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Emigration of British Doctors to United States of America and Canada

Report and Recommendations of a Ministry of Health Interview Board* on Interviews
and Discussions in North America with British Trained Doctors

Brit. mned. Y., 1968, 1, 45-48

The Chief Medical Officer of the Ministry of Health in his
annual report for the year 1966 stated: "Manpower is more
limiting than lack of money and efficient use of what we have
is essential." An important factor in this respect is the sub-
stantial emigration in recent years to North America of British
trained doctors. Early this year the Minister of Health decided
that the time was opportune (more especially in view of
advances in medical practice in the National Health Service
and recent improvements in the terms and conditions of service
of medical practitioners) to send a fact-finding mission to
North America. Accordingly, we were asked to undertake an
inquiry among British doctors in North America, with the
following purposes:

(a) To inquire into the attitudes and present state of mind of
British doctors in North America, including identification of factors
that induced them to emigrate, factors which if present would have
deterred emigration, and factors that prompt return.

(b) To discuss with doctors wishing to return the opportunities
they seek and to recommend suitable applicants to employing
authorities.

(c) To make recommendations accordingly.
Our visit was publicized in a number of journals in July and

August, and some 200 doctors, not all in North America, had
responded by the time we left England at the end of September.
We arranged our itinerary in order to be able to offer an inter-
view to nearly every doctor in North America who had
approached us, and between 1 and 25 October we met privately
135 British doctors in New York, Washington, Chicago, San
Francisco, Toronto, Winnipeg, Calgary, Banff, and Vancouver.
We also similarly met 16 doctors of other nationalities who
were seeking to work in the United Kingdom. We are glad to
record that we were able to recommend the great majority of
those who came to see us for appointments of the kind they
seek. In addition to private interviews we were able to meet
socially or informally about 150 other British doctors, of whom
some may decide to explore further the possibilities in British
medicine outlined to them. Finally, though our assigned task
has been completed, we understand that the Ministry of Health
continues to receive inquiries from British doctors overseas in
consequence of this initiative.
The observations we offer in this report are based on what

we were told in these interviews and discussions.

Ministry of Health Interview Board: Dr. R. H. Barrett, Principal
Medical Officer, Ministry of Health (chairman); Mr. A. J. Collins,
Principal, Ministry of Health; Dr. Christie W. Gordon, Senior
Administrative Medical Officer, Birmingham Regional Hospital
Board; Dr. A. Talbot Rogers, Principal Medical Officer, Ministry
of Health; Professor A. G. W. Whitfield, Consultant Physician and
Director of the Board of Graduate Studies, University of Birming-
ham; Dr. Stephen R. F. Whittaker, Consultant Physician and Chair-
man of the Consultant Services Committee, Birmingham Regional
Hospital Board.

For the purpose of our mission the Ministry of Health
authorized us to offer selected British doctors a measure of
financial assistance not normally available to doctors overseas;
these were firstly that, where following a recommendation
from ourselves a hospital board decided to invite an applicant
for a consultant appointment to interview, the Board would
refund the applicant's expenses in attending, and secondly that,
where a doctor we interviewed subsequently returned to the
United Kingdom to a post to which he was effectively intro-
duced through his interview with us, the cost of return travel
for himself and any dependants might be met. Doctors inter-
viewed must obtain their appointments in this country in the
normal way, and the Board could undertake no more than to
advise employing authorities and certain general-practitioner
partnerships of the interest of a particular doctor in North
America and to pass on its own recommendation. It would
clearly have been wrong for our mission, even on an experi-
mental basis, to enable doctors overseas to compete on advan-
tageous terms against doctors in this country for individual
appointments ; the assistance offered could not be more than the
removal of some of the disadvantages that are experienced by
a British doctor overseas who seeks to return to this country.

