
EDITORIAL Post-COVID-19: can digital solutions
lead to a more equitable global
healthcare workforce?
Nagina Khan,1 Wolfgang Gilliar,2 J. S. Bamrah3 and Subodh Dave4

An unintended consequence of the COVID-19
pandemic has been the exponential growth of
telemedicine, with automation of healthcare
becoming more common. Face-to-face
meetings and training events have been
replaced relatively seamlessly with online
versions, taking clinical or academic expertise
to distant parts of the world and making them
more accessible and affordable. The wide
reach of digital platforms offering remote
healthcare offers the opportunity of
democratising access to high-quality
healthcare, However, certain challenges
remain: (a) clinical guidance developed in one
geographical area may need adaptation for
use in others; (b) regulatory mechanisms from
one jurisdiction need to offer patient safety
across other jurisdictions; (c) barriers created
by disparity in technology infrastructure and
the variation in pay for services across
different economies, leading to brain drain
and an inequitable workforce. The World
Health Organization’s Global Code of Practice
on the International Recruitment of Health
Personnel could offer the preliminary
framework on which solutions to these
challenges could be built.

Background
According to the World Health Organization
(WHO), there is a global shortage of 10.3 million
healthcare professionals, expected to rise to 12.9
million by 2035.1 It is further estimated that
there is a shortage of 2.8 million physicians world-
wide,2 with low- and middle-income countries
(LMICs) suffering the brunt of this burden.3

Psychiatry is no exception to the growing work-
force shortage. Indeed, over the past 20 years, psy-
chiatrists’ numbers have risen by only one-third
compared with population numbers, which grew
by 4.3 million, or 6.9%.4 Clearly, a highly skilled
workforce is essential to deliver high-quality
patient care. This generates global competition
for the scarce workforce resource.5 The conse-
quent global migration has sparked a broad inter-
national debate about sustainability, distributive
justice and global societal accountabilities, not to
mention the well-being of the migrant workers.6

Hitherto, the medical and allied healthcare work-
force has been regulated within national

boundaries. The post-COVID-19 surge in virtual
working in health systems offers an opportunity
for low-cost economies to contribute workforce to
higher-paying economies without the damaging
impact of the current brain drain. However,
given the wide variation in technological develop-
ment and support infrastructures among health-
care providers across the world, along with a
huge variation in economic strength across
nations, the opportunities of globalising digital
healthcare are counterbalanced by the challenges
(Table 1).7 This editorial offers a potentially differ-
ent view, providing a way for matching inter-
national demand with virtual workforce supply.

Digital solutions and healthcare
leadership
Technology has played a big part in medical care
for a very long time, especially in remote and
rural communities. Bashshur et al define telemedi-
cine as the establishment of medical care minus
physical patient–doctor presence.8 Weinstein et al
also suggest the term telehealth, with an extended
scope, encompassing telemedicine and including
telenursing, telepharmacy, public health and health
education.9 Digitalisation, globalisation and envir-
onmental issues, as they converge, will have a
significant impact on organisations in the future
related to how and where the workforce will
work. Although an interconnected healthcare sys-
tem offers new hope of bringing equitable and
effective healthcare for all, there remains mistrust
of technology, particularly in an intensely personal
matter such as healthcare. However, digital solu-
tions have often been adopted at a faster pace in
emerging economies, for example in mobile pay-
ment technology. Whether similar paced innova-
tions can occur in a highly regulated service such
as healthcare remains a moot question. Facing off
the twin challenge of workforce scarcity and design-
ing and delivering sustainable health systems will
require us to hold our ‘global nerve’ in adopting
new technological solutions while keeping ‘up to
date with the evolving compliance landscapes’.10

Efficiency
Telemedicine definitions above were termed in
1969 and 1978 and so are not a new endeavour,
and earlier applications of remote consultation
have been utilised in primary care.11 Remote con-
sultation allows patients to obtain a consultation
and expert opinion in a timely manner from the
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comfort of their own homes. For clinicians, it
offers flexibility in their working practice, while
for health systems, reductions in missed appoint-
ments (‘did not attend’ patients) and efficiencies
through reduced travel time for clinicians creates
extra clinical capacity to offer a potential solution
to excessive waiting times for specialist care.
Waiting lists remain a serious concern in many
countries, especially in the post-pandemic
period.11

Effectiveness
Earlier reviews evaluating the use and impact of
remote consultation in primary care showed wide-
ranging effectiveness in terms of providing faster
access to specialist advice, with short response
times for some providers, and there was evidence
of substantial avoidance of face-to-face referral vis-
its among the participating specialists.11–15

