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Human Resources for Health Challenges in Nigeria and Nurse Migration
Abstract
The emigration of sub-Saharan African health professionals to developed Western nations is an aspect of increasing global mobility. This paper focuses on the human resources for health challenges in Nigeria and the emigration of nurses from Nigeria as the country faces mounting human resources for health challenges. Human resources for health issues in Nigeria contribute to poor population health in the country, alongside threats from terrorism, infectious disease outbreaks, and political corruption. Health inequities within Nigeria mirror the geographical disparities in human resources for health distribution and are worsened by the emigration of Nigerian nurses to developed countries such as the United States and the United Kingdom. Nigerian nurses are motivated to emigrate to work in healthier work environments, improve their economic prospects, and advance their careers. Like other migrant African nurses, they experience barriers to integration, including racism and discrimination, in receiving countries. We explore the factors and processes that shape this migration. Given the forces of globalization, source countries and destination countries must implement policies to more responsibly manage migration of nurses. This can be done by implementing measures to retain nurses, promote the return migration of expatriate nurses, and ensure the integration of migrant nurses upon arrival in destination countries.
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Introduction
Globalization is promoting greater interconnection between the North and South and is increasing international migration of health workers. In the face of this migration, several international organizations have called for effective monitoring of international migration trends and have denounced the active recruitment of health professionals, especially from areas with severe shortages (International Council of Nurses, 2007; World Health Organization, 2010). The consequences of international migration on health outcomes in sub-Saharan African, an area that has consistently experienced a severe shortage of health workers, has been of particular concern. Several authors have widely discussed the issues of brain drain and brain waste (Humphries et al., 2013; Kasper & Bajunirwe, 2012). Despite awareness of these trends in general, nurses continue to be commodified internationally as products for import. The situation in sub-Saharan African countries highlights the outcomes of these patterns of global migration and employment, amidst severe nursing shortage in the region.
This paper advances the discussion of the globalized health workforce by outlining the human resources for health challenges in Nigeria and the emigration of Nigerian nurses. First, we discuss Nigeria’s health care system as well as health disparities within Nigeria, and their geographic pattern in relation to the presence of health care workers. Second, we review nursing education, policy, and practice in Nigeria as well as workforce challenges. Third, we focus on the experience of Nigerian nurses in their destination countries. In the final section, we present implications for policy and research.
Nigeria’s Health Care System and Health Disparities in Nigeria
Nigeria is ethnically diverse, comprising over 250 ethnic groups. Before European trading and exploration of Africa began, there was already an established system of traditional health care among the ethnic groups that now make up present-day Nigeria (Scott-Emuakpor, 2010). This traditional system of health care largely relied on blending local herbs and fruits to produce traditional medicine. Modern health care delivery systems were introduced during expeditions carried out by early European explorers who brought doctors and nurses to the country for their own personal needs. Modern medical facilities were not extended to the members of the accommodating communities, until Christian missionaries arrived in the country and established public health care centers. These mission health care centers gradually evolved into mission hospitals with greater scope of operations (Scott-Emuakpor, 2010). 
As of the May 2016, Nigeria has a plethora of government- and privately owned health care facilities, ranging from rural health centers to tertiary hospitals. The Nigerian federal government is primarily involved in the maintenance and control of the university teaching hospitals and Federal Medical Centres (tertiary health care). The state governments are in charge of the various general hospitals (secondary health care), and the country’s numerous local governments take care of dispensaries (primary health care centers), which are regulated by the federal National Primary Health Care Development Agency. Despite ongoing health system reforms, the Nigerian health care delivery system faces several challenges that have implications for health outcomes in the country.
Nigeria, the most populous nation in Africa with a population of 173.6 million according to the World Health Organization (2015a), has one of the world’s worst health records and carries 10% of the global disease burden (Federal Ministry of Health Nigeria, 2010). In 2013, life expectancy at birth in Nigeria was 54 years for males and 55 years for females (World Health Organization, 2015a). Contributing to this poor health outcome is a high prevalence of communicable diseases (including malaria, tuberculosis, and HIV/AIDS) and maternal and child morbidity and mortality. Nigeria has the second highest number of people with HIV/AIDS in the world. As of 2014, an estimated 3.4 million people were living in Nigeria with HIV (National Agency for the Control of AIDS, Federal Republic of Nigeria, 2015; UNAIDS, 2014). However, access to treatment is only available for 20% of those individuals (United Nations Economic Commission for Africa et al., 2015). 
Although Nigeria made some progress in meeting some of the UN Millennium Development Goals (MDGs), the country was unable to achieve several major targets. For instance, despite a decrease in under-5 mortality from 213 to 109 per 1,000 live births and a decrease in maternal mortality ratio from 1,350 to 814 per 100,000 live births between 1990 and 2015, Nigeria was unable to meet the MDGs targets of 71/1,000 live births and 337/100,000 live births, respectively (UNICEF and World Health Organization, 2015). Nigeria accounts for 2% of the world’s population but it accounts for about 10% of global maternal, infant, and child deaths (UNAIDS, 2015). Evidently, given Nigeria’s large population, tackling inequities in health in Nigeria will go a long way in meeting the global health goals. 
Geographical disparities and health disparities within Nigeria contribute to the challenges in meeting development goals (Barros et al., 2012; Federal Ministry of Health Nigeria, 2010). Rural and northern areas of Nigeria experience the poorest health outcomes (Abimbola, Okoli, Olubajo, Abdullahi, & Pate, 2012). For instance, the maternal mortality in the northeast zone of Nigeria is more than nine times greater than in the southwest zone – 1,549/100,000 versus 165/100,000 live births (Abimbola et al., 2012). And in the rural areas, maternal mortality is more than double the rate in urban areas –828/100,000 versus 351/100,000 live births. These regional disparities parallel the geographic distribution of nurses, with rural and northeast areas of Nigeria experiencing extreme shortages of nurses. Programs such as the Midwifery Service Scheme, which recruits newly graduated and retired midwives to work in rural areas for at least one year, have been implemented by the government to mitigate these disparities. The success of such programs, however, is hampered by the low availability of qualified midwives and the low rate of retention in rural areas (Abimbola et al. 2012). Furthermore, the migration of Nigerian health care professionals creates challenges for effective human resources for health policies in the country.
Myriad other issues complicate Nigeria’s health care system and hamper the country’s health outcomes, including political corruption, infectious disease outbreaks, and terrorist attacks. Endemic corruption in Nigeria’s health sector has eaten deep into the substratum of the nation. A large majority of the medical aid given to Nigeria by international organizations and foreign governments is often not accounted for. In oil-rich Nigeria, over US $84 billion in crude oil funds were embezzled between 2007 and 2014 (Olufemi & Akinwumi, 2015).  A 2003 working paper published by the National Bureau of Economic Research argued that the oil revenue in Nigeria (an oil-rich country) is a curse as the corruption in this sector has deterred long-term growth and population well-being (Sala-i-Martin & Subramanian, 2003). 
Nigeria ranks 136 out of 176 countries on the Corruption Perception Index, and 85% of Nigerians believe that corruption is on the rise in the country (Transparency International, 2015).  Although the health and medical systems have been considered the least corrupt in Nigeria, 41% of Nigerians believe that these institutions are very corrupt. Adegboyega and Abdulkareem (2012) documented cases of corruption in the health care system in Nigeria, including embezzlement from health budgets, fraudulent drug procurement, health insurance fraud, and bribes extorted at the service delivery level from health service recipients. Widespread corruption has led to an increasingly widening income gap between the rich and the poor in Nigeria. Despite its oil revenues, Nigeria is among six African nations that experienced increasing rates of poverty between 2000 and 2015 (United Nations Economic Commission for Africa, et al., 2015). Given the importance of income as a determinant of health, growing rates of income inequality in Nigeria, due in part to corruption in the oil industry, have negatively impacted health outcomes in the country. Furthermore, counterfeit drugs are very common in Nigeria, which clearly has serious implications for safety and health outcomes (Otte et al., 2015). Counterfeit drugs have been lined to several deaths and illnesses (Akinyandenu, 2013). 
Another factor contributing to the problems of the health sector is the terrible insurgency presently being perpetrated by the Muslim fundamentalist group Boko Haram, which has left many Nigerians dead and millions more displaced (Institute for Economics and Peace, 2015; Internal Displacement Monitoring Centre, 2015). The Global Terrorism Index ranked Boko Haram as the most deadly terrorism group in the world in 2014, ahead of the Islamic State, ISIL (Institute for Economics and Peace, 2015). In 2014, 6,644 deaths in Nigeria were attributed to Boko Haram, while ISIL was responsible for 6,073 deaths. Furthermore, as of April 2015, there were  1.5 million internally displaced persons in the country, the majority of whom were displaced by the Boko Haram insurgency (Internal Displacement Monitoring Centre, 2015). Boko Haram mainly operates in the northeastern part of Nigeria, and this region has the poorest health outcomes in the country (Abimbola et al., 2012). In this region, several local communities do not have medical facilities, as doctors, nurses, and other medical personnel have been forced to flee the terrorist zones. 