Background to Our Mission

The practice of medicine knows no international boundaries.
British doctors have practised overseas for many generations,
as the histories of the Commonwealth and other countries will
record. However, our own National Health Service has
created a strong demand for the services of British doctors in
their own country. Almost certainly, all countries need more
doctors than they have, and it is freely admitted that there are
insufficient doctors both in the United States and in Canada
and that medical services there would suffer much strain
without an annual intake of overseas graduates. This is also
true of the United Kingdom, from which doctors emigrate to
the United States and Canada, while Canadian doctors receive
tempting offers to work in the United States. The net loss
through emigration of British doctors to all countries overseas
in the two-year period 1962-4 was about 300 per annum, over
one-sixth of the annual output of our medical schools in those
years. The financial contribution from the taxpayer towards
the high cost of medical training needs to be considered, and,
as is pointed out in the recent report on " The Brain Drain,"t
every young highly trained person who emigrates to North
America in effect presents the North American economy with
a gift of very considerable magnitude from the British economy.

t Report of the Committee on Manpower Resources for Science and
Technology, Cmnd. 3417 (para. 43).
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Emigration of British Doctors

An Acknowledgement

The co-operation of the doctors who were interviewed is
gratefully acknowledged. Their ready response and willing-
ness to travel sometimes long distances for a discussion with
the Board was a rewarding feature of the tour. Also their
readiness to discuss personal as well as professional matters made
the Board's task easier than it might otherwise have been. The
Board wishes to express its sincere thanks for the courtesy and
help of all those concerned with the arrangements.

Some Relevant Statistics

As our interviews were on a confidential basis, it is not open
to us to make available detailed data on British doctors in
North America wishing to return to the United Kingdom.
Moreover, it will be appreciated that by force of circumstances
the Board met a self-selected sample of such doctors. Our
statistics can relate only to those of such doctors who heard
of our visit and arranged an interview with us. It became plain
to us in the course of our visit that more extensive advertise-
ment, over a longer period, would have much increased the
number of requests to meet us. With those reservations we
append two Tables analysing 135 British doctors interviewed
(see p. 48).
Of these 135, 63 are resident in the U.S.A. and 72 in Canada.

Men number 120, women 15 ; 9 men and 6 women are single,
the large proportion of married doctors often having young
children.
No fewer than 69 are graduates of London medical schools

(including Oxford and Cambridge), while 27 are Scottish
graduates and 13 Irish. Of those whose last appointments were
in the hospital service 24 left London teaching hospitals, 7
provincial teaching hospitals, and 9 Scottish hospitals. The
number leaving regional hospitals was 39.
While in North America 43 are known to have obtained a

further qualification, but only nine of these are among the
substantial number who indicated that they had emigrated
primarily for better professional opportunities.

Observations

Factors Influencing Emigration

Doctors who had emigrated from the United Kingdom to
North America comprised two main groups: those who had
worked in the National Health Service for some years and
those who left shortly after qualification. Among the former
were general practitioners who became dissatisfied with the
terms and conditions of service, particularly the lack of hospital
facilities, and whose discontent was fomented by a derogatory
lay and medical press campaign. Others of this group are those
who aspired to a specialist career and either failed to acquire
the appropriate higher qualifications or were unwilling to face
the waiting period for senior registrar and consultant vacancies,
which in some specialties such as surgery appeared unlikely
ever to materialize. Higher financial rewards in North America
have influenced many, particularly those with family responsi-
bilities beyond their income, and the New World practice of
bestowing high-sounding but meaningless academic titles has
proved an added attraction. Evidence of British consultants
and professors advising and encouraging trainees to emigrate
because of the uncertainty of their prospects and the rigidity of
the National Health Service and academic structure in the
United Kingdom was unfortunately forthcoming. On the
North American side the readiness to appoint without inter-
view, the wealth of research facilities, the energetic recruitment
and immediate follow-up of any inquiry with offers of free
passage, and the efforts made to give the new immigrant good
housing, friendship, hospitality, and a full social life as well as

ByrnsH
MEDIAL JOURNAL

every professional facility are factors which it is impossible to
overestimate.
The paucity of senior academic posts in the United Kingdom

compared with their abundance in North America results in
the emigration of some of our most able young men who seek
to continue their career in academic medicine. These we can
ill afford to lose.
Of those emigrating to North America without significant

experience of the National Health Service most appear to have
done so from a desire to travel, or because of the shortage of
married accommodation in British hospitals, or through electing
to do their national service in the Canadian army, navy, or air
force, or for more easily available research facilities, or on some
form of postgraduate fellowship. For others lack of security
and difficult economic circumstances have made the early years
after graduation a critical period of decision. Once in North
America they become subject to financial and other pressures
to remain, and receive flattering invitations to accept one of the
many unfilled posts in academic medicine or in practice.

It was to be expected that some of the emigrants would be
of a type who would not be happy or fit in anywhere, but very
few of the doctors interviewed were in this category.

