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Introduction 

1. National Policy on Nursing Personnel and the Promotion of 

Adequate Quality Health Services 
 

1.1 Defining nursing personnel 
'Nursing personnel' are defined within C149 and R157 to include ‘all categories of persons providing 
nursing care and nursing services’. The recommended three-tier classification structure set out in 
R157 consists of professional nurses, auxiliary nurses, nursing aides. However, as the ILO has 
previously noted, defining the category of nursing personnel within the health workforce is made 
difficult by significant differences in how occupational categories are classified between countries 
and a lack of harmonised information systems.1 Various occupations of health workers provide 
direct nursing care and indirect nursing services across the health sector, in both clinical and non-
clinical settings. 

The first two classifications align with the WHO’s definition of professional nurses, reflecting the two 
ISCO-08 classifications of nursing and midwifery professionals (222) and nursing and midwifery 
associate professionals (322).2 The third category designated as ‘nursing aides’ is ill-defined but 
encompasses much of the health workforce outside the definition of professional nurses. It may 
apply to some workers who fall into various ISCO-08 categories such as healthcare assistants (5231), 
personal care workers (5322 and (5329), community health workers (3253) and medical assistants 
(3256).  

As it has been more than 40 years since the Convention was adopted, the ‘nursing aide’ category has 
grown considerably due to the expansion of aged care and the reliance on community health 
workers in many countries; this workforce must not be excluded from the provisions of the 
Convention. It is therefore crucial for the ILO to issue clarification that ‘nursing personnel’ covers a 

wider section of the health workforce than professional nurses in clinical settings, and to set out 
the workforce categories to which the provisions set out in C149 and R157 apply. 
 
In the interest of defending quality public health systems, a distinction between professional nurses 
and other health workers must be maintained. In accordance with WHO guidelines, nursing aides 
should not work in clinical settings - nursing practice should be restricted only to qualified nursing 
professionals. There needs to be strong delineation in policy between the classification and 
regulation of the health workforce. An important principle set out in R157 is that the requirements 
for the practice of the nursing profession should be restricted to professional nurses and auxiliary 
nurses and limited to authorised persons who attain the required education and training or who are 
licensed by a certification body (Para. 13). Workers in a lower classification should not be used as 
substitutes for those in higher categories except for cases of emergency (Para. 6.3 and 15.1).  
 
PSI is concerned by reports from many affiliate trade unions who report systemic abuse of these 
stipulations. Governments are usually unwilling to include all the lower classification levels of 
nursing personnel into regulations. It is also official policy in some cases to replace qualified nurses 
with workers that have insufficient qualifications. For example, PSI affiliates in India have collected 
evidence of instances where workers with insufficient qualifications were used to supplant qualified 

 
1 ILO (2017), Improving employment and working conditions in health services, Report for discussion at the 

Tripartite Meeting on Improving Employment and Working Conditions in Health Services: Geneva, 11-12, 24 
2 See ‘Annex 1. Who is a nurse?’ (p. 108) in State of the world's nursing 2020: investing in education, jobs and 

leadership (who.int) 

https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/publication/wcms_548288.pdf
https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/publication/wcms_548288.pdf
https://www.who.int/publications/i/item/9789240007017
https://www.who.int/publications/i/item/9789240007017


 

 

nurses during the COVID-19 pandemic.3 On the 17th of June 2021 the All India Government Nurses 
Federation (AIGNF) wrote to the Chief Minister of the National Capital Region of Delhi about a 
concerning decision to advertise for and recruit “Nursing Assistants” who would receive just 15 days 
training. The AIGNF pointed out that the use of the term Nurse was misleading and dangerous and 
that no employer should be able to employ workers who are not registered with the Indian Nursing 
Council.  
 
In many rich countries with otherwise well-developed universal healthcare and hospital systems, the 
question of which categories of nursing personnel are included and excluded within the scope of 
regulatory frameworks is a significant issue. For example, in New Zealand, despite a generally strong 
public health sector, the community services sector is highly fragmented, privatised and 
characterised by individualised funding models, resulting in insecure work and significantly lower 
pay relative to the public health sector. Whereas Registered Nurses, Enrolled Nurses and Nurse 
Practitioners are regulated professions under national health legislation, other professions of 
nursing personnel such as health care assistants, community health workers and home support 
workers are not.4 Likewise in South Korea, most long-term care workers are in a low-paid and 
precarious situation, self-employed or employed by outsourced and private institutions, and 
excluded from the definition of health care personnel.5 
 
As the ILO has recently noted, care workers in non-clinical settings such as institutional or home-
based care are typically excluded from protections afforded to health workers in hospitals, despite 
the fact that they often perform tasks that involve complex disease or palliative care management. 
These workers are typically afforded a lower status and excluded from many of the protections 
offered to other nursing personnel. Despite the majority having basic or intermediate qualifications, 
they are typically considered ‘low skilled’ and are among the lowest paid.6  
 
PSI supports campaigns for health sector reforms designed to strengthen public health systems, 
increase public health financing and staffing and secure commitments to health care and social care 
as public goods and a human right. There is a need for reforms that integrate public health care with 
community services in a way that extends regulation to all categories of the nursing personnel 
workforce. All nursing personnel – especially the occupations that make up the ‘nursing aide’ 
category - need to be brought under regulatory frameworks of health policy provided with decent 
jobs and opportunities for further education and career advancement, as per the provisions in the 
Convention.  
 
 

1.2 Status of nursing volunteers 
All nursing personnel should be recognised as workers. Special rules that allow volunteer nursing 
personnel should not be included in the instrument. Whilst there may be some circumstances where 
the use of volunteer nurses is appropriate (eg. medical professionals volunteering abroad as part of 
humanitarian emergency response programmes), the same can be said for workers in any sector. 
There should be no provision in an international instrument for volunteer nursing personnel labour 
other than to place limits on its use. 

Voluntary nursing personnel are core to delivery of primary healthcare in some countries, especially 
in poorer, rural and remote areas of Asia and Africa. The result is the exclusion of categories of 

 
3 All India Government Nurses Federation (AIGNF) correspondence to Chief Minister NCR Delhi.  
4 PSA Submission (NZ) 
5 KPTU Submission (South Korea) 
6 ILO (2020), COVID-19 and care workers providing home or institution-based care, ILO Brief, Geneva, October 

2020 

https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/briefingnote/wcms_758345.pdf
https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/briefingnote/wcms_758345.pdf
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health workers from labour protections and regulation, leading to exploitation and undermining the 
capacity of the health system to deliver public health objectives. In certain countries, a substantial 
proportion of the nursing personnel workforce is delivering front-line health care under informal 
arrangements or honorary systems (eg. accredited social health activists (ASHA) in India, Community 
Health Volunteers or Lady Health Workers). Lacking the status of employees, they work in exchange 
for allowances or receive piece-rates (eg. a payment per vaccine delivered) instead of wages. They 
are not eligible to receive basic benefits (including sick leave), are exempt from regulations on 
working hours, lack adequate break times, and are subjected to unrealistic daily targets. The COVID-
19 emergency has seen this group of workers facing extreme conditions, with many reporting lack of 
adequate PPE, lack of access to health care, testing and quarantine facilities.7 
 
These issues are further explored in a supplementary submission prepared by PSI and its affiliates 
which focuses on Community Health Workers in India, Pakistan, Nepal, South Africa, Malawi, Zambia 
and the Philippines who are excluded from formal recognition and regulation as health workers. 
 

1.3 Promotion of adequate quality health services 
Persistent global inequality in access to health care, associated with a massive imbalance in health 

sector jobs, is a longstanding well-documented problem which has attracted considerable policy 

attention in recent years. Yet, the current pandemic emergency is exposing widening health 

inequality, exacerbated by failure of a common global response. In the absence of global solidarity, 

this threatens a further concentration of health resources and health jobs in rich countries at the 

expense of the Majority World. 

Recognition of the nursing workforce crisis – a deficit of decent work leading to recruitment and 

retention shortages – has become a feature of multilateral policy in recent years.8 The 

recommendations of the United Nations High-level Commission on Health Employment and 

Economic Growth and the 2017 World Health Assembly resolution on “Working for Health: A Five-

Year Action Plan (2017-2021)” were hailed as a paradigm shift on recognising the essential role of 

the health workforce and the economic value of investment in the health sector. The practical 

aspects involved plans for increased investment to recognise that decent working conditions are key 

to attracting and retaining the workforce, strengthening quality of health services, and combating 

gender inequality. The Action Plan puts forward a plan for forward collaboration between ILO, OECD 

and WHO for tripartite social dialogue between governments, employers, and trade unions, 

strengthening or producing national health workforce strategies, improving data and monitoring, 

aligning domestic resources and development assistance with workforce strategies and scaling up 

professional and vocational education programs for the health workforce.9 Despite this, however, 

the plan has seen limited success. A recent evaluation of the effectiveness of this strategy found that 

despite the shifts in economic thinking and support for social spending from multilateral 

organisations, there was “relative neglect, underinvestment, and limited shared responsibility in the 

 
7 PSI (2020), Violation of Health Workers' Rights During Covid-19 Pandemic: A Submission to India's National 

Human Rights Commission 
8 WHO (2020), State of the world's nursing 2020: investing in education, jobs and leadership. World Health 

Organization: Geneva 
WHO (2016), Global Strategy on human resource for health: Workforce strategy 2030, World Health 
Organization: Geneva 
9 WHO (2018), Five-year action plan for health employment and inclusive economic growth (2017–2021), 