Additionally, as a result of the humid and tropical ecosystem of the West African rainforest sub-region, Nigeria, like other countries in the sub-region, is especially prone to contagious (or infectious) diseases. This factor came to the fore with the Ebola epidemic, during which Nigeria experienced twenty cases and eight deaths (Centers for Disease Control and Prevention, 2015). The Nigerian government has been credited for its effective management of the pandemic. Despite the victory over Ebola, it was nonetheless evident that there are huge problems with the country’s emergency health management services. 
The health care system in Nigeria has also been negatively impacted by the “brain drain” of doctors and other medical personnel, including nurses. The migration of health care professionals has had significant implications for human resources for health and health outcomes in the country. Data suggests that human resources for health trends shape health outcomes in Nigeria, including childhood and maternal morbidity and mortality, as earlier described (Abimbola et al., 2012). The next section explores human resources for health issues in Nigeria, with a focus on nurses and the drivers of nurse migration.  
Nursing Education, Policy, and Practice in Nigeria and Workforce Challenges
Nursing and midwifery fit under the same professional umbrella in Nigeria. The major players in Nigerian nursing policy are the Nursing and Midwifery Council of Nigeria (under the Federal Ministry of Health), the National Association of Nigeria Nurses and Midwives, and the National Universities Commission (under the Ministry of Education). The Nursing and Midwifery Council of Nigeria is legally entrusted with the duty of ensuring the delivery of safe and effective nursing and midwifery care to the Nigerian population by regulating nursing education, enforcing discipline, and promoting best practices (Nursing and Midwifery Council of Nigeria, 2015). The National Association of Nigeria Nurses and Midwives is a professional and trade union organization (National Association of Nigerian Nurses and Midwives, 2014). The National Universities Commission is in charge of accrediting and monitoring university programs in nursing.
Nursing education in Nigeria is still largely at the diploma level, although many students complete baccalaureate degree programs as entry into practice. Most nurses first complete a basic diploma in nursing before proceeding to obtain a diploma in midwifery. It takes a minimum of three years to obtain a diploma in nursing and an additional 18 months to obtain a diploma in midwifery. Nurses can also complete other post-basic programs in areas such as ophthalmic nursing, psychiatric nursing, or intensive care nursing. Post-basic schools take a year to complete. The schools of nursing are attached to hospitals and are under the control of the Ministry of Health. Prospective nurses can also complete a 5-year bachelor’s degree program at a university in order to practice as a nurse in the country. According to Nursing and Midwifery Council of Nigeria (2015), there are basic and post-basic programs in 76 nursing schools, 73 midwifery schools, 35 other post-basic nursing schools, and 16 university programs. Nigeria also has graduate-level (master’s and PhD) courses in nursing. In fact, Nigeria is the only West African country with a PhD in nursing program; as of 2015, there are two such programs in the country. 

