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Guiding Principles

fb?‘ CONDUCTING GLOBAL HEALTH ACTIVITIES

Don't just do it

Good judgment requires controlling
our enthusiasm to do good so that

we also do it well, even in times of
emergency. Technical expertise is
necessary but not sufficient for action.
International activity requires many
things, including assessment,
planning and evaluation.

PATIENCE
Build capacity, not dependency

We should neither conduct activities
that a local community can do for
itself nor participate in one-way
financial giving. The process of getting
to know your partner — in order to
build capacity — often takes longer
than expected and requires patience.

AUTHENTICITY
Know thyself, know thy partner

There are many motivations for
U.S. and international organizations
to engage in international health
activities. An invitation from a true
partner who is part of the local
community and its health system,
knowledge and understanding of
our respective motives and full
transparency regarding our goals
are all necessary if we are to do

our best work.

EXCELLENCE
Best intentions do not
equal best practices

Something is not always better than
nothing. Low-resource settings do not
permit lower standards. The high
standards we follow in the U.S. — in
delivering health care and developing
partnerships — should not be set
aside when working abroad. The laws
of the country must be followed, the
men and women providing services
must be competent in their roles,
and outcomes must be measured by
quality, not simply quantity.

HONESTY

Trust is earned and learned

Meaningful partnership requires a
high level of trust and multiple lines
of communication. Both U.S. and
international partners must recognize
that the other likely perceives risks

in being totally honest. Both must
listen for things said and unsaid,
which takes both time and practice.

HUMILITY

We all have something to learn

Partnerships marked by mutuality and
respect build relationships where both
the U.S. and international partners
benefit and take away relevant lessons.
True cultural competence is necessary
for a two-way learning process in any
development activity.



A Note from CHA

This discussion paper is presented to provide U.S. and global health leaders with a greater awareness and
understanding of the significance, interconnectedness and repercussions of the current Global Health
Workforce Crisis. It was developed as a tool for Sponsors and Executives (C-suites, clinicians, human
resources, global health and others involved in recruitment of health workforce) to begin dialogue and
discernment on this important global health issue and our response as a Catholic health ministry.

As Catholics, we are uniquely called to global solidarity. One of God’s greatest gifts is the universal
character of the Church, blessing and calling us to live in solidarity with our sisters and brothers in faith.
! Solidarity “is a firm and persevering determination to commit oneself to the common good; that is to
say to the good of all and of each individual, because we are all really responsible for all.” (cf. Sollicitudo
rei socialis, 38) For over 100 years, CHA and Catholic health care in the United States have worked to
bring alive this vision of justice, peace and the common good.

The issue of health workforce and its role in achieving health equity are goals the Catholic health
ministry has grappled with for years. We agree with the broader Church that all owners, managers,
executives and consumers are moral agents who through our choices enhance or diminish economic
opportunity, community life and social justice for all. (A Catholic Framework for Economic Life,
USCCB) Therefore, as we work to fulfill the Church’s call to global solidarity, it is important that we
reflect on how the health ministry learns, educates, serves and acts in support of this vision. The current
global health workforce crisis provides us with an opportunity to advance our shared commitment to
pay special attention to our neighbors who are poor, underserved and most vulnerable.

Over the past decade, the global health sector has gone through a period of rapid and transformative
change. In response to these evolving dynamics, the Catholic Health Association of the United States
(CHA) examined these changing global health and technology trends and their impact on future
partnership opportunities. Among the many important issues raised in the research were the ongoing
and worsening deficits in the global health workforce. CHA knew that this was a topic that needed
more attention. To that end, we developed a special working group focused on the global health
workforce, utilizing the findings of the aforementioned research.

As a result, we provide you with this discussion paper that provides insights and opportunities to in-
vest, practice and advocate for the future of the global health workforce. We hope it helps CHA and the
Catholic health ministry respond in a way that highlights our continued commitments to improve and
protect the health of our society while global solidarity, peace, justice and common good.

Bruce Compton, Nate Hibner,

Senior Director, Global Health Senior Director, Ethics
Catholic Health Association Catholic Health Association
of the United States of the United States

1 Called to Global Solidarity International Challenges for U.S. Parishes, United States Catholic Conference, 1997



Executive Summary

Global Health Workforce - Accenture Research
Discussion Paper: Insights and Opportunities to Transform International Health
Workforce Recruitment and Capacity

This report addresses the global health care workforce shortage and its impact on health care systems.
It examines current practices, showcases case studies and highlights the role of U.S. Catholic health care
leaders in developing a fair and globalized health care workforce.

Valuable insights and recommendations for shaping talent pipelines are provided in the report which is
intended for leaders in the Catholic health ministry, including Sponsors, C-suite members, Chief

Human Resource Officers (CHROs), Chief Nursing Officers (CNOs) and global health leaders.

The research was conducted independently by Accenture in collaboration with CHA's Working Group
on Global Health Workforce for the Future. It involved a comprehensive literature review and interviews
with over 30 global stakeholders from high, medium and low-income countries, many associated with
the Catholic health ministry.

Key insights and opportunities highlighted in the report include the significant risk posed by the global
health care workforce shortage, contributing factors such as the COVID-19 pandemic, burnout, violence
toward healthcare workers and an aging workforce. The report also discusses challenges in recruiting
local health workers, the negative consequences of brain drain and the overreliance on international
recruitment.

