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EXECUTIVE SUMMARY AND RECOMMENDATIONS 

The future of nursing in the United States will be shaped by an array of factors and forces—
and each of these, in turn, will be shaped by the myriad international factors and forces created 
by globalization. This paper describes general trends and broad themes in globalization and 
international nurse migration, profiles nursing education, regulation and utilization in various 
countries, and relates them to the future of nursing, both in the United States and globally. It 
describes foreign-educated nurses in the United States workforce within the context of global 
variances in nursing education programs, credentialing mechanisms, and employment practices. 
It also provides a global snapshot of education and regulation in historic and emerging countries 
that have supplied migrant nurses to the U.S. workforce and describes their migration patterns.  

The paper envisions a future with international models of nursing education, regulation and 
practice. Thus, the impact of international and regional trade agreements is described as they 
serve as catalysts for these international models. The paper asserts that nursing reform in the 
United States must be understood and envisioned within an international and historical context 
that integrates global trends and issues. Against this backdrop, the implications of migration and 
globalization for education, service delivery and health policy in the United States are identified 
and discussed. 

Trends in International Migration 

Worldwide, demand for nurses exceeds supply and chronic shortages are characteristic of the 
current global nurse workforce. The 2006 World Health Report (WHO, 2006) identified 
shortages of human resources as a critical obstacle to the achievement of the Millennium 
Development Goals (MDGs) for improving the health of global populations.2 Moreover, the 
report identifies the importance of nursing as an integral element of health systems’ 
infrastructure.  

                                            
1 The responsibility for the content of this article rests with the authors and does not necessarily represent the views 
of the Institute of Medicine or its committees and convening bodies. 
2 WHO estimates that the world needs to increase the number of health workers by more than four million. WHO 
defines health workers to be all people engaged in actions whose primary intent is to enhance health, such as 
doctors, nurses, midwives and others.  
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Various studies also have documented the important link between nurse staffing levels, 
service delivery and health outcomes, suggesting that important issues exist with respect to how 
the nursing health workforce is managed. One important factor that has received considerable 
attention is the mobility and migration of nurses and their impact on the global delivery of health 
services (Kingma, 2006).  

Globalization of the nursing workforce must be viewed within the context of the worldwide 
development of the knowledge economy. This phenomenon identifies intellectual capital as a 
valuable asset and encourages the export of education and knowledge workers as significant 
contributors to a country’s economy. For example, national policies in the Philippines and India 
support the export of nurses (Healy, 2006; Thomas, 2006) with China and Korea beginning to 
follow a similar path (Fang, 2007).  

The importance of the nurse export business is reflected in the exploding growth of nursing 
schools in the Philippines and India, and in the large sums of money received through 
remittances.3 Many countries, such as India and China, see the current demand for nurses as a 
business opportunity. Khadria (2007) describes the process in India as “business process 
outsourcing” (BPO). It includes comprehensive training, recruitment and placement programs for 
popular destinations, like the United States and the United Kingdom. It is assumed that these 
growing markets facilitate care as a global product delivered by migrating nurses.  

Worldwide, the education and regulation of nurses is highly diverse and varies considerably 
in scope and complexity. Despite these international differences, a number of factors allow 
nurses to migrate throughout the world, creating continuous challenges to the maintenance of 
nursing education, practice and regulatory standards. For example, the United States is unique in 
having created CGFNS International to address these issues, thus creating a comprehensive data 
base on variances in nursing, education, regulation and practice worldwide, making it a global 
resource.  

A major challenge for all countries is to establish workforce planning mechanisms that 
effectively meet nursing resource requirements in terms of supply and demand. In that regard, 
nursing shortages in the United States mirror the growing interdependency of labor markets 
throughout the world and the need for national and international nursing workforce policies. The 
challenge for workforce planning related to the global migration of nurses, however, is to focus 
not only on the number of nurses entering the country, but also on the number of nurses leaving 
the country, the number of new nurse graduates and the effect of internal migration, such as the 
movement of nurses from state to state and from rural to urban areas. Also essential is an 
understanding of the education and licensure systems of migrating nurses to ensure a proper skill 
mix for the nursing workforce of a country (Kingma, 2006).  

Thus, the global nurse workforce must be viewed, not only within the context of the health 
status of nations, government investment in health budgets, nurse/health care migration, 
economic realities, and working conditions but also within the context of the diverse preparation 
and practice of its practitioners.  

                                            
3 The World Bank defines remittances as the personal earnings international migrants send back to their family and 
friends. Remittances represent an important source of added income and stability for individuals, families and 
communities. Remittances play a significant role in reducing the level and severity of poverty (each social 
determinants of health) and contribute to the economic development in many low and middle income countries. 
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Recommendations for the Future of the U.S. Nursing Workforce 

The authors believe that the Committee has an unparalleled opportunity to challenge the 
status quo in nurse utilization and to significantly contribute not only to a national but also a 
global health workforce agenda. Such an agenda requires reliable, stable and competent nurses 
functioning at all levels of health care systems. The authors have provided specific 
recommendations for your consideration, and present them within a contextual framework that 
acknowledges the historic and current leadership role U.S. nursing plays in the international 
nursing community. That framework suggests that the Committee’s recommendations will have 
dramatic domestic and global implications. The authors have identified six recommendations for 
action:  

 
1. Promote targeted educational investment in foreign-educated nurses in the U.S. nursing 

workforce. 
2. Promote baccalaureate education for entry into nursing practice in the United States. 
3. Harmonize nursing curricula.  
4. Add global health as subject matter to undergraduate and graduate nursing curricula. 
5. Establish a national system that monitors and tracks the inflow of foreign-educated 

nurses, their countries of origin, the settings in which they work, and their education and 
licensure to ensure a proper skill mix for the U.S. nursing workforce. 

6. Create an international body to coordinate and recommend national and international 
workforce policies. 

 
Recommendation 1: Promote Targeted Educational Investment in Foreign-
Educated Nurses in the U.S. Nursing Workforce 

 
One response to the global shortage of nurses is to increase the number of nurses produced. 

Scaling up the health workforce is on the global agenda (Vujicic et al., 2009). Likewise, the 
growing demand in the United States for nurses and the predicted nursing shortfall require that 
the United States increase its number of nurses and nurse faculty (Buerhaus et al., 2009). 

The clear linkage between quality nursing education and health outcomes identifies that 
nursing education and continuing professional development are essential elements when tackling 
nursing workforce challenges for the future delivery of care. Moreover, there is a clear linkage 
between quality nursing education and health outcomes. Since substantial numbers of foreign-
educated nurses hold baccalaureate degrees, targeted opportunities for education should be 
directed at encouraging them to complete masters and doctoral nursing programs as preparation 
for clinical and faculty leadership roles. This approach would increase the applicant pool for 
graduate study and enlarge faculty numbers. In addition, it would prepare foreign-educated 
nurses with graduate degrees to serve in faculty and leadership roles in their home countries 
when they return—an approach used in many professions to upgrade a country’s knowledge and 
skill base by profession. CGFNS data identify that many foreign-educated nurses have 
completed master’s degree programs but are hired to only work in staff nurse positions, 
suggesting underutilization or lack of consideration for other nursing or faculty roles (CGFNS, 
2002). 
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Recommendation 2: Promote Baccalaureate Education for Entry into Practice 
in the United States 
 

Baccalaureate programs are on the rise internationally. In most cases, the rise of 
baccalaureate nursing programs represents a focused, often mandated, policy agenda—without 
the complex history that has framed baccalaureate education in the United States. The 
Philippines moved to the baccalaureate for entry into the profession in the mid-1980s. Canada 
also requires the baccalaureate for entry for new graduates in most provinces. The United 
Kingdom has moved to university preparation of first level nurses. Mexico and India are phasing 
out their non-baccalaureate nursing programs. The Ukraine has scaled up its nursing programs, 
as well, in order to enhance the profession in the country and to increase the global marketability 
of its nurses. This international trend toward mandated baccalaureate education for entry into the 
profession places the United States in a less progressive and less competitive position in the 
global nursing community.  

Although the Bologna Process4 directly concerns Europe and its immediate neighbors, it has 
generated global attention because harmonization of nursing standards in this large geographical 
area will have worldwide implications (Zadalegui et al, 2006). It has heightened awareness in 
many countries of the need for baccalaureate education in nursing, motivating them to move 
toward the baccalaureate as the entry into practice credential.5  

Because the requirements and competencies of the Bologna Process and the Tuning Project6 
identify the need to address educational equivalences and differences in nursing education and 
qualifications worldwide, careful comparisons between education systems will be necessary for 
the foreseeable future. For example, competencies and hours of instruction of clinical practice 
will need to continue to be assessed when countries import nurses7.  

Although baccalaureate education for entry into U.S. nursing has been controversial since 
1965 (ANA, 1965), the present complexity and high technology used to practice nursing in all 
settings requires now and in the future that nurses be grounded in science and critical thinking. 
The rise of baccalaureate education globally, coupled with the Bologna Process, suggests that the 
United States must upgrade its educational standards for entry into the profession. The profession 
needs to muster the political will to make this unrealized goal a reality—not only to address 
quality gaps in educational preparation, but also to be a credible player in the future domestic 
and global health care labor market.  