A current shortage of nurses in Nigeria is negatively affecting the country’s health outcomes. Nigeria has 16.1 nurses and midwives per 10,000 population (World Health Organization, 2015b). This is compared to 92.9 in Canada, 167.9 in Denmark, and 88.0 in the United Kingdom (World Health Organization, 2015b). Available data on the number of nurses and midwives in Nigeria may be inaccurate, given that not all nurses on the professional registry are actually registered in good standing (World Health Organization, 2014). Information specifically on nurses and midwives who are in good standing is not available (World Health Organization, 2014). There are some nurses on the practice registry who are not currently practising for diverse reasons, including emigration to other countries. However, state-level data indicate densities of nurses and midwives taken together ranging from 5.9 per 100,000 population in Zamfara state to 96.5 in Imo state (World Health Organization, 2014). Thus, a wide discrepancy in nurse to population ratios exists among regions. 
The nursing shortage hampers the country’s ability to provide skilled birth attendants and to meet staff needs in primary health care centers. For example, in Bayelsa state in Nigeria, only 18% of primary health care facilities have a nurse on staff (McFubara, Edoni, & Ezonbodor-Akwagbe, 2012). Also, a study on the availability of skilled birth attendants in Nigeria found that there were only 55 nurses and no midwives in the 152 primary health care centers in Enugu state, a state in the southeastern part of Nigeria (Nkwo et al., 2015).
The nursing shortage in Nigeria is, in part, the result of problems with recruitment, training, and retention. The low accreditation rate of health institutions in Nigeria, due to the lack of educators and training facilities, is hampering nurse recruitment (Ayandiran et al., 2013; McFubara et al., 2012; United Nations Population Development Fund, 2011). Out of 124 universities approved by the National Universities Commission in Nigeria, only four have fully accredited departments of nursing, and 11 universities have provisional accreditation status (National Universities Commission, 2015). Pedagogical challenges, including a lack of qualified educators, limited funding, and unavailability of teaching resources such as academic journals, projectors, computers, and nursing laboratory equipment, are a barrier to accreditation in Nigeria (Agbedia, 2012; Ezeonwu, 2013).  