Geneva: World Health Organization 

https://publicservices.international/resources/news/health-unions-raise-issue-of-protection-for-health-workers-to-the-indian-national-human-rights-commission?id=11116&lang=en
https://publicservices.international/resources/news/health-unions-raise-issue-of-protection-for-health-workers-to-the-indian-national-human-rights-commission?id=11116&lang=en
https://apps.who.int/iris/handle/10665/331677
https://apps.who.int/iris/handle/10665/331677
https://www.who.int/hrh/resources/global_strategy_workforce2030_14_print.pdf?ua=1
https://www.who.int/hrh/resources/global_strategy_workforce2030_14_print.pdf?ua=1
https://www.who.int/hrh/com-heeg/action-plan-annexes/en/
https://www.who.int/hrh/com-heeg/action-plan-annexes/en/


 

 

development and employment of this workforce, despite it being key to the social foundation of 

countries and achieving the expected health goals”.10 

The ILO noted in 2017 that as a global average, remuneration for health workers had not increased; 

it had fallen in many countries as a result of austerity policies introduced following the economic 

crisis of 2007-9, especially for public service workers. As many health workers have to work multiple 

jobs or increase their shifts and work overtime, this contributes to large numbers of workers leaving 

the sector.11 Emerging evidence shows that the situation has further deteriorated during the course 

of the pandemic emergency, with reports from many countries of increased nursing shortages and 

more workers planning to leave their jobs.12 For example, in the United Kingdom where there are 

more than 40,000 nursing vacancies, the Royal College of Nursing found that 36% of its members 

reported thinking of leaving their profession in 2020 (an increase from 27% in 2019). The most 

significant reason was low pay, followed by low staffing levels, a lack of management support and 

poor treatment during the pandemic.13 

The UN’s 2030 Agenda for Sustainable Development encompasses the goal achieving universal 

health coverage, including ‘access to quality essential health-care services and access to safe, 

effective, quality and affordable essential medicines and vaccines for all’ (SDG 3.8). It calls for a 

substantial increase in investment targeted at the health workforce, to improve recruitment, 

development, training and retention in developing countries (SDG 3.C).14 

According to the WHO State of World Nursing 2020 report, there is a shortfall of 5.9 million nurses 

globally, of which 5.3 million (89%) is concentrated in low- and lower middle-income countries.15 ILO 

data shows that health sector employment constitutes more than 10% of overall employment in 

high-income countries, but less than 1% in low-income countries.16 In 2016, the United Nations High-

Level Commission on Health Employment and Economic Growth projected that there would be 40 

million new health sector jobs worldwide by 2030. Most of these will be concentrated in high- and 

middle-income countries. There will be a shortfall of 18 million health workers, mostly in low-income 

countries.17  

Half of all elderly people worldwide lack access to long-term care. Demographic and social trends, 

including an ageing population, reduction in traditional unpaid care, combined with shortages in the 

long-term care had been exacerbating this crisis in the years before the pandemic.18 Latest OECD 

projections are that an additional 13.5 million long-term care workers will be needed by 2040 across 

 
10 Van de Pas, R. et al (2021), A review of the relevance and effectiveness of the five-year action plan for health 

employment and inclusive economic growth (2017-2021) and ILO-OECD-WHO Working for Health programme. 
Geneva: World Health Organization, vi-vii. 
11 ILO (2017), Improving employment and working conditions in health services, Report for discussion at the 

Tripartite Meeting on Improving Employment and Working Conditions in Health Services, Geneva, 22-25 
12 ICN (2021), The Global Nursing Shortage and Nurse Retention, Geneva: International Council of Nurses. 
13 RCN (2020), Speaking up: How UK nursing staff expect to be valued, London: Royal College of Nursing 
14 UN, Sustainable Development Goal 3: Ensure healthy lives and promote well-being for all at all ages, United 

Nations Department of Economic and Social Affairs, Sustainable Development. 
15 WHO (2020), State of World Nursing Report 2020: Investing in education, jobs and leadership, World Health 

Organization: Geneva  
16 ILO (2017), Improving employment and working conditions in health services, Report for discussion at the 

Tripartite Meeting on Improving Employment and Working Conditions in Health Services: Geneva, 13 
17 High-Level Commission on Health Employment and Economic Growth (2016). Working for health and 

growth: Investing in the health workforce. WHO, Geneva 
18 ILO (2019), The future of work in the health sector, Working Paper No. 325: Geneva, 3. 

https://www.researchgate.net/profile/Remco-Van-De-Pas/publication/350956070_A_review_of_the_relevance_and_effectiveness_of_the_five-year_action_plan_for_health_employment_and_inclusive_economic_growth_2017-2021_and_ILO-OECD-WHO_Working_for_Health_programme_Geneva_World_Health/links/607c05d28ea909241e0a17ac/A-review-of-the-relevance-and-effectiveness-of-the-five-year-action-plan-for-health-employment-and-inclusive-economic-growth-2017-2021-and-ILO-OECD-WHO-Working-for-Health-programme-Geneva-World-Health.pdf
https://www.researchgate.net/profile/Remco-Van-De-Pas/publication/350956070_A_review_of_the_relevance_and_effectiveness_of_the_five-year_action_plan_for_health_employment_and_inclusive_economic_growth_2017-2021_and_ILO-OECD-WHO_Working_for_Health_programme_Geneva_World_Health/links/607c05d28ea909241e0a17ac/A-review-of-the-relevance-and-effectiveness-of-the-five-year-action-plan-for-health-employment-and-inclusive-economic-growth-2017-2021-and-ILO-OECD-WHO-Working-for-Health-programme-Geneva-World-Health.pdf
https://www.researchgate.net/profile/Remco-Van-De-Pas/publication/350956070_A_review_of_the_relevance_and_effectiveness_of_the_five-year_action_plan_for_health_employment_and_inclusive_economic_growth_2017-2021_and_ILO-OECD-WHO_Working_for_Health_programme_Geneva_World_Health/links/607c05d28ea909241e0a17ac/A-review-of-the-relevance-and-effectiveness-of-the-five-year-action-plan-for-health-employment-and-inclusive-economic-growth-2017-2021-and-ILO-OECD-WHO-Working-for-Health-programme-Geneva-World-Health.pdf
https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/publication/wcms_548288.pdf
https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/publication/wcms_548288.pdf
https://www.icn.ch/sites/default/files/inline-files/ICN%20Policy%20Brief_Nurse%20Shortage%20and%20Retention.pdf
https://www.rcn.org.uk/professional-development/publications/rcn-speaking-up-uk-covid-19-pub-009323
https://sdgs.un.org/goals/goal3
https://sdgs.un.org/goals/goal3
https://www.who.int/publications/i/item/9789240003279
https://www.who.int/publications/i/item/9789240003279
https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/publication/wcms_548288.pdf
https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/publication/wcms_548288.pdf
http://www.who.int/hrh/com-heeg/reports
http://www.who.int/hrh/com-heeg/reports
https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/publication/wcms_669363.pdf
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all OECD countries; however, the COVID-19 pandemic will likely increase this projection due to the 

impacts of post-COVID-19 syndrome.19 

In light of these challenges facing health systems, PSI believes that three key priorities should be 
promoted for the promotion of adequate quality health services: 
 
The right to health and the right to care 

The right to health is enshrined in international human rights law, including the WHO Constitution 
articulated in 1946, the 1948 Universal Declaration of Human Rights, and the 1966 International 
Covenant on Economic, Social and Cultural Rights. Key to this right is that everyone without 
discrimination is entitled to access medical services, goods and facilities to enjoy the highest 
attainable level of health. To this end, public health must be universal,  available, accessible and high 
quality to meet the health needs of the population.20  

PSI believes that healthcare is a public good - the profit motive is incompatible with the realisation of 

these rights. Yet, across most of the world, the health care sector functions as an unequal and 

fragmented ‘market’ where access and quality to health is largely determined by the capacity to pay. 

The health sector is big business and a significant area of global economic growth; in the five years 

prior to the COVID-19 pandemic, the global health market grew at an average rate of 7.3% per year, 

far exceeding growth in other sectors and attracting record levels of private financing and high 

returns on investment. At the same time, the vast majority of the world’s people depend on public 

health, and in most cases the private sector also relies heavily on public subsidies. The global health 

care ‘market’ was projected to be worth $11.9 trillion in 2022, close to 10% of global GDP (with 42% 

of value concentrated in North America). The Asia-Pacific region has seen the highest rates of 

growth, an increased demand for care services due to an ageing population trend in many mid- and 

high-income countries has also seen transformation in the composition of the health sector as 

multinational nursing home companies in Europe, North America and increasingly Latin America 

dominate the aged care sector. This is proving a significant liability on all of society, undermining 

health as a public good and creating the conditions for profiting from the pandemic. 

 
Funding public health 
As healthcare is highly labour-intensive, inadequate levels of funding usually translate into pressure 
on health workers – in the form of low wages and understaffing. The consequences of underfunded 
public healthcare are numerous. In the short term, recruitment and retention of staff is reduced and 
the quality of service provision suffers. In the longer term, a weak healthcare system leads to 
reduced health outcomes for the population and increased susceptibility to disease.  
 