Advantages of Remaining i North America

The medical manpower shortage in Canada and the United
States and the wealth that is at the disposal of their academic
institutions make North America a land of opportunity for
British doctors and enables them to achieve financial and
professional status far above their National Health Service
rating. The average British medical graduate is highly regarded
and so is in especial demand, and he will seldom have difficulty
in getting the type of appointment he seeks or in changing to
another post whenever he wishes. Once fully trained in a
specialty there is no long wait for consultant or professorial
status. The specialty board examinations have to be passed, but
do not appear to present special difficulty, and no higher quali-
fications are required. Facilities for research seem limitless,
and many who in the United Kingdom would not be accepted
for posts in this field hold research appointments carrying a
high salary and bringing rapid academic advancement. Many
of those interviewed appreciated the absence of the type of
barrier between senior and junior hospital staff which they had
often encountered in British medicine. The unapproachability
of some consultants and the "other rank" status of house-
officers was mentioned.

In the academic field salaries are higher in North America
than in the United Kingdom, particularly for the younger
man, and in general and specialist private practice very large
incomes are earned and relatively lightly taxed. The incisive
separation which the National Health Service has imposed
between hospital and general practice is absent in North
America, where nearly all general practitioners have some
hospital privileges and often do major surgery and other
specialized practice. This of course adds considerably to their
income and to the interest of their work, but cannot always be
in the best interests of the patient.

Reasons for Wishing to Return to the United Kingdom

There were instances in which it was apparent that British
doctors had come to North America in response to advertise-
ments which misrepresented the appointment offered and the
opportunities it provided and without sufficient consideration
of the licensing regulations, the various specialty boards, the
expenses of practice, and the high cost of living.
The most frequent reason mentioned for wanting to return

to the United Kingdom was for the benefit of children.
Schools in many parts of North America are regarded as

46 6 January 1968
 on 24 M

ay 2023 by guest. P
rotected by copyright.

http://w
w

w
.bm

j.com
/

B
r M

ed J: first published as 10.1136/bm
j.1.5583.45 on 6 January 1968. D

ow
nloaded from

 

http://www.bmj.com/


Emigration of British Doctors

unsatisfactory by British standards, and some doctors were

worried about their early loss of parental control and the
violent and other adverse influences to which the child and
adolescent are exposed. Fear of racial tension was expressed
by some of those living in the United States. The reasons

others gave for wishing to return were a preference for the
British way of life, patriotism, homesickness, particularly in
wives, and family ties. Others had become dissatisfied with
the medical standards and the "commercialism" of some

medical practice in North America.
Those British doctors on an immigrant visat in the United

States who are under the age of 36 are now subject to military
service, and for this reason several were anxious to return
urgently to the United Kingdom.

Barriers Impeding Return to the United Kingdom
It was very obvious to the Board that it is much easier for

British doctors to emigrate than it is for them to return to the
United Kingdom. The most serious difficulty is the insistence
of National Health Service appointment committees on can-

didates' attendance for interview. If unsuccessful such atten-
dance is costly in money and time, and if successful it adds to
the total cost of returning to the United Kingdom. For those
with families this may be a heavy financial consideration.
Doctors in North America hear only of National Health Service
vacancies in the advertisement columns of the Lancet and
British Medical 7ournal, and many stated that these journals
rarely reached them before the closing date for application.
Many take no British newspapers or United Kingdom medical
journals and so are ignorant of the many improvements in
conditions of practice, general or specialist, and in pay and
terms of service that have been made in the National Health
Service. Furthermore, we were told that the hostile attitude of
the North American press and the medical profession in North
America, particularly its dissident British element, towards the
National Health Service helps to dissuade them from returning.
It seems that such information regarding the National Health
Service as is published in American and Canadian newspapers

refers mainly to its difficulties and is so disparaging as to

discourage return to the United Kingdom.
A number of doctors had found professional satisfaction in

academic work in North America and would return only to a

chair or a National Health Service appointment with an

academic content. The small number of professorial chairs in
some specialties (such as anaesthetics, orthopaedic surgery, and
radiology) in the United Kingdom is a serious barrier to their
return.