The ratio of post-basic to baccalaureate programs has created barriers to career advancement and limited opportunities for continuing professional development for nurses in Nigeria. The structure of the educational system in Nigeria deters upward career mobility among nurses. The curriculum of schools of nursing hinders smooth transition to the university system because diploma-prepared nurses get minimal considerations for the amount of years they have already spent in schools of nursing. While the majority of nurses in Nigeria have two or more certifications, their multiple certifications are not recognized by Nigerian universities and provide limited benefit for ascending career ladders (Agbedia, 2012). Nigerian nurses who begin nursing education from basic schools of nursing (i.e., first obtains a diploma) will take seven years to obtain baccalaureate degrees compared to five years for those with direct entry to the university system. Based on these figures, nurses in Nigeria will generally spend more time in school than their counterparts in most high-income countries.

Retention rates are negatively impacted by increasingly globalized economies, resource constraints, corruption, security threats, gender marginalization, occupational health hazards, and poor working conditions, all of which also contribute to the emigration of Nigerian nurses (Aboderin, 2007; Ezeonwu, 2013). An unhealthy work environment is also a cause of poor retention rates of nurses. A study of 395 health workers in one tertiary hospital in Nigeria found that 88.1% have experienced some form of violence on the job (Ogbonnaya et al., 2012). Similarly, Ogundipe et al. (2013) report a high rate of workplace violence in their study; 65% reported of the nurses they interviewed reported being victims of the violence, and 15.8% of nurses had experienced violence with the use of a weapon in the last year. The same study found that 88.6% of the nurses interviewed had witnessed violence in the emergency department (Ogundipe et al., 2013). Factors contributing to the high prevalence of violence include substance abuse, lack of security measures, overcrowded emergency department, and understaffing. 

