empirical work. 
 

Full text read and 

closely examined 

(n=28) 

Full text included in 

the review (n=29) 

 

Excluded from reference list 

articles (n=4) 

Articles identified 

from reference list 

(n=5) 

 

Excluded by search 

criteria (n=140065) 

Total Records 

screened (n=1681) 

Duplicate copies 

(n=503) 

Total Records 

screened (n=1178) 

Figure 2: Search Flow Chart 

Full text available 

screened by 

abstract (n=514) 

Full text read and 

closely examined 

(n=124) 

Excluded (n=96) 
1.not about nurse migration 

experiences explicitly or implicitly 

2. did not disaggregate by region to 
make SSA nurse participation in 

study explicit 

3. Analysis did not explicitly in 

cooperate SSA nurse experiences 
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Quality review and data extraction   

A Customized Appraisal Skilled Programme (CASP) tool [31, 32], adapted using guidance from 

meta-synthesis review of qualitative studies on migration [31] was used to critically appraise the 

quality of studies included in this review. The data extraction form was utilized to draw out 

sections of relevant texts, emerging codes, themes, and categories so that there could be a basis 

for cross-article comparisons and abstractions. 

Data analysis 

Initially all 29 articles were read twice before data analysis sorted emerging codes from the 

articles. The coding was done manually by the researcher and discussed with two supervisors 

and hierarchy [33, 34] of analysis was created to position findings on gender and nurse 

migratory experiences, as well as findings on SSA nurses’ migration experiences more broadly. 

Codes and themes were developed both deductively and inductively [35, 36]. The first step of 

the analysis was to stratify deductive findings into a matrix of macro, meso and micro level 

domains. The first level of the gender analysis disaggregated experiences by SSA nurses’ 

identities as professionals, as African migrants and as African women. The inductive themes that 

emerged were organized around this disaggregation. 

Findings 

The 29 articles included in this review revealed that the UK [33, 37-52], USA [53-56], Canada 

[57] and Australia [58] and sometimes the Kingdom of Saudi Arabia (KSA) [59], were the 

favoured destination countries, from which research on nurses migrating from mostly Nigeria 

[37], Ghana [60, 61] and South Africa [62, 63], was conducted. One study showed Austria [64] 

as a destination country.  

 

A large proportion of the studies (n=10) treated migrant nurses as a homogeneous group, 

studying them under an umbrella term of “Internationally educated nurses (IEN)” or “overseas 

nurses (ON)”. Some studies’ samples included nurses from multiple African countries (n=8). In 

another instance of sameness, nurses were studied under the umbrella term of health workers (n= 

8) alluding that their experiences would be similar to that of doctors. The aim of this review was 

to explore gender. The local and contextual nature of gender alludes to a disaggregation not just 

by region, but by African countries as well. This may be useful to link findings of gender to 

specific localities of culture, ethnicity, or other identities. In this review, only 11 articles 

investigated nurse migration experiences specific to a country of nurses’ origin, with Ghana and 
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Nigerian nurses being the pre-dominant groups. Moreover, because nurses were grouped under 

umbrella terms like “Internationally educated nurses (IEN)” or “overseas nurses (ON)” there was 

little disaggregation of SSA nurses by factors like age, years of experience, socio-economic 

status, language ability etc.- which makes addressing aspects of gender and intersectionality 

complex.
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Table 2: Articles Included in This Review 

Author(s) & 

Publication 

Year 

Study Objectives Country of 

study/Country of Nurse 

Origin 

Study Population Study Design: Data 

Collection 

Data Analysis Findings 

Aboderin 2007 To describe migration motives, contexts, 

and experiences in home-care sector 

UK/Nigeria UK-based Nigerian 

registered nurses; returnee 

nurses in Nigeria; nursing 

tutors in Nigeria  

Qualitative: In-depth 

Interviews (IDIs) 

Thematic 

Analysis 

Socio-economic, career and social & 

professional status migration motives; race & 

migration status experiences; desire career 

change to NHS 

Adhikari & 

Grigulis, 2014 

Malawi: to examine the lives of Malawian 

nurses 

UK/ Malawi & Nepal UK-based Malawi nurses; 

Malawi- based nurses; 

nursing tutors in Malawi 

Qualitative: Malawi: 

IDIs 

Thematic 

Analysis 

Nursing home work- poor working conditions; 

deskilling & devaluing to do; racism and social 

isolation; desire career change to NHS 

Allan, 2010 To explore the experiences of employment 

mobility and career progression for ON's in 

the NHS 

UK/Overseas nurses Overseas Nurses; national 

managers; local 

managers/ mentors; 

national stakeholders; 

Ghanaian HWs (53% 

African) 

Qualitative: IDI Thematic 

Analysis 

Bullying & discrimination; undervalued, de-

skilled; cultural &professional mistranslations 

between nurses & mentors 

Allan et. al. 

2004 

To explore experiences of discrimination 

and racism among IRNs; to develop an 

understanding of institutional racism that 

reflects on IRNs' experiences of racism and 

discrimination 

UK/Overseas nurses Overseas Nurses 

(Ethiopia, Ghana, Kenya, 

Nigeria, South Africa, 

Zambia, Zimbabwe) 

Qualitative: Focus 

Group Discussions 

(FGDs) 

Thematic 

Analysis 

"Different was a social marker and 'difference' 

manifested as colour, language, accent, racism 

was defined as being different; and this impacted 

personal and professional confidence. Covert and 

overt racism.  

Alexis & 

Veiling, 2007 

Migrating registered nurses in the UK: 

Black and minority ethnic overseas nurses’ 

perspectives 

UK/Overseas nurses Overseas nurses (SSA 

countries & South Africa) 

Qualitative: IDIs Thematic 

Analysis 

Social and professional ties; gaining new skills 

but eroded confidence due to limited support. 

Okougha & 

Tilki, 2010 

To describe the experiences of nurses 

recruited from Ghana and Philippines 

UK/Ghana & 

Philippines 

Ghanaian & Filipino 

nurses 

Qualitative: FGDs Thematic & 

interpretative 

Analysis 

Communication barriers- accent, jargon; cultural 

barriers with patients; work space adaptation 

challenge 



 

Journal Manuscript 

 
11 

Author(s) & 

Publication 

Year 

Study Objectives Country of 

study/Country of Nurse 

Origin 

Study Population Study Design: Data 

Collection 

Data Analysis Findings 

Hagen et. al. 

2001 

To document and describe the experiences 

of immigrant nurses of colour who filed 

grievances documenting concerning their 

employer' discriminatory practices 

Canada/SSA Black African nurses Qualitative: IDI & FGD Interpretative 

Analysis 

Marginalization; racism; physical 

stress/emotional pain. strategies to cope & 

survive (social networks);  

Bidwell et. al. 