Global context, policy landscape and initiatives promoting ethical international recruitment practices are
discussed in the report highlighting current practices, critical needs, challenges and areas for improvement.

A proposed framework for ministry leaders emphasizing ethical international recruitment is included in
the report. The framework addresses issues including the following:

* investing in strengthening the health care workforce in low-and middle-income countries,
*  practicing ethical behavior in global recruitment,
* advocating for improvements in domestic and global pipelines and working conditions,

*  driving systemic change to enhance global health capacity.

The report concludes by emphasizing the need for leadership to redefine ethical practices, strengthen
the global healthcare workforce, advocate for new recruiting standards and recognize the collective
responsibility in solving the international recruitment crisis and workforce shortage.

Implementing the report's insights and recommendations allows Catholic health leaders and partners to
transform international recruitment practices, strengthen global healthcare capacity and uphold the right

to health for all.



About Us

Catholic health is a ministry of the Catholic Church continuing
Jesus’ mission of love and healing in the world today. Comprised
of more than 600 hospitals and 1,600 long-term care and other
health facilities in all 50 states, the Catholic health ministry is
the largest group of nonprofit health care providers in the nation.
At the national level, these organizations join together in the
Catholic Health Association of the United States. In CHA, the

ministry raises a collective passionate voice for compassionate care.
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Chapter 1: Introduction

What Is the Purpose of This Report?

The health care workforce shortage is an international challenge impacting countries at all levels of
socioeconomic development. This report set out to examine the current state of practices, spotlight case
studies and innovative solutions, and discuss the role of U.S. Catholic health leaders and health care
leaders globally in advancing an equitable and globalized health care workforce that safeguards health
care workers, the health care systems and patients in communities across the globe.

Who Is the Intended Audience of This Report?

The report provides insights and recommendations for any health leader who is participating in the
recruitment of health care workers and provides key considerations as they shape their current and future
talent pipelines. This report was developed to be widely shared and socialized with leaders in the Catholic
health ministry including sponsors, members of the C-suite, Chief Human Resource Officers (CHROs),
Chief Nursing Officers (CNOs) and global health leaders.

Methodology

The research for the report was conducted independently by Accenture, who worked with CHA’s
Working Group on Health Workforce for the Future to shape the scope and obtain feedback on data
collection. Secondary research included a literature review of more than 70 publications, articles

and reports.

The team also conducted interviews with over 30 global stakeholders to gather qualitative input. Our
discussions included voices across high, medium and low-income countries, many whom were from
within the Catholic health ministry. We also interviewed key partners of the ministry currently serving
as health care leaders, physicians, policy experts and advocates. A full list of stakeholders engaged with
for the development of this report can be found in the Appendix.

Framework for Future Discernment

The report offers a framework for ministry leaders which emphasizes an ethical approach to international
recruitment in health care. It includes the following elements:

1. INVEST: Strengthen LMIC healthcare workforce through pre-service training and
reciprocal partnerships.

PRACTICE: Hold agencies accountable and protect LMIC health capacity with ethical behavior.

3. ADVOCATE: Improve domestic pipeline and advocate for better working conditions and
global safeguards.

4. LEAD: Catholic health leaders can drive systemic change and enhance health capacity globally.

The framework promotes ethical recruitment, equitable practices and protection of LMICs, aiming for

global health equity and the right to health for all.



Chapter 2: Why Now and
the Global Need

The Global Health Care
Workforce Shortage

“I have never seen anything like
what we are seeing right now.
It feels different, it looks
different. It is happening
everywhere in every sector,
and health care happens to be
most touched by the shortage”

As 0f 2020, the global health care workforce was
comprised of 65.1 million nurses, medical
doctors, pharmacists, midwives and additional
critical occupations'. Our ability to respond

to new pandemics, the ongoing climate crisis,
increasing conflict and migration, and to care for
those who are most in need relies upon resilient
and abundant health workers. Without an
adequate and equitably distributed global health
care workforce, the state of the world’s health is at
great risk, and we would fail to achieve many, if
not all, of the UN’s 2030 Sustainable
Development Goals (SDGs)™.

Leading global health leaders and communities
from around the world have been raising the
alarm as the growing workforce shortage continues
to worsen globally. Currently, an estimated global
shortage of 10 million health workers is expected
by the year 2030 — placing many already
vulnerable communities at the brink of

health disaster'.

In response to their own growing health care
shortage, many high-income countries have
turned to international recruitment to bolster
their health care worker gaps. This growing
dependency on recruitment of international
health care workers coupled with lack of
investment in the home countries is driving
dangerous depletion and destabilization of health

care capacity for the most poor and vulnerable
countries across the globe.

As health care leaders respond to the looming
shortage, we must re-examine our own
international recruitment behaviors and
strategies so that all communities are able to
achieve the fundamental right to the highest
attainable standard of health™.

Emerging Trends

In the context of high-income countries,
particularly in the United States, five key trends
emerge for the growing gap of health work force:

1) the impact of the COVID-19 pandemic

2) working conditions that exacerbate burn out

3) an increase in violence directed towards
health care workers

4) aging of the current health care workforce
population

5) domestic recruitment challenges

While these themes are most apparent in the US,
they equally apply for the world’s largest economies
including, but not limited to, Germany, United
Kingdom, Italy, Canada and Australia.