In a recent systematic review of meta-analyses,
Snoswell et al aimed to synthesise evidence asso-
ciated with the clinical effectiveness of telehealth
services.16 The review found 38 meta-analyses,
covering 10 medical disciplines: cardiovascular
disease, dermatology, endocrinology, neurology,
nephrology, obstetrics, ophthalmology, psychiatry
and psychology, pulmonary and multidisciplinary
care.16 The results across all disciplines indicate
that telehealth across a range of modalities is as
effective, if not more effective, than usual care.16

However, we agree with the authors of the review,
who concluded that the existing data are very spe-
cific to each discipline, highlighting a need for
more clinical effectiveness studies on telehealth
across a broader range of clinical services and
safety. Despite the assertion that telemedicine
will not be the first choice in all contexts, these
findings indicate that in appropriate situations,
telehealth will not compromise the effectiveness
of clinical care when compared with conventional
forms of health service delivery.

Accessibility
During the COVID-19 pandemic, the acceptance
of such technology for routine medical and psy-
chiatric care has surged.17 ‘Digital poverty’, how-
ever, remains a noticeable determinant of health

outcomes for patients who do not have smart-
phones or alternatives with good internet
access.18 In some jurisdictions, it seems increas-
ingly likely that most rare diseases will be mana-
ged through a network of centres of expertise
utilising remote consultation systems that become
a vital component of the service offered.19 Clearly,
telehealth is beneficial to patients in specific con-
texts, such as those living in rural areas or with
impaired mobility, ensuring access to clinical expert-
ise. Moreover, its advent ties in well with the general
trend towards increasing self-management and
greater patient empowerment.20 However, tele-
health broadly and telepsychiatry more specifically,
while as effective as usual care, may not be the
choice of all individuals in every context.

Consequently, the pandemic has highlighted
opportune prospects such as an ‘uberisation’ of
healthcare workers matching demand and sup-
ply. This has been relatively well-established in
radiology,21 where remote analysis of digital
scans is becoming relatively commonplace. In
psychiatry, the reliance hitherto on importing
workforce usually from LMICs to high-income
countries (HICs) may give way to a two-way or
even reciprocal exchange of human resource,
with high-recruiting countries providing some of
their high-value resource to LMICs consistently
rather than through programme grant-driven ad
hoc arrangements of the old days. Remote assess-
ments in psychiatry, including specialist neuro-
psychological tests, psychopharmacology advice
and interpretation of neurophysiological tests,
are well within the realms of possibility.

Sustainability
The WHO supports countries in building
climate-resilient health systems and tracking
national progress in protecting health from cli-
mate change.22 Perhaps ‘flying doctors’ are not
good for the environment? Renewable-energy
powered, remotely working professionals might
be better in some, if not all, cases. The direct
damage cost to health due to the global crises
of climate change is estimated to be between
US$2–4 billion per year by 2030.22

Table 1
Challenges and opportunities associated with a virtual international healthcare workforce

Opportunity Challenge

Matching clinical capacity to demand (geographical and temporal surges)
Access to global expertise
Timely expert consultation
Multidisciplinary, smart working

Confidentiality, data privacy and protection issues of handling the patient’s health-linked data

Automation of healthcare Patient experience
Maintaining standards of clinical effectiveness and safety
Maintaining effective regulation across international jurisdictions

Flexible working Local to global spread of virtual work

Access to a variety of specialists Digital poverty, e.g. lack of smartphone and internet access
Impact on migrating healthcare workers
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Leveraging artificial intelligence to improve
health outcomes
Promising artificial intelligence (AI) options are
available to help handle the vast volume of
patient’s health-linked data with reduced inter-
vention from staff. AI systems are showing prom-
ise in aiding the identification of those at risk of
self-harm or suicide and can help optimise treat-
ment plans for individuals. The advent of
AI-driven bots to triage patients for video consul-
tations23 opens the opportunity for remotely
located staff to optimally match patients with
workforce depending on identified need. AI
bots are meant to relieve pressure on a scarce
workforce. An equally important task is to match
clinical need with appropriate expertise.
Giordano et al’s tantalising finding that it is pos-
sible to predict outcomes and personalise psychi-
atric treatment by using machine learning offers
a vision of AI-assisted personalised care, especially
given the advances in computation technology
enabling deep learning of large data-sets.
However, the substantial challenge of separating
noise from signal makes clinical implementation
a difficult and possibly distant proposition.24 It
is more likely that in the near future, AI and
machine learning will assist clinicians in improv-
ing the efficacy of clinical decision support tools.