2014 

To explore and provide deeper 

understanding of reasons for migration 

from S.A; the experiences of migration by 

doctors and nurses & the reasons and 

realities of migration 

UK/South Africa Doctors & Nurses Qualitative: semi-

structured interviews 

Content Analysis Motives for migration- social networks, high 

crime, and insecurity & career progression; 

inverse racial tensions; tourist; money NOT a 

push factor. Migration Experiences- NHS 

system is different; de-skilling,  

Likupe, 2015 To explore experiences of racism, 

discrimination & equality of opportunity 

among black African nurses and their 

managers' perspectives on these issues 

U.K/ Kenya, Ghana, 

Malawi, Nigeria, South 

Africa, Zambia, 

Zimbabwe, Cameroon 

SSA nurses & NHS 

managers 

Qualitative: FGDs & 

IDIs  

Thematic 

Analysis 

Negative integration experiences of racism and 

discrimination despite Equality Acts. 

Discrimination is mostly overt and racism is 

mostly covert.  

Hardily & 

MacDonald, 

2000 

To use biographical narratives to illuminate 

the complexities of factors involved in 

migration decisions 

UK/Overseas health 

workers 

key actors; overseas 

nurses (south Africa); 

Mixed Methods: semi-

structured Interviews, 

non-participatory 

observations & 

Questionnaire survey 

Thematic 

grounded 

analysis 

Motivators: professional stimulation & 

challenges, tourism. challenges: downward 

occupational mobility, language barriers, de-

skilled/valued especially by the African nurses 

who felt doctors treated them as 'less than' 

facilitators: integration program available 

(mentors)  

Henry, 2007 To explore the perceptions of career 

progression in the NHS & analyse 

perceptions of career progression 

UK/Ghana Old Ghanaian nurses in 

the NHS; managers; 

midwives 

Qualitative: semi-

structured interviews 

Thematic 

analysis 

Limited upward career mobility. Facilitators of 

this difficulty - favouritism for white colleague; 

Ghanaian nurses not made aware of the 

resources obligated to them; unable to voice 

unfairness for fear of victimization 
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Author(s) & 

Publication 

Year 

Study Objectives Country of 

study/Country of Nurse 

Origin 

Study Population Study Design: Data 

Collection 

Data Analysis Findings 

Hull, 2010 To examine how both global and intimate 

factors affect women when making 

migration-decisions 

South Africa S.A. nurses in KwaZulu 

Natal 

Qualitative: Case study 

Interviews + literature 

review  

Narrative 

Analysis 

Localized GCC. Nurses returned home to care 

for children and families (culturally and socially 

ingrained); migration enhances cultural capital 

back home. Domestic relations intercepted 

nurses’ career plans 

Jose, 2011 To elicit and describe the lived experiences 

of IENs working in a multi-hospital urban 

USA.  

USA/IEN's Internationally educated 

nurses (Nigeria) 

Qualitative: guided 

interviews 

Thematic 

Analysis 

Perceptions differed from reality USA: culture 

shock and differences both socially and 

professionally. Coped via social/professional 

support networks. Call for longer Adaptation and 

Orientation Programs before and after moving 

Larsen et. al. 

2005 

To explore the motivations, experiences, 

and strategies of migrant nurses. 

U.K/ Overseas Nurses Overseas Nurses (67% 

African) 

Qualitative: FGDs Thematic 

Analysis 

Social, cultural, economic push factors motivate 

African nurses. White African nurses (S.A) 

move for the idea of travel and experiencing 

something different- a condition that is specific 

to S.A context. Nigerian nurses- social and 

professional status improves at home. 

Likupe, 2013 To explore SSA nurses' reasons for moving 

to the UK, their views on brain drain and 

what can be done to mitigate the situation 

U.K/ Kenya, Ghana,

Malawi, Nigeria, South 

Africa, Zambia, 

Zimbabwe, Cameroon 

SSA nurses Qualitative: FGDs & 

IDIs  

Thematic 

Analysis 

5 main themes for migration motivation from 

SSA: poor salaries & unemployment; 

professional development; poor health care & 

systems; political reasons; social reasons 

Matiti & 

Taylor, 2005 

To investigate the cultural experiences of 

internationally recruited nurses (IRNs) I 

exploring the cultural adaption process both 

from a personal/ professional perspective 

UK/IRNs IRNs (Mauritius & 

Nigeria) 

Qualitative: semi-

structured interviews 

Thematic & 

interpretative 

Analysis 

Primary culture (home country traditions and 

norms) and secondary culture (nursing culture) 

intersect to determine migrant nurses' social and 

professional experiences in UK. Deskilling, 

devaluing,  
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Author(s) & 

Publication 

Year 

Study Objectives Country of 

study/Country of Nurse 

Origin 

Study Population Study Design: Data 

Collection 

Data Analysis Findings 

Mapedzahama, 

2012 

To examine how African migrant nurses, 

forge social and professional identities 

within their transitional, cross-cultural 

existence 

Australia/Africa Black African nurses Qualitative: semi-

structured interviews 

Thematic & 

interpretative 

Analysis 

Racialized English language proficiency & 

communication barriers. Racism is overt and 

covert from patients and colleagues, results in 

marginalization, limited social/professional 

networks of support. Implicit & explicit 

discrimination based on predetermined meanings 

attached to black and/or African migrant. 

Nowak, 2009 To explore how HW themselves see 

international migration and its impact on 

their lives, and how gender norms influence 

these perceptions 

Ghana  HWs Qualitative: semi-

structured interviews & 

FGD 

Thematic 

Analysis 

Gender norms and expectations affected 

migration decisions. Socio-economic impact 

gender norms. Social costs considered higher 

than socio-economic gains 

Reardon & 

George, 2014 

3 issues of focus: 1) to explore the 

migration intentions and the factors that 

influence these intentions; their views and 

opinions about the Bilateral Agreement 

between the UK and South Africa (SA) and 

other UK policies around the recruitment 

and employment of foreign health 

professionals; understand the impact of 

these policies on the migration plans of 

these CS doctors and nurses. 

South Africa HWs Qualitative: FGDs & 

IDIs  

Thematic & 

interpretative 

Analysis 

Pros for migration; poor pay; children's 

education;                

Cons- deskilling; devaluing; family ties 

Showers, 2015 To contextualize racial and ethnic identities 

in shaping African women’s work lives in 

the USA. 

USA/ Nigeria, Ghana, 

Liberia, Sierra Leone 

 nurses Qualitative: IDIs Grounded 

Theory 

Approach 

Racism similar to black Caribbean nurses; 

further discrimination based on ethnic and 

African identity from colleagues & patients; 

Accent a barrier to career mobility 
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Author(s) & 

Publication 

Year 

Study Objectives Country of 

study/Country of Nurse 

Origin 

Study Population Methodology Data Analysis Findings 

Taylor et. al. 

2015 

Explores the links that South African-

trained health workers who now live and 

work in the United Kingdom maintain with 

their country of training and what their 

future migration plans may be 

UK/South Africa  HWs Qualitative: semi-

structured interviews 

Thematic 

Analysis 

Limited upward career mobility in SA. 