According to the WHO, a total investment of US $3.9 trillion is needed over a 12-year period to 
achieve the targets set out in the UN’s Sustainable Development Goal 3. Of this amount, 40% is 
needed for the health workforce, to improve remuneration and working conditions to address 
projected workforce shortages.21 
 

 
19 ILO (2020), COVID-19 and care workers providing home or institution-based care, ILO Brief, Geneva. 
20 United Nations Human Rights Office of the High Commissioner (2008), The Right to Health: Fact Sheet No 

31, OHCHR/WHO, Geneva. 
21 WHO (2020), State of World Nursing Report 2020: Investing in education, jobs and leadership, World Health 

Organization: Geneva, 6 

https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/briefingnote/wcms_758345.pdf
https://www.ohchr.org/documents/publications/factsheet31.pdf
https://www.ohchr.org/documents/publications/factsheet31.pdf
https://www.who.int/publications/i/item/9789240003279
https://www.who.int/publications/i/item/9789240003279


 

 

The pandemic has provided tragic evidence of the dangers, to both workers and the public, of health 

care privatisation. A comprehensive study comparing rates of infection and mortality in public and 

private health facilities found that ‘a 10% increase in private health expenditure relates to a 4.3% 

increase in COVID-19 cases and a 4.9% increase in COVID-19 related mortality’.22 

The global pandemic emergency makes the need to reverse austerity policies and increase 
investment into public health especially urgent. In Japan for example, the COVID-19 pandemic has 
seen an increased importance of public sector medical institutions. Whereas the health sector is 80% 
private, public health institutions operate outside market mechanisms and are established to 
provide services in unprofitable areas, making them key to effective responses to disaster and 
infectious diseases.23 PSI is deeply concerned by reports from various affiliates that rather than 
increasing funding, governments are furthering budget cuts. For example, in the Philippines, public 
hospitals have faced a 2.6% funding cut in 2021 following consecutive cuts over previous years.24 
Ongoing austerity directly undermines the capacity of the public health system, translating into 
greater job insecurity and workforce shortages due to exhaustion of remaining staff.25 Similarly 
Thailand cut the budget for the Ministry for health by 2.8% and cut 12% from the valuable Universal 
Health Care budget26. In Fiji, privatisation of health services is growing, leading to sub-standard 
practices especially during the COVID-19 pandemic.27 In India, the health system is chronically 
undermined by public health expenditure that is only 1.28% of GDP, well below the WHO guideline 
of 5%.28  
 
Where health policy continues to rely on a neoliberal model that provides incentives to the private 
sector, perverse outcomes often result. For example in South Korea, the government provides tax 
incentives for hospitals that hire adequate nursing personnel; however, it is more profitable for 
hospital management to simply reduce labour costs instead. In the absence of legal sanctions for 
failing to hire adequate nursing personnel, this results in low wages, reliance on non-regular workers 
and hiring nursing assistants instead of registered nurses.29 
 
Nurse to patient ratios 
Governments have been reluctant to implement nurse to patient ratios, and they currently exist in 
only a few jurisdictions, including several states in Australia and in California (United States). 
Nationally and globally, PSI and its affiliates are actively campaigning for the introduction of ratios, 
and in 2015 PSI established a working group for Safe and Effective Staffing for Health.30 Where they 
exist, nurse to patient ratios have resulted in improvements to both patient safety and positive 
outcomes for workers. One recent study found that: 

● Each additional patient per nurse was associated with 12% higher odds of 30-day mortality, 
and;  

● Each additional patient per nurse was associated with poorer outcomes for nurses including 
15% higher odds of emotional exhaustion.31 

 
22 Assa, Jacob & Calderon, Maria. (2020). Privatization and Pandemic: A Cross-Country Analysis of COVID-19 

Rates and Health-Care Financing Structures. 10.13140/RG.2.2.19140.65929.   
23 JICHIRO Submission (Japan) 
24 https://www.ibon.org/proposed-2021-health-budget-shrinks-neglects-public-health/  
25 CMCEA-AFW Submission (Philippines) 
26 https://www.bangkokpost.com/opinion/opinion/2124783/submarines-or-schools- 
27 FNA Submission (Fiji) 
28 PSI Submission (India) 
29 KPTU Submission (South Korea) 
30 http://www.world-psi.org/en/nurse-patient-ratios-save-lives  
31 McHugh MD, Aiken LH, Windsor C, et al, “Case for hospital nurse-to-patient ratio legislation in Queensland, 

Australia, hospitals: an observational study”, BMJ Open 2020;10:e036264. doi: 10.1136/bmjopen-2019-036264 

https://www.ibon.org/proposed-2021-health-budget-shrinks-neglects-public-health/
http://www.world-psi.org/en/nurse-patient-ratios-save-lives
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2. Nursing Education and Training 

Education and training policy for nursing personnel should be: a) consistent and comprehensive; b) 
meet the objectives of national health policy; c) ensure that sufficient numbers of students are 
recruited; d) be integrated with regulation of standards and qualifications, limiting entry into nursing 
occupations to those with appropriate qualifications; e) promote education of nursing personnel 
relevant for rural settings and other target demographics; f) allow for career development and 
continued learning, and; g) be accessible, non-discriminatory and appropriately targeted for gender 
equity.  

The ILO has observed that current education models for health workers are increasingly recognised 

as inadequate and has noted that the private sector is playing an increasing role in health worker 

education in many countries.32 The education and training of nursing personnel should be carried 

out within the public system and not outsourced to the private sector. The growth of the private 

sector in nursing education poses a threat to public health, undermines public health planning and 

nursing standards and creates debt for graduate nursing personnel.  

In Nepal for example, education policies have relied on commercialisation and private nursing 

collages and have emphasised quantity of over quality.33 In India, poor quality of education in private 

nursing institutes forces workers into low-paid jobs in hospitals to acquire sufficient training.34 In an 

attempt to deal with under-enrolments in nursing education, Bangladesh has recently introduced 

monthly stipends for students.35 

As the experience in South Korea demonstrates, however, policies focused on education and training 

of nursing personnel are on their own insufficient to resolve nursing workforce shortages in the 

absence of measures to address poor working conditions, low wages and high labour intensity. 

Despite a steady expansion of enrolment quotes leading to high numbers of nursing graduates in 

South Korea that far exceed OECD averages, almost half of all licenced graduates are not employed 

in their profession, and among nursing assistant graduates, only 26% are active. In an attempt to 

deal with this situation, measures are proposed to secure nursing personnel through compulsory 

service periods for periods of 5 years at public medical facilities, which may be in violation of ILO 

Forced Labour Convention (C.029).36 

Bonded labour arrangements are commonly utilised in many countries, typically compelling nursing 
students or graduates to work for a particular employer for a number of years, unable to exit the 
employment relationship without the payment of a prohibitively large financial penalty. In some 
countries, a bonding system is formalised as part of national health policy, where nursing graduates 
are compelled to work within the public sector to work off their education debt to the state. In other 
cases, however, it is predominantly used within the private sector, sometimes based on informal 
rules without a written contract. Such arrangements allow employers to exploit workers and can 
represent a form of indentured servitude and need to be abolished. Instead of bonding schemes, 

 
32 ILO (2017), Improving employment and working conditions in health services, Report for discussion at the 

Tripartite Meeting on Improving Employment and Working Conditions in Health Services: Geneva, 26-28 
33 HEVON/NEVA/NECSEU/NHWEU Submission (Nepal) 
34 PSI Submission (India) 
35 BILS Submission (Bangladesh) 
36 KPTU Submission (South Korea) 

https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/publication/wcms_548288.pdf
https://www.ilo.org/wcmsp5/groups/public/---ed_dialogue/---sector/documents/publication/wcms_548288.pdf


 

 

appropriate funding for the public health sector is needed to improve working conditions to attract 
inactive nursing personnel to work in clinical jobs. 

The COVID-19 emergency has severely disrupted the education and training of new nursing 
personnel in many countries. There are delays in certification and skill shortages due to suspension 
of practical training for students. Wheres some countries have been able to utilise online learning 
and maintain continuity of education, this has been more difficult in countries with poor rates of 
internet access. In Nepal, for example, less than one in three nursing students had access to online 
education facilities.37 In other cases, students have been used to supplement vacancies in the 
workforce and faced exploitation, such as in India, where untrained workers were utilised to 
providing care for COVID-19 patients.38 In light of this, provisions in R157 that workers should not be 
assigned work beyond their qualifications and competence (Paras. 6.3 and 15.1) and that students 
should not be used to supplement normal staffing needs (Para. 60.1) are highly relevant.  

Unions should be involved in planning and delivery of nursing education programmes, including a 
role in developing education policy. Union membership for students is also important to avoid 
student exploitation. 
 

3. Working Conditions 
 

3.1 Wages and conditions 

A core rationale for the adoption of C149, as set out in the preamble, is to address the shortages of 
qualified nursing personnel through improvement to wages and conditions. To meet the standards 
set out in C149 and R157, wages and conditions for nursing personnel should: a) reflect the value of 
the work; b) be commensurate with other professions requiring comparable qualifications, skill and 
levels of responsibility; c) be comparable across establishments and sectors for similar and 
equivalent roles; d) take into account the difficult conditions of nursing work, and; e) be sufficient to 
attract and retain workers. Wages and conditions should be preferably determined by collective 
agreements. 

As a rule rather than the exception, nursing personnel worldwide continue to experience low pay, 

poor working conditions and lack recognition for their vital work. Due to the fragmented 

administration of many health systems, many countries lack a coherent and rational system for 

determining wages and conditions. Significant differences in pay and conditions of work are typically 

reported between regions, between public and private sectors, and even within various parts of the 

public health system itself. In some countries, pay increases have been implemented for nursing 

personnel as a response to the COVID-19 emergency. In others, such measures have been partial or 

absent, and pay and conditions have continued to deteriorate.  