Many who wish to return home have done most or all of their
vocational training in North America, and while having no

British higher qualifications have passed their United States or

Canadian " national boards" in their specialty. There is no

accepted equivalence between such boards and British higher
qualifications, and this engenders reluctance even to apply for
posts in the National Health Service, for which British
diplomas may be specified by the hospital boards.

There were several doctors with no British qualifications who
wished to come to work in the United Kingdom. Some of
these would be an asset to British medicine, but the current

regulations regarding registration make it difficult for them
to take any decisive step.

A substantial number of those wishing to return to the
United Kingdom expressed a preference for posts in the south
of England, and several refused to consider the midlands or

the north.

tA doctor may enter the United States either on an immigrant visa or
on an exchange visa. Exchange visas are available only to those
classified as students at institutions supported by Federal funds and
permit residence for up to five years. The holder must then leave
and not re-enter the United States for two years. At present holders
of exchange visas are not liable to conscription.
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Many doctors who wished to return to the National Health
Service stated that there was no one whom they could consult
for authoritative information and advice regarding the
practicality of their return or the steps to take.

General practice poses special problems which are discussed
in Appendix A (see below).

Sumnnary
The full response to the Board's advertisement and tour

indicates the willingness of a significant proportion of British
trained doctors in North America to return to work in the
National Health Service. It is clearly in the national interest
to maintain this movement and to reduce the obstacles to their
return. These obstacles were clearly defined in the evidence
given to the Board by the doctors themselves.
More information is needed in this country and overseas

about career prospects, incomes, married accommodation, train-
ing programmes, and study leave, and especially about policy
for medical manpower, medical organization, and hospital plan-
ning. The developments planned for the future rather than
past difficulties should help to bring medical career prospects
into better perspective.
There is room for improvement in the arrangements for

career guidance, which is needed not only for the period
immediately following qualification and registration but also
until the doctor has selected the field of medicine in which he
wishes to practise. The training programme should then
provide security of tenure and lead without a break to the
specialist qualification. Where special experience overseas is
desirable this should be part of the planned programme.

Special attention needs to be given to the doctors of proved
ability holding academic posts, and more flexibility and
opportunities in the academic career structure are needed.
These doctors are the potential teachers of the next generation,
and the country can ill afford to lose them.
The problem of reciprocal recognition of North American

and United Kingdom postgraduate qualifications needs to be
reviewed in the light of the high standards prevailing in both
countries. The lack of such recognition is an obstacle to many

doctors established in North America who would otherwise
return to work here.
For the British doctor abroad the procedures for applying

for hospital posts in the United Kingdom are cumbersome, and
there is scope for improvement in methods of making known
overseas the opportunities that exist in this country.

Medical practice overseas can provide valuable experience,
and it is the Interview Board's view that artificial restrictions
on emigration are neither practicable nor desirable. What is
needed is an improvement in the capacity of the National
Health Service to recover its medical staff after such service, and
equally to ensure that emigration is not undertaken in default
of sound advice. There is evidence that it can act to the

detriment not only of our country but also of the professional
progress of the doctor.

Appendix A: General Practice

The doctors interviewed who expressed an interest in general

practice in the United Kingdom were firstly those now in
general practice in North America who were willing to consider
the prospects of similar work in the United Kingdom, and
secondly those now practising as specialists in North America
who have a strong desire to return but who lack the requisite
degrees or approved experience that would be necessary to

obtain for them a suitable career post in hospital.

It did not seem likely that many of those in the first group

were seriously considering exchanging general practice in North
America for general practice in this country. Once they have
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got into North American ways of practice they are loath to
change. Some of them at first find it difficult to accept the
basic fact that every investigation and every drug they order
have to be paid for by the patient. But they adapt quickly to
this, comforting themselves with the thought that most of the
costs to the patient will be met by insurance.

In the pattern of practice in North America there are few
house-calls; most of the consultative work is done from the
doctor's office. Any patient needing sustained or emergency
treatment is admitted to hospital. Bed provision appears to
be more lavish than in the United Kingdom, and the general
practitioner seems to have no difficulty in getting patients
admitted to a hospital with a multitude of ailments that would
have little chance of securing a hospital bed for the patient in
Britain. In hospital they may remain under the care of the general
practitioner, who does a daily round of the hospital, supervises
investigations and treatment, and is paid substantially for these
services, directly or indirectly by the patient. The general
practitioner calls for consultant advice only when he deems
this necessary. Should the patient require treatment in, say,
an intensive care unit, he will in practice be under the constant
supervision of the director of that unit and his medical team,
but the general practitioner retains access and interest and is
persuaded that he also retains responsibility. In so far as
surgical procedures are concerned, a close scrutiny is made
of the doctor's training and experience and of the results
of any surgery he does. On the basis of this he is granted
limited " privilege," which means he can undertake operations
up to a defined level. Few general practitioners that we met
in urban areas had permission to do anything more complicated
than an appendicectomy or a herniorrhaphy.
The appreciation by the general practitioners of their ability