Deskilling & devaluing in the UK 

Wheeler et. al, 

2013 

To gain a deeper understanding about the 

experiences of IENs compared to those of 

US registered nurses (RNs)  

USA/IEN's nurses (SSA) Qualitative: IDIs Thematic 

analysis 

Cultural & professional isolation; difficulties 

forming professional relationships. US nurses 

also face discrimination 

van Rooney et. 

al. 2010 

To describe and reflect on the lived 

experiences of the South African nurses 

residing and working in the Kingdom of 

Saudi Arabia 

Saudi Arabia/South 

Africa 

nurses Qualitative: interviews 

& personal journals 

Thematic 

Analysis 

SA nurses limited by KSA gender norms & 

values; Differences in nursing roles and 

expectations; differences in salary scales 

depending on the region one comes from; 

cultural adaptation challenges 

Wheeler et. al., 

2014 

To document experiences of nurses 

educated abroad and in the USA in 2 urban 

hospitals in the south-eastern USA. 

USA/IEN's nurses (SSA) Qualitative: semi-

structured interviews 

Interpretative 

explanation 

Discrimination for both US and IEN's- IEN's 

more sensitive; Barriers to integration & 

adaptation; communication challenges; isolation 

Winkelmann-

Glued & 

Seeley, 2005 

To explore if gender played a role in 

migrant nurses working in the British 

healthcare system; to examine the 

experiences of recently internationally 

qualified migrant nurses to Britain and 

explores their stories with the aim of 

understanding aspects of their work-related 

identities 

UK/Foreign nurses foreign nurses & key 

informants 

Mixed Methods: survey 

& IDIs 

Thematic 

Analysis & 

Statistical 

Analysis 

Intersections of race & ethnicity identities; social 

networks & family ties both similar & different; 

gender participates in migration decisions and is 

present in new health & societal systems 
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Author(s) & 

Publication 

Year 

Study Objectives Country of 

study/Country of Nurse 

Origin 

Study Population Methodology Data Analysis Findings 

Wojczewski et 

al. 2015 

To explore the impact of migration on the 

careers of female African migrant health-

workers (MHW) utilising the framework of 

Global Care Chain (GCC) research; to 

explore doctor-nurse comparisons of de-

skilling and devaluing 

Belgium, Austria, 

UK/Botswana, South 

Africa,  

African Migrant HWs Qualitative: semi-

structured interviews 

Content Analysis Race & discrimination more salient than gender 

discrimination; MHWs marginalized & bullied 

(co-workers, patients) 

Wojczewski et 

al. 2015 

To explore the professional links that 

migrant health workers from sub-Saharan 

African countries living in five African and 

European destinations have with their 

countries of origin 

Belgium, Austria, 

UK/Botswana, South 

Africa,  

African Migrant HWs Qualitative: semi-

structured interviews 

Content Analysis Family ties; remittances; links in NGO sector, 

practice;  

Wong 2014 To analyse how skilled Ghanaian women 

(nurses) they navigate multiple caregiving 

responsibilities 

UK/Ghana migrant & returnee nurses Qualitative: semi-

structured interviews 

Thematic & 

interpretative 

Analysis 

Reconfiguring & restructuring of gender norms 

to achieve child care giving; nursing care-giving 

subordinate to child care; strategic use of social 

networks  

Jirovsky, 2015 To explore HWs from SSA's reasons for 

migration to Austria, as well as their 

personal experiences concerning the living 

and working situation in Austria. 

Austria/SSA HWs Qualitative: semi-

structured interviews 

Thematic 

Analysis 

Austria unusual choice (by marriage); 

accreditation barriers; professional 

discrimination; devaluing 



In relation to gender as an analytical focus, only 7 [50, 51, 54, 59-62] of the 29 articles on 

migration experiences of SSA nurses explicitly explored gender in nurse migration 

experiences, where gender was a methodological factor and or analytical angle of 

discussion. Of these seven, only one article [60] addressed male nurses’ migration 

experiences. The scarcity of gender inclusive research limits the conceptual generalisability 

and conclusions that could be drawn from this review.  However, one of the aims of this 

review was to synthesis implicit gender issues as well. The three identities of professional, 

African migrant and African woman were used as domains to organize the findings for all 

migration experiences of SSA nurses. For each domain, the themes that emerged are listed 

and discussed below. 

Table 3: Domains and themes in migration experiences of SSA nurses as viewed through a gender power 

relational lens. 

Nurse as Woman 

Migration decision-making 

Child care networks, migration and career progression 

Nurse as Professional 

Accessing Career Resources within health systems 

Family and Professional care work 

Nurse as African Migrant 

Racial Discrimination 

Nurse as woman 

Migration decision-making 

Marital status was a determinant in making migration decisions, revealing the influence of 

gender expectation on interactions between individuals, families, and society. Young male 

nurses in Ghana entered the nursing profession and decided to migrate as a way of meeting 

societal norms that expected men to be financial providers [60]. For young Nigerian and 

Ghanaian women, escaping gender norms influences migration decisions. These women 

perceived the UK to offer more independence and autonomy, whereas in Nigeria and Ghana 

they were customarily expected to marry early and remain in their parents’ patronage until 

marriage [45, 60]. Divorced nurses used migration as an escape from circumstances that 

socially sanctioned them, and as a chance to start over giving them independence and 

freedom from their husbands and societies [33, 45, 51]. 
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Child care networks, migration and career progression 

Decisions around childcare participated in reconfiguring gender roles. Child care is usually 

the primary responsibility of women in families [18], but in the UK, Ghanaian nurses shared 

child care with their husbands who were often learning less than them [61]. However, even 

in this sharing, some nurses worked fewer shifts at a hospital that offered better salary and 

professional growth opportunities, so that they could carve in shared child-care 

responsibilities with her husband [61]. In a rural part of South Africa [62], the child-care and 

migration outcomes varied. Some returning migrant nurses became socially isolated for 

abandoning their main responsibility- taking care of their families [62]. In another instance 

the husband encouraged his nurse-wife to migrate and he remained providing childcare 

([62]; pg. 860). On the other hand in a prototype of the Global Care Chains (GCC) [21, 25, 

51], other nurses had to find friends or relatives to provide child care in their absence [51, 

60-62]. However, in another instance a South African nurse had to leave her lucrative job in 

the UK to return home and take care of her child [62], which could be indicative of limited 

support networks. 

These cases underscore the gender norms that prescribe women to prioritize child care [61, 

62] regardless of their other professional responsibilities and economic contributions to the

family unit [51, 61, 62]. This impacts migration trajectories and career progression [63]. 

They highlight SSA nurses, as women, negotiating child care and meandering gender norms 

as they attempt to fulfil expectations of identity and behaviour that may differ in the source 

and destination country environments they inhabit.  

Nurse as professional 

Accessing Career Resources within health systems. 