Examples from various countries reveal a significant pattern of these discrepancies and deficits in 

pay and conditions. In Bangladesh there is a lack of a wage structure for workers in the private 

health sector and no minimum wage policies exist for workers outside of the public sector, leading 

to exploitation. In the private sector, pay levels are usually set at the discretion of employers, and a 

very significant gap between pay in the public sector and the private sector workforce is reported.39 

 
37 HEVON/NEVA/NECSEU/NHWEU Submission (Nepal) 
38 PSI Submission (India) 
39 BILS Submission (Bangladesh) 
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In Nepal pay rates for nurses employed in the private sector are reported to be less than half of what 

nurses in the public sector receive. Private sector employers have also engaged in widespread denial 

of wage payments during the pandemic, despite increased revenues.40 In India a vast pay gap exists 

among nurses, with very low wages in private hospitals. A considerable gap also exists between the 

remuneration of permanent and contractual nurses. The contractual system arises due to chronic 

underfunding of the health system and is being used to fill vacancies in a way that leaves workers 

permanently insecure and denies them access to benefits including safety equipment.41 Fiji has 

experienced frozen and deteriorating wages for over two decades - the result of two military coups 

in 2000 and 2007, as wage settlements that had been won through compulsory arbitration that 

would have benefited nursing personnel instead resulted in a 20% reduction in salaries.42 Even in 

Japan, where turnover rates for nursing personnel are lower than for workers in general,  an age 

discrepancy is reported among public sector nurses with younger workers receiving higher pay.43  

R157 contains important provisions relevant to nursing personnel working in ‘particularly arduous 

and unpleasant conditions’, recommending compensation in the form of additional remuneration as 

well as reduced working hours without loss of pay, as well as the participation of nursing personnel 

representatives in decisions that concern defining such conditions (Paras. 27, 40, 43.g). Alongside 

improvements in overall pay and working conditions, such measures improve health and safety 

while serving to improve workforce retention through rewarding staff undertaking the most difficult 

jobs. Yet in light of the COVID-19 pandemic and the additional burdens it has placed on frontline 

health workers, it is critical to note the failures of governments in most countries to properly 

recognise the vital work of nursing personnel through adopting such measures. 

 

3.2 Gender pay gap 
 
Women are estimated to account for 70% of the social and health care workforce and 90% of the 

nursing and midwifery workforce globally.44  

Considerable gender-based inequality exists within the health sector workforce. ILO data indicates 

that the gender pay gap is more marked in the health sector relative to the average in the overall 

economy.45 Whereas the health sector is overall female-dominated, women tend to be concentrated 

in jobs focused on direct care, such as nursing, while men tend to occupy managerial jobs or work as 

medical doctors or other higher paid health professionals. Occupations in social care are especially 

undervalued, as care work has traditionally been performed by women without pay.  

Even within nursing, there appears to be a pay gap between male and female nurses in many 

countries. In the US women nursing personnel earn about USD5,000 less than men even when 

“adjusting for factors such as experience, education, work hours, clinical specialty, and marital and 

parental status”46 In some cases, gender discrimination is overtly included in health workforce policy 

 
40 HEVON/NEVA/NECSEU/NHWEU Submission (Nepal) 
41 PSI Submission (India) 
42 FNA Submission (Fiji) 
43 JICHIRO Submission (Japan) 
44 WHO (2020), State of World Nursing Report 2020: Investing in education, jobs and leadership, World Health 

Organization: Geneva, 6 
45 ILO (2017), Improving employment and working conditions in health services, Report for discussion at the 

Tripartite Meeting on Improving Employment and Working Conditions in Health Services: Geneva, 22-25 
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with low pay among some health occupations entrenched by rules stipulating gender restrictions on 

employment. For example, in India, legislative provisions specifically limit the number of male nurses 

and certain jobs such as community health workers are restricted only to women. There is a gender-

based assumption that underpins ‘voluntary’ nursing personnel, as the tendency is for more female-

dominated professions to be pushed into voluntary, informal and precarious labour arrangements.47 

In Bangladesh, there is a significant gender pay gap described as a ‘socio cultural norm’ as employers 

pay male workers more than female.48 Likewise in Nepal a deepening gender pay gap is reported due 

to the premise that women do care work for free, the heavy reliance of the public health sector on 

community health worker programs, and the exclusion of the most feminised sections of the health 

workforce from employment rights including minimum wages.49 

The differences are particularly marked where nurses are not well unionised or where wage setting 

mechanisms have not addressed the historical de-valuing of care work. Despite the requirement for 

registered nurses to hold tertiary qualifications, their wages are routinely set well below an 

equivalent male dominated profession. For example, in Denmark, nurses “still receive 10%-20% less 

pay than male-dominated professions requiring a similar level of education …[and] a recent report 

from the Danish Institute for Human Rights (DIHR) found that legislation enacted in 1969 led to 

nurses and other female-dominated professions placed at a lower pay level.”50 

The Equal Remuneration Convention, 1951 (C100), one of eight fundamental Conventions, 
establishes the principle of equal remuneration for men and women workers for work of equal 
value. All 173 countries that have ratified the Convention are obliged to determine differential rates 
of pay between workers through objective evaluation, without regard to sex, taking into account the 
principle of equal remuneration for men and women workers for work of equal value. It is evident 
that despite the adoption of C100 70 years ago, the principle of ‘equal pay for work of equal value’ is 
not being adequately implemented. Effective implementation of C100 would require significant 
changes to wage-setting norms. To implement C100, remuneration for nursing personnel should be 
benchmarked relative to male-dominated occupations with commensurate levels of qualification, 
responsibility, and value.  
 
New Zealand offers a current positive example for how principles of equal remuneration can be 
implemented in practice. As outlined by PSA in their submission, new legislation to address the 
undervaluation of female dominated work has resulted in several pay equity settlements that on 
average have delivered 30% pay increases to historically low-paid workers in female dominated 
sectors. Significantly, these claims are based on comparators to male-dominated work of equal 
value. The pay equity claim for nurses is currently approaching settlement. Key to enabling this 
process is an active role of the government in adjusting funding to budgets to match the increases 
reached in the settlement.51 
 
 

3.3 Working hours and workloads 
Public health systems worldwide are undermined by excessive work hours and workloads. The 

overburdening of workers is a key contributor to staff shortages, resulting in a vicious cycle. An 
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49 HEVON/NEVA/NECSEU/NHWEU Submission (Nepal) 
50https://theconversation.com/why-nursing-in-denmark-pays-less-than-professions-dominated-by-men-

158912 
51 PSA Submission (NZ) 

https://theconversation.com/why-nursing-in-denmark-pays-less-than-professions-dominated-by-men-158912
https://theconversation.com/why-nursing-in-denmark-pays-less-than-professions-dominated-by-men-158912


 

11 
 

overall reduction in long working hours and improvement of working conditions across all 

professional categories must therefore be pursued as essential objectives. The pandemic emergency 

has greatly exacerbated the crisis in working time arrangements, exposing the unsustainable and 

inadequacies levels of staffing. It is important to note however that for a long time this dysfunctional 

situation has been normalised. The ILO reported in 2017 that that there is evidence that most health 

facilities operate in ways that exceed legal limits on working time in their specific countries.52 

Reports from PSI affiliates indicate that employers rarely face any penalties for breaching working 

time arrangements. 

The ILO’s extensive investigations of working time arrangements in the health sector demonstrates 

conclusively that the relationship between low pay, long hours and workforce shortages results in 

adverse impacts on worker health and safety, motivation, organisational performance and patient 

outcomes. It is clear that inadequate levels of staffing lead to increased work intensity, higher risks 

of workplace accidents a clinical mistakes, impacting thus on the quality of patient care including 

higher morbidity. The detrimental effects of this situation on health workers included disrupted 

sleep, damaging health and wellbeing, affecting family and social life, contributing to workplace 

injuries, fatigue, chronic stress and depression, burnout and absenteeism resulting in high workforce 

turnover.53  

Poor management of working time combined with workforce shortages in many countries result in 

excessive hours, short periods of rest between shifts, substantial overtime (in some cases regularly 

unpaid), and periods of on-call duty. Due to low pay, health workers are pushed to ‘compress’ their 

shifts into a shorter working week to make room for secondary jobs to supplement their incomes.54 

This is evident for example in Bangladesh, where extremely low pay in the private sector pushes 

workers into working two full-times jobs, with negative effects on their health and the functioning of 

the health system.55 

Excessive hours are reported in numerous countries, typically further exacerbated by the pandemic 

along with deterioration of other working condition. In Fiji, for example, nurses have typically 

worked 12-hour days since the start of the pandemic and during a lockdown period had to relocate 

from home with no contact with family for up to two months. Allowances and other improvements 

to working conditions that had been gained through collective bargaining were removed at the 

discretion of employers and government administrators.56 In Nepal, nurses are working extra hours 

with increased workloads without additional compensation, with 12 hours days typical during the 

COVID-19 pandemic.57 The health sector in South Korea is exempt from legislation that stipulates 

overtime cannot exceed 12 hours and adequate break times are not well observed due to shortages 

of nursing personnel.58 In Hong Kong, despite generally high pay relative to other countries, harsh 

 
52 ILO (2017), Improving employment and working conditions in health services, Report for discussion at the 
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53 ILO (2017), Improving employment and working conditions in health services, Report for discussion at the 

Tripartite Meeting on Improving Employment and Working Conditions in Health Services: Geneva, 29-32 
54 Messenger J.C. and Vidal P., (2015), The organization of working time and its effects in the health services 

sector: A comparative analysis of Brazil, South Africa and the Republic of Korea, Conditions of Work and 
Employment Series No. 56, International Labour Office: Geneva, 45, 49-51 
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working conditions including understaffing and inadequate rest times are reported and nursing 

personnel typically benefit from only 6 hours of rest between day and night shifts.59 

Although various organisational solutions to working hours can be pursued at a workplace level, the 

problem is structural in nature – ultimately, its resolution requires resolving endemic shortages in 

the health workforce – and this can only be addressed through improved pay and working 

conditions, premised on well-funded high quality public health systems.  

