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Abstract

Introduction A shortage of doctors is currently one of the biggest challenges faced by the healthcare workforce
in the United Kingdom (UK). While plans are in place to increase the number of medical school places, in the short-
term this gap will need to continue to be filled by the international recruitment of doctors. The aim of this study

is to identify key factors that explain the patterns of migration of doctors to the UK, in order to aid the development
of policies to recruit and retain a sustainable workforce.

Methods We analysed General Medical Council (GMC) secondary data on the patterns of migration of internation-
ally trained doctors (2009-2019). Qualitative interviews were conducted with 17 stakeholders by videoconferencing
which were audio-recorded, transcribed and thematically analysed using NVivo.

Results In 2019, 34.5% of UK doctors were trained internationally mainly in India, Pakistan, Italy, Nigeria, Greece,
Romania and Egypt. Most new registrations by internationally trained doctors from 2009-2019 did not have a spe-
cialty at the time of initial registration (96.2% in 2019). Only a relatively small number of these doctors go on to gain
specialist or GP registration (11.6% within 5 years and 27.2% within 10 years of registration). The stakeholder inter-
views highlighted training opportunities and career progression as the main drivers of migration. The barriers inter-
nationally trained doctors face regarding specialty training included differences between UK and destination health
systems, systematic bias, bureaucracy and selection processes not being accessible.

Conclusion This study makes a contribution to the literature by identifying recent patterns in the migration of doc-
tors to the UK. The UK’s dependence on internationally trained doctors has important global implications as source
countries are losing skilled health workers which is undermining their health systems. In keeping with the WHO
Global Code on the International Recruitment of Healthcare Personnel, policymakers need to consider how to reduce
the UK's reliance on internationally trained doctors, particularly from countries on the safeguard list whilst continu-
ing the drive to increase medical school places. Additional support is required for internationally trained doctors,

to ensure that they get on the training programmes they seek, enabling their career progression.
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Introduction

A global workforce crisis in healthcare is imminent [1].
The World Health Organisation (WHO) has estimated
that by 2030 there will be a shortage of approximately
10 million health workers globally [2] that is 20% of the
workforce needed to keep healthcare systems going [1].
In the UK, a shortage of doctors in the National Health
Service (NHS) is particularly acute. This shortage has
reportedly been driven by years of insufficient investment
in training new staff, inadequate workforce planning, and
lack of government accountability [3]. In June 2022, the
British Medical Association recorded 10,582 vacancies in
secondary care medical staff positions across the UK [3].
The Royal College of Physicians census showed that only
52% of consultant vacancies were filled in 2022 [4]. The
consequence of this workforce crisis is mounting with the
COVID-19 pandemic intensifying these issues even more
and is resulting in increased workloads, deteriorating
staff wellbeing and poor retention [3].

The NHS has become increasingly reliant on overseas
doctors since the 1960’s [5, 6]. Doctors with overseas
qualifications are a core part of the UK medical work-
force, with over 110,748 (36%) of licensed doctors in the
UK in 2021 being internationally trained [7]. Between
2018 and 2019 the number of doctors on the General
Medical Council (GMC) Register (including those with-
out a licence to practise) increased by 11,321, with more
than 60% of that increase being internationally trained
doctors [8]. A recent systematic review of the literature
found that the main drivers of the migration of doctors
to the UK were employment opportunities, poor work-
ing conditions in home country, better training and
development opportunities in the UK, desire to work in
a different environment, opportunities to gain clinical
experience, financial gain, desire for life change and bet-
ter quality of life [8]. At the same time, an average of 5%
of doctors left the UK medical workforce each year from
2013 to 2019; data captured on their reasons for leaving
demonstrated that approximately 2.1% (10,624) are going
overseas [8]. The most popular places UK-trained doc-
tors migrate to are other high-income English-speaking
countries especially Australia and New Zealand [8].