At a macro-level, socio-economic decline inspired African nurses to migrate to developed 

countries, and one intent was to improve socio-economic life back home [37, 38, 45, 49, 61, 

63]. Remuneration was poor for SSA nurses and health facilities had inadequate drug 

supplies and equipment [33, 37, 61, 63]. In destination countries, remuneration was better– 

ten times better in the case of Malawi [38], but it was also hierarchised in other regions. In 

the Kingdom of Saudi Arabia (KSA), South Africa fell in Zone 8 [59], which meant less 

remuneration than KSA nurses, as well as nurses from other countries (Europe and 

America), even when the nurses had the same grade and job description, indicating a 

systemic hierarchy that disadvantaged the African nurse.  
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Access to career advancement opportunities was non-linear. Destination countries offered 

access to better equipped health systems, educational progression and practical learning of 

new procedures and technology [33, 37, 45, 51, 52, 60, 61], all of which were perceived to 

contribute to professional fulfilment. However, this perceived access was not always 

possible. The similarities in nursing curriculums between Britain and its colonies [33, 61] 

had many SSA nurses expecting that  their home qualifications would provide them with 

professional and language capital in the UK [37, 38, 45, 47]. However, UK policies and 

systems of integration (46) limited how, where and when SSA nurses could practise and 

resulted in clinical de-skilling and de-valuing and their years of experience were largely not 

considered [33, 37, 46, 47, 49, 51, 61] . Driven by an aging population in destination 

countries that needs care provision, many nurses ended up working in nursing homes [37, 

38, 63], where the lack of opportunity to apply their clinical skills resulted in loss of 

professional capital and growth.  

 

Competitive promotion strategies differed in the UK when compared to Ghanaian systems 

were promotion was based on years of experience [44]. Additional language deficits 

including understanding quirks, quips and colloquial jargon of British English also proved 

challenging for African nurses [47, 48] and limited their abilities to progress, as they were 

versed in neither competitive strategies nor the language needed to pass interviews. African 

nurses also felt that their managers and supervisors aided British nurses in preparing for 

interviews to get promoted, but when they sought similar support, it was denied [44]. In the 

absence of such support, many nurses felt ostracized if they voiced their concerns [33, 44, 

46]. Alternatively, professional networks participated in migration decisions and trajectories 

[33, 38, 42, 53, 56, 62, 63] and also became a support system to endure and persevere in the 

unexpected isolative, marginalizing, discriminatory realities of being a migrant professional 

nurse [42, 44, 47, 49, 52, 53, 57, 59]. Migrant professional colleagues helped each other, 

when trying to master the application, interview, and presentation requirements for getting 

promotions within the NHS system [44]. Despite these challenges, many SSA nurses [37, 

38, 45] expected to return home with a higher social status tied to improved and increased 

value based on their foreign professional status. They were willing to endure receiving 

countries, for better life in their home countries. 
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Family and Professional care work 

For some SSA nurses, nurse work included participation of the family in patient care. 

Nigerian [53] and Ghanaian nurses were disgruntled by the absence of family involvement 

in hospital patient care, as family presence symbolized care and concern [37, 38, 48, 61]. 

This may be an interaction of professional and woman statuses, as these nurses are also 

women who would be expected to care for the sick and elderly in their families, which could 

explain their discontent at the absence of family involvement in patient care. 

Nurse as African migrant 

Racial Discrimination 

Discrimination is distorted differential treatment of otherwise equally qualified people [65]. 

For SSA nurses, it was greatly linked to their African migrant identity. Being African in 

destination countries encompasses being black, and having certain accents, mannerisms, and 

stereotypes that positively or negatively affected SSA nurses’ work and life experiences. 

Most of the migrating SSA nurses were black [37, 41, 44, 55] with a few from South Africa 

and Zimbabwe being white [42, 45, 49]. In source countries like South Africa, white nurses 

migrated because they felt racially excluded due to the actions to right the disparities of 

apartheid. They had limited access to opportunities for promotions and career progression 

were limited (awarded more to black South African health workers) [42, 49]. Upon 

emigration, white African nurses [41-43, 49] acknowledged that they were treated better 

than their black SSA counterparts [41] in destination countries.  

Black African migrants engendered racial discrimination in the form of unfair treatment and 

abuse especially in the work space [44, 46, 55, 57]. SSA nurses confronted their blackness in 

interactions with patients, colleagues and institutional processes. In a case of nurse- on-nurse 

racism, gender was used to underpin racism when a black nurse manager’s executive 

director questioned on how she manages to balance having children, a husband, studying 

and still work. The African nurse manager perceived the director was shocked that she did 

not fit into her stereotype of a black African woman [57].  Lack of supportive supervision 

[33, 44, 46, 51] was a recurring theme for SSA nurses. When they were supervised, African 

nurses thought managers over-supervised them because of them being African, and the 

supervisors did not trust their nursing abilities [39, 41, 46, 58]. This nurse on nurse racism 

was more covert which made it difficult to challenge or address [51]. Patient on nurse racism 

however was more overt where many patients bluntly stated that they did not want to be 

treated by black nurses [41, 46, 55, 58, 61]. Other patients mistook African nurses for being 

nurses’ aides whilst the white nurse aides were automatically assumed to be registered 
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nurses [54, 61]. Overall, negative stereotypes of Africa [38, 45, 46, 54, 58] prohibitively 

impacted the way SSA nurses were treated resulting in loss of professional status and 

progression [41, 42, 44, 47, 57].  

 

Migrant identity seemed to have professional outcomes. Africans were concentrated in the 

least desirable specialties, working long hours and paid the least with limited opportunities 

for upward mobility [54]. One nurse found that when she worked in a nursing home it was 

mostly African nurses employed there because it was a job no one wanted to do, versus 

when she worked in the ICU of a hospital and it was mostly Caucasian nurses in the ICU 

[54]. 

“When nurse DF (Africa) was working in a hospital among mostly white nurses, a US RN (W) told her ‘I feel like 

you should be sweeping, not be a nurse’.” [55] 

Moreover, other migrant Filipino and Indian nurses also discriminated against African 

nurses and were treated more favourably [46], showing how racial discrimination was also 

stratified nationality [54, 55].  

Discussion 

International trends and/or neo-liberal economic theories cannot exclusively explain migrant 

experiences. Gender contributes to understanding the needs of migrant nurses as they plan to 

initiate, migrate, and/or return from migration. This has implications for both the quality of 

care these nurses provide in donor and recipient health systems and the ability to retain 

nurses within these health systems – especially in the context of the shortage crisis. There is 

a paucity of health research that explicitly addresses gender and nurse migration experiences 

in SSA contexts. Situating gender within social contexts and nurse identities of 

professionals, migrants and women revealed that constraining gender norms in source 

country context are not nullified upon migration; rather they are negotiated and 

reconfigured.  

 

These findings are important for broadening understanding on nurse migration experiences 

to include: 1) Social and professional networks [33, 38, 42, 53, 56, 62, 63] as an 

empowering informal support structure in migration experiences 2) Macro and meso level 

migration issues are nuanced by understandings of micro-based occurrences 3) The need for 

more gender focused research in nurse migration in SSA and across other regions and 3) the 

need for policies and institutional guidelines that comprehensively address gender and 

discrimination issues in the context of the migrant nurse. 