Also of note is the lack of nurse educators in the
US and globally.

The Impact of the COVID-19 Pandemic
Prior to the start of the COVID-19 pandemic in
2020, the health care system in the US was already
struggling with maldistribution of health care
workers regionally, as well as cycles of both
shortages and surpluses™*'.



As the COVID-19 pandemic continued to
unfold, it placed an extraordinary strain on
health care workers due to stressful demands
such as increased risk and elevated exposure of
the highly transmissible virus and work overload
due to an increase in illness and severity of
between January 2020 and May 2021, between
80,000 and 180,000 health care workers had lost
their lives due the COVID-19 pandemic, all the
more furthering the shortage faced at the

global level™.

“I don’t think we have ever had
enough nurses. We have NEVER
had enough nurses”

While COVID-19 was and continues to be a
major exacerbating force on the growing health
care worker shortage, health care leaders noted
that workforce shortage and fragility has always
existed. The pandemic simply brought these
critical issues to a boiling point.

Burnout

The current health care working environment is
unsustainable and unsatisfactory. A recent
Accenture multi-country study found that the
health care industry faces a 26% industry gap
between health care workforce needs and what
their employers are providing*.

Catholic health leaders frequently pointed to an
outdated nursing model that does not account
sustainability and flexibility of health care
workers — especially for nurses. CNOs reported
that their staff wished to reform the 12-hour shift
structure and build a more human approach that
includes career growth, non-weekend shifts and
virtual options.

According to the American Nursing
Association, more than 60% of nurses
experience burnout across all US hospital
and health facilities. Source

Nurses who already see their jobs as physically
and mentally demanding™ are now also
experiencing escalating workloads due to a
growing shortage and chronic underinvestment.
The nurses that choose to stay are required to do
more and more, contributing to burnout rates

xii

never seen before*i.

Violence Towards Health care Workers
Workplace violence experienced by health care
staff is reportedly on the rise at a rate greater than
ever. While the reasons driving the increase in
violence are complex, US health system leaders
have reported a combination of racism,

political divide and frustration with the health
care system as common motives*’.

The National Nurses United organization reported
nearly 50% of all US based nurses indicated an
overall increase in workplace violence in a 2021

Xiv

survey™".

25% of health care workers report that they
are ready to leave their current role due to
the frequency of exposure to violent and
aggressive attacks. Source

On a global scale, violence towards health
workers is an alarmingly growing trend. The
University of South Australia published a report
that uncovered a significant increase in reported
experiences of abuse and threats, especially
among early career nurses and midwives™. The
unprecedented amount of trauma and frequent
harassment is pushing many health care workers
to leave the industry and is currently resulting in
an increasing number of strikes and walkouts by
health care workers™'.

The Aging Workforce

The nursing industry is currently facing a unique
and unprecedented two-pronged aging challenge.
By 2030, nearly 20% of the global nursing
workforce (4.7 million) will have reached
retirement age and exited the workforce*".


https://www.nursingworld.org/practice-policy/work-environment/health-safety/nurse-burnout-and-how-to-prevent-it/#:~:text=How%20common%20is%20burnout%20in,nurses%20under%2025%20reporting%20burnout.
https://www.beckershospitalreview.com/workforce/25-of-critical-healthcare-staff-willing-to-quit-over-workplace-violence.html

Unlike any other industry in the world, these
retiring nurses would each subtract from the
health workforce, while also adding to the
growing health demand of aging populations*.
Domestic Recruitment Challenges
Securing local health workers from the local
talent pool has been a major challenge across
the globe. New Zealand reports 1 in 3 nursing
students dropping out before graduation due to
financial or family constraints and the United
Kingdom reports a 20% drop in new nursing
school applications for 2023-2024*>*,

In 2021, US nursing schools turned away nearly
92,000 qualified applicants due to insufficient
number of faculty, clinical sites and budget
constraints™. While we see high interest in the
nursing field in the US and an overall 3.3%
increase enrollment of entry-level baccalaureate
nursing programs, the current pipeline model
will not be sufficient to meet the demands of the

xxii

looming gap

“When | hear the words health
care shortage it breaks my heart
because it is really about the
patients. It affects health care
across multiple communities, our
loved ones are not getting the
care that they need.”

The trends explored above are forcing health care
leaders in high-income countries to think about
new ways to urgently meet the growing demands
of patient care during a time of increased demand
for health workforce due to retirement and
burnout. One of the most alarming, yet
commonly growing practices observed is a sharp
increase and overdependency of migrant health
care workers. Many of these migrant health

care workers come from countries of origin that
already have serious strains on their health

care systems.

The Crisis of International Recruitment

As of 2021, nearly 2.8 million foreign-born
health care professionals are currently
employed in the United States health

care sector. Source

International recruitment of health care workers
from LMICs to HICs is not a new phenomenon.
In fact, since the 1960s the United States has
relied on more than 150,000 nurses from the
Philippines to meet the needs of the expanding
American health care system™. It should clearly
be noted that the contribution of foreign-born
health care workers in the United States, and
across the globe, should not be understated as
they play a deeply vital role in building health

care resilience.