The WHO Global Code on the International Recruit-
ment of Healthcare Personnel (2010) recommends that
high income countries should train and retain sufficient
doctors to meet demand rather than rely on immigration
[2]. Whilst The Global Strategy on Human Resources for
Health Workforce 2030 stipulates that countries need to
halve their dependence on foreign-trained profession-
als by 2030. Given the UK’s commitment to the WHO
Global Code, the reliance on the international recruit-
ment of doctors to address workforce shortages is not a
desired or sustainable solution. This has been recognised
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in the 2023 NHS Long-Term plan which stipulates that
in the long-term the UK needs to train sufficient doc-
tors to meet domestic demand; but it also acknowledged
that this will take time as it takes 5 years to train a doc-
tor and several more years for them to specialise, thus
the UK will need to ensure that high-skilled doctors are
able to join the NHS [9]. It is predicted that in 15 years’
time approximately 9-10.5 per cent of the workforce will
be recruited from overseas, compared to almost a quarter
now [10].

In order to train sufficient doctors to meet domes-
tic demand the UK will need to increase medical school
places. In 2018/2019 there were 42,190 medical students
in total [11] with 8,730 being graduates in the UK [12]. It
is estimated that medical school places have increased by
30% since 2010 [13]. In order to meet the NHS require-
ment for sustainability and growth, the Medical Schools
Council states that an expansion in the number of medi-
cal students will eventually be required to increase places
by 5,000 to produce 14,500 medical graduates each year
[14]. This would address NHS staffing needs while also
ensuring that a reasonable degree of overseas recruit-
ment continues [14].

A recent scoping review [8] of the drivers and barri-
ers of the migration of doctors to the UK identified some
studies that have explored the patterns of migration of
doctors to the UK. One of these studies examined the
pattern of migration of doctors from 2003-2008 using
registration data from the GMC [15]. During this time
period India, Pakistan and South Africa were the most
common source countries. Another study also examined
GMC registration data relating to the changes in doctor
migration to the UK since the extension of the European
Union in May 2004, finding that the majority originated
from Commonwealth countries' [16]. However these
studies are now out of date and there have been some sig-
nificant global events since then that may have impacted
on the patterns of migration of doctors to the UK, includ-
ing the UK leaving the European Union in 2016 thus
justifying the need to explore more the recent trends in
patterns of migration.

Noticeably, both of the aforementioned studies used
data from the national register of doctors held by the
GMC in their studies [16, 17]. This data is the most com-
prehensive nationwide data source of the migration of
doctors to the United Kingdom [17]. The GMC produces
an annual report on the State of Medical Education and
Practice which presents data on the number of interna-
tionally trained doctors joining the UK workforce [8].
Our study provides a more in-depth and longitudinal

! see www.thecommonwealth.org/our-member-countries. for full list of
commonwealth countries.
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analysis of GMC registration data focusing on previously
unexplored aspects of the data. Furthermore through
qualitative interviews with key stakeholders it seeks to
explore the reasons for some of the key trends identi-
fied. Effective medical workforce planning is dependent
upon an understanding of the complex migration pat-
terns of doctors and the drivers behind them. By sum-
marising the knowledge on this topic, the research will
contribute to the wider debate on workforce policy and
planning. The research will also identify any significant
knowledge gaps in the patterns of migration of doctors
to the UK. The aim of this paper is to identify key factors
that may explain the patterns of migration of doctors to
the UK. Firstly, by identifying the patterns of migration to
and from the UK using an analysis of secondary data and
secondly by drawing on qualitative interviews that poten-
tially explain some of the key patterns.

Methods

Study design

In 2021, our research team conducted a large mixed-
methods study that aimed to identify the factors that
explain recent and longer-term patterns in the migration
of doctors to and from the UK. We report key findings
from both the quantitative and qualitative parts of the
study in this paper. Further detail on the study methods
and all of the findings are available in the final report
which has been published online by the GMC [8]

Analysis of secondary data

The main source of data utilised to understand the recent
patterns of migration to the UK was GMC data [18]. The
GMC publishes aggregate data from 2006 to present on
the current distribution of the medical workforce across
the four nations of the UK [19] and on the sources of the
medical workforce by country of primary medical quali-
fication (PMQ) [18]. We sampled data over a 10-year
period from 2009-2019. Raw data from the register data-
set containing the characteristics of doctors and details of
their location as derived by the GMC were provided by
the GMC to the research team in an Excel spreadsheet.
The following assumptions were applied to the data and
the following limitations need to be acknowledged:

1. To allow comparison with the data reported in the
annual State of Medical Education and Practice
(SoMEP) report, the analysis looks at registered and
licensed doctors as of the SOMEP census date of the
30th June each year. As such, a doctor who entered
the register after the 30th June and left before the
next 30th June would therefore not be included in
this analysis.