Cost-effectiveness
Remotely located workforces have led to improved
cost-effectiveness in a range of service industries,
such as banking and customer care. The health-
care industry has been a relatively late entrant
to remote working, but the pandemic has acceler-
ated the pace of this change. Remote healthcare
offers a cost-effective solution to address the
poverty of skilled clinical resource.25 Certainly,
studies have shown that loss in productivity is
lower in remote clinics than in standard out-
patient clinics.26–30

Reports of provider experiences, quality of
responses/feedback and impact on healthcare
support and workload31 suggest that the provider
experience is generally positive in these domains
and point out that remote consultation has the
potential to improve overall job satisfaction and
retention in geographically remote communities
and provide educational/continuing professional
development.31,32

Global workforce, migration and
healthcare
Migration of healthcare workers is not a new phe-
nomenon. HICs have relied on workers trained
abroad for decades. One sophisticated attempt
to map and quantify healthcare workforce flows
was conducted in 2007 by the Organisation for
Economic Co-operation and Development
(OECD), which reviewed the in- and outflow of
doctors and nurses in OECD countries based on
the best available data.33 The study showed that
over the past 25 years, the number and the

percentage of foreign-trained nurses and doctors
increased significantly in European countries.33

Thus far, India is the top source country and pro-
vided United States, United Kingdom, Canada,
and Australia with 69 000 Indian-trained physi-
cians, it is estimated anywhere from 20% to 50%
of Indian health-care workers seek employment
overseas.34

There is a broad consensus in the scientific lit-
erature that health worker migration has negative
effects on the native country and its people, while
the receiving country and the migrating worker
are chief beneficiaries.6 Saluja et al used the con-
cept of the value of a statistical life and marginal
mortality benefit provided by physicians to
estimate the economic cost for LMICs of excess
mortality associated with physician migration.
They estimate that LMICs lose US$15.86 billion
(95% CI US$3.4–38.2) annually due to physician
migration to HICs. The greatest total costs were
incurred by India, Nigeria, Pakistan and South
Africa.35 It is important to note that brain drain
does not result in a one-time capital loss, but
rather continues to affect LMICs each year that
their physicians are out of the country.

More recently, evidence from an exploration
of the disproportionate impact of COVID-19 on
Black, Asian and minority ethnic (BAME) health-
care staff in the UK has intensified the discussion
by shining a light on the determinants of migra-
tion and immigration of international healthcare
workers. The report has revealed the stresses
experienced by international healthcare workers,
such as poorer career progression, increased
bullying and harassment, higher referral rates to
regulators and, sadly, higher death rates related
to COVID-19.36

Admittedly, migration may also be associated
with beneficial effects, ranging from increased
remittances to LMICs to transfer of technology
and expertise. Whether migration strengthens
or restricts transfer of technology and knowledge
between countries remains debatable, but the
pandemic has altered the scope of discussion link-
ing technology and the migration process.

Modern electronic technologies have possibly
transformed not simply the ‘spatial and temporal’
association between healthcare worker and
patient,37 but also increasingly the recruitment
of healthcare workers themselves. Seventy-five
per cent of patient–doctor consultations in the
pandemic period took place remotely (defined
as utilising telephone and video calls).38 As med-
ical tourism is set to become less possible between
countries in the wake of the COVID-19 pan-
demic, participatory treatment and the accessibil-
ity of marketable technologies can provide
patients with extra possibilities to view and track
their health information and to connect with
their providers. For some, medical care will be
delivered in the palm of their hand, in the com-
fort of their own home. Recently, a healthcare
provider in the UK advertised a ‘virtual’ consult-
ant psychiatrist post with 100% remote working.39
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Novel mechanism for levelling up global
healthcare workforce equity
Could the underlying principle of remote consul-
tations be the attractive alternative for health sys-
tems that are facing a crisis in recruitment of
healthcare personnel and costs?

Expanding, improving and supporting the
health workforce – collectively part of human
resources for health – is of fundamental import-
ance. Extending health coverage to more people
and offering more services has proved challenging
for many of the worst affected parts of the world.40

Codes of practice on ethical international recruit-
ment – or similar policies – have been introduced
at both national and international levels to protect
the health systems of vulnerable countries.41 We
contend that what the WHO’s Global Code of
Practice on the International Recruitment of
Health Personnel40 has done is to expose the polar-
isation in the availability of health (including
human) resources between HICs and LMICs.
The WHO Code of Practice was an ambitious
step in the evolution of what has become known
as global health diplomacy, seeking to redress the
imbalances among health workers around the
world by raising important issues of human rights,
including access to healthcare, equity and social
justice.42 The adoption of the Code in 2010 by all
193 member states of the WHO has put in place
a new global health architecture.43 This Code estab-
lished and promoted voluntary principles and
practices for the ethical international recruitment
of health personnel and the strengthening of
health systems.42 It is a multilateral framework for
tackling shortages in the global health workforce
and addressing challenges associated with the
international mobility of health workers. For
these reasons, the role and relevance of the Code
may require a revaluation in the areas shown in
Table 2.