Nurse to Patient Ratio — per 1,000 people

United States 15.7 (2018)
Australia 13.1 (2019)
Canada 11.1 (2020)
United Kingdom 8.9 (2020)
Philippines 5.4 (2019)
Nepal 3 (2020)
Mexico 2.8 (2019)
Bolivia 1.6 (2017)
Uganda 1.6 (2020)
Zambia 0 (2020)
Jamaica 9 (2018)
Honduras 7 (2019)
Tanzania 6 (2018)
Mozambique 0.5 (2020)

Data from The World Bank

However, due to numerous trends, active
international recruitment of health care workers has
rapidly accelerated in countries like the United
States, Canada, the United Kingdom and other
HICs. Due to the sharp uptrend in international


https://www.migrationpolicy.org/article/immigrant-health-care-workers-united-states#:~:text=Nearly%202.8%20million%20immigrants%20were,in%20a%20health%2Dcare%20occupation.

recruiting and the global shortage of health care
workers in nearly every country, WHO added
eight new countries to the WHO Health Work-
force Support and Safeguard List in March
2023w,

“The impacts on these countries
is a really big area to look at.
When you take from one place

there is nothing to replace”

The WHO defines a median density of 49
health care providers per 10,000 persons
as the cutoff threshold of indication for
countries facing the most pressing health
care workforce challenges. Any country
who has a provider ratio below the median,
and that also has a universal health cover-
age service coverage index below a certain
threshold, will be included on the WHO
safeguard list. Source

Eight Countries Recently Added to the 2023
WHO Safeguard List

1. Comoros

. Rwanda

. Zambia

. Zimbabwe

. Timor-Leste

. Lao People’s Democratic Republic
Samoa

. Tuvalu Source

0 ~NOOAWN

The 55 safeguarded countries, informed by a
threshold approach recommended by the Expert
Advisory Group on the Global Code of

Practice on the International Recruitment of
Health Personnel, are experiencing some of the
world’s lowest health care workforce density
numbers. This workforce gap is a significant crisis
for these countries. It weakens health systems for
universal health coverage and hinders the overall

state of health security™. The WHO strongly

discourages active recruitment of health care
professionals from each of the 55 countries
identified ™.

Perspectives from Impacted Countries
Our research opened important dialogue on this
topic with Catholic health leaders and partners
from around the globe. Their stories and
experiences sharply underlined the issue of
over-recruitment and the communities it leaves

behind. Read their perspectives below:

The Brain Drain in Ghana

“Developed countries come with
big checks and take our health
care workers. If you train 100

doctors, more than 50 disappear.

The brain drain is a big problem.”

The Nigeria Medical Association reports 50
doctors leave Nigeria every week to work
abroad, largely due to low wages and the
rising cost of living in their country. Source

In 2020, the World Bank reported an average

of 3.6 nurses and midwives per 1,000 people in
Ghana™i. Since then, Ghana has reported a new
wave of “brain drain” and the Ghana Registered
Nurses and Midwives Association (GRNMA)

has raised urgent concerns advising immediate
action to prevent a dire catastrophe on health care
delivery to Ghanaians™. The Government of
Ghana have even previously instituted a ban on
nurses leaving the country for work abroad — this
controversial legislation has since been scrapped
but the “brain drain” concerns persist.'

YIn an effort to stop the exodus of health care workers, Ghana
previously implemented a bonding policy in the realm of a 5-year
service requirement for all government trained nurses. If a
government trained nurse chose to take their talents abroad, they
were required to pay the government for the cost of their training.
Challenges still remain with both retention and exodus, however the
country has since scrapped the policy due to picketing by health care
workers and activists demanding underemployment be addressed
before pushing the burden on the individual health care workers.


https://www.who.int/publications/i/item/9789240069787
https://www.bbc.com/news/world-africa-64417130
https://www.who.int/news/item/14-03-2023-who-renews-alert-on-safeguards-for-health-worker-recruitment

Zambia’s Health care Worker Crisis

“There are factors that force
Africans to leave to go work in a
high-income country. If you look

at the drains - most of those who
leave are trained by the
government. It is not just the
brain leaving, it is the dollars
leaving from Africa to Europe.”

In 2020, the World Bank reported an average of
1 nurse and midwife per 1,000 people in
Zambia®™. Since then, the Zambian government
and health systems leaders, including the General
Nursing Council of Zambia, have formally
announced major concern and pointed directly to
international recruitment and outward migration
of Zambian providers to more affluent countries
(e.g., US, UK) which is widening the gap on
equitable and quality health care for Zambians™.

India’s Chronic Health care Worker Shortage
in Rural Communities

“It is a huge challenge to retain
skilled health care professionals
with not-for-profit entities in
resource limited countries.

It takes a lot of effort to train our
health care professionals, and at
the end of that, many of them
transition to a for-profit hospital
or to an affluent country, for
better financial and professional
opportunities. This phenomenon
strikes at the heart of our mission
- 'compassionate, affordable,
quality health care at the
margins of the society'-in a
significant way...”