 

                                            
4 The Bologna Process creates the European Higher Education Area by making academic degree and quality 
assurance standards more comparable and compatible throughout Europe. The Bologna Process currently has 46 
participating countries committed to “Harmonizing the Architecture of the European Higher Education System.” It 
is named after the place it was proposed, the University of Bologna, Bologna, Italy. 
5 Canada, India, and the United Kingdom are examples of countries implementing baccalaureate education for 
nursing. 
6 The “Tuning Process” is a methodology utilized with the Bologna Process that establishes reference points and 
builds templates for learning outcomes and competencies for specific academic disciplines.  
7 U.S. immigration law requires that foreign-educated nurses seeking U.S. employment must have their credentials 
evaluated in terms of comparability of education, English language proficiency, and licensure validity. 
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Recommendation 3: Harmonize Nursing Curricula  
  

U.S. nurse educators should form strategic partnerships to share nursing knowledge and 
exchange information and best practices state-to-state and regionally. The U.S. nursing education 
community should promote sustainable global knowledge networks and the open exchange of 
tools that promote curricula innovation based on learning outcomes. Sustained investment in 
nursing education must become a national and world priority.  
 

Recommendation 4: Add Global Health as Subject Matter to Undergraduate 
and Graduate Nursing Curricula 

 
To better prepare nurses to work within a globalized health system, U.S. nursing programs 

should include courses on global health. Such courses would focus on the characteristics of 
health systems world wide with course content including, for example, high exposure to 
infectious diseases, underinvestment in health system infrastructure, deteriorating working 
conditions and acceleration of health professional migration. This would prepare U.S. students to 
better deal with the migrating nurse workforce and its future demographic characteristics.  
 

Recommendation 5: Establish a National System that Monitors and Tracks the 
Inflow of Foreign Nurses, Their Countries of Origin, the Settings in Which 
They Work, and Their Education and Licensure 

 
A comprehensive data base that collects, monitors, and tracks information about foreign-

educated nurses in the U.S. workforce would play a significant role in formulating health care 
policy. Such a data base would assist governmental and private agencies regarding the education, 
skill mix, practice and immigration patterns of immigrant nurses, all necessary data to 
intelligently inform health planning and policy decisions.  
 

Recommendation 6: Create an International Body to Coordinate and 
Recommend National and International Workforce Policies 

  
Globalization has created a world market for a globalized nursing workforce. For nurses to 

take advantage of these opportunities, mechanisms are needed that compare the education and 
qualifications of applicants against global standards. Such an entity would acknowledge that 
mobility is a core element of globalization and recognize the need for international standards of 
minimal competence. The United States should work closely with the International Council of 
Nurses (ICN) in pursuing this goal. 

The 2006 World Health Report (WHO, 2006) focused on health and human resources and 
identified the central role regulators play in the protection of the public. It also acknowledged 
that factors such as migration are placing existing approaches to regulating professionals under 
considerable strain. While regulators generally have well established standards and processes for 
initial registration, this is not usually the case for determining continuing competence. Ensuring 
the competence of health professionals remains an important regulatory issue that is now being 
framed in the broader context of promoting patient safety and advancing the quality of health 
care services. Ensuring the competency of health professionals entering the United States 
remains an important priority—as it is for other countries.  

PREPUBLICATION COPY: UNCORRECTED PROOFS 



                                               THE FUTURE OF NURSING: LEADING CHANGE, ADVANCING HEALTH 
 

J-6

In short, a newly established standard of continued competence needs to be offered globally. 
This new standard must, at a minimum, measure the aptitude, knowledge and skills of nurses 
around the world and predict their ability to succeed in patient care in global health care 
environments. The challenge is to incorporate into workforce planning, the development of 
appropriate quality assurance processes and mechanisms that encompass foreign providers and 
educational programs in such a way as to ensure predictability and competence in the workforce 
(Aiken et al., 2004; Kingma, 2006; Little and Buchan, 2007). 

OVERVIEW OF INTERNATIONAL NURSING EDUCATION AND REGULATION 

Key Issues and Challenges in Nursing Education 

Although nurses share a common professional history, internationally their educational 
preparation, regulation, and practice patterns are highly diverse and vary considerably in 
complexity and scope. There are differences in credentialing requirements that include 
professional licensure, use of titles, and accreditation of educational programs (ICN, 2003). 
Because of these world-wide differences, the skill mix of the nursing workforce also is diverse. 
Thus, the globalization of the nursing workforce must be viewed not only within the context of 
the health status of nations, government investment in health budgets, nurse/health care 
migration, economic realities, and working conditions but also within the context of the diverse 
preparation and practice of its practitioners.  

Achieving global standards for the education of nurses is a vision of many nursing 
professionals, and has been promoted by the International Council of Nurses (ICN) for over a 
century. However, achieving that goal remains unrealized and is complicated by the variations in 
nursing education throughout the world. Many countries specify university-level education as the 
minimum entry requirement for nursing—but the idea of university education for nursing 
remains challenging, with disparities being common in the programs currently offered in 
different parts of the world. Compounding the issue is the number of countries that still consider 
initial nursing education at the secondary school level to be adequate.  

Educational programs also vary in type, number, size, and degrees offered. For example, all 
nurses from the Philippines complete a baccalaureate degree. Denmark, Ireland, New Zealand 
and Spain also have single programs for qualifying as a nurse. On the other hand, in the United 
Kingdom, nurses receive either a nursing diploma or a degree. In the United States there are 
three educational pathways to become a registered nurse: a 2-year associate degree, a 3-year 
diploma program, or a baccalaureate degree. Also in the United States the model of nurse-
midwife is common, for other countries midwifery is considered a profession separate from 
nursing. In short, universal nursing education standards have not been achieved. 

Entry-level professional nursing programs are designated as diploma, associate degree or 
baccalaureate. Diploma programs are the most prevalent, worldwide, with baccalaureate 
programs on the rise. However, many countries are experiencing faculty shortages, which 
substantially impacts the number of nurse graduates from all programs. For instance, schools in 
Vietnam and Eastern Europe still operate under the practice of physicians serving as the majority 
of nursing faculty. Other countries, such as those in the Middle East, do not have the 
infrastructure to support higher education and nurses must travel abroad to be educated as 
faculty. In many countries shortages of nursing faculty relate to cultural, social and economic 
norms about the education, status and role of women. In many instances most patient care jobs 
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are held by female nurses while administrative and faculty jobs are held by male nurses or 
doctors. The shortage of experienced nursing faculty, worldwide, adds to the challenge of 
establishing and maintaining standards (Blythe and Baumann, 2008).  

Action by the World Health Assembly (WHA) in 2001 included the development of global 
standards for the initial education of nurses. This was followed in 2006 by the World Health 
Organization (WHO) Task Force on Global Standards in Nursing and Midwifery Education and 
in 2009 by the WHO publication, Human Resource for Health: Global Standards for the Initial 
Education of Professional Nurses and Midwives. The WHO goal of global standards is to 
establish educational criteria and ensure outcomes that (1) are based on evidence and 
competency; (2) promote the progressive nature of education and lifelong learning; and 
(3) ensure the employment of practitioners who are competent and who, by providing quality 
care, promote positive health outcomes in the populations they serve (WHO, 2009).  

Many source and recipient countries have established educational programs to ease the 
transition of migrant nurses. For example, colleges and universities in Canada have created 
courses to respond to knowledge deficiencies. Canada also has created prior learning assessment 
and recognition (PLAR) initiatives that provide practical validation of immigrant nurse 
competencies in lieu of and/or in conjunction with course work (Hendrickson and Nordstrom, 
2007). Because there can be language and cultural adaptation issues, countries like the United 
Kingdom require foreign nurses to undergo orientation to the local culture of health care upon 
their arrival in the United Kingdom (Kingma, 2006).  

Blythe and Bauman (2008) state, ”While international and national nursing bodies are 
focusing on international standards for nurses, more inclusive movements for educational 
harmonization that involve national governments are underway. One of the most significant is 
the Bologna Process.” The purpose of the Bologna Process is to make academic degree 
standards and quality assurance standards comparable and compatible throughout Europe. The 
process extends beyond the EU to include some 46 countries.  

Global standards continue to be a goal of the future. In the meantime, countries must work to 
ensure an adequate source of health professionals to provide care for current and future patient 
needs. Ideally, global standards will be guidelines that serve as benchmarks for the profession. 
The commitment of the United States to pursue this goal would have a significant impact on its 
realization.  

