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Transnational Trade in Health Care Work
I would like to draw the attention to a form of transnational trade outside of the negotiated comprehensive trade agreements, actually of skilled health care labour and global supply chains of nurses. Shortage of health care professionals is a widespread problem in most countries of the world. However, in OECD countries, recruitment of skilled health care labour from the Global South, a “spatial fix”, has become a normal practice. It appears to be an appropriate solution which drives bilateral agreements and government contracts for recruitment and placement. Global health care chains are an uneven and unequal labour regime to address the scarcity of health workers in the OECD region by import of labour and skills. Global inequalities and power asymmetries are their precondition, but also in turn their result.
A mapping of interests in the migration of skilled nurses shows: governments in the Global South become labour brokers and use the export of cheap care workers as a development strategy which earns them foreign currency through remittances, and which is supposed to reduce problems of un(der)employment and poverty in their countries. Governments, municipalities and hospitals in the Global North launch recruitment programmes which use migrant health care labour to manage the crisis of social reproduction with the help of a transnational care extractivism at low costs. Furthermore, private training institutions are booming, and commercial agencies in sending and receiving countries, increasingly through digital platforms, make money by facilitating the recruitment and placement. The key actors, nurses, want to migrate as they want to escape the meagre wages, low recognition, no career opportunities and often appalling working conditions in their home country. 

During the SARS-Covid 19 pandemic, the apparent deficit of health care personnel revealed in most countries of the world a prevailing crisis of social reproduction and the systemic relevance of care work. It is bizarre that immediately after the pandemic, countries of the Global North intensified their efforts to recruit health care workers from the Global South, often assuming a surplus of nurses who could not find a job. This resulted in a substantial increase of the actual number of migrating nurses. A vicious circle emerges because migration of nurses exacerbates the local nursing crisis, and the conflict of rights between the collective human right to health everywhere, and the individual right to migration. 

Transnational health care chains produce a new international division of social reproductive labour with asymmetrical distribution of gains and costs. The receiving country and the global middle classes can record a gain in terms of care capacities, skills and emotions to ensure their imperial mode of social reproduction. This means at the same time a loss for the sending country and household, a care drain, a depletion of social capital. In case governments financed education, this brain drain is a loss of return on investment. The care chain, which remedies a shortage in the West, creates a care drain, a brain drain and a supply gap at the other end. Even if income poverty is reduced in the households of origin, an impoverishment regarding care is created.

As the health care personnel should be skilled, the pattern of a spatial gap between skill training in the Global South, and skill usage in the Global North is reaffirmed. Agencies offer to customize the education to the needs of the receiving country rather than the country of origin of the nurses. However, due to privatization of nursing training, the costs of education are shifted to the individuals and their families. As they have to pay high fees to training institutions and placement agencies, they often accumulate a considerable debt burden. Debt becomes a driving force in the migration process, and for the exploitation and care extraction of migrant workers as it forces them to accept precarious working conditions. Thus, global care chains are a paradigm of the unequal power relations between North and South, the interwovenness of trade and financial interests in a post-colonial labour regime with racialised features. Additional to care extractivism, financial extraction from the Global South is taking place due to the financialisation of care, training and migration. 


How to influence global care chains and avoid its adverse effects?

In 2010, when global care chains were on an increase as transnational axis of the global care labour market, the World Health Organisation introduced ethical regulations for these largely unregulated markets, and adopted a Global Code of Practice on the International Recruitment of Health Personnel. The WHO set the nurse-patient-ratio of three nurses per 1,000 inhabitants as a key indicator for the fulfilment of the human right to health. Initially, the WHO listed 57 countries in the Global South, that suffer from such a severe shortage of health workers that recruiting is not feasible. The red list of the revised report in 2022 indicated only 47 countries. However, as this is just a recommendation, this attempt to regulate was ignored by a number of sending and receiving countries, even during the pandemic.

Commercial recruitment and placement agencies are mushrooming and hardly regulated. The ILO launched in 1997 Convention 181 to control private employment agencies: however, till today only 38 states ratified the convention.

From civil society side, protests are rising. The international campaign #Decolonise Global Health criticises the unequal flows of health workers between high-income and low-income countries, and sees global care chains as a pattern of power asymmetries which perpetuates the colonial power matrix. The number of trained medical and nursing staff migrating from the Global South to the Global North is disproportionately higher than the other way around. WEMOS, a NGO working on international health justice, scandalises the import strategies of health care workers to Europe. The German Plattform for Global Health (dpgg) stresses that the recruitment of skilled labour from abroad can not solve the structural problems of the health sector, caused in particular by the neoliberal Diagnosis Related Group accounting system which gears toward profit making and cost reduction, even in public hospitals. dpgg criticises that European countries take an advantage from the poor wages and working conditions, and the underfinancing of the health systems in the Global South. 

In the past 10 to 15 years, a lot of organizing and protests has taken place in the health sectors of western countries, against austerity measures, neoliberal management, understaffing, overburdening, lack of recognition and burn out of health care workers. Though in many countries strikes in essential services including in hospitals are not allowed, the pandemic generated respect and visibility for them, and we witnessed ralleys and strikes of health care personal from India to Italy, from Argentina to Sweden. A novelty in the German hospital movement was a broad alliance of all hospital employees from doctors to cleaners with patients, and with normal citizens in Berlin. They politicise care as a common. Central demands are for more staff and a better patient-nurse-ratio. In Simbabwe and Nigeria the protests included a rejection of outmigration. While in the protests by nurses in the EU, not many migrant workers are to be seen, in Ireland and England they articulated specific migrant demands such as reunion of transnational families. 

Trade of care labour in global care chains needs firstly regulation on an international and national level, and secondly civil society agency and trade union like organisations to struggle for migrant care workers’ decent labour, fair migration and citizens’ rights while merging anti-neoliberal and anti-racist perspectives.
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