Factors related to nurses’ work environments also contribute to patient safety concerns. In Nigeria, it is not uncommon for one nurse to care for over 20 patients in acute care units – a high number of patients by international standards (Ogbolu, 2015). Ogbolu et al. (2015) found that 41% of nurses who worked in maternal child health acute care units provided care to more than 20 patients on their last day worked. As expected, and similar to results of an international study on nurse outcomes and patient safety by Aiken et al. (2012), researchers in Nigeria found that patient safety was of more concern when nurses cared for more than 20 patients (Ogbolu et al., 2015). 
Beyond nurse to patient ratio and workload, nursing environment factors, including nurse participation in hospital affairs, nurse manager ability and leadership, and collegial nurse–physician relationships, contribute significantly to nurses’ perception of a safe work environment (Ogbolu et al., 2015; Oshikoya, 2013). Work environment factors can also contribute to personal safety for the nurse. For instance, a high rate of accidental occupational exposure to blood and body fluids, including needle stick injuries, has been reported among nurses in Nigeria (Isara & Ofili, 2012; Ogoina et al., 2014). In a 2011 study of 290 healthcare workers (including nurses), 87.6% of nurses had experienced accidental occupational exposure to blood and body fluids in the past year (Ogoina, et al., 2014).
Moreover, work environment factors can produce high rates of burnout and psychological distress among Nigerian nurses (Lasebikan & Oyetunde, 2012; Okwaraji & Aguwa, 2014). A study by Lasebikan and Oyetunde (2012), which surveyed 270 nurses at a Nigerian hospital, found that 39.1% of participants experienced a burnout and emotional exhaustion. Nursing shortage and nurse–physician conflict contributed to emotional exhaustion and depersonalization. Addressing these issues in nurses’ work environments can help improve nurse and patient safety as well as nurses’ well-being, which will ultimately improve nurse retention. 
Despite nursing shortages, some nurses are unable to get jobs in Nigeria, partly because competition is fierce for employment in urban areas and state hospitals where salaries are higher than in private sector hospitals (Ezeonwu, 2013). Security threats due to terrorism in northern Nigeria deter nurses from seeking positions there, despite the openings. Given the attempt by nurses (who are mostly female) to balance their familial and work duties, they often do not want to work in rural areas where resources to meet the social and economic needs of their families are often scarce. Also, inadequate compensation, unsafe work environment, and limited opportunities for career advancement motivate some nurses to exit the profession entirely. Given these issues, emigration of nurses from Nigeria creates challenges for positive health outcomes in the country (World Health Organization, 2014).