Key Issues and Challenges in Nursing Regulation 

Regulatory Structure 

In addition to differences in education, the nursing profession varies by country in how it is 
regulated. Many countries have had statutory nursing regulation for years, regulation that ensures 
a safe and competent nursing workforce. However, there are still countries with no nursing 
regulation, rules, or other regulatory mechanisms that emanate from the government. In still 
other countries there is provision for nursing regulation, either in statute or in other systems of 
rules, however, for various reasons no mechanisms exist that establish a legal framework for 
nursing as an autonomous regulated profession (ICN, 2009a). Some examples of regulatory 
systems include: 

 
● A single regulatory authority, such as the Nursing and Midwifery Council (NMC) in the 

United Kingdom. 
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Philippines 

Overview 

The Philippines has traditionally been considered a source country, one that prepares nurses 
for the global market. Filipino nurses can be found in almost all countries around the world. 
However, the majority of nurses educated in the Philippines have usually migrated to the Middle 
East, the United Kingdom, Canada, Australia, and the United States. CGFNS VisaScreen data, 
2005-2009, indicate that nurses educated in the Philippines and seeking an occupational visa to 
practice in the United States most frequently identified their intended states of practice as 
California, New York, Texas, Florida, Illinois, and Vermont (CGFNS, 2010b). It should be noted 
that some states, such as Vermont and California, are considered “gateway” states. Nurses often 
obtain licensure in these states because requirements are viewed as less burdensome and then 
endorse into the actual state of intended practice. 

Nursing Education 

Prior to 1984, nursing education in the Philippines was at the diploma and baccalaureate 
level. Currently, there is only one type of nursing education program, the Bachelor of Science in 
Nursing, which is housed in colleges and universities and is 4 years in length. Candidates can 
apply after completion of 10 years of primary (6 years) and secondary (4 years) education. 

Nursing education in the Philippines is modelled after that of the United States and includes 
courses in the humanities and social sciences, as well as in mathematics and the natural sciences. 
Nursing content focuses on the four major areas of nursing (adult health, maternal/infant, 
psychiatric/mental health nursing and nursing of children), as well as community health, nursing 
research and nursing administration. Nursing courses contain both theory and clinical content, 
with clinicals being termed “related learning experiences” (CGFNS, 2009).  

The number of clinical hours may vary from school to school. Some schools have integrated 
courses so that certain areas such as psychiatric/mental health nursing and adult health nursing 
are not individual tracts—a practice in U.S. programs as well. With the advent of technology 
more programs are integrating simulation to provide clinical experience. Because of the nursing 
shortage some facilities cannot accommodate students, and those that do, often are unable to 
accommodate all the students in the clinical areas. Consequently, more and more programs are 
using simulations to meet the objectives of the related learning experiences.  

Accreditation 

Education in the Philippines is overseen by two agencies: the Commission on Higher 
Education (CHED), which is responsible for baccalaureate and higher education programs, and 
the Technical Education and Skills Development Authority (TESDA), which oversees any 
program below the baccalaureate level. The Philippine government is promoting the concept of 
“ladderization” of education. The ladder concept would apply to nursing in the following 
manner: If an individual entered a nursing program and left at any given point in that education,  
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they would be employable based on the most recent semester completed and certificate achieved 
according to the following schema: 

 
• At completion of first semester: caregiver certificate. Graduates are able to provide basic 

care to children, the elderly and the disabled in the home or in an institution—may 
include course in home management. 

• At completion of second semester: nurse aide certificate. Graduates function under the 
supervision of a registered nurse. Job skills are comparable to nurse aides in the United 
States. 

• At completion of third semester: nursing assistant certificate. Graduates function under 
the supervision of a registered nurse. Job skills are comparable to a certified nursing 
assistant in the United States. 

• At completion of fourth semester: practical nurse certificate (certified by TESDA). 
Graduates are able to assist physicians and nurses and are responsible for direct patient 
care in hospitals, nursing homes, physician offices, clinics and community agencies. 

• At completion of third year: midwifery certificate. Graduates are certified as midwives 
rather than nurse midwives. Midwives are responsible for the health of both mother and 
child, only referring to obstetricians if there are medical complications. By law they must 
have a named supervisor of midwives to ensure safe practice. Midwives work in 
multidisciplinary teams in both hospital and, increasingly, community health care 
settings.  

• At completion of fourth year: professional nurse degree (must complete Board of Nursing 
examination given by the Professional Regulation Commission). Four year education is 
under the oversight of CHED. 
 

If a school is ladderized, both TESDA and CHED are involved in the educational oversight; 
if the school is not ladderized, only CHED has oversight. Schools have the option of 
ladderizing—as of September 2008, 40 percent of schools were ladderized (Personal 
communication between Nona Ricafort, PhD, Officer-in-Charge, CHED and Barbara Nichols 
and Catherine Davis, CGFNS, September 17, 2008). 

There has been a moratorium on opening professional nursing programs in the Philippines, 
due primarily to (1) the proliferation of poor quality nursing programs whose graduates are not 
able to pass the Philippine licensure examination; (2) the high unemployment rate of nurses in 
the Philippines—it is estimated that over 400,000 Philippine nurses are not able to find jobs; and 
(3) U.S. immigration retrogression, which has made it more difficult for Philippine nurses to 
obtain U.S. visas.9  

In an effort to bolster Philippine nursing education, CHED, in June 2008, mandated a new, 5-
year baccalaureate curriculum that would increase both theory and clinical throughout the 
program. The schools were to implement the curriculum, which is competency based and 
introduces nursing in the first semester, by the end of 2009 (Personal communication between 
Hon. Eufemia F. Octaviano, RN, EdD, Chairperson, Philippine Board of Nursing and Barbara 
Nichols and Catherine Davis, CGFNS, September 17, 2008). Because of opposition to the 5-year 

                                            
9 Immigration retrogression is a U.S. State Department process that limits the number of visas issued when the 
number of applicants exceeds the number of available visas. 
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program from various factions, including students, prospective students, and their parents, the 
program is under review and a hold has been placed on implementation. 

Regulation 

Once the nursing program is completed, the baccalaureate graduate is allowed to sit for the 
nurse licensure examination, which is administered by the Professional Regulation Commission 
(PRC). The examination is given two times a year and consists of five parts: Community 
Nursing; Maternal and Child Nursing; Medical Surgical Nursing; Fundamentals of Nursing; and 
Psychiatric Nursing. Questions for the examination are written by the Board of Nursing.  

Passing the licensure examination enables the graduate to take the nursing oath, which is 
required to enter work as a registered nurse in the Philippines. The oath ceremony occurs after 
successful completion of the licensure examination and is administered by the Board of Nursing 
or a government official authorized to administer oaths. The nursing license is national in scope 
and allows the holder to work in all provinces in the Philippines.  

The PRC does not recognize or regulate vocational nursing programs, practice or graduates 
(Personal communication between Hon. Ruth Padilla, Chairperson, Professional Regulation 
Commission and Barbara Nichols and Catherine Davis, CGFNS, September, 17, 2008). 

Licensure Renewal 

Prior to 2000, registered nurses were required to renew their licenses every three years. As of 
2000, registered nurse licensure is valid until either revoked or suspended and does not have to 
be renewed. However, renewal fees will accrue. Should the nurse require license validation at 
some time, such as when applying for a visa, he/she must satisfy those back fees before the 
validation will be performed by the PRC (CGFNS, 2009). Nurses who leave practice and who 
wish to re-enter may do so by paying back fees. 

Scope of Practice 

According to Philippine law, a person shall be deemed to be practicing nursing when he/she 
“singly or in collaboration with another, initiates and performs nursing services to individuals, 
families and communities in any health care setting and across the life span. As independent 
practitioners, nurses are primarily responsible for the promotion of health and prevention of 
illness. As members of the health team, nurses collaborate with other health care providers for 
the curative, preventive, and rehabilitative aspects of care, restoration of health, alleviation of 
suffering, and when recovery is not possible, towards a peaceful death” (Congress of the 
Philippines, 2002).  

Nurses are expected to provide care through use of the nursing process. Nursing care 
includes, but is not limited to, “traditional and innovative approaches, therapeutic use of self, 
executing health care techniques and procedures, essential primary health care, comfort 
measures, health teachings, and administration of written prescription for treatment, therapies, 
oral, topical and parenteral medications, internal examination during labor in the absence of 
antenatal bleeding and delivery” (Congress of the Philippines, 2002).  

The scope of practice further allows nurses to “establish linkages with community resources 
and coordination with the health team and provide health education to individuals, families and 
communities. They may undertake consultation services; engage in such activities that require 
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the utilization of knowledge and decision-making skills of a registered nurse; and undertake 
nursing and health human resource development training and research, which shall include, but 
is not limited to, the development of advance nursing practice” (Congress of the Philippines, 
2002). 

The nurse is duty-bound to observe the Philippine Code of Ethics for Nurses and uphold the 
standards of safe nursing practice. The nurse also is required to maintain competence through 
continued professional education to be provided by the accredited professional organization or 
any recognized professional nursing organization. 

Supply and Demand in the Philippines  

Supply exceeds demand for nurses in the Philippines, with over 400,000 registered nurses 
unable to find employment in their home country as there were only 60,000 nursing jobs 
available (Philippine Star, 2008). The recent immigration restrictions in the United States and the 
United Kingdom, two of the choice destination countries for Philippine nurses, have further 
exacerbated the numbers of unemployed nurses in the Philippines. Compounding that problem is 
the graduation of approximately 100,000 nurses each year, over 40 percent of whom, in recent 
years, have been unable to pass the Philippine licensure examination. Pass rates have declined 
from 54 percent in December of 2005 to 39.7 percent in November of 2009.  