11

In 2020, the World Bank reported 1.7 nurses
and midwives per 1,000 people in India*. India
experiences both internal and external migration
from more rural areas to urban cities or richer
Gulf States™*iiSentiment is changing, with
growing policy-maker concern, media coverage,
and public outcry regarding the "brain drain”
problem, which is not new but continues to be
experienced in remote areas of India.

Health care for All, but Not Without Health
care Workers in Bolivia

“Health care workers that decide
to permanently leave are an
invaluable loss to all areas of

health care...”

In 2017, the World Bank reported an average

of 1.6 nurses and midwives per 1,000 people in
Bolivia™". In 2019, the Bolivian government
underwent health care reform and implemented
the Single Health System Model (SUS), a public
health system that was set to provide free health
care to 50% of the population™. However, a
major barrier for SUS success is the lack of
sufficient and distributed health care workers,
which has only grown with the global shortage.

Depleting Health Capacity during the Pandemic
Jamaica, one of the countries heavily relied upon
during the post-World War II rebuild of the UK
and the implementation of the NHS, has been a
prominent voice in the dire emergency of losing
health care workers to recruiting HICs™". In
2022, the Nurses Association of Jamaica’s
Publication Committee continued to sound the

alarm when more than 700 nurses left the country
at the start of the COVID-19 pandemic™*i.



The Urgent Need to Take Action on the

Brain Drain
We must confront the sharp rise of active inter-
national recruitment and rethink our current
recruitment and retainment practices to better
safeguard countries and communities who are
disproportionately bearing the burden of the
global health care workforce shortage.
The right to migration, especially for those who
are seeking safety and opportunity, is one to be
protected and respected. Catholic health will
always support humane and people-led migration
of health care workers that is mutually beneficial
to the origin countries™ . What we must
collectively address and re-examine is the ethics
of international recruitment practices, so that we
can practice responsibility for global health care
capacity and resilience.
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Chapter 3: The Current
State Landscape

The Global Context and Policy
Landscape

The issue of health care workforce shortage and
international recruitment crisis has been steadily
growing, forcing country leaders and policymakers
across the world to action.

In April of 2023 the WHO Fifth Global Forum
on Human Resources for Health convened and
discussed the issue of health care workforce
shortage and migration challenges. Specifically,
the convening encouraged implementation of
bi-lateral agreements between sending and
recruiting countries to work in a more
reciprocal way.

One exemplar partnership is the bilateral
agreement between the Irish Health Service
Executive (HSE) and the Ministry of Health
in Mozambique (MISAU)™. The partnership
model focused on the exchange of knowledge
between the countries health systems as well as
capacity and capability improvement through
coaching conversations, training of team leaders
and addressing quality of local resources. As a
result of the bi-lateral agreement, maternal
mortality has decreased by up to 50% in some
areas of Mozambique due to the partnership in
funding and twin training models*'.

International Organizations Advancing Ethical
International Recruitment Practices

In addition to the independent responses by
nations, there are several international
organizations promoting more ethical intentional
recruitment practices.

The WHO promotes the utilization of the
voluntary Global Code of Practice on the
International Recruitment of Health Personnel
for all bilateral, national, regional and global
responses to the challenges of health personnel
migration and health systems strengthening*!.
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The Tropical Health and Education Trust (THET)
is a prominent UK organization with a focus on
partnership to train and educate health workers in
Africa and Asia*. Most recently the organization
has launched the Health Equity for ALL (HEAL)
campaign to strengthen UK Aid investments in the
global health care workforce.

The Current State Practices of Health System
Leaders (The Good and Bad)

“We are actively looking at
taking one-fourth of our current
staffing need to see if we can fill

it with international nurses”

Today, both Catholic and non-Catholic health
systems are actively participating in international
recruitment of health care workers and
contributing to the disproportionate burden
being experienced in LMICs. Health system leaders
currently play a critical role in the demand-side
of recruitment and will also have a critical role in
the future of this space. Here we share the honest
reflections of CNOs, CHROs, and other health
system leaders on the realities of their challenges
and needs, current practices and priorities

going forward.

Key Needs and Challenges

In light of the growing global health care worker
shortage Catholic health systems leaders expressed
pressure to respond to three key challenges that
ultimately drive dependency on international
recruitment:

* an already preexisting shortage that was
then heightened by the COVID-19 pandemic

* an outdated nursing model that leads to high
turnover and burnout

* concerns with ensuring adequate patient care



What We'’re Doing Well

“Our first cohort of recruited
international health care workers
arrives in late 2023. At the end of

2024, we must ask ourselves if
we live according to the ethical
decision we made. We will
consider if we provided the
experience we desire for our
international nurses and if we
could do differently to enhance
our ethical discernment. What’s
next could mean that we need to
pause, and we are open to
that...”

Addressing the global health worker shortage is
not an easy task for today’s health care leaders.
We set out to understand their best practices for
ethical international recruitment.

While we did not find commonly used best
practices for directly working alongside least
developed countries— we did find strong examples
for principled recruitment and integration of
international workers, which showcased a deep
abiding commitment to Catholic health prin-
ciples to serve the poorest and most vulnerable —
both domestically and abroad.

Utilization of Recruiting Agencies Utilizing
Ethical Frameworks

“We are actively looking at
taking a quarter of our need to
see if we can fill it
internationally... we are
deliberate about choosing the
recruitment agency we work with.
We are deliberate about not
removing really important
members from a society where it
would be detrimental to a

country...”