 



 

Journal Manuscript 

 
21 

The use of social support networks for child care underscored the global care chains [21, 66] 

but enabled nurses to pursue their careers. The positive effects of SSA nurses’ migration can 

be enhanced if social and professional legitimacy is gender inclusive and politically backed. 

The political and government promotion of health worker emigration in the Philippines 

contributes to the social acceptability of migration and could potentially be participating in 

increased or regular returnee migration [15, 67]. SSA governments promoted, encouraged 

and accommodated nurses’ migration, whilst explicitly realizing that nurses are migrating as 

literate, educated women who are part of formal workforces. This could be done by setting 

up systems that allow returnee nurses to practise in their home countries; by officially 

supporting migrant communities in receiving countries through embassy-backed community 

organizations; and/or setting up protective trade agreements with receiving countries like the 

U.K, Australia, and Canada- where most SSA nurses migrate to.   

 

Migrant nurses are not utilized to their full capacity and capabilities [68].The receiving 

countries, having gained the brains, are not optimising the nurses’ professional skills and 

talents, by devaluing their potential contributions simply because they are African migrants. 

So their expertise is lost to the receiving and the giving country. Political backing may 

positively impact meso-level social and work acceptability and integration for migrating 

nurses, by gradually transforming social and work norms associated with the migrant SSA 

nurse. If migrant nurses feel and know they are protected and supported by policies and 

guidelines as professionals, as migrants and as women, they could gain decision-making 

empowerment to directly address the issues of discrimination or marginalization that they 

face in their work and personal lives, both in their countries of origin as well as receiving 

countries. It should be the responsibility of receiving countries to ease the mobility and 

experiences of these nurses to enable them to deliver the best possible care. For example, 

gender inclusive policies that allow migrant nurses to access the same child care resources 

that native nurses have, to ease the burden of child care labour.  

 

Adaptation and assimilation programs should include continuous participatory cultural 

sensitization for both native nurses and foreign nurses to improve dialogue and 

communication and form a basis for supportive supervision [69] for the new nurses. Despite 

existing in an interconnected global world, cultural dimensions have been argued to be 

barely present in the nursing curriculums of destination countries [70] and if explicitly 

included, could alleviate some of the nurse-on-nurse racial and ethnic tensions that occur. 

 

There is a need for inter-disciplinary collaborative and inter-sectoral health systems research 

on nurse migration to better inform HRH agendas, policies, and labour and migration laws. 
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Such research would make the similarities and differences amongst nurse migrant groups 

distinct. Similar systematic reviews or empirical studies could be conducted focusing on 

gendered migration experiences of nurses from other regions like Latin America, Asia, or 

Eastern Europe. This could allow comparisons on how migrating nurses from different 

regions get access to resources, the types of jobs they end up doing, as well as their decision-

making capabilities. Because the nursing shortage is global, comparing gendered nurse 

migration across regions could lead to both conceptual generalizations and better 

understanding of this complex process’ participation in the global nurse shortage. 

Conclusion 

It is possible to demonstrate that gender contributes to migration decisions and processes for 

SSA nurses. The evidence in this review shows that there is limited health focused research 

that explores gender as a factor in the migration of health workers. The review suggests that 

gender is embedded in social stratifiers and contexts, therefore understanding and exploring 

gender nuances can reveal socially driven barriers and facilitators of migration, and vice 

versa. Many nurses are migrating as mothers and childcare provision is the most explicit 

realm of gender manifestation and the impact on migration and career experiences.  

The review showed how nurses’ multiple identities interact. Determinants in one identity 

(racial discrimination in migrant identity) have outcomes that may portray in another 

identity (career degradation/stagnation in professional identity). Moreover, policies (or lack 

of) that are relevant to one identity, like child care support for migrant women, also has 

effects in another- difficulties in accessing career advancement opportunities, as nurses work 

out the tension between child care and career responsibilities. 

The sparse literature should be advanced through more interdisciplinary research that seeks 

to understand gender influences in the human resources for health domains, especially in 

developing countries. Lastly, this review provides insights into gender focused systematic 

analysis in health systems discipline, showing how software and hardware structures of a 

health system may interact. 
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• TeX/LaTeX (use BioMed Central's TeX template)

• DeVice Independent format (DVI)

TeX/LaTeX users: Please use BioMed Central's TeX template and BibTeX style file if you 

use TeX format. During the TeX submission process, please submit your TeX file as the 

main manuscript file and your bib/bbl file as a dependent file. Please also convert your TeX 

file into a PDF and submit this PDF as an additional file with the name 'Reference PDF'. 

This PDF will be used by internal staff as a reference point to check the layout of the article 

as the author intended. Please also note that all figures must be coded at the end of the TeX 

file and not inline. 

If you have used another template for your manuscript, or if you do not wish to use BibTeX, 

then please submit your manuscript as a DVI file. We do not recommend converting to RTF. 

For all TeX submissions, all relevant editable source must be submitted during the 

submission process. Failing to submit these source files will cause unnecessary delays in the 

publication procedures. 

Preparing main manuscript text 

General guidelines of the journal's style and language are given below. 

Length of article 

Reviews should be approximately 3000 words. 

Overview of manuscript sections for Reviews 

Manuscripts for Reviews submitted to Human Resources for Health should be divided into 

the following sections (in this order): 

• Title page

• Table of contents

• Additional non-English language abstract

• Keywords

• Introduction

• Review

• Conclusions

• List of abbreviations used (if any)

• Competing interests

• Authors' contributions

• Authors' information

http://www.biomedcentral.com/authors/tex
http://www.biomedcentral.com/authors/tex
http://old.human-resources-health.com/authors/instructions/review#style-and-language
http://old.human-resources-health.com/authors/instructions/review#title
http://old.human-resources-health.com/authors/instructions/review#table-of-contents
http://old.human-resources-health.com/authors/instructions/review#formatting-non-english-abstract
http://old.human-resources-health.com/authors/instructions/review#formatting-keywords
http://old.human-resources-health.com/authors/instructions/review#formatting-intro
http://old.human-resources-health.com/authors/instructions/review#review
http://old.human-resources-health.com/authors/instructions/review#conclusions
http://old.human-resources-health.com/authors/instructions/review#formatting-abbreviations
http://old.human-resources-health.com/authors/instructions/review#formatting-competing
http://old.human-resources-health.com/authors/instructions/review#formatting-contributions
http://old.human-resources-health.com/authors/instructions/review#formatting-information
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• Acknowledgements 

• Endnotes 

• References 

• Illustrations and figures (if any) 

• Tables and captions (if any) 

• Preparing additional files 

The Accession Numbers of any nucleic acid sequences, protein sequences or atomic 

coordinates cited in the manuscript should be provided, in square brackets and include the 

corresponding database name; for example, [EMBL:AB026295, EMBL:AC137000, 

DDBJ:AE000812, GenBank:U49845, PDB:1BFM, Swiss-Prot:Q96KQ7, PIR:S66116]. 