Issues and Challenges 

• Employment Patterns: To be eligible to leave the Philippines for employment overseas, 
nurses must have at least two years of work experience in a tertiary hospital. Because of 
the oversupply of nurses, these types of clinical experiences are not always available to 
those who seek overseas employment. Consequently, many volunteer to work for 
experience rather than pay—and still others take non-nursing positions in such areas as 
call centers and medical transcription. Still others enter family businesses (Mateo, 2008). 

• Physician Retraining: A phenomena that has emerged in recent years is the retraining of 
physicians to become nurses so that they can emigrate under the Philippine government’s 
export policy. Government-regulated health care salaries are so low that it is estimated 
that 100,000 nurses work outside the profession or migrate to increase their earning 
capacity (Gorman, 2007). For the same reason physicians are now retraining to become 
nurses so that they can migrate to countries in which health care salaries are higher. 

• Remittances: The remittances sent back home by nurses who have migrated to countries 
in which the salaries are higher than in the Philippines have had a substantive effect on 
the Philippine economy and have supported the local population. Remittance refers to the 
portion of migrant income that, in the form of either funds or goods, goes back into the 
home country, primarily to support families back home, to cut poverty, and to improve 
education and health within the family (Focus Migration, 2006). Until 5 years ago, this 
transfer of funds was thought to be minor. However, nurse remittances alone increased 
from less than $2 billion in 1970 to over $70 billion in 1995 (Seago, 2008). 

• Practical Nurse Programs: Because of the moratorium on baccalaureate programs, 
practical nurse programs have proliferated in the Philippines—with one estimate being as 
high as 200 programs. Practical nurse programs can be part of the four year baccalaureate 
curriculum (ladderized) or can stand alone. The stand alone programs must show that the 
graduate is eligible to matriculate to a four year program or that there is an affiliation 
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with a school abroad for completion of the four year baccalaureate program. Practical 
nurses are not licensed under the PRC but are certified by TESDA. 

As of 2008 there was no standardized curriculum for practical nurse programs and 
considerable use of simulation to meet clinical assignments (Personal communication 
between Nona Ricafort, PhD, Officer-in-Charge, CHED and Barbara Nichols and 
Catherine Davis, CGFNS, September 17, 2008). Graduates of these Philippine practical 
nurse programs, for the most part, do not meet U.S. state requirements for practical 
nurses and would most likely be identified as nursing assistants or home health aides in 
most states. However, each state makes this determination based on their rules and 
regulations for licensure. 

Presently, the Professional Regulation Commission, which regulates health care 
professions in the Philippines, does not recognize, license or regulate practical nursing. It 
has not established standards for practical nursing education or licensure, nor does the 
PRC approve practical nursing schools. The major nursing organizations and the Board 
of Nursing are opposed to the practical nurse programs as well as to ladderization. They 
have opposed all attempts to change the law regulating nursing to include practical 
nurses, mainly because of the high unemployment rate of registered nurses in that country 
(Personal communication between Hon. Ruth Padilla, Chairperson, Professional 
Regulation Commission and Barbara Nichols and Catherine Davis, CGFNS, September 
17, 2008).  

India 

Overview 

India, in recent years, has been considered a source country for migration, supplying nurses 
to the workforces of countries such as the United States and the United Kingdom, as well as to 
the Middle East. Nurses educated in India form the second largest cohort of nurses seeking 
occupational visas to practice in the United States (CGFNS, 2010a).  

Data from the National Council of State Boards of Nursing (NCSBN) also indicate that India 
is second to the Philippines in the number of nurses taking the U.S. licensure examination, 
although the numbers are much smaller. From January through September of 2009, 11,854 
nurses educated in the Philippines sat for the NCLEX-RN® examination compared to 1,086 
educated in India (NCSBN, 2009). CGFNS VisaScreen data, 2005-2009, indicate that nurses 
educated in India and seeking an occupational visa to practice in the United States most 
frequently identified their intended states of practice as Vermont, Florida, California, New York, 
and Texas (CGFNS, 2010b). 

Nursing Education 

Nursing education in India is at both the diploma and baccalaureate level. Diploma programs, 
housed in schools of nursing affiliated with teaching hospitals, are generally 3-3 1/2 years in 
length and post-secondary in nature, following completion of 12 years of primary and secondary 
education. Graduates are awarded a Diploma in General Nursing and Midwifery. This enables 
the graduate to sit for the State Nursing Council Examination and to become registered as a nurse 
and midwife in India. Three Board examinations are conducted, one at the end of each year. The 
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successful candidate is registered as a nurse and midwife by the respective state nursing council 
(Current Nursing, 2009).  

The course in general nursing and midwifery consists of two years general nursing, one 
year in community health nursing and midwifery, and a six month internship that includes 
courses in nursing administration and nursing research. India is in the process of phasing out 
these programs and replacing them with baccalaureate programs. This modelling after the 
western hemisphere is not limited to nursing but is also being experienced in the allied health 
fields such as physical and occupational therapy. 

The Bachelor of Science in Nursing is a generic, 4-year, university-based program entered 
after completion of 12 years of primary and secondary education. Successful completion of the 
program allows the graduate to sit for the University Examination and, ultimately, apply for 
registration with the State Nursing Council.  

The 4-year program includes courses in the humanities and social sciences, as well as the 
physical and biological sciences. Nursing content focuses on the four major areas of nursing 
(adult health, maternal/infant, psychiatric/mental health and nursing of children), community 
health, nursing research, administration and teaching. 

The Bachelor of Nursing (post-basic) is a 2 year RN to BSN program for those holding a 
Diploma in General Nursing and Midwifery. The goal of the program, which leads to the 
Bachelor of Science in Nursing, is the preparation of a generalist nurse. Candidates for the 
program must be registered nurses who have 2 years of experience and a working knowledge of 
English (Indian Nursing Council, 2009a). 

Accreditation 

The Indian Nursing Council is the accrediting body for nursing education in India. The 
Council is an autonomous governmental body constituted by law in 1947 to establish uniform 
standards of training for nurses, midwives and health visitors. The Council approves nursing 
programs and is advisory to the individual state nursing councils and examining boards (Indian 
Nursing Council, 2009b). 

Regulation 

Nursing registration in India varies from state to state. Each state has a nursing council 
comparable to a state board of nursing in the United States, which is responsible for the 
registration of its nurses. Most Indian states do not require registration renewal. Those that do, 
require renewal every 3−5 years. 

Scope of Practice 

India subscribes to the International Council of Nurses (ICN) definition of nursing, viewing 
nurses as qualified and authorized to provide nursing services for the promotion of health, the 
prevention of illness and the care of the sick. The entitlement to practice as a nurse and/or 
midwife is determined by the law for nursing and midwifery; that is, the Indian Nursing Council 
Act of 1947 (ANMC, 2009).  

The Bachelor of Science in Nursing Syllabus and Regulations of the Indian Nursing Council, 
established in 1981, defines the essential elements of nursing practice in India as those that are 
related to “maintaining or restoring life functions, assessing the physical and emotional state of 
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patients, assessing environmental factors, and formulating and implementing a plan for the 
provision of nursing care based on scientific principles” (Indian Nursing Council, 2009c). 

Supply and Demand  

India has experienced what has been termed a significant drain on its nursing labor force due 
to circular migration. Circular migration is a term used to describe a phenomenon whereby 
nurses, motivated by higher salaries and better working conditions work abroad temporarily then 
return to their country of origin. It should be noted that circular migration often is mandated in 
agreements between the host and source countries. For example, Cuba allows its nurses to go to 
Trinidad/Tobago for a period of 2 years after which time they must return home.  

Circular migration also may be a matter of public policy to ensure that there is a continuous 
feed of health care professionals to provide care to the country’s citizens or it can be an 
agreement negotiated by recruiters with a country in order to function in that country. Some 
utilize such a policy as an educational development model so that the professional returns with 
international experience, which is then shared with his/her colleagues at home and enhances the 
quality of education.  

Hawkes and colleagues (2009) found that Indian nurses who engaged in circular migration 
tended to be female and older than the nursing average, with more work experience and greater 
seniority than the general nursing population in India. It has been argued that circular migration 
does not produce the same degree of loss to a country’s skilled labor force as permanent 
migration. However, the Hawkes and colleagues (2009) study indicated that the collective labor 
time spent outside of the country suggests temporary migration may have a profound and 
underestimated impact on the Indian nursing workforce. They found that the median time of 
working outside of India was 6 years, a period of time that allowed the nurses to sufficiently 
increase their incomes. Hawkes and colleagues (2009) further estimated that up to one-fifth of 
the nursing labor force in India may be lost to wealthier countries through circular migration. 