14

Catholic health leaders shared their principles

and trust in only engaging stafling agencies that
abided by ethical practices and policies. Many of
the trusted agencies were certified and utilized the
Health Care Code for Ethical International

Recruitment and Employment Practices, a code
first published and launched in 2008 by The
Alliance at CGFNS International®™.

“We are working with partners
that have a presence in 70+
countries. One of the reasons
that we chose these groups is
that they can prioritize
recruitment in countries where
there is less risk to care access.
Our partners will not recruit in a
country where health care
systems would be compromised.”

Catholic health leaders also shared that they
participated in moral reflection and discernment
before choosing to participate in the recruitment
of international health care workers. One

hospital leader stated that before he determined
the number of international health care workers to
request from an agency, his leadership underwent
a discernment discussion including a Catholic
Ethicist to ensure the approach was in alignment

with Catholic health principles of health equity
for all.

Investment in the Domestic Talent Pipeline

“The key to this solution in
workforce, is talent pipelines, this
is how you will get to a
sustainable cost to labor. We are
the largest employer in those
communities - we're the
employer and oftentimes those
employees are patients
themselves so we need to uplift
those communities.”



It is critical for health systems to directly foster
their domestic talent pipeline for health workers.
Best practice solutions from respondents include
a focus on upskilling non-licensed hospital staff,
more flexible scheduling and staffing
opportunities for licensed nurses, and heightened
focus on supporting the mental health and well-
being of all staff.

Innovation in the Future of Work

“We recognize there are certain
things that you do not need a
nurse to physically be in the room
to do - you could be doing it
virtually. This evolved into a co-
caring model, a physically present
and virtual team comprised of
RNs and techs...”

Catholic health leaders also shared a strong focus
on utilizing innovation and technology to better
understand current staffing needs, forecast for the

future, and improve quality care with less workers.

Leaders from one Catholic hospital system shared
the overwhelming success in bringing telehealth
onto a floor and the “co-caring model” for a
combined staffing approach. The combination of
virtual care providers and in-person staff resulted
in a 100% floor staffing rate, 40% decrease

in turnover of staff, an overall more managed
workload, and greater level of motivation for all
involved, including patients.

What We're Not Doing Well

While there were many innovative and
inspirational practices around retention and
purposeful utilization of both domestic and
international staff, there are also important
opportunities for improvement.
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Over-Reliance on International Health
care Workers

“Currently we have around 50 to

100 international nurses, and are

looking to double that number in
the next year...”

Health leaders continue to recruit a sharply
increasing number of international health
workers and continue to over-rely and over-
depend on staffing agencies to do so. Most
CNOs/CHROs indicated an expected yearly
increase of international health worker
recruitment, specifically nurses.

These big international recruiting targets do
unfortunately prioritize the needs of their
individual hospitals over the needs of a global
community (and especially the needs of low-
income countries who are losing talent through
unsustainable recruitment). It will be important
for health system leaders to take a wider lens of
health impact. While many health leaders have
already deeply invested in migrant worker
integration and inclusion movements (e.g.,
language supports, airport pickup, immigrants’
rights, and integration), the same level of
attention is currently lacking in considering the
unintended consequences and ‘ripple effect’ of
international recruitment on home communities.

Improving Accountability of Trusted
Recruiting Agencies

“Do we have a deliberate effort in
recruiting internationally? Yes.
We are deliberate about how we
approach this - we sought
organizations that were following
the ethical guidelines from
The Alliance”



One problematic and reoccurring theme that
arose around international recruitment was an
over-certainty and over-trust in ethical behavior
of recruitment agencies. Catholic health leaders
place trust in recruiting agencies to abide by
ethical behavior, but currently, no accreditation
body is currently and significantly evaluating the
specific area of ethical recruitment from fragile
countries.

Many Catholic health leaders shared their
intention and trust for agencies to follow ethical

Cpesmens

guidelines, yet the makeup of international staff
did include many listed countries featured on the
2023 health care workforce support list and other
countries close to the WHO ‘red list’ threshold
for active safeguarding. Many staff also come
from countries whose governments have publicly
expressed concern and alarm about the growing
gaps and “poaching” of their health workers.
There must be greater reform in our agreements
and expectations working with recruiting
agencies and more clearly setting ethical practices
for international recruitment.
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Chapter 4: Framework for
Future Discernment

In this section we highlight a more globally
ethical framework that Catholic health leaders can
utilize to mitigate harm to vulnerable countries
and communities. This framework uplifts three
foundations to build more equitable international
recruitment practices that advance ethical behavior

and safeguard LMICs.

Catholic health leaders have the unique and
powerful opportunity to lead the way and invest,
practice, and advocate to transform ethical
international recruitment practices. Below are
proposed opportunities identified through

this research:

1. INVEST: Directly strengthening the
resiliency of LMICs and better under
standing strategies to invest in pre-service
training, employment and career
advancement. Catholic health leaders must
take a more active role in driving a positive
economic and human-talent impact
through clear and reciprocal partnerships
with sender countries.

2. PRACTICE: Advancing global health
equity and ensuring the protection of
LMIC health capacity by practicing clear
and ethical behavior and holding recruiting
agencies accountable to local and
global practices.