Nigerian Nurse Migration

The emigration of health care professionals has been a challenge to effective human resources for health policy for decades. The massive external migration of nurses reached its peak between 2002 and 2007 and has diminished since then (World Health Organization, 2014). However, such emigration still represents a significant threat to health outcomes in the country. Between 2000 and 2006, 2,425 Nigerian nurses wrote the US NCLEX examination; the country was among the top three countries of origin during this period (Brush, 2008). However, in recent years, that number has declined. As of 2014, Nigeria ranks among the top eight countries of first-time NCLEX exam writers; in 2014, 186 individuals from Nigeria were first-time NCLEX-RN exam writers (National Council of State Boards of Nursing, 2015). Notably, first-time exam writers from Nigeria have a low success rate of only 15% (National Council of State Boards of Nursing, 2015). Nonetheless, Nigeria consistently remains the top sub-Saharan African source country of nurses in many high-income countries (College of Nurses of Ontario, 2014; National Council of State Boards of Nursing, 2015; The Guardian, 2014). Nigerian nurses emigrate not only to Western countries but also often to other African countries (especially South Africa) and the Middle East.
Several authors have commented on Nigerian health care professionals’ motivations for emigrating (Aboderin, 2007; Olalekan, Adeniran, Adebukola, & Adekunle, 2011). Aboderin’s (2007) research on Nigerian nurses’ migration to the United Kingdom provides context about their motives and experiences. She situated the nurses’ motives for migration – namely, to improve their economic and professional status and obtain a good education for their children – within globalized economies that have exacerbated inequalities across nations. Similarly, Nigerian nurses in the United States were motivated to emigrate to enhance their education and professional practice (Adelakun, 2013; Jose, 2010). However, on arrival in destination countries, Nigerian nurses’ expectations were often unmet, and they faced racism, deskilling, culture shock, and language barriers (Aboderin, 2007; Jose, 2010). 
The experience of Nigerian nurses and other black nurses in destination countries is often shaped by racism. Migrant African nurses are often racialized on arrival in destination countries (Mapedzahama, Rudge, West, & Perron, 2012). For instance, black African nurses and their managers attested that African nurses experience racism, discrimination, and unequal opportunities in the British National Health Service (Likupe, 2015). Racialization in the workplace in destination countries limits their opportunities and can further ghettoize them in less desirable nursing sectors (Aboderin, 2007; Adelakun, 2013). 
Adelakun (2013) examined the challenges facing ten Nigerian-educated nurses as they joined the American health care workforce. The adaptation of Nigerian-educated nurses in this study was hindered by their accents, discrimination, differences between the cultures and health care systems, lack of familiarity with technology, and challenges with documentation procedures in America. Culture shock resulted from differences in values and belief systems between their countries of origin and destination. Their integration was further hampered by unsupportive colleagues and supervisors who perceived the Nigerian nurses as inferior to United States educated colleagues due to their race and country of nursing education. These findings speak to the need to consider not only “brain drain” but, moreover, “brain waste”. The systemic impediments that Nigerian nurses face in attaining equivalent occupational status upon their arrival in destination countries can contribute to a waste in their knowledge and skills (Aboderin, 2007; Adelakun, 2013).
Given the shortage of health workers in Nigeria and the experiences of Nigerian nurses in destination countries, some scholars have argued that the migration of qualified nurses seeking better prospects outside their countries slows the pace of African development. Misau, Al-Sadat, and Gerei (2010), for example, suggest that the migration of health care workers from developing to developed countries is harmful to the health care delivery in developing countries most fundamentally because it takes valuable human resources for health out of countries that need them most.  Seymour (2011), on the other hand, advocates “brain circulation” – the return of expatriates to their country of origin – on the grounds that health professionals’ emigration benefits the country of origin as expatriate Africans send financial remittances home and contribute improved skills and greater knowledge to the health care system upon their return. This “brain circulation” may also be instrumental in making the environment more attractive for the next wave of nursing graduates. 
Nigerian health care professionals, including nurses, working overseas are an untapped resource. Their return to Nigeria can help improve human resources for health in the country. Some health professional organizations, such as the National Association of Nigerian Nurses in North America (NANNNA), have begun to develop this knowledge transfer. NANNNA currently has a memorandum of understanding with the National University Commission in Nigeria and the Nigerian Ministry of Health to increase nursing capacity in Nigeria. NANNNA contributes to policy discussions in Nigeria by collaborating with the Diaspora Department of the Nigerian Federal Ministry of Health. In addition, Nigerian nurses who are NANNNA members make frequent mission trips to Nigeria to contribute to the health of the population in Nigeria. Models of brain circulation such as this could leverage and maximize the potential of untapped resources and knowledge of immigrant health professionals.

Implications

The forces of globalization that propel migration trends are powerful. Global migration trends from the South to the North reflect the concentration of capital in the major cities of developed countries. It is imperative that we better manage migration from a rights-based perspective and maximize the benefits of migration. The emigration of Nigerian nurses has implications for policy and research, as described below.
Policy Implications

Given the motivations for emigration, we must develop policies to retain nurses in their source countries and also leverage the economic standing of source countries. While we acknowledge previous authors’ discussions on the rights of nurses to migrate (International Council of Nurses, 2007; World Health Organization, 2010), we also acknowledge the right of nurses to not migrate, including the right to healthy workplace and social life. Attention must be given to factors that facilitate retention in developing countries. Beyond economic incentives for retention of nurses, human resources for health policies in developing countries (especially in Africa) must take into consideration the policies of the health care system as well as the socio-cultural and political contexts in which nurses and other health professionals work. For instance, addressing the issue of security in Nigeria may help in the recruitment and retention of nurses in northern areas of Nigeria. Also, attending to the issues related to the cultural and gendered roles of nurses as mothers and wives (as most are females) is imperative for human resources for health policy. Studies have made it clear that nurses migrate to ensure a better future for themselves and their families (Aboderin, 2007; Salami, 2014). Attention must be given to the familial obligations of nurses to ensure their retention in locations where they are needed.