Page 3 of 12

2. Furthermore, in line with the approach taken in
SoMEP, doctors who have not registered, or have
been suspended or erased from the list of Registered
Medical Practitioners are excluded from the analysis.

3. The data presented consists of cross-sectional snap-
shots covering the 12 month period and thus individ-
ual doctors were not tracked year-on-year

The data were analysed using descriptive statistics, i.e.
frequencies, in Excel by an experienced statistician (AK)
[20]. For the purposes of the analysis, the source country
of doctors has been grouped by income into high (HICs),
middle (MICs) and low income (LICs) countries. This is
a useful categorisation as it is known that health worker
migration is often connected to the economic status of a
country. Other studies on health worker migration have
also used this categorisation [21, 22]. In some instances
we have also referred to European Economic Area (EEA)
countries to demonstrate a particular trend.

Qualitative research interviews

We conducted a series of qualitative interviews with key
stakeholders (n=17) between September and Novem-
ber 2020. The purpose of these interviews was to iden-
tify key trends in the migration of doctors to and from
the UK and to understand the factors that drive doctors
to move between countries during their careers (from a
stakeholder perspective).

Sampling and participant recruitment

A purposive sampling strategy was adopted to recruit key
stakeholders from organisations with appropriate exper-
tise and knowledge about the international migration of
doctors to the UK, e.g. professional bodies, medical edu-
cation training organisations, locum agencies and inter-
national regulators. The participant organisations were
identified via existing links between the GMC and the
organisations, as well as via links between the organisa-
tions and the research team. An information sheet was
sent to all participants. If the participant wanted to take
part in the study they needed to complete a consent form
prior to the interview taking place. The research occurred
during the COVID-19 pandemic however it did not have
an influence on the potential respondents.

Data collection

The format of the interviews were semi-structured.
A topic guide was developed by the research team to
address the research questions but also allowing for the
conversation to develop based on the individual par-
ticipant’s particular perspective and expertise. We did
not ask participants to respond from an institutional
point of view so their responses may be a mixture of
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institutional and/or personal views. The interviews were
carried out by NL and NB via video-conference call
between 22/9/2020 and 5/11/2020. All interviews were
audio-recorded and then transcribed by a professional
transcriber. The transcriber was bound by a confidenti-
ality agreement. All of the transcripts were anonymised
and were referred to by a signifier (country and type of
organisation). We conducted interviews with 17 par-
ticipants across 14 organisations (see Additional file 1).
Three of the interviews were group interviews involving
2 participants. A written response to the topic guide was
provided by one organisation.

Data analysis

The data were thematically analysed in NVivo 12
(QSR) using an inductive approach. The first step was
to develop a coding framework. The coding framework
was developed by three members of the research team
(NL, NB and MB). Each member coded four transcripts
independently and then developed their own coding
framework. They all then met as a group to compare
their individual frameworks and agree a final frame-
work. NL then completed the remainder of the coding.
NL had regular meetings with the research team to dis-
cuss any potential queries or issues or changes to the
coding framework.

Ethical approval

Ethical approval was received from the University of
Plymouth Faculty of Health Research Ethics and Integrity
Committee and was approved on the 3™ June 2020 (ref
no: 19/20-1222).