 

Safe staffing 

There is a strong relationship between improved staff-to-patient ratios and the safety and wellbeing 

of both health workers and patients. Nurse-to-patient ratios specific to different categories of 

nursing personnel are needed to regulate workloads and ensure high quality care. Where nurse-to-

patient ratios have been introduced, evidence indicates they have contributed to improved working 

conditions and outcomes for patients.60 In the case of Australia, one of the few countries where 

ratios have been introduced, legislative reform has been achieved as a result of effective collective 

bargaining.  

It is critical for unions to be involved in decisions affecting working hours and workloads, including in 

determining the conditions of exemptions in cases of emergency. This is especially critical during the 

COVID-19 pandemic, as health workers are experiencing longer working hours and heavier 

workloads with fewer rest breaks, leading to increased risks. The pandemic emergency 

demonstrates why shorter shifts are needed, especially for more intensive work (due to onerous 

PPE, mental stress and other hazards). 

In recent policy guidance, the ILO affirmed that in cases of declared public emergency such as the 

COVID-19 pandemic, exceptions to normal working hours need to be authorised only temporarily in 

accordance with existing guidance on decent work in public emergency services.61  Recent ILO and 

WHO joint guidance on fatigue during the COVID-19 emergency takes into account the additional 

burdens placed on workers including heavy PPE, stress and psychological pressure, and includes 

recommendations for shorter shifts, ensuring shift rotation happens in a forward direction, 

balancing shifts of lighter and heavier work tasks, and ensuring adequate time for rest.62  

 

3.4 Job security 
Insecure work is a threat to public health, resulting in poorer recruitment and retention and adverse 

effects on the quality of healthcare provision. PSI affiliates report that a lack of access to secure 

hours of work can lead to health workers struggling to find enough work and thus taking second jobs 

for extra shifts to meet essential living costs.63 The ILO has previously noted that ‘decent work 

deficits’ are among the key barriers to recruitment and retention of well-trained and well-motivated 

health workers, with problems faced by nearly all countries; in order to address persistent shortages, 
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investment in the health workforce needs to focus not just on increasing the number of workers but 

creating decent employment and conditions of work.  The need for decent health sector jobs was 

also the main recommendation of the WHO’s High-Level Commission on Health Employment and 

Economic Growth, commended broadly for signalling a paradigm shift in recognising the economic 

value of investment in the health sector.64 

Increasing levels of job insecurity have been experienced by nursing personnel around the world, 

with job security in some parts of the health sector eroded by privatisation and outsourcing trends. 

Often driven by budget cuts to public health and labour law reforms, there has been a growth in 

workers employed by private agencies on temporary and precarious fixed-term and zero-hour 

contracts that have replaced permanent public health services employment. This has led to workers 

being more exposed to ‘decent work deficits’, including job insecurity, lower pay, gaps in access to 

social protection, higher OHS risks, limitations on organising and collective bargaining power.65 For 

example in Bangladesh there is a systemic lack of job security, and workers are routinely denied 

contract papers, preventing their ability to assert their rights. Employers do not provide paid leave 

and arbitrary dismissals without compensation or provision of social security are common, even in 

cases of sickness.66 

The ILO uses the terminology of ‘non-standard forms of employment’ (NSFE) to encompass all 

employment relationships that are not permanent full-time, ie. ‘fixed-term work, temporary and 

agency work, dependent self-employment, and part-time work’. In 2015, the Committee of Experts 

released the conclusions of NSFE that show sensitivity to many relevant issues including job precarity 

raised by trade unions.67 However, the terminology of NSFE is inadequate and outdated, as the issue 

of precarious forms of employment includes fixed-term work, outsourced work, temporary and 

agency work, dependent self-employment or informal work, but crucially, not part-time work. Given 

the imperative to achieve working hour reductions for nursing personnel, it is important not to 

conflate permanent part-time work with insecure forms of employment.  

There are significant gender inequality aspects to precarious employment, as women are more likely 
to be employed on insecure contracts. Workers lacking job security, such as those employed by 
temporary staffing agencies, are especially vulnerable to experiencing excessive workloads and 

working hours.68 PSI affiliates report that nursing personnel who lack job security experience many 
other disadvantages including lower pay, exclusion from social security protections, social stigma, 
greater risk of harassment or violence, refusal of transport, and refusal to receive loans or tenancy 
for housing. This situation is exacerbated as a result of the pandemic situation. For example, in 
Nepal, community discrimination against nursing personnel employed in hospital settings has been 
reported during the pandemic, including social exclusion and denial of rental housing due to fear of 
infection.69 In South Korea, the prevalence of precarious work especially among nursing home care 
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workers places them in a position of being denied labour rights in practice. While there is growing 
recognition that they are essential workers, they are also stigmatised as spreaders of COVID-19.70 

Platform work and digital rights 

Technological innovation in the health sector is generally driven by advances in medical science and 

carries with it many positive benefits for both patients and workers. Innovations in ITC in healthcare 

have likewise improved many organisational aspects that positively impact on quality of care. 

However, the entrance of the gig economy (platform work) into the health sector is a concerning 

trend. Furthermore, additional and related implications of digital technologies include issues of who 

has access to technology, and concerns about privacy and digital rights that affect the work security 

and conditions of health workers. The growth of digital health tools during the pandemic has often 

come without adequate regulation and enabled a large transfer of health to the private sector who 

have been able to turn important health data into commodities.  

The ILO has warned that where the primary goal of introducing new technologies is cost reduction 

and where it is implemented against the will of health workers, then the impacts can be negative, 

leading to increased workloads and alienated workers. In is therefore imperative that decisions to 

implement technological changes are undertaken with the involvement of health workers, and with 

consideration for the ethical implications on both patients and workforce.71 

The deployment of digital labour platforms is generally pursued to subvert regulatory mechanisms 

and to exclude workers from labour protections through classifying them as independent 

contractors rather than employees.72 The trend is especially advanced in North America and 

increasingly, parts of Europe, where the platform work business model has expanded to the long-

term care sector. Evading regulatory oversight, platform work in the care sector is compromising 

both quality of care and workers’ rights. Platform workers are denied the status of employees, and 

lack dismissal protection, security of hours and social protections. They are denied in practice the 

right to organise collectively as the apps typically do not provide for any possibilities for workers to 

connect in the first place, and workers face retribution through deletion of their account for 

attempting to organise.73  

 

3.5 Occupational health and safety 

Longstanding structural deficiencies in health and safety protections, low pay, lack of staff ratios, 
insecure work and hierarchical work environments are further exacerbated by the hazards arising 
from the COVID-19 pandemic emergency. Workers are exposed to a variety of occupational risks 
including biological, chemical, physical, ergonomic and psychosocial. Nursing personnel experience 
exposure to infectious diseases, musculoskeletal injuries, and mental health impacts including 
anxiety, depression and burnout and face some of the highest rates of violence and harassment. For 
health systems to function sustainably, improvements to occupational health and safety must be 
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prioritised in holistic way. This requires eliminating and mitigating immediate hazards, as well as to 
address the underlying causes of unsafe work through improvements to employment conditions. 

The health sector is one of the most hazardous sectors for occupational health and safety. The ILO 

had previously drawn attention to the disparity between infection prevention and control among 

patients, which is generally well-considered, and appropriate OHS for health workers which tends to 

be neglected.74 In 2014, the European Agency for Safety and Health at Work ranked the health 

sector as the fourth-highest sector for serious work-related health problems, and the highest for 

biological and chemical hazards, work related stress, violence and harassment.75 In low and middle-

income countries, 54% of health workers have latent tuberculosis, 25 times higher than in the 

general population.76 Deficits in appropriate health and safety protection experienced by many 

health workers around the world during the current pandemic emergency were already evident 

during the 2014 Ebola outbreak in West Africa. PSI at the time drew attention to the lack of 

protective equipment and supplies faced by emergency health workers, and this was confirmed by 

the WHO finding that at the beginning of the outbreak health workers faced risks of infection 21 to 

32 times higher than the general population.77  

In India, existing high hazards and lack of occupational health and safety protection were 

exacerbated by the COVID-19 pandemic and violations of workers’ rights have compromised patient 

safety. There have been numerous reports of lack of basic sanitary and rest facilities (including 

access to drinking water), failures to test or quarantine infected workers, and reprisals against 

workers for raising safety issues.78 In Bangladesh, generally insufficient compensation for hazards 

exist, and discrepancies between public and private health sectors. Whereas public sector workers 

have some recourse to compensation from exposure to COVID-19, the situation for private sector 

workers is uncertain and insecure. Private sector employers did not provide sufficient PPE as a cost-

cutting measure.79 Likewise in Nepal, a special pandemic allowance for health workers has been 

created by the government but less than a quarter of workers are reported to have received it; only 

a small minority of private sector health workers have access to health insurance facilities.80  

Across the world, PSI affiliate unions have intensified demands to improve occupational health and 
safety: a) access to quality PPE, b) access to or improvement to sick leave provisions, c) access to 
occupational health services and medical care, d) comprehensive action to address violence and 
harassment in the health sector   e) mental health support, and f) adequate compensation for 
occupational diseases. Additionally, occupational health and safety is intrinsically linked to safe 
staffing – a reduction of hours and workloads is of paramount importance as many deficiencies in 
occupational health and safety are linked with overburdening and overwork.    
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Existing national laws and practices are largely inadequate in their coverage, monitoring and 
enforcement for protecting the health and safety of nursing personnel. In many cases, financial 
compensation for loss of income and cost of treatment is inadequate, especially for protecting and 
compensating nursing personnel who are exposed to ‘special risks’, including exposure to infectious 
diseases. 