Issues and Challenges 

• Recruitment of Nurses: As the demand for nurses rises worldwide, commercial 
recruiters have become increasingly interested in exporting nurses from India to countries 
experiencing shortages. At present India does not have enough professional nurses to 
meet its own domestic needs and has a lower ratio than the recommended international 
norm of 2:1 to 3:1 for nurse/physician ratios. Shortages in rural areas are the most urgent 
(Khadria, 2007).  

Recruitment has focused on Indian nurses because of their education and their ability 
to speak English. Delhi-based agencies tend to focus on the U.S. market while those in 
Kochi and Bangalore mainly facilitate the migration of nurses to the Gulf countries, 
Australia, New Zealand, Singapore and Ireland. Thus, India is faced with the double 
challenge of producing more nurses for immigration and at the same time filling more 
vacancies within India (Khadria, 2007). 
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Canada 

Overview 

Canada is considered both a source and a host country for migration. Many Canadian nurses 
choose to work in the United States under the North American Free Trade Agreement (Trade 
NAFTA), either living in Canada and crossing the border daily or moving to the United States 
temporarily. Canada also may be considered a host country, receiving nurses from such countries 
as the Philippines, India, Russia and the Caribbean to mitigate its own nursing shortage.  

Approximately 10 percent of Canadian nurses seeking entry into the United States under 
Trade NAFTA are nurses born outside of Canada (CGFNS, 2007). CGFNS VisaScreen data, 
2005-2009, indicate that nurses educated in Canada and seeking to practice in the United States 
most frequently identified their intended states of practice as California, Michigan, New York, 
Texas and Arizona (CGFNS, 2010b).  

Education  

Education and health care are provincial responsibilities under the Canadian constitution. 
Thus the systems of education are ones in which the decision-making authority is provincial; 
however, through organizations such as the Canadian Nurses Association (CNA), national 
coordination is achieved through promulgation of guidelines and standards. CNA is a federation 
of 11 provincial and territorial nurses' associations and colleges representing more than 136,200 
registered nurse and nurse practitioner members, which is approximately 53 percent of employed 
nurses. Quebec is not a member of CNA.  

Nursing education programs in Canada require completion of 12 years of primary and 
secondary education for entry. There are three types of programs for registered nurses: 3 year 
diploma programs, which are being phased out, 4 year generic baccalaureate programs and post-
basic baccalaureate programs for nurses holding a diploma in nursing that are 2-3 years in length. 
Alberta and British Columbia also offer entry level psychiatric nursing diploma, certificate and 
degree programs. Graduates of these programs are not considered general nurses, are licensed 
under a college or association separate from nursing, and are prepared to work only in the field 
of mental health. 

CNA began advocating for degree preparation of nurses in 1982 and has worked with the 
provinces to achieve that goal. In 2004 the Canadian Association of Schools of Nursing (CASN) 
and CNA issued a joint position paper that recommended a baccalaureate degree in nursing as 
the educational entry-to-practice standard for registered nurses in Canada (CASN and CNA, 
2004). 

Today, the majority of provinces require the baccalaureate for entry into the profession. 
Students in Alberta, Manitoba, Quebec, and the Territories can still choose either a diploma or a 
degree program to prepare for a career in nursing but they must be aware of the trend toward a 
university level of education. In all other provinces students must obtain a baccalaureate degree 
in nursing to prepare for a nursing career. In all provinces the change to the degree as a minimum 
requirement for entry into practice applies only to new entrants and has no effect on the 
eligibility of currently registered diploma nurses for continuing registration (CNA, 2009). 
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Accreditation 

The Canadian Association of Schools of Nursing is officially recognized as the national 
agency responsible for the accreditation of nursing programs throughout Canada. Accreditation 
in Canada is a voluntary process, comparable to that of the United States in that it requires a self 
evaluation report (including information on the nursing program, administration, faculty, 
students, curriculum, learning resources and graduates) as well as an on-site visit (CASN, 2009). 
In addition to profession-specific accreditation processes, nursing programs may be reviewed as 
part of periodic quality review processes established by provincial authorities for universities and 
colleges.  

Regulation  

The regulatory system for nursing in Canada reflects the country’s federal and 
provincial/territorial government structure. Health-care delivery is the responsibility of the 
provincial and territorial governments, as is the regulation of all health-care professions. 
Provinces and territories grant responsibility for nursing regulation to professional colleges 
and/or nursing associations. Therefore, a nurse seeking to practice nursing in a specific province 
or territory must apply to be licensed and registered by the college and/or association in that 
province or territory. There is no national license in Canada; each province or territory licenses 
nurses within the individual jurisdiction (CNA, 2010). The licensure fee, except in Ontario and 
Quebec, includes both licensure registration and membership in the provincial and national 
nurses association.  

All provinces, with the exception of Quebec, require licensure candidates to take the 
Canadian Registered Nurse Examination (CRNE) developed by CNA. The CRNE is a multiple 
choice examination that is competency based and reflects a primary health care nursing model. 
The examination consists of approximately 300 multiple-choice questions, about 40 percent of 
which are independent questions and 60 percent are case based.  

The framework developed to identify and organize the competencies in the CRNE is 
designed to assess Professional Practice (accountability for safe, competent and ethical nursing 
practice); Nurse-Person Relationship (therapeutic partnerships established to promote the health 
of the person); Nursing Practice: Health and Wellness (recognizing and valuing health and 
wellness as a resource); and Nursing Practice: Alterations in Health (care across the lifespan for 
the person experiencing alterations in health that require acute, chronic, rehabilitative or 
palliative care) (CNA, 2009b). 

The Québec Ordre des Infirmières et Infirmiers du Québec (OIIQ) grants licensure to nurses 
in Quebec. Two components must be met to obtain a registered nurse license in that province: 

 
• Successful completion of a licensure examination. The Quebec licensure examination, 

offered twice a year, is a comprehensive examination that includes a written section 
(short answer) and an objective, structured clinical evaluation section. 

• Proof of proficiency in the French language. Quebec law requires that candidates possess 
a working knowledge of the French language and have proficiency in verbal and written 
French. Candidates are required to pass a language examination unless they can show 
completion of 3 years of full-time instruction in a French, post-primary school (OIIQ, 
2009). 
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Licensure/Registration Renewal 

License renewal in Canada varies by province, but is generally on an annual basis. Most 
provinces have continued competency requirements that must be met annually for registration 
renewal. The Code of Ethics and Standards of Practice of the jurisdiction form the basis of 
continued competency programs and are the framework that nurses use to reflect on their 
practice in order to maintain competence throughout their careers (CNA, 2000).  

For example, when nurses apply to the College and Association of Registered Nurses of 
Alberta (CARNA) for a registered nurse practice permit, they must assess their practice by 
reflecting on the CARNA Nursing Practice Standards (NPS), collect feedback about their 
practice, identify their learning priorities and report the NPS indicator(s) that they will focus on 
for the coming year or remainder of the current practice year. Continuing Competence Program 
(CCP) activities are reported annually. Competence conditions are imposed on a member’s 
practice if the member does not provide evidence of having met the continuing competence 
program requirements. Members applying for, or renewing, RN practice permits report selected 
indicators for professional development for the upcoming practice year. At registration/renewal 
for the subsequent practice year, members report on the implementation of the completed year’s 
learning plan(s) and any influence the learning had on their nursing practice (CARNA, 2009). 

Scope of Practice 

The activities that registered nurses are authorized to perform are set out in legislation by 
each province/territory and based on the definition of nursing within that jurisdiction. While each 
scope of practice is specific to the respective province/territory, there are similarities. Most 
address health promotion, illness prevention, and provision of care—with many also focusing on 
teaching and coordination of care. 

Ontario’s scope of practice statement, for example, indicates that the “practice of nursing is 
the promotion of health and the assessment of, the provision of care for, and the treatment of 
health conditions by supportive, preventive, therapeutic, palliative and rehabilitative means in 
order to attain or maintain optimal function (CNO, 2009). Nova Scotia’s definition of practice, 
contained within the Registered Nurses Association Act of 1985, also addresses health 
promotion, illness prevention and the provision of care. It defines nursing as “the application of 
professional nursing knowledge or services for compensation or the purpose of assisting a person 
to achieve and maintain optimal health through (1) promoting, maintaining and restoring health; 
(2) preventing illness, injury or disability; (3) caring for the sick and dying; (4) health teaching 
and health counseling; or (5) coordinating care (CRNNS, 2009).  

Supply and Demand 

The Canadian Nurses Association estimates that there was a shortage of nearly 11,000 full-
time equivalent (FTE) registered nurses in Canada in 2007, a shortage that is expected to 
increase to almost 60,000 FTEs by 2022 if no policy interventions are implemented. CNA 
identified short term policy solutions to address the shortage that include increasing registered 
nurse productivity and reducing absenteeism. Long term solutions focus on reducing registered 
nurse exit rates, reducing attrition rates in entry level education programs, increasing enrollment 
in registered nurse programs, and reducing international in-migration. The combined effects of 
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the policy solutions are believed to be sufficient to eliminate the registered nurse shortage in 
Canada within 15 years (CNA, 2009c). 