Results

Patterns of migration to the UK

No.s of doctors joining the register

From 2009 to 2019 the number of internationally trained
doctors joining the GMC register almost doubled (albeit
not linearly), increasing from 4,880 to 9,353 (Table 1).
Between 2017-2019 the increase has been particularly
noticeable with an increase of 61% during this time.
Comparing the data from 2009 with 2019, the number
of doctors migrating from HICs has remained relatively
stable, whereas the number of doctors from MICs has
doubled. Overall, the number of doctors migrating from
MICs increased from 2,209 in 2009 to 5,827 in 2019
(Table 1). There has also been an increase in the over-
all number of doctors from LICs increasing from 216
in 2009 to 876 in 2019. The number of new registrants

Page 5 of 12

from HICs has fallen from 3,640 (62.5%) in 2013 to 2,650
(28.3%) in 2019 (Table 1).

Source countries of doctors migrating to the UK

The doctors migrating from MICs are primarily com-
ing from India, Pakistan, Nigeria and Egypt (Fig. 1).
While the numbers of doctors migrating from these
countries dropped in the first half of the decade;
between 2015-2019 there was a 328% increase. In
2019, these four countries made up almost half (49.4%)
of internationally trained registrations (Fig. 2). The
reduction in doctors migrating from HICs during the
same time period has been primarily driven by fewer
doctors migrating from European countries, with a
particularly sharp decrease in internationally trained
doctors from Southern European countries, e.g. Italy
and Greece, since 2015.

It is important to note that Pakistan, Nigeria and
Sudan are on the safeguard list published by the WHO
ethical code [23]. Countries on the safeguard list face the
most pressing health workforce needs in relation to uni-
versal health coverage. The WHO health workforce sup-
port and safeguards list 2023 comprises 55 countries.

No. of doctors joining specialty and GP register

Most new registrations by internationally trained doc-
tors from 2009-2019 do not have a specialty at the time
of initial registration (96.2% in 2019) (Table 2). The trend
increased from 10.0% to 15.4% in 2015 and decreased to
3.8% from 2015 onwards. Some doctors could be eligi-
ble if they gain equivalence recognition by the relevant
royal college. Since 2009, the most common specialties
entered were General Practice, Physician and Surgery,
however these proportions had lessened by 2019.

Table 3 presents data on internationally trained join-
ers, excluding those that joined the specialist or GP
register at the point of initial registration, who were
still registered at the time of analysis. Internationally
trained doctors can apply for entry onto the GP/Spe-
cialist register at any point via Certificate for Eligibil-
ity for Specialist Registration (CESR)/Certificate for
Eligibility for GP Registration (CEGPR) [24]. It’s also
important to note that those who do go into training
could be joining the UK medical training pathway at
different points. Table 3 clearly shows that only a small
number of non-specialist doctors at registration gain
specialist or GP registration in the following years. For
example, if we examine the cohort of doctors that reg-
istered in 2009, 11.6% (448/3,860 doctors) had entered
the specialty register within 5 years, rising to 27.2% for
those that have been on the register for 10 years.
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Fig. 1 Countries with highest levels of migration to the UK from 2010 to 2019. Source: GMC Data—Doctor Details and Derived Doctor Location

datasets

Fig. 2 Countries with highest levels of migration to the UKin 2019

Drivers of migration to the UK & understanding low
numbers of internationally trained doctors on specialist
register

This section presents key findings from the qualita-
tive data that identify the main factors which attracted
doctors to migrate to the UK. It also provides some
reasons as to why such a low number of internationally
trained doctors join the speciality register.

Rank | Country Relative No. % of
wealth of new
by Docs reg.
country
of origin
1 India Middle 6,849 | 11.1%
2 Pakistan Middle | 6,597 | 10.7%
3 Italy High 3,730 | 6.1%
4 Nigeria Middle 3,726 | 6.1%
5 Greece High 3,595 | 5.8%
6 Romania High 3,070 | 5.0%
7 Egypt Middle | 3,068 | 5.0%
8 Ireland High 2,090 | 3.4%
9 Sudan Low 1,715 2.8%
10 Sri Lanka Middle 1,659 | 2.7%

Rank | Country | Income | No. % of
Group of new

Docs reg
1 India Middle | 1,362 | 14.6%
2 Nigeria Middle | 1,181 | 12.6%
3 Pakistan | Middle | 1,095 | 11.7%
4 Egypt Middle | 982 | 10.5%
5 Sudan Low 387 4.1%
6 Ireland High 280 3.0%
7 Romania High 275 2.9%
8 Srilanka | Middle 192 2.1%
9 Australia High 190 2.0%
10 Greece High 190 2.0%

Training opportunities

The opportunity to train in the UK remains a core driver
for overseas qualified doctors coming to the UK [25].
Doctors seek postgraduate training opportunities, fellow-
ships, specialty training as well as clinical observerships.