Occupational health and safety measures need to extend to all workers. There are systemic 
discriminatory practices that exclude segments of the health workforce from access to appropriate 
health and safety, protective equipment, occupational health services, compensation for illness, etc. 
Outsourcing of nursing jobs means that the deficit in occupational health and safety tends to be 
most extreme among the most precarious workers, as experienced across the world in the 
disproportionate impacts of the COVID-19 pandemic on certain demographics and segments of the 
health workforce. 

 

Responding to COVID-19  

Health workers are among the most affected occupations by COVID-19. According to data collected 

by the ICN up to 31 December 2020, on average around 10% of all confirmed COVID-19 cases 

worldwide are among health workers, with nurses accounting for the highest numbers in many 

countries.81 The conclusion that health workers face significantly higher risks of COVID-19 infection is 

supported by various national studies. For example, one study conducted in Scotland found that 

health workers and their family members accounted for 17% of all hospital admissions for COVID-19 

between 1 March and 6 June 2020, and that patient-facing healthcare workers were 3.3 times at 

increased risk of hospitalisation than the average population.82 

There have been thousands of confirmed health worker deaths due to COVID-19. However, there is 

a lack of comprehensive data and still no system of global tracking.83 Mapping carried out by 

Amnesty International with the collaboration of PSI, EPSU and UNI Global Union, arrived at the 

conservative estimate that at least 17,000 health workers died from COVID-19 in 70+ countries as of 

5 March 2021.84  

From the outset of the pandemic, a range of studies have assessed risk factors of COVID-19 among 

health workers with much research ongoing. Initial studies identified various occupational factors 

resulting in elevated risks, including lack of personal protective equipment, exposure to infected 

patients, work over-load and poor infection control.85 It is evident that COVID-19 deaths among 

health workers are highly variable, and disproportionately concentrated in workplaces with poor 

working conditions, and that this closely reflects racial and socioeconomic disparities.  

 
81 ICN (2021), International Council of Nurses COVID-19 Update, 13 January 2021  
82 Shah A S V, Wood R, Gribben C, Caldwell D, Bishop J, Weir A et al. (2020), Risk of hospital admission with 

coronavirus disease 2019 in healthcare workers and their households: nationwide linkage cohort study, BMJ; 
371 :m3582 doi:10.1136/bmj.m3582  
83 Erdem, H., & Lucey, D. R. (2021). Healthcare worker infections and deaths due to COVID-19: A survey from 

37 nations and a call for WHO to post national data on their website. International journal of infectious 
diseases : IJID : official publication of the International Society for Infectious Diseases, 102, 239–241. 
https://doi.org/10.1016/j.ijid.2020.10.064 
84 Amnesty International (2021), Mapping health worker deaths from COVID-19, Updated 5 March 20201 
85 Mhango M et al. (2020), COVID-19 Risk Factors Among Health Workers: A Rapid Review, Safety and Health 

at Work, 11(3)  
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In the first months of the pandemic in the UK, 64% of nursing staff who died from COVID-19 were 

black, Asian and minority ethnic background despite making up just 20% of the workforce.86 

Similarly, a recent investigation of 3,600 health worker deaths in the United States found that the 

majority were people of colour, with more than a third born outside the United States. Only 25% of 

deaths occurred among workers in hospitals, compared to 58% nursing and residential facilities.87 As 

many care workers in the US work in multiple facilities, there is evidence of a substantial between 

multiple jobs and elevated risks of transmission.88 

There is also evidence that trade union presence reduces risks of COVID-19. For example, one study 

found a 30% reduction in mortality for in unionised nursing homes in the state of New York 

compared to non-unionised ones. Unionised facilities did not only tend to have better access to PPE, 

but more stable and secure workforce, higher staff to patient ratios, paid sick leave, higher wages 

and benefits that reduce workforce turnover.89  

Increased occupational health and safety risks for nursing personnel due to COVID-19 do not just 

extend to the direct risks of infections. As the ILO/WHO have outlined in recent guidance, these risks 

also involve increased stress, fatigue, skin disorders related to prolonged use of PPE, increased 

exposure to toxins from increased use of disinfectants, increased psychological distress, chronic 

fatigue, stigma, discrimination, physical and psychological violence and harassment.90 Medical 

professionals are at higher risk of suicide in many parts of the world, and during the pandemic, 23% 

of front-line health workers have suffered depression and anxiety, while 39% have suffered 

insomnia.91 

In January 2021 the ILO issued a policy brief providing examples of policy interventions from 35 

countries and territories to protect health and safety of workers during the COVID-19 pandemic 

making the case that some of these changes should not be regarded as ad-hoc and time-limited 

emergency measures but should be regarded as part of a new body of labour legislation. This is 

particularly pertinent to the time of escalating environmental degradation which gives rise to 

increased chemical and biological workplace hazards.92  

Both in the case of most countries at a national level, as well as internationally, there is a need to 
establish the presumptive occupational origin in respect to COVID-19 when it is contracted by 
nursing personnel. This is significant both for protecting health workers and patients in the short 
term, as well in light of the emerging evidence of ‘long COVID syndrome’ and the implications of 
increased workforce shortages that threaten to further erode the sustainability of the nursing 

 
86 BMA (2021), COVID-19: the risk to BAME doctors, British Medical Association 
87 Guardian/Kaiser Health News (2021), Lost on the frontline: Our key findings about US healthcare worker 
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88 Chen, M. K, Chavalier, J. A., and Long, E. F., Nursing home staff networks and COVID-19, PNAS January 5, 
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89 Dean, A., Venkataramani, A., Kimmel, S. (2020), Mortality Rates From COVID-19 Are Lower In Unionized 

Nursing Homes, Health Affairs. 39(11) <https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.01011> 
90 ILO and WHO (2021), COVID-19: Occupational health and safety for health workers, Interim Guidance, 2 

February 2021, 8-9, 11 
91 ILO and WHO (2020), Caring for those who care: National Programmes for Occupational Health for Health 

Workers, Policy Brief, Geneva, September 2020, 5 
92 ILO (2021), Protecting the life and health of workers during the COVID-19 pandemic: Overview of national 

legislative and policy responses, Research Brief, Geneva. 
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workforce. To this end also, the ILO’s List of Occupational Diseases Recommendation, 2002 (R.194) 
(last revised in 2010) is in need of urgent revision to include COVID-19. 

 

Violence and harassment 

Eliminating workplace violence in the health sector has been a high priority for PSI and its affiliates 
for several decades.93 Collaboration between PSI, ILO, WHO and ICN resulted in Framework 
Guidelines for Addressing Workplace Violence in the Health Sector in 2002, and a Code of Practice 
on workplace violence in service sectors in 2003,94 contributing to the adoption of a new ILO 
Convention and Recommendation on Violence and Harassment, 2019 (C.190). 

Violence in the sector is widespread in all countries and the severity of the issue is well documented. 
A key finding from research dating to 1995 was that a quarter of all violence at work occurred within 
the health sector.95 A study conducted in 2019 found that 61.9% of health workers worldwide 
experienced some form of workplace violence, including 24.4% who reported experiencing physical 
violence in the past year.96 There is a gender-based aspect to this violence and harassment especially 
against nurses. In Bangladesh for example, gender-based violence is an acute problem; managers 
take advantage of the poverty of the workers and target them for sexual harassment.97 

As noted by many PSI affiliates, there are significant structural factors relating to working conditions, 
especially unsafe levels of staffing that put workers at increased risk of violence and harassment.98 In 
South Korea, – the health sector is particularly exposed to the problem of ‘burning’ – defined as 
workplace bullying in the midst of high labour intensity.99 

Alarmingly, a surge in violence against healthcare workers across the world has been reported since 
the start of the COVID-19 pandemic.100 Broadly, these new patterns of violence against healthcare 
have been observed to fall into three categories – attacks from patients and families, aggression 
from the general public, and repression of healthcare worker protests by law enforcement.101  

According to the WHO, only 37% of countries have measures in place to address workplace violence 
against nurses.102 C190 is of high importance for protecting nursing personnel and includes 
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provisions for preventing violence and harassment at work, including from third-parties. The 
accompanying recommendation (R.206) also calls for employers to implement measures to support 
domestic violence survivors, through leave provision and protection from dismissal. As of June 2021, 
only six countries have ratified C190.  

PSI affiliates have stressed that worker participation is crucial to prevent violence and harassment 
incidents in the workplace. Suggestions have also been raised that greater use of restorative justice 
practices should be explored.103 PSI will continue to support affiliates taking action to tackle violence 
and harassment and will continue to campaign for ratification and implementation of C190. 