Issues and Challenges 

• Aging Nursing Workforce: Canada, like the United States, is experiencing an aging of 
its nursing workforce. Recent figures from Canada reveal that registered nurses between 
age 50 and 54 years make up 17 percent of the workforce, compared to 11 percent in 
1994 (Canadian Institute for Health Information, 2008). Over the next 10−15 years both 
Canada and the United States will experience a large exodus of nurses from their 
workforces as nurses retire—at a time when demand for nursing and health care is on the 
rise due to the growth in the older population.  

This trend, if left unaddressed, is set to deepen the current shortage of employed 
nurses, especially if there continues to be a shortfall of new nurses entering the labor 
market. It also will affect developing countries where the age profile is often very 
different but where aggressive international recruitment efforts may drain the supply of 
nurses in active practice (ICN, 2008). CNA, as noted previously, has taken the lead in 
recommending short and long term policy solutions for eliminating the nursing shortage 
in Canada within 15 years. 

United Kingdom 

Overview 

The United Kingdom has served as both a source and host country for migration. As a host 
country, the United Kingdom experienced an increase in in-migration in the last decade, 
particularly from India, Australia, the Philippines and sub-Saharan Africa, so that in the early to 
mid-2000s, there were more overseas nurses entering the country than nurses graduating from 
U.K. schools. 

Nurses educated in the United Kingdom have traditionally migrated to Australia, the United 
States, New Zealand and the Republic of Ireland, and also have been recruited to the Caribbean. 
CGFNS VisaScreen data, 2005−2009, indicate that nurses educated in the United Kingdom and 
seeking an occupational visa to practice in the United States most frequently identified their 
intended states of practice as California, Arizona, Florida, New Mexico and New York (CGFNS, 
2010b). 

Today, the United Kingdom does not consider nursing a shortage profession and has, in fact, 
tightened its immigration requirements for overseas nurses. Nurses from the European Union 
countries may enter the UK for purposes of employment. While their numbers are not large, they 
are rising, with most nurses coming from Poland, Romania, Bulgaria and Germany (NMC, 
2009a). 

The Nursing and Midwifery Council (2009) reports that the number of overseas nurses 
entering the Register (excluding nurses from the EU countries) declined significantly from 
14,122 overseas entries in 2004 to 2309 overseas entries in 2008. There was a small 
corresponding increase in the number of EU educated nurses entering the Register during that 
same time period—from 1033 entries in 2004 to 1872 entries in 2008 (NMC, 2009a).  

Education 

PREPUBLICATION COPY: UNCORRECTED PROOFS 



INTERNATIONAL MODELS OF NURSING   
 

J-33

Prior to the early 1990s, nursing education programs in the United Kingdom were 3 years in 
length and located in hospital-based schools. Currently, all nursing programs are located in, or 
affiliated with, university settings. This transition from hospital setting to university began with 
Project 2000, an initiative to make nursing a more professional career and to move nursing 
education into higher education.  

Education programs are comprised of a 12-month Common Foundation Programme (CFP) 
and a 2-year Branch Program in one of the following specialty areas: adult nursing, mental health 
nursing, learning disability nursing or children’s nursing. All students are required to take the 
Common Foundation Programme for 12 months and then select one of the Branch Programs. 
Both the CFP and Branch Programs contain 50 percent clinical and 50 percent theory. The 
Branch Program also allows a period of clinical practice of at least three months towards the end 
of the program to enable students to consolidate their education and competence in practice. At 
completion of the program the graduate is awarded a Diploma of Higher Education in Nursing 
or, if they have completed a degree program, a Bachelor of Science in Nursing (NMC, 2009b).  

Regulation 

The Nursing and Midwifery Council (NMC) was established under the Nursing and 
Midwifery Order of 2001 as the successor to the United Kingdom Central Council for Nursing, 
Midwifery and Health Visitors (UKCC) and the four National Boards for Nurses, Midwives and 
Health Visitors for England, Northern Ireland, Scotland and Wales. The NMC registers all 
nurses, midwives and specialty community public health nurses and ensures that they are 
properly qualified and competent to practice in the United Kingdom. The NMC also establishes 
the standards of proficiency to be met by applicants to different parts of the register, the 
standards it considers necessary for safe and effective practice.  

By law (Nursing and Midwifery Order 2001), the Register is divided into individual sections 
with each section having a designated title indicative of different qualifications and education. 
The registrant is entitled to use the title corresponding to that part of the NMC Register in which 
he/she is listed. Currently, there are three parts to the Register: Nurses, Midwives, and Specialist 
Community Public Health Nurses. Each profession has its own education, registration and 
practice standards (Statutory Instruments 2002).  

To become a registered nurse, an applicant must complete a 3-year program at a school or 
college of nursing approved by the NMC and linked to a university. Once completed, the 
graduate must apply for the NMC registry. The NMC evaluates the graduate’s credentials and if 
approved, the graduate may practice as a nurse. Under the Nurse’s part of the register the nurse 
selects the field of practice that corresponds to the Branch Program chosen: adult nurse, mental 
health nurse, learning disabilities nurse or children’s nurse (NMC, 2009c).  

Midwifery programs are 3 years in length, unless the applicant is already on the NMC 
Register as a registered (adult) nurse, in which case the program is 18 months in length. 
Midwifery programs also are linked to universities. Specialist community public health nurse 
programs are 52 weeks in length beyond initial registration as a nurse or midwife. The NMC 
established a part of the Register for specialist community public health nurses because it 
believed that this form of practice has distinct characteristics that require public protection. 
These characteristics include working with both individuals and a population, which may mean 
making decisions on behalf of a community or population without having direct contact with 
every individual in that community. Specialist community public health nursing aims to reduce 
health inequalities by working with individuals, families, and communities promoting health, 
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preventing ill health and in the protection of health. The emphasis is on “partnerships that cut 
across disciplinary, professional and organizational boundaries that impact on organized social 
and political policy to influence the determinants of health and promote the health of whole 
populations” (NMC, 2009d). 

Renewal 

Registration must be renewed every 3 years and a retention-of-registration fee paid annually. 
Those seeking renewal also must submit a signed Notification of Practice form, through which 
they attest that they have met the Post-Registration Education and Practice (PREP) requirements 
and are of good health and good character. PREP is a set of Nursing & Midwifery Council 
standards that are designed to help nurses keep up to date with new developments in practice and 
encourage them to reflect on their practice. PREP also provides a framework for continuing 
professional development (CPD), which, although not a guarantee of competence, is a key 
component of clinical governance in the United Kingdom (NMC, 2009e).  

There are two separate PREP standards that must be met for registration renewal: Practice 
and Continuing Education. To meet the PREP Practice Standard, nurses must have worked in 
some nursing capacity for a minimum of 450 hours, or have successfully taken an approved 
return to practice course, within the preceding 3 years. To meet the PREP Continuing 
Professional Development Standard, nurses must have undertaken and recorded continuing 
professional development related to their practice over the 3 years prior to registration renewal 
(NMC, 2009e).  

Scope of Practice 

The Royal College of Nursing defines nursing as “the use of clinical judgment in the 
provision of care to enable people to improve, maintain, or recover health, to cope with health 
problems, and to achieve the best possible quality of life, whatever their disease or disability, 
until death” (RCN, 2009). 

The NMC, which develops the standards of proficiency, recognizes that there is 
comparability between the standards achieved by all nursing students, and that it is through the 
application of these standards to practice within the different contexts of nursing that defines the 
scope of professional practice. The standards of proficiency define the overarching principles of 
being able to practice as a nurse; the context in which they are achieved defines the scope of 
professional practice. Applicants for entry to the nurses’ part of the register must achieve the 
standards of proficiency in their chosen specialty area (NMC, 2009b). 

For example, adult nursing standards of proficiency require the care of adults, from 18 year 
olds to elder people, in a variety of settings for patients with wide ranging levels of dependency. 
Adult nursing is patient centered and acknowledges the differing needs, values and beliefs of 
people from ethnically diverse communities. Adult nurses engage in and develop therapeutic 
relationships that involve patients and their care givers in on-going decision-making that informs 
nursing care. They also must have the skills to meet the physical, psychological, spiritual and 
social needs of patients, supporting them through care pathways and working with other health 
and social care professionals to maximize opportunities for recovery, rehabilitation, adaptation to 
ongoing disease and disability, health education and health promotion (NMC, 2009b).  
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Supply and Demand  

In 2008 the United Kingdom determined that it no longer had a nursing shortage and 
suspended the immigration of overseas nurses. At the same time the government implemented a 
points-based system for assessing immigration applications, which changed the way individuals 
from outside the European Union and the European Economic Area can work, train or study in 
the United Kingdom. The points based system has five tiers ranging from highly skilled 
individuals who contribute to growth and productivity to youth mobility and temporary workers 
(UKBA, 2009).  

Issues and Challenges 

• Immigration Reform: Individuals immigrating to the United Kingdom must gain points 
to qualify for a specific tier before they can apply for permission to enter or to remain in 
the country. The number of points required and the way the points are awarded depend on 
the tier the migrant is applying under and will reflect his/her qualifications, experience, 
age, previous earnings and language competence.  