3. ADVOCATE: Strengthening the current
domestic pipeline and ultimately
decreasing the reliance on international
health care workers through collective
advocacy. This includes advocacy for better
domestic working conditions as well as

global safeguarding policies.

Catholic health community can lead real systemic
change, and fundamentally shift behaviors and
strategies for international recruitment. We have
the opportunity to transform health capacity
impact for the world’s most fragile countries.
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CHA's Framework for Advancing More Globally Ethicial
Recruitment Practices of International Healthcare Workers

How can Catholic health leaders
invest in strengthening the health
workforce of LMICs?

INVEST

How can Catholic health leaders
promote and practice globally inclusive

ethical recuritment practices?

PRACTICE

How can Catholic health leaders
advocate for globally sustainable
recruiting standards

ADVOCATE

In Practice - Highlight: The Irish Global Health
Network, founded in 2004, is led by a diverse
group of professionals who are interested in
addressing health inequities at a global level,
with a focus on those living in LMICs. Through
many national partnerships, the Irish Global
Health Network has been able to work across
issues like NCDs and have imbedded objectives
that focus on the promotion of education for
professionals at the public local and national
level to enhance the capacity building and
retention of local providers across Africa and
in Ireland.



https://globalhealth.ie/esther-ireland/
https://globalhealth.ie/esther-ireland/

Exploring Solutions to the Global Shortage
and Crisis of International Recruitment
Utilizing the CHA Framework Model

Solutions to the global health care workforce
shortage that do not deplete LMIC health care
workforce do exist and are important to elevate.
The solutions we present in this following section
are examples of work happening today to better
invest, practice and advocate together with global
partners to transform international recruitment.

Invest in Strengthening the Health care
Workforce of LMICs

Catholic health leaders must invest in the people,
institutions and capacity of sender countries.
Below we explore two strategies: funds for
pre-service training and long-term reciprocal
relationships for investing in LMIC

recruitment countries.

In Practice - Highlight: Currently, there is no
established international funding model
dedicated to investing in the pre-service
training of health care workers in nations who
are experiencing the most dramatic effects of
the global shortage. Leaders at THET are
driving discussion forward on a proposed

joint funding mechanism, similar to The Global
Fund, a fund to fight HIV/AIDS, TB and Malaria,
as a model to address the complexity of
human resources required for health.

1. Collaborate to develop pre-service training

“The biggest thing we can do is
train people back in the country
that they come from. If we have a
lot of people coming to us from
one country, we should be
training people in that country.”

Establish a pre-service training fund for sender
countries, especially for countries identified on
the WHO safeguard list. Pre-training investment

18

requires country engagement and planning with
health care leaders, health care workers and
government officials to shape sustainable strategies
that fit the economic needs of each country.

2. Establish and develop long term, reciprocal
partnerships with the countries

“...we cannot restrict or deny
migration. But we can ask how
can we promote our youth going
to train and learn in HICs? And
how can we promote those
coming back? Or develop
partnerships to send 10, bring 2
back with a certain expertise?”

Address the unique challenges faced by countries
most impacted by the global health care workforce
shortage, especially the countries sending the most
migrant workers™".

Understanding and working to address the
complexity of sociopolitical push factors will
require long term, trusted and reciprocal
partnerships instead of short-term initiatives.
Engage with the country partners to encourage
and promote strategic partnerships that strengthen
capacity for local health care workers to ensure all
communities have an opportunity to receive the
health care they need.

3. Expand the definition of ethical to take on a
more globally inclusive approach

“The very first thing is to make
everyone aware of the practices
that the alliance put together.
Every time that | talk to a nursing
colleague that is speaking about
international recruitment, | give
them this resource because it is
very important and everyone
must have it...”


https://www.thet.org/from-recognition-to-action-reflections-from-the-global-forum-on-human-resources-for-health/
http://The Global Fund
http://The Global Fund

Catholic health leaders must lead and practice
global solidarity to advance global health equity
and safeguard fragile countries. Improving health
access and quality in HICs should not be at the
detriment of our global neighbors in LMICs. By
expanding our service to all people around the
world, Catholic leaders have the responsibility to
discern new practices and strategies that safe-

guard the right to health for all.

Rethink and redefine what ethical international
recruitment means for your health system.
Consider how you might use the principles of
the Alliance’s Health Care Code for Ethical
International Recruitment and Employment
Practices to expand ethical behavior across inter-
national borders*¥, Catholic health leaders have
a real opportunity to also leverage the WHO
International Code and lean into the guiding
principles of Catholic Health Association*".

In Practice - Highlight: In response to the
need for some of the world’s most pressing
nursing challenges, Health Carousel, a
staffing agency based out of Cincinnati, Ohio
has recently expanded to form a new
foundation, which is a continuation and
expansion of the organization’s longstanding
“Light the Way” initiative, focused on improving
the technical and leadership skills of foreign
nurses in their home countries and expanding
the industry minimum standards for ethical
international recruitment practices.

Additionally, there is opportunity to consider
how Catholic health leaders and systems can
work best with countries who are not currently
safeguarded to create more reciprocal approaches
that proactively prevent the depletion of health
care workers abroad.