The databases for which we can provide direct links are: EMBL Nucleotide Sequence 

Database (EMBL), DNA Data Bank of Japan (DDBJ), GenBank at the NCBI (GenBank), 

Protein Data Bank (PDB), Protein Information Resource (PIR) and the Swiss-Prot Protein 

Database (Swiss-Prot). 

Title page 

The title page should: 

• provide the title of the article 

• list the full names, institutional addresses and email addresses for all authors 

• indicate the corresponding author 

Please note: 

• if a collaboration group should be listed as an author, please list the Group name as 

an author. If you would like the names of the individual members of the Group to be 

searchable through their individual PubMed records, please include this information 

in the “acknowledgements” section in accordance with the instructions below. 

Please note that the individual names may not be included in the PubMed record at 

the time a published article is initially included in PubMed as it takes PubMed 

additional time to code this information. 

• abbreviations within the title should be avoided 

Abstract 

A short, unstructured, single paragraph summary, no more than 350 words, of the major 

points raised, making evident the key work highlighted in the article. 

Additional non-English language abstract 

An additional non-English language abstract can be included within the article. The 

additional abstract should be placed after the official English language abstract in the 

submitted manuscript file and should not exceed 350 words. Please ensure you indicate the 

language of your abstract. In addition to English, we can support German, Spanish, French, 

Norwegian and Portuguese abstracts. 

Keywords 

http://old.human-resources-health.com/authors/instructions/review#formatting-acknowledgements
http://old.human-resources-health.com/authors/instructions/review#formatting-endnotes
http://old.human-resources-health.com/authors/instructions/review#formatting-references
http://old.human-resources-health.com/authors/instructions/review#preparing-figures
http://old.human-resources-health.com/authors/instructions/review#preparing-tables
http://old.human-resources-health.com/authors/instructions/review#preparing-additional-files
http://www.ebi.ac.uk/embl/
http://www.ddbj.nig.ac.jp/
http://www.ncbi.nlm.nih.gov/Genbank/index.html
http://www.rcsb.org/pdb/
http://pir.georgetown.edu/
http://us.expasy.org/sprot/
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Three to ten keywords representing the main content of the article. 

Introduction 

This section should put the work in adequate context and should be comprehensible to non-

experts some of who may not have a scientific or technological background. 

Review 

This should contain the body of the article, and may also be broken into subsections with 

short, informative headings. 

Conclusions 

This should state clearly the main conclusions of the review and give a clear explanation of 

their importance and relevance. 

List of abbreviations 

If abbreviations are used in the text they should be defined in the text at first use, and a list 

of abbreviations can be provided, which should precede the competing interests and authors' 

contributions. 

Competing interests 

A competing interest exists when your interpretation of data or presentation of information 

may be influenced by your personal or financial relationship with other people or 

organizations. Authors must disclose any financial competing interests; they should also 

reveal any non-financial competing interests that may cause them embarrassment were they 

to become public after the publication of the manuscript. 

Authors are required to complete a declaration of competing interests. All competing 

interests that are declared will be listed at the end of published articles. Where an author 

gives no competing interests, the listing will read 'The author(s) declare that they have no 

competing interests'. 

When completing your declaration, please consider the following questions: 

Financial competing interests 

• In the past three years have you received reimbursements, fees, funding, or salary 

from an organization that may in any way gain or lose financially from the 

publication of this manuscript, either now or in the future? Is such an organization 

financing this manuscript (including the article-processing charge)? If so, please 

specify. 

• Do you hold any stocks or shares in an organization that may in any way gain or 

lose financially from the publication of this manuscript, either now or in the future? 

If so, please specify. 

• Do you hold or are you currently applying for any patents relating to the content of 

the manuscript? Have you received reimbursements, fees, funding, or salary from an 

organization that holds or has applied for patents relating to the content of the 

manuscript? If so, please specify. 

• Do you have any other financial competing interests? If so, please specify. 

Non-financial competing interests 
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Are there any non-financial competing interests (political, personal, religious, ideological, 

academic, intellectual, commercial or any other) to declare in relation to this manuscript? If 

so, please specify. 

If you are unsure as to whether you, or one your co-authors, has a competing interest please 

discuss it with the editorial office. 

Authors' contributions 

In order to give appropriate credit to each author of a paper, the individual contributions of 

authors to the manuscript should be specified in this section. 

According to ICMJE guidelines, An 'author' is generally considered to be someone who has 

made substantive intellectual contributions to a published study. To qualify as an author one 

should 1) have made substantial contributions to conception and design, or acquisition of 

data, or analysis and interpretation of data; 2) have been involved in drafting the manuscript 

or revising it critically for important intellectual content; 3) have given final approval of the 

version to be published; and 4) agree to be accountable for all aspects of the work in 

ensuring that questions related to the accuracy or integrity of any part of the work are 

appropriately investigated and resolved. Each author should have participated sufficiently in 

the work to take public responsibility for appropriate portions of the content. Acquisition of 

funding, collection of data, or general supervision of the research group, alone, does not 

justify authorship. 

We suggest the following kind of format (please use initials to refer to each author's 

contribution): AB carried out the molecular genetic studies, participated in the sequence 

alignment and drafted the manuscript. JY carried out the immunoassays. MT participated in 

the sequence alignment. ES participated in the design of the study and performed the 

statistical analysis. FG conceived of the study, and participated in its design and 

coordination and helped to draft the manuscript. All authors read and approved the final 

manuscript. 

All contributors who do not meet the criteria for authorship should be listed in an 

acknowledgements section. Examples of those who might be acknowledged include a person 

who provided purely technical help, writing assistance, a department chair who provided 

only general support, or those who contributed as part of a large collaboration group. 

Authors' information 

You may choose to use this section to include any relevant information about the author(s) 

that may aid the reader's interpretation of the article, and understand the standpoint of the 

author(s). This may include details about the authors' qualifications, current positions they 

hold at institutions or societies, or any other relevant background information. Please refer to 

authors using their initials. Note this section should not be used to describe any competing 

interests. 

Acknowledgements 

Please acknowledge anyone who contributed towards the article by making substantial 

contributions to conception, design, acquisition of data, or analysis and interpretation of 

data, or who was involved in drafting the manuscript or revising it critically for important 

intellectual content, but who does not meet the criteria for authorship. Please also include the 

source(s) of funding for each author, and for the manuscript preparation. Authors must 

describe the role of the funding body, if any, in the writing of the manuscript; and in the 

decision to submit the manuscript for publication. Please also acknowledge anyone who 

contributed materials essential for the study. If a language editor has made significant 

http://www.icmje.org/recommendations/browse/roles-and-responsibilities/defining-the-role-of-authors-and-contributors.html
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revision of the manuscript, we recommend that you acknowledge the editor by name, where 

possible. 

The role of a scientific (medical) writer must be included in the acknowledgements section, 

including their source(s) of funding. We suggest wording such as 'We thank Jane Doe who 

provided medical writing services on behalf of XYZ Pharmaceuticals Ltd.' 