Under the points based system the United Kingdom Border Agency (UKBA) decides 
who is admitted to or allowed to stay in the United Kingdom. In order to assess this, the 
migrant nurse will need to provide evidence of a sponsor in the United Kingdom who is 
licensed by the UKBA. If an overseas qualified nurse has a job offer from a U.K. 
employer, he or she may be able to apply to work in the United Kingdom as a sponsored 
skilled worker (UKBA, 2009).  

• Aging Nursing Workforce: The United Kingdom, along with Canada, the United States, 
and a number of European States, is facing the challenge of an aging nursing workforce 
and an aging population. In the United Kingdom an estimated 180,000 nurses will reach 
retirement age over the next decade (RCN, 2006). In the European Union, concerns about 
the sustainability of pensions, economic growth and the future labor supply have 
stimulated a range of policy recommendations to promote the health and working 
capacity of workers as they age; to develop the skills and employability of older workers; 
to examine raising the pension age; and to provide suitable working conditions as well as 
employment opportunities for an aging workforce (European Foundation for the 
Improvement of Living and Working Conditions, 2007). 

Summary 

The historic suppliers of nurses to the United States—the Philippines, India, Canada and the 
United Kingdom—generally have education and regulatory systems comparable, but not 
equivalent to, that of the United States. For the most part, they have moved nursing education 
into institutions of higher learning, have formal licensure and/or registration systems in place, 
and have scopes of practice that focus on health promotion and maintenance and the provision of 
care to the sick. Table J-3 provides a profile of the countries that have been historic suppliers to 
the U.S. workforce.   
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TABLE J-3 Historic Suppliers of Registered Nurses to the U.S. Workforce 
 Philippines India Canada United Kingdom 
Education for 
Entry 

Baccalaureate Diploma in General 
Nursing  
 
Bachelor of 
Science in Nursing 
 

Baccalaureate 
 
 
 
Diploma 
(Quebec) 

Diploma 
 
Baccalaureate 
 
Moved from hospitals 
to universities 

Educational 
Requirements 
for Entry into  
Nursing 
Programs 

10 years primary 
and secondary 
education 
 
 

10 years for 
diploma programs 
 
12 years for 
Bachelor degree 
programs 
 

12−13 years based 
on province 
 
11 years for 
diploma programs 
in Quebec 

11 years 
primary/secondary 
education 

Licensure Examination Board Examination 
for diploma 
programs 
 
University Exams 
for BS programs 
 

Examination Registration 

Licensure  
Renewal 

No, license valid 
for life. 

No, most states do 
not require renewal 
 

Yes Yes, to maintain 
registration 

Title 
 

Registered Nurse Registered Nurse 
and Midwife 
 

Registered Nurse Registered Nurse 
(Sister) 

Types of 
Nursing  
Education 
in Country 

BS in Nursing  
 
Practical Nursing 
 
MD to BSN 
program 
 
Master of Arts in 
Nursing 
 
Master of Science 
in Nursing 
 
Doctor of 
Philosophy  
 

Diploma 
 
BS 
 
Masters 
 
Doctor of 
Philosophy 
 
 
 
 

Diploma 
 
Baccalaureate 
 
Practical  
Nursing 
 
MS in Nursing 
 
Doctorate in 
Nursing 
 

University-based 
diploma and 
baccalaureate 
programs 
 
Advanced practice 
programs 
 
 

Number of 
Nurses in 
Workforce 

Graduate 
approximately 
100,000/year (25% 
enter nursing 
workforce) 
 

300,000 
 
 
 

230,300 (6% 
foreign-educated 

500,000 (8% foreign-
educated) 
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Number of 
Nurses and 
Midwives per 
10,000 
population: 
2000-2007 
 

61 13 101 128 

Nursing  
Shortage 
 

In rural areas Possibly 
developing 

Yes No 

Source/ Host 
Country for  
Migration 
 

Source Source Host/Source Source. Host status is 
suspended 

In-Country 
Nursing Issues 

Unemployment of 
nurses/inability to 
secure work 
experience needed 
to migrate. 
 
Variable 
accreditation and 
standardization of 
schools.  
Proliferation of 
nursing schools 
 
Chronic low pass 
rates on PRC nurse 
licensure exam  
 

Quality of schools 
 
Shortage of nurses 
to meet in-country 
needs, especially in 
rural areas 

Aging workforce 
 
Under staffing in 
rural areas 
 
Educational reform 
 
Health policy 
reform 

Immigration of 
overseas nurses 
 
Aging workforce 
 
Vulnerability to out-
migration 
 
Health sector reform 
 
Immigration reform 
 
 

Official  
Language 

Official: Tagalog 
and English  
 
Arabic and Spanish 
are auxiliary.  
 

Official: Hindi 
 
Subsidiary Official 
Status: English for 
business  

Official: English 
and French 

Official: English, 
Welsh, Scottish form 
of Gaelic, and Irish 
 

Challenges and 
Issues 

Prepares nurses for 
export, which fuels 
proliferation of 
low-quality nursing 
schools 

Circular migration 
creates temporary 
loss of experienced 
RNs 
 
Prepares nurses for 
export 

Nursing shortage 
 
Aging of the 
nursing workforce 

Aging of the nursing 
workforce 
 
EU directives and 
migration of nurses 
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Emerging Suppliers of Registered Nurses to the U.S. Workforce  
China 

Overview  

China is viewed as an emerging source country for the migration of nurses. However, 
because nurses educated in secondary school nursing programs make up the majority of nurses in 
the workforce in China, they do not easily meet licensure requirements in many host countries. 
The international migration of Chinese nurses began in the early 1990s when the government 
organized groups of English speaking nurses to work in Singapore and Saudi Arabia. Today, 
hundreds of Chinese nurses work in these countries every year under a government arranged 
contract. The Chinese government charges 10−15 percent of the nurses’ annual salary as a 
handling fee for such an arrangement. These contracts usually last about 2−3 years, and then 
most nurses return to work in their original hospitals. In many cases, returning is required and 
clearly stated in their contracts (Fang, 2007).  

There has been a similar increase in the number of nurses migrating to Australia, with lesser 
numbers going to the United States. CGFNS VisaScreen data, 2005−2009, indicate that nurses 
educated in China and seeking to practice in the United States most frequently identified their 
intended states of practice as California, New Mexico, New York, Michigan and Pennsylvania 
(CGFNS, 2010b).  

Education 

Nursing education programs in China are at the certificate (mid-associate degree), associate 
degree, and baccalaureate levels and are approved by the Ministry of Education in that country. 
Mid-associate degree programs are 2−3 years in length and administered by secondary nursing 
schools that accept candidates who have completed 6 years of primary education and 3 years of 
junior middle education, usually at 15−16 years of age. The majority of new recruits to nursing 
enter at this level. However, nurses graduating from these programs would not meet entry 
requirements to practice nursing in most developed countries unless they completed a separate 
secondary school education or its equivalent (Fang, 2007). 

Associate degree programs are generally 3 years in length and post-secondary in nature. 
These programs accept candidates who completed 6 years of primary education, 3 years of junior 
middle education and 3 years of senior middle education. At completion of the program, 
graduates are awarded a diploma comparable to a nursing diploma in the United States.  

The Bachelor of Science in Nursing is a 4−5 year degree program entered after completion of 
12 years of primary and secondary education. These programs are administered by medical 
universities and colleges and government approved.  

The national basic nursing education curriculum includes courses in Chinese medicine (i.e., 
acupuncture), mathematics, Chinese and foreign languages as well as the physical and biological 
sciences. Nursing content includes pediatric, obstetric and adult health nursing and infectious 
diseases. Psychiatric nursing became part of the curriculum in the mid-1990s (Fang, 2007).  

Future trends in nursing indicate an increase in overall enrollments, particularly in those 
types of programs that produce nurses who qualify for employment outside of China (Fang, 
2007). 
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Regulation 

Since 1994, first level nurses who graduate from mid-associate and associate degree 
programs are all required to pass a national registration examination to become licensed. 
Graduates of baccalaureate programs, until recently, were exempt from this requirement and 
were granted an automatic license. However, in 2007 the Ministry of Education reviewed this 
process and determined that graduates of all programs should take the licensure examination. 
The directive was implemented in May, 2009 (Personal communication between Dr. Feng Li, 
Director, Health and Human Resources Development and Training, Ministry of Health and 
Barbara Nichols, CGFNS, December, 10, 2007).  

Renewal 

All nurses must renew their license every 2 years. Continuing education courses are required 
for renewal.  

Scope of Practice 

China’s 1994 Nurses Act described nursing practice as including care that focuses on clinical 
observation; assisting physicians to complete treatment and administer drugs; implementing care 
plans through use of the nursing process; patient rehabilitation and education; and quality 
assurance. Nurses working in public health areas have responsibility for health management 
along with general practitioners in the community and public health education. Nursing 
education, administration and research also are nursing functions allowed under the 1994 Act 
(ANMC, 2009).  