“There are training opportunities, and structured
programmes are good, and the opportunities through
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training programmes to acquire college diplomas
and fellowships is also useful” (Medical Education
Training Body #1, UK)

The stakeholders highlighted the status of UK training
on the global stage. For example, the prestige of hold-
ing professional qualifications and developed experience
from the UK, as well as the transferability of accredita-
tion from the Medical Royal Colleges, which opens doors
for career progression due to their reputation and global
reach.

“..it’s useful for people if they want to go back home
and practice, it’s external recognition of a quality of
attainment, which again it’s a prestige thing I think
"( Medical Education Training Body #1, UK)

“[T]hey may well come and seek the opportunity to
train in the UK, and that’s attractive either because
the professional qualifications and the accreditation
transfer ability of royal colleges badges gives people”
(NHS, UK)

Career progression

The opportunity for career progression is another core
driver of doctor migration to the UK. We define career
progression as completing the different stages of training
required to reach consultant level in a particular speci-
ality. Although we acknowledge that career progression
can mean different things to different doctors. As the
stakeholder above outlined, opportunities exist in the
UK for gaining experience, specialisation and career pro-
gression. This type of migration tends to occur relatively
early on in a doctor’s career so that they can benefit from
the postgraduate training opportunities offered within
the NHS. This is often compounded by comparatively
poor career progression opportunities within one’s home
country. Therefore, career progression constitutes a core
push and pull factor for internationally trained doctors
according to stakeholders.

“Then the opportunity to then progress your career,
either in the UK or somewhere else, so there are
a number of people who come and look to migrate
early on in their career for that reason” (NHS, UK)

“I think the NHS is attractive because in normal
conditions it’s got good learning opportunities for
health professionals, and it’s public sector, it pro-
vides reasonably fair and ethical treatment for
migrant health workers in terms of equal access
to career development opportunities and so on”
(NGO, UK)
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“sub-specialisation as well there’s a lot of experi-
ence available as well in the UK to do that so it’s
quite attractive for career progression” (Recruitment
Agency, New Zealand)

Specialist training

Despite the global reputation of UK qualifications, one
stakeholder highlighted the need to avoid complacency
that internationally trained doctors would continue to seek
training opportunities in the UK, when in fact there is a
need to offer the same level of support to internationally
trained doctors that would be provided to UK trainees.

“And the offer that we have for people, particularly
some of the sort of accreditation and the global rec-
ognition, whether it be through research or whether
it’s through the royal college set-up, is still held in
really high regard, but I do think we need to not be
complacent that people should just choose here and
then we should hope that they get on and be the best
they can be, actually we do have to support people in
a way that we support our UK trainees to go through
their training programme if we want to see them,
well if we want to uphold that reputation, but also if
we want people to succeed” (NHS, UK)

Barriers may include differences between home and
destination health systems, for example, differences in
the specialties practiced, and how those specialties are
practiced, which may make transition to the UK diffi-
cult. There may also be differences in the qualifications
obtained by doctors coming from overseas, which may
be to the disadvantage of internationally trained doctors,
due to perceived prioritisation of UK trainees.

“if youd asked me pre-Covid the barriers to com-
ing here, the only barrier is if you have a postgradu-
ate qualification or a royal college exam qualifica-
tion you are at the front of the queue, if you have
the standard what we call the PLAB, but if you
have PLAB you're at the back of the queue” (Locum
Agency #1, UK)

Perceptions of systematic bias through the prioritisa-
tion of UK trainees over overseas doctors, or the idea that
overseas doctors are on an unequal footing in the UK sys-
tem, is a significant concern mentioned by interviewees.