to use the hospital and participate in the care of their patients
there cannot be exaggerated. Time and again doctors told us
that they would be unwilling to return to general practice in
Britain while opportunities in the United Kingdom to admit
their patients to hospital and treat them there were unavailable.
Implicit in this seemed to be the conception that they should
be remunerated by the N.H.S. for this hospital work. Some
admitted that the exercise of their " hospital privileges " in
North America would be unattractive, indeed economically
unacceptable, if there were no payment for it in any form.
The principle of a fee for service is strongly ingrained. An

BRITISH
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extended round done with a Canadian doctor of his patients
in a most attractive, new, and lavishly equipped hospital
showed that the care of every single one of these patients was
well within the competence of an average general practitioner,
and that most of them would have been treated in their own
homes by his British counterpart. But the British general
practitioner translated to North America has become so used
to this new pattern that it is the certain loss of it, even more
than the considerable drop in income that he would inevitably
suffer, that is the chief factor in deterring him from seeking
to return to general practice in the United Kingdom.
Some general practitioners who have gained extra experience

in North America in a specialty-for example, in anaesthetics-
are seeking posts in the United Kingdom in this specialty
rather than return to British general practice.

In the other group, those who have been practising as
specialists in North America but who would be content to
return to general practice in this country, there are good doctors
who could be useful recruits to general practice here. They
usually wish to go into group practice, and in the present
scarcity may well be found such places, but it must be remem-
bered that many of them are now in middle-age and they may
have some difficulty in getting in as junior members of a
group.

General practice in North America may be said to be based
on a scarcity of doctors and ample hospital provision. This
leads to the absence of domiciliary care as known in this
country. Practice is centralized in the doctor's office and his
hospital privileges. Most specialists in North America work
from an office, as do the general practitioners (often sharing
group accommodation), but restrict their work to their specialty
(though many so-called paediatricians are in effect children's
general practitioners seeing chiefly unreferred patients).
The conclusion is that in the context of long distances and

a severe doctor shortage in general practice this is a logical
pattern which has developed over the years. It is clearly a
very different service from the National Health Service, but
nevertheless its attractiveness to the young practitioner in this
country persists, and emigration of general practitioners can
be stemmed only by continuing improvement in the conditions
of service in this country, in particular for those with the
smaller and with the excessively large lists.

Appendix B: British Doctors Interviewed

ITAiui F 1.-Analysis by Age and Years in National Health Serri e

Age
Group Not 0 1 2Known ~-

Under 30 6 4
30-34 2 3 1
35-39 3
40-44 1 1 2
45-49 1 1 1
50-54
55-59
Over 59

Totals 4 - 14 8

Years of Service in United Kingdom before Emigration

3 4 5 6 7 8 9 1

2 2 4 3 5 1 2
2 3 3 2 3 1 4
2 4 1 3 2 3

1 3 3 i 2
1

10 11 12 Over All10 I I 12 12 Years

13
1 526
3 1 5 1 31
3 2 1 7 32

1 1 5 2(1
1 1 1 5 9

2 4

10 11 10 9 11 5 12 8 5 8 20 135

TABLE I1.-Analysis by Age and Years of Practice in North America

Years of Practice in North America
Age _

Group Not 0 1 0 1 2 Over
Known 12 1 2 3 4 5 611 12 12

Under30 211 21

35-39 2 8 4 4 1 2 1 3 21 3
40-44 3 2 1 4 1 3 1 4 5 2 2 4
45-49 1 1 1 1 1 2 2 3 2 1 4
50-54 1 2 1 4
55-59 I1 1 2
Over 59

Totals 3 4 30 18 9 9 4 5~ 8 I 2 13 4 3 14 135
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All
Years

13
26
31
32
19
10
4

9 4 5 8 9 2 13 4 3 1351430 18 9Totals 3 4
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