If you would like the names of the individual members of a collaboration Group to be 

searchable through their individual PubMed records, please ensure that the title of the 

collaboration Group is included on the title page and in the submission system and also 

include collaborating author names as the last paragraph of the “acknowledgements” section. 

Please add authors in the format First Name, Middle initial(s) (optional), Last Name. You 

can add institution or country information for each author if you wish, but this should be 

consistent across all authors. 

Please note that individual names may not be present in the PubMed record at the time a 

published article is initially included in PubMed as it takes PubMed additional time to code 

this information. 

Authors should obtain permission to acknowledge from all those mentioned in the 

Acknowledgements section. 

Endnotes 

Endnotes should be designated within the text using a superscript lowercase letter and all 

notes (along with their corresponding letter) should be included in the Endnotes section. 

Please format this section in a paragraph rather than a list. 

References 

All references, including URLs, must be numbered consecutively, in square brackets, in the 

order in which they are cited in the text, followed by any in tables or legends. Each reference 

must have an individual reference number. Please avoid excessive referencing. If automatic 

numbering systems are used, the reference numbers must be finalized and the bibliography 

must be fully formatted before submission. 

Only articles, clinical trial registration records and abstracts that have been published or are 

in press, or are available through public e-print/preprint servers, may be cited; unpublished 

abstracts, unpublished data and personal communications should not be included in the 

reference list, but may be included in the text and referred to as "unpublished observations" 

or "personal communications" giving the names of the involved researchers. Obtaining 

permission to quote personal communications and unpublished data from the cited 

colleagues is the responsibility of the author. Footnotes are not allowed, but endnotes are 

permitted. Journal abbreviations follow Index Medicus/MEDLINE. Citations in the 

reference list should include all named authors, up to the first six before adding 'et al.'.. 

Any in press articles cited within the references and necessary for the reviewers' assessment 

of the manuscript should be made available if requested by the editorial office. 

An Endnote style file is available. 

Examples of the Human Resources for Health reference style are shown below. Please 

ensure that the reference style is followed precisely; if the references are not in the correct 

style they may have to be retyped and carefully proofread. 

All web links and URLs, including links to the authors' own websites, should be given a 

reference number and included in the reference list rather than within the text of the 

http://old.human-resources-health.com/download/endnote/SpringerVancouverNumber.ens
http://old.human-resources-health.com/authors/instructions/review#reference-style
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manuscript. They should be provided in full, including both the title of the site and the URL, 

as well as the date the site was accessed, in the following format: The Mouse Tumor 

Biology Database. http://tumor.informatics.jax.org/mtbwi/index.do. Accessed 20 May 2013. 

If an author or group of authors can clearly be associated with a web link, such as for 

weblogs, then they should be included in the reference. 

Authors may wish to make use of reference management software to ensure that reference 

lists are correctly formatted. An example of such software is Papers, which is part of 

Springer Science+Business Media. 

Examples of the Human Resources for Health reference style 

 

 

Article within a journal 

Smith JJ. The world of science. Am J Sci. 1999;36:234-5. 

Article within a journal (no page numbers) 

Rohrmann S, Overvad K, Bueno-de-Mesquita HB, Jakobsen MU, Egeberg R, Tjønneland A, 

et al. Meat consumption and mortality - results from the European Prospective Investigation 

into Cancer and Nutrition. BMC Medicine. 2013;11:63. 

Article within a journal by DOI 

Slifka MK, Whitton JL. Clinical implications of dysregulated cytokine production. Dig J 

Mol Med. 2000; doi:10.1007/s801090000086. 

Article within a journal supplement 

Frumin AM, Nussbaum J, Esposito M. Functional asplenia: demonstration of splenic activity 

by bone marrow scan. Blood 1979;59 Suppl 1:26-32. 

Book chapter, or an article within a book 

Wyllie AH, Kerr JFR, Currie AR. Cell death: the significance of apoptosis. In: Bourne GH, 

Danielli JF, Jeon KW, editors. International review of cytology. London: Academic; 1980. 

p. 251-306. 

OnlineFirst chapter in a series (without a volume designation but with a DOI) 

Saito Y, Hyuga H. Rate equation approaches to amplification of enantiomeric excess and 

chiral symmetry breaking. Top Curr Chem. 2007. doi:10.1007/128_2006_108. 

Complete book, authored 

Blenkinsopp A, Paxton P. Symptoms in the pharmacy: a guide to the management of 

common illness. 3rd ed. Oxford: Blackwell Science; 1998. 

Online document 

Doe J. Title of subordinate document. In: The dictionary of substances and their effects. 

Royal Society of Chemistry. 1999. http://www.rsc.org/dose/title of subordinate document. 

Accessed 15 Jan 1999. 

Online database 

Healthwise Knowledgebase. US Pharmacopeia, Rockville. 1998. http://www.healthwise.org. 

Accessed 21 Sept 1998. 

Supplementary material/private homepage 

Doe J. Title of supplementary material. 2000. http://www.privatehomepage.com. Accessed 

22 Feb 2000. 

http://papersapp.com/
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University site 

Doe, J: Title of preprint. http://www.uni-heidelberg.de/mydata.html (1999). Accessed 25 

Dec 1999. 

FTP site 

Doe, J: Trivial HTTP, RFC2169. ftp://ftp.isi.edu/in-notes/rfc2169.txt (1999). Accessed 12 

Nov 1999. 

Organization site 

ISSN International Centre: The ISSN register. http://www.issn.org (2006). Accessed 20 Feb 

2007. 

Dataset with persistent identifier 

Zheng L-Y, Guo X-S, He B, Sun L-J, Peng Y, Dong S-S, et al. Genome data from sweet and 

grain sorghum (Sorghum bicolor). GigaScience Database. 2011. 

http://dx.doi.org/10.5524/100012. 

Preparing illustrations and figures 

Illustrations should be provided as separate files, not embedded in the text file. Each figure 

should include a single illustration and should fit on a single page in portrait format. If a 

figure consists of separate parts, it is important that a single composite illustration file be 

submitted which contains all parts of the figure. There is no charge for the use of color 

figures. 

Please read our figure preparation guidelines for detailed instructions on maximising the 

quality of your figures. 

Formats 

The following file formats can be accepted: 

• PDF (preferred format for diagrams)

• DOCX/DOC (single page only)

• PPTX/PPT (single slide only)

• EPS

• PNG (preferred format for photos or images)

• TIFF

• JPEG

• BMP

Figure legends 

The legends should be included in the main manuscript text file at the end of the document, 

rather than being a part of the figure file. For each figure, the following information should 

be provided: Figure number (in sequence, using Arabic numerals - i.e. Figure 1, 2, and 3 

etc); short title of figure (maximum 15 words); detailed legend, up to 300 words. 