Conclusions
The COVID-19 pandemic has led to the rapid,
pervasive and local adoption of technology

normalising remote consultations. Previously,
digital technologies such as remote consultations
were the preserve of geographically remote and
rural communities, whereas AI and data mining
were largely confined to urban scientific commu-
nities. Post-pandemic, technology not only offers
access to local populations, including underprivil-
eged areas, but crucially democratises access to
healthcare technology across the world. The pan-
demic has had a significant impact on the global
healthcare workforce and rates of burnout and
stress have further depleted a workforce already
short on numbers. Under such circumstances,
migration from LMICs to HICs escalates – with
consequences for all parties’ native countries,
host countries, the migrating doctors and the
patients. Migration of healthcare workers from
LMICs leads to worsening healthcare outcomes
in their native countries. However, although
migrants might be lured by the holy grail of better
prospects for them and their families, the reality is
that some experience poorer career progression,
less favourable pay and a professional risk of
referral to regulators. Telemedicine could prove
a novel mechanism for many LMIC doctors to
ethically offer their services to HICs remotely.
Alternatively, expertise from HICs that was
expensive to import may now be available with
fair compensation mechanisms and professional
safeguards that may lead to widening access to
the available healthcare capacity and lead to bet-
ter matches between demand and supply.
However, it is the future potential development
that telemedicine could spread so widely that has
raised questions surrounding the re-evaluation of
regulation processes. Codes of practice on ethical
recruitment have in the past been produced with
the aim of ensuring ethical values, protecting vul-
nerable countries, workers and their patients.
The policy initiatives developed in the past have,
however, depended on the expansion of the med-
ical workforce through the active recruitment of
overseas qualified doctors.44 Quality improve-
ments in healthcare offered through advances in
digital technology including telemedicine should

Table 2
Key factors requiring revaluation

Review Factors

Legal issues Licence to practise in different jurisdictions; clinical indemnity

Interface with other legislation Mental Health Act, Human Rights Act

Patient safeguards Healthcare provider not subject to international liability (criminal, civil and contractual)
Access to complaints procedures

Affordability Reduced cost of expert advice

Data protection Location of servers/platforms – location of physical notes, who and how to access to notes, and accessibility.
Safeguarding, protecting privacy and confidentiality

Remote working Health and well-being of staff: migration is stressful, host countries do not help staff assimilate, resulting
in differential attainment rates in career progression

The role of other support staff Medical scribes or assistants – to help experts work remotely
Electronic prescribing
Support from pathologists and radiologists
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be a fundamental right of the public to help access
the best healthcare. The provision of high-quality
care at a cost-effective price, while ensuring that
there are regulations and policies in place to safe-
guard if things go wrong, should be a given
when designing digital interventions. Good codes
on guidance of such digital solutions will not only
help globally migrant healthcare workers, but will
also have the potential of transforming future
health outcomes for millions of people around
the world.
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GLOBAL ECHOES Reflections on mental healthcare for
an asylum seeker population caught
in limbo on the Greek island of Samos
Lindsay Solera-Deuchar

A psychiatry trainee reflects on a period of
work on the Greek island of Samos with the
international medical non-governmental
organisation Medécins Sans Frontières/
Doctors Without Borders, providing mental
health and psychosocial support to asylum
seekers. The clinic provided services to asylum
seekers who were living in a crowded refugee
camp, many of whom were experiencing
symptoms of severe mental illness. The author
reflects on the nature and severity of these
presentations, and questions the role of
psychiatry in treating mental illness that is
clearly exacerbated by circumstances resulting
from European asylum policies.

Like many medical students, I had dreamed of
working for Médecins Sans Frontières/Doctors
Without Borders (MSF) since I began my medical
degree. When I discovered psychiatry, I thought
that I would have to reconsider this dream, as I

had never heard of psychiatrists working with
MSF. But that was before I learned that mental
health and psychosocial support is an integral
part of MSF’s work. Fast forward 12 years to
November 2020, and with my core psychiatry
training completed, I was on my way to the
Greek island of Samos to work with MSF for the
first time.

Samos is one of the five Greek islands with a
reception and identification centre (RIC), created
to host and ‘protect’ asylum seekers arriving from
Turkey while their asylum application is being
examined. Since the EU–Turkey deal in March
2016, Samos and the other islands have become
bottlenecks in the journeys of asylum seekers to
Europe, who are forced to spend indefinite peri-
ods on the islands waiting for their asylum claim
to be processed.

The camp, just outside Vathy town, was origin-
ally built for around 600 people, but has hosted
up to 10 times as many. During my time on
Samos, there were an estimated 3500 people liv-
ing in the camp. The original RIC is a small
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*A video abstract for this article is
available at: https://vimeo.com/
bjpsych/bji-2022-3
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