In Practice - Highlight: The Philippines is a
country not currently safeguarded by WHO, yet
Philippine nurses are the most likely to be
employed abroad in a HIC. The Philippine
Nurses Association has recently raised
concern around the ability to provide essential
care to its citizens if health systems leaders
do not rethink their extractive and depleting
dependency on Filipino nurses. The need has
become so dire that the national government
is now considering emergency responses such
as scholarships and incentives to encourage
nurses to remain working within the country.

4. Promote accountability of ethical behavior
for staffing agency vendors

Catholic health leaders have a powerful
opportunity to demand accountability of ethical
recruitment practices amongst their trusted stafling
and recruiting agencies™* ™. Health system leaders
must require and hold their stafling agencies
accountable to the WHO Global Code of
Practice and the Alliance Health Care Code
recommendations (and even going beyond in
innovative and responsible practices).

By partnering with ethical agencies (certified

by The Alliance Code, actively reporting to the
WHO International Code, abiding by local
national policies, and taking an active role in the
investment of LMIC health care systems), Catholic
health leaders can be a major catalyst for change.

Health care leaders can also promote, encourage
and build data systems that map the true impact
of the shortage and crisis of international
recruitment. By creating more transparent
understanding of the costs that international
recruitment processes have on LMICs, Catholic
health leaders can restrict recruitment and protect
countries from over-recruitment.


https://www.foundation.healthcarousel.com
https://journals.openedition.org/poldev/4853?lang=de
https://journals.openedition.org/poldev/4853?lang=de
http://The Philippine Nurses Association
http://The Philippine Nurses Association
https://www.pna.gov.ph/articles/1190779

5. Advocate for Investment in the Domestic
Health care Worker Talent Pipeline

“Our underinvestment in the
training and education of health
workers domestically is the first
problem. That second problem is

that we are simply not
retaining people.”

Case Study: Bon Secours Mercy Health has
recently been in the spotlight for its innovative
approach to addressing the current health care
talent shortage by providing tuition assistance
and career pathways via the Called to Grow
program. Through a partnership with Guild
Education, Bon Secours provides opportunities
to more than 120 clinical certifications, under-
graduate degrees, graduate degrees, and
nursing degrees at 15 universities and
educational institutions and covers 100% of
the tuition. So far, the new program has
attracted new talent and reported a 20%
reduction in turnover in the past year — in
which they directly attribute to the partnership
and investments made in the talent pipeline.

Catholic health leaders must incubate a strong
and enduring pipeline of domestic health workers
and invest to open affordable career pathways for
domestic health professionals. This may include
early educational pipelines such as working
directly with local high schools to promote career
exploration and encourage pathways into some of

the most critically needed roles, such as nursing*.

6. Develop, Advance and Promote Advocacy
Strategies at the Local, National and
International Level

“A lot of boards are setting KPIs
on workforce recruitment and
staffing and unless they know the
complexities, they will continue
to exert pressure in unhelpful
ways that will be challenging.”

Advancing more ethical international recruitment
practices will require ongoing and concerted
support for inclusive policies. Local, national

and international policies must be updated and
activated. Catholic health leaders have an
important opportunity to ensure that voices

from countries most impacted are included at

the decision-making table and that solutions are
beneficial for all countries.

In Practice - Highlight: Pan American Health
Organization (PAHO) frequently raises concern
regarding the lack of research conducted in
Latin America, especially during a period of
growing crisis such as the global health care
workforce shortage. In June 2022, after
advancing international policy, the United
States Government and PAHO launched the
Americas Health Corps (AHC) as part of the
Action Plan on Health and Resilience in the
Americas to scale up workforce capacity and
provide basic and specialized training to more
than 500,000 public health, health science
and medical professionals throughout Latin
America and the Caribbean.

Catholic health leaders must join to collectively
develop, advance and promote key policy change
at the local, national, and international level'.
There is enormous need for Catholic leaders to
support global standards, guidelines, policies and
practices that manage international recruitment.
Catholic health leaders must advance this agenda
across global conferences, global working groups,
new research and other key advocacy channels.


https://bsmhealth.org/bon-secours-mercy-health-focused-on-addressing-the-health-care-talent-shortage/
http://Pan American Health Organization (PAHO)
http://Pan American Health Organization (PAHO)

Chapter 5: Going Forward

Catholic health leaders and partners have the
opportunity to lead and redefine ethical
practices for international recruitment in the

global dialogue.

International health care workers will always be
a valued resource and while we must continue to
protect the freedom of individuals to move and
migrate, we must also ensure that our recruitment
processes do not worsen shortages in countries
that cannot afford to lose their long-trained

workforce.

As Catholic health leaders, we have a powerful
opportunity to invest in strengthening the global
health care workforce, practice and promote
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globally inclusive ethical recruitment practices,
and advocate for new recruiting standards. At
the heart of this, we must center the experiences
of countries and communities who are dispro-
portionately bearing the burden of the workforce
shortage and co-create and partner around the
solutions of the future.

The international recruitment crisis and
workforce shortage will not be solved by one
single leader or health system alone. We truly
hope that this report serves as a tool by providing
findings, powerful case studies, and transformative
strategies for a new vision of health equity that
safeguards the right of all people to health.
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