 

3.6 Social security 
 
There are many instances of deficiencies in social security protection for nursing personnel, where it 
is inadequate or absent especially for workers in precarious forms of employment. Exclusions of 
certain categories of workers from social security protections are reported by PSI affiliates, 
especially concerning informal workers, community health workers, migrant workers. This includes a 
lack of access to maternity protection, a lack of access to sick leave, and a lack of access to medical 
and occupational health and safety services. In India, for example, unions report that paid maternity 
benefits are routinely denied by many employers.104 A strong discrepancy in access to social security 
benefits is also reported in some countries between public and private sectors. In Bangladesh, a 
pension scheme operates for public sector health workers while private sector workers are routinely 
denied this benefit.105 Likewise in Nepal, private health sector employers are generally not 
complying with social security obligations, denying health insurance as well maternity leave.106  
 
The pandemic emergency has exacerbated the consequences of excluding precarious and vulnerable 
groups of workers from social security protections, especially in regard to inadequate provisions to 
sick leave across much of the world. In the United States for example, it was estimated that 17.7 
million health workers were initially exempt from access to the coronavirus emergency paid sick 
leave benefit.107 A lack of adequate sick leave for health workers in Canada was found to fuel the 
COVID-19 pandemic, especially in the long-term care sector; 50% of workers in health care and social 
services workers do not have paid sick days.108 
 
There are many instances from both developing and developed countries where health workers 
providing vital care have not been given the means to isolate and have been compelled to keep 
working despite knowing they are infected with COVID-19. When nursing personnel are denied 
access to sickness benefits or prevented from accessing medical care and compelled to work despite 
their illnesses (including COVID-19 and other infectious diseases) this not only devalues their lives 
but also undermines the basic function of health systems. 
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107 Long, M. and Rae, M. (2020), Gaps in the Emergency Paid Sick Leave Law for Health Care Workers, Kaiser 
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108 DWHN (2020), Before It’s Too Late: How to close the sick days gap during COVID-19 and beyond, Decent 
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4. Migrant Workers 

The phenomenon of health worker migration is a complex issue. It has different consequences for 
destination and source countries and varies in impact by the extent to which migration is a feature 
of health systems. In recent decades, many developed countries have increasingly relied on foreign 
recruitment to fill vacancies in health and care sector jobs; the number of migrant doctors and 
nurses grew by 60% between 2000 and 2010. In 2015, 22% of doctors and 14.5% of nurses in OECD 
countries were migrants.109 The Philippines has historically been the main source country for nurses, 
and India for doctors and nurses, however increasingly China, Pakistan, Nepal and Vietnam are 
experiencing emigration of health workers.110  

There are concerns in destination countries about the unsustainability of health systems relying on 
foreign recruitment, the high costs involved, problems with recognition of qualifications and the 
poor utilisation of migrant worker skills. In countries of origin, the concerns are about the emigration 
of health workers leading to increased workloads for remaining staff and exacerbating existing 
workforce shortages, compounding the global imbalances in the health systems. For example in the 
Philippines, which has long been a major global supplier of nursing labour, PSI affiliates report that a 
high quality system of nursing education and training exists and there are therefore many nurses in 
the Philippines. However, the adequacy of health policies is undermined by the failure to retain 
them, with vast numbers of nurses leaving the country to work abroad.111 These challenges are 
further compounded by the globalisation of the health workforce giving rise to ‘global care chains’ 
where migrant health workers leave behind family members who themselves require paid or unpaid 
carers.112  

Many migrant health workers are concentrated in the more precarious and lower-paid jobs. For 
example in South Korea, Korean-Chinese workers work disproportionately in nursing homes and face 
discrimination as migrant workers in addition to low pay and high work intensity.113 Especially in 
cases where their migration status is insecure, migrant workers can be subjected to additional forms 
of exploitation to those faced by their non-migrant colleagues. Systemic violations can include 
exclusion from basic labour rights such as working time and minimum wages, slavery, forced 
migration, and threat of deportation. Social exclusions, including lack of access to social security, is 
often also faced by nursing personnel as a result of their migration status. In the United States, there 
are reports of employers retaliating against migrant workers for speaking out against working 
conditions or even for leaving their jobs.114 During the COVID-19 pandemic emergency, many 
migrant workers have faced intensified discriminatory practices and exclusion from protections, 
have been affected by border closures and were unable to return home. At the same time, 
disruption to international recruitment channels may have also exacerbated shortages of workers in 
some countries.  

There are number of relevant ILO standards applying to migrant workers, including the Migration for 
Employment Convention and Recommendation, 1949 (C.97 and R.86), the Migrant Workers 
Convention and Recommendation, 1975 (C.143 and R.151), the General Principles and Operational 
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Guidelines for Fair Recruitment adopted in 2016, along with the ILO Definition of Recruitment Fees 
and Related Costs adopted by the Tripartite Meeting of Experts in 2018. Various bilateral and 
multilateral agreements have been developed with the aim to regulate the recruitment of migrant 
health workers and mitigate adverse effects of health worker migration. There are questions, 
however, as to the transparency and effectiveness of such agreements and to what extent there is a 
gap between policy and practice. For example, recent research undertaken by the ILO as part of the 
Promoting Decent Work Across Borders (DWAB) project focused on cross-border recruitment of 
nurses in the UK from India and the Philippines. This research identified examples of best-practices, 
for example, recruitment agencies in the UK monitoring the internal health market of the Philippines 
to avoid deepening workforce shortages.115 However, PSI’s UK affiliate UNISON reported that the 
bilateral agreement with the Philippines is unique - there are currently no other bilateral 
agreements. This is despite the UK being a very heavy recruiter from abroad.116  

Furthermore, another best practice example is the Germany-Philippines Bilateral Labour Agreement 
on the Deployment of Filipino Health Professionals to Germany that was signed in March 2013. 
Recruitment is intended to alleviate the nursing shortage in Germany and to reduce unemployment 
of nurses in the Philippines. Germany is facing a shortage of about 150,000 health workers, while the 
Philippines is estimated to have more than 200,000 unemployed nurses. However, this does not 
neglect the fact that despite the surplus of nurses, Philippine hospitals and health facilities are 
understaffed. Our unions in the Philippines are continuing to address this through advocacy, social 
dialogue and bargaining to improve employment conditions and health workforce development.   

What are the salient features of the Germany-Philippine BLA on Nurses? 

1. Government to Government Hiring – Provisions of the agreement are in  compliance with 
international human rights norms and labour standards. Employers in Germany make the request 
through the Federal Employment Agency (BA/ZAV), while the Philippines Overseas Employment 
Agency (POEA) processes the applications and regulates the recruitment. The GIZ, a German federal 
enterprise, assists in the pre-departure, language training, professional training course, visa, travel 
and integration in Germany. Implementation of the BLA is supported through the Triple Win Project 
that is supported by the German government. 

2. Fair and ethical recruitment – Migrant health workers do not pay recruitment fees, 
recruitment procedure is regulated and transparent, pre-departure training and information are 
provided free of charge. 

3. Placement, language and professional preparation and integration assistance are provided 
free of charge.  

4. Non-discrimination and equality of treatment – Provisions of the agreement ensure non-
discrimination and equality of treatment in view of rights, remuneration and training.  

5. Freedom of association is guaranteed – Migrant health workers have the right to join unions. 
Participating health facilities are organised and covered by collective agreements. 
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6. Access to social protection, including portability of social security benefits is guaranteed. 
Parallel to the BLA, a bilateral social security agreement exists between the Philippines and 
Germany.  

7. There is access to permanent migration and integration, or return and reintegration if the 
worker so wishes to return.  

8. The BLA has a provision for human resource development for mutual benefits between the 
Philippines and Germany, taking into account the situation in the origin country. Currently, technical 
cooperation projects are being explored in this regard. 

9. Involvement of trade unions in the Joint Monitoring Committee of the BLA. As part of the 
Joint Monitoring Committee, PSLINK in the Philippines and Ver.di in Germany – both affiliated to PSI 
- are involved in monitoring the implementation of the agreement through social dialogue, direct 
engagement and periodic visits in both Germany and in the Philippines. The Joint Monitoring 
Committee visits the workplaces and interacts with the deployed workers in order to identify gaps in 
implementation and making recommendations for improvement. 

The reliance of many health systems in the developed world on international recruitment is largely a 
result of underinvestment in domestic recruitment, education and training programs. As emigration 
exacerbates existing shortages of health workers in the global south, the countries that can least 
afford to lose health workers end up subsidising the cost of recruiting health workers in wealthier 
countries. Draining the health capacities of other countries is not a solution to domestic health 
worker shortages.  

The WHO Global Code of Practice on the International Recruitment of Health Personnel was adopted 

in 2010 with the intention to overcome these issues in light of the global shortage of health 

personnel, through principles and practices for ethical international recruitment.117  Yet, as the Code 

of Practice is voluntary, and more than a decade has passed since it was adopted, it was necessary to 

conduct a review of the instrument. Thus, along with the 3-year periodic reporting on the Code by 

Member States,  an Expert Advisory Group was also convened to review the Code’s relevance and 

effectiveness every five years. The first EAG review report was published in  

2015 and the second review took place in 2019. PSI participated in the Code’s review through its 

expert contribution to the EAG. Overall, the EAG reaffirms the vital role of the WHO Code as the 

global framework in achieving universal health coverage through strong health systems equipped 

with a sustainable and healthy workforce.  In the COVID-19 pandemic, the Code becomes even more 

relevant as nations are racing to fill-in the needed health workforce. However, PSI wishes to see a 

further strengthening of the Code through wider transparency and stakeholder participation, along 

with stronger enforcement of the Code by ensuring its lateral links with other international 

instruments and policies on equality and public health.  