For  nurses who chose to migrate, policies can be developed to promote the benefits of global migration, such as enabling health care professionals to return more readily to their country of origin and leveraging the economic benefits of global migration. Stronger relationships with health care professionals in Nigeria and measures to promote short-term appointments in source countries can help in promoting brain circulation. These measures are important not only to retain and sustain human capital necessary for development but because these returning professionals can bridge the cultural and social gaps in the education of nurses in source countries. 
In addition, source countries can better emphasize the benefits of remittances. The role of remittances by emigrants is a critical benefit to many developing countries. In 2014 the World Bank estimated that in that year alone international remittances would total $581 billion; $436 billion of which would be sent to developing countries (World Bank, 2014). Nigeria is the leading recipient in Africa of remittances, receiving $21 billion in 2013. Remittances are a greater and more stable source of external revenue for several developing countries, including Nigeria, than their revenue from exports and official development assistance. Through creative local and foreign economic policies, governments in developing countries can fully maximize the benefits of remittances and have remittances contribute to sustainable development goals. The World Bank (2014), for instance, calls for governments to maximize remittances by lowering the cost of sending remittances through official channels.

Nonetheless, financial incentive is not be the main motivation for migration.. Squires and Amico (2015) note that remittance represents only about a quarter of nurses’ motivation to migrate.  It is thus a secondary motivational factor. Stronger influences on nurse migration include their familial and gender roles, including a desire to strengthen their education, the motivation of nurse’s partners and husbands, and the socioeconomic needs of their family. As stated earlier, to attend to these influences, source countries must recognize the familial and gender roles of nurses when developing human resources for health policies.
Benefits of nurse migration cannot be maximized if migrant nurses are deskilled or experience downward occupational mobility in their destination countries. Thus, policies and programs must be created in destination countries to ensure the integration of internationally educated nurses. Racism and discrimination has been noted as a major issue facing African nurses (Mapedzahama et al., 2012). Both managers and nurses in destination countries must be adequately trained in how to work effectively with migrant nurses as well as patients in increasingly diverse societies. Anti-discrimination policies must also be implemented and strongly enforced to prevent discrimination against immigrant nurses. Bilateral migration agreements that benefit source countries (such as Nigeria) can be developed to promote effective brain circulation.
Research Implications

The grim statistics of nurse shortages in Africa confirm that there are not enough nurses per capita. In Nigeria, data are limited on the availability, distribution, and trends in human resources for health, which has been a barrier to effective human resources for health planning. The challenge is finding the right strategy to ensure the retention of competent nurses and maintain a pool of trainees desirous of serving the country. A starting point in resolving this issue is for federal health ministries and the World Health Organization to collect rigorous statistics on nurse migration in Nigeria and other African countries as the foundation for research on migration trends within and outside of African countries. This includes studies on the experiences of nurses who return to their country of origin and potential strategies to maximize these untapped resources in an era of globalization.

Conclusion

Human resources for health deficits contribute to disparities in health and health care access. In Nigeria, such deficits are exacerbated by the emigration of nurses and disparities in the supply and distribution of nurses across geopolitical zones. Nigeria is a major sub-Saharan African source country of nurses for several high-income countries. Nurse emigration and attrition from the profession will continue until structures and systems change for the better in source countries. Encouraging nurses not to migrate by improving their work environments may be a useful retention strategy. It is important that health systems infrastructures exists in source countries to prevent excessive emigration of nurses and to ensure effective knowledge transfer when nurses return to their countries of origin. In host countries, policies and programs should work to maximize the contributions of expatriate nurses and address issues of discrimination. 
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