Please note that it is the responsibility of the author(s) to obtain permission from the 

copyright holder to reproduce figures or tables that have previously been published 

elsewhere. 

http://www.biomedcentral.com/authors/figures
http://www.biomedcentral.com/authors/figuretypes
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Preparing a personal cover page 

If you wish to do so, you may submit an image which, in the event of publication, will be 

used to create a cover page for the PDF version of your article. The cover page will also 

display the journal logo, article title and citation details. The image may either be a figure 

from your manuscript or another relevant image. You must have permission from the 

copyright to reproduce the image. Images that do not meet our requirements will not be 

used. 

Images must be 300dpi and 155mm square (1831 x 1831 pixels for a raster image). 

Allowable formats - EPS, PDF (for line drawings), PNG, TIFF (for photographs and screen 

dumps), JPEG, BMP, DOC, PPT, CDX, TGF (ISIS/Draw). 

Preparing tables 

Each table should be numbered and cited in sequence using Arabic numerals (i.e. Table 1, 2, 

3 etc.). Tables should also have a title (above the table) that summarizes the whole table; it 

should be no longer than 15 words. Detailed legends may then follow, but they should be 

concise. Tables should always be cited in text in consecutive numerical order. 

Smaller tables considered to be integral to the manuscript can be pasted into the end of the 

document text file, in A4 portrait or landscape format. These will be typeset and displayed in 

the final published form of the article. Such tables should be formatted using the 'Table 

object' in a word processing program to ensure that columns of data are kept aligned when 

the file is sent electronically for review; this will not always be the case if columns are 

generated by simply using tabs to separate text. Columns and rows of data should be made 

visibly distinct by ensuring that the borders of each cell display as black lines. Commas 

should not be used to indicate numerical values. Color and shading may not be used; parts of 

the table can be highlighted using symbols or bold text, the meaning of which should be 

explained in a table legend. Tables should not be embedded as figures or spreadsheet files. 

Larger datasets or tables too wide for a landscape page can be uploaded separately as 

additional files. Additional files will not be displayed in the final, laid-out PDF of the article, 

but a link will be provided to the files as supplied by the author. 

Tabular data provided as additional files can be uploaded as an Excel spreadsheet (.xls ) or 

comma separated values (.csv). As with all files, please use the standard file extensions. 

Preparing additional files 

Although Human Resources for Health does not restrict the length and quantity of data 

included in an article, we encourage authors to provide datasets, tables, movies, or other 

information as additional files. 

Please note: All Additional files will be published along with the article. Do not include 

files such as patient consent forms, certificates of language editing, or revised versions of the 

main manuscript document with tracked changes. Such files should be sent by email 

to HumResourHealth@biomedcentral.com, quoting the Manuscript ID number. 

Results that would otherwise be indicated as "data not shown" can and should be included as 

additional files. Since many weblinks and URLs rapidly become broken, Human Resources 

for Health requires that supporting data are included as additional files, or deposited in a 

recognized repository. Please do not link to data on a personal/departmental website. The 

maximum file size for additional files is 20 MB each, and files will be virus-scanned on 

submission. 

mailto:HumResourHealth@biomedcentral.com
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Additional files can be in any format, and will be downloadable from the final published 

article as supplied by the author. We recommend CSV rather than PDF for tabular data. 

Certain supported files formats are recognized and can be displayed to the user in the 

browser. These include most movie formats (for users with the Quicktime plugin), mini-

websites prepared according to our guidelines, chemical structure files (MOL, PDB), 

geographic data files (KML). 

If additional material is provided, please list the following information in a separate section 

of the manuscript text: 

• File name (e.g. Additional file 1) 

• File format including the correct file extension for example .pdf, .xls, .txt, .pptx 

(including name and a URL of an appropriate viewer if format is unusual) 

• Title of data 

• Description of data 

Additional files should be named "Additional file 1" and so on and should be referenced 

explicitly by file name within the body of the article, e.g. 'An additional movie file shows 

this in more detail [see Additional file 1]'. 

Additional file formats 

Ideally, file formats for additional files should not be platform-specific, and should be 

viewable using free or widely available tools. The following are examples of suitable 

formats. 

• Additional documentation 

o PDF (Adode Acrobat) 

• Animations 

o SWF (Shockwave Flash) 

• Movies 

o MP4 (MPEG 4) 

o MOV (Quicktime) 

• Tabular data 

o XLS, XLSX (Excel Spreadsheet) 

o CSV (Comma separated values) 

As with figure files, files should be given the standard file extensions. 

Mini-websites 

Small self-contained websites can be submitted as additional files, in such a way that they 

will be browsable from within the full text HTML version of the article. In order to do this, 

please follow these instructions: 

1. Create a folder containing a starting file called index.html (or index.htm) in the root. 
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2. Put all files necessary for viewing the mini-website within the folder, or sub-folders. 

3. Ensure that all links are relative (ie "images/picture.jpg" rather than 

"/images/picture.jpg" or "http://yourdomain.net/images/picture.jpg" or 

"C:\Documents and Settings\username\My Documents\mini-

website\images\picture.jpg") and no link is longer than 255 characters. 

4. Access the index.html file and browse around the mini-website, to ensure that the 

most commonly used browsers (Internet Explorer and Firefox) are able to view all 

parts of the mini-website without problems, it is ideal to check this on a different 

machine. 

5. Compress the folder into a ZIP, check the file size is under 20 MB, ensure that 

index.html is in the root of the ZIP, and that the file has .zip extension, then submit 

as an additional file with your article. 

Style and language 

General 

Currently, Human Resources for Health can only accept manuscripts written in English. 

Spelling should be US English or British English, but not a mixture. 

There is no explicit limit on the length of articles submitted, but authors are encouraged to 

be concise. 

Help and advice on scientific writing 

The abstract is one of the most important parts of a manuscript. For guidance, please visit 

our page on Writing titles and abstracts for scientific articles. 

Tim Albert has produced for BioMed Central a list of tips for writing a scientific 

manuscript. American Scientist also provides a list of resources for science writing. For 

more detailed guidance on preparing a manuscript and writing in English, please visit 

the BioMed Central author academy. 

Abbreviations 

Abbreviations should be used as sparingly as possible. They should be defined when first 

used and a list of abbreviations can be provided following the main manuscript text. 

Typography 

• Please use double line spacing. 

• Type the text unjustified, without hyphenating words at line breaks. 

• Use hard returns only to end headings and paragraphs, not to rearrange lines. 

• Capitalize only the first word, and proper nouns, in the title. 

• All pages should be numbered. 

• Use the Human Resources for Health reference format. 

• Footnotes are not allowed, but endnotes are permitted. 

• Please do not format the text in multiple columns. 

http://www.biomedcentral.com/authors/abstracts
http://www.biomedcentral.com/authors/report
http://www.americanscientist.org/issues/pub/the-science-of-scientific-writing
http://www.biomedcentral.com/authors/authoracademy
http://old.human-resources-health.com/authors/instructions/review#formatting-references
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• Greek and other special characters may be included. If you are unable to reproduce a

particular special character, please type out the name of the symbol in full. Please

ensure that all special characters used are embedded in the text, otherwise they

will be lost during conversion to PDF.

Units 

SI units should be used throughout (liter and molar are permitted, however). 