• With the increasing use of bilateral labour agreements in facilitating health worker migration 

and mobility, the WHO Code, along with human rights norms and labour standards, should serve as 

a pre-requisite in the negotiation and implementation of any bilateral or multilateral labour 

migration agreement. Only then can we ensure that international health and labour standards, as 

well as fair and ethical recruitment, are upheld and reciprocity is adhered to.  

 
117 WHO Global Code of Practice on the International Recruitment of Health Personnel  
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• The role of trade unions and civil society as partners of member states in the promotion and 

application of the WHO Code is crucial. Social dialogue on the governance of health labour migration 

can benefit from the guidance of the WHO Code, along with international human rights norms and 

labour standards. 

Together with the WHO and OECD, the ILO has also developed the International Platform on Health 

Worker Mobility in 2018.118 This aims to mitigate the adverse impacts of health workermigration 

while enhancing the benefits. PSI contributes to the work of the Platform,  bringing the critical voice 

of health workers in discussions around the Global Skills Partnerships, fair and ethical recruitment 

and funding of public health services. PSI maintains the rights-based approach, taking into account 

issues of human rights, gender dimension, fair economic policies and shared governance 

responsibilities, as a necessary first step to the governance of health labour migration, therefore 

balancing the rights of workers, the right to universal health care and fair outcomes for both origin 

and destination countries.119 

 

 

In conclusion, trade unions play an important role in promoting and protecting the human and 

labour rights of migrant workers. PSI’s migration programme offers concrete examples of how 

unions in the health and care sectors are organizing migrant workers, informing and empowering 

them to make informed decisions, providing representation and legal assistance, promoting social 

dialogue and advocating for the rights-based normative framework in alliance with the wider trade 

union movement and civil society. 120 

 

5. Social Dialogue 

C149 and R157 makes significant provisions for the participation of nursing personnel and their 
representatives in social dialogue in health sector planning and in relation to decisions affect them. 
This extends national health policy, decisions concerning the nursing profession including the 
classification structure, as well in determining wages and conditions through collective bargaining 
and involvement of worker representatives in dispute resolution. 

Where trade unions are strong and involved in determining decisions, this positively impacts on both 
nursing wages and conditions as well the capacity of the health system to respond to healthcare 
emergencies. For example in New Zealand, health unions are parties to the tripartite Health Sector 
Relationship Agreement (HSRA) with the Ministry of Health and the 20 District Health Boards and a 
national steering group meets regularly to discuss issues that affect the health workforce.121 
 
However, unions are often excluded – partially or completely – from social dialogue and face 
significant barriers preventing collective bargaining. In Taiwan for example there is an absence of 
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tripartite social dialogue in national health policy and nursing unions are excluded from information 
sharing and decision making. Whereas rights to freedom of association and the right to strike are 
protected in law, significant restrictions exist for health sector workers.122 Nursing personnel in 
Nepal are excluded from social dialogue at most institutions, despite unions raising demands for 
establishing tripartite discussion mechanisms in all relevant decision making.123  
 
In some cases, the rights of workers to freely organise are restricted partially or entirely. PSI affiliates 
in India, for example, report general hostility and reprisals from employers against workers joining 
trade unions. The denial of nurses rights to organise and join unions is endemic in the private health 
sector, with fixed-term contracts prohibiting union participation. There is significant aspect of 
gender-discrimination in such denials of rights, and some employers specifically resist employing 
male nurses who are generally perceived to have stronger bargaining power.124 In Bangladesh most 
health workers are unorganised as general hostility of employers towards unions, particularly in the 
private sector, makes organising extremely difficult.125 In the Philippines, public sector nurses are 
excluded from the right to unionise.126 
 
All workers should have a right to withdraw their labour when safety is at stake. Unionised 
workplaces are safer workplaces and the right to organise and to take industrial action must be 
retained as a right. However, there are restrictions prohibiting or limiting health workers taking 
collective action including strike action in various countries. In the United States, for example, health 
workers face different rules for settling disputes depending on the jurisdiction and whether the 
employer is public or private; many healthcare workers in the public sector have recourse only to 
statutory procedures and are prohibited from withdrawing their labour.127 In South Korea, despite 
the existence of tripartite social dialogue that includes unions, strikes are excessively restricted by 
labour laws and health sector workers are designated as ‘essential services’ and not guaranteed a 
right to collective action.128 
 
However, an absence of social dialogue also places workers in a position where they have no other 
recourse than to take collective action. Unsafe working conditions are the main reasons for attrition 
of health workers and exacerbate workforce shortages. In a recent ILO/WHO policy brief on 
occupational health for health workers, it was noted that unsafe labour conditions are among the 
main reasons for health worker strikes in low-income countries.129 There is evidence that health 
worker strikes in low-income countries are frequent and that a significant growth in strike activity 
occurred between 2008 and 2018.130 

The Labour Relations (Public Service) Convention, 1978 (C.151) protects public employees from anti-
union discrimination and makes provision for their normal exercise of freedom of association, civil 
and political rights. As the ILO concluded in 1998, health workers have the same right to organise 
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and bargain collectively as workers in other sectors.131 Blanket exclusions of health workers from the 
right to strike on ‘essential services’ grounds must be opposed.  

The COVID-19 pandemic emergency, rather than presenting opportunities for strengthening social 
dialogue in the health sector, has intensified conflict. Unfortunately, PSI notes that based on reports 
from its affiliates, cases of positive cooperation between employers and unions during the pandemic 
emergency are rare. Public authorities have generally imposed decisions on workers and failed to 
consult unions in emergency plans, for example, to define the scope of temporary exemptions to 
working time rules as part of the emergency situation (as set out in 43.c of R157).  

6. Ensuring Compliance 

Given its critical function and elevated risks, the health sector should always be heavily prioritised 
for compliance with health and safety and other conditions of work. This is critical in light of its 
deficiencies including high risks for occupational health and safety and its importance for the welfare 
of the general population. Inspection activities, including enforcement actions where necessary, 
should be especially prioritised during a pandemic emergency. 

Compliance measures to protect labour rights of nursing personnel are in most cases inadequate 
and there is a significant gap reported by many PSI affiliates between existing policies, laws and 
regulatory frameworks and their implementation in practice. For example, in Bangladesh, very weak 
compliance mechanisms, inadequate complaint processes, lack of enforcement and insufficient 
sanctions in case of breaches of laws undermine the improvements in health policies in practice.132 
In Nepal, a general pattern noted of non-compliance with ratified ILO Conventions as well as with 
national labour laws is reported.133 India is likewise reported to fail to comply with a 2016 Supreme 
Court decision recommending wage increases across the private health sector, which has been 
under-implemented despite further legal orders directing state government to legislate 
implementing the recommendation.134 

There is a chronic lack of labour inspectors in most of the world. Many states have under-resourced 
this essential civil service while pursuing neoliberal policies including privatisation and outsourcing 
that have greatly increased the workloads of labour inspectorates. Monitoring and regulation of 
standards of the health sector is generally pursued in relation to quality of health provision and 
standards of patient care, and not for compliance with labour laws. In many countries, labour 
inspectors have a mandate to inspect workplaces only in the private sector but not public 
institutions (including public hospitals).135 

Trade unions play a vital role in monitoring compliance with labour rights and laws through initiating 
complaints and supporting investigations through collecting evidence. In South Korea, a labour 
inspectorate system exists but it is inadequate in practice, failing to function in the absence of a 
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union presence; there are insufficient legal sanctions or enforcement mechanisms to discourage 
employers from committing violations.136 

The ILO has previously noted the need to strengthen labour inspection capacity in the health 
sector.137 The Labour Inspection Convention, 1947 (C.81) – ratified by 148 countries – calls for a 
sufficient number of labour inspectors to meet needs (article 10). In light of many breaches to this 
Convention, the ILO should take appropriate action to encourage states to comply with C.81. 

7. Impact of ILO Instruments and Prospects for Ratification 

Despite its adoption 44 years ago, C149 and R157 have been ratified by only 41 countries, and there 
have been only 5 new ratifications in the last 20 years. This is regrettable especially as some states 
that have not ratified the Convention already meet or even exceed many of its provisions. For 
example, various sectoral agreements in Australia (a non-ratifying country) contain provisions for 
nurse-to-patient ratios, remote living allowances, travel allowances and housing allowances.138 

The General Survey process is helping to raise the profile and relevancy of the Convention, and 
engagement with the process is also leading to increased awareness among trade unions. Many PSI 
affiliates have expressed that they will be seeking their government ratify C140 and will pursue 
campaigns for ratification.  

8. Possible need for standard-related action and for technical 

assistance 

PSI believes that in their current form, C149 and R157 largely retain their relevance. However, these 
instruments should be supplemented with revisions where needed. A revised instrument should 
strengthen provisions for equal pay, rights to effectively bargain, and formalise and regulate the 
status of community health and care work. Provisions that allow for insecure work (para. 57 of R157) 
and volunteer labour (article 1.3 of C149) in the current instruments should be removed.  

There is also a fundamental need for a revised Convention to recognise the importance of an 
integrated health system and an integrated health workforce and to formalise nursing care work. 
The Convention should cover all ‘nursing personnel’ without leaving scope for ambiguity and this 
definition should include not just clinical staff but also health workers across various occupations in 
non-clinical settings. One proposal raised by a PSI affiliate is for an amendment of the title of the 
Convention to reflect its coverage of workers in health, care and community services.139 

Campaigns for ratification of the existing Convention are essential to make the instruments effective, 
and the ILO can play an important role in supporting advocacy to promote and assist ratification and 
implementation of the Convention. PSI and affiliates will seek ratification of the instruments as an 
important element of Covid recovery and future commitment to the health workforce.  
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