Supply and Demand  

There is a nursing shortage as well as a high level of unemployment and underemployment 
of nurses in China. Overall, China has not invested in nurses to meet the health care needs of the 
public. In fact, the supply of physicians exceeds that of nurses. There is approximately one nurse 
for every thousand people in China compared to one nurse for every one hundred people in the 
United States (Fang, 2007). As more funds are invested in health services in China, the health 
care system will require more nurses and a closer look at their distribution. 

Issues and Challenges 

• Enhancement of the Profession: As a result of limited job opportunities, low salary, and 
low job satisfaction, many Chinese nurses intend to leave nursing or work outside China 
(Fang, 2007). Commercial recruiters have expressed a strong interest in recruitment of 
nurses in China, but to date there are few examples of successful ventures. Fang (2007) 
suggests that even if the Chinese government were to implement health care financing 
reforms that led to an increase in nursing jobs and improved work conditions, some level 
of surplus will remain. 

China’s nursing education system is huge in size (about 500,000 nursing students in 
2005), but weak in quality and career development (Fang, 2007). In addition, nurses in 
China have to carry a heavy workload and are faced with 10 times the population 
responsibility compared to U.S. nurses. Hospital demand is for younger nurses, as they 
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are paid less and can handle more physically demanding work loads. As a result, age 
discrimination is a problem—and it is not unusual to find hospitals dismissing most 
nurses older than 45 years of age (Fang, 2007). 

Future issues for nursing in China include the upgrading of education and the 
requiring of a baccalaureate degree for entry into the profession; expanding nursing’s 
research base; increasing the globalization of nursing; and creating new cooperative 
programs worldwide (Smith and Tang, 2004). 

Sub-Saharan Africa 

Overview 

Sub-Saharan Africa is a geographical term used to describe the area of Africa that lies south 
of the Sahara. Many of the countries in sub-Saharan Africa are considered sources for the 
migration of nurses, particularly Nigeria in the West, Kenya and Ethiopia in the East, and South 
Africa. During the nursing shortage in the United Kingdom in the last decade, nurses from sub-
Saharan Africa provided a significant increase in that country’s nursing workforce.  

Nurses educated in sub-Saharan Africa also migrate to the United States to improve their 
working conditions and salaries. Using Nigeria as a prototype, CGFNS VisaScreen data, 
2005−2009, indicate that nurses educated in that country and seeking an occupational visa to 
practice in the United States most frequently identified their intended states of practice as Texas, 
California, New York, Maryland, Illinois and Pennsylvania (CGFNS, 2010b). 

Education  

Most formal nursing education programs began in sub-Saharan Africa in the 1900s. Initial 
nursing programs educated auxiliary or enrolled nurses, a classification that is comparable to 
practical nurses in the United States. Entrance requirements generally included 9 years of 
primary and middle school education. Many countries in sub-Saharan Africa have phased out 
these enrolled nurse programs; however, faith-based hospitals in some countries have kept 
enrolled as well as hospital-based professional nurses (Munjana et al., 2005). Generally, 
countries that eliminate the position of enrolled nurse offer bridge programs for those individuals 
who seek to transition to professional nursing. Individuals who do not transition often work as 
nurse aides or health aides.  

Professional nurse (RN) education requires completion of a full primary and secondary 
education (12 years) and 3 years of nursing education. Most schools are hospital based and 
federally or state funded. There also are university based programs in sub-Saharan Africa: 4 year 
generic programs that lead to a Bachelor of Nursing degree and 2−3 year post-basic RN to BSN 
programs. Post-basic programs require 2 years of work experience prior to entry.  

The nursing curriculum in many parts of sub-Saharan Africa is framed around the medical 
model, which is considered by some as too westernized for nursing and midwifery requirements 
in Africa. Opponents of the medical model believe that there should be a greater focus on 
community nursing and primary health care—and that the curriculum should be more culturally 
sensitive (Munjana et al., 2005). There also is a need for faculty with higher qualifications to 
teach in the programs, since many of the higher educated nurses leave the country through 
migration. 
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Regulation 

The Nursing Councils of each country are the statutory bodies that develop standards for the 
profession and regulate the practice of nurses and midwives in their respective countries. They 
also license and register those nurses who meet the educational requirements, with some 
countries, such as Nigeria, requiring licensure by national examination.  

Licensure Renewal 

Licensure renewal is determined by the individual country. Not all countries require renewal 
of registration; however, when countries do require renewal, it is on an annual or biennial basis. 

Scope of Practice 

The scope of nursing practice varies by country. In Nigeria, for example, a nurse is a person 
who has received authorized education, acquired specialized knowledge, skills and attitudes, and 
is registered and licensed with the Nursing and Midwifery Council to “provide promotive, 
preventive, supportive and restorative care to individuals, families and communities, 
independently, and in collaboration with other members of the health team. The nurse must 
provide care in such a manner as to enhance the integrity of the profession, safeguard the health 
of the individual client/patient and protect the interest of the society” (NNMC, 2009).  

In South Africa, the scope of practice is informed by a competency framework that supports 
an outcomes-based approach to nursing education and training—rather than a listing of activities 
that nurses are allowed to perform (South African Nursing Council, 2004). The Acts governing 
nursing in several African countries, for example Zambia, South Africa, Ghana and Nigeria, 
allow nurses to enter private practice, with each country setting its own requirements and 
standards for such practice (Munjana et al., 2005). 

Supply and Demand  

Sub-Saharan Africa has a smaller number of nurses per population compared to other 
continents—and these small numbers are inadequate to meet the health needs of the population 
(see Table J-3). Nursing is predominantly a female profession at the caregiver level but 
disproportionately male at the administration level. With the epidemic nature of HIV/AIDS in 
sub-Saharan Africa there has been an increased loss of nurses due to illness and a loss of nurses 
who, as females, provide care to their own families that have been ravaged by AIDS. The 
absenteeism caused by the AIDS epidemic, coupled with the nursing shortage caused by 
migration and the under-funding of the health sector, has led to an overwhelming increase in the 
workload of those nurses who continue within the profession (Munjana et al., 2005). 
 

Issues and Challenges 

• Shortage of Health Professionals: The most significant factor affecting the nursing 
workforce of sub-Saharan Africa is the shortage of health professionals, especially 
nurses. This is due in part to a number of factors: migration; the limited supply of new 
graduates; under-funding of the health sector; attrition due to HIV/AIDS; limited career 
opportunities; and inefficiencies in the recruitment and retention of nurses. The decision 
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to eliminate the category of auxiliary/ enrolled /sub-professional nurses also has 
exacerbated the shortage of nurses in sub-Saharan Africa because there are not enough 
professional nurses to meet the health needs of the population (Munjana et al., 2005). 

Caribbean 

Overview 

Generally the Caribbean has been both a source and host country for migration. Because 
most nurses are educated in English and proficient in spoken English, they have been recruited 
for positions in both the United States and Canada. To remedy this loss of nurses, many 
Caribbean countries have had to recruit nurses, primarily from Cuba, Nigeria, the United 
Kingdom and other English speaking countries. Some have resurrected long disbanded diploma 
programs that subscribed to a traditional diploma curriculum. Using Jamaica as a prototype, 
CGFNS VisaScreen data, 2005−2009, indicate that nurses educated in that country and seeking 
an occupational visa to practice in the United States most frequently identified their intended 
states of practice as Arizona, New York, Florida and Georgia (CGFNS, 2010b). 

Education 

Nursing education programs are approved/accredited by the government, the Ministry of 
Education. Accreditation is a two-part process that consists of a self evaluation report and a site 
visit. There are three types of entry level nursing programs in the Caribbean: diploma, associate 
degree and baccalaureate. However, not all Caribbean countries have nursing schools nor do all 
schools have each type of program. Bermuda is one such country without a nursing program on 
the island; however, the Nursing Council of Bermuda is currently in consultation with various 
nursing organizations regarding development (Personal communication between Gaylia Landry, 
Chief Nursing Office Bermuda Nursing Council and Donna Richardson, CGFNS, by conference 
call on Oct. 23, 2009). 

Diploma programs are 3 years in length and hospital based. In some Caribbean countries, 
such as Trinidad and Tobago, these had been replaced by associate degree programs. However, 
because of the severe shortage of nurses, they were re-opened and the education funded by the 
government in an effort to produce more nurses. 

Associate degree programs are 2−3 years in length, with the third year being devoted 
primarily to clinical experiences. Baccalaureate degree programs are 4 years in length. One such 
baccalaureate program, the International University of Nursing in St. Kitts, includes 6 semesters 
of education in St. Kitts and 2 semesters at an affiliated school in either the United States or 
Canada. Graduates of the programs earn a dual degree that allows them to take licensure 
examinations in two countries, provided that state/provincial/territorial requirements are met. 

Regulation 

The Nursing Council of the individual country is responsible for conducting site visits at 
schools of nursing for quality checks and to verify the curriculum, including clinical hours, as 
well as for the licensure and registration of registered nurses and midwives. It serves as the gate 
keeper to the Caribbean Regional Licensure Examination. Passing the 2-day regional 
examination permits nurses to practice in any of the Caribbean Community (CARICOM) 
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