“I believe the UK selection processes at ST1 are quite
biased against non-UK people, they tick all the boxes
for equality and diversity but the way that it’s set up
is set up deliberately to favour foundation doctors
who’ve done their foundation in the UK” (Medical
Education Training Body #1, UK)
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The issue described by interviewees, is that selection
processes are not accessible to international candidates,
but in fact, an implicit language exists that UK trainees
understand.

“it’s like the hidden curriculum in undergraduate
medicine, if you know it you can learn it, you can
address it, if you're unaware of it you have no clue
how to answer these questions” (Medical Education
Training Body #1, UK)

In addition to potential bias within the health system,
overseas doctors also face barriers when it comes to reg-
istration in the UK, and advancing on to the specialist
register. One interviewee mentioned the high bureau-
cratic barriers for Australian doctors migrating to the
UK, and the need to provide a large evidential require-
ment, “almost having to go to find a kindergarten teacher
to prove that you really did speak English” (Regulator,
Australia). Three of the interviewees, mentioned the dif-
ficulties posed by working with the GMC (Medical Edu-
cation Training Body #1, UK; Locum Agency #1, UK;
Medical Education Training Body #2, UK) when it came
to unrecognised PMQs, and the additional hurdle this
presents.

“to actually get onto the specialist register the GMC
makes it nothing but a nightmare if you haven’t got a
recognised PMQ. So we've had an example recently
of a doctors we've had to have what we call a ‘letter
of equivalence’ drawn up from the royal college, and
it just becomes a complete hassle, it's a headache”
(Locum Agency #1, UK)

Discussion

Summary of main findings

The aim of our study was two-fold. Firstly, to iden-
tify the recent patterns of migration of internationally
trained doctors to the UK and secondly, to understand
the reasons for these patterns. Our study found, that
in 2019, 56% of the doctors who joined the GMC reg-
ister were internationally trained. From 2009-2019 the
number of internationally trained doctors joining the
GMC medical register almost doubled. The main source
countries are India, Pakistan, Italy, Nigeria, Greece,
Romania and Egypt. The vast majority of new registra-
tions by internationally trained doctors do not have a
specialty at the initial time of registration. Only a rela-
tively small number of doctors who are non-specialist
doctors at registration go on to gain specialist or GP
registration (11.6% within 5 years and 27.2% within 10
years). The interviews with stakeholders highlighted the
prestige of UK training on the global stage and that the
main reasons doctors come to the UK are for training
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opportunities and for career progression. They also
highlighted the barriers internationally trained doctors
face regarding specialty training which included differ-
ences between UK and destination health systems, sys-
tematic bias, bureaucracy and selection processes not
being accessible.

Comparison with existing literature

The data demonstrates the UK’s increasing reliance on
internationally trained doctors. This trend is contrary to
the WHO global code on the international recruitment
of healthcare personnel which states that member states
should become self-sufficient in their supply of health-
workers [2]. Despite being published in 2010 the UK is
still nowhere near self-sufficient in its supply of doctors.
It is estimated that medical school places have increased
by 30% since 2010 [13] but it is predicted that another
11,000 more places need to be created to address the
shortage of doctors by 2030 [26].

The finding that there has been an increase in doctors
migrating from MICs in the time period we explored
highlights a potential changing trend. While the UK is
recruiting quite small numbers of doctors from LICs,
there is still an issue of ‘brain drain’ from MICs. ‘Brain
drain’ refers to the mass movement of health care work-
ers from low and middle-income countries (LMICs) to
high-income countries, resulting in shortages of health
care workers in LMICs [27]. There is widespread agree-
ment that health worker migration severely undermines
the capacity of LMICs to develop competent health
care systems. Our results showed how three of the main
source countries (Nigeria, Sudan and Pakistan) were on
the safeguarding list. However, despite this code of prac-
tice, doctors continue to migrate from these countries.

Although the stakeholders identifying the main driver
for doctors migrating to the UK as being for training
opportunities and for career progression, very few interna-
tionally trained doctors are gaining specialist or GP regis-
tration when they get to the UK. Furthermore not many
had gone on to join the specialist or GP register within
10 years. For UK trained doctors that enter the medical
training pathway it takes a minimum of 5 years to become
a GP and up to 10 years to become a consultant. Accord-
ing to the Royal College of Physicians, there is a 25% loss
of doctors between medical school and consultant level
which implies that 75% achieve consultant status [28]. Our
analysis found that only 27.2% of all internationally trained
doctors joined the register within 10 years and while this
figure includes all internationally trained doctors joining
the register, not just those that enter the UK medical train-
ing pathway, it implies that around 70% of internationally
trained doctors do not get on the specialty register which
is concerning. The possible reasons for this trend identified
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in the qualitative interviews with stakeholders related to
differences between UK and destination health systems,
systematic bias, bureaucracy and selection processes
not being accessible. This leads to a number of concerns.
Firstly that doctors come to the UK with expectations for
progression that are not met and secondly that these doc-
tors may continue to face hurdles progressing through the
UK health system. A study on Ireland found that when the
migration motivation of the IMG clashes with the require-
ments of the health system this leads to dissatisfaction
among the IMG medical workforce and onward migration
resulting in a cycle of ‘brain gain, waste and drain” [29].
Further research is needed to explore the perspectives of
the international trained doctors on the reasons for such a
low number gaining specialist/GP registration.

It could be argued that specialty registration is a poor
or too blunt proxy measure for training/career progres-
sion however other research supports our findings.
A systematic review by Khan [30] et al. also found that
internationally trained doctors face hurdles in career pro-
gression and passing exams. Furthermore a qualitative
study conducted in 2015 highlighted the difficulties for
internationally trained doctors to enter and then progress
through the UK health system [31]. To get ahead doctors
relied upon “old school networks’; particularly when try-
ing to attain the top positions. The study also highlighted
the difficulties of attaining training positions for interna-
tionally trained doctors if not already working within the
UK system. Internationally trained doctors can become
caught in a “training trap” and are unable to progress
which has traditionally been the case for IMGs in Ireland
[32]. A study of Polish doctors in Sweden found that spe-
cialists were often reduced to novice doctor [33]. In the
USA it was found that migrant doctors find it difficult
to obtain fellowships and have limited long-term career
options [34]. The difficulties experienced by internation-
ally trained doctors progressing within the UK system is
concerning, and could be suggestive of institutional dis-
crimination [25].

Implications for policy-makers

The implications of the study findings for policy-makers
is that the UK needs to prioritise and continue its drive to
increase medical school places in the UK as well as reduce
its reliance on internationally trained doctors, particularly
from countries on the safeguard list. In addition, more
support is needed for internationally trained doctor’s to
ensure any of the additional barriers to career progres-
sion and registration on the specialty or GP register are
overcome. This could include the development of specific
pathways to specialty registration for overseas registrants.
Policymakers in LMIC’s should concentrate on enhancing
policies to retain more doctors in their countries.
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Strengths & limitations of the research

The strengths of the study are that it was mixed-meth-
ods with the qualitative interviews providing a supple-
mentary analysis of the same problem area. The GMC
data set was robust. The team was multi-disciplinary
with researchers from a variety of backgrounds includ-
ing research, clinical and a data analyst.

It is important to note that the GMC’s medical regis-
ter does not equate with the workforce (as some doc-
tors who are registered may not be working as doctors,
or may be working in the private sector etc.). It does
indicate though how many doctors are eligible to join
the UK medical workforce.

The limitations of the study are that it did not include
the views or experiences of migrating doctors which
should be the focus of future research.

Conclusions

This study makes a contribution to the literature by iden-
tifying recent trends in the patterns of migration of doc-
tors to the UK. In keeping with the WHO Global Code
on the International Recruitment of Healthcare Person-
nel, policymakers need to consider how to reduce the
UK’s reliance on internationally trained doctors, par-
ticularly from countries on the safeguard list whilst con-
tinuing the drive to increase medical school places. The
UK’s dependence on internationally trained doctors has
important global implications as it means source coun-
tries are losing skilled health workers undermining their
health systems and which goes against the global soli-
darity of WHO code. Additional support is required for
internationally trained doctors, to ensure that they get on
the training programmes they seek, enabling them to ful-
fil their career aspirations and progress their careers.
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